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This hxmi rule implements the provisions of lhu federal Affordable Care Act {AC f\) and Vermon
ActNos. 48 of 2011 and 171 of 2012, The ACA expands access to health insurance cov erage
~ through improvements to the Medicaid and Children's Health Insuranee Py ograms (CHTend the
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Conneet (VHC)--will provide a marketplace for individuals and small emplovers to shop Tor and
puzdwsu privaie health insurance options. [t will also provide Vermonters with the oppottunits to
apply for and enroll in Vermont's public health-benefits pmmmw‘
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Specific Changes to Rule Sections

Section | Description of Change
4100 Repaal' on 1231713 and replace with proposed rule on 1/1/14
4200 Repeal on 12/31/13 and replace with proposed rule oa 1/1/14
Repeal on 12/31/14.  For new enrollees, becomes effective on 1/01/2013. The
4300 proposed rule will become effective for individuals enrelled on or before 12/31/13 as
they reach their annual review date throughout 2014,
4400 Repeal on 12/31/13 and replace with proposed rule on 1/1/14,
5300 Repeal on 12/31/13, except: _
Retain 5321-5323 for VPharm and MVP eligibility.
cc Remains in place until: a point in 2014 when information techmology support is
5500 . R )
available; beneticiaries will then convert to the new rule.
5600 Repeal on 12/31/13
5700 Remains in place until a point in 2014 when information technéiﬂgy support is
o available; beneficiaries will then convert to the new rule.
5500 Repeal on 12/31/13.

The Legislative Committee on Administrative Rules concurred in the following changes to the
Sinal proposed rule:

Section Description of Change o

4.02(g) Added “(1)The individual has the right to be
represented by a legal representative.”

6.00 (by (7) Removed '

8.02 (v) Removed

28.02(b)(3)

The language “not already inchuded in adjusted

26.04(b)

gross income” was added

Description of New Ride

This rule codifies policy and procedural changes to the Medicaid and CHIP programs related to
cligibility, enrollment, renewals, public availability of program information, and coordination
across health-benefits programs to be consistent with the ACA and Vermont legislation. This
rule also revises and consolidates Economic Service Division (ESDYs Medicaid and CHIP
program eligibility rules into a single, consistent, and updated code.
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Rule Making Process

Al

L.

B.

Enformal Public tnput Process

The proposed rule was filed with the Interagency Commiitee on Administrative Rules
UCAR) o0 4/23/2013 and presented at its meeting an 4/29/2013.

lhc secretary of State published notice of rulemaking on their website on 5/15/2013

The depe}rinmzi posted the proposed rule on its website http:fdel vermont.goviesd/rules and
notified advocates, providers, subscribers, and members of the public of the proposed rule,

Formal Notice and Cominent Peviod

A pubhu hearing was held on 6/14/2013 from 10:00am - 12:00 noon in the Agency of Human

- Services ‘:euruldry s Conterence Room, 208 Hurricane Lane, Williston, Vermont.

=

Ly

6.

Written comments were submitted up to 4:30 pam. on 6/21/2013 to Michele Betit, Feonomiic
Services Division, DCF; 103 South Main  Street, Waterbury, Vermont 05671-1201,
nuchele betit@istate. vt.us, Fax: (802) 476-1634. '

On or betore 772472013 copies of the final preposed rule were filed with the Secretayy of
State and Lhe Legislative Committee on Administrative Rules (LCAR).

The department presented the rule to LCAR at its meeting on $/08/201 3.
The department expeets to file the final rule no later than 9/12/2013.

The rule be effective on October 1, 2013,

specific Changes and Addi_tions o Policy Pages

The changes and additions in this bulletin are a mmprthumw revision and renaming of existing
health care programs, and creates new health care ¢ categories in ovder to expand alimdabh, covernge
to more individuals and children. Following is the table of contents of the new rule. The adopted
rule in its entivety can be viewed at htip://def-vermont.gov/esdirules,
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Part One

General Provisions and Definitions

1.00

Health-benefits program administration (10/01/2013, 13-12F)

The Agency of Human Services (AHS) was created in 1969 to serve as the
-umbrelia organization for all human-service activities within state government,

| Itis.the Single State Agency for Medicaid purposes and the adopting authority
for this rule.

2.00 General Des
specific criteria in subsequent sections) (10/01/2013, 13-12F)

cription of Vermont’s Health-Benefits Programs (subject to

2.01 Types of health benefits (10101!2013, 13-12F)

{a} In general

The state offers several types of health benefits, including:
¢+ Medicaid;
+ Children’s Health Insurance Program {CHIP);

* Enroiiment in a Quaiified Health Plan (QHF’) with advance payments of
premium tax credits (APTC); and

+ Enroliment in a QHP with cost-sharing reductions (CSR).
The benefits for wh.ich a person is eligible is determined based on the

individual’s income, resources (in specified cases}), and circumstances, such as
level of care needs, as covered in succeeding sections.

Benefit choice

Except as may be otherwise restricted, an individual may select the particular
benefit or benefits that they wish to be considered for. In the absence of such a
selection, AHS will determine an individual's eligibility for the most
advantageous benefit that they qualify for.

| {c) Redetermination of If an individual becomes ineﬁgible for one benefit, AHS will determine eligibility
efigibility for the next most advantageous benefit that they then qualify for. '
2.02 Medicaid (10/01/2013, 13-12F)
(a) Overview of the The Medicaid program is authorized in Title XIX of the Somal Security Act (the
Medicaid Program Act).
{b) Medicaid eligioility Vermont provides Medicaid to these who meet the requirements of one of three

eligibility groups:
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+ Mandatory categorically needy;
+ Cptional categorically needy; and
+ Medically needy.

To be eligible for federal funds, states are required to provide Medicaid
coverage for certain groups of individuals. These groups—the mandatory
categorically needy-derive from the historic ties to programs that provided
federally-assisted income-maintenance payments {e.g., S8l and Aid to
Families with Dependent Children). States are also required to provide
Medicaid to related groups not receiving cash payments.

States also have the option of providing Medicaid coverage for other
“categorically related” groups. These optionai groups share characteristics of _
the mandatory groups (that is, they fail within defined categories), but the
eliginility critetia are somewhat more liberally defined.

The medically-needy option allows states fo extend Medicaid eligibility to
additional groups of people. These individuals would be eligible for Medicaid

.under one of the mandatory or optional groups, except that they do not meet

the income or resource standards for those groups. Individuals may qualify
immediately or may “spend down” by incurring medical expenses greater than
the amount by which their income or resources exceed their state's medically-
needy standards.’

Vermont also operates health-care programs permiited by a research
demonstration waiver authorized under § 1115 of the Social Security Act,

(c) Vermont's Medicaid
Program?®

The Vermont Medicaid program covers all mandatory categories of enrollees. It
also offers all mandatory services—generatl hospital inpatient: outpatient
hospital and rural health clinics; other la boratory and x-ray; nursing facility,
Early Periodic Screening, Diagnosis and Treatment (EPSDT), and family
planning services and supplies; physician's services and medical and su rgical
services of a dentist; home health services; and nurse-midwife and nurse
practitioner services. Vermont includes certain, but not all, optional categories
of enroilees. Vermont has also elected to cover certain, but not all, optional
services for which federal financial participation is available.

The scope of coverage for children under the EPSDT provisions of Title XIX is
different and more extensive than coverage for adults. The EPSDT provisions
of Medicaid law specify that services that are optional for adults are mandatory
covered services for all Medicaid-eligible children under age 21 when such
services are determined necessary as a result of an EPSDT screen.
Specifically, Vermont is required to provide

such other necessary health care, diagnostic services,
treatrnent, and other measures described in subsection (a) of
[1396d] to correct or ameliorate defects and physical and

'In Vermont, the Medicaily Needy Income Level is known as the "Protected Income Level,” or “PIL.”

% Former Medicaid Rule 4100.
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mental ilnesses and conditions discovered by the screening
services, whether or not such services are covered under the
State [Medicaid] plan."

A furthpr definition of the scope of EPSDT services is found in 42 USC §
1398d(a){13} which requires states to provide

other diagnostic, screening, preventive, and rehabilitative
services, including any medical or remedial services {provided
in a facility, home, or other setting) recommended by a
physician or other licensed professional of the healing arts
within the scope of their practice under State Law, for the
maximum reduction of physical or mentat disability and
restoration of an individual to the best functional level.

Vermont is authorized to establish reasonable standards, consistent with the
objectives of the Medicaid statute, for determining the extent of coverage in the
Op‘rional categories based on such criteria as medical necessity or utilization
control.® In establishing such standards for coverage, Vermont ensures that the
amount, duration, and scope of coverage are reasonably sufficient to achieve
the purpose of the service,

2.03 children’s Health Insurance Program (CHIP) (16/01/2013, 13-12F)

{a} In general

CHIP (known from its inception until March 2009 as the State Chiidren’s Health
Insurance Program, or SCHIP) is authorized by Title XX of the Social Security
Act.

(b) Vermont CHIP

Vermont utilizes the CHIP program to provide health coverage to uninsured
children with household incomes between 225% and 300% of the federal
poverty levei (FPL) The CHIP program is part of the coverage array known as
“Dr. Dynasaur.” All of the provisions in this rule that apply to the “child”
Medicaid coverage group (§ 7.03(a)(3}) apply with equal effect to an individual
who rs enrolled in CHIP.,

2,04 The

Health Benefits Exchange (10/61/2013, 13-12F)

(a) In general

Vermont has elected to establish and operate its own Exchange. Vermont Act
No. 48 of 2011, "An act relating to a universal and unified heaith system,”
established the Vermont heaith benefit exchange (Vermont Health Connect,
VHC). The purpose of VHC is to facilitate the purchase of affordable, quaiified
health benefit plans by individuals, and small employers in the merged

| individual and small group markets; and later in the large group market in

Vermont in order to reduce the number of uninsured and underinsured; to
reduce disruption when individuals lose employer-based insurance: to reduce
administrative costs in the insurance market; to contain costs: to promote
health, prevention, and healthy lifestyles by individuals; and to improve quality

42 USC § § 1396a(a)(17).
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of health care.

Purchasing employer-sponsored coverage through VHC will afso qualify certain
small employers to receive a federal small business tax credit.

QHPs must provide at least essential health-benefit packages. Such packages
must provide a comprehensive set of services, cover at least 60 percent of the
actuarial value of the covered benefits, and limit annual cost-sharing to the
current law Health Savings Account (HSA) limits.

The Patient Protection and Affordable Care Act of 2010 (ACA) defines four
benefit categories of plans pius a separate catastrophic plan. The four
comprehensive plans each provide essential health benefits and maintain HSA
out-of-pocket limits. Coverage percentages of the benefit costs of the pians
(with a de minimus variation of plus or minus 2 percent} are as follows:

+ Bronze plan; 60 percent,

¢ Silver plan: 70 percent.

+ Gold plan: 80 percent,

¢ Platinum plan: 90 percent.
Catastrophic pians are available to individuals up to age 30 or to individuals
who are exempt from the federal penalty for not having coverage. These plans
provide catastrophic coverage only, with the coverage level set at the HSA

current-law levels. Prevention benefits and coverage for three primary-care
visits are exempt from the deductible,

{b} Premium Assistance

and Cost Sharing
Reductions

The ACA also extended new federal health benefits to qualified people who
purchase insurance through the Exchange. Eligible individuals may receive
advance premium tax credits (APTC). Some also qualify for cost-sharing
reductions (CSR).

Refundable and advanceable premium tax credits are availabie to eligible
individuals and families with incomes between 133 and 400 percent of the FPL
to purchase insurance through the Exchange. The premium credits are tied to
the second-lowest-cost silver pian in the area and are seton a sliding scale
such that the premium contributions are limited to the following percentages of
income for specified income ievels:

Up to 133 percent FPL: 2 percent,
133-150 percent FPL; 3 - 4 percent.

150-200 percent FPL: 4 — 6.3 percent.

i 200-250 percent FPL: 6.3 — 8.05 percent.

250-300 percent FPL: 8.05 - 9.5 percent.

300-400 percent FPL: 8.5 percent.
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The premium contributions far those receiving subsidies are increased annuaily
to reflect the excess of the premium growth over the rate of income growth for
2014-2018. Beginning in 2019, there will be further adjustment of the premium
contributions to reflect the excess of premium growth over consumer price
index (CPI} if aggregate premiums and cost-sharing subsidies exceed 0.54
percent of Gross domestic product (GDP).

in addition to premium subsidies, eligible individuals receive CSRs, These
subsidies reduce the cost-sharing amounts and annual cost-sharing limits and
have the effect of increasing the actuarial value of the basic benefit pian to the
following percentages of the full value of the plan for the specified income level:

100-150 percent FPL: 94 parcent.

150-200 percent FPL: 87 percent.

200-250 percent FPL: 73 percent.

Modified adjusted gross income (MAGI) is used to determine eligibility for .
APTC and CSR. APTC and CSR are only available to unincarcerated U.S.
citizens and legal immigrants who meet the applicable income limits.
Employees who are offered coverage by an employer are not eligible for APTC
uniess the employer’s plan does not have an actuarial value of at least 60
percent or if the employee’s share of the premium exceeds 9.5 percent of the
employee’s household income for self-only coverage. Legal immigrants who
are barred from enrolling in Medicaid during their first five years in the U.S. are

eligible for APTC and CSR. Such immigrants may have income under 100
percent FPL.

{c) Administrative
Requirements

Federal health-care regulations contain.a number of provisions aimed at the
administration of the health-benefits eligibility-determination process. These
provisions are intended to promote admln:stratlveiy efficient, streamlined, and
coordinated eligibility business processes.

2,05 Administration of eligibility for health benefits {10/01/2013, 13-12F)

(a) AHS administers eligibility for the state’s health-benefits programs in
accordance with applicable provisions of federa! and state law and
reguiations.

{b} The eligibility determination process is administered such that:*
(1) individual dignity and self-respect are maintained;

(2)  The constitutional and other legal rights of individuals are respected:;

(3) Practices do not violate the individual's privacy or dignity or harass

* Derived from ESD All Programs Rule 2000..
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the ingividual in any way;

(4y  Disclosure of information concerning applicants or enrollees is limited
to purposes directly connected with the adminisiration of the program
or otherwise required by law; :

(5) Each individual who wishes to do so is given an opportunity to apply
or reapply for benefits without delay;

(6) Prompt action is taken on each appfication and reapplication and
individuals are notified in writing of the decision on the application;

{7y Decisions are based on recorded information showing either that ali
pertinent eligibility requirements are met or that one or more
requirements are not met;

(8) Benefits are given promptly and continue regularly to all eligible
individuals unti! they are found to be ineligible;

(9) Eligibility is redetermined when circumstances change or at the time
of renewal, in accordance with the same principles as initial
application;

{10} Individuals are the primary sources of information about their
eligibifity;

(11} Individuals are informed of their responsibility to furnish complete and
’ accurate information, including prompt notification of changes
affecting their eligibility or amount of aid or benefits, and of the
penalties for willful misrepresentation to obtain benefits to which they

~ are not entitled:;

(12} Individuals are helped to obtain needed information; and
(13} Verification of conditions of eligibility are limited to what is regsonahly
necessary to assure that expenditures under the program are tegal,

in accordance with federal and state law and regutations.

Application of these principles in specific areas is covered in succeeding
sections. i

3.00 Definitions™(10/01/2013, 13-12F)

As used in this rule, the following terms have the following meanings:

Adjusted monthly
premium®

The premium an insurer charges for the applicable benchmark plan (ABP) fo
cover all members of the tax filer's coverage family.

Advance payment of the

Subsidies provided on an advance basis to an issuer on behaif of an eligible

® 26 CFR § 1.36B-3(e).
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premium tax credit
(APTC)®

Affordable Care Act
(ACA)

“individual enrolled in a QHP 1o reduce the individual's required premium
payment.

The Patient Protection and Affordable Care Act of 2010 (Pub. L. 111-148), as
amended by the Health Care and Education Reconciliation Act of 2010 (Pub. L.
111-152), as amended by the Three Percent Withholding Repeal and Job
Creation Act (Pub. L. 112-56),

Aid to the Aged, Blind, or
Disabled (AABD)®

Alternate reporter

Vermont's supplemental security income (SSI) state supplement program.

A person who is authorized to receive either original notifications or copies of
such notifications on behalf of an individual. (See, § 5.02{b} 1)(iv)).

Annual open enrollment
period (AQEP)®

The period each year during which a glialified individual may enroll or change
coverage in a QHP.

l

Applicable henchmark
plan (ABP)"

As defined in § 60.08, the second-lowest-cost silver plan offered through VHC.

Applicant™

An individual or qualified employee seeking-eligikility for health benefits for
themselves through an application submission. :

Application’”

i Asingle, streamlined application for all health-benefits programs,

supplemented with forms to collect additional information needed to determine
eligibitity on a basis other than the applicable MAGI standard, submitted by or
on behalf of an applicant. '

Application date

(a) The day the application is received by AHS, if it is received on a business
day; or o '

(b) The first business day after the application is received, if it is received on a
day other than a business day.

® 42 CFR § 435.4; 45 CFR § 155.20 (NPRW, 78 FR § 4593); § 36B of the Coce (as added by § 1401 of

the ACA).

726 CFR § 1.36B-1(j); 42 CFR § 435.4; 45 CFR § 155.20.

® 33 VSA§ 1301 et seq.; AABD Rule 2700 of seq.

¥ 45 CFR § 155.20.

26 CFR § 1.36B-3(f).

" 42 CFR § 435.4: 45 CFR §§ 155.20 and 156.20.

"2 42 CFR § 435.4; 45 CFR § 155.410(a).
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[Tppﬁcation filer™

(@) Applicant;
(b) Adult who is in the applicant's household;
(c) Authorized representative; or

(d} If the applicant is a minor or incapacitated, someone acting responsibly for
the applicant.

Approve

To determine that an individual is eligible for health berefits.

Approval month

The month in which the individual's eligibility is approved.

Authorized representative

A person or entity designated by an individual to act respansibly in assisting the
individual with their application, renewal of eligibility and other ongeing
communications. See, § 5.02

Benefit year (or taxable
year)"*

A calendar year for which a health ptan provides coverage for health benefits.

| Broker™®

A person or entity licensed by the state as a broker or instirance producer

| Business day

Any day during which state offices are open to serve the pu blic.

Cancel

Te determine that an applicant who was approved for health benefits but not
yet enrolled is no longer eligible for health benefits.

Carataker relative'

{a) Arelative of a dependent child (as defined in this § 3.00) by blood,
adoption. or marriage, with whom the dependent child is living, who
assumes primary responsibility for the dependent child's care (as may, but

_is nat required to, be indicated by claiming the dependent child as a tax
dependent for Federal income tax purposes).

(b} As used in this definition, a “relative” is the child’s father, mother,
grandfather, grandmother, brother, sister, stepfather, stepmother,
stepbrother, stepsister, uncle, aunt, first cousin, nephew, or niece. The
term relative includes:

(1)__An individual connected to the dependent child by blood, includihg

"® 42 CFR § 435.907; 45 CFR § 155.20.

" 45 CFR §8 155.20 and 156.20. The Treasury regulations employ the term “taxable year.” The Intemal
Revenue Code defines the "benefit year” as “the calendar year, or the fiscal year ending during such
calendar year, upon the basis of which the taxable income is computed under subtitle A. . . " 26 USC

§ 7701(a)(23). For most individuals, the benefit year is the calendar year, and thus, synonymous with the
Exchange regulation’s definition of “benefit year.”

" 45 CFR § 155.20. -

' 42 CFR § 435.4; former Medicaid ANFC Rule 4343
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haif-blood;

{2} Anindividual of preceding generations denoted by grand, great, or
great-great; and ‘

(3) The spouses or civil-union partners of such relatives, even after the
marriage or union is terminated by death or dlSSOIUthf‘I

{4)  An aduit not related to the dependent child by blood, adoption, or
marriage, but who lives with the dependent child and has primary
resporsibility for the dependent child’s care.

Case file

The permanent coliection 6f documents and information required to determine
eligibility and to provide benefits to individuals.

Categorically needy'’

Famities and children; aged, blind, or disabled individuals; and pregnant
wamen, described under subparts B and C of 42 CFR part 435 who are eligible
for Medicaid.-Subpart B describes the mandatory eligibility groups who '
generally, are receiving or are deemed to be receiving cash assistance under
the Act: These mandatory groups are specified in §§
1902(a)(10}(A)(1),1902(e),1902(f), and 1928 of the Act. Subpart C describes the
optional eligibility groups of individuals who, generally, meet the categorical
requirements or income or resource requirements that are the same as or less
restrictive than those of the cash assistance programs and who are not
receiving cash payments. These optional groups are specified in

§§ 1802(a}{ 10)(AXii), 1902(e), and 1902(f) of the Act.

Catastrophic plan'™

A health plan available to an'Endividua! up to age 30 or to an individual who is
exempt from the mandate to purchase coverage that:

{a) Meets all applicable requirements for heaith insurance coverage in the
individual market and is offered only in the individual market;

(t) Does not provide a bronze, silver, gold, or platinum level of coverage; and

{c) Provides coverage of essential health benefits once the annual limitation
on cost sharing is reached. Prevention benefits and coverage for three
primary-care visits are exempt from the deductible.

Certified application

Staff and volunteers of state-designated organizations who are authorized and

counselors registered by AHS to provide assistance to individuals with the applzcaﬂon
process and during renewal of eligibility. See, § 5.05

Close To determine that an enrollee is no longer eligible to receive health benefits.

Code Internal Revenue Cade.

"7 43 GFR § 435.4.

"® 45 CFR § 156.155
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Combined eligibility
notice'®

An eligibility notice that Informs an individual, or multiple family members of a
household when feasible, of eligibility for each of the government-sponsored
health-benefits programs, and enroliment in a QHP, for-which a determination

or denial was made. A combined notice must meet the requirements of §
68.02.

Community spouse (CS)

The spouse of an institutionalized individual who is not living In a medicat
institution or a nursing facility. An individual is considered a community spouse
even when receiving MABD for long-term care services in a home or community-
based setting If they are the spouse of an individual who is also receiving
MABD for long-term care services.

Cost of a QHP

See, § 60.02(a)

Cost shating™

Any expenditure required by or on kehalf of an individual with respect to.
essential health benefits; such term includes deductibles, coinsurance,

- copayments, or similar charges, but excludes premiums, batance-billing

amounts for non-network providers, and spending for non-coverad services.

Cost—sharing reductions
(CSR)*

Reductions in cost sharing for an individual who is enrolled in a silverdevel
QHP or for an individuat who is an Indian enrolled in a QHP,

| Couple

Twao individuals who are married to each other or are.in a civil union, according
to the lawsof the State of Vermont. '

| Coverage

(a} In general

The scope of health benefits provided to an individual.

(b} Nonpremium-based
coverage

Any coverage that is provided without a'premium charge.

{c} Premium-based
coverage

Any coverage that is provided with a premium charge.

Coverage date

The date coverage begins,

Coverage family*

See, §60.02(b)

Coverage group™

Category of Medicaid eligibility, defined b'y‘ particular categericai, financial, and

" 42 GFR § 435.4 (NPRM, 78 FR 4593),

- ® 45 CFR §§ 155.20 and 156.20.

' 45 CFR §§ 155.20 and 156.20.

*° 42 CFR § 435.10(b).
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nonfinancial criteria.

Coverage island

A discrete period of coverage that is available in certain defined ciscumstances.

Coverage month™

A month for which, as of the first day of the month:
(@} Anindividual is receiving coverage;

(b} Ifa premium is charged for coverage, the individual's premium is paid in full
ar, if the individual is enrolled in a QHP with APTC, the individual is in the
first month of a premium grace period (see § 64.06{a)(1) for a description
of the grace period for an individual enrclled.in a QHP with APTC); and

{c) [fthe individual is enrolled in a QHP with APTC, the individual is not eligible
for Minimum Essential Coverage (MEC) other than coverage in the
individual market, as referenced in § 5000A(f)(1)(C) of the Code.

Date of application

See, application date

Day

A calendar day unless a business day is specified.

Deny"

To determine that an applicant is inefigible for a health-benefits program.

“Dependent child™

An individual who is:
{a) Under the age of 18; or
{b} Age 18 and a fulltime student in secondary school (or equivalent

vocational or technical fraining), if before attaining age 19 the child may
reasonably be expected to complete such schooi or training.

Disability™

(a) Individual age 18 and
older

An individuai age 18 and older is considered “disabled” if they are unable to
engage in any substantial gainful activity because of any medically-.
determinable physical or mental impairment; or combination of impairments,
that can be expected to result in death, or has lasted or can be expected to last
for a continucus period of not fewer than 12 months. To meet this definition, an
individual must have a severe impairment, which makes them unable to do
their previous work or any other substantial gainful activity that exists in the -
national economy. To determine whether an individual is able to do any other
work, AHS considers their residual functional capacity, age, education, and
work experience.

(b} Individual under age

An individuai under age 18 is considered disabled if they have a medicaliy-
determinable physical or mental impairment, or combination of impairments,

426 CFR § 1.36B-3(c).

* 42 CFR § 435.4.

*® Former Medicaid SSi Rule 4213,
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resulting in marked and severe functional limitations, that can be expecied to
resutt in death or that have lasted or can be expected to last for at least 12
consecutive months, An individual under age 18 who engages in substantial
gainful activity may not be considered disabled.

Disenroll

To end coverage.

Dr. Dynasaur

The collection of programs that provide health benefits to children under age 19
Inthe group defined in § 7.03(a)(3) and pregnant women in the group-defined
in § 7.03(a)(2). :

Electronic account™’

An electronic file that includes all information collected and generated by the
state regarding each individual's health-benefits eligibility and enrollment,
including all documentation required under § 4.04 and including information
collected or generated as part of a fair hearing process conducted with regard
to health-benefits eligibility and enroliment.

Eligible

The status of an individual determined to meet all of a health-benefits
program’s financial and nonfinancial qualifications.

Efigible employer-
sponsored plan®®

(a) With respect to an employee, a group health plan or group health
insurance coverage offered by an employer to the employee which is:

(1) A governmental plan (within the meaning of § 2791(d)(8) of the Public
Health Service Act); or

(2}  Any other plan or coverage offered in the small or large group market
within a state.

{b} This term aiso includes a grandfathered health plan29 offered in a group
market.

| Eligibility determination™

An approval or deniai of eligibility as well as a renewal o_r?ermination of
eligibility. ‘

Eligibiity process

Activities conducted for the purposes of determining, redetermining, and
maintaining the eligikility of an individual.

Employer contributions™

Any financial contributions toward an employer-sponsored health plan, or other
eligible employer-sponsored benefit made by the employer including those
made by salary reduction agreement that is excluded from gross income.

*" 42 CFR §§ 435.4 (NPRM, 78 FR 4593) and 435.914.

# 26 CFR § 1.36-2(c)(3)(i); 26 USC § 5000A(f)(2).

? 26 USC §§ 5000A(H(1)(D).

*42 CFR § 435.4. See also, 42 CFR §§ 435.911 and 435.916; 45 CFR § 155.302.

*' 45 CER § 155.20.
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Enroll To initiate coverage for an approved individual.

“Enroliee™ Anindividual who has been approved and is currently receiving heaith benefits.
The term “enrollee” includes the term “beneficiary,” which is an individua) who
has been determined eligible for, and is currently receiving, Medicaid.

Exchange {Vermont A state-managed entity through which Individuals, qualified employees. and
Health Connect (VHC))™ | small businesses can compare, shop for, purchase, and enroil in QHPs:
individuals can apply for and enrcl in government-sponsored health-benefit
plans, and apply for and enrolf in APTC and CSR. In Vermont, the Exchange is
known as Vermont Health Connect (VHC).

Exchange service area™ | The area in which the Exchange (in Vermont, VHG) is certified to operate.

Family size See, § 28.02(b)
Federal poverty ievel The poverty guidelines most recently published in the Federal Register by the
{FPL) 23 . Secretary of HHS under the authority of 42 USC § 9802{2), as in effect for the

applicable budget period used to determine an individual's income eiigibility for
means-tesfed health benefits. :

| Financial responsibility The individuals whose income or resources are considered when determining
group eligibility for a Medicaid group (defined below). See § 29.03 for rules on the
formation of the financial responsibility group.
Grace period The period of time during which an enroliee who has failed to pay al
outstanding premiurns remains enrofled in coverage, with or without pended
claims. : ‘ :

Grandfathered health plan Coverage provided by a group health plan, or a group or individual health
coverage” insurance issuer, in which an individual was enrofled on March 23, 2010 (for as
long as it maintains that status under federal criteria)

242 CFR § 435.4.

. 26 CFR § 1.36B-1(k); 45 CFR § 155.20. There will be a single “service area” in Vermont, for both
Medicaid and QHP enrollment.

™ 45 CFR § 155.20.

* 26 CFR § 1.36B-1(h); 42 CFR § 435.4; 45 CFR § 155.410. The Treasury reguiations uses the term
“+PL" to describe this indicator: "FPL. The FPL means the most recently published poverty guidelines
(updated periodically in the Federal Register by the Secretary of Mealth and Human Services under the
authority of 42 USC § 9902(2)) as of the first day of the regular enroffment period for coverage by a QHP
offered through an Exchange for a cafendar year. Thus, the FPL for computing the premium tax credit for
a benefit year is the FPL in effect on the first day of the initial of annual open enroliment period preceding
that benefit year. See 45 CFR 155.410." 26 CFR § 1.36B-1{h). For the sake of consistency, AHS has
adopted HHS's term for this concept, and uses it throughout this rule.

*® 45 CFR § 155.20: 45 CFR § 147 140
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Group heaith plan™’

An empioyee welfare benefit pian to the extent that the plan provides medical
care (including items and services paid for as medical care) to employees
(including both current and former employees) or their dependents {as defined
under the terms of the plan} directly or through insurance, reimbursement, or
otherwise. ' '

Health-benefits program®

A program or system that is one of the following:
(@) A state Medicaid program under Title XIX of the Act.

(b) A state children's health insurance program {CHIP) under Title XX of the
Act.

(c} A system that facilitates the purchase by qualified individuals of health
insurance coverage in QHPs.

(dy A ;érogram that makes available coverage in QHPs with APTC to qualified
individuals.

(e) A program that makes available coverage in QHPs with CSR.

Health henefits

Any health-related program or benefit, administered or requlated by the state,
including, but not limited to QHPs, APTC, CSR, and Medicaid.

Heaith insurance
coverage™

Benefits consisting of medical care (provided directly, threugh insurance or
reimbursement, or otherwise) under any hospital or medical service policy or
certificate, hospital or medicai service plan contract, or HMO contract offered
by a health insurance issuer. Health insurance coverage inciudes group health
insurance coverage and individual health insurance coverage.

Health insurance issuer or -

issuer®

An insurance company, insurance service, or insurance organization (inciuding
an HMO) that is required to be licensed to engage in the husiness of insurance
In a state and that is subject to state law that regulates insurance (within the
meaning of section 514(b}(2) of ERISA}. '

Health plan®

This term has the meaning given in § 1301(b)(1) of the ACA. That section
incorporates the definition found in § 2761(a) of the Public Health Service Act.

Hospice services

Long-term care services provided to an individual who:

* 45 CFR §§ 155.20 and 156.20; 45 CFR § 144.103; 45 CFR § 146.145(a).

™ This term includes the programs and benefits referred to as "insurance affordability programs” in
federal regulations. See, 42 CFR § 435.4; 45 CFR § 155.300.

- % 45 CFR § 155.20; 45 CFR § 144.103.

*? 45 CFR §§ 155.20 and 156.20; 45 CFR § 144.103; 18 VSA § 9402(8).

"1 45 CFR § 155.20.
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(a) Is terminally ilf;

(b) Wouid be eligihle for MABD for long-term care services if they lived in an
institution; and ‘ ,

(c) Needs additional interdisciplinary medical care and support services to
enakle them and their families to maintain personal involvement and quality
of life in their choice of care selting and site of death.

Human Services Board

AHS's fair hearings entity for eligibility issues. See, § 80.01

Individual

An applicant or enrcllee for heaith benefits (including a person receiving health
benefits under a § 1115 demonstration waiver (e.g., Global Commitment)).

tnitial open enroliment
period (IQEPR)*

The period during which a qualified individual may enroll in @ QHP for coverage |
during the 2014 benefit year. :

[nstitution™

An establishment that furnishes (in single or multiple facilities) food,
shelter, and some treatment or services to four or more individuals unrelated
to the proprietor.

institutionalized Individual

A person requesting MABD for long-term care services, whether the care is
received in the community or in an institution licensed by AHS.

institutionalized spouse
(IS)

An institufionalized individual whose spouse gualifies as a community spouse. |

interpreter

A person who orally translates for an individual who has limited English
proficiency or an impairment.

Lawfully present

See, §17.01{g)

Level of coverage™

One of four standardized actuarial values (with a de minimus variation of plus
or minus 2 percent), as foliows:

s Bronze plan: 60 percent.
e Silver plan: 70 percent.
¢« (old plan: 80 percent.

s Platinum plan: 90 percent.

2 45 CFR § 155.20.

" 42 CFR § 435.1010. This is the definition referred to in 42 CFR § 435.403(b) and 45 CFR

§ 155.305(a)(3). “Assisted living” is considered a community setting and not a medical institution or
nursing facility because assisted living does not include 24-hour care, has privacy, a lockable door, and
is a homelike setling. Former PP&D to Former Medicaid Rule 4201,

* 45 CFR § 156.20; § 1302(d)2) of the ACA.
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Limited English
proficiency

An-ineffective ability to communicate in the English language for individuals
who do not speak English as their primary language and may be entitied to
language assistance with respect to a particular type 6f service, benefit or
encounter, :

Long-term care

Highest-need and high-need care, as determined by AHS, received by
individuals living in nursing facilities, rehabilitation centers, intermediate-care
facilities for the developmentally disabled (ICF-DD), and other medical facilities
for more than 30 consecutive days. It also includes care received in a home or
community-based setting pursuant to a waiver.

L_song—term care services

Services of fong-term care, including nursing facility services: a level of care in
any insiitution equivalent to nursing facility services; services furnished in a
heme or community-based setting under a waiver or state plan under §§ 1915
or 1115 of the Act; home health services® and personal care services.

MAGl-based income™

See, § 28.03(c)

Medicaid for Children and
Adults (MCA)

The health-benefits program available to a member of a Medicaid coverage
group for children, pregnant women, or adults under 65 years of age.

Medicaid for the Aged,
Blind, and Disabied
{MABD)

The health-benefits program available to a member of a Medicaid coverage
group for people who are aged, blind, or disabled. MABD is based on the
requirements for two financial assistance programs federally administered by
the Social Security Administration: the supplemental security income program
(SSl) and aid to the aged, blind, and disabled program (AABD).

Medicaid group

Individuals who are considered in the financial-eligibility determination for
MABD. The countable income and resources of the financial responsibility
group are compared against the income and rescurce standards applicable to

.the Medicaid group’s size. See § 29.04 for rules on the formation of the

Medicaid group.

Medicaid services™

Medical bénefits funded through Medicaid, Thay include Medicaid services
(Medicaid Covered Services Rules 7201 — 7508.7), long-term care {Medicaid

! Covered Services Rules 7601 — 7608}, services defined in regulations for

Choices for Care, Developmenial Disabilities, and the waiver for Traumatic
Brain Injury supports, incorporated into the Global Commitment Waiver.

Medical incapacity

See, § 64.09.

“® 42 CFR § 435.603(j)(4) (

NPRM, 78 FR 4593),

* § 1905(a)(7) of the Sacial Security Act.

7§ 1905(a)(24) of the Social Security Act,

*® 42 CFR §§ 435.4 and 435.603(g).

8 See, Medicaid Covered Services Rules 7201-7508.7 (Medicaid services} and 7601-7608 {long-term .

care services).
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Medically neady””

Families; children; individuals who are aged, blind, or disabled: and pregnant
women who are not categorically needy but who may be eligible for Medicaid
because their income and, for individuals who are aged, blind or disabled, their
resources are within timits set by the state under its Medicaid plan (including
persons whose income and, if applicable, resources fall within these limits after
their incurred expenses for medicai or remedial care are deducted),

Minimum essential
coverage (MEG)®’

Heaith coverage under government-sponsored programs, employer-sponsored
plans that meet specific criteria, grandfathered health plans, individual heatth
pians, and certain other health-benefits coverage. See, § 23.00.

Minimum value®=

When used to describe coverage in an eligible employer-sponsored plan,
rminimum value means that the employer-sponsored plan's share of the total
allowed costs of benefits provided to the empioyee under the plan (as
determined under guidance issued by the Secretary of HHS under section
1302(d)(2) of the ACA) is at least 60 percent.

Modified adjusted gross
income (MAG!)

See, §28.00

Navigator™

An entity or individual selected by AHS and awarded a grant to provide
assistance to individuals and employers with enroliment in Medicaid programs
and quatified health plans, and to engage in the activities and meet the
standards described in § 5.03.

Non-applicant™

A person wha is not seeking an eligibility determination for himselt or herselt
and is included in an applicant's or enroliee’s household to determine eligibility
for such applicant or enroliee.

Nonpayment

- Failure to pay any or all of a premium due.

OASDI™

Old age, survivors, and disability insurance under Title It of the Act.

Optional state
supplement™

A cash payment made by a state, under § 1618 of the Act, to an aged, blind, or
disabled individual. See, AABD,

Patient share

See, § 24.00.

042 CFR § 4354,

*' 42 CFR § 435 4; 45 CFR § 155.20.

* 45 CFR § 155.300 (NPRM, 78 FR 4593); 26 CFR § 1.36B-2(c)(3)(v)).

%% 45 CFR § 155.20; 33 VSA § 1807.

* 42 CFR § 4354,
85
42 CFR § 435.4.

42 CFR § 4354,
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Physictan's certificate

See, § 64.00. Il

Plan year’

A consecutive 12-month peried during which a heaith plan provides coverage.
Far plan years beginning on January 1, 2015, a plan year must be a calendar
year.

' Plain language™

Language that the intended audience., including individuals with imited English
proficiency, can readily understand and use because that language is concise, |
well-organized, and follows other best practices of plain language writing.

Pregﬁant weman™ A weman during pregnéncy and the post partum period, which begins on the
date the pregnancy ends, extends 60 days, and then ends on the last day of
the month in which the 60-day pericd ends.

Premium

(a) In general

A monthly charge that must be paid by an individual as a cendition of initial and
ongoing health-benefits eligibility and enrcliment,

(b} Initial premium

The premium for the first month of coverage.

(c) Ongoing premium

The premium for successive months of coverage, which are billed and due on a
monthly basis.

Premium-assistance
amount®

See, §60.04

Premium due date

The day on which a health-benefits premium is due.

Private facility”"

Any home privately owned and operated, or any home or institution supported
by private or charitable funds, over which neither the state nor any of its
subdivisions has supervision or cantrol even thcugh individuals may be boarded
or cared for therein at public expense. Vermont private institutions inciude
boarding homes, fraternal homes, religious hcmes, community care homes,
residential care facifities, medical facilities (i.e. general hospitals) and nursing
facilities licensed by the State of Vermont.

Protected Income Level

(PIL)

The income standard for the medically'—needy Medicaid coverage groups.

Public Institution™

Any institution meeting all of the following conditions:

" 45 CFR §§ 155.20 and 156.20.

* 45 CFR § 155.20. Incorporates meaning of this term given in § 1311(e)(3)(B) of the AGA.

*® 42 CFR 435.4.

% 26 CFR § 1.36B-3(d).

' Former Medicaid rules 4218.2 and 4332 2.
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{d) The institution is owned, maintained, or operated in whole or in part by
public funds;

(e) Controlis exercised, in whole or in part, by any public agency or an official
or employee of that agency; and

{fi The mstltutzon furnishes shelter and care and can be termed a public
institution by reason of its origin, charter, ownership, maintenance or
supervision.

Qualified Heaith Plan
(QHP)

A health plan that has in effect a certification issued or recognized by

Vermont's Depariment of Financial Regulation (DFR)that it meets the ACA
standards described in subpart C of 45 CFR part ‘156 in accordance with the
process described in subpart K of 45 CFR part 155.%

QHP issuer®

A health insurance issuer that offers a QHP in accordance with a certification
from DFR.

Qualified individua®

An individual who has been determined eligible by AHS to enrol: in a QHP.

Qual:fylng coverage in an
employer-sponsored
plan®®

Coverage in an eligible employer-sponsored plan that meets the affordablhty
and minimum-value standards specified in 26 CFR § 1.368-2(c)(3), and
described in § § 23.02 (affordable) and 23.03 (minimum value).

Quality control (QC)

A system of continuing review to measure the accuracy of eligibility decisions.
Also, the name of the AHS unlt that is responsible for admzmstermg quality-
control functions., :

Reasonable compatibility

See, § 57.00(a)

Reenroll To restore coverage after closure.
‘Reinstate To restore eligibility after canceliation or closure.
Renew To redetermine eligibility at a specified penodic mterval (e.g., annual renewal of

eligibility}).

** Former Medicaid rules 4218.1 and 4332.1.

°*45 CFR §§ 155.20 and 156 20. 26 CFR § 1.36B-1(c) defines the term as follows: “QHP. The term QHP
has the same meaning as in section 1301(a) of the ACA (42 USC § 18021(a)) but does not include a
catastrophic plan described in section 1302(e) of the ACA (42 USC § 18022(e).”

* 45 CFR §§ 155.20 and 156.20.

® 45 CFR §§ 155.20 and 158.20.

% 45 CFR § 155.30Cn (NPRM, 78FR 4593).
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Secure electronic
“interface®

An interface that allows for the exchange of data between informaticn

technology systems and adheres to the requirements in subpart C of 42 CFR
part 433.

Self-only coverage™

Health insurance that covers one individual.

Specia] enroliment period -

A perlod during which a qualified individual or enrollee who experiences certain

(SEP)®® gualifying events may enroll in, or change enrollment in, a QHP outside of the
{OEP and AOEPs,
5SSl Supplemental security income program under Title X! of the Act.

Substantial gainful activity

{a) Work activity that is both substantial and gainfu!, defined as follows:

{1) Substantial work activity involves doing significant physical or mental
activities. Work may be substantiat even if it is done on a part-time
basis or if individuals do less, get paid less or have less responsibility
than when they worked before. '

(2}  Gainful work activity is the kind of work done for pay or profit whether
or not a profit is realized.

(b) Individuals who are working with disabilities shall be exempt from the
substantial gainful activity (S3GA} step ofthe sequential evaluation of the
disability determination if they otherwise meet the requirements set forth in
§ 8.05 for the categoricaily needy working disabled.

Tax filer’®

An individual, or a martied couple, who indicates that they expect;
(a)y To file an income tax return for the benefit year;

(b) 1t married (within the meaning of 26 CFR § 1.7703-1), to file a joint tax
return for the benefit year,

(¢} That no other taxpayer will be able to claim them as a tax dependent for
the benefit year; and

(d) To claim a personal exemption deduction under § 151 of the Code on their
tax returr for one or more applicants, who may or may not include them or
their spouse.

Tax dependent

(a) For purposes of MAG)-based Medicaid elighility, see, § 28.03(a).

42 CFR § 435.4.
%26 CFR § 1.38B-1(0).
%945 CFR § 155.20.

45 CFR § 155.300.
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(b) For purposes of APTC/CSR eligibility, see, § 28.05(a).

Third party

Any person, entity, or program that is or may be respensible to pay all or part of
the expenditures for another person’s medical benefits.

Waiver services

Specialized medical services approved under an exception to standard
Medicaid rules for a specific populatian.

4.00

General program rules (10/01/2013, 13-12F)

4.01 Receiving health benefits from another state (10/01/2013, 13-12F)

An mdmduai who is receiving health benefits from another state is not ellg!bte
for health benefits in Vermont. -

- 4.02 Rights of individuals with respect to application for and receipt of health
beneflts through AHS (10/01/2013, 13-12F)

(a)

Notice of rights and

respoisibilifies

Policies are administered in accordance with federal and state law, Individuais
will be informed of their rights and responsibiiities with respect to application for
and receipt of health benefits.

(P)

Right to
nondiscrimination and
equal treatrment

AHS does not discriminate on the basis of race, color, sex, sexual arientation,
religion, national origin, disability, cr age in admission or access to, or
treatrnent or employment in, its programs or.activities.

(c)

Right to confidentiality

The confidentiality of information obtained during the eligibility process is
protected in‘accordance with federal and state laws and regulations. The use
and disclosure of information concerning applicants, enroflees, and legally-
liable third parties is restricted to purposes directly connected with the
administration of programs, or as otherwise required by law.

Right to fimely

by others

L (d) Eligible individuals have the right to the timely provision of benefits, as defined
provision of benefits | N §61.00.
(e) Rightto information individuals who inguire have the right to receive information about health
- benefits, coverage-type requirements, and their rights and responsibiiities as

enrollees of health-benefits programs.

() Rightto apply Any person, individually or through an authorized representative, has the right,
and will be afforded the opportunity without delay, to apply for benefits.

{g) Rightto be assisted (1) The individual has the right to be represented by a legal

g g

representative,
{(2) " The individual has the right to be accompanied and represented by
an authorized representative during the eligibility or appeal
Processes.
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(3

@

(5)

Upon request by the individual, copies of all eligibility notices and all
documents related to-the eligibility or appeal process will be provided
to the individual's authorized representative. -

An authorized representative may file an application for health
benefits or an appeal on behalf of a deceased person.

{h) Right fo inspect the
case file

“An individual has the right to inspect information in their case file and contest

the accuracy of the information.

{}) Rightto appeal

An individual has the right to appeal, as provided in § 68.00.

{i) Right to interpreter
services

Individuals will be informed of the availability of interpreter services. Unless the
individual chooses to provide their own interpreter services, AHS wil provide
either telephonic or other nterpreter services whenever:

(1)

{2)

The individuai who is seeking assistance has timited English
proficiency or sensory impairment (for example, a seeing or hearing
disability} and requests interpreter services: or

AHS determines that such services are necessary.

4.03 Responsibilities of individuals with respect to application for and receipt
of health benefits through AHS (10/01/2013, 13-12F)

(a} Responsibifity to
cooperate

An individual must cooperate in providing information necessary to establish
and maintairi their eligibility, and must comply with alf rules and regulations,
including recovery and obtaining or maintaining available health insurance.

(b) Responsibility to
report changes”

M

()

An individual must report changes that may affect eligibility. Such
changes include, but are not limited to, income, the availability of
health insurance, and third-party liability.

A Medicaid enrollee must report such changes within 10 days of
learning of the change. '

Except as specified in paragraphs (b)(4) and (5} of this subsection, a
QHPF enrollee must repart such changes within 30 days of such
change.

A QHP enrollee who did not request an eligibility determination for _
APTC or CSR, and is not receiving APTC or CSR, need not report
changes that affect eligibility for government-sponsored health-
benefits programs.

An individual, or an application filer on bebalf of the individual; will be
allowed to repert changes via the channels available for the

** Derived from former Medicaid Rule 4140.
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subrnission of an application, as described in § 52.00.

{c} Cooperation with
quaiity controi

An individual enrolled in a health-benefits program must cooperate with any
guality-contret {QC) review of their case. (§ 4.05)

4.04 case records (10/01/2013, 13-12F)

{a) Contents

Case records include the following information:
(1) Apgplications for benefits:

{2} Factual data that supports eligibility findings, including, but not fimited
to:

(i}  Documentation of verification of information submitted and any
supplementary investigation of eligibility factors;

(i) Budgetary computations;
(i) Eligibility decisions; and
(iv) Payment authorizations.

(3) Copies of all correspondence with and concerning individuals,
including, but not limited to, notices of case decisions.

(b} Use of case
information

Case information may contribute in statistical or other general terms to material
needed for planning, research, and overall administration of human-services
programs. Individuai case information shall, however, be held in accordance
with the confidentiality reguirements set forth in § 4.08,

(c) Retention™

Case records are retained as required by federal and state requirements for
audit and/or review.

4.05 Qua

lity-control review™ (10/01/2013, 13-12F)

(a) AHS’s Quality Control {QC) Unit periodically conducts independent reviews
of eligibility factors in a sampling of cases. These reviews help to ensure
that program rules are clear and consistently applied and that individuals
understand program requirements and give correct informatian in support
of their applicaticns for benefits.

{b) Arandom sample of active Medicaid enrollees is chosen each month for a
fult field review of their eligibility. Each eligibility factor must be verified with
the enrollee and with collateral sources.

(¢) Asimilar sample of negative actions (e.g., denials, closures, benefit |

"2 From former All-Programs Rute 2013

" From former Medicaid R

ule 4104.
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decreases) is also chosen each month. These reviews do not usually
require a contact with the individual, afthough the reviewer may sometimes
need to check facts with the individual.

(d) When a case is selected for review. the individual must cooperate with the
QC representative. Cooperation includes, but is not limited to, participation
in a persenal interview and the furnishing of requested information. 1% the
individual does not cooperaie, eligibility for the individual's household may
be closed and the individual members may be disenrolled,

(e) When there is a discrepancy between the eligibility facts, as discovered
during a QC review, and those contained within the case record, AHS will
schedule an eligibility review and take action to correct errors ar review the
effect of the changes, '

4.06 Fraud (10/01/2013, 13-12F)

{a) Fraud

A person commits fraud in Vermont if he or she:

{1}

2)

‘[KInowingly fails, by false statement, misrepresentation,
impersonation, or other fraudulent means, to disclose a material fact
used in making a determination as to the qualifications of that person
to receive aid or benefits under a state or federally funded assistance
pragram, or who knowingly fails to disclose a change.in
circumstances i order to obtain or continue to receive under a
program aid or benefits to which he or she is not entitlied or in an
amount larger than that to which he or she is entitled, or who
knowingly aids and abets another person in the commission of any
such act. . .." or

“[Kinowingly uses, transfers, acquires, traffics, alters, forges, or
possesses, of who knowingly attempts to use, transfer, acquire,
traffic, alter, forge, or possess, or who knowingly aids and abets
another person in the use, transfer, acquisition, traffic, alteration,
forgery, or possession of a . . . certificate of eligibility for medical
services, or Medicaid identification card in a manner not authorized
by law . . "7 '

(b) Legal consequences

An individual who commits fraud may be prosecuted under Vermont law. If

convicted, the individual may be fined or imprisoned or both. Action may also
be taken to recover the value of benefits paid in error due to fraud.

{cy AHS's responsibilities

When AHS suspects that fraud may have been committed, it will investigate the
case. If appropriate, the case will be referred to the State’s Attorney or Attorney
General for a decision on whether or not to prosecute.

{(d) Suspected fraud

The following criteria will be used to evaiuate cases of suspected fraud to

33 VSA 141(a)

7% 33 VSA 141(b)
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| determine whether they should be referred to a law enforcement agency:

(1) Does the act committed appear to be a deliberately fraudulent one?

(2) Was the omission or incorrect representation an error or result of the
individual's misunderstanding of eligibility requirements or the
responsibility to provide information?

(3) - Didthe act result from AHS omission, neglect, or etror in securing or
recording information?

(4) Did the individual receive prior warning from a state employee that
the same or simitar conduct was improper?

(2) Examples

(1)  The following are examples of instances in which fraud might be
suspected and referral considered:

() The individuat accepts and continues paid employment without
reporting such employment after having been clearly informed of the |
necessity of such notification.

()  The individual fails to acknowledge or report income from pensions,
Social Security, or relatives when it is reasonably clear that there
was a wiliful attempt to conceal such income.

(i) The individual disposes of property (either real or personal) and
- attempts to conceal such disposal.

(iv) The individual misrepresents a material fact, such as residéncy
status or dependent refationship or status, in order to receive
benefits to which they would not otherwise be eligible.

{?) These examples are intended as a quideline; each case will be
evaluated individually.

(fY Methods of
investigation

Any investigation of a case of suspected fraud is pursued with the same regard
for confidentiality and protection of the legal and other rights of the individual as
with a determination of eligibility.

(g) Review and
documentation of
investigation

Procedures will be established for review and documentation of a fraud
investigation. :

(h) Referraito Law
Enforcement
Agencies

The final decision regarding referral to a law enforcement agency shall be the
responsibility of the DCF Commissioner.

L

4.07 [Reserved] (10/01/2013, 13-12F)
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4.08 Privacy and security of personally identifiable information”® (10/01/2013,
13-12F) )

When personally-identifiable information is collected or created for the
purposes of determining eligibility for enroflment in a QHP, determining
eligibliity for other heaith-benefit programs. or determining eligibility for
exempticns from the individual responsibility provisions in § 5000A of the
Code, such information will be used or disclosed only to the extent such
information is necessary to administer health care program functions in
accordance with federal and state laws. '

4.09 Use of standards and protocols for electronic transactions (10/01/2013,
13-12F) :

(a} HIPAA administrative
simplification’’

To the extent that electronic transactions are performed with a covered entity,
standards, implementation specificaticns, operating rules. and code sets
adopted by the Secretary of HHS in 45 CFR parts 160 and 162 will be used.

{b} HIT enroliment
standards and
protocoism

Interoperable and secure standards and protocols developed by the Secretary
of HHS in accordance with § 3021 of the PHS Act will be incorporated. Such
standards and protocols will be incorporated within VHG information technology
systems.

5.00 Eligibility and enroliment assistance (10/01/2013, 13-12F)

5.01 Assistance offered through AHS (10/01/2013, 13-12F)

(a) In general™

Eligibility and enrollment assistance that meets the accessibility standards in
paragraph (c) of this subsection is provided, and referrals are made to
assistance programs in the state when available and appropriate. Thase
functions include assistance provided directly to any individual seeking help
with the application or renewal process. : ‘ ‘

" See generally, Social Security Act §§ 1137 and 1902(a)(7); 26 USC § § 6103; § 1413{c}{1) and (c){(2) of
the ACA; 42 CFR Part 431, Subpart F; 45 CFR § 155.260. ‘

" 45 GFR § 155.270(a). .

8 A5 CFR § 270(b).

" 42 CFR § 435.908; 45 C.F R § 155.205(d). Note: While the consumer-assistance responsibilities of
Medicaid agencies and Exchanges may be distinct, “{slome aspects of [the Medicaid agency’s] applicant
and beneficiary assistance may be integrated with the consumer assistance tools and programs of tha
Exchange.” See, CMS "Summary of Proposed Provisions and Analysis of and Responses to Public
Comments,” 77 Fed. Reg. 17144, 17166 (Mar. 23, 2011). Vermont has opted to operate one health-
benefits assistance call center, serving the needs of all applicants and beneficiaries of health-care

beneﬂts.
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(b) Assistance tools

(1) Call centeraa Atoll-free cali center is provided to address the needs of individuals requesting

assistance and meets the accessibility requirements outlined in paragraph {c)
of this subsection.

(2) Internet An up-to-cate internet website that meets the requirements outfined in

website”' paragraph

(i

(E)

(F)

(c) of this subsection is maintainad. The websita: -

Supports applicant and enrollse activities, including accessing

Information on the health-benefit programs available in the state,
applying for and renewing coverage and providing assistance to
individuals seeking help with the application or renewal process,

Provides standardized comparative information on each available
QHP, including at a minimum: '

Premium and cost-sharing information;

The summary of benefits and coverage established under § 2715
of the PHS Act; '

[dentification of whether the QHP is a bronze, silver, gold, or _
piatinum leve! plan as defined by § 1302(d) of the ACA, or a
catastrophic ptan as defined by § 1302(e) of the ACA;

The results of the enrollee satisfaction survey, as descrioed in
§51311(c)4) of the ACA;

Beginning 2015, quality ratings assigned in accordance with
§1311(c}{3) of the ACA,

Medica! loss ratio information as reported to HHS in accordance
with 45 CFR part 158;

Transparency of éoverage measures reported to VHC during

* certification; and

The provider directory made available to VHC.
Publishes the following financial information:
The average costs of licensing required by VHC;

Any regulatory fees required by VHC;

Any payments required by VHC in addition to fees under.

042 CFR § 435.908; 45 C.F R § 155,205(a).

®" Social Security Act § 1943 (42 USC § 1396w-3); 42 CFR § 435.1200(: 45 GFR § 155.205(b).
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paragraphs (b)(Z)(iii)(A) and (B} of this subsection;

(D} Administrative costs of VHC | and

() Monies lost to waste, fraud, and abuse.

(iv)

Provides individuals with information about Navigators as described
in § 5.03 and other consumer assistance services, including the toli-
free telephone number of the call center required in paragraph (b)(1)
of this subsection.

Aflows for an efigibility defermination to he made in accordance wrth
§ 58.00.

Allows a qualified individual to select a QHP in accordance with §
71.00.

Makes available by electronic means a calculator to facilitate the
comparison of available QHPs after the appilcahon of any APTC
and any CSR.

(¢} Accessibility™

(i)

Information is prowded in plain language and in a manner that is
ccessible and timety.

Individuals living w%th disabilities will be provided with, among other
things, accessible websites and auxiliary aids and services at no cost
to the individual, in accordance with the Americans with Disabilities
Actand § 504 of the Rehabilitation Act.

For individuals with limited English proficiency, language services will
be provided at no cost to the individual, including:

Oral interpretation;
Written franslations; and

Taglines in non-English languages indicating the availabitity of
language services.

Individuals will be informed of the availability of the services
described in this paragraph and how they may access such services.

{d} Availability of program
information®

()

The following information is furnished in electronic and paper formats,
and orally as appropriate, to all individuals who request it;

The eligibility requirements;

"2 42 CFR § 435.905(b); 45 CFR § 155.205(c).

** 42 CFR § 435.905; 45 CFR § 155.205.
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(i) Available health benefits and services; and
(ii) The rights and responsibilities of individuals.
{(2) Bulletins or pamphlets that explain the rules governing eligibility and
appeals in simple and understandable terrns will be published in

quantity and made available.

(3)  Such inforrnation is provided in a manner that meets the standards in
paragraph (c) of this subsection. :

(e) Outreach and Outreach and education activities that meet the standards in paragraph (c) of
education % this supsection o educate consumers about VHC and Vermont's health-
: benefits programs to encourage participation will be conducted.

(f} Americans with As required by the Americans with Disabilities Act, reasorable

Disabilities Act (ADA) | accommodations and modifications will be made to policies, practices, or

85 procedures when necessary, as determined by the appropriate commissioners
or their designees, to provide equal access to programs, services and
activities, or when necessary 10 avoid discrimination on the basis of disability.
An individual may appeal the commissioner's determination regarding
necessity to the appropriate fair hearings entity or appeals entity in accordance
with departmental regulations govering appeals and fair hearings.

5.02 Authorized representatives®® (10/01/2013, 13-12F)

{a) In general (1) Anindividual may designate another person or organization to act
responsibly on their behalf in assisting with the individual's application
and renewal of eligibility and other ongoing communications with
AHS. These include:

() Guardians and people with powers of attorney (§ 5.02(1)); and
(it Any other person of the individual's choice.

(2y  Anindividual may grant an authorized representativé any or all of the
autherities described in paragraph (b) of this subsection.

{3) Except as provided in paragraph (h) of this subsection, designation of
an authorized representative must be in writing, including the
individual's signature, ar through another legally binding format
subject to applicable authentication and data security standards. .

(4)  Designation will be permitted at the time of appiication and at other
times.

* Social Security Act § 1943 (42 USC § 1396w-3); 45 CFR § 155.205(e).

55 Al Programs Rule 2030. _
" 42 CFR §§ 435.908(b) and 435.923 (NPRM, 78 FR 4694); 45 CFR § 155.227 (NPRM, 78 FR 4593).
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(5) Legal documentation of authority to act on behalf of an individual
under state law, such as a court order establishing legal guardianship
or a power of attorney, shall serve in the place of written authorization
by the individual.

(b} Scope of authority (1) Representatives may be authorized to do any or all of the following:

() Assist the individual in completing and submitting any health-
benefits application, verificaticn, or other documentation:

(i) Give and receive information regarding the individual's application
or enrollment;

{ii) Sign an application on the individual's behaif;

(iv) Receive copies of the individual's notices and cther
communications. A person who receives authority to only receive
copies of communications is referred to as an “alternate reporter”;

(v) Request a fair hearing or file a grievance; and
{vi} Acton behalf of the individual in any other matters.

(2)  The kinds of information that may be shared may include the
following:

{iy Information or proofs needed to complete the application or
redetermination of eligibility;

(i} The status of the application including the program or programs the
household members are enrolled in and the effective dates of
enroilment;

- {iiiy The reason the individual or household is not eligitle for a benefit, if
the application is denied or benefits end; and

(iv) The effective date of redetermination and any outstanding
information or verifications needed to complete a redetermination.

(c) Duration of (1) The power to act as an authorized representative is valid until:
authorization

(i} The individuai modifies the authorization or notifies AHS, using one
of the methods available for the submission of an application, as
described in § 52.02(b)(2), that the representative is no longer
authorized to act on their behalf:

(i) The authorized representative informs AHS that they no longer are
acting in such capacity; or

(i) Thereis a change in the legal authority upon which the individual or |
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organization's authority was based.

(2} Any notice described in {1) above, except as stated in (1)(i}, must be
in writing and should include the individual's or authorized
representative's signature as appropriate.

(d)

Duties of the
authorized
representative

The authorized representative:

(1)  Is responsible for fulfilling all responsibilities encompassed within the
scope of the authorized representation, as described in paragraph (b)
of this subsection, to the same extent as the individual they
represent. and

{(2)  Must agree to maintain, or be legally bound to maintain, the
confidentiality of any information regarding the individual provided.

Candition of
representation

When an organization is designated as an authorized representative, as a .
condition of serving, staff members or volunteers of that organization must
sign an agreement that they will adhere to the requlations in § 4.08 {relating to
confidentiality of information), federal regulations refating to the prohibition
against reassignment of provider claims as appropriate for a heaith facility or
an organization acting on the facility's behalf, as well as other refevant state
and federal laws concerning conflicts of interest and confidentiality of
information.

Form of authorization

For purposes of this subsection, electronic. including telephonically recorded, -
signatures and handwritten signatures transmitted by facsimile or other
electronic transmission will be accepted. Designations of authorized
representatives will be accepted through all of the modalities described in §
52.02(b).

Disclosures

The authorization form or the call center representative (if the authorization is
made over the telephone) shail advise that:

{1) The individual need not give permission to share information.

(2)  Ifthe individual decides not to give permission, that will not affect
eligibility for, or enrollment in, benefits:

(3) Ifthe individual does not give permission,-the information wilt not be
released unless the law otherwise allows it; '

(4)  AHS is not responsible for what an unrelated authorized
representative does with the individual's information after it is shared
pursuant to a valid authorization;

(5) Theindividual may change or stop this authorization at any time by
notifying AHS by telephone or in writing. However, doing so wili not
affect previously shared information; 2

(6) If the individual does not change or stop the authorization, it will
remain in effect as long as the individual (or household} continues to
receive health-care benefits; and
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(7)  The individual will be provided with a copy of the authorization upon
request.

(h) Minors and

incapacitated adults®

If the individual'is a minor or an incapacitaied adult, no authorization is
required; someone acting responsibly for the individual may assist in the
application process or during a redetermination of efigibility. Such person may
also sign the nitial application on the applicant's behalf.

(iy Judicially-appointed
fegal guardian or
representative®™

Upon presentment of a valid document of appointment, a judicially-appointed
legal guardian or representative may act on an individual's behalf.

5.03 Navigator program {10/01/2013, 13-12F)

(@) General
requirements®

1 AHS conducts a Navigator program consistent with this subsection through

which it awards grants to eligible individuals and entities to perform the
functions of navigator organizations, and certifies individuais as Navigators.
The functions of navigator organizations include providing assistance to
individuals and employers with enrollment in Medicaid programs and qualified
heakth plans,

{b) Standards®

AHS maintains and publicly disseminates:

(1) A setof standards, fo be met by all entities and individuals to be
awarded Navigator grants, designed to prevent, minimize, and
mitigate any conflicts of interest, financial or otherwise. that may exist
for an entity or individuals to be awarded a Navigator grant, and to
ensure that all entities and individuals carrying out Nawgator
functions have appropriate integrity; and

(2) A setof training standards, to be met by all entities and individuals
carrying out Navigater functiens under the terms of a Navigator grant,
to ensure expertise in:

(i) The needs of underserved and vulnerable populations;

(i) Eligibility and enroliment rules and procedures;

(i} Benefits rules and regulations governing all health-benefits
programs offered in the state;

{iv) The range of QHP options and health-benefits programs; and

®7 42 CFR § 435.907(a); 45 CFR § 155.20.

* From All Programs Rule 2013,

% 45 CFR § 155.210(a); 33 VSA § 1807.

% 45 CFR §§ 155.205(d) and 155.210(b).

-
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(v} The privacy and security standards applicable under § 4.08,

{¢) Entities and
individuals eligible to
be a Navigator®'

(1)

(2)

To receive a Navigator grant, an entity must:

Be capable of carrying out at least these duties described in
paragraph (e) of this subsection;

Demonstrate to AHS that the entity has existing relationships, or
could readily establish relationships, with employers and employees,
consumers (including uninsured and underinsured consumers), or
self-employed individuals likely to ke eligible for enrollment in a QHP;

Meet any IEcensihg, certification or other standards prescribed by the
state or AHS;

Not have a conflict of interest during the term as Navigator; and

Comply with the privacy and securi‘ty standards applicable under §
4.08.

{(d) Prohibiticn on
Navigator conduct®

A Navigator must not:

Be a health insurance issuer:
Be a subsidiary of a health insurance issuer;

Be an association that includes members of, or lobbies on behaif of,
the insurance industry; or

Receive any consideration 'directly or indirectly from any heaith
Insurance issuer in connection with the enroliment of any individuals
or employees in a QHP or a non-GHP,

{e} Dutiesofa
Navigator®®

(1)

2)

)

An entity that serves as a Navigator must carry out at feast the following duties:

Maintain expertise in eligibility, énrollment, and program
specifications and conduct pubiic education activities to raise
awareness about VHC;

Provide information and services in a fair, accurate and impartial
manner. Such information must acknowledge other health programs;

Distribute fair and impartial information concerning enrofiment in
QHPs and concerning the availability of premium tax credits and cost-
sharing reductions;

Facilitate selection of a QHP or public heaith benefit program such as |

* 45 CFR § 156.210(c).

% 45 CFR § 155.210(d).

** 45 CFR § 155.210(e).
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Medicaid or VPharm;

Provide referrals fo any appiicable office of health insurance
consumer assistance, health insurance ombudsman, or any other
appropriate state agency or agencies, for any individual with a
grievance, complaint, or question regarding their health plan,
coverage, or a determination under such plan or coverage; and

Provide information in a manner that is culturally and linguistically
appropriate to the needs of the population heing served by VHC,
including individuals with limited English proficiency, and ensure
accessibility and usability of Navigator tools and functions for
individuals with disabifities in accordance with the Americans with
Disabilities Act and § 504 of the Rehabilitation Act.

{f} Funding for Navigator
granis

Funding for navigator grants may not be from Federa! funds received by the
state to establish VHC., ‘

5.04 Brokers (10/01/2013, 13-12F)

(@) General rule®

A broker may:

(1)

(2)

3)

Faciiitate enrollment of an individual, employer, oremployee in any
QHP as scon as the QHP is offered;

Subject to paragraphs (b} and (c) of this subsection, assist an
individual in applying for APTC and CSR; and

Subject to paragraphs (b} and {c) of this subsection assist an
employee or an empioyer in enrolling in any QHP.

(b) Agreement®

Prior to enrolling a qualified individual, employee, or employer in a QHP
through VHC, or assisting an individual in applying for APTC and CSR fora
QHP, a broker must have an executed agreement with AHS, and must comply
with the terms of that agreement, which inciudes at least the following
requirements;

(1

Registering with AHS in advance of assisting a qualified individual,
employee cr employer, enrolling in QHPs through VHC;

Receiving training in the range of QHP options and health-benefit
programs; and :

Complying with AHS's privacy and security standards adopted
consistent with § 4.08.

® 45 CFR § 155.220(a); 33 V.S.A. § 1805(17).

°" 45 CFR § 155.220(d); 33 V.S.A. § 1805(17).
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(¢} Payment )
mechanisms®

A broker who facilitates enrollment of an individual, employer, or employee in
any QHP must comply with procecures, including payment mechanisms and
standard fee or compensation schedules, established by AHS, that allow
brokers to be appropriately compensated for assisting with the enroliment of
qualified individuals and qualified employers in any QHP offered through VHC
for which the individual or employer is eligible; and assisting a gualified
individual in applying for APTC and CSR for a QHP purchased through VHC.

5.05 Cert

ified application counselors® (10/01/2013, 13-12F)

(a) tn general

AHS certifies staff and volunteers of state-designated organizations to act as
application counselors, authorized to provide assistance to individuals with the

application process and during renewal of eligibility. To be certified, application
counselors must be:

(1) Authorized and registered by AHS to provide assistance at
application and renewsl; and

(2) - Effectively trained in the eligibility and benefits rules and regulations
governing enrofiment in a QHP and alt health-benefits programs
operated in the state, as implamented in the state.

{b) Certification

{1)  Application counselors are certified by AHS to act on behalf of
individuals with respect to one, some, or all of the permitted
assistance activities, and enter into certification agreements with
AHS. ;

(2)  AHS must establish:

(i Adesignated web portal to which only certified application
counselors have access. The state must develop a secure
mechanism to ensure that certified application counsetors are able
to perform only those activities for which they are certified.

(i) Procedures to ensure that:

{A) Individuals are informed of the functions and responsibiiities of
certified application counselors;

(B) Individuals are abie to authorize application counselors to receive
confidential information about the individual related to the
individual's application for, or renewal of, heal_th benefits; and

(C) The state does not disciose confidential individual information to an
application counselor unless the individuai has authorized the
application counselor to receive such information.

% 33 V.S.A. § 1805(17).

°"42 CFR § 435.908; 45 CFR § 155.225 (NPRM, 78 FR § 4593),
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{c) Withdrawal of
certification

AHS will establish procedures to withdraw certification from individual
application counselors, or from ali application counselors associated with a
particular organization, when it finds noncompliance with the terms and
conditions of the application counselor agreement.

{d} Availability of
information;
authorization

AHS will establish procedures to ensure that individuals:

(h Are.informed of the functions and responsibilities of certified
application counselors; and

(2} Provide authorization for the disclosure of an individual's information
to an appiication counselor prior to the application counselor helpmg
the individual with submitting an application.

(e} No charge for
services

Application counselors may not impose any charge on individuals for
application assistance.
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Part Two

Eligibility Standards

6.00 Medicaid ~ in general (10/01/2013, 13-12F)

(a) In general

To qualify for Medicaid, an individual must meet
nonfinancial, categorical, and financiaf efigibility criteria.

{b} Nonfinancial criteria

The nonfinanciai criteria include the following:
' (1) Citizenship or non-citizenship status (§ 17.00);
(2) Vermont residency (§ 21.00),

{3) Social Security number requirements (§
16.00);

(4) Assignment-of-rights and cooperation
requirements (§ 18.00);

(6} Living-arrangement requirements {§ 20.00);

(6} Pursuit of potential uneamed income (§ 22.00).

(c} Catagorical criteria

An individual must meet the categorical criteria (e.q.,
age, disability, etc.) of at least one coverage group to be
eligible for health benefits through the Medicaid
program. :

{dy Financial criteria

Although there are a few coverage groups with no
financial requirements, financia! eligibility generally
requires that an individual have no maore than a
specified amount of income or, in some cases,
resources. The Medicaid financial eligibility
requirements are:

{1) Income within the income limit appropriate to
the individual's covered group.

(2} Resources within the rescurce limit
appropriate to the individual's covered group.

(3) Asset-transfer limitations for an individual who -
needs long-term care services and supports.

12F)

7.00 Medicaid for children and adults (MCA) (10/01/2013, 13-
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7.01 In general (10/01/2013, 13-12F)

Anindividual is eligible for MCA if they meet the
nonfinancial, categorical, and financial criteria outlined
in this section.

7.02 Nonfinancial criteria (10/01/2013, 13-12F)

The individual must meet alf of the following
nonfinancial eligibility criteria for Medicaid:

(@} Social Security number {§ 16.00);

(b) Citizenship or immigration status (§ 17.00)";
(c) Residency (§ 21.00)%

{d) Living arrangements (§ 20.00);

{(e) Assngnment of nghts and cocperation requirements
(§18.00) %

(fy Pursuit of potential unearned income (§ 22.00).

7.03 Categorical and financial criteria (10/01/2013, 13-12F)

(a) Coverage groups and
income standards

The individual must meet the criteria for at least one of
the following coverage groups:

(1) Parent and other

caretaker relative®

A parent or caretaker relative of a dependent child (as
defined in § 3.00) and their spouse, if living within the
same household as the parent or caretaker refative, with
a MAGI-based household income, as defined in §
28.03, that is at or below

{(2) Pregnant woman®

(i) A pregnant woman, as defined in § 3.00 with
2 MAGI-based household income, as defned
in § 28.03, that is at or below

' 42 CFR435.408.
%42 CFR § 435.403.

342 CFR § 435.610.

#42 CFR § 435.110; 42 CFR § 435220 (NPRM, 78 FR 4593},

° 42 CFR § 435.118.
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() Continuous efigibility:

{A) An eligible pregrant woman who would lose
eligibifity because of a change in household
income is deemed to continue to be eligible
throughout the pregnancy and the 60-day
post partum period without regard to the
change in income.®

(B} This provision applies to a medically-needy
pregnant woman as follows: If the woman
meets her spenddown while pregnant, her
spenddown amount in any subsegquent
‘budget period during her pregnancy and
post partum period cannot be any higher
than her original spenddown amount. This is
s0. even if she experiences an increase in
her household income.

(3) Chitd”

{i} Anindividual, who is under the age of 19,
with a MAGI-based household income, as
defined in § 28.03, that is at or below

(iy Continuous eligibility for a hospitalized chifd:

(A) This provision implements sé&ction
. 1902(e}{(7) of the Act.

(B) Medicaid will be provided to a child eligible
and enrolled under this sub clause until the
end of an inpatient stay for which inpatient
services are furnished, if the child:

(1) Was receiving inpatient services
covered by Medicaid on the date the
child is no longer eligible under this sub
clause, based on the child's age or
household income; and

() Would remain eligible but for attaining
such age.

(4)

[Reserved]

(6) Adult®

An individual, who:

®42 CFR § 435.170(c) (NPRM, 78 FR 4593).

742 CFR § 435.118,

® 42 CFR § 435.119,
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(7} s age 1% or older and under age 65;
(i) Is not pregnant;

{iiiy Is not entitled to or enrolled in Medicare
under parts A or B of Titie XVIIl of the Act;

{iv) Is not otherwise eligible for and enrolled in a
mandatory coverage group;® and

{(v) Has household income that is at or below
133 percent FPL for the applicable family
size.

(6) Families with
Medicaid eligibility

extended
because of
increased
sarnings®
(i) -+ Basis and scope (A} This sub clause implements §§
408(a)(11HA}, 1902(e)(1){A), and
1931{c)(2) of the Act. '
{B) If Transitional Medical Assistance under §
© 1825 of the Act is not available or
applicable, extended eligibility must be
provided in accordance with this sub clause,
if applicable.
(i) Eligibility {A} The extended eligibility period is for 4
months.

(B} Medicaid coverage will be provided during
an extended eligibility period to:

(1} A pregnant woman who was eligible
and enrolled for Medicaid under §
7.03(a)(2) with household income at or
below the income limit described in (jii)
of this sub clause (6) in at least 3 out of
the 6 months immediately preceding the
month that eligibility under such
subsection was lost due to increased

® Note: The definition of adult in Medicaid {42 CFR § 435.118) and the Exchange (45 CFR § 155,305)
rules vary with respect to whether the individual can be entitled to Medicare part B, but not yet enrolled.
YWe have adopted the Medicaid version.

" 42 CFR § 435,112 (NPRM, 78 FR 4593).
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earnings,; and

(Il) A parent or other caretaker relative who
was eligible and enraolled for Medicaid
under § 7.03(a)(1), and any dependent
child of such parent or other caretaker
refative who was eligibte and enrolled
under § 7.03(a)(3), in at least 3 out of
the 8 months immediately preceding the
manth that eligibility for the parent or
other caretaker relative under §
7.03(a)(1) is lost due to increased
earnings.

(i) Income limit for | The income limit for potential extended eligibiiity is the

potential state's income standard for coverage of parents and
extended other caretaker relatives under § 7.03(a}(1).
~ eligibility

(7)  Families with
Medicaid eligibility ;.
extenged
because of

“Increased
collection of
spousat support"’

(i) Basis This sub clause implements §§ 408(a)(11)(B) and
' 1931{c)(1) of the Act.
{ii) Eligibility (A} The extended eligibility period is for 4
months.

(B) Medicaid coverage will be provided during
an extended eligibility period to:

(1) A pregnant woman who was eligible
and enrclled for Medicaid under §
7.03(a)(2) with household income at or
below the income fimit described in (iii)
of this sub clause (7) in at least 3 out of
the 6 months immediately preceding the
month that eligibifiity under such
subsection was lost due to increased
collection of spousal support; and

(I1) A parent or other caretaker relative who
was eligibie and enrolled for Medicaid

" 42 CFR § 435.115 (NPRM, 78 FR 4593),
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under § 7.03{a){1), and any depandent
child of such parent or other caretaker
relative who was eligible and enrolled
under § 7.03(a)(3), in at least 3 out of
the 6 months immediately preceding the
monih that eligibility for the parent or
.other caretaker relative under §
7.03(a)(1) is lost due to increased
collection of spousal support under Title
IV-D of the Act,

{iiy Income limitfor | The income limit for potential extended eligibility is the
potentia state’s income standard for coverage of parents and
extended other caretaker relatives under § 7.03(a)(1).
eligibility

(8) Medically Needy -

i  Ingeneral® An individual under age 19, a pregnant woman, or a
parent or other caretaker relative, as described above,
may qualify for MCA as medically needy even if their
income exceeds coverage group limits.

(i) Income For purposes of determining medically-needy eligibility

eligibility ™ under this paragraph, AHS applies the MAGI-based
methodologies defined in § 268.03 subject to the
reguirements of § 28.04,

fiii) E[Egivbimy based | If countable income determined under paragraph
on countable {a)(8)(ii) of this subsection is equal to or less than the
income PIL for the individual's household size, the individual is

' eligible for Medicaid.

(iv) Resource [Reserved]
standard

(v} Spenddown The rules in § 30.00 specify how an individual may use
rules non-covered medical expenses to “spend down” their

income [or resources] to the applicable limits.

-(b) No resource tests {Reserved]

3.00

Medicaid for the aged, blind, and disabled (MABD)™

¥ Former Medicaid Rule 4203,

" 42 CFR § 435 831 (NPRM, 78 FR 4593). -

" Former Medicaid Rules 4200 ¢t seq,
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{(10/01/2013, 13-12F)

8.01 In general (10/01/2013, 13-12F)

An individual is eligible for MABD if they meet the
nonfinancial, categorical and financial criteria outlined
in this section.®

8.02 Nonfinancial criteria (10/01/2013, 13-12F)

The individual must meet ail of the following
nonfinancial eligibility criteria for MABD:

(a) Social Security number (§ 16.00;

{b) Citizenship or immigration status (§ 17.00);
{c) Residency (§ 21.00);

(d) Living arrangements (§ 20,00,

(e) Assignment of rights and cooperation requirements
(§ 18.00};

(f) Pursuit of potential unearned income (§ 22.00).

8.03 categorical relationship to SSI {10/01/2013, 13-12F)

Anindividual applying for MABD must establish their
categorical relationship to SSI by qualifying as one or
more of the fellowing:

(a) Aged An individual qualifying on the basis of age must be at
least 65 years of age in or before the month in which
eligibility begins.

(b) Blind | An individual qualifying on the basis of blindness must
be:

{1) Determined biind by AHS's disability
determination unit, or

(2) Inreceipt of soc;al security disability beneﬂts
based on blindness.

*® Individuals are not required to apply for Medicare part B as a condition of eligibility for Medicaid.
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{c} Disabled

An individual qualifying on the basis of disability must
be:

(1) Determined disabled by AHS’s d:sabligty
determmatlon unit, or

(2)  In receipt of social security disability benefits
based on disability.

(dy Definiticn: blind or
disabted child

A blind or disabled individual who is either single or not
the head of a household; and

(1) Under age 18, or

(2} . Under age 22 and a student regularly
attending school, college, or university, or a
.course of vocational or technical raining to
prepare them fer gainful employment.

8.04 Determination of blindness or disability (10/01/2013,
13-12F)

{a} Disability and
blindness
determinations

Disability and blindness determinations are made by
AHS in accordance with the applicable requirements of
the Social Security Administration based on information
supplied by the individuat and by reports obtained fromi
the physicians and other health care professionals who
have treated the individual AHS will explain the
disability determination process to individuais and
help them complete the required forms.

(b) Bases fora
determination of
disability or blindness

AHS may determine an individual is disabled in any of
the fellowing circumstances:

(1) Anindividual who has not applied for
SSI/AABD.

{2)  Anindividuai who has applied for SSI/AABD
and was found ineligible for a reascn other
than disakility.

(3} Anindividual who has applied for SSI/AABD
and SSA has not made a disabitity
determination within 90 days from the date of
their application for Medicaid.

(4)  Anindividual who has been found “not
- disabled” by SSA, has filed a timely appeal
with 8SA, and a final determination has not
been made by SSA.
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{5) Anindividual who claims that;

(i) Their condition has changed or deteriorated
since the most recent SSA determination of
"not disabled:”

(i) A new period of disabiiity meets the
durational requirements of the Act;

{it) The SSA determination was more than 12
months ago; and

{iv} They have not applied to SSA for a
determinaticn with respect o these
allegations.

() Anindividual who cfaims that:

{)Their condition has changed or deteriorated
since the most recent SSA determination of
“not disabled,”

(i) The SSA determination was fewer than 12
months ago;

(il A.new period of disability meets the
durational requirements of the Act; and

(iv) They have applied to SSA for ‘
reconsideration or reopening of its disability
decision and SSA refused to consider the
new allegations. ar they no fonger meet the
nondisability requirements for 331 bui may
meet AHS's nondisability requirements for

Medicaid. .
(c) Additional AHS has responsibility for assuring that adequate

examinations information is obtained upon which to base the

.| determination. If additional information is needed to
determine whether individuals are disabled or hlind .
according fo the Act, consulting examinations may be
required. AHS will pay the reasonable charge for any
medical examinations required to render a decision on
disability or blindness. ‘

' 8.05 The categorically-needy coverage groups (10/01/2013,
13-12F)

An individual applying for MABD must meet the criteria
of one or more of the following categoties.

{a) Individual enrolled in (1) Anindividual who is granted SSI/AABD by the

SSA s automatically eligible for MABD, In |
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SSIAABD™

(i

(ii)

addition to SSI/AABD enrollees, this group
includes an individual who is;

Receiving SS] pending a final determination
of blindness or disability; or

Receiving SSI under an agreement with the
SSA fo dispose of resources that exceed the
33l dollar limits on resources (recoupment).

Medicaid eligibifity for an individual in this
group is automatic, there are no Medicaid
income or resource standards that apply.

{b) individual who is SSI-
eligible'”

(1)
(i}

(it}

{2)
(i)

{ii)

(iii)

An individual whe would be eligible for
SSHAABD except that they:

Have not applied for SSIVAABD: or

Do not meet SSI/AABD requirements not
applicable to Medicaid (e.g., participation in
vocational rehabilitation ar a substance
abuse treatment program).

An individual in this group must;

Have MABD income for the individual's
financial responsibility group (as defined in §
28.03) that is at or below the SSI/AABD
payment level for the individual's Medicaid
group (as defined in § 29.04);

Have MABD resources for the individual's
financial responsibility group that is at or
below the SSIIAABD maximum for the
individual's Medicaid group; and

Meet the MABD nonfinancial criteria.

{c) individual eligible for
SSI but for earnings™®
(Secticn 1619(b} of the
Social Security Act)

(1)

(i)

An individual whom the SSA determines
eligible under the Act (§1619(b)) because they
meet all SSIAABD efigibility requirements
except for the amount of their earnings and
who:

Does not have sufficient earnings to provide
the reasonable equivalent of publicly-funded

1% 42 CFR 435.120; former Medicaid Rufe 4202 1.

"7 42 CFR § 435.122; former Medicaid Rule 4202.2A.

"9 42 CFR § 435.120(c); former Medicaid Rule 4202.2B.
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attendant care services that would be
avatiable if they did not have such earnings:
and

(i) Is seriously inhibited by the iack of Medicaid
coverage in their ability to continue to work
or obtaln employment.

(2) Medicaid eligibility for an individual in this
group is automatic; there are no Medicaid
income or resource standards that apply.

(d} Individual with (1) Anindividual with disabilities who is working
disabiities who is and, except for the amount of their income
working (Medicaid for and resources, is otherwise eligible for MABD, |
working people with , and who: '

disabilities (MWPD)) .
: (i) Has MABD income for the individual's
financial responsibility group (as defined in §
29.03), that is:

(A) Below 250% of the FPL for the individuai's
Medicaid group (as defined in § 29.04); and

(B) After disregarding their earnings,” Social
Security Disability Insurance benefits
(SSDI), and any veterans’ disability benefits,
has MABD income that is:

{I) Less than the applicable PIL if they are
. in a Medicaid group of one; or

(i) Less than the applicable SSYAABD
.payment level if they are in a Medicaid
group of two. '

{i) Has resources at the time of enroliment in
the group that do not exceed $5.000 for a
single individual and $6,000.00 for a couple
(see § 29.08(i)(8) for resource exclusion after
enroiiment).

(2) The individual's earnings must be
documented by evidence of:

(i) Federal Insurance Contributions Act tax
payments;

(i) Self-employment Contributions Act tax

"® This disregard only applies to the working disabled person. No disregard is allowed for the spouse’s
earnings, Social Security Disability Insurance benefits (SSDI), or any veterans’ disability benefits.
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payments, or

(i) A written business plan approved and

supported by a third-party investor or funding
source.

(3). Eamings, SSDI, and veterans’ disability
benefits are not disregarded for an individual
with spend-down requirements who does not
meet all of the above requirements and seeks
coverage under the medically-needy caoverage
group (see § 8.06).

(e} Child under 18 who
fost SSi because of
August 1896 change in
definition of disability

An individual under the age of 18 who lost their SSI or
SSHAABD eligibility because of the more restrictive
definition of disability enacted in August 1996 but who

contlnues to meet all other MABD criteria until their 1ath

-blrthday The definition of dlsabmty for this group is the

definition of childhood disability in effect priar to the

- 1996 revised definition.

(f) Certain spouses and
surviving spouses

An individual with a disability If they meet zll of the
following conditions:

(‘l) The individual is:
{iy A surviving spouse; or

(i) A spouse who has obtained a legal
dissolution and-

(A) Was the spouse of the insured for at least
10 years; and

(B) Remains single.

" {2) The individual meets one of the followxng
groups of criteria under the Act;®!

{i) The individual:

(A) Applied for SSl-related Medicaid no later
than July 1, 1888;

(B) Was receiving SSI/AABD in December
1983;

(C) Lost SSI/AABD in January 1984 due fo a

® Personal Responsibility and Work Cpportunit

Act of 1997 § 4913.

*' SSA §§ 1634(b)(1) and 1634(d); 42 USC §§ 1383c(b)(1) and 1383¢(d).
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statutory elimination of an additional benefit
reduction factor for surviving spouses
before attainment of age 60;

(D) Has been continuously entitled to surviving
spouse insurance based on disability since
January 1984; and

{E) Would continue to be eligible for SSIVAABD
if they had not received the increase in
social security disability or retirement
benefits.

(i) The individual:

(A} Lost SSI/AABD benefits due to a mandatory
application for and receipt of social security
disability, retirement or survivor benefits;

(B) s not yet eligible for Medicare Part A;

(C) Is at least age 50%, but has not yet attained
age 65, and

(D} Would continue to be eligible for SSYAABD
if they were not receiving social security
disability or retirement benefits.

(3) Anindividual in this group must;

() After deducting the increase in social
security disability or retirement benefits, have
MABD income for the individual's financial
responsibility group (as defined in § 29.03)
that is at or below the SSI/AABD payment
fevel for the individual's Medicaid group (as
defined in § 29.04);

(i) Have MABD resources for the individual's
financial responsibility group that is as or
below the SSI/AABD maximum for the
individual's Medicaid group; and

(i) Meet the MABD nonfinancial criteria.

{g) Disabled adult child (1) Anindividual with a disability under the Act
(DAC)® (§1634(c)} who:

“2 Note: 42 CFR 435.138 says at least age 80. However, it has been determined that the reference to age
50 is correct. See, POMS 8! 01715.015(B)(5)(c).

** SSA § 1634(c); Vermont State Medicaid Plan, Attachment 2.2-A, p. 8e. Note: former Medicaid Rule
4202.5(C){(1) provided that the age requirement was "over age 18.” We interpret this to mean at least age
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(i} Is atleast 18 years of age;

(il Has blindness or a disability that began
before age 22:

{ii) s entitled to social security benefits on thair
parents’ record due to retirement, death, or
disability benefits and lost SSI/AABD due to
receipt of this benefit or an increase in this
benefit; and

{iv} Would remain eligible for SSIVAABD in the
absence of the social security retirement,
death, or disability benefit or increases in
that benefit.

(2} Anindividual in this group must:

(i)  After deducting the social security benefits
on their parents’ record, have MABD income
for the individual's financial responsibility
group (as defined in § 28.03) that is at or
below the S§SI/AABD payment level| for the
individual's Medicaid group (as defined in §
29.04);

(i) Have MABD resources for the individuals
financial responsibility group that is at or
below the SSYAABD maximum for the
individual’'s Medicaid group; and

(it} Meet the MABD nonfinancial criteria.

(M) Individual eligible (1) Anindividual determinad eligible under the
under the Pickle Pickle Amendment to Title XIX of the Act
Amendment®* (§1935(a)(5)(E)) who:

(i) s receiving social security retirement or
disability benefits (OASDI);

(i Became eligible for and received SS} or
SSIHAABD for at least one month after April
1977; and

(iii) Lost SSI/AABD benefits but would be eligible
for them if all increases in the social security
benefits due to annual cost-of-living -
adjustments (COLAs) were deducted from

18. We are modifying this language to more clearly reflect the appropriate age requirement for this group.

* Section 503 of P.L. 94-566; 42 C.F.R. § § 435.135(a)(3): Vermont State Medicaid Plan, Attachment
22-A, p. 8.
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(2)
(i)

(i)

(i)

their income.
An individual in thig grotp must:

After deducting the increase in social
security benefits due to annual COLAs, have
MABD income for the individual's financial
responsibility group (as defined in § 29.03)
that is at or below the SSIYAABD payment
levet for the individual's Medicaid group (as
defined in § 29.04);

Have MABD resources for the individual's
financial responsibility group that is at cr
below the SSI/AABD maximum for the
individual's Medicaid group; and

Meet the MABD nonfinancia! criteria.

1973%
(1}

{ii)
i)

(2)

(ii)

(i) Individual eligible for An individual who was eligible for Medicaid in December
Medicaid in December | 1973 and meets at least one of the following criteria:

An institutionalized individual who was eligible
for Medicaid in December 1973. or any part of
that month, as an inpatient of a medical
institution or intermediate care facility that was
participating in the Medicaid program and
who, for each consecutive month afte
December 1973 :

Continues to meet the Medicaid eligibility
requirements in effect in December 1973 for
institutionalized individuais;

Continues to reside in the institution: and

Continues to be classified as needing
institutionalized care.

A biind or disabled individual who does not
meet current criteria for blindness or disability,
but:

Was eligible for Medicaid in December 1973
as a blind or disabled individual, whether or
not they were receiving cash assistance in
December 1973;

For each consecutive month after December
1973 continues to meet the criteria for
blindness or disability and the other

- ?® See 42 CFR §§ 435.131, 435132 an

d 435.133.
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conditions of eligibility in effect in December
1973,

(i} Has MABD income for the individual's
financial responsibility group (as defined in §
25.03) that is at or below the SSIfAABD
payment ievel for the individual’'s Medicaid
group (as defined in § 25.04);

(iv) Has MABD resources for the individual's
financial responsibility group that are at or
below the SSHVAABD maximum for the
individual's Medicaid group; and

(v) Meets the MABD nonfinancial criteria.

(3) Anindividual who was eligible for Medicaid in
December 1973 as an essential spouse of an
aged, blind, or disabled individual who was
receiving cash assistance, if the following
conditions are met;

(i) The aged, blind, or disabled individual
continues to meet the December 1973
Medicaid eligibility requirements; and

{i)  The essential spouse continues to meet the
conditions that were in effect in December,
1973 for having their needs included in
computing the payment to the aged, biind, or
disabled individual.

() Individuai eligible for (1} An individual who meets the following
AABD in August A conditions:
1972%

(i In August 1972 the individual was entitled to
social security retirement or disability and
eligible for AABD, or would have been
eligible if they had applied, or were not in a
medical institution or intermediate care
facility; and

(i) Would currently be eligible for SSI or
SSUAABD except that the 20 percent cost-
of-living increase in social security benefits
effective September 1872 raised their

* An “essentiat spouse” is defined as one who is living with the individual, whose needs were included in
determining the amount of SSior SSI/AABD payment to an aged, blind, or disabled individual tiving with
the essential spouse, and who is determined essential to the individual's well-being.

¥ See 42 CFR § 435.134,
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(2}
(i)

(i)

income over the AABD fimit.

An individual in this group must;

After deducting the increase in social
security benefits due to COLA increase
effective September 1972, have MABD
income for the individual's financial
respensibility group (as defined in § 29.03)
that is at or below the SSI/AABD payment
level for the individual's Medicaid group (as
defined in § 28.04);

Have MABD resources for the individual's
financial responsibility group that is at or
below the SSIVAABD maximum for the
individual's Madicaid group; and

(i) Meet the MABD nonfinancial criteria.

(k} MABD for long-term
care services

{1} ingenersal

MABD for long-term care services is provided to a
qualifying individual iiving: '

(i)

(ii)

(iip)

For at least 30 consecutive days in an
institution {nursing faciiity, rehabilitation
center, intermediate-care facility for people
with developmental disabilities (ICF-DD), or
another medical facility);

For any length of time in a community-based
setling and receiving long-term care
services; and

For any length of time in any setting and
receiving hospice services.

{2} Individual whe
would be eligible
for cash
assistance if they
were notina

- medical
institution?®

42 CFR § 435.211 (NPRM, 78 FR 4503).
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(i) Basis This section implements section 1902{a){10}{A)i)({1V) of |
the Act. ‘

UV

(i) Eligibility An aged, blind, or disabled individual who is in ari
institution and who:

{A} lIsineligible for SSI/AABD because of lower
income standards used under the program
to determine eligibility for institutionalized
individuals; but

{B} Wouid be eligible for SSI/AABD if they were
not institutionalized.

(3) Individual in An individual who is living in an institution and who:
special income . . . S
group mng in {iy Has lived in an institution for at least 20
institution® consecutive days;

(i) Has MABD income for the individual's
financial responsibility group (as defined in §
29.03} that does not excead 300 percent of
the maximum SSi federal payment to an
individual fiving independently in the
community (institutional income standard
(s ™

{iiiy Has MABD resources for the individual's
financial responsibility group that is at or
below the SSHAABD maxirrium for the
individual's Medicaid group (as defined in §
29.04), except that if an individual's
resources are in excess of the SSIVAABD
maximum and the individual has a spouse, a
resource evaluation process of assessment
and allocation must be performed at the
beginning of the individual’s first continuous
period of long-term care, as set forth in §
29.10(e}; and

(iv) Meets the MABD non-financial criteria.

(4 Individual in An individual who qualifies for home or community-
special income based long-term care services and who:
group who _
qualifies for home (i)  Would be eligible for MABD under paragraph
or community- (k)(3) of this subsection if they were living in

** Former Medicaid Rule 4202.3A; 42 CFR § 435.236, This group includes ihe group referred to in the
Vermont State Plan at Attachment 2.2-A, Page 19.

* For the purpose of determining income eligibifity, an individual applying for MABD for long-term care is
a Medicaid group of one, even if they have a spouse (see § 29.04(d) (former Medicaid Rule 4222.3),
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based long-term
care services

{if)

(i)

an institution;

Has MABD income for the individual's
financial responsibitity group (as defined at §
29.03), that is between the PIL and the II5;
and

Can receive appropriate long-term medical
care in the community as determined by
AHS. :

(8) Individual who is
recelving hospice
services

An individual who is receiving hospice services and

who:

(i

(ii)

Would be eligible for MABD under paragraph
(k)}(3} of this subsection if they were living in
an institution; and

Can receive appropriate medical care in'the
community, the cost of which is no greater
than the estimated cost of medical care in an
appropriate institution.

{6) Disabled child in
home care
(DCHC, Katie
Beckett}

An individual who:

(i)

(ii)

(i)

{vi)

Requires the [evel of care provided in an
institution;

Except for income or rescurces, would be
eligible for MABD if they were living in an
institutior;

Can receive appropriate medical care in the
community, the cost of which is no greater
than the estimated cost of medical care in an
appropriate institution;

{s age 18 or younger;

Has MABD income (§ 29.11), excluding their
parents’ income, no greater than the IIS; and

Has MABD resources (§ 29.07), excluding
their parents’ resources, no greater than the
resource limit for a Medicaid group of one.

(7) Individual eligible
for MWPD

An individual who qualifies for long-term care services
and meets the financial eligibility requirements for
MWPD as set forth in § 8.05(d).

8.06 Medically-needy coverage group (10/01/2013, 13-12F)
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(@) In general®

An individual who would be a2 member of a
categorically-needy coverage group. as described in

' § 8.05, may qualify for MABD as medically needy even

if their income or resources exceed coverage group
limits.

{b) income standard

An otherwise-qualifying individual is eligible for this
coverage group if their MABD income for the individual's
fmancial responsibility group (as defined in § 29.03) is at
or below the PIL for the individual's Medicaid group {as
defined in § 29.04), or, as described in paragraph {d) of
this subsection, they incur enough non-covered medical
expenses to reduce their income to that level.

(c} Resource standard

have MABD resources for the individual's financial
responsibility group that are at or below the SSHYAABD
maximum for the individual's Medicaid group, or, as
described in paragraph (d) of this subsection, they incur
enough expenses to reduce their resources to that level.

(d) Spenddown rules

The rules in § 30.00 specify how an individual may use
non-covered medical expenses to “spend down” their
income or resources to the applicable limits.

8.07 Medicare Cost-Sharing (10/01/2013, 13-12F)

{a) in general

(1) Anindividual is eligible for Medicaid payment
of certain Medicare costs if they meet one of
the criteria specified in paragraph (b} of this -
subsection.

{2) Anindividual eligible for one of the Medicare
cost-sharing coverage groups identified in {b)
below may also be eligible for the full range of
Medicaid covered services if they also meet
the requirements for one of the categorically-
needy (§8.05) or medically-needy (§ 8.06)
coverage groups.

'(3) An individUaI may not spend down income to
meet the financial eligibility tests for these
coverage groups.

{b) Coverage groups

{1) Qualified
Medicare

(i) Anindividual s eligible for Medicaid payment
of their Medicare part A and part B

" Former Medicaid Ruie 4203,
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Beneficiaries _ premiums, deductibles, and coinsurance if
(amB)* the individual is:

(A) A member of a Medicaid group {as defined
in § 29.04} with MABD income at or below
100 percent of the FPL; and

i

(B) Entitled to Medicare part A with or without a |
premium (but not entitled solely because
they are eligible to ensoli under § 1818A of
the Act, which provides that certain working
disabled individuals may enrcll for premium
part A).

{i)  There is no resource test for this group.

{fi) Benefits become effective on the first day of
the calendar month immediately following the
month in which the individual is determined
o be eligible.

{iv) Retroactive eligibility is not available.*

(v) Special income disregard for an individual
who is receiving a monthly insurance benefit
under Title If of the Social Securify Act If an
individual receives a Title {i benefit, any
amounts aifributable to the most recent
increase in the monthly insurance benefit
payable as a result of a Title I! cost-of-living
adjustment (COLA) is not counted as income
until the beginning of the second month
following the month of publication of the
revised annual FPL. Far individuals who
have Title }l income, the new poverty levels
are effective heginning with the month after
the last month for which COLAs are
disregarded. For individuals without Title Il
inceme, the new poverty levels are effective
no later than the date of publication in the
Federal Register, **

(2)  Specified Low- {iY Anindividual is eligible for Medicaid paymeht
Income Medicare of their Medicare part B premiums if the

2 SSA § 1505(p)(1).

* Medicaid State Plan, Attachment 2.6-A, p. 25.

* Vermont gives effect fo this rule by estimating the new year's FPL levels in January of each year.
Vermont applies the new FPL against the new income during a January eligibility desk review. By using
the adjusted FPLs, Vermont effectively disregards the title I COLA and ensures that the income increase
has no negative effect on eligibifity. ‘
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Beneficiaries individual:

(SLMB)*

(A} Would be eligible for benefits as a QMB,
except for iIncome; and

(B} Is a member of a Medicaid group (as
defined in § 29.04) with MABD income
greater than 100 percent but less than 120
percent of the FPL.

(C} There is no resource test for this group. .

(i) Benefits become effective on either the date
of application or the date on which all
eligibitity criteria are met, whichever is later.

(i} Retroactive eligibility (of up to three calendar
“months prior to the effective date) applies if
the individual met ali SLMB eligibitity criteria
in the retroactive period.

(v} Special income disregard for an individual
who is receiving a monthly insurance benefit
under Tille 1l of the Social Securify Act. If an
individual receives a Title I} benefit, any
amounts attnbutable to the most recent
increase in the monthly insurance benefit
payable as a result of a Title |1 cost-of-living
adjustment {COLA) is not counted as income
until the beginning of the second month
following the month of publication of the
revised annual FPL. For individuals who
have Titte Il income, the new poverty levels
are effective beginning with the month after
the last month for which COLAs are
disregarded. For individuals without Title 1
incotme, the new poverty levels are effective
no tater than the date of publication in the
Federa! Register.®

(3) Qualified i) Anindividual is efigible for Medicaid payment
Individuals (Ql- of their Medicare part B premiums if the
1% individual:

5§ 1902(a)(10)(E)iil).

* Vermont gives effect to this rule by estimating the new year's FPL levels in January of each year.
Vermont applies the new FPL against the new income during a January eligibility desk review. By using
the adjusted FPLs, Vermont effectively disregards the titie | COLA and ensures that the income increase
has no negative effect on eligibility.

¥ 8 1902 (a)(10)EXiv).
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@

(B)

(A)

- (B)

()

Would be eligible for benefits as a QMB.
except for income;

Is a member of a Medicaid group (as
defined in § 29.04) with MABD income that
is at least 120 percent but less than 135
percent of the FPL; and

Does not receive other federally-funded
medical assisiance (except for coverage for
excluded drug classes under part D when
the individual is enrolled in part D).

There is no resource test for this group.

Benefits under this provision become
effective on the first day of the calendar
rmonth immediately following the month in
which the individual is determined to be
eligible.

Retroactive eligibility {of up to three calendar
months prior to application) applies if:

The individual met all Ql-1 eligibility criteria
in the retroactive period; and

The retroactive period is no earlier than
January 1 of that calendar year.*®

The benefit period ends in December of each
calendar year. An individual requesting this
coverage must reapply each calendar year.

(4)

Qualified
Disabled and
Working
Individuals
{QDWI)

i

(A)

(B)

An individual is eligible for Medicaid payment
of their Medicare part A premiums if the
individuai:

Has lost their Medicare benefits based on
disability because they returned to work:

Is disabled;

Is a member of a Medicaid group (as :
defined in § 28.04) with MABD income at or
below 200 percent of the FPL;

ls a member of a Medicaid group with
MABD resources at or below twice the
MABD resource limit; and

% CMS State Medicaid Manual, § 3432.
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(E} Is not otherwise eligible for Medicaid.

{i} Benefits become effective on-either the date
of application or the date on which all
eligibility criteria are met, whichever is later.

{iii) Benefits for a retroactive period of up to
three months prior to that effective date may
be granted, provided that the individual
meets all eligibility criteria during the
fetroactive period.

9.00 Special Medicaid groups (10/01/2013, 13-12F)

9.01 In general (10/01/2013, 13-12F)

An individual is eligible for a special Medicaid group if
they meet the nonfinancial, categorical, and financial
criteria outlined in this section.

9.02 Nonfinancial criteria (10/01/2013, 13-12F)

The individual must meet all of the following
nonfinancial eligibility criteria for Medicaid:

(2) Social Security number (§ 16.00);

{b) Citizenship or immigration status (§ 17.00);
{¢) Residency (§ 21.00); |

{d) Living alrrangements {(§ 20.00),

(e) Assignment of rights and cooperation réquirements
(§ 18.00) and -

() Pursuit of potential unearned income (§ 22.00).

9.03 Categorical and financial criteria (10/01/2013, 13.12F)

(a) Coverage groups and | An individual must meet the criteria for at least one of
income standards the following coverage groups:

(b) Deemed newhorn®

(1) Basis This provision implements §§ 1902(e)(4) and 2112(e) of
the Act.

** 42 CFR § 435.117 (NPRM, 78 FR 4593)
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{2} Eligibility - (i) Medicaid coverage will be provided tc a childj
from birth until the child's first birthday
~without application if, on the date of the
child's birth, the child's mother was eligible
for and received covered services under the
Medicaid State plan {including during a
retroactive period of eligibility under §
70.01(b})) regardiess of whether payment for
services for the mother is limited to services
necessary to freat an emergency medical
condition, as defined in § 17.02(c);*

(i) The child is deemed to have applied and
been determired eligible under the Medicaid
State plan effective as of the date of birth,
and remains eligible regardless of changes
in circumstances (except if the child dies or
ceases to be a resident of the state or the
Ciiid's representative requests a voluntary
termination of the child's eligibility) until the
child's first birthday.

{iil) A child qualifies for this group regardiess of
whether they continue to live with their
mother.

{iv} This provision applies in instances where the
labor and deiivery services were furnished
prior to the date of application and covered
by Medicaid based on retroactive efigibility.

(v} Exception: A child born to a woman who has
not met her spenddown on the day of
delivery is ineligible for coverage under this
group. :

(vi) There are nc Medicaid income or resource
standards that apply.

(3) Medicaid (i} . The Medicaid identification number of the
identification child's mother serves as the chiid's

number identification number, and all claims for

. covered services provided to the child may
be submitted and paid under such number,
unless and until AHS issues the child a ‘
separate identification number in accordance
with (3)(ii) of this paragraph.

{i}  AHS will issue a separate Medicaid
' identification number for the child prier to the

4o Refugee Medical Assistance (Refugee Assistance Rule 5100), is not Medicaid and does not satisfy this
reguirement,
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effective date of any termination of the
mother's eligibility or prior to the date of the
child's first birthday, whichever is sooner,
unless the child is determined to be ineligible
(such as, because the child is not a state
resident), except that AHS will issue a
separate Medicaid identification number for
the child promptly after it is notified of a child
under 1 year of age residing in the state and
barn to a mother:;

(A} Whose coverage is limited to services
necessary for the treatment of an

emergency medical condition, consistent
with § 17.02(c); or

(By Covered under AHS's separate CHIP.

(c} Ghildren with adoption
assistance, foster
care, or guardianship
care under title V-E

(1) Basis This provision implements §§ 1902(2)( 103(A)(i)() and
A73(b}{3) of the Act.
(2) Eligibility Medicaid coverage will be provided to an individual

under age 21, living in Vermont for whom:

(1} An adoption assistance agreement is in
effect with a state or tribe under Title IV-E of
the Act, regardiess of whether adoption
assistance is being provided or an
intertocutory or other judicial decree of
adoption has been issued: or

(i)  Foster care or kinship guardianship
assistance maintenance payments are being

made by a state or fribe under Title 1V-E of
the Act.

{3} Income standard | There is no Medicaid income standard that applies.
Committed children in the custody of the state who are
not IV-E eligible must pass the applicable eligibility tests
before their eligibility for Medicaid can be estabiished,

{d} Special needs
- adoption*

142 CFR § 435,145 (NPRM, 78 FR 4593).

242 CFR § 435.227 (NPRM, 78 FR 4593).

Fart 2 - Page 26




(1) Basis This provision implements § 1902(a)(10XAXYVII) of
the Act.

(2)  Eligibitity Medicaid coverage will be provided to an individual
. under age 21:;

(i) Forwhom an adoption assistance agreement
(other than an agreement under Title IV-E of
the Act) between a state and the adoptive
parent or parents is in effect;

(i)  Whom the state agency which entered into
the adoption agreement determined could
not be placed for adoption without Medicaid
coverage because the child has special
needs for medical or rehabilitative care; and

(i} Who, prior to the adoption agreement being
entered into:

{A) Was eligible for Medicaid; or
(B) Had household income at or below the

income standard established in accordance
with paragraph (d)(3) of this subsection.

(3) Income standard | There is no Medicaid income standard that applies.

(e) Former foster child*

(1) Basis This provision implements § 1902(a)(10)(A)1)(IX) of the
- Act,
{2) Eligibility Medicaid coverage wili be provided to an individual who:

(i) Isunder age 26;

(i) Is not eligible and enrolied for mandatory
coverage under § 7.03(a); and

(i) Was in foster care under the responsibility of
the state and enrolled in Medicaid under the
state’s Medicaid State plan or 1115
demonstration upon atiaining age 18.

(3) income standard | There is no Medicaid income standard that appties.

* 42 CFR § 435.150 (NPRM, 78 FR 4593); Social Security Act § 1902(a){(104A))(IX).
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() Individual with breast |
or cervicai cancer*

(1) Basis - This provision implements §§ 1902(a)(10)(A)(ii)(XVIIF
| and 1902{aa) of the Act. .

(2) Eligibility (i) Medicaid coverage will be provided to an
individual whao:

{A) Is under age 65

(B) s not eligible and enrolled for mandatory
coverage under the state's Medicaid State
plan:

(C) Has been determined to need treatment for
breast or cervical cancer through a
screening under the Centers for Disease
Control and Prevention {CDC) breast and
cervical cancer early detection program
{BCCEDP);* and

(D) Does not otherwise have creditable
coverage, as defined in § 2704{c) of the
Public Health Service Act, for treatment of
their breast or cervical cancer. Creditatle
coverage is not considered 1o be available
just because the individual may:

(1) Receive medical services provided by
the Indian Health Service, a tribal
organization, or an Urban Indian
organization; or

(I) Obtain heaith insurance coverage only
after a waiting period of uninsurance.

(i)~ A woman whose eligibility is based on this
group is entitled to full Medicaid coverage;
coverage is not limited to coverage for

. treatment of breast and cervical cancer.

(i} Medicaid eligiility for an individual in this
group begins following the screening and

diagnosis and continues as Jong as a treating

* CMS State Health Official Letter, dated January 4, 2001, available at
hitp:/idownloads.cms.govicmsgoviarchived-downloads/SMDL/downloads/sho0 10401, pdf.

5 A woman is considered to have been screened and eligible for this group if she has received a
screening mammogram, clinical breast exam, or Pap test; or diagnostic services following an abnormal
clinical breast exam, mammogram, or Pap test; and a diagnosis of breast or cervical cancer or of a pre-
cancerous condition of the breast or cervix as the result of the screening or diagnostic service.
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health professicnal verifies the woman is in
need of cancer treatment services.

{iv) There is no waiting period of prior
uninsurance before a woman who has been
screened can become eligible for Medicaid
under this group.

(3) Treatment need Anindividual is considered to need treaiment for breast
or cervical cancer {f, in the opinion of the individual's
treating health professional (i.e., the individual who
conducts the screen or any other heaith professional
with whom the individual consults), the screen {and
diagnostic evaluation following the clinical screening)
determines that:

(i) Definitive treatment for breast or cervical
cancer is needed, including a precancerous
condition or early stage cancer, and which
may include diagnostic services as
necessary to determine the extent and
proper course of freatment; and

(i) More than routine diagnostic sefvices or
monitoring services for a precancerous
breast or cervical condition are needed.

(4) Income standard | |norder to qualify for screening under (f)(2)(i}(C} above,
a woman must pe determined by BCCEDP to have
limited income. In addition to meeting the criteria
described in this paragraph (f). the woerman must meet
ail other Medicaid nonfinancial criteria.

{q) Family pjgnn‘mg

services

(1) Basis This provision implements §§ 1902(a)(10)(A) (i) (XX1)
and 1902(H) and clause (XVI) in the matter following
1902(a}(10)(G) of the Act. .

(2) Eligibility Medicaid coverage will be provided to an individual

{male and female} who meets all of the following
requirements:

{iy Isnot pregnant; and

(i) Meets the income eligibility requirements at
paragraph (g)(3} of this subsection.

~ " 42 CFR § 435.214 (NPRM, 78 FR 4593)
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{3) Income standard

The individual has a MAGI-based household income {as |
defined in § 28.03) that is at or beiow the income
standard for a pregnant woman as described in §
7.03(a){2). The individual's household income is

determined in accordance with § 28.03(i).

(4) Covered services

An individual eligible under this paragraph is covered for |
family planning and family ptanning-rafated benefits,

(h) HIV/AIDS See, H[VNDS Rule 5800 =t seq.

(i) Refugee Medical See, Refugee Medical Assistance Rule 5100 of seq.
Assistance

(i) Targeted low-income {Reserved]
children*’

10.00 Pharmacy benefits (10/01/2013, 13-12F)

10.01 VPharm program {10/01/2013, 13-12F)

The VPharm program rules located in Rule 5400 et seg. wil

effect

10.02 Healthy Vermonter Program (HVP) (10/01/2013, 13-

12F)

The Heaithy Vermonter Program (HVP) rules located in Rule 5700 et
seq. will remain in effect.

11.00

Enroflment in a QHP (10/01/2013, 13-12F)

11.01 in general {10/01/2013, 13-12F)

I Eligibility for enroliment in a
QHP®

An individuai is eligible for enrcliment in a QHP if the
individual meets the nonfinancial criteria outlined in this
section,

11.02 Nonfinancial criteria (10/01/2013, 13-12F)

The individual must meet all of the following
nonfinancial criteria:

(a) Citizenship, status as a national, or lawfui presence

*7 42 CFR § 457.310

* 45 CFR § 155.305(a).
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{§ 17.00). The individual must be reasonably
expected to be a citizen, national, ora non-citizen
who is fawiully present for the entire period for
which enroliment is sought;

{b) Incarceration (§ 19.00); and

(c) Residency (§ 21.00).

11.03 Eligibility for QHP enroliment periods* (10/01/2013,
13-12F) :

‘An individual is eiigible for a QHP enrollment period if
they meet the criteria for an enrollment period, as
specified in § 71.00.

12.00  Advance payments of the premium tax credit (APTC)
(10/01/2013, 13-12F)

12.01 In general (10/01/2013, 13-12F)

An individual is eligible for APTC if the individual meets
the criteria outlined in this section.

12.02 Nonfinancial criteria® {10/01/2013, 13-12F)

An applicable tax filer (as defined in § 12.03) is eligible
for APTC for any month in which ohe or more applicants
for whom the tax filer expects to claim a personal
exemption deduction on their tax return for the henefit
year, including the tax filer and their spouse:

{(a) Meets the requirements for eligibility for enrollment
ina QHP; and

(b) Is not eligible for MEC (within the meaning of §
23.00} other than individual coverage offered
through VHC.""

“ 45 CFR § 155.305(b).
* See generally, 26 CFR § 1.36B-2 and 45 CFR § 155.305(f).

°' 26 CFR § 1.36B-2(a)(2) provides that, to considered an applicable tax filer, the individual must not be
eligible for minimum essential coverage “other than coverage described in section S5000AN(1)CY of the
Tax Code. That provision relates to “coverage under a healith plan offered in the individual market within a
State.” 26 USC § § 5000A(f)(1)(C). As individuals can only purchase coverage in Vermont through the
Exchange, 33 V.S.A. § 1811(b), we interpret this to mean that, to qualify as an applicable tax fiter, the
individual must not be eligible for minimum essential coverage “other than coverage offered an the.
Exchange.”
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12.03 Applicable tax filer™? (10/01/2013, 13-12F)

(a) In general Except as otherwise provided in this subsection, an
applicable tax filer is a tax filer who expects to have
household income, as defined in § 28.05(b) of at least
100 percent but not more than 400 percent of the FPL
for the tax filer's family size for the benefit year.

(b) Married tax filers must | A @x filer who is married (within the meaning of 26 USC

flle joint return® § 7703) at the close of the benefit year is an applicable
tax filer only if the tax filer and the tax filer's spouse file
a joint return for the benefit year.

{c) Tax dependent An individual is not an applicable tax filer if another tax
filer may claim a deduction under 26 USC § 151 for the
individual for a benefit year beginning in the calendar
year In which the individual's benefit year begins.

(d) Individual not lawfully | An individual who is not lawfully present in the United
present or States or is incarcerated (other than incarceration
incarcerated®™ pending disposition of charges) is not eligible to enroll in

a QHP. However, the individuat may be an applicable

tax filer if a family member is eligible to enroll in a QHP.

(e) Individual lawfully An individual is also an applicable tax filer if

present ) .

(1)  The tax filer would be an applicable tax filer
but for income;

(2}  The tax filer expects to have househald
income of less than 100 percent of the FPL for
the tax fiter's family size for the benefit year for -
which coverage is requested;

(3) One or more applicants for whom the tax filer
expects to claim a personal exemption
deduction on their tax return for the benefit
year, including the tax filer and spouse, is a
non-citizen who is lawfully present and
ineligible for Medicaid by reason of
immigration status.

* 26 CFR § 1.36B-2(b); 45 CFR § 155.305 (NPRM, 78 FR 4593).

" 26 CFR § 1.36B-2(b)(2). The IRS currently defines marriage, for federal tax purposes, as “only a legal
union between a man and a woman as husband and wife.” The word “spouse” means “a person of the
opposite sex who is a husband or a wife.” IRS Publication 501, avaitable at
hitp:/Awww.irs.gov/publications/p501/ar02 html#en _US_2011_publink1000220722,

™ See, ACA §§ 1312(f)(1)(B) and 1312((3) (42 USC § 18032(A(1)(B) and (}(3)) and 26 CFR § 1.36B-
2(b)(4). : '
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(f) Special rule for tax
filers with household
income below 100
percent of the FPL for
the bensfit year®

A tax filer (other than a tax filer described in paragraph
(e) of this subsection) whose household incame for a
benefit year is less than 100 percent of the FPL for the
tax filer's family size Is treated as an applicable tax filer
if: ‘

(1)  The tax filer or a family member enrolls in a
QHP; o

(2) AHS estimates at the time of enroliment.that
- the tax filer's household income will he at least
100 but not more than 400 percent of the FPL
for the benefit year:

(3} APTCs are authorized and paid for one or
more months during the benefit year; and

(4) The tax filer wouid be an applicable tax filer if
the tax filer's household income for the benefit
year was at least 100 but not more than 400
percent of the FPL for the tax filer's family
size.

(g} Computation of
premium-assistance
amounts for tax filers
with househoid income
below 100 percent of
the FPL.

| If a tax filer is treated as an applicable tax filer under

paragraph {e) or (f} of this subsection, the tax filer's
actual household income for the benefit year is used to

compute the premium-assistance amounts under §
60.00.

12.04 Enroilment required™ (10/01/2013, 13-12F)

APTC will only be provided on behalf of a tax filer if one
or more applicants for whom the tax filer attests that
they expect to claim a personal exemption deduction Tor
the benefit year, including the tax filer and spouse, is
enrolled in a QHP,

- 12.05 Compliance with filing requirement®™ (10/01/2013, 13-

12F)

AHS may not determine a tax filer eligible for APTC if
HHS notifies AHS as part of the process described in §
56.03 that APTCs were made on behalf of the tax filer

or either spouse if the tax filer is a married couple for a

%26 CFR § 1.36B-2(b)(6).

*% 45 CFR § 155.305()(3) (NPRM. 78 FR 4593).

°7 45 CFR § 155.305(f)(4).
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| year for which tax data would be utilized for verficatian

of household income and family size in accordance with
§ 56.01(a), and the tax filer or their spouse did not
comply with the requirement to file an income tax return
for that year as required by 26 USC & 86011, 6012 and
implementing regulations, and reconcile the APTCs for
that period.

13.00  Cost-sharing reductions (CSR) (10/01/2013, 13-12F} .

13.01 Eligibility criteria® (10/01/2013, 13-12F)

{a) Anindividual is eligible for CSR if the individual;

(1} Meets the requirements for eligibility for
enrollment ina QHP, as specified in § 11.00;

{2) Meets the requirements for APTC, as
specified § 12.00; and

(3) Is expected to have a household income, as
defined in § 28.05{b), that does not exceed
250 percent of the FPL for the benefit yaar for
which coverage is requested.

(b) An individual who is not an indian may receive
CSR only if they are enrolled in a silver-level QHP.

13.02 Eligibility categories® {10/01/2013, 13-12F)

The following eligibility categories for CSR will be used
when making eligibility determinations under this
section: :

(@) Anindividual who is expected to have a household
income at least 100 but not mere than 150 percent
of the FPL for the benefit year for which coverage
is requested, or for an individual who is eligible for
APTC under § 12.03(e), a household income less
than 100 percént of the FPL for the benefit year for
which coverage is requested;

(b) -An individual is expected to have a household
income greater than 150 but not more than 200
percent of the FPL for the benefit year for which
coverage is requested; and

*® 45 CFR § 155.305(g).

*% 45 CFR § 155.305(g)(2).
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(¢} An individual who i1s expected to have a household
income greater than 200 but not more than 250
percent of the FPL for the benefit year for which
coverage is requested, -

13.03 Special rule for family policies® {(10/01/2013, 13-12F)

To the extent that an enroliment in a QHP under a
single policy covers two or more individuals who, if they
were to enroll in separate policies would be eligible for-
different cost sharing, AHS will deem the individuals
under such policy fo be collectiveiy eligible only for the
category of eligibility last listed below for which all the
individuals covered by the policy would be eligible.

(a) Individitals not eligible for changes to cost sharing;

{b} § 5902 (Special cost-sharing rules for Indians,
regardiess of income);

{c) §13.02(c);
{d) §13.02(k),
(&) § 13.02{a);

(f) §59.01 (Eligibility for CSR for Indians)

14.00 Eligibility for enroliment in a catastrophic plaﬁ
(10/01/2013, 13-12F)

An individual is eligible for enroliment in a catastrophic
plan®! if they:

(@) Have not attained the age of 30 before the
beginning of the plan year; or

(b) Have a certification in effect for any plan year that
they are exempt from the requirement to maintain
MEC by reason of:

(1) Coverage being unaffordable (see § 23.02); or

(2) Hardship (see § 23.06).

®"45 CFR § 155.305(g)(3),

5145 CFR § 156.155.
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Part Three
Nonfinancial eligibility requirements

1550 Nonfinancial eligibility requirements, in general (10/01/2013, 13-12F)

This part catalogs the nonfinancial eligibility requirements that apply across all
health-benefits programs. The provisions that assign these requirements to
particular programs are set forth in part two of this rule.

16.00  Social Security number (1 0/01/2013, 13-12F)

16.01 WMedicaid' (10/01/2013, 13-12F)

{a) In general (1) Except as provided in paragraph (b) of this subsection, as a condition
of Medicaid eligibility, each individual (including children) seeking
Medicaid must furnish his or her Social Security numbers.

{2) AHS will advise the individual of:

(i) ~ The statute or other authority under which it is requesting the
individual’s Social Security number: and

{i) The uses that will be made of each Social Security number, inc!uding
its use for verifying income, eligibility, and amount of medical
assistance payments under §§ 53.00 through 56.00.

(3} Ifan individual cannot recall their Social Security number or Social
Security numbers or has not been issued a Social Security number,
AHS wilt:

(i} Assist the individual in compieting an application for a Social Secu'rity
rnumber:

(i}  Obtain evidence required under SSA regulations to establish the age, |
the citizenship or non-citizenship status, and the true identity of the
individual; and

(i) Either send the application to SSA or, if there is evidence that the
individual has previously been issued a Social Security number,
request SSA to furnish the number. : :

(4} Services to an otherwise eligible individua! wi not be denied or
delayed pending issuance or verification of the individual's Social
Security number by SSA or if the individual meets one of the
exceptions in paragraph (b) of this subsection.

{c)  The Social Security number furnished by an individuai will be verified to
insura the Social Security number was issued to that individual, and to

'42 CFR § 435.910; 45 CFR § 155.310(a)(3).
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determine whether any other Social Security numbers were issued to
that individual.

(b} Medicaid Exception

(1) The requirement of paragraph (a) of this subsection does not apply,
and a Medicaid identification number will be given, to an individual
who; '

(i} Is not eligible to receive a Social Security number;

(i) Does not have a Social Security number and may only be issued a
Social Security number for a valid non-work reason in accordance
with 20 CFR 422.104; or

{iity Refuses to obtain a Social Security number because of well-
established religious objections. :

(2)  The identification number may be either a Social Security number
obtained on the individual's behalf or another unique identifier.

(3)  Anindividual who has a Social Security number is not subject to this
exception and must provide such number. -

(¢) Social Security numbers of
Medicaid non-applicants®

The Social Security number of a person who is not applying for Medicaid for
himself or herself may be requested provided that:

(1) Provision of such Social Security number is voluntary;

(2 Such Socié! Security number is used only to determine an applicant's
or enrollee’s eligibility for a health-benefit program or for a purpose
directly connected to the administration of the state plan; and

(3) Atthe time such Social Security number is requested, clear notice is
provided to the individual seeking assistance, or person acting on such
individual's behalf, that provision of the non-applicant's Social Security

number is voluntary and information regarding how the Social Security
number will be used.

16.02 QHP? (1

0/01/2013; 13-12F)

[ (a} An individual applying for a QHP, with or without APTC or CSR, and who
has a Social Security number must provide it.

(b) Except as provided in paragraph (c) of this subsection, a person who is not

seeking coverage for himself or herself need not provide a Social Security
number,

(c}) An application filer seeking APTC must provide the Social Security number

of a tax filer who is not an applicant only if an applicant attests that the tax

% 42 CFR § 435.907(e)(3).

45 CFR § 155.310(a)(3).
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filer has a Social Security number and filed a tax return for the year for
which tax data would he utilized for verification of household income and
family size.”

17.00  Citizenship and immigration status® (10/01/2013, 13-12F)

17.01 Definitions (10/01/2013, 13-12F) .

(a) U.S. Citizen

(1} Anindividual born in the 50 states, the District of Columbia, Puerto
Rico, Guam, Virgin islands, and the Northern Mariana Islands (except
for individuals born to foreign diplomats);

{(2) A naturalized citizen; or

(3} Anindividual who otherwise gualifies for U.S. citizenship under § 301
- of the Immigration and Nationality Act (INA), 8 USC §§ 1401.

(b) Citizenship®

Includes status as a "national of the United States” that inciudes both citizens of
the United States and non-cltizen nationals of the United States.

(¢} National’

{1) Anindividual who:
() IsaU.S. citizen; or

(i} Though not a citizen, 6wes permanent allegiance to the United
States.

(2)  For purposes of determining health-benefits eligibility, including
verification requirements, citizens and rnon-citizen nationals of the
United States are freated the same.

(3} As a practical matter, non-citizen nationais include individuals born in
American Samoa or Swains Island.

(d) Qualified non-citizen®

An individual who is:

(1) Alawful, permanent resident of the United States (LPR);

45 CFR § 155.305(f)(6).

_® This section establishes the health-benefits citizenship and immigration-status eligibiiity requirements.
Rules covering the related attestation and verification requirements and outlining documentary evidence

are seft forth in section 31.00.

® 42 CFR § 435.4 (NPRM, 78 FR 4593).

78 USC § 1101(a)(22).

" 42 CFR § 435.4 (NPRM, 78 FR 4593) (“qualified non-citizen” has the same meaning as the term
“qualified alien” as defined at 8 USC § 1641(b} and (c)); 42 USC § 435.406(a)(2).
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{2y Arefugee, inciuding:

() Anindividual admitted to the United States under § 207 of the .
Immigration and Nationality Act (INA);

(i) A Cuban or Haitian entrant, as defined in § 501(e}(2) of the Refugee
Education Assistance Act of 1980. There are three general categories
of individuals who are considered "Cuban and Haitian entrants.” A
Haitian national meets the definition of "Cuban and Haitian entrant” if
he or she:

(A) Woas granted parole status as a Cuban/Haitian entrant (Status
Pending) on or after April 21, 1980 or has been paroled into the
LInited States on or after October 10, 1980;

(B) s the subject of removal, deportation or exclusion proceedings
under the Immigration and Nationality Act and with respect to whom
a final, nonappealable, and legally enforceable order of removal,
deportation or exclusion has not been entered: or

(C) Has an application for asylum pending with the Department of
Homeland Security {DHS) and with respect to whom a final,
nonappealable, and |legally enforceable order of removal, deportation
of exclusion has not been entered.

(3) An Amerasian, admitted to the United States under § 584 of the
FForeign Operations Export Financing, and Related Programs
Appropriation Act, 1988 (as contained in § 101(e) of Public Law 100-
202 and amended by the 2th proviso under Migration and Refugee
Assistance in title || of the Foreign Operations Export Financing, and
Related Programs Act, 1989, Public Law 100-461, as amended);

{4) An asyles, as defined in § 208 of the INA;
{3) A non-citizen whose deportation has been withheld under:
M § 243(5) of the INA, as in effect prior to April 1, 1997, {the effective
' date of § 307 of the lllegal Immigration Reform and Immigrant
Responsibility Act of 1996 (IIRIRA), division C of Public Law 104-
- 208); or

(i) §241(b)3)ofthe INA, as amended by § 305(a) of division C of
Public L.aw 104-208;

(6)  An non-citizen who has been granted parole for at least one year by
the USCIS under § 212(d)(5) of the INA;

() Anon-citizen who has been granted conditicnal entry under §
203(a)(7) of the INA;

{8) A battered non-citizen, as defined in paragraph (e} of this subsection:

(9) A victim of a severe form of frafficking, in accordance with § 107(b)(1) |
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(10)

(i)

of the Trafficking Victims Protection Act of 2000; or

An American Indian, born outside the U.S. and who enters and re-
enters and resides in the U.S. is, for Medicaid purposes, considered a
lawful permanent resident and, as such, a qualified non-citizen. This
includes:

An American Indian who was born in Canada and who is of at least
one-half American Indian blood, This does not include the non-citizen
spouse or child of such an Indian or a non-citizen whose membership
in an indian tribe or family is created by adoption, unless such person
is of at least 50% American |Indian blood.

An American Indian who is a member of a Federally-recognized
Indian tribe, as defined in § 4(e) of the indian Self Determination and
Education Assistance Act, 25 USC § § 450b(e).®

(e) Battered non-citizen (1)

(i)

(in

(ii)
(2}

(i
(i)

i)

An individual who is:

A victim of battering or cruelty by a spouse or a parent, or by a
member of the spouse or parent’s family residing in the same
household as the victim and the spouse or parent consented to, or
acquiesced in the battery or cruelty;

The parent of a child wha has been such a victim, provided that the
individua! did not actively participate in the battery or cruelty; or

The child residing in the same household of such a victim.

For the purposes of establishing gualified non-citizen status, the
battered non-citizen must meet ail of the following conditions:

The individual must no longer be residing in the same household as
the perpetrator of the abuse or cruelty;

The battery or cruelty must have a substantial connectlon with the
need for medical assistance; and

The individual must have been approved for legal immigration status,
or have a petition pending that makes a prima facie case for legal
immigration status, under one of the following categories:

(A} Permanent residence under the Viclence Against Women Act

(VAWA);

(B} A pending ar approved petition for legal permanent residence filed

by a spouse or parent on USCIS Form 1-130 or Form B-120f; or

(C) Suspension of deportation or cancellation of removal under VAWA,

¥ Abenaki is not a federally-recognized tribe.

Part 3--Page 5 -




(f) Nonqualified non-citizen

A non-citizen who does not meat the definition of qualified non-citizen

(§17.01(d)).

{g) Lawfully present in the
United States

An individual who is a non-citizen and who:

(1) Is a qualified non-citizen, as defined in paragraph {d} of this
subsection;

(2) s ina valid nenimmigrant status, as defined in 8 USC § 1101(a)(15) or
otherwise under the immigration laws {as defined in 8 USC
§ 1101(@K17));

(3) Is parcled into the United States in accordance with 8 USC
§ 1182(d}(5) for less than 1 year, except for an individual parcled for
prosecution, for deferred inspection or pending removal proceedings;

{(4) Belongs to one of the following classes:

(i)~ Granted temporary resident status in accordance with 8 USC § 1160
or 125ba, respectively;

(¥)  Granted Temporary Protected Status (TPS) in accordance with 8
: USC § 12544, and individuals with pending applications for TPS who
have been granted employment authorization:

iy - Granted employment authorization under 8 CFR 274a.12{c);

(iv) Family Unity beneficiaries in accordance with § 301 of 101, as
amended;

(v) Under Deferred Enforced Departure {DED) in accordance with a
decision made by the President;

(vi) Granted Deferred Action status;
{(vii} Granted an administrative stay of removal under 8 CFR part 241:

(viii) Beneficiary of approved visa petition who has a pending application -
for adjustment of status;

(5} s anindividual with a pending application for asylum under 8 usc

§ 1158, or for withholding of removal under 8 USC § 1231, or under the
ConVentron Against Torture who—

(i)  Has been granted employment authorizaticn; or

(i) Isunder the age of 14 and has had an apphcatron pending for at least
180 days;

(6) Has been granted withholding of rembva! under the Convention
Against Torture;

(7)__Is a child who has a pending application for Special Immigrant Juvenile
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status as described in 8 USC § 1101{a)}(27)(J);.

(8} Is lawfully presentin American Samoa under the immigration laws of
‘ American Samoa; or

(9) Is a victim of a severe form of trafficking in persons, in accordance with
the Victims of Trafficking and Violence Protection Act of 2000, Public
Law 106-386, as amended (22 USC § 7105(b)). '

{10) Exception. An individual with deferred action under DHS's deferred
action for childhood arrivals process, as described in the Secretary of
Homeland Security's June 15, 2012, memoarandum, shall not be
considered to be lawiully present with respect to any of the above
categories in paragraphs (1} through (9) of this definition.

{h} Non-citizen'®

Has the same meaning as the term “alien,” as defined in section 101{z2)(3) of the
INA, (8 U.S.C. 1101(a}3)) and includes any individual who is not a citizen or
national of the United States, defined at 8 U.S.C. 1101(a)(22).

17.02 General Rules (10/01/2013, 13-12F)

(a) Health benefits, in general

Except as provided in paragraphs (b) and (c) of this subsection, as a condition of
eligibility for health benefits, an individual must be:

(1} A citizen or national of the United States:

(2) A qualified non-citizen, who is not subject to the five-year bar
(§17.03(b)); or

(3) Lawfully present in the United States and:
(i} Under 21 years of age, or

(i) A worman during pregnancy and the 60-day post partum period.

(b} Enrollment in a QHP, with
or without APTC or cost-
sharing subsidies

An individual who is lawfully present in the United States is eligible for enrollment
in a QHP, with or without APTC or CSR, if the individual otherwise satisfies the
eligibility requirements for those health benefits.

(c) Emergency medicai
sel_‘vices”

An individual who is ineligible for Medicaid solely because of immigration status
is eligible for the treatment of emergency medical conditions if all of the following
conditions are met:

(1} The individual has, after sudden onset, a medical condition (including
emergency labor and delivery) manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that the absence of
immediate medical attention could reasonably be expected to result in

42 CFR § 435.4 (NPRM, 78 FR 4593).

A legally-present individual who is eligible for but unenrolied in a QHP, with or without subsidies, is
nevertheless eligible for emergency Medicaid. See CMS Response to Comment, 77 FR 17144, 17170.

Part 3 - Page 7



serious:
(iy Jeopardy to the individual's health;
(i Impairment of badily functions; or
(i) Dysfunction of any bodily organ or part.

(2) Emergency medical services are not related to either an organ
transplant procedure or routine prenatal or pest partum care.

{3) The individual meets 2ll eligibifty requirements for Medicaid except:
(iy Verification of non-citizen status: and

(i) For undocumented non-citizens, verification of a Social Security
number.

17.03 Medicaid five-year bar for qualified non-citizens {10/61/2013, 13-12F)

{a) Qualified non-citizens
subject to 5-year bar'®

Non-citizens who enter the United States on or after August 22, 1996, as
gualified non-citizens are not eligible to receive Medicaid for five years from the
date they enter the country. If they are not qualified non-citizens when they enter,
the five-year bar begins the date they become a qualified non-citizen. The
fotiowing qualified non-citizens are subject to the five-year bar:

(1) Lawful permanent residents (LPRs);
(2}  Non-citizens granted parole for at least one year;
(3} Non-citizens granted conditional entry (however, as a practical matter
the five-year bar will never apply to such non-citizens, since, by
. definition, they entered the U.S. and obtained qualified non- citizen

status prior to August 22, 1996); and

(4) Battered non-citizens.

{b) Qualified non-citizens not
subject to 5-year bar™

The following qualified non-citizens are not subject to the five-year bar:
(1) Refugees;
(2)  Asylees;

{3) Cuban and Haitian Entrants; ™

" 42 CFR § 435.406(a)(2); 8 USC § § 1613(a).

'8 42 CFR § 435.406(a)(2); 8 USC § § 1613(b).

" From former PP&D at 4172,
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(4)

(55

(6)
()
{ii)

(9)
(10)

Victims of a severe form of trafficking;
Non-citizens whose deportation is being withheid;
Qualified non-citizens who are:
Honorably discharged veterans;
Cn active duty in the U.S. military; or
The spouse (including a surviving spouse who has not remarried) or
unmatried dependent child of an honorably discharged veteran or
individual on active duty in the U.S. Miitary:
Non-citizens admitted to the country as Amerasian immigrants:
Legal permanent residents who first entered the United States under
another exempt category (l.e., as a refugee, asylee, Cuban or Haitian
entrant, trafficking victim, or non-citizen whose deportation was being
withheld) and who {ater converted to the LPR status.

Haitians granted Humanitarian Parole status; and

Citizen155 and naticnals of Iragq and Afghanistan with Special Immigrant _
status. ‘

{c) Non-citizens not subject o
5-year bar'®

The five-year bar does not apply to:

(1)

(2)

(ii)

Non-citizens who are applying for treatment of an emergency medical
candition only; ‘

Non-citizens who entered the United States and became qualified non-
citizens prior io August 22, 1996; and

Non-citizens who entered prior to August 22, 1996, and remained
‘continuously present” in the United States until becoming a quaiified
non-citizen on or after that date. Any single absence of more than 30
consecutive days or a combined total absence of 90 days before
obtaining qualified non-citizen status is considered to interrupt
“continuous presence.” :

Non-citizens who do net meet “continucus presence” are subject to
the five-year bar beginning from the date they become a qualified - .
non-citizen,

“Non-citizens do not have to remain continuously present in the United

> Fram former PP&D at 4173,

** Interim Guidance on Verification of Citizenship, Qualified Alien Status and Eligibility Under Title IV of
the Personal Responsibility and Work Opportunity Act of 1996; 62 Federal Register 61344 and 61415

{(November 17, 1997).
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(4}
(5}

(6)

(i)

(i)

(iv)

{v)

States after obtaining qualified non-citizen status.
Members of a Federally-recognized Indian tribe;

American indians born in Canada to whom § 289 of the INA applies;
and : :

Children up to 21 years of age and women during pregnancy and the
80-day postpartum period, who are lawfully residing in the United
States and otherwise eligible. This exemption applies only to children
in the group defined at § 7.03(a)(3) and pregnant women in the group

_defined at § 7.03(a}(2). AHS will verify that the child or pregnani
woman is lawfully residing in the United States at the time of the
individual's initial eligibility determination and at the time of eligibility
redeterminations. A child or pregnant woman will be considered fo he
lawfully residing in the United States if they are:

A qualified non-citizen as defined in § 431 of PRWORA (8 USC §
1641)(see 17.01{d));

A non-citizen in rnon~irnmigration status who has not violated the terms
of the status under which they were admitted or to which they have
changed after admission;

A non-citizen who has been paroled into the Upited States pursuant to §
212(d)(5) of the INA (8 USC § 1182(d)(5)) for less than 1 year, except
for a non-citizen paroled for prosecution, for deferred inspection or
pending removal proceedings;

A non-citizen who belongs to one of the following classes:

(A} Non-citizens currently in temporary resident status pursuantto § 240
or 245A of the INA (8 USC § 1160 or 12553, respectively);

(B) Non-citizens currently under Temporary Protected Status {TPS)
pursuant to § 244 of the INA (8 USC § 1254a), and pending
applicants for TPS who have been granted employment -
authorization;

(C} Non-citizens who have been granted employment authorization
under 8 GFR § 274a.12(c)(8), (10), (18), (18}, (20), (22), or (24)

(D) Family Unity beneficiaries pursuant to § 301 of Pub. L. 101-649, as
amended;

(E) Non-citizens currently under Deferred Enforced Departure (DED)
pursuant to a decision made by the President; '

(F) Non-citizens currently in deferred action status: or

(G) Non-citizens whaose visa petitions have been approved and who
have pending applications for adjustment of status;

A pending applicant for asylum under § 208(a) of the INA (BUSC §
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{vi)

{vii)

1158) or for withhoiding of removaiunder § 241(b)(3) of the INA (8 USC
§ 1231) or under the convention Against Torture who has been granted
employment authorization, and such an applicant under the age of 14
who has had an application pending for at least 180 days;

A nen-citizen who has been granted withholding of removal under the

Convention Against Torture; or

A child who has a pending application for Special immigrant Juvenile
status as described in § 101{(@)(27)(J) of the INA (8 USC §
1101(a)(27 1 J). :

(d} Ineligible non-
citizens/monimmigranis

The following categories of individuals are ineligible non-citizens/non-itnmigrants
and are not eligible for Medicaid: .

(1)

(7)
(8)

Foreign government representatives on official business and their
families and servants:

Visitors for business or pleasure, including exchange visitors;
Non-citizens in travel status white traveling directly through the U.S.;
Crewmen an shore leave;

Foreign students;

Internationat organization representation personnet and their famiiies
and servants;

Temporary workers including agricultural contract workers; and

Members of foreign press, radio, film, or other information media and
their families.

18.00  Assignment of rights and cooperation requirements for Medicaid (10/01/2013,

13-12F)

18.01 In general” {10/01/2013, 13-12F)

As a condition of initial and continuing eligibility, a legally-able individual who is
applying for or enrolled in Medicaid must meet the requirements related to the
pursuit of medical support, third-party payments, and the requirement to enroll or
remain enrclled in a group health insurance plan, as provided for below.

18.02 Assignment of rights to payments (10/01/2013, 13-12F)

{a) Ingeneral

An individual who is applying for, or enrofied in Medicaid, with the legal authority
to do sc, must assign their rights to medical support and third-party payments for
medicai care. If they have the legal authority to do so, they must also assign the

742 CFR § 435.810; Former Medicaid Rules 4138-4138.4,
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rights of any other individual who is applying for or enrolied in Medicaid to such
support and payments. '

{b) Exceptions

No assignment is required for:
(1)  Medicare payments; or

(2) Cash payments from the Department of Veterans Affairs for aid and
attendance. :

18.03 Cooperation in Obtaining Payments (10/01/2013, 13-12F)

(@) In general

(1)  Applicants must attest that they will cooperate, and enrollees must
cooperate in:

(i)  Establishing paternity and in obtaining medical support and
payments, unless the individual establishes good cause for not
cooperating or is a pregnant woman described in § 7.03(a)(2); and

(i) Identifying and providing information to assist in pursuing third parties
who may be liable to pay for care and services under the plan, unless
the individua! establishes good cause for not cooperating.

(2} Tomeet this requirernent, an individual may be required to:

() Provide information or evidence relevant and essential to obtain such
support or payments;

(i) Appear as a witness in court or at another proceeding;

(iily Provide information or attest to lack of information under penalty of
perjury; or

(iv) Take any other reasonable steps necessary for establishing
parentage or securing medical support or third-party payments,

(b) Exception

An unmarried pregnant woman with income under 200 percent of the FPL is
exempted from the requirement to cooperate in establishing paternity or obtaining
medical support and payments from, or derived from, the father of the child she
expects to deliver or from the father of any of her children born out-of-wediock.
She shall remain exempt through the end of the calendar month in which the 60-
day period beginning with the date of her delivery ends.

18.04 Good cause for noncooperation (10/01/2013, 13-12F)

(@) Ingeneral’

An individual who is applying for or enrolled in Medicaid may request a waiver of
the cooperation requirement under § 18.03. Those to whom a good-cause waiver
for noncooperation has been granted are eligible for Medicaid, provided that all
other program requirements are met. AHS will grant such waivers when either of
the following circurmstances has been substantiated to AHS's satisfaction:

(1) Compliance with the cooperation requirement is reascnably anticipated |
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to resuit in physical or emotionai harm to the individual responsible for
cooperating or the person for whorn medical support or third-party
payments are sought. Emotional harm means an emotional impairment
that substantially affects an individual’s functioning; or

(2) Compliance with the cooperatibn requirement would entail pursuit of
medical support for a child:

(i} Conceived as a result of incest or fape from the father of that child;
(i) For whem adoption proceedings are pending; or

(i) For whom adoptive placement is under active consideration.

{b) Required documentation

An Individual requesting a waiver of the cooperation requirement bears the
primary responsibility for providing the documentation AHS deems necessary to
substantiate their claims of good cause. AHS wil consider an individual who has
requested a good-cause waiver and submitted the required documentation to be
eligible for Medicaid while a decision on the request is pending.

18.05 Enroliment in a health insurance plan (10/01/2013, 13-12F)

{c)

(a} An individual who is applying for, or enrolled in Medicaid, may be required

(b) As a cendition of centinuing eligibility, an individual may be reqguired to

to enroll or remain enrolled in a group health insurance plan for which AHS
pays the premiums. {See Medicaid Covered Services Rule (MCSR) 7108.)
Payment of group health insurance premiums shall be made only under the
conditions specified in this subsection and in MCSR 7108.1 and remain
entirely at AHS's discretion. Such payment of premiums shall not be
considered an entitlement for any individual.

remain enrolled in an individual heaith insurance plan, provided that they
are enrolled in a plan for which the state has been paying the premiums on
a continuous basis since July 2000.

For the purposes of this subsection and MCSR 7108.1, a group hégalth
insurance plan is a plan that meets the definition of a group health
insurance plan specified in 8 V.S.A. § 4079. An individual health insurance
plan is a plan that does not meet that definition.

18.00

Incarceration and QHP eligibility (10/01/2013, 13-12F)

15.01 In general' (10/01/2013, 13-12F)

L

An incarcerated individual, other than an individual who is incarcerated pending
the disposition of charges, is ineligible for enroliment in a QHP.

'® 26 CFR § 1.36B-2(a)(4); 45 CFR § 155.305(a)(2);
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19.02 Exception'® (10/01/2013, 13-12F)

An incarcerated individual may be an. applicable tax filer if a family member is
eligible to enroll in a QHP.

20.00  Living arrangements for Medicaid efigibility purposes (10/01/2013, 13-12F)

20.01 In general® (10/01/2013, 13-12F)

Individuals or couples meet the living-arrangement requirerment for Medscald
eligibility purposes if they live in:

(@) Their own home;
(b) The household of another; or
(c) The following public institutions:

{1) The Vermont State Hospital {VSH) or successor entity or entities, if the
individual is:

()  Under the age of 21 (if a Medicaid enrollee is a patient of VSH upon
reaching their 21st birthday, eligibility may be continued to the date of
discharge or their 22nd birthday, whichever comes first, upon a
finding by the VSH Disability Determination Team that the individual is
blind or disabled according to SSI/AABD standards); or

{il Age 65 or older.

(2} Anintermediate care facility for people with developmental disabilities
{ICF-DD).

(3} A facility supported in whole or in part by public funds whose primary
purpose is to provide medical care other than the treatment of mental
disease, including nursing and convalescent care, inpatient care in a
hospital, drug and alcohol treatmens, efc.

{d) A private facility, if;
| (1) The primary purpose of the facility is to provide medical care other than
the treatment of mental diseases, including nursing and convalescent

care, inpatient care in a hospital, drug and alcchol treatment, ete.; and

(2)  The facility meets the following criteria:

(i) _ There is ne agreement or contract obliging the institution to provide

9 26 GFR § 1.36B-2(a){4): See §§ 1312(H(1)(B) and 1312(f)(3) of the ACA (42 USC § 18032(f}(1)(B} and
(f}(3)) and 26 CFR § 1.36B-3(b)(2). -

“ Medicaid Ruies 4218 and 4332
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total suppert to the individual;

(i) There has been no transfer of property to the institution by the
individual or on their behalf, unless maintenance by the institution has
been of sufficient duration to fully exhaust the individual's equity in the
property transferred at a rate equal to the monthly charges to other
residents in the institution; and

(i) There is no restriction on the individual’s freedom to leave the
institution. -

(3)  Anindividual under the age of 21 or age 65 or older meets the living
- arrangementi reguirement if they live at the Brattlebore Retreat. In
addition, an individual who is a patient at the facility upon reaching their
21st birthday, has eligibility continued to the date of discharge (or end
of ten day notice period, if later) or their 22nd birthday, whichever

comes first, as long as they continue to meet at! other eligibifity
reguirements.

20.02 correctional facitity (10/01/2013, 13-12F)

(a) In generaf”'

An individual living in a correctional facility, including a juvenile facility, is not
eligibte for Medicaid.

. (b) Determination of
incarceration

Incarceration begins on the date of admission and ends when the |rdn.f|duat
moves out of the correctional facility.

{c) Excéption: Transferto a
medical facility*

While incarcerated, Medicaid is available when the inmate is an inpatient in a
medical institution not under the control of the corrections system. Such

institutions include a hospital, nursing facility, juvenile psychiatric facility, or
intermediate care facility.

(d) Affect of incarceration on
enrcliment

Once determined Medicaid eiigible an individual-who is mbarcerated retains

eligibility. However, their case is placed in suspended status during the period of
incarceration.

20.03 petermi

ination of residence in an institution (10/01/2013, 13-12F)

Residence i an institution is determined by the dates of admission and
discharge. An individual at home in the community ona visiting pass is still a
resident of the institution.

20.04 Homeless individuals (10/01/2013, 13-12F)

A homeless individual is considered to be living in their own home.

#1 42 CFR §§ 435.1009 and 4365.

1010,

242 CFR §§ 435.1000 and 1010. This is also based on various fetters from CMS to states, ingui nng
about the availability of federal funds participation for inmate inpatient nealth care.

Part 3 - Page 15




20.05 Financ

ial responsibility and Eiving arrangement (10/01/2013, 13-12F)

The financial responsibility of relatives varies depending upon the type of fiving
arrangement. '

21.00

Residency (10/01/2013, 13-12F)

21.01 In general® (10/01/2013, 13-12F)

AHS will provide health benefits to an eligible Vermont resident.

21.02 incapability of indicating intent (10/01/2013, 13-12F)

For purposes of this section, an individuai is considered incapable of indicating
intent regarding residency if the individual:

(a) Has an1.Q. of 49 or less or has a mental age of 7 years or less, based on
tests acceptable to AHS;

{b} 1s judged legally incompetent; or

(c} 1s found incapable of indicating intent based on medical documentation

obtained from a physician, psychologist, or other person licensed by the
state in the field of intellectual disabilities.

21.03 Who is

a state resident (10/01/2013, 13-12F)

A resident of the state is any individual who:
(a) Meets the conditions in §§ 21.04 through 21.08: or

{b} Meets the criteria specified in an interstate agreérnent under § 21.10,

21.04 piacem

ent by a state in an out-of-state institution® (10/01/2013, 13-12F)

L.

(a) Any state agency, including an entity recognized under state law as being
under contract with the state for such purposes, that arranges for an
individual to be placed in an institution lccated in ancther state is
recognized as acting on behaif of the state in making a placement. The

state arranging or actually making the placement is considered as the
individual's state of residence.

(b) Any action beyond providing infermation to the individual and the

> 42 CFR § 435.403; 45 CFR § 155.305(a)(3). Note: The Exchange rules speak in terms of residence
within the Exchange's “service area.” However, as there will be a single “service area’ in Vermont, for
both Medicaid and QHP enrcllment, this rule speaks in terms of residence within the state.

“ 42 CFR § 435.403(e).
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individual’s family would constitute arranging or making a state placement.
However, the following actions do not constitute state placement:

{1)  Praviding basic information to individuals about another state’s
Medicaid program and information about the availability of heaith care
services and facilities in another state.

(2) Assisting an individua! in locating an institution in another state,
provided the individual is capable of indicating intent and independently
decides to move.

{3) When a competent individ-ual leaves the facility in which the individual
is placed by a state, that individual's state of residence for Medicaid
purposes is the state where the individual is physically located.

{4} Where a placement is initiated by a state because the state lacks a
sufficient number of appropriate facifities to provide services to its
residents, the state making the placement is the individual’s state of
residence. '

(10/01/201

21.05 An individual receiving Aid to the Aged, Blind, and Disabled (AABD)®

3, 13-12F)

{a) Ingeneral |

For an individuai of any age who is rebeiving a state supplemental paymenit (in
Vermont, known as AABD), the state of residence is the state paying the state
supplemental payment. :

{b) Exception®®

A transient worker may claim Vermont as their state of residence and be grantad
Medicaid if they meet all other eligibility criteria. These individuals may be
granted Vermont Medicaid even though they continue to receive a state
supplement payment from another siate.

21.06 An individual age 21 and over” {10/01/2013, 13-12F)

Except as provided in § 21,05, with respect to individuals age 21 and over:

(@) Foran individual not residing in an institution, as defined in § 3.00, including |
a licensed foster care providing food, shelter, and supportive services to
one or more persons unrelated to the proprietor, the state of residence is
the state where the individual is living and:

% Effective January |, 1974, the major portion of Vermont's federal-state program of AABD becamz the

federal program of Supplemental

Security Income (8SI) through amendment of title XVI of the Social

Security Act. 88| guarantees a minimum national standard of assistance to aged, blind or disabled .

persons al full federal expense. V

ermont supplements the SSI payment with a state-funded payment.

While, federal government abandoned the AABD program title, Vermont has retained this name for this

state supp!ementary payment, Se

* Former Medicaid Rule 4217(A).

e, AABD Rule 2700.

* 42 CFR § 435.403(h); 45 CFR § 1575.305(8)(3)0) and (iii).
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(1) Intends to reside, including without a fixed address; or

(2) Has entered the state with a job commitment or is seeking employment
(whether or not currently employed).

(b} For an individual not residing in an institution, as described in {a) of this
subsection, who is incapable of stating intent, the state of residence is the
state where the individual is living.

{c) For any institutionalized individual who became incapable of Ehdicating
intent before age 21, the state of residence is:

(1) That of the parent applying for Medicaid on the individual's behalf, if
. the parents reside in separate states (if a legal guardian has been
appointed and parental rights are terminated, the state of residence of
the guardian is used instead of the parent's); ’

(2) The parent's or legal guardian’s state of residenice at the time of
placement (if a legal guardian has been appointed and parental rights
are terminated, the state of residence of the guardian is used instead
of the parent's); '

(3)  The current state of residence of the parent or legal guardian who files
the application if the individual is institutionalized in that state {if a legal
guardian has been appointed and parental rights are terminated, the
state of residence of the guardian is used instead of the parent's); or

(4}  The state of residence of the person or party who fites an application is
used if the individual has been abandoned by his or her parent(s), does
not have a legal guardian and is institutionalized in that state.

(d) Forany institutionalized individual who became incapable of indicating

' intent at or after age 21, the state of residence is the state in which the
individual is physically present, except where another state makes a
placement.

{e} For any other institutionalized individual, the state of residence is the state
where the individual is living and intends to reside. An institutionalized
individual cannot be considered a Vermont resident if the individual owns a
home (see § 28.08(a)(1)}-in another state which the individua! intends to
return to, even if the likelihood of return is apparently nil.?

21.07 An indiv

idual receiving Title IV-E payments® (10/01/2013, 13-12F)

For an individual of any age who is receiving federal payments for foster care or
adoption assistance under Title |V-E of the Act, the state of residence is the state
where the individual lives.

* Former Medicaid Rule 4217(F).

* 42 CFR § 403(g); 45 CFR § 155.305(a)(3)(i).
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21.08 An individual under age 21%° (10/01/2013, 13-12F)

For an individual under ag'e 21 who is not eligible for Medicaid based on receipt
of assistance under Title IV-E of the Act, as addressed in § 21.07, and is not

receiving a state supplementary payment, as addressed in § 2? 02, the state of
residence is as follows:

{a) Foran individual whe is capable of indicating intent and who is
emancipated from his or her parent or who is married, the state of
residence is determined in accordance with § 21.06(a).

(b) For an individual not described in paragraph (a) of this subsection, not living
in an institution, not eligible for Medicaid based on receipt of assistance
under Title IV-E of the Act, and not receiving a state supplementary
payment, the state of residence is:

(1)  The state where the mdeuaI resides, mcludlng withcut a fixed
address; or

(2)  The state of residency of the parent or caretaker, in accordance with §
21.06(a), with whom the individual resides.

(c}y For any institutionalized individual who is neither married nor emancipated,
the state of residence is:

{1) The parent's or legal guardian's state of residence at the time of
placement (if a legal guardian has been appointed and parentaf rights
are terminated, the state of residence of the guardian is used mstead
of the parent’s) or

(2}  The current state of residence of the parent or legal guardian who files
the application if the individual is institutionalized in that state (if a legal
guardian has been appointed and parental rights are terminated, the
state or residence of the guardian is used instead of the parent's).

21.09 Specific prohibitions®! (10/01/2013, 13-1 2F)

AHS will not;

{(a) Deny health-benefits eligibility because an individual has not resided in
Vermont for a specified period.

{b) Deny health-benefits eligibility to an individual in an institution, who satisfies
the residency rules set forth in this section, on the grounds that the
individual did not establish residence in Vermont befors entering the

** 42 CFR § 435.403()); 45 CFR § 155.305(a)(3)(i)and (iii). Paragraphs (a) and (b) are derived from what
was formerly 42 CFR § 435.403(h). Subparagraphs (1} and {2) are new. Paragraph (c) was originally
designated as 42 CFR § 435.403(h)(4).

31 42 CFR § 435.403(j).
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institution.

(c}) Deny or terminate a Vermoni resident’s health-benefits eligibility because of
that person’s temporary absence from the state, as defined in § 21.13, if the
person intends to return to VVermont when the purpose of the absence has
been accomplished, unfess another state has determined that the person is
a resident there for purposes of health benefits.

21.10 interstate agreements® (10/01/2013, 13-12F)

A state may have a written agreement with another state setting forth rules and
procedures resolving cases of disputed residency. These agreements may
establish criteria other than those specified in §§ 21.07 and 21.08, but must not
incluce criteria that result in loss of residency in both states or that are prohibited
by § 21.09. The agreements must contain a procedure for providing heaith
beneiits to individuals pending resolution of the case. States may use intarstate
agreements for purposes other than cases of disputed residency to facilitate
administration of the program, and to facilitate the placement and adoption of a
Title IV-E individual when the child and his or her adoptive parent(s) move into
another slate, '

21.11 Cases of disputed residency® (10/01/2013, 13-12F)

If Vermont and any other state cannot resolve which state is the individual’s state
of residence, the state where the individual is physically located is the state of
residence.

21.12 Special rule for tax households with members in multiple Exchange service
- areas™ (10/01/2013, 13-12F)

(a) Exceptas specified in paragraph (b} of this subsection, if alf of the members
of a tax household are not within the same Exchange service area, in
accordance with the applicable standards in §§ 21.04 through 21.08, any
member of the tax household may enroll in a QHP through any of the _
Exchanges for which one of the tax filers meets the residency standard.

(b) If both speuses in a tax household enroll in a QHP through VHC, a tex
dependent may only enrofi in a QHP through VHC, or through the
Exchange that services the area in which the dependent meets a residency
standard described in §§ 21.04 through 21.08. '

21.13 Temporary absences from the state®® (10/01/2013, 13-12F)

* 42 CFR § 435.403(k); 45 CFR § 155.305(a)(3)(ji).
% 42 CFR § 435.403(m); 45 CFR § 155.305(a)(3)(iii}.
* 45 CFR § 155.305(a)(3)(iv).

%45 CFR § 155.305(a)(3)(v) (NPRM, 78 FR 4593).
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(a) In general ‘Temporary absences from Vermont do not interrupt or end Vermont residence.

(b) Definition An absence is temporary if the individual leaves the state with the intent to return |
when the purpose of the absence has been accomplished. Examples inciude,
but are not limited to, absences for the purposes of:

(1) Visiting;
(2) Obtaining necessary medical care:

(3) Obtaining éducation or training under a program of Vocational
Rehabilitation, Work Incentive, or higher education program; or

(4) Residence in a long-term care facility in another state, if arranged by
an agent of the State of Vermont, untess the individuai or their parents
or legal guardian, as applicable, state intent to abandon Vermont
residence and to reside outside Vermont upon discharge from long-
term care.

(c) Exception An absence is not temporary if ancther state or Exchange verifies that the
individual meets the residency standard of such other state or Exchange.

21.14 Vermont residence as Medicaid payment requirement (10/01/2013, 13-12F)

An individual must be a resigent of Vermont at the time a medical service is
rendered in erder for Vermont Medicaid to pay for that service. The service,
however, does not have to be rendered in Vermont subject to certain
restrictions.®

22.00 - Pursuit of potential unearned income for Medicaid eligibility®” {10/01/2013, 13-
12F)

{a) As a condition of eligibility for Medicaid, an individuat is required to take aii
necessary steps to obtain any annuities, pensions, retirement, or disability
benefits to which they may be entitled, unless they can show good cause
for not doing so. Annuities, pensions, retirement, and disability benefits
include, but are not limited to, veterans' compensation and pensions,
OASDI benefits, railroad retirement benefits, and unemployment
compensation. Application for these benefits, when appropriate, must be
verified prior to granting or continuing Medicaid.

(b} Individuals are not required to apply for Medicare part B or for cash
assistance programs such as SSI/AABD or Reach Up as a condition of
elgibility for Medicaid.

23.00 Minimum essential coverage (10/01/2013, 13-12F)

% 42 CFR § 431.52.
" Former Medicaid Rule 4137.
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23.01 Minimum essential coverage (10/01/2013, 13-12F)

(@) Ingeneral®

Minimum essential coverage means coverage under any of the following:
Government-sponsored programs, eligible employer-sponscred plans,
grandfathered health plans, individual health plans and certain other health-
benefits coverage.

Individuals and their tax dependents must have minimum essential coverage
{MEC) to avoid the shared responsibility payment (penalty) imposed by the
Internal Revenue Service, unless they have received a certificate of exemption
as described in § 14.00(b). In addition, individuals who are eligible to enroli in
health coverage that qualifies as MEC are not eligible to receive federal tax
credits and cost-sharing reductions if they enroll in a QHP.

To be considered as MEC, an employer-sponsared pian must be affordable and
meet minimum value criteria {see §§ 23.02 and 23.03).

See §§ 55.02(c) and (d) for descriptions of the process for verifying eligibility for
MEC,

(b} Government-sponsored
MEC

(1) Ingeneral®

Subject to the limitation in paragraph {b)(2}, an individual is eligible for
government-sponsored MEC if, as of the first day of the first full month the
individual may receive benefits under the program, the individual meets the
criteria for coverage under one of the following government-sponsored
programs; ‘

() - The Medicare program under part A of Title XVl of the Act:
(i) The Medicaid program under Title XiX of the Act;
{iit) The. CHIP program under Title XX| of the Act;

(iv} Medical coverage under chapter 55 of Title 10, United States Code.
including coverage under the TRICARE program;

(v} Ahealth care program under chapter 17 or 18 of Title 38, United
States Code, as determined by the Secretary of Veterans Affairs, in
coordination with the Secretary of HHS and the Secretary of the
Treasury;

(vi) Ahealth ptan under § 2504(e) of Title 22, United States Code
(relating to Peace Corps volunteers); or :

(vily The Nonappropriated Fund Health Benefits Program of the

Department of Defense, established under § 349 of the National

% 26 USC § 5000A(N); 26 CFR § 1.36B-2(c).

* 26 USC § 5000A()(1)(A); 26 CFR § 1,368-2(c)(2)(i)
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Defense Authorization Act for Fiscal Year 1995 (Public Law 103-337;
10 USC § 1587 note). ‘

(2)

Obligation to
complete
administrative
requirements to
obtain coverage®

An individual who meets the eligibility criteria for government-sponsored MEC
must complete the requirements necessary to receive benefits. An individual who
fails by the fast day of the third fuil calendar month folfowing the event that
establishes eligibility under {b)(1) of this subsection to complete the requirements
to obtain government-sponsored MEC (other than a veteran's health-care
program) is treated as eligible for government-sponsored MEC as of the first day
of the fourth calendar month following the event that establishes eligibility.

Special rule for
coverage for veterans
and other individuals
under chapter 17 or
18 of Title 38, USC

§ 49

An individual is eligible for MEC under a health-care program under chapter 17
or 18 of Title 38, USC section only if the individuat is enrolled in a health-care
program under chapter 17 or 18 of Title 38, USC section identified as MEC in
regulations issued under § 5000A of the Cade.

{4)

Retroactive effect of
eligibifity
determination®

If an individual receiving APTC is determined to be eligible for government-
sponsored MEC that is effective retroactively (such as Medicaid), the individual is
treated as eligible for MEC under that program no earlier than the first day of the
first calendar month beginning after the approval.

eligibility

(5) Determination of An individual is treated as not efigible for Medicaid or a sirmnilar program for a
Medicaid or CHIP period of coverage under a QHP if, when the individual enrolls in the QHP, the
ineligibility™ individual is determined to be not eligible for Medicaid.

6) Examples™ The following exampies illustrate the provisions of this péragraph {b):

(i) Example 1. Delayin | On Aprit 10, 2015, Tax filer D applies for coverage under a government-
coverage sponsored health-care program. D's application is approved on July 12, 2015,
effectiveness but her coverage is not effective until September 1, 2015. Under paragraph

(b}(1}, D is eligible for government-sponscred MEC on September 1, 2015.
(i) Example 2. Time of | ax filer E turns 65 on June 3, 2015, and becomes eiigible for Medicare. Under §

S000AMH1}AN), Medicare is MEC. However, E must enroll in Medicare to
receive benefits. E enrofls in Medicare in September, which is the last month of
t's initial enroliment period. Thus, E may receive Medicare benefits on
December 1, 2015. Because E completed the requirements necessary {0 recaive

% 56 CFR § 1.36B-2(c)(2)(ii).

126 CFR § 1.36B-2{(c)(2)(i).

226 CFR § 1.36B-2(c)X2)(iv).

“ 26 CFR § 1.36B-2(c){2)(v). The phrase in this section: “or considers {within the meaning of 45 CFR §
155.302(b))" was omitted from this paragraph, as AHS does not conduct *assessment[s] of eligibility for
Medicaid and CHIP" within the meaning of 45 CFR § 155.302(b), but rather, determines eligibility for such
programs.

* These examples are extracted from 26 CFR § 1.36-2(c){2){vi).
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Medicare benefits by the last day of the third full calendar month after the event
that establishes E's eligibility (£ turning 65), under paragraph {(b){1) and (b){2} of
this subsection, E is efigible for government-sponsored MEC on December 1,
2015, the first day of the first full month that E may receive benefiis under the
program. ‘

(i) Example 3. Time of
eligibility, individual
fails to complete
necessary
requirements

The facts are the same as in Eﬁmple 2, except that E fails to enroll in the

| Medicare coverage during E's initial enroliment period. E is treated as eligible for

government-sponsored MEC under paragraph (b){2) of this subsection as of
Cctober 1, 2015, the first day of the fourth month following the event that
establishes E's eligibility (E turning 65).

{ivi Example 4.
Retroactive effect of
eligibility -

n November 2014, Tax filer F enrolls in a QHP for 2015 and receives APTCs. F
loses her part-time employment and on Aprii 10, 2015, applies for coverage

under the Medicaid program. F's application is approved on May 15, 2015, and
her Medicaid coverage is effective as of April 1, 2015. Under paragraph {b)(4),
is eligible for government-sponsored MEC on June 1, 2015, the first day of the

F

| first calendar month after approval.

(v) Example 5.
Determination of
Medicaid inaligibility

In November 2014, Tax filer G applies to enroli in health coverage for 2015. AHS
determines that G is not eligible for Medicaid and estimates that G's household
income will be 140 percent of the FPL for G's family size for purposes of
determining APTCs. G enrolis in a QHP and begins receiving APTCs. G
experiences a reduction in household income during the year and his household
income for 2015 is 130 percent of the FPL {within the Medicaid income
threshold). However, under paragraph (b){5}, G is treated as not eligibie for
Medicaid for 2015. -

{vi) Example 6. Mid-year
Medicaid eligibility
redetermination

The facts are the same as in Example 5, except that G returns to the Exchange
in July 2015 and AHS determines that G is eligible for Medicaid. AHS approves
G for coverage and AHS discontinues G's APTCs effective August 1. Under
paragraphs {b)(4) and (b)(5), G is treated as not eligible for Medicaid for the
months when G is covered by a QHP. G is eligible for government-sponsored
MEC for the months after G is approved for Medicaid and can receive benefits,
August through December 2015. ' :

{c) Employer-sponsared MEC

(1) Ingeneral®

An employee who may enroll in an eligible employer-sponsored plan and an
individual who may enroll in the plan because of a reiationship to the employee
(a related individual) are eligible for MEC under the plan for any month only if the
plan is affordable (§ 23.02) and provides minimum value (§ 23.03). Government-
sponsored programs described in paragraph (b) of this subsection are not
eligible employer-sponsored plans.

(2)  Plan year*®

For purposes of this paragraph, a plan year is an eligible empioyer-sponsored
plan's regular 12-month coverage period (or the remainder of a 12-month
coverage period for a new employee or an individual who enrofls during a special

* 26 CFR § 1.36B-2(c)(3)(i).

“ 26 CFR § 1.38B-2(c)(3)(ii}.

enroliment pericd). A plan year may also mean fewer than 12 caiendar months

Part 3 — Page 24




in 2014 if the employer’s plan year is shonened in order to end on December 31,

2014

(3) Eligibility for months

during a plan year

An employee or related individual may be eligible for MEC under an eligible
employer-sponsored plan for a month during a plan year if the employee or
related individual could have enrolled in the plan for that month during an open
or special enroilment period.

An employee or refatéd individual is not eligible for MEC under an eligible

employer-spenscred plan during a required waiting period before the coverage
becomes effective,

The following example illustrates the provisions of this paragraph (c)(3):

(A)

Tax filer B is an employee of Employer X. X offers its empioyees a
heaith insurance plan that has a plan year (within the meaning of
paragraph {¢){2)) from October 1 through September 30. Employees
may enroll during an open season from August 1 to September 15. B
does not enrollin X's plan for the plan year October 1, 2014, to
September 30, 2015. In November 2014, B enrolls in a QHP for
calendar year 2015,

B could have enrolled in X's plan during the August 1 to September

15 enroliment period. Therefore, unless X's plan is not affordable for
B or does not provide minimum value, B is efigible for MEC under X's
pian for the months that B is enroiled in the QRP durmg X's plan year

_ (January through September 2015).

() Failure to enroll in
plan*

(i) Waiting pericds™®

(i) Example®

(4}  Continuation

coverage™

An individual who may enrcll in continuation coverage required under federal faw
' or a state law that provides comparable continuation coverage is eligible for MEC
only for months that the individual is enrolled in the coverage.

23.02 Afforda

bie coverage for employer-sponsored MEC (10/01/2013, 13-12F)

(a) In general

{1} Affordablllt¥ for
emp!oyee

Except as provided in paragraph (a)(3) of this subsection, an eligible employer-
sponsored plan is affordable for an employee if the portion of the annual
premium the employee must pay, whether by salary reduction or otherwise

*726 CFR § 1.36B-2(c)(3)(ii})(A).
* 26 CFR § 1.36B-2(c)(3)(iii)(B).

26 CFR § 1.36B-2(c)(3)()(C).

26 CFR § 1.36-2(c)(3)(iv).

*126 CFR § 1.36-2(c)(3)(v)(A)(1).
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{required contribution}, for self-oniy coverage does not exceed the required
contribution percentage (as defined in paragraph (c)) of the applicable tax filer's
household incorme for the benefit year,

(2) Affordability for Except as provided in paragraph (a)(3) of this subsection, an sligible empioyer-
related individual® sponsored plan is affordable for a related individual if the portion of the annual
. premium the employee must pay for-self-only coverage does not exceed the
required contribltion percentage, as described in (a)() of this subsection.

{3} Employee safe (i) Anemployer-sponsored plan is not affordable for an empioyee or a

harbor™® ‘ related individual for a plan year if, when the employee or a related
individual enrolis in @ QHP for a period coinciding with the plan year
(in whole or in part), it is determined that the eligible employes-
sponsored plan is not affordable for that plan year.

(i) This paragraph does not apply to a determination made as part of the
redetermination process described in § 75.00 unless the individual
receiving a redetermination notification affirmatively responds and
provides current information on affordability.

(i) This paragraph does not apply for an individual who, with reckless
disregard for the facts, provides incorrect information cencerning the
portion of the annual premium for coverage for the employee or
refated individual under the plan.

(4) Wellness incentives Federai rules do not now provide guidance as to how wellness incentives and
and empioyer ' amounts made available under a health reimbursement arrangement are treated
contributions to health | in determining the affordability of eligible employer-sponsored coverage under
reimbursement - this paragraph. However, the [RS has indicated that the Commissioner may
arrangements®* provide such guidance at a future point in time.

(b) Affordability for part-year | Affordability under paragraph (a)(1) of this subsection is determined separately

period®™® . for each employment period that is less than a full calendar year or for the
portians of an employer's plan year that fail in different benefit years of an
applicable tax filer (a part-year period). An efigible employer-sponsored plan is
affordable for a part-year period if the employee's annualized required
contribution for self-only coverage under the plan for the part-year period does
not exceed the required contribution percentage of the applicable tax filer's
household income for the benefit year. The employee's annualized required
contribution is the employee's required contribution for the part-year period times
a fraction, the denominator of which is 12 and the numerator of which is the
number of months in the part-year period during the applicable tax filer's benefit
year. Only full catendar months are included in the computation under this
paragraph.

%226 CFR § 1.36-2(c)(3)(v)(A)(2).
26 CFR§ 1.36-2(c)3)(W)AX3).
*4 26 CFR § 1.36-2(c){(3)(v)(A)(4).
% 26 CFR § 1.36-2(c){3)(v}(B). .
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(¢} Required contribution
percentage™

The required contribution percentage is 9.5 percent. The percenfage may be
adjusted in published federal guidance for benefit years beginning after
December 31, 2014, to reflect rates of premium growth relative to growth in
income and, for benefit years beginning after December 31, 2018, to reflect rates
of premium growth relative to growth in the consumer price index.

(d) Examples®

The foliowing examples illustrate the provisions of § 23.02. Unless stated
otherwise, in each example the tax filer is single and has no tax dependents, the
employer's plan is an eligible employer-sponsored pfan and provides minimum
value, the employee is not eligible for other MEC, and the tax filer, related
individual, and employer-sponsared plan have a calendar henefit year:

(1) Example 1. Basic
determination of
affordability

In 2014 Tax filer C has household income of $47,000. C is an employee of
Employer X, which offers its employees a health insurance plan that requires C
to contribute $3,450 for self-only coverage for 2014 (7.3 percent of C's
household income). Because C's required contribution for self-onty coverage
does not exceed 9.5 percent of household income, under paragraph (@apt), X's
plan is affordable for C, and C is eligible for MEC for all months in 2014.

{2) Example 2. Basic
determination of
affordability for a
related individuat

The facts are the same as in Example 1, except that C is married to J and X's
plan requires C to contribute $5,300 for coverage for C and J for 2014 (11.3
percent of C's household income)}. Because C's required contribution for self-
only coverage ($3,450) daes not exceed 8.5 percent of household income, under
paragraph (a){2} of this subsection, X's plan is affordabte for C and J, and C and
J are eligible for minimum essential coverage for all months in 2014,

{(3) Exampie 3.
Determination of
unaffordability at
enrollment

() Taxfiler D is an employee of Employer X. In Novernber 2013 AHS
projects that D's 2014 household income wili be $37.000. It also
verifies that D's required contribution for self-only coverage under X's
health insurance plan will be $3,700 (10 percent of household
income). Consequentiy, AHS determines that X's plan is unaffordable.
D enrofis in a QHP and not in X's plan. In December 2014, X pays D
a 32,500 bonus. Thus, D's actual 2014 household income is $39,500
and D's required contribution for coverage under X's plan is $.4
percent of D's household income.

(i) Based on D's actual 2014 household income, D's required
contribution does not exceed 9.5 percent of household income and
X's health plan is affordable for D. However, when D enrolled in a
QHF for 2014, AHS determined that X's plan was not affordable for D
for 2014. Consequently, under paragragh {a)(3), X's plan is not
affordable for D and D is not eligible for MEC under X's plan for 2014.

L

(4) Example 4.
Determination of
unaffordability for plan
year

The facts are the same as in Example 3, except that X's employee health
insurance plan year is September 1 to August 31. AHS determines in August
2014 that X's plan is unaffordable for D based on D's projected household
income for 2014. D enrolls in a QHP as of September 1, 2014. Under paragragh
(a)(3), X's plan is not affordable far D and D is not eligible for MEC under X's

% 26 CFR § 1.36-2(c)(3)(v)(C).

% 26 CFR § 1.36-2(c)(3)(v)(D).

plan for the coverage months September to December 2014 and January
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through August 2015,

Example 5. No
affordability
information
affirmatively provided
for annuat
redetermination.

@)

(i)

ﬁ]e facts are .’éhe same as in Exarﬁple 3, except AHS redetermines
D's eligibility for APTCs for 2015. D does not affirmatively provide

~ AHS with current information regarding affordability and AHS

determines that D's coverage is not affordable for 2015 and approves
APTCs based on information from the previous enroliment period. In
2015, D's required contribution for coverage under X's plan is 9.4
percent of D's household income. ‘

Because D does not respond to AHS’s notification and AHS makes
an affordability determination based on information from-an earlier
year, the employee safe harbor in paragraph (2)(3} does not apply.

D's required contribution for 2015 does not exceed 9.5 percent of D's

household income. Thus, X's pian is affordable for D for 2015 and D
is eligible for MEC for all months in 2015,

(6)

Example 6.
Determination of
unaffordability for part
of plan year (part-year
period)

(if)

Tax filer E is an employee of Employer X beginning in May 2015. X's
employee health insurance plan year is September 1 to August 31.
E's required contribution for self-only coverage for May through
Augustis $150 per month {$1,800 for the full plan year). AHS projects
E's household income for purposes of eligitility for APTCs as
$18.000. E's actual household income for the 2015 benefit yearis
$20,000.

Under paragraph (b) of this subsection, whether coverage under X's
plan is affordable for E is determined for the remainder of X's plan
year {May through August). E's required contribution for a full plan
year ($1,800) exceeds 9.5 percent of E's household income
(1.800/18,000 = 10 percent). Therefore, AHS determines that X's
coverage is unaffordable for May through August. Alihough E's actual
household income for 2015 is $20,000 (and E's required contribution
of $1,800 does not exceed 9.5 percent of E's household income),
under paragraph (2)(3), X's pian is unaffordable for E for the part of
the plan year May through August 2015. Consequently, E is not
eligible for MEC under X's plan for the period May through August
2015.

{7

Example 7.
Affordability
determined for part of
a benefit year (part-
year period)

Tax filer F is an employee of Employer X. X's employee health
insurance plan year is September 1 to August 31. F's required
contribution for setf-only coverage for the period September 2014
through August 2015 is $150 per month or $1,80C for the plan year. F
does not enrofl in X's plan during X's open season but enrolls in a
QHP for September through December 2014. F does not request
APTCs and does not ask AHS to determine whether X's coverage is
affordable for F. F's household income in 2014 is $18,000.

Because F is a calendar year tax filer and Employer X's plan is not a
calendar year plan, F must determine the affordability of X's coverage
for the part-year period in 2014 (September-December) under
paragraph (b) of this subsection. F determines the affordability of X's
pian for the September through December 2014 period by comparing
the annual premiums ($1,800) to F's 2014 household income. F's
required contribution of $1,800 is 10 percent of F's 2014 household
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income, Because F's required contribution exceeds 9.5 percent of F's
2014 household income, X's plan is not affordatle for F for the part-
year period September through December 2014 and F is not eligible
for MEC under X's plan for that period. -

(i} F enrolls in coverage for 2015 and dees not ask AHS to approve
AFTCs or determine whether X's coverage is affordable. F's 2015
household income is $20,000.

{iv) F mustdetermine if X's plan is affordable for the part-year period
January 2015 through August 2015. F's annual required contribution
($1,800) is @ percent of F's 2015 household income. Because F's
required contribution does not exceed 9.5 percent of F's 2015
household income, X's plan is affordatle for F for the part-year period
January through August 2015 and F is eligible for MEC for that
period.

(8) Example 8. Coverage
unaffordable at year
end

Tax fiter G is employed by Employer X. In November 2014, AHS determines that
G is eligible for affordable empleyer-sponsored coverage for 2015. G
nonetheless enrolls Ina QHP for 2015 but does not receive APTC. G's 2015
household income is less than expected and G's required contribution for
employer-sponsored coverage for 2015 exceeds 9.5 percent of G's actual 2015
household income. Under paragraph (a)(1) of this subsectior, G is not eligible for
MEC under X's plan for 2015,

- 23.03 Minimu

m value for employer-sponsored MEC®® {10/01/2013, 13-1 2F)

An eligible employer-sponsored plan provides minimum valug only if the plan's
share of the total allowed costs of benefits provided to the employee under the
plan (as determined under guidance issued by the Secretary of HHS under

§ 1302(d){2) of the ACA (42 USC § 18022(d)(2))} is at least 80 percent.

23.04 Enroliment in eligible employer-sponsored plan (10/01/2013, 13-12F)

{a) in general™

Except as provided in paragraph (b} of this subsection, the requirements of
afforcability and minimum value do not apply for months that an individual is
enrolled in an eligible employer-sponsored plan..

(b} Automatic enrollment®

An employee or related individual is treated as not enrolled in an eligible
employer-sponsored plan for a month in a plan year or other period for which the
employee or related individual is automatically enrciled if the employee or related
individual terminates the coverage before the later of the first day of the second
full calendar month of that plan year or other period or the last day of any
permissible opt-out period provided by the employer-sponsored plan or in

regulations to be issued by the Department of Labor, for that plan year or other

% 26 CFR § 1.36-2(c){3){vi).
55_‘ 26 CFR § 1.36-2(c)(3)(vii)(A).

%926 CFR § 1.36-2(c)(3)(vii}(B).
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period,

(¢) Examples®’

The following examples illustrate the provisions of this subsection:

{1)

Example 1. Tax filer H
is employed by
Employer X in 2014,

H's required contribution for self-only employer coverage exceeds 9.5 percent of
H's 2014 household income. H enrolls in X's calendar year plan for 2014, Under
paragraph (a) of this subsection, H is eligible for MEC for 2014 because H is
enrolled in an eligible employer-sponsored plan for 2014.

Example 2. The facts
are the same as in
Example 1, except
that H terminates plan
coverage on June 30,
2014,

Under paragraph (a) of this subsecticn, H is eligible for MEC under X's plan for
January through June 2014 but is not eligible for MEC under X's plan for July
through December 2014, :

(3)

Example 3. The facts
are the same as in
Example 1, except
that Employer X
automatically enrolls
H in the plan for
calendar year 2015,

H terminates the coverage on January 20, 2015. Under paragraph {b) of this
subsection, H is not eligible for MEC under X's plan for January 2015.

23.05 Related individual not claimed as a personal exemption deduction®
(10/01/2013, 13-12F)

An individual who may enroll in MEC becauss of a refationship to another person
eligible for the coverage, but for whom the other eligible person does not claim a
personal exemption deduction, is treated as eligible for MEC under the coverage
only for months that the related individual is enrolled in the coverage.

*' 26 CFR § 1.36-2(¢)(3)Vii)(C).

26 CFR § 1.36-2(c){4).
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Part Four
Special Rules for MABD for Long-Term Care Services - Eligibility
and Post-Eligibility

24.00  Patient share payment for MABD for long-term care services (10/01/13, 13-12F)

24.01 In general (10/01/13, 13-12F)

(a) Definition: patient share’ Once AHS determines that an individual is eligible for MABD for long-term care -
services, it computes how much of their income must be paid to the long-term
care provider each month for the cost of their care (this is called the “patient
share”). A patient share is computed for an individua! in an institution or who
qualifies for fong-term care services in their home or community-based setting as
part of a special income group {§ 8.05) or as medically needy (§ 8.06). An
individual's patient share is determined at initial eligibility, eligibility”
redeterminations, and when changes in circumstances occur.

(b) Computation of patient {1} An individual's patient share is determined by computing a maximum
share - patient share and deducting allowable expenses. § 24.03 describes
how the maximum patient share is determined. § 24.04 describes
allowabié deductions from the patient share. The actual patient share
payable by the individual is the lesser of:

(i) The balance of the individual's income remaining after computing the
patient share; and -

{i} The cost of care remaining after thi'rdkparty payment,

{2) In cases in which allowable deductions exceed the individuai’s income,
the patient-share payment is reduced by the deductions. sometimes
resulting in no patient-share obligation, for as many months neaded to
exhaust the deductions against the individual's available income. The
month when the remaining deductions no longer exceed the
individual’'s income, the balance is the patient share payment for that
month. When monthly income and affowable deductions are stable, the
patient-share amount remains constant. When income or allowable

- deductions fluctuate, the patient-share payment is likely to vary.

(c) Patient share payment An individual owes their patient share by the last day of the month in which they
receive the income. Payment is made either to the facility in which the individual
resided or to the highest-paid provider of long-term care services., Patient-share
amounts and payments to long-term care providers may be adjusted when a
patient transitions from one setting to another, as specified in § 24.05.

24.02 Long-term care residence period (10/01/13, 13-12F)

(a) Ingeneral A patient share obligation is assessed in the month of admission to long-term
' care as long as the individual is expected to need long-term care services for at
least 30 consecutive days. If long-term care services are expecied to be needed

for fewer than 30 consecutive days, no patient share is assessed, Instead, the

1_42 CFR §§ 435.725, 435.726 and 435.735
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individual's services are covered through MABD other than MABD for long-term
care services if the individual meets those eligibility rules.

- (b} Duration of the long-term

care residence period

{1y  Beginning of long-
term care residence
() Inageneral A long-term care residence period in a general hospital setting begins with the
hospital setting first day that the utilization review commiitee finds acute hospital care is no
o longer medically necessary and skilled nursing care is medically necessary.
(i) Inother long-term A long-term care residence period in a long-term care setting, other than a
care settings _general hospital, begins with the first day that the utilization review committee -
finds medical need for long-term care or the date of admission, -whichever is
later. -
(2) Ending of long-term A long-term care residence period ends with the earliest of:
care residence o
period (i} Theindividual's date of death:;
- () The date of the individual's discharge from a long-term care living
arrangement (as defined in § 30.01); or

(it} - The last day medical need for long-term care is established by the
utilization review commitiee.

(3) Leave of absence or A long-term care residence period is not ended by a leave of absence from the
transfer current setting (see DVHA Rule 7604.1). A long-term care residence period also
continues despite transfer from either:

(it One long-term care setting to another long-term care setting:

(i) A general hospital setting (where skilled nursing care has been
continuously authorized while awaiting transfer) to another long-term
care setting; or

iy A iong-term care setting to a general hospital setiing followed by
return to the long-term care setting without an intervening residence
period in @ community living arrangement {as defined in § 30.01).

(4) Percentage of month The percentage of the month an individual is in long-term care is determined

in fong-term care using the appropriate table below.

Percentage of Month in Long-Term Care: All months except February

Day of the month
admitted fo long-term
care

Percentage of
the month in
long-term care

Day of the month
admitted to long-
term care

Percentage of the
month in long-
term care

Day of the month
admitted to long-
term care

Percentage of the
month in long-
term care
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1 100% 11 67% 21 33%
2 97% 12 63% 22 30%
3 93% .13 60% 23 27%
4 90% 14 - 57% 24 23%
5 87% 15 - B3% 25 20%
6 " 83% 16 20% 26 17%
7 80% 17 47% 27 13%
8 77% 18 43% 28 10%
9 3% 19 40% 29 7%
10 70% 20 37% 30-31 3%

Percentage of Month in Long-Term Care: February

Day of the month Percentagé of the| Day of the month [Percentage of the| Day of the month Percentage of
admitted to long~- | month in Jong- |admitted to long-| monthinlong- |admitted to long-| the month in
term care term care term care term care term care long-term care

1 100% 11 64% 21 29%

2 96% 12 61% 22 25%

3 93% 13 E7% 23 21%

4 89% 14 ha% 24 18%

5 a86% 15 50% 25 14%

6 82% 16 48% 26 1%

7 79% 17 43% 27 %

38 - 75% 18 39% 28 4%

9 71% 19 36% 29 0%

10 - 68% 20 32%

24.03 Determining maximum patient share (10/01/13 13-12F)

Ta determine the maximum patient share, the individual’s gross income less
allowable deductions as specified in § 24.04 is considered. This is the most that
an individual enrolled in MABD for long-term care services is obliged to pay
toward the cost of their long-term care. If an individual was in long-term care for
less than a full menth, the maximum patient share is multiplied by the applicable
percentage in the table set forth in § 24.02.
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24.04 Allowable deductions from patient-share (10/01/13 13-12F)

{a) Incorne deductions When determining the actual patient share payable by an individual, the following are
deducted from the individual's gross income:

(1) SSUAABD, AABD only and Reach Up benefit payments still being
received when the person first enters long-term care;

(2) SSI/AABD payments infended to ke used to maintain the community

residence of an individual temporarily (not to exceed 3 months) in an
institution,;

(3) Austrian Reparation Payments;

(4) German Reparation Payments;

(5) Japanese and Aleutian Restitution Payments:

(6) Payments from the Agent Orange Seftlernent Fund;
{7) Radiation Exposure Compensation; land

(8) VA payments for aid and attendance paid to a veteran residing in a
nursing facility or to the veteran's surviving spouse residing in a
nursing facility. ‘

(b} Other deductions The following items are then deducted from the individual's patient share in the
following order:

(1) A personal-needs allowance (PNA) or community-maintenance
allowance {CMA) (see paragraph (c) of this subsection);

(2) Home-upkeep expenses, if applicable (see paragraph (d) of this
subsectiony;

(3} Allocations to a community spduse or maintenance needs of family
members living in the commurity, if applicable (see paragraph (e) of
this subsection); and

{(4) Reasonable medical expenses incurred, if applicable (see §§ 30.05
and 30.06). For the purposes of this paragraph (b){4}, “reasonable
medical expenses” do not include long-term care received during
penalty periods for MABD for long-term care services.

(5) NOTE: Unpaid patient-share obligations may not be used to reduce a
current patient share obligation.

(c) p'e,.sona,_needs A reasonable amount for clothing and other personal needs of an individual is
allowance and deducted from their monthly income, as follows:
community-maintenance o ) _ o
allowance ‘ {1) Foran individual enrofled in MABD for lorig-term care services in an ‘
institutional setting, a standard personai needs deduction (PNA) is
appiied.

(2)  Foran individual enrolled in MABD for lang-term care services in their
home or community-based setting, a standard community maintenance
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deduction (CMA) is applied. (NOTE: Unlike the individual in the
institutional setting whose room and board is covered by Medicaid, an
individual receiving long-term care services in their home or
community-based setting has a higher deduction to provide a
reasonable amount for food, shelter, and clothing o meet their
perscnal needs.)

{d} Home-upkeep deduction (1) Expenses from the monthly income of an individual enrolled in MABD
for long-term care services in an institution or receiving enhanced
residential care (ERC) services in a residential care home are’
deducted to help maintain their owned or rented home in the
community. This deduction is allowed for six months. It is available for
each separate admission fo long-term care, as long as the criteria
listed below are met. The home-upkeep standard deduction is three-
fourths of the SSIFAABD payment level for a single individual living in
the community,

(2 The home-upkeep deduction is granted when the individual has
income equal to or greater than the standard home-upkeep deduction
and greater than their FNA. An individual who has less income than
the standard home-upkeep deduction may deduct an amcunt for home
upkeep equal to the difference between the individual's income and the
PNA

(i)~ The home-upkeep deduction may he applied at any point during the
individual's insfitutionalization or receipt of ERC services, as the case
may be, as long as both of the following criteria for the deduction are
met:

(A} No one resides in the individual's home and receives an allocation
as a community spouse or other eligible family member; and

{(B) The individual submits a doctor's statement before the six-month
deduction period, stating that the individual is expected to be
discharged from the institution or ERC setting within six months and
to return home immediately after discharge.

{iy If the situation changes during the period the individual is receiving
the home-upkeep deduction, the individual's eligibility for the
deduction is redetermined. The deduction is denied or ended when:

{A) The individual's horme is sold or rentad:
{BY The rented quarters of the individual are g%_ven up; or

(C) The individual's health requires the long-term care admission period
to last longer than six months,

{(e) Allocations to family

members
(1)  In general An individual is allowed to allocate their income to certain family members as
described in this paragraph.
{i)  Allocation to {A) If an individual receiving MABD for long-term care services (the

institutionalized spouse) has a spouse living in the community (the
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cammunity spouse community spouse), an allocation may be deducted from the
institutionalized spouse’s income for the needs of the community
spouse. The term "community spouse” applies to the spouse of the
institutionalized spouse even if the community spouse is also
receiving MABD for long-term care services in their home or
community-based setting. When one spouse is receiving MABD for
long-term care services in an institutional setting and the other is
receiving MABD for long-term care services in their home or
community-based setting, the spouse receiving home or community-
based services may receive an aliocation. When both spouses are
receiving home or community-based services, either may allocate to
the other.

(B} "Assisted living” is considered a community setting and not an
institutional setting provided that assisted living does not inciude 24-
hour care, has privacy, a lockahle door, and is a homelike setting. |f
the spouse of an institutionalized spouse is living in an assisted fivirig

- setting, they are considered a community spouse for purposes of the
community spouse tncome allocation.

(C) Aninstitutionalized spouse may allocate less than the full amount of
the allocation to their community spouse or may aflocate nothing.
The allocation is reduced by the gross income, if any, of the
community spouse. A community spouse, as well as an
institutionalized spouse, has a right to request a fair hearing on the
- amount of the allocation.

(D) The standard community spouse income allacation equals 150
percent of the FPL for two. The actual community spouse income
allocation equals the standard atiocation pius any amount by which
actual shelter expenses of the community spouse exceed the
standard allocation, up to a maximum amount. The maximum
community spouse income allocation equals a maximum provided by
the federal government each year by November 1st.

{(E} The presumptions set forth below are applied to the ownership
interests in income when determining a community spouse’s
community spouse income allocation unless-the institutionalized

. Spouse establishes by a preponderance of the evidence that the
ownership interests are other than as presumed.

(1} Income paid in the name of one spouse is presumed available
only to the named spouse.

(I} Income paid in the name of both spouses is presumed available
in equal shares to each spouse.

(I} Income paid in the name of either spouse and any other perscn
is presumed available to that spouse in proportion to their
ownership interest,

(V) Income paid in the name of both spouses and any other person
is presumed available to each spouse in an amount of one-half
of the joint interest.

(i} Allocation to other A deduction from the individuat's income is allowed for the following family
members unless the countable resources of any such family member excead
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family members

$12,000:

(A} Any child of either the individual or the individual’s spouse under age
18; and

{B) Any dependent child, parent, or sibling of either the individuai or the
individual's spouse, as specified in {C) or (D) below. For the
purposes of this paragraph, a family memkber is considered
dependent if they meet each of the following three criteria:

(I) They have been or will be a member of the household of the
individual or their spouse for at least one year:

(11} More than one half of their total support is provided by the
individual or the individual's spouse; and

(1) They have gross annual income below $2,500 or are a child of
the individual (or spouse) under age 16 or under age 24 and a
full-time student during any five menths of the tax year.

(C) Family members living with the community spouse. When family
members five with the community spouse of the individual receiving
MABD for long-term care services and living in an institution, the
deduction equals the maintenance income standard reduced by the
gross income of each family member and divided by three. The
resulting amount is the maximum allocation that may be made to
each family member.

(D) Family members not living with the communtly spouse. When family
members do not live with the community spouse of the individual
receiving MABD for long-term care services and living in an
institution, the deduction equals the applicable PIL for the number of
family members living in the same household, reduced by the gross
income. if any, of the family members in the household.

(E} - NOTE: The family members described above may be required to
apply for SSI, AABD or Reach Up, as long as this would hot
disadvantage them financialiy.

24.05 Transfer between settings (10/01/13 13-12F)

{a) In general

An individuai receiving long-term care sometimes moves from one setting to
another, such as from one nursing facility to another or from a nursing facility to
a hospital and back to the same or another nursing facility. The patient share
must be paid toward the cost of the individual's care from income received by the
individual during each month of a continuous period of receiving MABD for long-
term care services. As a general rule, the provider giving long-term care
services o the individual on the last day of the preceding month sends the
individual a bill for the individual’s share of the cost for that month, Payment is
made to an institution if the individual was receiving MABD for leng-term care
services in the institution on the last day of the preceding month. Payment is
made to the highest-paid provider of long-term care services if the individual
was receiving MABD for long-term care services in their home aor community-
based setting on the last day of the preceding month, If payment of a patient
share results in a credit to the provider, then the provider sends the excess to
DVHA. Exceptions to this rule are specified in the paragraphs below.
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(b) Hospital admission from
nursing facitity

{1y Acute care

(2} Long-term care

(¢} Transfer from waiver
services to nursing
facility -

(1) Respite services

(2)  Other services

(d) Discharge from nursing
facility to waiver services

(e) Discharge from Iong—term.

Care

{f) Termination of etigibility
for long-term care

An individual receiving MABD for long-term care services who is hospitalized
remains enrolled in MABD for long-term care services, and their patient share
amount is not redetermined. Payment of the patient share is allocated to the
providers as follows:

The patient share is paid directly to DVHA when the individual is hospitalized and
receiving acute hospital care on the last day of the month preceding the month in
which income is received. Failure to pay the patient share may result in closure
of the individual’s MABD for long-term care services eligibility. :

The patient share is paid to the hospital when the individual is hospitalized and
receiving MABD for long-term care services in the hospital on the last day of the
month preceding the month in which income is received.

The patient share amount is not adjusted when an individual receiving MABD for
long-term care services in their home or community-based setting enters an
institution for respite services. The patient share is paid to the highest-paid
provider of the Jong-term care services, even if the individual is in an institution
on the last day of the month.

AHS acjusts the patient share amount when an individual receiving MABD for
long-term care services in their home or community-based settingenters an
institution for services other than respite services and has been in the institution
for a full calendar month, The patient share is paid to the institution since the
individual was receiving MABD for long-term care services in an institution on the
last day of the month.

‘The patient share amount is adjusted when an individual is in an institution for

more than one full calendar month and discharged to their home or community-
based setting. After the patient-share amount is redetermined using the
cemmunity maintenance alicwarice (see § 24.04(c)), the first month's patient
share is paid to the institution because the individual resided in the institution on
the last day of the previous month. Thereafter, the patient share it is paid to the
highest paid provider.

All income an individual receiving MABD for long-term care services receives during
the month they are discharged from long-term care and any month after
discharge when the individual leaves a long-term care living arrangement (see §
30.01} is excluded. A [ong-term care provider must refund any patient-share
payment made by an individual when the individual pays their patient share from
income received in the month of their discharge.

An individual receiving MABD for long-term care services becomes fully
responsibie for the totaf cost of any care they receive when they remain

. Institutionalized after a medical-review team decision that they no longer need

skilled nursing or intermediate care, or they become ineligible for other reasons.
The individual's responsibility begins after the effective date of the review team’s
decision. An individual usually must pay in advance for such care as a
privately-paying patient. They incur ne patient share obligaticn for the calendar
month that the review team’s decision takes effect. A long-term care provider
must credit payrment toward the cost of private care furnished after the effective
date of the review team’s decision to end MABD for long-term care services when an
individual receiving MABD for long-term care services has already paid their patient
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{g} Patient share in the

month of death

share to the provider during the calendar month the review team'’s decision takes
effect. '

Income received during the calendar month of the death of an individual
receiving MABD for long-term care services is counted and applied to the cost of
the care the individual received during the prior month. For example, if the
individual dies on June 26" the patient-share payment from income they
received during June is due for care provided in May. [f the individual dies on
July 1%, the patient-share payment from income they received during July is due
for care provided in June.

25.00  Income or resource transfers and MABD for long-term care services eligibility

(a)

®)

(c}

(10/01/13 13-12F)

25.01 In gene

ral (10/01/13 13-12F)

AHS determines whether transfers of income or resources made by an
individual requesting MABD for long-term care services, or by any member of
their financial responsibility group (as defined in § 29.03), are allowabie transfers
under the rules set forth in this section. This section applies to individuals who
are in institutions or who qualify for services in their home or community-
based setting as part of the special income group (see § 8.05) or as medically
needy (see § 8.06). This section also applies to the spouses of individuals in
institutions or who qualify for long-term care services in their home or
community-based setting as part of the special income group or as medically
needy. If AHS determines that a transfer is not allowable. the individual
requesting MABD for long-term care services will not be eligible for such
coverage until a penalty period has expired. The start date of the penalty period
is based on when the individual would, but for the disallowed transfer, be
otherwise eligible for MABD for long-term care services, as explained in more
detail in this section. The duration of the penalty period is based on the value of
the disallowed transfer.

AHS makes determinations concerning transfers occurring before the individual
requests MABD for long-term care services as part of its determination of the
individual's initial eligibility. Once AHS has determined that a transfer is
disallowed and has established a penalty period that transfer is not reconsidered
uness AHS obtains new information about the transfer. If, after the initia!
determination, AHS discovers that the individual made an additional transfer {or
transfers), AHS also determines whether the additional transfer (or transfers)is
allowable, whether the date of the additionai transfer (or transfers) is befaore or
after the initial determinaticn, and establishes a penalty period (or periods) as
required. If the individual requesting MABD for long-term care services has a
community spouse, after the month in which the individua! is determined eligibie
for MABD for long-term care services, no resources of the community spouse
shall be determined availabie to the individual {the institutionalized spouse).
Accordingly, no fransfers by the community spouse after the initial month of the
institutionalized spouse’s eligibility are considered for purposes of the
institutionalized spouse’s ongoing eligibility, :

§ 25.03 specifies the criteria for allowable transfers, to which no penalty period
applies, effective for all initial determinations of eligibility for MABD for long-term
care services and all redeterminations. No other transfers are allowable.

' 25.02 Definitions {10/01/13 13-12F)
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(ay Transfer of income or
resources

(b) Fair market value

For the purposes of this section, a transfer of income or resources is any action

- taken by an individual requesting MABD for long-term care services or by a
-~ member of the individuaf's finanzial responmbuhty group (as defined in § 29.03) or

by any other person with iawful access to the income or rescurces that disposes-
of the individual's or member's income orf resources. The date of the Yransfer is
the date the action was taken. It also applies to certain income and resources to
which the individual or member is entitled but does not have access because of
an action taken by:

(1) The individual or member of the financial responsisility group entitled to
the income or resources; '

{2) A person, including a court or administrative body, with legal authority
to act in place of or on behaif of the individual or member entitled to the
incomme or resources; or

(3} A person, including a court or administrative hody, acting at the
direction or upon the request of the individual or member enfitied to the
income Of resources.

Unless otherwise specified, an amount equal to the price of an item on the open
market in the individual's locality at the tlme of a transfer, or contract for sale, if

~ earlter.

25.03 Aliowable transfers (10/01/13 13-12F)

(@) Transfers for fair-market
value ~ in generai

No penalty period is applied to income or resources transferred for fair market -
value.

AHS determines whether an individual, or a member of the individual's financial
responsibility group, as the case may be, received fair market value for a transfer
of income or resources by determining the difference, if any, between the fair
rnarket value of the income or resource reduced by any appllcabie deductions at
the time of the transfer and the amount received for the income or resource.
Any of the following deductions may be used to reduce fair market vaiue:

(1) The amount of any legally enforceable fiens cr debts against the
transferred income or resource at the time of transfer that reduced the
transferor's equity in the income or rescuree;

(2) The reasonable and necessary costs of making the sale or transfer:

' {3) The value of income or resources received by the transferor in
exchange for the transferred income or resources;

(4) The value of income or resources returned to the transferor; and

(5) Tne following verified payments or in-kind suppcrt given to or on behaif
of the transferor as compensation for receipt of the income or
rescurces hy the person who received the i income or resources:

(i} Personal services;

(i) Payments for medical care;
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{b) Receipt of fair market

value after the date of the

transfer

(1)

(3}

When
institutionalized
individual is
transferor

When spouse of
institutionalized
individual is
transferor

(c) Transfers for less than
fair-market value —in
general

(1)

3

Time of transfer —
beyond iook-back
period

Transferred income
Or resources are
returned

Property transferred
of a perscn not in
the financial
responsibility group

Transfer of resource
for a purpose other
than creation or
maintenance of
eligibility for MABD
for long-term care

{ii} Funeral expenses of the individual's deceased spouse:

(iv) Taxes, mortgage payments, property insurance. or norma repairs,
maintenance and upkeep on the transferred property: or

{v) Supportand maintenance {e.g., food, clothing, incidentals, fuel and
utilities) provided in the transferor's own home or in the home of the
person who received the income or resources from the transferor,

If the value of a transferred resource is scheduled for receipt after the date of
transfer, it is considered a-transfer for fair market value anly if the transferor can
expect to receive the full fair-market value of the resource within their expected
lifetimme. Expected lifetime is determined as follows:

Expected lifetime of the institutionalized individuat is measured at the fime of the
transfer as determined in accordance with actuarial publications of the Office of
the Chief Actuary of the SSA

{http://socialsecurity gov/OACT/STAT Sitable4c6 . himl) and set forth in Vermont's
Medicaid Procedures Manual, '

Expected lifetime of the spouse of the institutionalized individual is measured at
the time of the transfer as determined in accordance with actuarial publications
of the Office of the Chief Actuary of the SSA) -
(http:/fsocialsecurity govfOACT/STATS/table4cB . html) and set forth in Vermont's
Medicaid Procedures Manual.

Pursuant fo the authority granted in Vermont Act 71 § 303(7)(2005), AHS may
develop aiternate actuarial tables that will be consistent with federal law and
adopted by rule.

A penatlty period is not imposed for a fransfer made by an individual or
by a member of the individual’s financial responsibility group (as defined in §
29.03) for less than fair market value that meets cne or more of the following
criteria;

The date of the transfer was more than 60 calendar months prior to the first
maonth in which the individual both requests MABD for long-term care services
and meets all other requirements for eligibility.

The transferred income or resources have been returned to the transferor or
otherwise remain available to the transferor or to a member of the transferor's
financial responsibility group (as defined in § 29.03).

The action that constituted the transfer was the removal of the individual's (or
member's) name from a joint account in a financial institution, and the individual
(or member) has demanstrated, to AHS's satisfaction, that the funds in the
account accumulated from the income and resources of another owner who is not
the individual {(or the member).

The transferor has documented to AHS's satisfaction convincing evidence that
the resources were transferred exclusively for a purpose other than for the
individual to became or remain eligible for MABD for fong-term care services. A
signed statement by the transferor is not, by itself, convincing evidence.
Examples of convincing evidence are documents showing that:

(it  The transfer was not within the transferor's control (e.q., was ordered
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{5) Transfers of
specified property
for the benefit of
certain family
members

{6) Intentto transfer for
fair market value

(7}  Transfer of excluded
income or resources

(d) Allowable transfers
involving trusts

(e} Aliowable transfers of
homes to family

(i)

(i)

by a court);

The transferor couid not have anticipated the individual’s eligibility for
MABD for long-term care services on the date of the transfer (e.g., the
individual became disabled due to a fraumatic accident after the date
of transfer); o

A diagnosis of a previously undetected disabling condition leading to
the individual's MABD for long-term care services eligibility was made
after the daie of the transfer.

The transfer meets the criteria specified below for transfers involving trusts (see
paragraph (d}}, transfers of homes (see paragraph (e)), and transfers for the
benefit of certain family members (see paragraph (g)).

The transferor has demonstrated to AHS's satisfaction that they intended to
dispose of the income or resources either at fair market vaiue, or for other
valuable consideration.

D)
(i)

The transferor transferred excluded income or resources,

Penalities are imposed for the transfer for less than fair market value
of any asset considered by the SSA’s SSI program te be countable or
excluded. For example, fransfer of a home or of the proceeds of a
loan are both subject tn penalty.

A penally period is not imposed for transfers invelving trusts that meet one or
more of the fgllowing criteria:

(1

The income or resources were fransferred to an irrevocable trust that
does not under any circumstances allow disbursements io or for the
benefit of the individual , and the date of the transfer was more than 60
calendar months prior to the first month in which the indivi dual requests
MABD for long-term care semvices.

The action that constituted the transfer was the establishment of a trust
solely for the benefit of a person under age 65 who is blind or
permanently and totalty disabled. '

The action that constituted the transfer was the establishment of a
pooled trust, specified at subsection 29.08(e){(1)}{(G) unless the
individual was age 65 or older when they established the trust. If so,
the transfer is not exempted from the imposition of a transfer penalty
pericd.

The action that constituted the transfer was the establishment of a
revocable trust. However, AHS considers any payment from the
revocable trust to anyone other than the individual or a member of their
financial responsibility group a transfer for less than fair-market value
subject to penaity unless the payment is for their benefit,

A penaity period is not imposed for the transfer of a home that meets the
definition at 29.08(a)(1) provided that title was transferred by the member of the
financial responsibility group who is requesting MABD for Iong-term care services to
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members one or more of the foliowing persons:

(
(2)
(3)

(5)

(i}

(i)

The member's spouse;
The member’s child who was under age 21 on the date of thé transfer;

The member’s son or daughter who is blind or permanently and totally
disabled, regardless of age;

The brother or sister of the member requesting MABD for long-term
care services, when:

The brother or sister had an equity interest in the home on the date of
the transfer: and

Was residing in the home continuously for at least one year
immediately prior to the date the member began to receive MABD for
long-term care services, including long-term care services in the
individual's home or community-based setting; or

The son or daughter of the member requesting MABD for long-term
care services, provided that the son or daughter:

Was residing in the home continuously for at least two years
immediately prior to the date the member (parent} began receiving
MABD for long-term care services, including services in the individual's
home or community-based setting; and

Provided care to the member during part or all of this period that

alfowed the member to postpone receipt of MABD for jong-term care
services.

(f) Allowable transfers A penalty period s not imposed for the purchase of a {ife-estate interest in
involving life-estate another person’s home when; '

interests in another
individual's home (n

{2}

ltis the purchaser's residence; and

The purchaser resides in the home for a period of at least one year
after the purchase.

(g) Other allowable transfers A penalty period is not imposed for transfers to certain family member that meet
to family members any of the following criteria:

{1)

{2)

(3)

The transfer was for the sole benefit of the individual requesting MABD
for long-term care servicas.

The income or resource was transferred by an institutionalized spouse
to their community spouse before the initiai determination of the
institutionalized spouse’s eligibility for MABD for long-term care
services. This also applies to a transfer made to a third party for the
sole benefit of the community spouse. '

The Income or resource was transferred to the individual's son or

daughter who is blind or permanently and totally disabled or to a trust
for the sole benefit of such son or daughter regardless of their age.
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(h) Transfers involving
annuities

(1) Ingeneral (iy ~Purchases. Any annuity purchased by the individual or, if married,
their community spouse on or after February 8, 2006, must name
Vermont Medicaid as the first remainder beneficiary of the annuity up

* to the amount of MABD payments, including payments for MABD for
long-term-care services, made by the state on behalf of the individual.
In cases where a minor or disabled child or a community spouse is
named as a remainder beneficiary ahead of the state, Vermont
Medicaid must be named as the secondary remainder beneficiary. if
Vermont Medicaid is not named as a remainder beneficiary in the
correct position, the purchase of the annuity is considered a transfer
for less than fair market value. When Vermont Medicaid is a
remainder beneficiary of an annuity, issuers of annuities are required
to notify Vermont Medicaid of any changes in the disburserment of
income or principal from the annuity as well as any changes to the
state’s position as remainder beneficiary.

(iy Annuity-related transactions other than purchases, In addition to the
purchase of an annuity, certain transactions with respect to an
annuity that occur on or after February 8, 2006, make an annuity,
including one purchased before that date, subject to the provisions of
this paragraph. Such transactions include any action taken by the
individual or, if married, their community spouse that changes the
course of payments to be made by the annuity or the treatment of the
income or principal of the annuity. Routine changes and automatic

- events that do not require any action or decision are not considered
transactions that would subject the annuity to this treatment.

{2) Additional {i)  in addition to the requirement under paragraph {h3(1) that Vermont
reguirements : - Medicaid be named as a remainder beneficiary in the correct position

in order for the purchase of an annuity by the individual or, if married
their commuunity spouse to not be considered a transfer for less than
fair market value, if the purchase of the annuity is by the individual
requesting MABD for long-term care services, the purchase must also
meet cne or more of the four alternatives described below in order for
it to not be subject to a transfer penaity. To determine that an annuity
is established under any of the various provisions of the Code that are
referenced in (i) and (iv) below, AHS relies on verification from the
financial institution, employer or employer association that issued the
annuity. The burden of proof is on the individual to produce this
documentation. Absent such documentation, AHS congiders the
purchase of the annuity a transfer for less than fair-market value and,
as such, subject to a penalty. ‘

(i)  The four alternatives are as follows:

(A) The annuity meets the provisions of §§ 25.08(d)(1) or 28.09(d){1}.
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(B) The annuity is:
(I} Irrevocable and nonassignabie;

(I} Provides for payments to the individual in equal intervals and
equal amounts'with no deferral and no balloon payments made;

(It 1s actuarially sound because it does not exceed the life
expectancy of the individual, as determined using the actuarial
publications of the Office of the Chief Actuary of the SSA
(http://socialsecurity. gov/OACT/STAT Shabledct. html) and set
forth in Vermont's Medicaid Procedures Manual; and '

(IV) Returns to the individual at least the amount used ta establish
the contract and any additional payments plus earnings, as
specified in the contract.

(i) The annuity is considered either:

(A) An individual retirement annuity (according to § 408(b} of the Code)
or

'

(B) A deemed Individual Retirement Account (IRA) under a qualified
employer plan (according to § 408{q) of the Code).

(v} The annuity js purchased with proceeds from one of the following:
(A} Atraditional IRA (§ 408(a) of the Code);

{B) Certain accounts or trusts which are treated as traditional {RAs (§
408{c) of the Code);

(C) A simplified retirement account (§ 408 (p) of the Code);
{D} A simplified amployee pension (§ 408 (k) of the Code); ar
(E) ARoth IRA (§ 408A of the Code).

(3) Tmpemmissible An annuity that does not meet the above criteria is assessed a transfer penalty
transfers based on its fair-market value. The fair market value of an annuity equals the
: amount of money used to establish the annuity and any additional amounts used
to fund the annuity, plus any earnings and minus any early withdrawais and
surrender fees.

(i} Allowable transfers (1} Promissory notes or similar income-producing resources {contracts)
involving pramissory are assessed a transfer penalty bhasad on their fair market value unless
notes and other income- they:

producing resources ‘ :

(i) Have arepayment term that is actuarialiy-sound as determined in
accordance with actuarial publications of the Cffice of the Chief
Actuary of the SSA

(http://socialsecurity. gov/OACT/STAT S/table4c6.htmi) and set forth in
Vermont's Medicaid Procedures Manual;

(i) Provide for payments to be made in equal amounts during the term of
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() Transfers involving
jointly-owned income or
resourees

(1) Joint-ownership
established on or
after January 1,
1994

(2)  Joint-ownership
establishad before
January 1, 1994

the loan, with no deferral and no balloon payments made; and
(iiiy Prohibit the canceliation of the balance upon the death of the lender.

{2)  Fair market value equals the amount of money used {o establish the
confract and any additional payments used to fund it, plus any earnings
and minus any payments already received as of the date of the
application for MABD for long-term care services.

For any joint-ownership established on or after January 1. 1994 the portion of
the jointly-owned asset subject to the imposition of a penaliy period is
evaluated based on the specific circumstances of the situation. The individual is
presumed to own a jointly-owned resource using the rules in § 29.09. In the
case of a jointly-owned account in a financial institution, for example, since the
account is presumed to be owned entirely by the individual (see § 29.09(c)(5)(ii)), a
transter penalty is imposed against the individual for any amount withdrawn from
the account by another joint owner on the account. The individual may rebut the
presumption of ownership by establishing to AHS's satisfaction that the amount
withdrawn was, in fact, the sole property of and contributed to the account by the
other joint owner (or owners), and thus did not belong to the individual.

~ For ajoint ownership established before January 1, 1994, the date of the transfer

s the date the other person (or persons) became a joint owner. The value of the
transfer equals the amount that the resource available to the indgividual or, if
married, the individual’'s spouse was reduced in value when the other person {or
persons) became a joint owner.

25.04 Penalty period for disallowed transfers (10/01/13 13-12F)

(a) Definition: Otherwise
eligible

(1) For purposes of determining the start date of the penaity period
because of disallowed transfers, an ingividuat is considered “otherwise
eligible” for MABD for fong-term care services as of the earliest date
they pass all eligibility criteria in the sequence listed below. They must
also meet each of these criteria in any month for which they request
retroactive eligibility:

(i)  Clinical criteria (see definition of long-term care in § 3.00).

(ity Citizenship and identity criteria (§ 17.00).

(i) Category (§§ 8.05 and 8.06).

(iv) Residency (§ 21.00) -
(v) Living arrangements (§ 20.00).

{(vi) Resources (§ 29.07).

(vii} income (§ 29.11) (for anyone with gross income above the liS, see
explanation below).

{2) When an individual’s income exceeds the IS, the individual must
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{bj Penalty period - in
general

{c) Penaity date

{(*} Transfers made in a
single month

{2) Transfers occurring
_In different months

{d} Penalty period

{1) Calculation of
penalty

{2) Transfers in different

spend down to the applicable PIL in the month of application or the
next month. An individual with a penalty is subject to the penalty period
start date beginning on the date the spenddown is met. If the
spenddown is not met in the ronth of application or the next month,
the individuai is denied MABD for long-term care services. AHS then
determines whether the person is eligible for MABD (other than MABD

for long-term care services). if so, it assesses a 6-month spend down.

(3} Examples:

{i)  Theindividual applies in June and requests retroactive coverage as
of April. The individual meets all eligibility criteria but their gross
countakle income exceeds the 'S and they have transfers thai will
resultin a 38 day penalty period. The spenddown period is Aprit -
September. The individual meets their spenddown on April 23", April
23" is the date the individual is considered to be “otherwise eligible.”
Their penalty period would be April 23™ ~ May 30",

~ (ify Same case as in {i}, but no retroactive coverage is requested. The
spenddown period is June-November. The spenddown is met June
23™. June 23" is the date the individual is considered to be ‘otherwise
eligible.” The penalty period is June 23" — July 30"

If & transfer is disallowed, a penalty period of restricted Medicaid coverage to an
otherwise efigible individuat is imposed. During this period, no payments are
made for MABD for long-term care services. Payments are made for alt other
covered Medicaid services provided to the individual during the period of
restricted coverage. '

The penalty date is the beginning date of each penalty period imposed for a
disallowed transfer. The penalty date starts on the first day in which the
individual wouid have been otherwise eligible for MABD for long-term care
sefvices (see paragraph (a) of this subsection for explanation of “otherwise
eligible™).

Penalty pericds run consecutively rather than concurrently, in the order in which
the transfers occurred. If, after establishing a penalty period for disaliowed
transfers, it is determined that additional disallowed transfers were made in a
subsequent month but before the end of the first penalty period, the first day
following the end of the first penalty period will be designated as the penalty date
for the subsequent penaity period.

The number of days in a penaity pericd are equal fo the total value of all
disallowed transfers made during a given calendar month divided by the average
daily cost to a privately-paying patient of nursing facility services in the state as
of the date of application or the date of discovery, if additional disallowed
transfers are discovered after tha initial determination of eligibility for MABD for
long-term care services.

Penalty periods for transfers in different calendar months are consecutive and
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(3

calendar months

Continuous nature of
penalty perlod

(&) Penalty when both
spouses request MABD
for long-term care

(1

2)

In general

Spouses eligible at -
same time

Penalty period for
one spouse is
running at the time
the ather requests
MABD for long-term
care

Death of a spouse
during penalty
period

Penalty periods for
transfer by second
spouse to reqguest
MABD for long-term
care -

established in the order in which the disallowed transfers cccurred.

A penalty period runs continuously from the first date of the penalty period, even
if the individual stops receiving long-term care services. '

The following rufes are applied to the assignment of penalty periods when both
members of a couple are requesting or receiving MABD for long-term care
services,

For spouses determined otherwise eligible for MABD for long-term care services
at the same time, the value of the disallowed transfer is divided by two to
determine the number of days of restricted coverage for each member of the
couple,

If the penalty period established for one member of the couple has not yet
expired when the other member of the couple requests and is determined )
otherwise eligible for MABD for long-term care services, the number of days
remaining in the penalty period is divided by two to determine the number of days
of restricted coverage for each member of the couple.

When the member of the couple for whom a penalty period has been established
dies, the days remaining in that member’s penaity period are not reassigned to
their spouse if the spouse requests and is determined otherwise eligible for
MABD for long-term care services.

When a penalty period is established for a disallowed transfer by the second
member of the couple to request and be determined atherwise eligible for MABD
for long-term care services, that penalty peried is assigned to the spouse who
made the transfer provided that it was made after the determination of disallowed
transfers for the first spouse,

25.05 Undue Rardship (10/01/13 13-12F)

{(a) In general

{b) Definition: Undue
hardship

AHS does not establish a penalty period resulting from a disailowed transfer
when it determines that restricted coverage wilt result in an undue hardship.
Undue hardship is considered only in cases where AHS has first determined that
a transfer has been made for less than fair market value and that no transfer
exception applies (see § 25.03). :

(1) Depriving the indjvidual of:

{i - Medical care, such that the individual's health or life would be
endangered; or

(i} Food, clothing, shelter, or other necessities of life.

(2)  Undue hardship does not exist when the application of a transfer
penalty merely causes an individual or the indivicual's famity
member(s) inconvenience or restricts their lifestyle. Undue hardship
does not exist when the individual transferred the assets to their
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community spouse and the community spouse has countable or
excluded resources in excess of the community spouse resource
allocation (CSRA) standard (§ 29.10(e)).

{c) Undue hardship reasons - In determining the existence of undue hardship, all circumstances involving the
transfer and the situation of the individual are considered. Undue hardship is
established when one or more of the following circumstances, or any other
comparable reasons, exist;

(1)  Whether imposition of the transfer penalty would result in the
individual's immediate family qualifying for SSI: Reach Up; AABD:;
General Assistance; 3SquaresVTs; or another public assistance

_ program requiring a comparable showing of financial need.

(2)  Whether funds can be made available for the individual's long-term
care only if assets such as a family farm or other family business are
sold, and the assets are the primary source of income for the
individual's spouse, parents, children or siblings.

(3} Whether an agent under a power of attorney (POA) or a guardian of
the individual transferred the asset, and the POA or guardian was not
acting in the best interest of the individual when the transfer was made
as determined by AHS or a court, or the transfer forms the basis for a
report to AHS for investigation of abuse, neglect or exploitation.

(4) Whether the individual was deprived of an assat by exploitation, fraud
or misrepresentation. Such claims must be documented by official
police reports or civil or criminal action against the alleged perpetrator
or substantiated by AHS or by a sworn statement to AHS atfesting to

_ the fact that the claim was reported to the police or to the AHS
department responsible for substantiating such claims.

(5) Whether the individual cannct recover the assets due to loss,
destruction, theft, or other similar circumstances,

(d) Authority of provider to For the purposes of this subsection, a long-term care provider may, with the
file request for individual ~ consent of the individual or the personal representative of the individual, file a
request for undue hardship on behalf of the individual.

{e} Presumption of care and (1) - Presumption. When the transfer is {o a person, AHS presumes the
rebuttat of presumption recipient of the transferred asset could make arrangements for the
individual's care and the care of dependent family members up to the
value of the transfer unless the evidence submitted indicates that there
- 15 no reasonable way that the person can make any of these

arrangemerits. The facts and verification required to determine if the
recipient of the transferred asset can make other arrangements to pay
or provide the care of the individual, or to provide for the needs of
financially-dependent family members, may include the following, if
applicable:

() Acopy of the tax return for the preceding calendar year;
{iy Al earnings pay stubs for the past 12 months;

(i) All bank books, stocks, bonds, certificates, life insurance policies (e.q.
bank books must include those before and after receipt of the
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Part Five
Financial Methodologies

28.00  Financial eligibility standards — application of modified adjusted gross income
(MAGI) (10/01/2013, 13-12F) ‘

28.01 Basis, scope, and implementation® (10/01/2013, 13-12F)

(@) This section implements § 1902(e)(14) of the Act.

(b} Effective January 1, 2014, the financial methodologies set forth in this
section will be applied in determining the financial eligibility of all individuals
for health benefits, except for individuals identified in paragraph (h) of §
28.03 and as provided in paragraph {c) of this subsection.

(¢} In the case of determining ongoing eligibitity for an individual determined
eligible for Medicaid coverage to begin on or before December 31, 2013,
application of the financial methodologies set forth in this section will not be
applied until March 31, 2014, or the next regularly-scheduled renewal of
eligibility for such individual under § 75.00, whichever is later.

28.02 Definitions (10/01/2013, 13-12F)

For burposes of this section:

(a) Family size® (1) The number of persons counted as members of the individual's
household. Family size may include individuals who are not subject to
or are exempt from penalty for failing to maintain MEC.

(2)  Special counting rule for Medicaid: In the case of determining the
family size of a pregnant woman, or the family size of other individuals
who have a pregnant woman in their household, the pregnani woman
is counted as herself plus the number of children she is expected to
deliver.

(b) Modified Adjusted Gross Adjusted gross income (within the meaning of § 82 of the Code) increased by

Income (MAGI) ® _ o )

(1) Amounts excluded from gross income for citizens or residents of the
United States fiving abroad;

(2) Tax-exempt interest the tax fifer receives or accrues during the benefit
. year; and .

(3}  Social Security benefits not already included in adjusted gross income..

' 42 CFR § 435.603(a).

226 CFR § 1.36B-1(d); 42 CFR § 435.603(b). Note: The IRS rules do not include unborn children in the determination of
family size. ‘

26 CFR § 1.36B-1(e)(2); 42 CFR 435.4; 45 CFR § 155.300. These sections reference § 36B(d)(2)B) of the Code. This is
the definition found in that provision.
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28.03 MAGI-Based Medicaid (10/01/2013, 13-12F)

(a) Definition: Tax dependent

For purposes of MAGI-based Medicaid, the term “tax dependent” has the same
meaning as the term "dependent” under § 152 of the Code, and also includes an
individual for whom another individual claims a deductton for a personal
exemption under § 151 of the Code for the benefit year.”

(b} Basic rule®

Except as specified in paragraphs (h), (i), and {j) of this subsection, financial
eligibility for MAGI-based Medicaid is determined based on household income,
as defined in paragraph (¢} of this subsection.

{c} Household income®

{1) ~ General rule

Except as provided in paragraphs (c}{2) through (c){(4) of this subsection,
household income for MAGI-based Medicaid is the sum of the MAGI-based
income, as defined in paragraph {d} of this subsection, of every person included
in the individual's household, as defined in paragraph (e) of this suhsection.

{2) Income of children
and tax dependents

(i} The MAGI-based income of a person who is included in the
household of their natural, adopted, or slep parent and is not
expected to be required to file a federal tax return’ for the benefit year
in which eligibility for Medicaid is being determined, is not included in
household income whether or not such person f|[es a federal tax
return.

(i) The MAGI-based income of a tax dependent described in paragraph
{&){3)(i) of this subsection (individual other than a spouse or child who
expects to be claimed as a tax dependent by another tax filer) who is
not expected to be required to file a federal tax return® for the benefit
year in which eligibility for Medicaid is being determined, is not
included in the hotisehold income of the tax filer whether of not such
tax dependent files a federal tax return.

(3) Available cash
support not included

In the case of an individual described in.paragraph (e)(3)(i} of this subsection
(individual other than a spouse or child who expects to be claimed as a tax
dependent by another tax filer), household income does not include cash support
provided by the person claiming such individual as a tax dependent.

4 Five—percent
disregard

In determining the eligibility of an individual for Medicaid under the eligibility
group with the highest income standard under which the individual may be
determined eligible using MAGI-based methodologies, an amount ecuivalent to 5
percentage points of the FPL for the applicable family size is deducted from
household income.

1

() Indetermining the financial eligibility of a noncitizen who is admitted to

{5) Sponsored

*42 CFR §435.4
" 42 CFR § 435.603(c).

®42 CFR § 435.603(d).

" As required under section 6012{a)(1) of the Code.

®ld,
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noncitizens

the United States on or after August 22, 1998, based on a sponsarship
under § 204 of the INA, the income of the sponsor and the S5ponsor's
spouse, if living with the sponsor, must be counted as available to the
noncitizen when all four of the conditions set forth in (A) through {D}
below are met. The responsibility of a sponsor continues until the
noncitizen is naturalized or credited with 40 qualifying quarters of.
coverage by the SSA (as described in (i) below). Children and
pregnant women who are exempt from the five-year bar pursuant to §
17.03(c)(8) are not subject to these provisions. The four conditions are
as follows:

(A} The sponsor has signed an affidavit of support on a form developed

by the United States Attorney General as required by PRWORA to
conform to the requirements of § 213A(b) of INA;

(B} The noncitizen is fawfully admitted for permanent residence, and a

five-year period of ineligibiiity for Medicaid following entry to the
United States has andeaq;

{C) The noncitizen is not battered: and

(D) The noncitizen is not indigent, defined as unable to obtain food and

shelter without assistance, because his or her sponsar is not
providing adequate support.

Qualifying quarters of coverage.

(A) A noncitizen is credited with the following qualifying quarters of

coverage (as defined under Title li of the Act);

(1) All of the qualifying quarters of coverage worked by the
noncitizen;

(1) All of the qualifying quarters of coverage worked by a parent of
such noncitizen while the noncitizen was under age 18; and

{ill) All of the qualifying quarters of coverage worked by a spouse of
such noncitizen during their marriage as long as the noncitizen
remains married to siich spouse or such spouse is deceased.

(B} No qualifying quarter of coverage for any period beginning after

December 31, 1998 may be credited to a noncitizen under (15 or (#I1)
above if the parent or spcuse, as the case may be, of such
noncitizen received any federal means-tested public benefit during
the period for which the qualifying quarter of coverage is credited.
Federal means-tested benefits for this purpose do not include:

(1) Emergency medical assistance;
{I1) Short-term, non-cash, in-kind emergency disaster relief:

(lily Assistance under the National School Lunch Act or the Child
Nutrition Act of 1966: :

(IV) Public health assistance for immunizations or testing and

treatment of symptoms of communicable diseases not paid by
Medicaid;

(V) Payments for foster care and adoption assistance under parts B
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and E of Title |V of the Act, under certain conditions:

(V1) Programs, services or assistance specified by the Attorney
General;

(V) Programs of student assistance under Titles IV, V, IX and X of -
the Higher Education Act of 1965, and Titles 111, Vil and VIl of
the PHS Act;

(VIl) Means-tested programs under the Elementary and Secondary
Education Act of 1965;

(IX} Benefits under the Head Start Act; or

(X) Benefits under the Job Training Partnership Act.

{d) MAGI-based income®

For the purposes of this subsection, MAGI-based income means ncome
calculated using the same financial methodolcgies used to determine MAGI, with
the following exceptions:

{1 An amountreceived as a lump sum is counted as income only in the
meonth received. ‘

{2)  Scholarships, awards, or fellowship grants used for education
purposes and not for living axpenses are excluded from income.

{3) Amercan IndianfAlaska Native exceptions. The following are excluded
from income:

{it  Distributions from Alaska Native Corporations and Settlement Trusts;

(i) Distributions from any property held in trust, subject to federal
restrictions, located within the most recent boundaries of a prior
federal reservation, or otherwise under the supervision of the
Secretary of the Interior;

(i) Distributions and payments from rents, leases, rights of way,
royalties, usage rights, or natural resource extraction and harvest
from:

(A) Rights of ownership or possession in any lands described in
paragraph {d}(3)(ii) of this subsection; or

(B) Federally protected rights regarding off-reservation hunting, fishing,
gathering, or usage of natural resources;

{iv) Distributions resuiting from real property ownership interests related
to natural resources and improvements:

{A) Located on or near a reservation or within the most recent
boundaries of a prior federal reservation; or

(B) Resulting from the exercise of federally-protected rights relating to
such real property ownership interests:

(v) Payments resulting from ownership interests in or usage rights to

42 CFR § 435.603(e).
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itemns that have unique religious, spiritual, traditional, or cultural
significance or rights that support subsistence or a traditional lifestyle
according to applicable tribal law or custom: '

(vi) Student financial assistance provided under the Bureau of indian
Affairs education programs.

{e) Household

(1}

In general

For purposes of household composition:
(i~ “Child" includes a natural or biological, adopted or step-child.
(i) “Parent” includes a natural or biclogical, adopted or step-parent.

(i "Sibling” includes a natural or biological, adopted or step-sibling

In the case of an individual who expects to file a federal tax return for the benefit

individuals claimed as
a tax dependent

(2} Basic rule for tax : : ke 10 e e eI
filers not claimed as a | Year in which an initial determination or renewal of eligibility is being made, and
tax dependent who does not expect to be claimed as a tax dependent by another tax filer, the
household consists of the tax filer and, subject to paragraph {e)(6) of this
subsection, all persons whom such individual expects to claim as a tax
dependent.
(3) Basic rule for Inthe case of an individual who expects to be claimed as a tax dependent by

another tax filer for the benefit year in which an initial determination or renewal of
gligibility is being rnade, the household is the household of the tax fiier ¢claiming
such individual as a tax dependent, except that the household must be
determined in accordance with paragraph (e){4) of this subsection in the case of

(iy --Individuals other than a spouse or child who expect to be claimed as
' a tax dependent by another tax filer;

{i)  Individuals under the age specified under paragraph (e){4¥iv) of this
subsection who expect to be claimed by one parent as a tax
dependent and are living with both parents but whose parents do not
expect to file a joint federal tax return; and

(i) Individuals under the age specified under paragraph (e)(4){iv) of this
subsection who expect to be claimed as a tax dependent by a nen-
custodial parent. For purposes of this paragraph:

{A) The custodial parent is the parent so named in a court order or
binding separation, divorce, or custody agreement establishing
physical custody; or

(B) If there is no such order or agreement, or in the event of a shared
custody agreement, the custodial parent is the parent with whom the
child spends most nights.

Rules for individuals
who neither file a tax
return ner are claimed
as a tax dependent

In the case of an individual who does not expect to file a federal tax return and -
does not expect to be claimed as a tax dependent for the benefit year in which
an initial determination or renewal of eligibility is being made, or who is described
in paragraph (e)(3)i), (e}3){ii}, or (e)(3}(iii) of this subsection, the household
consists of the individual and, if living with the individual:

{iy The individual's spouse;
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(i} The individual's children under the age specified in (iv) of this
paragraph (e}(4); and

(iii) Inthe case of an individuai under the age specified in (iv) of this
paragraph (e)(4), the individual's parents and siblings under the age
specified in (iv) of this paragraph (e}(4). :

(iv) The age specified in th‘is‘paragraph {e){4}is age 19 or, in the case of
a full-time student, age 21.

(5) Married couples

In the case of a married couple living together, each spouse is included in the
household of the other spouse, regardless of whether they expect to file a joint
federal tax return'® or whether one spouse expects to be claimed as a tax
dependent by the other spouse.

- {8 Households of
- individuals whom tax
filer cannot establish
as a dependent

For purposes of paragraph (e)(2) of this subsection, if, consistent with the
procedures adopted by the state in accordance with § 56.00, a tax filer cannot
reasonably establish that another person is a tax dependent of the tax filer for
the benefit year in which Medicaid is sought, the inclusion of such person in the
household of the tax filer is determined in accordance with paragraph (e}4) of -
this subsection.

{f) Noresource test or
income disregards'’

In the case of an indjvidual whose financial efigibility for Medicaid is determined
in accordance with this subsection, AHS will not:

{1y - Apply any resources test: or
(2) Apply any income or expense disregards under §§ 1902(n(2) or

1931(b}2)(C), or otherwise under Title XIX of the Act, except as
provided in paragraph (c)(4) of this subsection.

‘(9) Budget period'?

(1} Applicants and new
enroifees

Financial eligibility for Medicaid for applicants, and other individuals not receiving
Medicaid benefits at the point at which eligibility for Medicaid is being
determined, must be based on current monthly household income and family
size.

{2) * Current beneficiaries

For an individual who has been determined financially eligible for Medicaid using
the MAGI-based methods set forth in this section, AHS will base financial
eligibility on projected annual household income and family size for the
remainder of the current calendar year.

(3) Reasonably-
. predictable income
fluctuations

In determining current monthly or projected annual household income and family
size under paragraphs (g)(1) or (9)(2) of this subsection, the state may adopt a
reasonable method to include a prorated portion of reasonably predictable future
income, to account for a reasonably predictable increase or decrease in future
income, or both, as evidenced by a signed contract for employment, a clear
history of predictable fluctuations in income, or other clear indicia of such future
changes in income, Such future increase or decrease in income or family size

® See, § 6013 of the Code.
" 42 CFR § 435.603(q).

"2 42 CFR § 435.603(h).
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must be verified in the same manner as other income and eligibility factors, in
accordance with the income and eligibility verification requirements at §§ 53.00
through 56.00, including by self-attestation if reasonably compatible with other
electronic data obtained in accordance with such sections.

{h) Alternative methodology to | If an individual who-js a U.S. citizen is determined to be financially inetigib'e for

avoid eligibility gap ' Medicaid using the MAG|-based Medicaid methodologies set forth in this
subsection, but their household income is determined to be less than 100
percent FPL using the MAGI methodologies for determining eligibility for APTC
and CSR, as set forth in § 28.05, the individual's eligibility for Medicaid wiil be
determined using the MAGI methodologies set forth in § 28.05.

(i} Eligibility groups for which | The financial methodologies described in this subsection are not applied in
MAGI-based methods do | determining the Medicaid efigibility of individuats described in this paragraph.
not apply“ Except for the individuats described in (1) of this paragraph (i), the financial

methods described in § 29.00 will be used to determine Medicaid eligibihty for

such individuals.

{1} Individuals whose eligibility for Medicaid does not require a ,
determination of income, including, but not limited to, individuals
receiving SSI eligible for Medicaid under § 8.05(a) and individuais
deemed to be receiving $Si and eligible for Medicaid under § 8.05(h}
and (f}. :

(2) individuals who are age 65 or older when age is a condition of
eligibility. ‘

(3) . Individuals whose eligibility is being determined on the basis of being
blind or disabled, or on the basis of being treated as being blind or
disabled, but only for the purpose of determining eligibility on such
basis. :

(4) Individuals who request Medicaid coverage for long-term care services
for the purpose of being evaluated for an eligibility group for which
meeting a level-of-care need is a condition of eligibility or under which
long-term care services not covered for individuals determined eligible
using MAGI-based financial methods are covered. See § 3.00 for the
definition of long-term care services.

(5) Individuais who are being evaluated for efigibility for Medicare cost-
sharing assistance under § 8.07, but only for purposes of determining
eligibility for such assistance.

() Special rule: famil - In the case of an individual whose eligibility is being determined under § 9.03(g)
planning services% (family planning services), AHS will:

(1) Consider the household to consist of only the individual for purposes of
paragraph (e) of t_h is_subsection;

(2) Count cnly the MAGt~baéed income of the individual for purposes of

'3 42 CFR § 435.603()).
' 42 CFR § 435.603(j).

' 42 CFR § 435.603(k) (NPRM, 78 FR 4593),
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paragraph (c) of this subsection; and

(3) Increase the family size of the individual, as defined in-§ 28.02, by one.

28.04 Medically-needy MCA — income eligibility (10/01/2013, 13-12F)

(a) Ingeneral

Income eligibility of an individual for medically-needy MCA will be determined in
accordance with § 7.03(a}(8), § 28.03 and this subsection.

(b} Financial responsibility of
relatives and other
individuals'®

(1) Financial responsibility of relatives and other persons for the individual
is limited to the following:

(1} A spouse for their spouse when both are living in the same
household: and

(iy A parent, stepparent, or adoptive parent for their unmarried child
under the age of 21 living in the same household unless the child is
pregnant or a paren: whose own child is living in the household and
they make a monthly (or more frequent) room or board payment to
their parents.

{2) Except for a spouse of an individual or a parent for a child who is under

age 21, income and resources of any relative will not be considered as
availahte to an individual.

(3) When a couple ceases to live together, only the income of the
individual spouse will be counted in determining their ehgabahtyi

beginning the first menth following the month the couple ceases to live
together.

{c) Spenddown

The income spenddown provisions set forth in § 30.00 apply to an individual
requesting medlcally~needy MCA. For purposes of the spenddown provisions at
§ 30.00, the individual is considered the Medicaid group.

28.05 APTC and CSR (10/01/2013, 13-12F)

(a) Definition: Tax dependent

For purposes of APTC and CSR, the term "tax dependent” has the same
meaning as the term “dependent” under § 152 of the Code.

(b) Basic rule

Financial ellglblhty for APTC and CSR is determined based on household income
as defined in paragraph (c) of this subsection.

(¢} Household income"’

[ Household income is the sum of.
(1} Ataxfiler's MAG!; plus
{2} The aggregate MAG] of ail other individuals who

() Areincluded in the taxpayer's household (as defined in paragraph (d)
of this subsection); and

'® 42 CFR § 435.602 (NPRM, 78 FR 4593).

726 CFR § 1.36B-1(e) (NPRM, 78 FR 25809).
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(ify  Are required to file a federal income tax return for the benefit year.

{d} Househald

The household consists of the tax filer, the tax fiter's spouse, and all individuals ‘
claimed as the tax filer's iax dependents. ‘As described in § 58.02(b)(2), married
couples must file joint federal tax returns in order to be considered for APTC and
CSR. ‘ o

23.00  Financial eligibility standards — Medicaid for the aged, blind, and disabled
(MABD) (10/01/2013, 13-12F)

29.01 introduction (10/01/2013, 13-12F)

| An individual who meets the nonfinancial requirements for MABD must also

meet the financial requirements specified in this section. AHS determines
financial eligibility for MABD, inciuding MABD for long-term care services, which
includes waiver programs operated by AHS's various departments, AHS
defermines patient-share costs for individuals eligible for MABD for lang-term
care services {see § 24.00), patient-share costs for children eligible under the
Department of Mental Health's waiver program, and patient-share costs for -
individuals enroiled in the home-and-community-based waiver program for
people with developmental disabilities.

To determine an individual's financial eligibility for MABD, AHS calculates the
countable income and countable resources of the individual's financial
responsibility group and compares those amounts to standards based on the
size of the individual's Medicaid group. The first step in determining financial
eligibility is to identify the members of the individual's financial responsibility

“group and the members of the individual’s Medicaid group. An aged, blind, or

disabled individual requesting MABD is always a member of both groups.

The rutes for forming the ﬁnéncial responsibility grou-p are specified in § 29.03.
The rules for forming the Medicaid group are specified in § 29.04.

The rules on resources are specified in §§ 29.07 through 29.10.

The rules on income are specified in §§ 29.11 through 29.15.

29.02 Definitions (10/01/2013, 13-12F)

The following definitions apply throughout this section.

(a) Child

(1) Anindividual who:
(i) Isunderage 18 oris a student under age 22;
(il Has always been single; and
{iii) Lives with a parent.
(A} Achild is not considered Ii\}ing with a parent when:

(I} The parent has relinguished control to a schooi or
vocational facility;

(Il) The child is confined to a public institution or is in the
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custody of a public agency;
“(Il) The child is a member of the armed forces;
(V) The child lives in a private nonmedical facility; or
(V} The child has been admitted fo long-term care.

(B) A child away at school who returns to-a parent's home for
vacations, holidays, or some weekends Is considered living
with that parent,

(2)  Anindividual who qualifies for the Katie Beckett coverage group

(see § 8.05(k)(8)) is not considered a child for the purposes of
determining their financial e||g|b|!1ty for MABD.,

(3)  Anindividual is no longer considered a child on the first day of
the month foliowing the calendar month in which they nec tonger
meet the definition of child.

(b) Adult -

An individual who is not a child.

{c} Eligible child

For purposes of deeming, as described in § 29.05, a child who is a natural
or adopted child under the age of 18, who lives in a household with one or
both parents, is not married, and meets the non-financial eligibili ty
requirements for MABD.

{d) Ineligible child

For deerning purposes, & child, as defined in {a) of this subsection, wha
does not meet the non- flnanC|aI criteria for MABD, lives in the same
household as the individual requesting MABD, and is:
(1) The natural child or adopted chiid of the ind‘ividual;
(2)  The natural or adopted child of the individual's spouse, or

{3} The natural or adopted child of the individual’s parent or of the
spouse of the individual's parent.

{e) Ineligible parent

For deeming purposes, a person who does not meet the non-financial
criteria for MABD, lives with an eligible child, and is:

(1) A natural or adoptive parent of the child; or

(2) The spouse of a natural or adoptive parent of the child.

{f)y Ineligible spouse

For deeming purposes, the spouse who lives with the individual
reguesting MABD and does not meet the nonfinancial eligibility criteria for
MABD.

29.03 Formation of

the financial responsibility group {10/01/2013, 13-12F)

(a) In general

The firancial responsibility group for MABD consists of the individuals
whose income and resources are considered available to the Medicaid
group in the eligibility determination. With some éxcentions, spouses are
considered financially responsible for each other, and parents are
considered financially responsible for their children. The foilowing

paragraphs set forth the rules for determining membership in the financial
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responsibility group and the portion of the group’s income considered
available to the Medicaid group.

-(b) Financia! responsibility group for
an adult

The financial responsibility group for an adult requesiing MABD, including
MABD for long-term care services, is the same as the aduit’s Medicaid
group. : ‘

(c) Financial responsibility group for
a child

The financial responsibility group for a child requesting MABD includes the
child and any parents fiving with the child until the child reaches the age of
18. _ '

(d) Financial responsibility group for
a sponsored noncitizen

(1) The financial responsibility group for a noncitizen admitted to
the United States on or after August 22, 19965, basedona
sponsorship under §204 of the INA, includes the income and
resources of the sponsor and the sponsor's spouse, if living with
the sponsor, when all four of the conditions set forth in (i)
through (iv) below are met. Children and pregnant women whao
are exempt from the five-year bar pursuant to § 17.03(c)(8) are
not subject to these provisions. The four conditions are as
follows:

()  The sponsor has signed an affidavit of support on a form
developed by the United States Attorney General as required
by the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 (PRWORA) to conform to the
requirements of §213A(b) of the INA.. '

(i) The noncitizen is lawfully admitted for permanent residence,
and a five-year period of inefigibility for MABD falfowing entry
to the United States has ended:;

(i) The noncitizen is not battered; and

{iv) The noncitizen is not indigent, defined as unable fo obtain foed
and shelter without assistance, because their sponsor is not
providing adequate support.

(2)  The financial responsibility of a sponsor continues until the
noncitizen is naturalized or credited with 4C qualifying quarters
of coverage by the SSA (see (3) beiow for crediting of qualifying
guarters). '

(3) Anon-citizen is credited with the following qualifying quarters of
coverage as defined under Title || of the Act;

(i)  Those worked by the non-citizen;

(i) Those worked by a parent of such non-citizen while the non-
citizen was under age 18 unless the parent received any
federal means-tested public benefit during the period for which
the qualifying quarter of coverage is credited after December
31, 1998;

(i) Those worked by a spouse of the non-citizen while they were
spouses, as long as the non-citizen remains the spouse or the
spouse is deceased and the spouse did not receive any
federal means-tested public benefit during the period for which
the qualifying quarter of cover is credited after December 31,
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1996;
(iv) For this purpose, federal means-tested benefits do not include;
(A) Emergency medical assistance;
(B} Short-term, no‘h—‘cash, in—ki‘nd emergency disaster relief;

(C) Assistance under the National School Lunch Act or the Child
Nutrition Act of 1966;

(D} Public health assistance for immunizations or testing and
treatment of symptoms of communicable diseases not paid by
Medicaid;

(E} Payments for foster care and adoption assistance under parts
B and E of Title IV of the Act, under certain conditions;

(F) Programs, services or assistance specified by the Attorney
General;

{G} Programs for student assistance under Titles IV, V IX, and X
of the Higher Education Act of 1965, and Titles IIl, VII, and
Vill of the Public Health Service Act;

(H) Means-tested programs under the Elementary and Secondary
Education Act of 1965;

(I) Benefits under the Head Start Act; or

{Jj Benefits under the WIA.

29.04 Formation of

the Medicaid group (10/01/2013, 13-12F)

{(a) Ingeneral

The Medicaid group consists of individuals whose needs are included in
the financial eligibility determination for MABD. The following paragraphs
set forth the rules for determining membership in the Medicaid group.
AHS compares countable income and resources of the financial
responsibility group to maximums based on the size of the Medlcald
group.

(h) Medicaid group for a single adult

A single adult requesting MABD including MABD for long-term care
ser\nces is treated as a Medlca|d group of one.

(c) Medicaid group for an aduit with a
spouse

(1)  When spouses are living together, both the individual requesting
MABD and the individual's spouse are considered members of
the individual’'s Medicaid group, a Medicaid group of fwo, unless
one of the exceptions specified in paragraph (d) of this
subsection applies. This is true whether or not the individual's
spouse is also requesting MABD. -

(2) Spouses are considered living together in any of the following
circumstances:

(i)  Until the first day of the month following the calendar month of
death or separation, when one spouse dies or the cou ple
separates.
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{ii)

(i)

When one spouse is likely to need MABD for long-term care
services for fewer than 30 consecutive days.

When the resources of the coupie are assessed and allocated
as of the date of initial application for MABD for long-term care
services.

(d) Exceptions for an adult with a
spouse

An aduit requesting MABD with a spouse is treated as a Medicaid group
of one in the following circumstances:

(N
(0
(ii)
(i)

(5

When one spouse is applying for MABD for long-term care
services, they are considered a Medicaid group of one for:

The determination of initial and ongoing income eligibility; and
Resource reviews of eligibility.

AHS considers the spouses to be no longer living together as
of the first day of the calendar month one spouse begins
receiving MABD for long-term care services. This remains true
even if the other spouse begins receiving MABD for long-term
care services in a subsequent month.

When AHS determines the eligibility of one spouse for MABD
when the other spouse already receives MABD for long-term

care services in their home or community-based setting, each
spouse is considered a Medicaid group of one.

When both spouses are admitied to the same residential care
home, each spouse is considered a Medicaid group of one if the
residential care'home is designed for four or more residents.

When both spouses have been admitted to the same institution
for long-term care in the same month and have fived there at
least six months beginning with the first month following the
month of their admission, for purposes of determining each
spouse’s eligibility for MABD for long-term care services, each
spouse is considered a Medicaid group of one for the
determination of their initial and ongoing income eligibility and
resource reviews of eligibility. However, if it works to their
advantage, they may be considered a Medicaid group of two.

When one spouse is receiving custodial care in their home, as
defined in AABD Rule 2766, they are considered a Medicaid
group of one.

{€} Medicaid group for a child

8

(2)

An eligible child requesting MABD is treated as a Medicaid
group of one.

When a parent and eligible child living together are both

- requesting MABD, they are treated as fwo Medicaid groups of

one, if the parent is not living with a spouse. If the parent is
living with a spouse, the parent and their spouse are treated as
a Medicaid group of two and the child as a Medicaid group of
one.
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29.05 Deeming (10/01/2013, 13-12F)

(a) ingeneral

MABD financial eligibility is based on the financial eligikility rules for the
SSA's SSIprogram. Like §SI, the term "deeming’ is used to identify
countable resources and income from other people as belonging to the
individual requesting MABD. When the deeming rules apply, it does not
matter whether the resources or income of the other person are actually
avaitable to the individua!.

{b) Categories of people whose
income and resources are
counted ‘

(1) Resources and income from two categories of people may be
counted as beilonging to the individual. These people are
members of the individual's financial responsibility group. AHS
considers:

(h  Spousal resources and income to decide whether it must
‘ deem some of it to the Medicaid group; and

(iiy Parental resources and income for an eligible child requesting
MABD to decide whether it must deem some of it to the
Medicaid group. :

{2) §29.10 specifies the resources counted when determining
MABD financial eligibility.

{3) §29.14 specifies the income counted when determining MABD
financial eligibiiity.

- 29.06 Temporary absences and deeming rules (10/01/2013, 13-12F)

{a) Effect of temporary absence

For purposes of deeming, during a temporary absence, the absent person
continues to be considered a member of the individual’s household.

{b) Definition of temporary absence

Atemporary absence occurs when the individual or their Ineligible
spouse, parent, or an inefigible child leaves the household but intends to
and does return in the same month or the next month.

{c) Treatment of absences due to
schooling

An eligible child requesting MABD is considered temporarily absent from
their parent’s (or parents') household if they are away at school but come
home on some weekends or lengthy holidays and are subject to the

“control of their parent(s).

(d) Absences related to active duty
assignment

If the individual's ineligible spouse or parent is absent from the household
due solely to a duty assignment as a member of the armed forces on
active duty, that person is considered to be living in the same household
as the individual, unless evidence indicates that the individual’'s spouse or
parent should no longer be considered to be living in the same household.
When such evidence exists, AHS stops deeming their resources and
income beginning with the month after the spouse or parent no fonger
lived in the same household.

29.07 Resources (10/01/2013, 13-12F)

{(a) Ingeneral

(1) Resources are cash and other property, real or personal, that
an individuai (or their spouse, if any):
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{i) . Owns;

(i) Has the right, authority or power to convert to cash (if not
' already cash); and

(it} Is available for their support and maintenance.

(2} * Resources are treated in different ways depending on the rules ‘
of the coverage group involved and the type and liquidity of the
resource. '

(3) Resources are counted based upon their availability and the-
ease with which they can be converted into cash. Avallability is
often affected when more than one person has an ownership
interest in the same resource.

(4} Resource limits vary depending on the type of category and
services, and the size of the Medicaid group. Resource eligibility
for each coverage group is determined by comparing the
resources of the financial responsibility group to the resource
imit based on the size of the Medicaid group. Resource
maximums are specified in Vermont's Medicaid Proceduras
Manual.

{8}  Allresources of the members of the financial responsibility
group must be counted except those specificaliy excluded. See
§ 29.08 for the resource exclusion rules.

(6) Equity value as well as avallability is considered when
determining the amount of a resource that counts. In general,
equity value means the price an itern can be reasonably
expected to sell for on the local open market minus any
encumbrances. See § 29.09 for the generai rules on valuing
countable resources.

(b} Types of resources

This paragraph describes some of the kinds of resources the availability
of which are considered in determining MABD eligibility. The descriptions
are divided into two categories — nonliquid resources and liquid '

.resources. Except for cash, any kind of property may be either liquid or

nonliquid. The liquidity (or nonfiguidity) of a resource hzas no effect on the
resource’s countability for MABD eligibility purposes.

{1) Definition: Nonliquid
resources

A nonliguid resource means property that is not cash, including real and
personal property that cannot be converted to cash within 20 work days.
Real property, life estates, life insurance and burial funds, described
below, are some of the more common kinds of nonliquid resources.
Certain other noncash resources, though they may occasionally be liquid,
are nearly always nonliquid. These include, but are not limited to,
household goods and personal effects, vehicles, livestock, and
machinery, ' :

(iy Real property

Land and generally whatever is erected, growing on, or affixed to land.
See § 29.08(a) for information on the resource exclusion of real property.

{ii)y Life estates

Life estate means a legal arrangement entitling the owner of the life
estate (sometimes referred to as the “life tenant™) to possess, rent, and
otherwise profit from real or personal property during their lifetime. The

owner of a life astate sometimes may have the right to sell the life estate,
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but does not normally have future rights to the property. Ownership of a
life estate may be conditioned upon other circumstances, such as a new
spouse. The document granting the life estate inciudes the conditions for
the life estate and the right of the owner of the life estate to sell or
bequeath it, if these property rights were retained. See § 29.08(a)(8) for
information on the resource exclusion of life estates.

(i)

Life insurance

A contract that provides for its piirchaser to pay premiums to the insurer,
who agrees to pay a specific sum to a designated beneficiary upon the
death of the insured. Life insurance is usually sold by an insurance
company but may also be sold by other financial institutions, such as
brokerage firms. See § 29.08(b) for information on the resource
exclusion of life insurance.

The following are terms related to life insurance:

(A)

Face value The amount the Iife insurance policy pays the designated beneficiary
upon the death of the insured. ,

(B) Term life insurance A life insurance policy that does not accumulate any cash value as

premiums are paid. : ‘

(C) Whole life insurance A life insurance policy that accumulates cash value as premiums are paid.
{(sometimes called ordinary | It may also pay periodic dividends on this value when alf premiums have
life, limited payment or . been paid. These dividends may be paid fo the owner, or they may be
endowment insurance) acded to the cash surrender value (defined below) of the policy.

(D) Cash surrender value The amount the owner would receive if the iife insurance policy were
(CSV) of whole life terminated before the insured dies. It is a form of equity that accumulates
insurance over time as life insurance premiums are paid. The owner may borrow

against the CSV according to the terms of the policy. A loan against a
policy reduces its CSV.

(E) Group policy A life insurance policy that is usually issued through a company or

organization insuring the participating empioyees or members and,
perhaps, their families. The group policy may be paid partially by the
employer. A group insurance policy generally has no CSV.

{w} Burial Funds

(A} Any separately-identifiable fund clearly designated for burial
- expenses (which includes expenses for burial spaces, items

related to burial spaces and services related to burial spaces)
through the title to the fund or by a sworn statement provided.
Burial funds include contracts, trusts, or other agreements,
accounts, or instruments with a cash value. Some burial
funds include accumuiated interest, and the vaiue of same
burial funds may change through time (e.g., when the fund
consists of bonds). See § 28.08(c) for information on the
resource exclusion of burial funds.

(B) The cash value of life insurance policies may also be treated
as a burial fund if owned by a person whose income and
resources are considered in determining an individual's
MABD eligibility and if designated as specified above.

(C) Forthe purposes of determining MABD eligibility, burial
spaces, if not fully paid, are considered burial funds and
include buridl plots, gravesites, crypts, mausoleums, caskets,
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urns, and other repositories customarily and traditionally used
for the deceased's bodily remains. ltems related to burial
spaces include, but are not limited to, vaults, headstones,
markers, plaques, and burial containers for caskets. Services
related to burial include, but are not limited to, embalming,
opening and closing of the gravesite, and care and
maintenance of the gravesite, sometimes cailed an
endowment or perpetual care.

(2)

Definition: Liquid resources

A liquid resource means cash or other property that can be converted to
cash within 20 work days. Accounts in financial institutions: retirement
funds; stocks, bonds, mutual funds, and money market funds: annuities;
mortgages and promissory notes; and home equity conversion plans,

‘described below, are some of the more common kinds of iiquid resources.

(i)

- Accounts in financial
institutions

(A) Accounts in depository financial institutions such as banks
and credit unions include, but are not limited to, savings
accounts, checking accounts, joint fiduciary accounts, and
certificates of deposit. Depository institutions may also
manage mutual fund and money market fund accounts for
depositors.

(B} Nondepository financial institutions, such as brokerage firms,
investment firms, and finance companies, also offer
certificates of deposits as well as accounts and services
refated to the purchase and sale of stocks, bonds, mutual
funds, money market funds, and other investments.

(ii)

Stocks, bonds, and funds

{(A) Legal instruments authenticating an investment, such as
stocks, bonds, mutual funds, and money market funds pay
interest at specified intervais, sometimes pay dividends, and
are convertible into cash either on demand or at maturity.

(B) U. S. savings bonds are obligations of the federal
government. Unlike other government bonds, they are not
tradable in the usual sense through brokers and security
traders and, as described below, the value of the bond
depends on its type. See § 29.08(i)(11) for information on the
resource exclusion of U.S. savings bonds.

{I} Series E and EE bonds are sold at one half of their face
value and increase in redemption value as interest
accrues.

(Il} Series | bonds are sold at their fuil face value and
increase in redemption vaiue as interest accrues.

(11t} Series H and HH bonds are sold at their full face value
and do not increase in value. Instead, they pay interest to
the owner each six. months,

(i)

Annuities

A contract reflecting payment to an insurance company, bank, charitable
organization, or other registered or licensed entity; it may also be a
private contract between two parties. There are two phases to an annuity:
An accumulation phase and a pay-out phase, and their countability as a
resource for MABD eligibility purposes is impacted by the phase the
annuity is in (see below). Annuities vary in how they accumulate and pay
out money. Annuities may accumulate money by payment of a single
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lump sum or by payments on a schedule, which accumulate interest over
time. Once an annuity has reached its pay-out phase (often referred to as
‘matured”), money is paid to the beneficiary according to the terms of the
annuity contract.

(A} Parties to an annuity

(1} There are always two parties to an annuity: The writer of
the annuity, usually an insurance carrier or charitable
organization, and the purchaser who owns the annuity
(sometimes referred fo as the annuitant). There may also
be a third party to the annuity if someone other than the
owner is the annuitant,

{Il} In addition, annuities also name a beneficiary. The
beneficiary is the persen who will be paid a regular
stream of income from the annuity in equal payments.
Anyone can be a beneficiary, including but not limited o,
the owner of the annuity, a spouse, dependent, trust,
estate, commercial entity, proprietorship, or charitable
organization.

(i) Beneficiaries may be revocable or irrevocable. A
revocable beneficiary can be changed by the owner of
the annuity at any time. An irrevocable beneficiary can be
changed only by the written permission of that
beneficiary.

(IV) In addition to the beneficiary described in {11} above,
annuities can also provide for a contingent beneficiary or
residual beneficiary. A contingent or residual beneficiary
will receive annuity payments upon the occurrence of a
specified condition.

(B) Types of annuities

There are many types of annuities. For MABD purposes, AHS considers
whether annuities of any type are available as a liquid resource. Since
annuities are trust-like instruments, terminology similar to trusts is used
when it describes the avaiiability of cash from annuities.

(I} Annuity naming
revocable
beneficiaries

An annuity that names revocable beneficiaries is available to the owner
because the owner can change the beneficiary. This type of an annuity is
considered a countable resource for purposes of the owner's MABD
eligibility. See subsection 29.09(d){(1) for information on how to value an
annuity when it is a countable resource.

(1) Annuity that can be
surrendered, cashed
in or assigned

An annuity that can be surrendered, cashed in or assigned by the owner
is presumed to be a revocable annuity. A revocable annuity is considered
a countable resource for purposes of the owner's MABD eligibiiity. An
annuity is presumed to be revocable when the annuity contract is silent on
revocabsllty See § 29.09(d)(1) for information on how to value an annuity
when it is a countable resource.

{Ill} Annuity owned by
someone other than
the applicant or
spouse

An annwty is an unavailable resource for purposes of MABD eligibility
when the owner of the annuity is not the individual reguesting MABD or
the individual's spouse, or the individual or their spouse has abandoned

all rights of ownership. However, if payments from the annuity are being
made to the individual (or spouse), those payments may be counted as
income to the individual {or spouse).
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(C) Standard of review

(1) For the purposes of MABD eligibility:

(iy An annuity in its accumulation phase is considered a
countable rescurce of the owner bacause it can be
liguidated or sold by the owner. See § 29.09(d}{(1} for
information on how to value an annuity when itis a
countable resource.

(ii) An annuity in its pay-out phase may be excluded as a
resource of the owner if certain criteria are met. See §
29.08(d){1) for information on the resource exclusion of
an annuity. ‘

(11} For purposes of MABD for long-term care, an annuity
purchased, or subjected to certain transactions, by an
individual or their spouse on or after February 6, 2006, is
subject to transfer review. See § 25.03(h) for information
on transfer anaiysis of annuities.

{ivy Mortgages

(A) The pledging of real estate or conveyance of an interest in
land 1o a creditor as security for repayment of a debt.

(B) A mortgage owned by an individual, as the creditor, may be

: excluded as a resource if certain criteria are met. See §
26.08{d)(2) for information on the resource exclusion of a
mortgage. if a mortgage is a countable resource of the
individual, see § 29.09(d)(5) for information about the
valuation of the mortgage.

(v) Promissory notes

(A} Written promises {o pay a certain sum of money to a certain
person, the bearer, upon demand or on a specified date.

{B) A promissory note owned by an individual, as the bearer, may
be excluded as a resource if certain criteria are met. See §
29.08(d)(2} for information on the resource exclusion of a
promissory note. If a promissory note is a countable resource
of the individual, see § 29.09(d){5} for information about the
valuation of the promissory note.

(vi) Retirement funds

Any resource set aside by a member of the individual's financial
respensibility group to be used for self-support upon their withdrawal from
active life, service, or business, )

Retirement funds include but are not limited to IRAs, Keogh plans, 401K
plans, pensions, mutual funds, stocks, bonds, securities, money market
accounts, whole life insurance, and annuities. The value of a retirement
fund is the amount of money that can currently be withdrawn from the
fund.

See § 29.08(i)(5) for information on the resource exclusion of retirement
funds. See § 29.08(f) for information on the exclusion of early withdrawal
and surrender penaities.

{(vil) Health savings accounts
(HSAs)

Accounts used to set aside funds to meet medical expenses. Unless the
individual can demonstrate that the funds in their HSA are not available to
them, the HSA is a countable resource,
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(¢} Resources managed by a third

party

Resources, liquid and nenliquid, managed by a third party inciude, but are
not limited to, trusts, guardianship accounts, and retirement funds.
Resources of a member of the financial responsibility group managed by
a third party (e.g., trustee, guardian, conservator, or agent under a power
of attorney} are considered avallable to the member as long as the
member can direct the third party to gispose of the resource or the thirg
party has the legal authority to dispose of the resource on the member's
behalf without the member's direction.

{1} Definitions

() Guardian

A person or institution appointed by a court in any state to act as a legal
representative for another person, such as a minor or a person with
disabilities. Guardianship funds are presumed to be available for the
support and maintenance of the protected person. That person may rebut
the presumption of the availability of guardianship funds by presenting
evidence fo the contrary, including, but not limited to, restrictive language
in the court order establishing the account or in a subsequent court order
regarding withdrawal of funds.

(il Power of attorney

A written document signed by a person giving another person authority to
make decisions on behaif of the person signing it, according to the terms
of the document. Vermont law requires a power of attorney to be
executed according to certain formalities, such as being signed,
witnessed, and acknowledged. Funds managed by an agent under a
power of attorney are not property of the agent and cannot be counted as
resources of the agent. '

(i) Represenfative payee

receive and manage benefits on behalf of another person. A
representative payee has responsibilities to use these payments only for
the use and benefit of that person, to notify the payer of any event that will
affect the amount of benefits the person receives or circumstances that
would affect the performance of the representative payee’s
responsibilities, and account periodically for the benefits received. Funds
managed by a representative payee are not property of the representative
payee and cannot be counted as resources of the representative payee.

{iv) Trust

Afrust is a property interest where property is held by an individual or an
entity (called a "trustee"} subject to a fiduciary duty to use the property for
the benefit of another person (the “trust beneficiary”). A trustincludes a
legal instrument or device that is similar to a trust but may not be called a
trust. See § 29.08(e} for information on resource exclusion of trusts. The
following are terms related to trusts: '

{A) Grantor (also known as
settler or trustor)

(1} The person who transfers liquid or nonliquid property to
another person or entity (the “trustee”), with the intention
that it be held, managed, or administered by the trustee
for the benefit of one or mare persons (the “grantees”) In
some cases, the grantor is named as a grantee.

(1) A person is considered the grantor of a trust if:

(i} The assets of the person were used to form all or part
of the principal of the trust: and ‘
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(i)} One of the following established the trust;
(A) The person;

(B) Another person, court, or administrative body, with
legal authority to act ir place of or on behalf of the
person; or

{C) Another person, court, or administrative body,
- acting at the direction of or upon the request of the
person.

(B) Trustee

The person or entity (such as a bank or insurance company) that holds,
manages, or administers trust property for the benefit of the trust's
grantee(s). In most cases, a trustee does not have the legal right to use
the trust property for their own benefit. Some, but not all, trusts grant
discretion to the trustee to use judgment as to when or how to handle
trust principal or trust income. A trust may provide reasonable
compensation to the trustee for managing the trust as well as
reimbursement for reasonable costs associated with managing the trust
property.

{C) Grantee (also known as
beneficiary)

The person or entity that receives- the benefit of a trust. A trust can have
more than one grantee at the same time; it can also have different
grantees under different circumstances.

(D) Trust income (also known

e e

Monies earned by the trust property. It may take various forms, such as
interest, dividends, nr rental payments. These ampunts may be
countable unearned income to any person legally able to use them for
their support and maintenance.

(E) Trust principal (also known
as frust corpus)

The property that the grantor transfars to the trustee for the benefit of the
grantee(s).

(F} Trust property

The sum of the trust principal and the trust income.

(G) Residual beneficiary

The person or entity named in the trust to recewe the frust property upon
termination of the trust.

29.08 Excluded resources (10/01/2013, 13-12F)

This subsection specifies the resources whese value is excluded in
determining MABD eligibility.

(@) Real propenty

{1) Home and contiguous land

W Definition

Home means the property in which an individual resides and has an
ownership interest and which serves as the individual's principal place of
residence. This property includes the shelter in which the individual
resides, the land on which the shelter is located, related outbuildings, and
surrounding property not separated from the home by intervening
property owned by others. Public rights of way, such as roads that run
through the surrounding property and separate it from the home, will not
affect the exemption of the property. The home includes contiguous land
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and any cther nonresidential buildings located on the contiguous land that
are refated to the home. ‘

(il

Exclusion

(A}

. {B)

{B)

Except for MABD for long-term care services, a home is
excluded as a resource, regardiess of its value.

For MABD for long-term care services, the home is
considered a resource when the equity in the home is
substantial. See Vermont's Medicaid Procedures Manual for
the current substantial home equity limit; see § 29.09(d)(6) for
information on exceptions to the application of the substantial
home equity limit. The home may also be considered as a
resource when determining whether the home has been
transferred-and should be subject to a penalty period (see §
25.00) :

The home exclusion applies even if the owner is making an
effort to sell the home.

The home exclusion also appiies if the owner is absent from.
the home cue to institutionalization, provided they have not
placed the home in a revocable frust, and any one of the
following three conditions is satisfied:

(I} The owner intends to return to the home even if the
likelihood of return is apparently nil.

(Il) The owner has a spouse or dependent relative residing in
the home. Dependent relative in this context applies to:

{Iiy Any kind of dependency (medical, financial, etc.); and

(i) A relationship to the owner that is one of the following:
child, stepchild, or grandchitd; parent, stepparent, or
grandparent; aunt, uncle, niece, or nephew: brother or _
sister, stepbrother or stepsister, haif brother or half
sister; cousin; or in-law.

{Ill) The owner has a medical condition that prevented them
from residing in the home before institutionalization.

Unless one of the exceptions listed in (D) applies, the home
‘becomes a countable resource when the owner moves out of
the home without the intent to return, because it is no longer
their principal place of residence.

Temporary absences, such as for hospitalization or
convalescence with a relative, do not affect the determination
of the owner's principal place of residence. 7

@)

Proceeds from the sale of an

. excluded home

(B

(i)

Proceeds from the sale of a home is excluded to the extent
that the owner intends to-use the proceeds and, in fact, uses
or obligates them to purchase or construct another home
within three months of the date the proceeds are received.

Use of proceeds from the sale of a home to pay costs of
another home will be excluded only if the other costs are paid
within three months of the sale of the home. Such costs are
limited to the down payment, settlement costs, loan procassing
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{iii)

fees and points, moving expenses, necessary repairs to or
repfacements of the new home'’s structure or fixtures (e.g.,
roof, furnace, plumbing, built-in appliances) identified and
documented prior {0 occupancy, and mortgage payments for
the new home

The value of a promissory note or simitar installment sales
contract constitutes a "proceed.” Other proceeds consist of the
down payment and the portion of any instaliment amount
constituting payment against the principal. These are also
excluded if used within 3 months to make payment on the
replacement horne.

When all of the proceeds are not timely reinvested as specified
above, the portion of the proceeds retained by the owner are
combined with the value of the promissory note cr instaliment
sales contract and counted as a resource beginning with the
month following the month the note or contract is executed. If
the entire proceeds are fully reinvested in a replacement home
at a later date, the value of the note or contract and reinvested
proceeds are excludad beginning with the month after the
month in which they are reinvested, but any proceeds not
reinvested as specified above remain a countable resource
until fully reinvested.

(3)

Real property up-for-sale

B

(i)

iii)

{iv)

(A)

(B)

(C)

(B)
)

Real property is excluded from being a countable resource as
long as the owner verifies that they are making reasonable
efforts to sell it. Reasonable efforts ta sell property means
taking all necessary steps to sell it for fair market value in the
geographic area covered by the media serving the area in
which property is located, unless the owner is prevented by
circumstances beyond their control from taking these steps.

The steps considered necessary to seil the property depend
on the method of sale. An owner may choose to list the real
property with a real estate agent or undertake fo sell it
themselves.

If the owner chooses to list the property with a real estate
agency, they must take the necessary step of listing it and
cooperating with the rea! estate agent's efforts to sell it.’

If the owner chooses to sell the property without an agent, they
must take all of the following necessary steps:

Advertise the property in at least one of the appropriate local
media continuously;

Place a “For Sale" sign on the property continuously, unless
prohibited by zoning regulations:;

Conduct open houses or otherwise show the property to
prospective buyers; and

Aitemmpt any other appropriate methods of sale.
If any prospective buyar makes a reasonable offer for the

property, the owner must accept it or demonstrate why it was
net a reasonable offer. Any offer of at least two-thirds of the
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most recent estimate of the property’s fair market value is
considered a reasonable offer.

(vi} Fair market value means:
(A) A certified appraisal; or
(B) Anamount equél to the price of the property on the open

market in its locality at the time of the transfer or contract for
sale, if earlier.

{4) Home equity conversion
plans

{i)  Definition

Home equity conversion plans are financial instruments used to secure
loans with real property as collateral. Home equity conversion plans
include reverse mortgages, reverse annuity mortgages, sale-leaseback
arrangements, time-sale agreements, and deferred payment loans.

(i) Exclusion as a resource in
month recejved

In the month of receipt, funds an owner of the real property receives from
any home equity conversion arrangements on their real property is
excluded as a rescurce.

(5) Jointly-owned real property

(i)  Exclusion due to joint
owner’s refusai fo sell

(A) Anowner's interest in jointly-owned real property is excluded
as g rescurce as long as:

(I} At least one of the other joint owners refuses to sell the
property; and

(I} The joint ownership was created more than 60 months
before the date of the MABD application.

{B} The addition of a new joint owner (or joint owners) to a
" property is considered as the creation of a new joint
ownership. The new joint ownership will be evaluated as a
countable resource under § 29.09(d)(3) if the addition of the
new joint owner was made within 60 months of the date of the
MABD application,

(iy Exclusion due to undue
hardship

An owner’s interest in jointly-owned real property is excluded as a
resource if the sale of the property would cause the other joint owner (or

owners) undue hardship due to loss of housing. Undue hardship would
result when;

(A) The property serves as the principal place of residence for
one or more of the other joint owners:

(B) Sale of the property would result in loss of that residence; and

(C) No other housing would be readily available for the displaced
other owner.

(6) Life estafes

() Treatment of life estate

For a life estate ownership in real property created on or after July 1,
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interest created on or after
July 1, 2002

2002:

(A)

The value of the life estate is excluded as a resource when
the life estate owner does not retain the power to seli or
mortgage the real property. Fer purposes of eligibility for
MABD for long term care services however, the life estate
may be considered as a resource when determining whether
it has been transferred and should be subject to a penalty
period (see § 25.00).

When the life estate owner retains the power to sell or
mortgage the real property, including any remainder interest,
the value of the life estate is excluded only if the life estate is
an interest in the life estate owner's home (§ 29.08(a)(1)).
Otherwise, the value of the life estate is counted. For this
purpose, the value of the life estate includes the value of the
remainder interest.

When an individual transfers their home and retains a life
estate with the power to sell or mortgage the property, the
transfer is not subject to a transfer penalty analysis under §
25.00. Inthis situation, no transfer has occurred because the-
individual's ownership interest in the home has not been
reduced or eliminated.

(i)

Treatment of iife estate
interest created before July 1
2002

-For a life estate ownership created before July 1, 2002:

(A)

(B)

When the life estate owner retains the power to sell the real
property, including any remainder interest, the value of the life
estate is excluded only if the life estate is excludable on
another basis, such as because it is real property producing
significant income. Otherwise, the value of the life estate is
counted. For this purpose, the value of the life estate
includes the value of the remainder interest.

The life estate oWnership is excluded as a resource when the
life estate owner does not retain the power to seil the real
praperty.

(7)

Income-producing real
property

(ii)

Non-business real property. Non-business real property is
excluded as a resource if the property produces significant
income to the owner. Real property is considerad to produce
significant income if it generates at least 6 percent of its fair
market value in net annual income after allowable expenses
related to preducing the income are deducted.

Real property used in a trade or business. Real property is
excluded as a resource if the real property is essential to the
owner's self-support and used by the owner in a trade or

business. For purposes of this exclusicn, the property must be |

in current use in the type of activity that qualifies it as
essential.

(8)

Goods for home
consumption

Non-business real property is excluded as a resource of the owner when
used by the owner to produce goods for only home consumption (e.g., a
garden plot used to raise vegetables to be eaten at home or a wood lot
used to provide fuel to heat the home). When real property is used to
preduce goods for both home consumption and incorne production, only
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the part used to produce goods for home consumption is excluded. The
part of the property used for income production is evaluated for exclusion
under {7) above,

(b) Insurance

{1} Exclusion of life insurance

() \Whole fife insurance

{A) If the combined face values of the whole life insurance
policies owned by any one member of the financiat
responsibility group do not exceed $1500, the cash surrender
values of the policies are excluded.

(B) If the combined face values exceed $1500, the cash
surrender values, excluding any amounts up to $1500, and ali
dividend additions are a countable rescurce,

(iy  Term life insurance

Regardless of its face value, a term life insurance policy is not a
countable rescurce,

{2) Long-term care insurance
parnership

(i} Definition: Qualified State
Long-Term Care Insurance
Partnership

A state plan amendment that provides for the disregard of any assets or
resources in an amount equal to the insurance benefit payments that are
made under a iong-term care insurance policy (including a certificate
issued under a group insurance contract), but only if:

{A} The policy covers an insured who, at the time coverage under
the policy first becomes effective, is a resident of such State
or of a State that maintains a Qualified Long-Term Care

- Insurance Partnership; '

{B} The policy is a qualified long-term care insurance contract
within the meaning of § 7702B(b) of the Code;

(C) The policy provides some level of inflation protection as
set forth in regulations promulgated by the Department of
Financial Regulations (DFR);

(D} The policy satisfies any requirements of State or cther
applicable law that apply to a long-term care insurance policy
as certified by the DFR; and

(E) The issuer of the poiicy reports;

(1) To the Secretary of HHS such information or data as the
Secretary may require; and

(It} To the State, the information or data reported to the
Secretary of HHS (if any), the information or data
required under the minimum reporting requirements
developed under § 2(c)(1) of the State Long-Term Care
Partnership Act of 2005, and such additional information
or data as the State may require.
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(i

Exciusion

(A) Subject to approval by CMS, assets or resources in an

amount equal to the insurance benefit payments that are
made to or on behalf of an individual who is a beneficiary
under a qualified State long-term care insurance partnership
policy are exciuded.

(B) This section is further contingent on the passage of changes

to 33 VSA § 1908a necessary to bring the Vermont statute on
Long-Term Care Partnership Insurance into conformance with
the requirements of § 6021 of the federal Deficit Reduction
Act of 2005,

{c) Burial Funds Exclusion

M

(3).

(@)

For any person whose income and resources are considered in
determining MABD eligibility, up to $10,000 of burial funds are
excluded, as long as the person shows that the funds are
designated for burial expenses through the title to the funds or
by a sworn statement provided. The funds must be separately
identifiable and not commingled with other funds. :

Burial funds may be excluded as of the first day of the month in
which the person whose income and resources are considered
in determining MABD eligibility established it. Interest and
appreciation accrued on burial funds are excluded if the funds
have been left to accumulate.

The value of certain burial spaces may also be excluded under
the allowable limit of $10,000 for each person whose income
and resources are considered in defermining MABD eligibility.
Such spaces must be heid for the burial of a member of the
individual's immediate family. For this purpose, the immediate
family includes the individual's spouse, children, brothers,
sisters, and parents.

Irrevocable burial trusts established prior to July 1, 2002 and
funded in excess of $10,000 are excluded up to the value of the
trust as of June 30, 2002.

{(d) Other income-producing
resources

()

Annuities

U

An annuity is excluded as a resource of an individual
requesting MABD or of their spouse if the annuity is in its pay—
out phase and meets all of the foi lowing conditions;

(A) Has no beneficiary (or payee) other than the individual

requesting MABD or their spouse;

(B) Provides for payments to the beneficiary in equal intervals

and equal amounts;

(C) Does not exceed the life expectancy of the beneficiary as

determined by using the annuity tables published by the
Office of the Chief Actuary of the SSA
(hitp:/isocialsecurity. gov/QACT/STAT S/tabledch.htmi} and set
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(E)

{if) Anannuity will also be considered to meet the requirements of

forth in Vermont's Medicaid Procedures Manual;

Returns to the beneficiary at least the amount used to
establish the annuity contract and any additional payments
plus any earnings, as specified in the contract; and

Except as provided in (ii) below, does not pay anyone else, as
residual beneficiary, in the event the beneficiary dies before
the payment pericd ends.

(A} and (E) of (i) above if the individual or their spouse, as the
owner of the annuity, elects to designate Vermont Medicaid as
the primary residual beneficiary up to the amount of Medicaid
payments made on behalf of the individual (or their spouse),
and names a contingent residual beneficiary other than the
individual or their spouse to receive any surplus after Vermont
Medicaid is paid.

(2)

_Promissory notes and other
income-producing resources

(i)

(A} It rheets the requirements in paragraph (1)(A) through {E}

(B)

(i)

- penalty as specified in § 25.00.

(i)

+ forth in Vermont's Medicaid Procedures Manual.

A promissory note or similar resource that produces income is
exciuded as a resource of an individual requesting MABD
eligibility or of their spouse if:

above; or

The owner owned a nonnegotiable or nonassignable
promissory note executed before September 1, 2005 and
-they can expect to receive the full fair market value of the
resource within their expected lifetime, as determined by
using the annuity tables published by the Office of the Chief
Actuary of the S5A

(hitp:/isocialsecurity. goviOACT/STATS/tabledcs. htmi) and set

All other promissofry. notes and similar resources that produce
income are evaluated for whether they are a countable
resource as specified in § 29.09(d)(5) or, for purposes of
MABD for long-term care services, subjectto a fransfer

For purposes of MABD for long-term care services, promissory
notes and similar income-producing resources that do not
meet the exciusion criteria under this paragraph (d)(?) and are
determined to have fair market value are considered either as
a countabie resource or subject {o a transfer penalty, in the
discretion of AHS.

(e) Excluded trusts

(1

In general

(i)

(ii)

A trustis excluded as a resource if the member of the financial
responsibility group is the grantor or grantee of the trust and
cannot revoke the trust or receive trust propery, whether or
not the trustee exercises their full discretion. Trust property is
also excluded as a resource when the grantor is a member of
the financial responsibility group and establishes a trust by will
{often referred to as a “testamentary trust”).

The following trust property is excluded as a resource when
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(A)

(B)

(E)

(F)

(G)

efther the grantor or the grantee is a member of the financial
responsibility group;

Trust property in a trust established prior to April 7. 1988, for-
the scle benefit of a person who is- devalopmentally disabled
re51dmg in an ICF-DD.

Trust property in a trust for which the grantee is a disabled
child under the decision in Suilivan v. Zetley, 493 U. S. 521
(1990).

Trust property or any portion of trust property that cannot be
made available to the member of the financial responsibility
group, either through full exercise of the trustee’s discretion .
under the terms of the trust or hrough revocation of the trust
by a member of the financial responsibility group.

Trust property in a trust established by persons other than the
individual or the individual's spouse (known as a third-party
trust) unless the terms of the trust permit the individual (or -
their spouse) to revoke the trust or to have access to it
without trustee intervention.

Trust property in an irrevocable trust, including a home placed
in an irrevocable trust by an institutionalized individual who
intends to return to it, from which no payment under any
circumstances could be made to the individual. -

A special needs trust that contains the assets of an individual
under the age of 65 who does or would meet the SSI criteria
for disability, and meets all of the criteria below:

(Iy Was established through the actions of a parent,
grandparent, or legal guardian of the disabled individual,
or by a coutt;

(I} Was established for the sole benefit of the disabled
individual which means that nc person or entity except
the disabled individual can benefit from the trust in any
way, uniil after the death of the disabled individual and

_then not before Vermont Medicaid receives sums owed
under the payback provision under (lif} below; and

(I Includes a payback provision which requires that, upon
the death of the disabled individual, any amounts
remaining in the trust will first be paid to Vermont
Medicaid in an amount equal to the total Medicaid
payments made on behalf of the disabled individual.

A pooled trust that contains the assets of an individuat who
does or would meet the SSt criteria for disability, and meets
all of the criterla below: \
(1) Was established and administered by a non-profit
association;

(1Y Maintains a separate account for the disabled individual,
but assets are pooled for investing and management
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purposes;

(i) The separate account was established for the sole

(iii)

Smafit o Ham -
benefit of the disabled InuNIdUal

(IV} The account was established through the actions of the
disabled individual, their parent, grandparent or legal
quardiar, or by a court; and

(V) The trust contains a pay-back provision which requires
that to the extent any amounts in the separate account
for the disabled individuai upon their death are not
retained by the trust, such amounts will first be paid to
Vermont Medicaid in an amount equal to the total
Medicaid payments made on behaif of the disabled
individual.

(V1) Any asset of the disabled individual that is added to the
trust after the disabled individual reaches the age of 65
may be subject to transfer penalty (see § 25.00) for .
purposes of the disabled individual's eligibitity for MABD
for long-term care services.

In the case of a trust with more than one grantor, these
exclusions apply only to that portion of the trust attributable to
the income or resources of a member of the financial
responsibility group. In the case of a trust with more than one
grantee, the exclusicns apply only to that portion of the trust
available for the benefit of a member of the financial
responsibility group. :

(2)

Trusts excluded due to

hardship

(i)

Trust property that has not been distributed may be exciuded if
counting it as a resource would cause undue hardship to a
grantor or grantee who is a member of the flnanmal
responsibiiity group.

Undue hardship includes situations in which a member of the
financial responsibility group or someone in the member’s
immediate family would be forced to go without life-sustaining
services because the trust property could not be made
available to pay for the services. For this purpose, the
immediate famfily includes the member’s spouse, children,
brothers, sistets, and parents.

(i) The following situations also would cause undue hardship:

(A)

(B)

(iv}

Funds can ba made available for medical care only if trust
property is sold, and this property is the scie source of
income for the member or someone in the member's
immediate family; and

Funds can be made available for medical care only if income-

producing trust property is sold and, as a result of this sale,
the member or someone in the member's immediate family
would quaiify for 881, Reach Up, AABD, General Assistance,
3SquaresVT, or another public assistance program requiring
a comparable showing of financial need.

Undue hardship does not exist when application of the trust
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regulations does not cause risk of serious deprivation to the
member of someone in the member's immediate family.

{v} Anindividual claiming undue hardship must submit a written
request and any supporting documentation. Claims of undue
hardship are forwarded to the DCF commissioner's deslgnee
for evaluation. Required documentation from the individual can
include, but is not limited to, the following:

(A) A statement from the individual's attorney, if one was
involved;

(B) Verification of medical insurance coverage and statements
from medical providers relative to usage not covered by the
insurance; or -

{C) A statement from the trustee of the trust.

(vi) When appiication of trust provisions are waived because they
would cause the individual undue hardship, only amounts
actually distributed from the trust and held for more than a
month-are counted as a resource.

(vi) Request for consideration of undue hardship does not limit an
individual's right to appeal denial of eligibility for any reason,
including the determination of undue hardship.

(f) Early withdrawal and surrender (1) Early withdrawal penalties and surrender fees assessed by a
penalties financial institution are excluded to the extent that they reduce
~ the value of a countable resource that has been liquidated.
 Examples of resources to which this exclusion applies are
retirement funds, annuities, bonds, and certificates of deposit.

{2)  Income tax withholding and tax penalties for early withdrawal
are not excluded,

(g} Jointly-owned accounts A jointly-owned account in a financial institution is excluded as a resource
only if the owner rebuts the presumption of availability by:

(1) Submitting a statement, atong with a corroborating statement
(or statements) from the other joint owner (or owners} of the
account, regarding who owns the funds in the joint account, why
there is a joint account, who has made deposits to and

withdrawals from the account, and how withdrawals have been
spent;

(2) Submitting account records showing deposits, withdrawais, and

interest, if any, in the months for which ownership of funds is at
issue; and

(3} Taking one of the following two actions:

{i)  If the member of the financial responsibility group owns none
of the funds in the account, correcting the account title to show
that the member is no longer a co-owner of the account; or

() If the member owns anly a portion of the funds in the account,
separating the funds owned by other account owners from the
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member's funds and correcting the account title on the
member’s funds to show they are solely owned by the
member.

(h) Fiduciar}/ for a joint fiduciary
account'®

(")

Definition: Joint fiduciary
account

A deposit in a financial institution in the name of an owner naming one or
more fiduciaries. The owner makes a clear statement about how the
money can be used, and the fiduciary is required to follow those
instructions and keep track of how the money is spent.

(2)

Exclusion

When an individual owns a joint fiduciary account, it is counted as a
resource. When an individual is designated a fiduciary ofa joint ficuciary
account, the joint fiduciary account is an excluded resource for the fiduciary.

(iy Other excluded resources

(n

Household goods, personal
effects and other personai
property

(i} Except as provided in (i), home furnishings, apparel, personal
effects, and household goods are excluded as resources.
Tools, equipment, uniforms and other nonliquid property
required by the owner's employer or essential to the owner’s
self-support are also excluded as resources.

(ity Items an owner acquires or holds because of their value or as |
an investment are not excluded.

(2)

Vehicles

() Exceptas provided in (ii), all automobiles are excluded as
resources, Other vehicles, slich as trucks, boats, and
showmohiles, are excluded only if they are used to provide
necessary transportation (i.e., an automobile is unavaitable or
cannot be used to transport the aged, blind or disabled
individual),

{)  Automobiles or other vehicles an owner acquires or holds
because of their value or as an investment are not excluded.

(3)

Independent living contracts

i

Definitions

{A) Contracts for medical care,

assistive technology
devices, and home
modifications

Any written agreement, contract, or accord (including modifications) for
-reasonable and necessary medical care, assistive technology devices, or
home modifications not covered by Medicare, private insurance, or
Medicaid and determined by AHS to be needed to keep.an individual at
home and out of a skilled nursing facility.

{B) Medical care

Care not covered under AHS’s Choices for Care program including but
not limited to, general supervision when required by the cognitive
impairment of the individual and/or unstable medical condition that
requires monitoring of the individual. ‘

(C) Assistive technology

Any item, piece of equipment or product system whether acquired

commercially off the shelf, modified, or customized, to increase, maintain,

B8 VSA§ 14212
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devices

or improve the individual's functional capahilities.

(Dy Home modifications

Physical adaptations to the individual's home that ensure the heaith and
welfare of the individual, or that improve the individual's ability to perform
activities of daily living or instrumental activities of daily living.

(i)

Exclusion

Resources set aside under a contract or contracts for medical care,
assistive technology devices, or home modifications are considered to be
available resources unless all of the following criteria are met;

(A} The contract is in writing and signed before any services are
provided;

(B) The funds, not to exceed a total of 330,000, are held in a
separate bank account from other resources in the sole name
of the individual applying for MABD;

{C) Any amounts due are paid after the services are rendered:
(D) The payments for:

(I} Medical care or assistive technology services do not
exceed $500 per month; and

{II} Home madifications do not exceed a one-time
expenditure of $7,500;

{E) The payments to nonlicensed individuals or providers do not
exceed the fair market value of such services being provided
by similarly situated and trained nonlicensed individuais, not
to exceed the amount paid under AHS’s Choices for Care
program {see http://www.ddas.vermont.gov/ddas-
publications/publications-ddas/service- codes-rates-sfy-03-06-
13).

{(F) Periodic accountings, as requested by AHS, must be
provided specifying the amount of each expenditure, who was
paid, the service given, and the number of hours and dates of
sefvice covered;

{G) The individual has the power to modify, revoke or terminate
the contract for care;

{H) The contract ceases upon the death of the individual. It also
ceases upon the individual's admission to an institution for
long term care services for more than 45 days if not eligible
for the home upkeep deduction under § 24.04(d), or 6 months
if eligible for the deduction. In addition, revocation or
termination of the contract ceases the agreement.

n Upbn cessation of the contract as specified above, any
remaining balance of funds shall be treated as

(I} An asset of the individual's estate, if the individual is
deceased;

(Il) An available resource that may not be converted to an
excluded resource and must be applied at the Medicaid
pay rate toward long term care services if the individual is
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admitted to an institution for long-term care services for
more than 6 months. In cases where the individual dies
before the resource is fully expended, the remainder shall
become an asset of the individuai's estate; or

(1l) An excluded resource, if the individual revokes or
terminates the contract and continues to receive services
under AHS's Choices for Care program.

(4)

Cash/liquid resources

(i) Income is excluded as a resource in the month of receipt, such
as an automatic deposit of a social security check into a
checking account.

(il Liquid resources used in the operation of the owner’s trade or
business as property essential to self-support are excluded.

(9)

Exclusion of retirement funds

() Any retirement fund owned by a member of the financial
responsibilify group is excluded when:

(A} The member must terminate emptoyment in order to obtain
any payment from the fund;

(B) The member is not eligible for periodic payments from the
fund and does rot have the option of withdrawing a lump sum
from the fund; or '

{C) The member is drawing on the retirement fund at a rate
consistent with their life expectancy, as specified in §
25.03(h).

(i) 1f the member is eligible for periodic payments or a lump sum,
the member must choose the periodic payments. If the
member receives a denial on a claim for periodic retirement
benefits, but can withdraw the funds in a flump sum, the lump
sum value is counted in the resources determination for the
month following that in which the member receives the denial
notice.

(i) When a member of the financial responsibility group is seeking
MABD for long-term care services and has a spouse, any
retirement fund held by the member in an individual retirement
account (IRA) or in a work-related pension plan (inciuding
Keogh plans) as defined by the Code, does not require a
change in the title of ownership in order for the fund to be
treated as an excluded resource for the benefit of the spouse.

Tax refunds

Tax refunds on real propErTy, income, and food are excluded as
resources.

7

Student benefits

Any portion of any grant, scholarship, or fellowship used to pay fees,
tuition, or other expenses necessary to securing an education is
excluded. Portions used to defray costs of food or shelter must be
counted.

(8)

Savings from excluded
income

Savings from excluded income and resources are excluded as resources.
This includes, but is not limited to, the following:

{iy Liguid resources, including interest earned by the resources
accumdiated from earnings by a person working with
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disabilities (see § 8.05(d}) on or after January 1, 2000, and
kept in a separate bank account from other fiquid resources,
uniess no bank within a reasonable distance from the person'’s
residence or piace of work permits the person working with
disabilities to establish a separate account without charging
fees; and

(i) Nonfiquid resources purchased by a person working with
disabilities on or after January 1, 2000, with savings from
earnings or with a combination of savings from earnings and
other excluded income or resources,

(9)

Resources excluded by
federal law

The following are excluded by federal law from both income and
resources:

(i)  The value of meals and food commodities distributed under
the National Schoo! Lunch Act and the Child Nutrition Act.

(i) The value of 3Squares\fl’ or 3SquaresVT cash-out checks.

(iiiy The value of food or vouchers received through the WIC
Program.

(iv) The value of food or meals received under the Older
Americans Act,

(v} Compensation or remuneration received for volunteer work in
ACTION programs including foster grandparents, RSVP,
SCORE, ACV, ACE, VISTA, Senior Companion Program and
UYA.

(vi) The value of assistance received under the U. S. Housing Act,
U. 8. Housing Authorization Act and the Housing and Urban
Development Act.

(vil) The value of relocation assistance to displaced persons under
- the Uniform Relocation and Real Property Acquisition Policies
“Act. : '

(vill) Per capita distributions to certain Indian Tribes and receipts
from lands held in trust for certain Indian Tribes.

(ix) Payments received under the Alaskan Native Claims
Settlement Act.

(x) Grants or loans received for educational purposes under any
U. S. Department of Education program.

(xi} Any assistance received under the Emergéncy Energy
Conservation or Energy Crisis Program.

{xii) Any assistance received under the Low-Income Home Energy
Assistance Act, either in cash or through vendor payments.

(xiii} Compensation paid to Americans of Japanese or Aleut
~ancestry as restifution for their incarceration during World War
I

{xiv) Agent Orange Seftlement payments.
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{xv) German reparations to concentration camp survivors, slave
laborers, partisans, and other victims of the Holocaust,
Settlement payments to victims of Nazi persecution or their
legal heirs resulting from the confiscation of assets during
World War Il

(xvi) War reparations paid under the Austrian government's pension
system.

(xvii) Radiation Exposure Compensation Trust Fund payments.

{(xviil) Assistance received under the Disaster Relief and
Emergency Assistance Act or other assistance provided under
a Federal statute because of a catastrophe which is declared
to be a major disaster by the President of the United States.
Comparable assistance received from a State or local
government, or from a disaster assistance organization is also
excluded. Interest earned on the assistance is also excluded.

{xix} Netherlands’ Act on Benefits for Victims of Persecution 1940-
1945 payments.

{xx} Any account, including interest or other earnings on the

- account, established and maintained in accordance with
§ 1831(a}{2)(F) of the Act. These accounts are established
with retroactive SSI payments made to a child under age 18
and used in ways specified in the Act. The exclusion continues
after the child has reached age 18.

(xxi) Earnings deposited in a special savings account under the
Tangible Assets project managed by the Central Vermont
Community Action Council and authorized by PRWORA.

(xxiiy Payments as the result of a settlement in the case of Susan
Walker v. Bayer Corporation, et al. made to hemophiliacs who
contracted the HIV virus from contaminated blood products.

{xxiii) Any resource of a blind or disabled individual that is
necessary for them to carry out their approved Plan for
Achieving Self-Support (PASS). The plan must be approved
by the SSA.

(10} Exclusions for limited periods

The following resources are excluded for specific periods:

(i) Retroactive Social Security
and SSIIAABD

Retroactive payments of SSI, the AABD supplement to SSI, or Social
Security benefits for nine months beginning with the month after the month
of receipt. These payments are also excluded as resources during the
month of receipt.

(i}  Funds for replacing
excluded resources

Cash and interest earned on that cash received from any source,
including casualty insurance, for the purpose of repairing or replacing an
excluded resource that is lost, stolen, or damaged, if used to replace or
repair that resource. The exclusion is allowed for nine months from the
month of receipt. An extension of an additional nine months can be
granted for good cause.

{iiy Earmed income tax credit

State and federal earned income tax credit refunds and advancé

. payments for nine months beginning with the month after the month of
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receipt.

{iv) Medical or Social Services
payments

Cash recaived for medical or social services for the calendar month
following the month of receipt. In the maonth following the month of
receipt, itis counted as a resource if it has been retained,

{v) Victim's compensation
payments

State-administeréd victims’ compensation payments for nine months after
the month of receipt.

(vi) Relocation payments

State and local government relocation payments for nine months after the
month of receipt.

fvii) Expenses from last iliness
and burial

Payments, gifts, and inheritances occasioned by the death of another
person provided that they are spent on costs resulting from the last illness
and burial of the deceased by the end of the calendar month following the
month of receipt.

{11} Exclusion of uU.s. savings
bonds

(i) AU.S. savings bond is excluded as a resource during its
minimum retention period if the owner of the savings bond
requested a hardship waiver based on financiat need due to
medical expenses and received a denial from the United
States Department of the Treasury, Bureau of Public Debt,
Accrual Services Division In Parkersburg, P. O. Box 1328,
Parkersburg, West Virginia 26106-1328.

(i} Upon verification of a denial of a hardship waiver, as described
above, a U. S. savings bond is considered an avaifable
resource of the owner foliowing the expiration of the minimum
retention period. Once the minimum retention period expires,
the denial of a hardship waiver is not a basis for exclusion of
new bond purchases or other excluded assets purchased with
the proceeds. '

(i) A LL S. savings bond purchased before June 15, 2004, that
has its minimum retention period expire after that date,
continues to be an excluded resource if it is not redeemed,
exchanged, surrendered, reissued, used to purchase or fund
other excluded assets, or otherwise becomes available.

(12) Home-based long-term care
disregard

An additional resource disregard of $3,000 to the standard $2,000

resource disregard is allowed for an aged or disabled individual without a
spouse who resides in and has an ownership interest in their principal
place of residence and chooses MABD for long-term care services to be

| provided in their residence provided all other eiigibility criteria are met.

This additional resource disregard rémains available until the individual
begins receiving MABD for long term care services in an institution rin a
residential care home that provides enhanced residential care services.
Thereafter, if the individual meets the requirements for a home upkeep
deduction (see § 24.04(d)), they are eligible to continue this resource
disregard for up to 6 months. :

29.09 Value of resources counted toward the Medicaid resource limit (10/01/2013,

13-12F)

{a} In general

Unless an exception under paragraph (d) below applies, the ownership
interests of resources of the members of the financial responsibility group
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are valued according to these general rules.

(1

(2}

Resources not excluded under § 29.08 are valued at their equity
value (see (b) below for definition of equity value).
The portion of jointly-owned resources not excluded and
countable toward the MABD resource limit is determined
according to the rules in paragraph (c) below.

The equity value of any resource owned entirely by members of
the financial responsibility group and not excluded under §
29.08 is counted toward the MABD resource limit.

(b) Definition: Equity value

The fair market value of the resource minus the total amount

_ owed on it in mortgages, liens, or other encumbrances.

(2)

The original estimate of the equity value of a resource is used
unless the owner submits evidence from a disinterested.
knowledgeable source that, in AHS’s judgment, establishes a
reasonable lower value.

(c} Counting jointly-owned resources

{1} In general

(0

(i)

i

This paragraph defines each type of joint ownership and the
amount of the resource that is counted when ownership is
shared,

When two or more parties share rights to sell, transfer, or
dispose of part or all of personal or real property, the
ownership share held by members of the financia
responsibility group is counted as prescribed by state law.
Shared ownership or control occurs in different forms,
including tenancy-in-common, joint tenancy, and tenancy-by-
the-entirety. The type of shared ownership involved is
determined and used to compute the countabie value of the
resource. if an individual submits evidence supporting another
type of shared ownership, AHS wiill make a decision about
which type applies. If AHS decides not to use the type
submitted by the individual, it will provide the individual with a
written notice stating the basis for its decision.

Under Vermont law, a co-owner may demand partition, the
dividing of lands held by more than one person. For this
reason, AHS counts the individual's proportionate sharte of the
lands as an available resource, unless excluded as a home or
property up for sale.

(2) Definition: Tenancy-in-
comman

(it}

In tenancy-in-commoen, two or more parties each have an
undivided fractional interest in the whole property. These
interests are not necessarily equal. One owner may sell,
transfer or otherwise dispose of their share of the property
without permission of the other owner(s) but cannot take these
actions with respect to the entire property.

When a tenant-in-common dies, the surviving tenant(s) has no
automatic survivorship rights to the deceased’s ownership

interest in the property. Upon a tenant's death, their interest
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(i}

)

passes to their estate or heirs.

Tenancy-in-common applies to all jointly-owned resources
when iitie fo the resource does not specify joint tenancy or
tenancy-by-the-entireties.

See (¢)(5) below for how a resource owned by a member of
the financial responsibility group as a tenant-in-common is
counted.

(3) Definition: Joint tenancy

R0

(iif)

In joint tenancy, each of two or more parties has an undivided
ownership interest in the whole property. In effect, each joint
tenant owns all of the property. When the property is personal
property, the interests of the joint tenants are equal. When the
property is real property, the interests of the joint tenants can
be equal or unequal (unless the instrument creating the joint
tenancy contains language indicating a contrary intent, the
joint tenants’ interests are presumed to be equalw),

Upon the death of only one of two joint tenants, the survivor
becomes the sole owner. Upon the death of one of three or
more joint tenants, the survivors become joint tenants of the
entire interest. For real property, the deceased joint tenant's
interest is allocated among the surviving joint tenants in
proportion to their respective interests at the time of the
deceased joint tenant’s death unless the instrument creating
the joinztotenancy contains language indicating a contrary
intent.

See {c)(b} below for how a resource owned by a member of
the financial responsibility group as a joint tenant is counted.

(4) Definition: Tenancy-by-the-
entirety

(i)

(iif)

(iv)

Tenancy-by-the-entirety can only exist between members of a
married couple, including parties to a civil union.

The couple, as a unit, owns the entire property which can be
sold only with the consent of both parties. '

Upon the death of one tenant-by-the-entirety, the survivor
takes the whole. Upon legal dissolution, the former couple
become tenants-in-common (see (c}(2) above), and one can
sell their share without the consent of the other.

When a member of the financial responsibility group owns a
resource as a tenant-by-the-entirety, the entire equity value of
the resource is counted as available to the member.

(5) Countability

(i  General rule for tenancy-in-
commeon and joint tenangy

L

With the exception noted in (if) below and subject to the presumption
under § 29.09(d)(3) regarding real property joint ownerships created
within 60 months prior to the date of the MABD application,, AHS
assumes, absent evidence to the contrary, that each owner of shared

Y27 VSA § 2(b)

D4,
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property owns only their fractional interest in the property. The total value
of the property is divided amang all of the owners in direct proportion o
the awnership share held by each.

(i) Exception. Accounts in
financial institutions

Far an account in a financial institution, AHS assumes that all of the funds
in the account belong to the individual. If another member (or members}
of the individual's financial responsibility group is on the account, AHS
assumes the funds in the account belong to those account owners in
equal shares,

(d) Exceptions to general valuation
rule

The following paragraphs describe exceptions fo the general valuation
rufes described in paragraph (a) above.

{n Annuiti_es

Unfess an annuity is excluded as a resource under § 29.08(d)(1) or, for
purposes of MABD for long term care services, treated as a transfer
under § 25.03(h), the fair market value of an annuity is counted. The fair
market value is equal to the amount of money used to establish the
annuity and any additional payments used to fund the annuity, plus any
earnings and minus any early withdrawals and surrender fees. If
evidence is furnished from a reliable source showing that the annuity is
worth a lesser amount, AHS wilf consider a lower value. Reliable sources
include banks, other financial institutions, insurance companies, and
brokers, as well as any other source AHS considers, in its discretion, to
be reliable.

(2) Life estates

Unless a life estate interest in property is exciuded under § 29.08(a)(6) or
the fair market value of the entire property (the life estate and the
remainder) is counted as a resource, the fair market value of a fife estate
interest in property is established by muitiplying the fair market value of
the property at the time the life estate interest was created by the number
in the life expectancy table that corresponds with the individual's age at
that time. The life estate table is found in the SSA’s POMS at SI
01140.120 {https.//secure.ssa.qov/apps10/poms.nsfinx/0501 1401200, If
an individual submits evidence supporting another method of establishing
the fair market value of a life estate, AHS will make a decision about what
method to use. If AHS decides not to use the method submitted, it will
provide the individual with a written notice stating the basis for its
decision. -

(3} Jointly-owned real property

Regardless of a co-owner's refusal to sell jointly-owned real property
pursuant to the resource exclusion under § 29.08(a)(5)(i), AHS presumes
that a member of the financial responsibility group that owns real property
jointly with another person (or persons) owns the entire equlity value of the
real praperty if the joint ownership was created less than 60 months prior
to the date of the MABD application. This presumption may be rebutted
by a showing, through reliable sources, that the other joint owner {or
owners) purchased shares of the property at fair market value. Reliable
sources include cancelled checks or property transfer tax returns, When it
has been established that one or more other co-owners purchased their
shares of the property, the proportional interest owned by the member is
counted. '

(4) U. 5. savings bonds

Unless a U. S, savings bond is excluded under § 29.C8())(11}, it is
counted as a resolrce beginning on the date of purchase. To establish
the value of the bond, the Savings Bond Calculator of the Comprehensive
Savings Bond Value Table on the U. S. Bureau of Public Debt's internet
website at www.publicdebt treas.gov/savisavcale.htm is used.
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Alternately, AHS cbtains the value by telephone from a local bank. The
following general rules apply to valuation:

(i) Series E and EE bonds are valued at their purchase price.
(i) Series | bonds are valued at their face value.

{ii) Service HH bonds are valued at their face value.

(5)

Income-producing
promissory notes and
contracts

(iy  Unless the promissory note or other income-producing
resource (contract) is excluded under § 29.08(d)(2) or, for
purposes of MABD for long-ferm care services, treated as a
transfer under § 25.03(i), the fair market value of a promissory
note or contract is counted. Regardless of negotiability, fair
market value equals the amount of money used to establish
the note or contract and any additionai payments used to fund
it, plus any earnings and minus any payments already
received. If evidence is furnished to AHS of a good faith effort
to seil the note or contract by obtaining three independent

~ appraisals by reliable sources which reflect that the value of
the note or contract is less than fair market value, AHS will
consider the note or contract available to its owner only in the
amount of this discounted value. Reliable sources include
banks, other financial institutions, insurance companies, and
brokers, as well as any other source AHS considers, in its
discretion, to be reliable.

(i) Foran individual requesting MABD for long-term care services,
anote or contract valued at a discount either will be treated as
an available resource at the discounted amount or subject to a
transfer penaity o the extent of the amount discounted from
the fair market value, in the discretion of AHS. Where the note
or contract is determined to have no value on the open marksat,
a transfer penalty will be applied for the full value used to
establish the note or contract and any additional payments
used to fund it, plus any earnings and minus any payments
already received.

(8)

Substantial home equity

()

Definition: Home equity

The value of a home based on the town's assessment adjusted by the
commen level of appraisal (CLA}, minus the total amount owed on it in
mortgages, liens, or other encumbrances. When an individual requesting
MABD owns their home in a joint ownership with someone other than
their spouse, absent evidence to the contrary, the individuai's equity
interest in the home is reduced by the amount of the other joint owner's
equity interest when the other joint owner resides in the home.

(i)

Counting rule

(A} Ahome is considered a resource, for purposes of eligibility for
MABD for long term care services, when the owner’s equity in
the home is substantial. See Vermont's Medicaid Procedures
Manual for the current substantial home equity imit. The
substantial home equity limit increases from calendar year to
year based on the percentage increase in the consumer price
index for all urban consumers (all items; United States city
average) rounded to the nearest $1,000.

{(B) Substantial home equity precludes payment for MABD for
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long-term care services unless one of the following individuals
lawfuily resides in the home:

sy o

(1} The owner's spotise;
{Ih The owner’s child who is under age 21; or

(i1} The owner’s child who is blind or permanently and totally
disabled, regardless of age.

(C) Aindividual with excess equity in their home who is found
inefigible for MABD for long-term care services may receive
other Medicaid services besides long-term care services if
they meet the eligibility criteria for a coverage group that -
covers services other than long-term care services.

() Hardship waivers

An individual who is ineligible for MABD for Iong—term"care services due to
excess equity in their home may request an undue hardship waiver based
on the criteria specified at § 25.05.

(iv) Reverse mortgages and
home equity lcans

An individual is permitted to use a reverse mortgage or home equity loan
to reduce their equity interest in their home. In such circumstances, the
funds are valued as follows:

(A) The existence of a line of credit is not considered to diminish
the equity value except in amounts from the line of credit
actually paid to the borrower.

(B) During the month of receipt, lump-sum payments are an
excluded resource (§ 29.08(a)(4)) and proceeds paid in a
stream of income are exciudable income (§ 29.13(b)(30)).
Lump sum payments from home equity loans retained for
more than a month continue to be an excluded resource.
Lump sum payments and streams of income are subject to
transfer penalties if given away in the month of receipt or
thereafter. _

29.10 Determination of countable resources (10/01/2013, 13-12F)

(a) Ingeneral

Countable resources are determined by combining the resources of the
members of the financial responsibility group, as described in § 29.03,
and comparing them to the resource standard of the Medicaid group, as
described in § 29.04. Countable resources are determined for different
types of Medicaid groups: adults without spouses, adults with spouses,
children, and individuals requesting MABD for long-term care services. If
the resources of the Medicaid group fail below or are equal to the
applicable resource standard, the resource test is passed. if an eXCess
resource amount remains after all exclusions have been applied (see §
29.08), the individual has not passed the resource test. An individual may
become eligible for MABD by spending down or giving away excess
resources as provided in § 30.00 subject to transfer of resource rules (see
§ 25.00) for those seeking MABD for long-term care services.

(b} Determining countable resources
for individuals other than children

The general rule in paragraph (a) above is followed to determine whether
totai resources, after exclusions, of an individual other than a child falls
below the resource maximum for one.
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{c} Determining countable resources
for individuals with spouses and
notin long-term care

The general rule in paragraph (a) above is followed to determine whether
the total resources, after exclusions, of an individual living with their
spouse and requesting MABD, other than MABD for long-term care
services, falls below the resource maximum for two.

(d} Determining countable resources
for children

{1} Unless otherwise specified in the coverage group rules at §§
8.05 and 8.06, the countable resources of an eligible child are
determined by:

(il Combining the resources of the parents living with the child
with the child’s resources, until the child reaches the age of 18;

(i) Subtracting the resource maximum for one, if one parent, or
two, if two parents, from the parent's countable resources; and

(i) Deeming and adding the remainder to the child's own
countable resources.

{2) If the child's total countable resources fall below the resource
maximum for one, the resource test is passed.

{e) Determining countable resources
for individuals requesting long
term care who have spouses

For an individual requesting MABD for long-term care services who has.a
spouse, the resource evaluation process of assessment and allocation Is
performed as set forth in this paragraph at the beginning of the first
continuous period of long-term care. An individual discharged from long-
term care and readmitted later does not undergo these steps again; only
the resources of, and any new transfers by, the readmitted individual are
counted. An institutionaiized spouse (sometimes referred to in this. ruie as
the “IS") who receives additional resources after allocating less than the
community spouse resource aflocation (CSRA) maximum to their
cormmmunity spouse (sometimes referred to in this rule as the ‘CS"y and
being found eligible for MABD for long-term care services, may, until the
first annual review of their efigibility, continue to transfer resources to the
CS up to a combined total transfer of no more than the CSRA maximum.
After the [S's first regularly-scheduled annual redetermination of eligibility,
no further transfers are allowed even if the CSRA maximum has not been
allocated to the CS; the rules regarding transfers apply after the 1S’s first
regularly-scheduled annual redetermination (see § 25.00)

(1) Assessment of fesources for
individuals with community
spouses

At the time of admission to long-term care and application for MABD for
long-term care services, including long-term care services in the
individual's home or community-based setting, AHS completes an
assessment of resources. An individual or their spouse may also request
aresource assessment prior fo admission to long-term care, AHS
provides a copy of the assessment to each spouse and retains a copy.
The assessment must include at least: -

(i The fotal value of countable resources in which either spouse
has an ownership interest;

(i) The basis for determining total value;
(i) The spousal share or one-half the total:

(iv) Conclusion as to whether the IS would be eligible for MABD
based on resources; '

{(v)__The highest amount of resources the 1S and CS may retain
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and still permit the IS to be eligible;
(vi) Information regarding the transfer of assets policy; and

(vii) The right of the IS or the CS to a fair hearing at the time of
application for MABD.

(2}  Allocation of resources for
individuals with-community
spouses

(i  An allocation of resources is completed at the time of the 1S's
application for MABD for long-term care services, as follows:

(A) The total countable resources of the couple are determined at
the time of the application for MABD for long-term care
services, regardless of which spouse has an ownership
interest in the resource;

(B) The greatest of the following is deducted:
() CSRA maximum:
() Amount set by a fair hearing, or

(It Amount transferred from the IS to the CS under a court
order.

(i) The remaining resources allocated to the IS are compared to
the resource maximum for one to determine whether or not the
IS passes the MABD resource test. If the IS does not pass the
resource test, see the spenddown provisions at § 20.00.

(i) The resources of the CS are considered available to the IS
unti! the month after the month in which the IS becomes
eligible for MABD for long-term care services. If the CS fails to
make the resources accessible to the IS, after AHS has
determined that they are available, AHS may stilf grant the IS
MABD for long-term care services if

(A} The IS assigns any rights to support from the CS to AHS; or

{B) Denial of MABD for long-term care services would work an
undue hardship, ‘zs specified in § 25.05.

(iv) The CS is provided with the amount determined to be the
share of the CS {or to someone else for the sole benefit of the
CS}. Any transfer of resources from the IS to the CS must be
completed by the next review of eligibility of the IS. The
transfer will be verified at the next regularly scheduled
redetermination of the IS's eligibifity.

(v) Forpurposes of allocation, an “assisted living” facility is
considered a community setting and not an institution for long
term care services provided that the assisted living facility
does not include 24-hour care, has privacy, a lockable door,
and is a homelike setting. An IS is permitted %o allocate
income and resources to a CS when the CS resides in an
assisted living facility.

29.11 Overview of income requirements (10/01/2013, 13-12F)
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{a) Definition: Income

Any form

of cash payment from any source received by an indivicual or

by a member of the individual's financial responsibitity group. Income is
considered available and counted in the month it is received or credited to
the individual with the exception of a lump sum receipt of earnings such
as sale of crops or livestock. These receipts are only counted if received
during the six-month accounting period and are averaged over the' 3|x-
month period.

(b} Counting rules

g

(2)

All earned and unearned income of an individuat who is aged,
biind or disabled and of the members of the individual's financial
responsibility group is counted except income that is specifically
excluded (see § 28.13) or deducted (see § 29.15). Ail countable
income is verafied

Countable income depends on the coverage group for which an
individual is eligible. It is determined according to the rules at
subsection 29.14 and compared to the highest applicable
income standard. If total countable income for the Medicaid
group exceeds the income standard for every coverage group in
8% 8.05 and 8.06, the individual is denied eligibility and given a-
spenddown (see § 30.00),

29.12 Types of income (10/01/2013, 13-12F)

{2) Ingeneral

This subsection describes the kinds of income considered when
determining MABD eligibility. ‘

(b) Earned income

Eamed income includes the foliowing:

(1

)

Gross salary, wages, commissions, bonuses, severance pay
received as a result of employment. :

Income from seifﬂemployment {see (c) below for more

~ information about self-employment income).

(4)
(0

Payments from Economic Opportunity Act of 1964 programs as
recipients or employees, such as:

Youth Employment Demonstration Act Programs;
Job Corps Program (Title I, Part A); |

Work Training Programs (Title |, Part B);

Work Study Programs (Tifle I, Part C);
Community Actien Programs (Title |l); and

Voluntary Assistance Program for Needy Children (Title 11);
and

Income from:

Employment under Title | of the Elementary and Secondary '
Education Act (e.g., as a teacher’s aide, lunch room worker
ete.);
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(i)

(i)

Wages from participation in the Limited Work Experience
Program under the Workforce Investment Act of 1998 (29 U.
5. C. §794d); and

Earnings from the Senior Community Service Employment
{SCSE) program.

(c) Self-employment income

(1)

)

Net earnings from self-employment are counted. Net earnings
means gross income from any trade or business less the
allowable deductions specified in § 29.15(a)(1).

Tax forms are used to determine countable income from self-
employment. An individual who states that the income on their
tax forms is no longer reflective of their situation may submit
alternate documentation.

When the individual's business has been the same for several
years, income reported on tax forms from the last year is used.

When the individual's business was new in'the previous or
current year and the individual has business records, income
reported on tax forms and other available business records is
divided by the number of months the individua!l has had the
business,

When the individual's business has no records, is seasonal or
has unusual income peaks, income reported on the individual's
signed statement estimating annual income is included.

{d) Unearned income

(2)

Any payment other than earned income from any source
received by an individual or by a member of the individual's
financial responsibility group. It is the gross payment, less _
allowable deductions at § 29.15{(b). Periodic benefits received
by an individual as urnearned income are counted.

Unearned income includes income from capital investments in
which the individual is not actively engaged in managerial effort.
This includes rent received for the use pf real or personal
property. Qrdinary and necessary expenses of rental property
such as interesl on debts, state and loca! taxes, the expenses of
managing or maintaining the property, etc. are deducted in
determining the countable unearned income from this source.

" The deduction is permitted as of the date the expense is paid.

(3)

(i
(iii)

Depreciation or depletion of property is not a deductible
expense. . :

Unearned income also includes, but is not limited to, the
following:

Sociat Security retirement, disability,r S8, or survivor benefits
for surviving spouses, chiidren of a decedent, and dependent
parents;

Raiiroad Retirement;

Unemployment compensation;
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(iv) Private pension plans;
(v) Annuities;
(vi) Interest earned on life insurance dividends;

(vii) Regular and predictable voluntary cash contributions received
from friends or relatives:

(vili) Cash prizes or awards;

(ix) Withheld ovérpayments of unearned incoMe, unless the .
overpayment was counted as income in determining Medicaid
ekigibility in the month received;

{x) Royalty payments to holders of patents or copyrights for which
no past or present work was or is involved;

(xi) Retroactive Retirement, Survivors and Disability Insurance
(RSDI) benefits for an individual with drug addiction or
alcoholism {such berefits are treated as if they had all been
received in a lump sum payment, even if paid in instaflments);

(xii) Veteran's Administration (VA) pension, compensation and
educational payments that are not part of a VA program of
vocational rehabilitation and do not include any funds which
the veteran contributed;

(xitf) Interest payments received by the individua! on an income-
producing promissory note or contract (such as a property
agreement or loan agreement) when the individual is the
lender and the note or contract is exciluded as a resource
under § 29.08(d)(2).

(xiv} Alimony and support payments received; and

(xv) Death benefits received by an individual to the extent the
benefits exceed what was paid by the Individual for the
expenses of the deceased person's last iliness and burial.

29.13 Income Exclusions (10/01/2013, 13-12F)

(a) Earned income exclusions The following are excluded from earned income:

(1) Support service payments made directly to the providers of

‘ services in the Limited Work Experience Program under the
Workforce Investment Act of 1998 (29 USC § 794d) or needs-
based payments of $10 per day made to participants in the
program.

{2) The earned income of an individual under the age of 22 who is
a student regularly attending school. This applies tc wages
received from regular employment, self-employment, or
payments from the Neighborhood Youth Corps, Work Study and
similar programs.

L ' ' (3) _Infrequent or irregular earned income received, not toc exceed
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(8)

$30 per calendar quarter.
Any in-kind assistance received from others.

Earned Income Tax Credit payments (both refunds and
advance payments).

Earned income of a working disabled individuat when
performing the second step of the categorically-needy eligibility
test redetermining net income, set forth in § 8 05(d).

Earned income of a child under the age of 18,

Wages paid by the Census Bureau for temporary employment.

{b) Unearned income exciusions

Unearned income exclusions are limited to the following:

()

2

0

(i}

(i)

(iv)

(v)

(vi)
(3}

(6)

Expenses incurred as a condition of receiving the unearned
income. For example, guardianship fees may be deducted from
unearned income if having a guardian is a requirement for
receiving the income, or attorney fees and court costs may be
deducted from unearned income if they were incurred in order
to establish a right to the income.

The following VA payments:

Portion of pension or compensation payment for aid and
attendance and housebound allowances, even when the
provider is a spouse or a parent of the veteran;

Augmented portion of pensions, compensation or other
benefits for a dependent of a veteran or a veteran's spouse:;

$20 from educational benefits to the veteran funded by the
government;

Educational benefits paid as either part of a pian of vocational
rehabilitation or by withdrawals from the veteran's own
educational fund;

Clothing aliowance; and

Payment adjustments for unusual medical expenses.
Ordinary and necessary expenses of rental property and other
capital investments except depreciation or depletion of property.
This includes, hut is not fimited to, interest on debts, state and

locai taxes. The expenses of managing or maintaining the
property, as of the date the expense is paid, are deductiple.

The first $20 per month of any unearned income unless all of
the unearned income is from a source that gives assistance
based on financial need.

Any public agency’s refund of taxes on food or real property.

Infrequent or irregular unearned income received, not to exceead
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(10)

(1)

(13)

(14)-

(15}

(16)

(1

(18)
(19)

(20}

1)

(22)

{23)

$60 per calendar quarter.

Bills paid directly to vendors by a third parfy. '

Replacement of lost, stolen or destroyed income.
Weatherization assistance.

Receipts from the sale, exchang.e or reptacement of a resource,

Any assistance based on need which is funded wholly by the
state, such as General Assistance.

Public assistance benefits of any person who is living with the
individual, as well as any income that was used to determine
the amount of those benefits,

Any portion of a grant, scholarship or fellowship used to pay
tultion, fees or other necessary educational expenses.

Home produce used for personal consumption.

Assistance and interest earned on assistance for a catastrophe
from the Disaster Relief and Emergency Assistance Act or other
comparable assistance provided by the federal, state or local
government,

frregular and unpredictable voluntary cash contributions or gifts
received from friends or reiatives.

Payments for providing foster care for children or adults blaced
in the individual's home by a public or private non-profit
placement agency.

One-third of child support payments received for a child in the
household of the individual. NOTE: The remaining two-thirds of
the support payments are considered the unearned income of
the child received from the absent parent.

income paid for chore, attendant or homemaker services under
a government program, such as Title XX personal services
payments-or the §30 VA Aid and Attendance payments to
veterans in nursing homes.

Any “in-kind" assistance received from others.
Assistance provided in cash or in kind {including food, clothing,
or shefter) under a government program that provides medical

care or sefvices (including vocational rehabilitation).

That portion of a benefit intended to cover the financial need of

“other individuals, such as AABD-EP grants.

Retroactive payments of S3I, AABD or OQASDH benefits if the
payments were included in determining financial eligibility for
Medicaid in the month it was actually owed to the individual.

Part & — Page 49




(24)

(25)
(26)
(27)

(28)

(29)

(30)

(31)

(32)

(33)

34
(35)
(36)

(37)

Home energy assistance provided by a private nonprofit
organization or a regulated supplier of home energy.

State-administered victims’ compensation payments.

State or local government relocation payments.

Payments occasioned by the death of another person to the
extent that they are used to pay for the deceased person's last

illness and burial, including gifts and inheritances.

Earned Income Tax Credit payments (both refunds and
advance payments).

Social security disability insurance benefits (S5DI) and veterans
disability benefits provided to working disabled persons when
determining categorically-needy eligibility, specified in § 8.05(d).

Income from a home equity conversion plan in the month
received.

Dividends paid on life insurance policies.

Payments made by someone other than the individuai to a third-
party trust for the benefit of the individual.

Interest and dividend income from a countable_ resource or from
a resource excluded under a federai statute other than Section
1613 of the Act.

Any interest on an excluded burial space purchase agreement if
left to accumulate as part of the value of the agreement.

Any amount refunded on income taxes that the individual has
ajready paid.

Proceeds of a loan in the month received when the individual is
the borrower because of the borrower’s obligation to repay.

Exclusions based on federal law as set forth in § 29.08(i)(9).

29.14 Determination of countable income (10/01/2013, 13-12F)

{a) In general

(1)

(2)

()

The earned and unearned income of the members of the
financial responsibility group is counted. Income is considered
available and counted in the month it is received or credited to
the member. '

The general approach AHS follows when it determines
countable income for MABD is set forth below. These general
rules apply to all individuals.

Determine income of the financial responsibility group.

(i) The income of all members of the financial responsibility group

is combined, and the appropriate exclusions (see § 29.13) and
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(3i)
(v}

(3)

standard deductions applied {see § 29.14).
Compare countable income to the applicable income standard.

An individual passes the income test when their Medicaid
group's income does not exceed the appropriate PIL, or the
applicable income maximum, whichever is higher. An
individual with income greater than the applicable income
standard may establish financial eligibility by incurring eligible
medical expenses that at least equal the difference between
their countable income and the applicable PIL.

The following subsections specify how income is allocated and
deemed based on the type of coverage sought and the size of
the financial responsibility group.

(b} Financial responsibility group of
one individual seeking MABD
_other than MABD for long-term
care

Common

financial responsibiiity groups of one include a single adult, an

individual residing in a residential care home, and a child seeking Katie
Beckett coverage. AHS determines countable income for an individual
seeking MABD, other than MABD for long-term care services, with a
financial respansibility group of ane as follows:

(1
@)

(3)

(9)
(10}

)

Determine and combine the total countable unearned income of
the individual.

Subtract a $20 disregard unless all the unearned income is from
a source that gives assistance based on financial need.

Deduct an allocation for each ineligible child in the household
for whom the individual is financialfly responsible. The amount of
each aliocation is equal to the maximum allocation amount
minus any countable income of the child. If the unearned
income is not at least equal to the applicable allocation amount,
any remaining allocation may be deducted from earned income.

Deduct from unearned income amounts used to comply with the
terms of court-ordered support or Title IV-D support payments.
If unearned income is insufficient, any remaining amounts may
be deducted from earrned income.

Determine and combine the individual's countable sarned
income.

Deduct any remaining amount of the $20 disregard, ailocations
for children and child support payments from the earned
income.

Deduct $65 from the remaining earned income,

Deduct allowable work expenses for the disabled (§
29.15{a)(3)).

Deduct one-half of the remaining earmed income.

Deduct any allowable work expenses for the blind (§
28.15{a}{(2)).

Combine the remaining earned income with any remaining
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(12)

(13)

unearned income.

Deduct the amount of any income of a blind or disabled
individual that is necessary for them to carry out a Pian to
Achieve Self-Support (PASS), if applicable.

The result is the individual's countable income for the month.
Compare it to the PIL or the SSI/AABD payment standard for
one, whichever is higher.

(c} Financlal responsibility group of
two seeking MABD other than
MABD for long-term care services

Countable income for MABD for any individual with a financial
responsibility group of two is determined according to the rules under
paragraph (b) above, as well as the foliowing additional rules:

(1)

(2

(i

Leem income at step (7). Earned and unearned income is
deemed to the individual at step (1) from their ineligible spouse
or ineligible parent, except no income is deemed fo an individual
from their ineligible children.

Allocate income at step (3). Income is allocated from the
financial responsibility group to each member of the financial
responsibility group who is not applying for MABD at step (3} in
the following amounts:

For a child, the difference betweer the SSI federal payment
rate for one and the-SSI federat payment rate for a couple is
allocated. The allocation is reduced for ineligible children if
they have income, unless the ineligible children are students
with earned income. No allocation is made to children
receiving public assistance.

For a parent in a one-parent financial responsibility grou p, the
S5l federal payment for one is allocated.

For parents in two-parent financial responsibility groups, the
551 federal payment for two is allocated.

Count income at step (13) for an individual requesting MABD
who has a spouse. Countable income for an individual whose
spouse is not requesting MABD is determined, according to the
rules under paragraph (b) above, except at step (13} the
countable income of the Medicaid group is compared fo the PIL

or the SSI/AABD payment standard for two, whichever is higher\.

{d} Parentand child living together
seeking MABD, other than MABD
for long-term care services

These groups include a parent who is aged, blind, or disabled and a child
who is biind or disabled. When a parent and an eligible child in the same
household both request MABD, countable income is determined as a
financiai responsibility group of two as follows:

9

Determine the net income available to the parent following the
steps under paragraph (k) if the parent is singie, or under
paragraph (c} if the parent has a spouse, excent do not allocate
any income to the eligiole child. Compare the parent's income to
the PIL for one or, if married, the SSVAABD payment standard
for two. If the parent’s countable income is below the highest
applicable income standard, the parent has passed the income
test for efigibility. If the parent’s income exceeds the highest
applicabie income standard, deem the amount of income in

Part 5 ~ Page 52




2)

spenddown requirements of both the parent and child because

excess of the highest applicable income standard to the e!igiblej
child as unearned income.

Determine the child's countable income by deeming any income
from (1) above and then following the steps in paragraphs
(e)}(3)(iv) through {xiv). If the child’s income is less than the PIL,
both the parent and the child pass the income test for MABD
eligibility.

When both a parent and child have a spenddown requirement,
the parent and child will pass the income test once the child’s
spenddown requirement has been met because the parent's
excess income was deemed to the child. If the parent’s
spenddown requirement is less than the child's and the parent
meets their spenddown requirement, the parent will become
eligible. The child, however, will remain ineligible until the
remainder of the child’s spenddown is met. The parent's
incurred eligible medical expenses are deducted from the

the parent’s income was included in both income computations.

(e) Children seeking MABD, other
than MABD for lorig-term care
services (excluding Katie Beckett)

(1

(i
(if}

(iify Long-term care services (see paragraph (f} beiow).

(2)

(3)

(i)

(if}

(i)

The provisions of this paragraph generally apply when
countable income for an eligible child is determined as a
financial responsibility group of one. They do not apply in the
following contexts:

Katie Beckett (see paragraph (b) above);

A child whose parent also requests Medicaid (see paragraph
(d} above); or

Since parents are financially responsible for their children, their
income must be considered avaitable to their eligible child
requesting MABD, until the child reaches the age of 18.

AHS determines countable income in applicable cases as
foilows:

Determine the tofal countable income, both earned and
unearned, of the parents living with the child.

Deduct an allocation épecified in paragraph (c){2)(ii)(B) of {C)
for the needs of the parents living in the household from the
total countable income of the parents.

Deem the remaining amount to the child. If there is more than
one blind or disabled child in the household, divide the
remainder by the number of blind or disabled children and
deem an equal portion to each. Do not deem more income to a
child than the amount which, when combined with the child’s
own income, would bring their countable income to the PIL. [f
the share of parental income that would be deemed to a child
makes that child ineligible because that child has other
countable income, deem parental income to other blind and
disabled childrer under age 18 in the household and no
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(vi)
{vii)

portion to the child.

Add the child's own unearned income. This is the tdtal,
unearned income.

Deduct the $20 disregard. This is the total countable unearned
income.

Determine the earned income of the child.

Deduct the balance of the 320 disregard. |

(viil) Deduct the $65 earned income exclusion from any earned

(ix)

(x)
(xi)

{xif)

income.

Deduct any allowable work expenses of a disabled child (§
29.15(a)(3).

Deduct one-half of the remaining earned income.

Deduct any allowable work expenses of a blind child (§
29.15(a)(2).

Combine the remaining earned and unearned income.

{xiii) Deduct the amount of any income that is necessary to carry

{xiv

out a Plan to Achieve Self-Support (PASS), if applicable.

) The resuit is the child's countable income. Compare it to the
PIL for one. A child with income below the PIL passes the
income test.

{fy Individuals seeking MABD for
long-term care services

Countable income for an individual requesting MABD for long-term care
services is determined as follows;

(1

(2)

(3)

- The countable income of the individual is compared to the

applicabie income standard for their coverage group beginning
with the date of admission to long-term care.

The institutional income standard (11S) for an individual equals
300 percent of the maximum SSI federal payment to an
individual living independently in the community. The IS fora
couple equais twice the IS for an individual.

When an individual is in a nursing facility and AHS has an
indication that they will need long-term care for fewer than 30
days, AHS uses the PIL for the month of admission, and applies
the rudes for MABD other than MABD for long-term care
services. :

(g) Long-term care individuals in an
institution

(i)

Countable income for an individual seeking MABD for long-term
Care services in an institution is determined according to the
rules under paragraph (b) above, except AHS:

Allocates income to the individual's community spouse,
dependent children and for home upkeep, according to the
rutes in § 24.04;
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(if) Allocates a personal needs allowance to the individual, and

(ify Compares the countable income of the Medicaid group to the
IS beginning with the date of admission to long-term care.

{2y For anindividual whose gross income exceeds the IS, AHS
determines whether they may spend down. their excess income
to the PIL to estabfish their financial eligibility as medically
needy, according to the rules at § 30.00. AHS determines
whether the individual has incurred efigible medical expenses

- that equal the difference between their countable income and
the PIL.

{hy Long-term care individuais
seeking services in their home or
community-based setting

(1) Countable incorne for an individual for MABD for long-term care
sefvices in their home or in a community-based settingis
determined according fo the rules under paragraph (b) above,
except AMS;

(i) Allocates income to the individual's community spouse and
dependent children according to the rules'in § 24.04: and

(i) Allocates a community maintenance allowance to the
individual; and

(i) Approves income eligibility if the individual:
(A) Has gross income that does not exceed the IIS; or

(B) Passes the net income test for an individual working with
disabilities (see § 8.05(d)}.

(2) For an individual whose gross income exceeds the IS, AHS
determines whether they may spend down their excess income
to the PIL. to establish their income eligibility as medically needy
using the rules at § 30.00. AHS determines whether the
individual has incurred eligible medical expenses that equal the
difference between their countable income and the PIL,

29.15 income deductions (10/01/2013, 13-12F)

Deductions from earned income, including self employment, and from
unearned income are allowed.

{a) Earned income deductions

A deduction of $65.00 and one-half of the remainder applies to all
determinations of eal_'ned income.

(1) Business expenses

Deductions of business expenses from self-employment income are
limited to the following:

(iy Operating costs necessary to produce cash receipts, such as
office or shop rental; taxes on farm or business property; hired
help; interest on business loans; cost of materials, livestock
and equipment required for the production of income; and any
business depreciation.

(i) The cost of any meais providad to children for whem an
individual provides day care in their own home, at the currently
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(iv}

(v}

allowed rate per meal.

(it) The actual operating expenses necessary to produce cash

receipts for commercial boarding houses: an estabiishment
licensed as a commercial enterprise that offers meals and
lodging for compensation, or, in areas without iicensing
requirements, a commercial establishment that offers meals
and lodging with the intention of making a profit.

Room and board, alone or as part of custodial care, provided
that the amount shall not exceed the payment the household
receives for room and board.

Foster care payments made by AHS to licensed foster homes,
including room and board of children in the custody of and
placed by AHS when the Medicaid group includes a foster
parent.

Ordinary and necessary expenses for active management of
capital investments, like renial property. These may include
fire insurance, water and sewer charges, property taxes, minor
repairs which do not increase the value of the property, lawn
care, snow removal, advertising for tenants and the interest
portion of a mortgage payment.

(2) Work expenses of blind
individuals

(i
{ii)

(iii)

V)
(Vi)
(vii)

(ix)
()
(xi)

In addition to other allowable deductions, work expenses from income of a
blind individual include the following:

Cost of purchasing and caring for a guide dog:

Work-related fees such as licenses, professional association
dues or union fees:

Transportation to and from work including vehicle
madifications;

Training to use an impairment-refated item such as Braille or a

- work-related item such as a computer;

Federal, state and local income taxes:
Social Security taxes and mandatory pension contributions;

Meals consumed during work hours:

{vili) Attendant care services;

Structural modifications to the home; and
Medical devices such as wheelchairs,

NOTE: Rates for mileage reimbursement are the rates
established by the U.S. General Services Administration. The
rates fluctuate periodically. For the current rate, refer to the
U.S. General Services Administration's website at
www.gsa.govimileage

(3) Work expenses of disabled

In addition to other allowable deductions, work expensés from income of ér
disabled individual include the following:
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individuals {iy ~ Transportation to and from work, including vehicle
madifications;
(i) Impairment-related fraining;
(i) Aftendant care:
(ivy Structural modifications to the home; and
(v) Medical devices such as wheelchairs.
(vi} NOTE: Rates for mileage reimbursement are the rates

established by the U.S, Generai Services Administration. The
rates fluctuate periodically. For the current rate, refer to the
U.S. General Services Administration’'s website at

www gsa.gov/mileage

{b) Unearned income deductions

The following are deducted from unearned income:

{1

(2)

$20, unless the source of the | income gives all assistance based
an financial need; and

Amounts used to comply with the terms of court-ordered
support or Title IV-D support payments.

30.00  Spenddowns (10/01/2013, 13-12F)

{a) In general

()

(2)

(3)

When the total countable income or resources of a Medicaid
group exceeds the appiicable income or resource standard for
eligibility after allocations are made, and exclusions and
disregards are applied, an individual requesting MABD,
including MABD for long-term care services, may use the
spenddown provisions set forth in this section to attain financial
efigibility. As stated in § 28.04(c), the income spenddown
provisions under this section also apply to an individual
requesting MCA whose income exceeds the applicable income
standard for eligibility and who is seeking MCA eligibility as
medically needy and is subject to an income spenddown in
order to be eligible.

Spending down is the process by which a Medicaid group incurs
allowable expenses to be deducted from its income or spends
resources to meet financial eligibility requirements.

Spenddown is calculated using an accounting period of either
one or six months, depending on the type of MABD services
requested (see § 30.02)

30.01 Definitions (10/01/2013, 13-12F)

{(a) Accounting period

The one-month or six-month span of time used to budget the income of
an individual requesting MABD

(b} Community living arrangement

(n

A community living arrangement includes any residence, such

- as a house, apartment, residential care home, assisted living

facility, boarding house, or rooming-house. In a cocmmunity
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fiving arrangement, the individual requesting MABD obtains and
pays for bastc maintenance items, such as food. sheiter,
clothing, personal needs, separately from medical care. The
individual requesting MABD may live alone, as a member of a
family, or with non-relatives. '

(2)  An individual requesting MABD for long-term care services is
not considered to be in a community living arrangement.

{c) Hospice services

Anindividual receiving heospice services is considered fo be in a long-
term care living arrangement. An individual receiving hospice services is:

(1) Terminally ifl;

(2)  Would be eligible for MABD for long-term care if they lived in an
institution; and

(3) Needs additional interdisciplinary medical care and support
services to enable them and their families to maintain personal

involvement and quality of life in their choice of care setting and
site of death.

(d) Long-term care living
arrangement

An individual requesting MABD for long-term care services, including .
long-term care services in their home orin a community-based
setting, is considered to be in a long-term care living arrangement.
MABD efigibility is determined according to long-term care Medicaid
eligibility rules. Institutional living includes nursing facilities, rehabilitation
centers, and intermediate care facilities for people with developmental
disabilities (ICF-DD).

(&) Income spenddown

The amount of quaiifying medical expenses a Medicaid group must incur
to reduce its excess income to the maximum applicable to their MABD
coverage category.

{1 Resource spenddown

The amount a Medicaid group must spend to reduce its excess resources
to the resource standard applicable to the appropriate MABD coverage
category. :

(@) Waiver services

An individual receiving waiver services, as defined in § 3.00, is
considered to be in a long-term care living arrangement. An individual
receiving waiver services: '

(1)  Would be etligible for MABD for long-term care services if they
lived in an institution; and

(2) Needs enhanced residential care, home-and-community-based
. care, traumatic brain injury services, developmental disability
services, or children’s mental heaith services in order to live in

the community.

30.02 Accounting p

eriods (10/01/2013, 13-12F)

{a} Accounting periods are based on
living arrangements

The length of the accounting period used to compute spenddown
requirements depends on the living arrangement of the individual .
requesting MABD. For the purposes of MABD eligibility, an individual

_may be in a community living arrangement or a long-term care living
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arrangement.

{b} Six-month accounting period for
community living arrangement

(1)

2

3)

A six-month accounting period is used to determine spenddowh
requirements for an individual in a communsty l|vmg
arrangement.

The six-month period begins with the first month for which
MABD is requested, usually the month of appiication. If MABD
is requested for expenses incurred during any one or more of
the three months preceding the month of application, the six-
month period begins with the earliest of these three months in
which expenses were incurred and the individual met all other
eligibility requirements.

To determine the amount of income an individual must spend
down, AHS makes reasonable estimates of future income,
subject to review and adjustment if the individual's
circumstances change during the remainder of the six-month
accounting period.

(c} One-month accounting period for
long-term care living arrangement

A one-month accounting period is used to determine
spenddown requirements for an lndlvzdual in a long-term care
living arrangement, - -

The one-month accounting perind begins with the first calendar
month during which the individual is in a long-term care living
arrangement for any part of the month, applies for MABD for
long-term care services for that month, and meets the general
and categorical requirements for MABD for long-terin care
services eligibility.

The one-month accounting period ends with the last calendar
month during which the individual is in long-term care fiving
arrangement far any part of the month and passes all other
MABD for long-term care services eligibility tests.

30.03 Spend down of excess resources and income — in general (10/01/2013, 13-

12F)

An individual who passes all nonfinancial eligibility tests may qualify for

MABD by spending down the income or resources that are in excess of

the maximums applicable fo them. The income and resource maximums
for each eligibility category are specified in the descriptions found in §§

8.05 and 8. 06 and in Yermant's Medicaid Procedures Manual.

30.04 Resource spenddowns {10/01/2013, 13-12F)

(a) Spending down excess resources

(1)

“An individual requesting MABD with excess resources is

determined to have passed the resource test upon proof that
the excess resources are no longer held as a resource and
have actuaily been spent or given away. However, an individual
with excess resources seeking MABD for long-term care
services is subject to the transfer-of-resource provisions at §
25.00 if they spend or give away excess resources within the
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penaity period specified in § 25.04.

(2) MABD may be granted for the month of application if the
resource test is passed at any peint in the month and all other
eligibility criteria are met. Resources may rise above the
resource maximum, for example, due to interest added to bank
accounts or failure to use the full monthly income amount
protected for maintenance expenses during the month it is
received. An individual enrolled in MABD may maintain MABD
eligibility for any month in which resources exceed the resource
maximum by taking any action that reduces the excess amount,
including giving the excess to AHS to repay expenditures on the
individual's care. As long as resources are reduced to the
resource maximum before the end of the month during which
resources exceed the limit, MABD continues without
interruption.

(3} When a third party who handles any resources of an individual
receiving MABD or of a member of the individual's financial
‘respansibility group is unaware of a resource or its value, AHS
provides uninterrupted MABD to the individual as long as the
excess amount is paid to AHS as a recovery of Medicaid
payments. Excess resources reimbursed to AHS in these
situations will not resu't in ineligibility.

(b} Retroactive coverage

One or more of the following actions rmay be takento reduce excess
resources in order to qualify for MABD up to three months prior to the
month of application as long as ali other eligibility tests are passed:

{1}  Set up a burial fund that meets the requirements specified in 8
29.08 for an excluded resource.

{2} If countable income is less than the applicable PIL, spend
resources on maintenance expenses, such as housing, food,
clothing and fuel, up to a maximum per month of the difference
between the countable income and the applicable PIL.

(3) Spend excess resources on covered or noncovered medical
expenses. :

30.05 Income spenddowns {10/01/2013, 13-12F)

{a} Spending down excess income
on medical expenses

AHS determines that an individual requesting MABD with excess income
has passed the income test upon proof that medical expenses have
been paid or incurred at least equal to the difference between the
countable income and the applicable income maximum for the accounting
penod.

(b) Allowable uses of excess
income

.group, whether they are paid or incurred but not paid, may be used to meet

Medical expenses of any mermber of the individual's financial responsibility

the individual's income spenddown requirement.

{c) Income spehddown
methodalogy

(1} Anindividual requesting MABD, other than MABD for long-term
care services, with income greater than the PIL may spend their
excess income down to the PIL on medical expenses following
the methodology specified below to receive MABD as part of the
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2)

(3)

medically-needy coverage group.

An individual seeking MABD for long-term care services with
income greater than the IS may spend their excess income
down to the PIL on medical expenses following the methodofogy
specified below to receive MABD for long-term care services as
part of the medically needy coverage group.

The spenddown methodology is the same for all living
arrangements, except that a one-month accounting period
applies to an individual in a long-term care living arrangement
and a six-month accounting period applies to an individual in a
community living arrangement.

(d) Eligibiiity date

A Medicaid group with excess income passes their income test
on the first day within their accounting period that deductible
medical expenses meet or exceed their spenddown requirement.
Sometimes this allows for retroactive coverage.

Eligibifity becomes effective:

On the first day of the month when a spenddown requirement
is met using health insurance expenses and noncovered
medical expenses.

Later than the first day of the month when a spenddown
requirement is met using covered medical expenses.

Special eligibility dates apply, as set forth in § 30.06 for a
Medicaid group that meets their spenddown requirement using
noncovered assistive community care services (ACCS). -

MABD pays for covered services on the first day that the
Medicaid group's medical expenses exceed the amount of the
group’s spenddown reguirement. MABD continues until the end
of the accounting period unless the Medicaid group's situation or
PIL changes.

{e) Continuing responsibility for
medical expenses incurred
before the eligibility date

(2)

The Medicaid group remains responsible for medical expenses
they incurred before the date of eligibility.

When services are received from more than one provider on the
day that MABD begins, the Medicaid group must decide which
services they will be responsible for paying and which ones
Medicaid will cover.

{N Deduction sequence

Medicai expenses are deducted from income in the following order:

(1)

Health insurance expenses (see § 30.06(b)).

(2} Noncovered medical expenses (see § 30.08(c)).

(3} Covered medical expenses (see § 30.06(d)) that exceed
limitations on amount, duration, or scope of services covered
{see DVHA Rules 7201-7606).

(4) Covered medical expenses (see § 30.06(d)) that do not exceed
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limitations on amount, duraticn or scope of services covered.
These must be deducted in chronological order of the date the
service was received beginning with the oldest expense.

{g) Time frames for deductions

{3)

(4)

Deductible medicai expenses include medical expenses
incurred: '

During the current accounting period, whether paid or unpaid;

Before the current accounting veriod and paid in the current
accounting period, or

Before the current accounting period, remaining unpaid, and for
which continuing fiability can be established (see paragraph (}}
of this § 3C.06 for details on how to establish continuing
liability}.

Deductible medical expenses also include medical expenses
paid during the current accounting period by a state or Iocal
program other than a program that receives Medicaid funding.

Medical expenses incurred before or during the accounting
period and paid for by a bona fide loan, as described in (4)
below, may be deducted if the expense has not been previously
used to meet a spenddown requirement and the Medicaid group
establishes continuing liability for the loan (see paragraph (i) of
this § 30.06 for details on how to establish continuing liability)
and documents that all or part of the principai amount of the loan
remains outstanding at any time during the accounting period.
Oniy the amount of the principal outstanding during the
accounting period, including payments made on the principal
during the accounting period, may be deducted.

For purposes of this subsection, a “bona fide loan” is an
obligation documented from its outset by a written contract and a
specified repayment schedule.

(h) Predictable expenses

In general, an expense is incurred on the date liability for the expense

that may

- begins. However, there are four types of predictable medical expenses

be deducted before they are incurred, if it can be reasonably

assumed that the expense will continue during the accounting period:

t
(2)

®)
@

(i)
(ii)

Premiums on heaith insurance (see § 30.06(b))

Medically necessary over-the-counter drugs and supplies (see §
30.06{c)(1));

Ongoing, noncovered personal care services (see § 30.06(0}(3));
and

ACCS provided to an individual residing in a level Il residential
care home which is either: ‘

Not enrolled as a Medicaid provider; or

With an admission agreement specifying the resident's financial
status as a privately-paying resident {(see § 20.06(c)(4)).
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(i) Establishing continuing liability
for prior medical expenses

Continuing liability for unpaid medical expenses, including fiability on a
bona fide loan used to pay medical expenses, incurred before the current
accounting period is established when any of the following conditions is
met. The liability was Incurred:

1

(2)

Within six months of the date of application or the first day of the
accounting period, whichever is later.

More than six months before the date of application or the first
day of the accounting period, whichever is later, and there is a
bill for the fability dated within 90 days of that date.

More than six months before the date of application or the first
day of the accounting period, whichever is later, and the service
provider or lender has confirmed that the unpaid liability has not
been forgiven and is not expected to be forgiven at any time
within the current accounting period. ‘

30.06 Allowable medical expenses (10/01/2013, 13-12F)

(a} In general

(1)

Medical expenses that are the current liability of the Medicaid
group and for which no third party is legally liable may be
deducted from total excess income or resources for the
accounting pericd.

No medical expense may be used more than once to meet a
spenddown requirement.

A medical expense may be used to spend down either income or
resources,

If only a portion of a medical expense is used to meet the
spenddown requirement for a given accounting period, that
portion of the medical expense that was not used and remains a
current liability may be applied toward a spenddown requirement
in a future accounting period.

Upon receiving coverage, the Medicaid group remains directly
responsible to providers for expenses incurred before the
spenddown was met.

(b) Health insurance expenses

=)

Health insurance is insurance that covers medical care and
services, such as Medicare part B, and similar group or
individual policies. A deduction is allowed for health insurance
premiums paid by a member of the Medicaid group if it can te
reasonably assumed that health insurance coverage wil!
continue during the accounting period. Deductions may also be
allowed for other health insurance expenses, including
enroliment fees and deductibles or coinsurance imposed by
Medicare or other heaith insurance not subject to payment by a
third party (slich as another insurance policy). Health insurance
coverage, the amount of the premium for the coverage, and any
other deductible expense amounts must be verified,

Premiums, of other expenses, for the following types of
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insurance are not deductible:

(I}  Income protection or similar insurance plans designed to
repiace or supplement income lost due to sickness or accident;
or .

(iy Automobile or other liability insurance, although these may
include. medical benefits for the insured or their family.

(c) Expenses not covered by
Meadicaid

A deduction is allowed for necessary medical and remedial expenses
recognized by state law but not covered by Medicaid in the absence of an
exception for Medicaid coverage under DVHA Rule 7104. [n determining
whether a medical expense meets these criteria, AHS may require medical
or other related information to verify that the service or item for which the
expense was incurred was medically necessary and was a medical or
remedial expense. The patient's physician shall verify medical necessity
with a written statement or prescription specifying the need, guantity, and
time period covered. Fxamples of medical expenses not covered by~
Medicaid include, but are not limited to, expenses for the services and
items listed in (1) through () below. Any medical bills, including those
incurred during a period of Medicaid efigibility, that are the current liability
of the Medicaid group and have not been used to meet a previous
spenddown requirement may be deducted from excess income.
Generally, the Medicaid group is required to present a bill or receipt to
verify that medical expenses have been incurred or paid. ;

(1) Over-the-counter drugs

{it Ingeneral

Either standard deductions or actual cdsts, if greater, may be used {o
deduct noncovered over-the-counter drugs and supplies.

{# Documentation

(A} Documentation verifying medical necessity is not required
when AHS determines that an over-the-counter drug or supply -
is a common remedy for the medical condition of a member of
the Medicaid group and the usage is within the maximum
amount for common over-the-counter drugs and supplies.

(B) Documentation veritying medical necessity may be required
whenever one or both of the following two situations apply:

(I} When the drug or supply is not a common remedy for the
medical condition, or

(Il) When the reported usage exceeds the méximum amount,

(iiiy Amount deductible

(A) Instead of actual expenses, a reasonable estimate of ongeing .
expenses for over-the-counter drugs and supplies may be
applied prospectively to the accounting period. Reasonable
-estimates of unit sizes, costs and maximums for common
over-the-counter drugs and supplies used to meet the
spenddown requirement are found in Vermont's Medicaid
Procedures Manual.

(B) If a Medicaid group uses an ongoing expense to meet their
spenddown requirement, they are not eligible to receive
Medicaid coverage during that accounting period for the same
expense.
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(2)

Transportation

Noncovered commercial and private transportation costs may be deducted.

(i)  For commercial transpartation, the actual cost of the
transportation, verified by receipt, may be deducted.

(i}  For private transportation, either a standard deduction or the
- actual cost, if greater, may be used. The process set forth in
Vermont's Medicaid Procedures Manual determines the
deductible expense for private transportation.

(iiiy The cost of transportation may be deducted without venfcatlon
of medical necessity provided that:

{A) The transportation was essential to secure the medical
service; and

{B} The Medicaid group was responsible for the cost and was
charged an agreed-upon fee or purchased fuel to use a family-
owned vehicle or other non-commercial vehicle.

(iv) Mileage reimbursement rates are the rates established by the
U.S. General Services Administration. The rates fluctuate
periodically. 1t is important to refer to the federal website in
order to determine the current rate. The website is
WWW.gsa.gaov/mileage

{3)

Personal care services

0

In general

A deduction for noncovered personal care services provided in an
individual's own home or in a level IV residential care home is allowed
when they are medically necessary in relation to an individual's medical
candition.

0

Deductible personal care
services

‘Deductible personal care services include the personal care services

described in DVHA Rule 7406.2 and assistance with managing money.
They also include general supervision of physical and mental weil-being
where a physician states such care is yequired due to a specific diagnosis,
such as Alzheimer's disease or dementia or like debilitating diseases or
injuries. Room and board is not a personal care service.

)

Qualified personal-care
service providers

(A) Except as stated in (B) below, services may be deducted when
performed by a home-health agency or ather provider
identified by the mdnndual s physician as qualified to provide
the service.

(B) When the service provider is living in the home, deductions
may not be based on payments far perscnal care servuces
provided to an individual:

(1} Under age 21 by the individual’s parent, stepparent, or
legal guardian, unless the individual is 18, 19, or 20 years
old and payment for persona! care services is made from
and does not exceed the individual's own income or
assets;

{II) By the individual's spouse;

(Il By the individual's sibling, child, or grandchild when the
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person providing the services is under age 18; or

(IVY) By a parent of the individual's minor child.

(v} Documentation

To document the need for personal care services, the provider
must submit;

(A plan of care,
(i) A list of the personal care services required:

(HI} A statement that the services are necessary in relation to
a particular medical condition; and

(V) A statement that the level of care provided by the
particular level IV residential care home is appropriate or,
if the individual is not living in a level IV residential care
home and the services are not provided by a home health
agency, that the provider is qualified to provide the
service.

Upon the initial submission of a plan of care (form 288B), it is
assumed that the individual will continue to need the personaj
care services for the entire accounting period, unless the plan
of care has specified a date by which the individual's need for

- services is expected to change.,

A new plan must be submitted:

(I} Once every six months, when the provider has not
specified an ongoing need for personal care services in
the current plan: or

(l1) Once every two years, when the physician has specified
an ongoaing need for personal care services in the current
plan. '

A new glan must also be submitted:

(I} Whenever the service provider changes, unless ‘Ehé
service is performed by a home health agency; and

(I1) Whenever the need for services in relation to the

individual’s condition is expected to change, according to
the current plan of care.

(v) Amount deductible

Either standard deductions or actual costs, if greater, mey be
used for deducting perscnal-care services. Expenses that
have not been incurred yet may be deducted if they are
predictable and meet the requirements in § 30.05(h). -
Expenses also may be deducted if they have actually been
incurred by the Medicaid group and are not subject to payment
by Medicaid or any other third party.

The standard monthly deduction for personal care services
shall be deducted for each full or partial calendar month in the
accounting period during which the plan‘of care documents the
need for services. The actual documented costs of personal
care services may be deducted if they exceed the monthly
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standard deduction. Deductions may be made for anticipated
need through the end of the accounting period.

Ali changes to these standards that result ini lower standard
deductions wilt be made via the Administrative Procedyres
Act, : -

{4} Assistive Community-Care
Services (ACCS)

{) Deductible assistive
community-care services

A deduction for noncovered assistive community care services (ACCS)
provided to an individual residing in a licensed leve! I{! residential care
home is allowed. The individual may also deduct medicaily-necessary
personal-care services included under the list at DVHA Rule 7406.2 but
not part of the list at DVHA Rule 7411.4.

(i) Qualified Service
Providers

(A)

(B)

Qualified service providers include all level |l residential care
homes licensed by AHS. '

When an individual that is a resident of a level |1l residential
care home becomes eligible for MABD by projecting the cost
of ACCS across part of the accounting period, the residential
care home may agree to function as a Medicaid provider for
ACCS with respect to that resident for the remainder of their
accounting period. In these cases, the provider may bill for
ACCS services no sooner than the ACCS coverage date given
to the resident and the provider in a notice from AHS.

When a privately-paying resident of a ievel Il residential care
home becomes eligible for MABD after having met a
spenddown requirement by projecting the cost of ACCS
across the entire accounting period, the residential care home
shall not function as a Medicaid provider for ACCS with
respect to that resident during the period when the resident is
meeting the spenddown requirement.

(i)  Documentation

Documentation verifying medical necessity is not required for
ACCS. If an individual claims a deduction for medically-
necessary personal-care services included under the list at
DVHA Rule 7406.2 but not part of the list at DVHA Rule

- 7411 4 the individual's physician must submit:

() A plan of care (form 288B):

(1) A list of the personal care services required;

(1) A statement that the services are necessary in relation to
a particular medical condition: and

(IV) A statement that the level of care provided by the
particular level Il residential care home is appropriate and
that the provider is qualified to provide the service.

Upon the initial submission of a plan of care, it is assumed that
the individual will continue to need the personat care services
for the entire accounting period, unless the ptan of care has

specified a date by which the individual’s need for services is
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expected to chahge.

An individual with an approved personal care services
deduction must submit new pians at the same frequencies
specified under paragraph {c)(3}{iv} of this subsection,

{iv)

Amount deductible

(A)

(B)

(€

(D)

The deduction for ACCS may be used for the entire
accounting period or part of it. Whether the standard daily or
monthly deduction is used depends on the size of the
spenddown requirement. The actual documented costs of
ACCS may be deducted if they exceed the monthly standard
deduction. Deductions may be made for anticipated need
through the end of the accounting period. All changes in these
standards that result in lower standard deductions will be
made via the Adminisfrative Procedures Act.

If the Medicaid group's excess income and resources after
deduction. of all expenses for which Medicaid coverage is not
available equal or exceed the deduction for ACCS for the
entire accounting period, for the purposes of meeting a
spenddown requirement, ACCS are projected and deducted
as ff they were not Medicaid-covered services for the entire
accounting period. Medicaid eligibility for services other than
ACCS becomes effective on the day the spenddown
requirement is met. Expenses for which Medicaid coverage is
not available are:

(I} Medical expenses excluded from coverage;

(1) Covered medical expenses incurred prior to the
accounting period, not used to meet a previous
spenddown requirement, and remaining unpaid; and

(Ilty Covered medical expenses incurred and p'aid during the
current accounting period.

If the Medicaid group’s excess income and resources after
deduction of all expenses for which Medicaid coverage is not
available are less than the deduction for ACCS for the entire
accounting pericd, ACCS expenses are not projected. Instead,
they are deducted as covered expenses on a daily basis. In
this case, Medicaid eiigibility for all covered services other
than ACCS becomes effective the first day of the accounting
period. Medicaid coverage for ACCS begins later. 1t starts the
day cumulative daily ACCS deductions exceed the Medicaid
group’s remaining excess income and resources. The
Medicaid group is not responsible for payment of a portion of
the ACCS expense on the first day of ACCS eligibility.

In addition, the amount of the deduction for any services
included under the list at DVHA rule 7406.2 but not part of the
list at DVHA rule 7411.4 documented as medically necessary
by the plan of care is determined based on the number of
hours times minimum wage, or actual costs, if greater.

()

Dental services

Dental services in excess of the allowable annual maximum may be

deducted.
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{(6) Private-duty nursing
services

Private-duty nursing services for an individual age 21 and older may be
deducted.

{d) Expenses for covered medical
services

(1)

(2)

A covered medical service is any medical service that Medicaid
would pay for if the individual were enrolled in Medicaid (see
DVHA Rules 7201-7606).

Deductions for covered medical services are not limited to the

'Medicaid reimbursement for the service. The actual cost paid or

incurred is allowed. A standard deduction may be takan for
ACCS (see DVHA Rufe 7411.4), as set forth in Vermont's
Medicaid Procedures Manual. :

(e} Third-party coverage

(1)

{2)

No deduction is allowed if the medical expense is subject to
payment by a third party such as heaith insurance, worker's
compensation, liability award, or other benefit program unléss
the third party is a state or local program other than Medicaid.

When a third party is liable for all or some medical expenses,
only the portion owed by the Medicaid group may be deducted.
AHS is required to take reasonable measures to determine the
legal liability of third parties to pay for incurred expenses.
Estimates of payment by the third party may be used if actual
third party liability cannot be ascertained within the period for
determining Medicaid eligibility. An eligibility determination may
not be delayed simply because actual third party liability cannot
be ascertained or payment by the third party has not been
received.

if an individual is pursuing a liability award, but liability has not

yet been established, a deduction is allowed. Eligibility must be
based on AHS's estimate of the amount the individual owes for
the bill.
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Part Six

Small EmploYer Health-Benefits Program Rules

31.00  Definitions (10/01/2013, 13-12F)

As used in this part, the folllowing terms have the following meanings:

Annual employee
open enrollment
period’

A standardized period of not less than 30 days, except for the initial employee enroliment period, in
which a qualified employee may select a qualified heaith plan and if offered by the employer stand
alone dental coverage for himself or herself and for any dépendents if the employer offers dental
coverage. . .

The annuai employee open enroliment precedes in all cases the completion of the applicable
qualified employer's plan year and follows the employer annual election period.

Applicable large
emplayer

With respect to a calendar year, is an empioyer that employed an average of at least 50 full-time
employees (including full-time equivalent employees) on business days during the preceding
calendar year. Federal tax rules employ this term to define which employers may be liable for
employer shared responsibility for health coverage payments.

Some small empioyers under VHC rules for smail group eligibility may, under federal rules for
shared responsibllity payments, be applicable large employers.

Dependent

Any individual who is or may beceme eligible for coverage under the termis of a group health plan
because of a relationship to a participant.?

Employee®

Any individual employed by an employer. An employee does not include a scle proprietor or the
sole proprietor's spouse or dependents, or business partners.

Employer®

(a) The term "employer” means any person acting directly as an employer, ar indirectly in the
interest of an employer, in relation to an employee benefit plan: and includes a group or
assoctation of employers acting for an employer in such capacity.

{b) Such term includes employers with one or more employees, and

(c} All persons treated as a single employer such as a controlted group of corporations;
partnerships, proprietorships, etc., which are under common control: affiliated service groups,
and other arrangements such as separate organizations and employee leasing
arrangements.®

' 45 CFR § 155.725(e)

® 45 CFR § 144.103.

% 45 CFR § 155.20. [45 CFR §155.20 applies the definition in 42 U.S.C. 3009g-91(d){6) which applies the definition in 29 U.S.C.

§1002(6). 29 CFR § 2510.3-3.provides by example that a plan under which only partners or only a sole proprietor are participants
covered under the plan will not be covered under title | of ERISA.]

45 CFR § 155.20 [Applies the definition in PHSA §2791, 42 US.C. 300gg-91(d)}{5) which applies the definition in 26 U.S.C.

§1002(5).]

®26 US.C. §414.
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Employer election
period®

A period of 30 days, except for the initial employer election period, during which the qualified
employer may change its participation in VHC for the next plan year.

The employer election period comes before both the employee open enroliment period and the
completion of the employer’s plan year,

Full-tme employee’

With respect to any month, an emplayee who is employed on average at least 30 hours of service
per week, for effective plan years beginning on or after January 1, 2014,

Initial employer
election pericd

A period beginning 3 months prior to the desired coverage effective date for the desired coverage
month, and before the initial employee open enroiiment period, in which the qualified employer may
define its participation in VHC for the plan year.

ExampleT:

For coverage effective January 1, 2014, the initia! employer election period begins Qctober 1,
2013. ’

Example 2;

For coverage effective February 1, 2014, the initial eniployer election period begins November 1
2013. '

Example 3:

For coverage effective June 1, 2014, the initial employer election period begins March 1, 2014,

Qualified employee®

An employee made eligible to enroll in coverage through VHC by the receiving of an offer of
coverage from a qualified emp'oyer. '

" Qualified employer®

A qualified employer is;

{a} For plan years beginning on or after January 1, 2014, ending by December 31, 2015, a small
employer which employed an average of not more than 50 fuli-time employees on working
days during the preceding calendar year; and

{1} Has its prircipal piace of business in Vermont, and elects'to provide coverage for all full-
time employees of such employer through VHC, regardiess of where an employee
resides; or )

{2) Elects to provide coverage through VHC for all of its full-time employees who are
principally employed in Vermont, and if not principally employed in Vermont, to each full-

_time employee through the small business health options program {(SHOP) serving that

® 45 CFR § 155.725(c).
745 CFR § 155.20.

% 45 CFR §155.20.

933 V.5.A.§§1802, 1804; 45 CFR § 155.710, 26 U.S.C 4980H(c)(2)(B)(ii) provides that an employer shall not be censidered to employ
more than 50 full-time employees if the employer's workforce exceeds 50 full-time employees for 120 days or fewer during the calendar
year, and the employees in excess of 50 emplaoyed during such 120-day period were seasonal workers,
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employee’s primary worksite.

(b) Forthe 2016, plan year beginning on January 1, 2016 and ending on December 31, 2016, a
small employer which employed an average of not more than 100 employees on business

days during the preceding calendar year, and meets the other requirements under paragraphs
(a)(1) and (2) of this section. :

{c} Forthe 20186, plan year, beginning on January 1, 2016 and ending on December 31,‘2016, the

number of employees shall be calculated using the full-time equivalent method provided in §
34.00,

(d) For plan years beginning on or after January 1, 2017, any employer meeting the requirements
of paragraphs (a)(1) and {2) of this séction, regardless of size.™

Example 1:

A New Hampshire business has 45 full time and 6 part-time employees in two locations, one
location is ih NH the other location is in Vermont. 38 full time and 5 part time employees work in the
NH location, and 7 full time employees and 1 part time employee have their primary worksite in
Vermont. Of the seven full time employees whose primary worksite is in VT, five reside in VT, two
reside in New York; and the part time employee resides in VT.

The NH business under Vermont rules for counting the number of employees of a small employer
is a small employer. Under (a)(2) the NH employer may be a qualified employer if it offers
coverage on VHC to the seven full time employees, and offers coverage in NH to the 35 full time
employees located there.

Seasonal : An employee who performs labor or sefvices on a seasonal basis as defined by the Secratary of
employee’ Labor, including workers covered by 29 CFR § 500.20(s)(1) and retail workers employed
T exclusively during holiday seasons. :

“ T2
Smail employer (a) Until January 1, 2016, an entity which empioyed an average of not more than 50 employees

on working days during the preceding calendar year. The term includes self-employed
persons to the extent permitted under the Affordable Care Act. Calculation of the number of
employees of a small employer shail not include a part-time employee who works on average
fewer than 30 hours per week. An employer may continue to participate in VHC even if the
employer's size grows beyond 50 employees as long as the employer continuously makes
qualified health benefit plans in VHC available to its employees.

{b) Beginning on January 1, 2016, an entity which employed an average of not more than 100
employees on working days during the preceding calendar year. The term includes self-
employed persons to the extent permitted under the Affordable Care Act. The number of

employees shall be calculated using the full ime equivalent method set forth in section -
34.00(b)(2).

3200  Employer eligibility (10/01/2013, 13-12F)

©33v.8.A. §1802(5).
26 USC § 4980H(CH2)(B).
"2 45 CFR §155.20; 33 V.S.A. §§1804, 1811(a)(3).
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{a) .

Employer eligibility
requirements

{1) Before permitting the purchase of coverage in a QHP, VHC must determine that the
employer who requests coverage is eligible in accordance with the requirements of
8§ 31.00, and 32.00{b).

{2)  Only a qualified employer as defined in section 31.00 is cligible to purchase covera'ge
through VHC.

eligibility."”

(b) Employers A qualified employer which ceases to be a small employer solely because of an increase in the
continuin number of employees shall continue to be treated as a qualified employer until the qualified
eligibility” employer otherwise fails to meet eligibility criteria or elects to no longer purchase coverage for

qualified employees through VHC.

{c} Employer {1) VHC must use a single application to determine emp?oyer eligibiiity and to collect
application information necessary for purchasing coverage. Such application must collect the

-following: :
{i) Employer name and address of employer’s locations;
{iy  Number of full time employees;
(i} Employer Iidentification Number (EIN); and
(iv) Alistof quafified employees and their taxpayer identification numbers.
{2) VHC may use the model single employer application provided by HHS.
{3) VHC may use an alternative applica{'ion if such applicétion is approved by HHS and
callects the information in paragraph (c)(1) of this section.
(d) Filing the VHC must provide the tools to file an appiication
application®
{1} Via an Internet Web site;
- {(2) By telephone through a call center:;
(3} By mail; and
(4) In peréon, with reasonable accommodations for those with disabilities.
le) Verification of For the purpose of verifying employer eligibility VHC:

(1) Méy establish, in addition to or in lieu of reliance on the employer application,

additional methods to verify the information provided by the employer on the

" 45 CFR § 155.710(b)(2), § 155.715(a).

45 CER § 155.710(d).

' 45 CFR § 155.730(b), (d), ().

'® 45 CFR § 155.405(c)

"7 45 CFR § 155.715(c).
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{2)

application:; and

Must collect only the minimum information necessary for verification of eligibility in
accordance with the eligibility standards described in §§ 31.00, and 32. 00(a).

{f} Eligibility
adjustment
period ™

eligibility

ey

(2)
(3)

V)

When the information submiited on the VHC employer application is inconsistent with the

deﬁnitions and standards described in §§ 31.00, 32.00(b), and 33.00, VHC must:

Make a reascnable effort to identify and address the causes of such inconsistency,
including as a result of typographical or other clerical errors:

Notify the employer of the inconsistency;

Provide the employer with a period of 30 days from the date on which the notice
described in paragraph (f)(1)(2) of this section is sent to the employer to either
present satisfactory documentary evidence to support the employers appllcatron or
resolve the inconsistency; and

If, after the 30-day period described in paragraph (c) VHC has not received
satlsfactory documentary evidence, VHC must:

Notify the employer of its deniai of eligibility in accordance with this subsection,
32.00(f), and of the employer's right to appeal such determination; and

(vi) [f the employer was enrolled pending the confirmation or verification of eligibility

infermation, discontinue the employer's participation in VHC at the end of the month
following the month in which the notice is sent,

eligibility
determination'®

{g) Notice of employer -

(1)

(2)

VHC must provide an employer applying for eligibility to purchase coverage on VHC
with a notice of apprevat or denial of el:grbllrty, and the employer's right to appeal
such eligibility determination.

Such notice must be issued within 15 days of the application’s postmark if submitted
by mail, or within 2 days if the application is submitted through the VHC website.

33.00  Employee eligibility (10/01/2013, 13-12F)

(a) Ellg|b|l;t2y to enroil
inVHC

(1)

(2)

A qualified employee is eligible to enrolt in employer sponsored coverage through
VHC if that employee receives an offer of coverage from a qualified employer

A sole proprletor who is a qualified employer may participate and enroll in any

qualified health plan that it is sponsoring for at least one qualified employee.

3)

A member of a partnership which is a quafified employer may participate and enroil in
any qualified health plan that it is sponsoring for at least one qualified employee.

J.b) Enroliment in

A qualified employee is not obligated to enroll in the employer's sponsored plan, but unless

"® 45 CFR § 155.715(d).
¥ 45 CFR § 155.715(e).

*® 45 CFR § 155.710(e).
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employer's exempt™, must maintain minimurn essential coverage for himself or herself and any nonexempt

sponsored plan family members, or must include an additional payment with his or her federal mcome tax
not required®’ return.

(c) Employee (1) VHC must use a single application for eligibility determination, QHP selection, and
application® - enroliment for qualified employees, and their dependents (if the employer offers
dependent coverage).

{2) WHC may use the model single emp!oyee application provided by HHS.

(3} VHC may use an alternative application if such application is approved by HHS and
collects the information necessary to establish eligibility of the employee as a qualified
employee and to complete the enroliment of the qualified employee and any
dependents to be enrolled.

(d) Employee For the purpose of verifying employer and employee eligibitity, VHC -
application ' . o . .
verification?’ (1)  Must verify that an individual applicant is identified by the employer as an employee to

whom the qualified employer has offered coverage and must otherwise accept the
information attested to within the application unless the information is inconsistent wi th
the employer-provided information;

(2} May establish, in addition to or in lieu of reliance on the application, additional
methods to verify the information provided by the applicant on the applicable
application; and

(3) Must collect only the minimum information necessary for verification of eligibility in
accordance with the eligibility standards described in § 33.00(a).

{e) Eligibility . | Foran employee requesting eligibility to enroll in a QHP through VHC for whom VHC receives
adjustment information on the application inconsistent with the employer provided information, VHC must—
period.® ‘

{1) Make a reasonable effort to identify and address the causes of such tnconssstency
inciuding as a result of typographical or other clerical errors;

(2} Notify the individual of the inability to substantiate his or her employee status;

(3}  Provide the employee with a period of 30 days from the date on which the notice
described in subsection (b} is sent to the employee to either present satisfactory

documentary evidence to support the employee's application, or resolve the
1ncon5|stency, and

{4} If, after the 30-day period described in subsection (c), VHC has not received
satisfactory documentary evidence, VHC must notify the employee of its denial of

! 26 U.S.C. 5000A.

?? Proposed rules 45 CFR §§155.600, 155.605, 78 FR 7367,
% 45 CFR § 155.730(c), (d), ().

?* 45 CFR § 155.715(c).

% 45 CFR § 155.715(d).
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eligibility in accordance with this subsection, 33.00(g).

() Employee VHC shall not provide to the employer any information collected on the employee application
information with respect to spouses or dependents other than the name, address, and birth date of the
safeguarded®® spouse or dependent. : '

{g) Notification of Within 1~ 2 Weeks of the application date, VHC must notify an employee seeking to enroll in a
employee QHP offered through VHGC of the determination by the VHC whether the individual is eligible and
eligibility.>” the employee's right to appeal such determination. VHC will send notifications of employee

eligibility to the employer. ‘
34.00 Method for counting employees for purposes of determining employer eligibility

(10/01/2013, 13-12F)

{a)

Flan years
beginning on or
after January 1,
2014 through
December 31,

(1)

For plan years beginning on or after January 1, 2014 through December 31, 2015,
employees who perform fabor or services 30 hours or more per week with respect to
any month shall be counted as a full time employee, except for seasonal or variable
hour employees. ‘

L.

employees are
counted.*

(2)

2015%° (2)  The aggregate number of hours of service of employees who are not full-time
employees shall not be inciuded in the calculation,
{p) Plan years (1) From January 1, 2018, the number of employees shali be calculated using the federal
beginning on or full time equivalent method.
after January 1, .
2616%° (2)  An employer shall in addition to the number of full-time employees for any month
include for such month a number of full-time equivalent employees determined by
dividing the aggregate number of hours of service of employees who are not full-time
employees for the month by 120.
{c}) How seasona! (1) Forplan years beginning on or after January 1, 2014 through December 31, 2015, a

seasonal employee shall not be counted as a full time empioyee for purposes of
employer eligthility. ‘

Seasonal employees shall be counted according to federal reguiations and guidelines

*® 45 CFR § 155.730(g).

7 A5 CFR § 155.715(f).

%8 45 CFR § 155.20; 33 V.S.A. 1811(a)(3).

# 78 FR 15503, preamble 45 CFR § 155.20; 26 U.S.C § 4980H(c)(2), this method of determining small employer eligibility will ke
reevaluated by HHS before 2016 based on the experience of other states across the country where it will become effective for the 2014
plan year.

0 78 FR 15503, preamble 45 CFR § 155.20. During 2014 and 2015 an employer and VHC may-adopt a reascnable basis for their
determination of whether an employer has met the requirement to offer coverage to all full-time employees. A reasonable basis may be
the federail definition from 'section 4980H of Chapter 43 of the Internal Revenue Code. The preamble to proposed rules at 78 FR 220,
239, 248, provides that employers will be permitted to rely on the proposed regulations for shared responsibility for employers regarding
health coverage pending the issuance of final regulations or other guidance. The relevant proposed rules are 26 CFR Part 54, Sections
54.4980H-0, 54.4980H-1, 54.4980H-2, 54.4980H-3, 54 4980H-4, 54.4980H-5, and 54.4980H-8, ‘
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for plan years beginning on or after January 1, 2016,

35.00  Employer choice® (10/01/2013, 13-12F)

‘Two models of
employer choice

(a) Aqualified employer may offer QHPs on VHC to its employees and at the employer's
option to the employees’ dependents in one of the following ways: '

(1} Permitting the qualified employee to select any plan from among all QHPs offered on
VHC; or

{2) Permitting the qualified employee to select any QHP offered on VHC by one issuer of
the employer's choice;

(b) A qualified employer may choose to offer in addition to QHPs any stand-alone dental plans
offered on VHC to its eligible employees and at the employer's option to their dependents.

36.00 Employee enroliment wait'ing periods®® (10/01/2013, 13-12F)

(a) A group health plan or health insurance issuer pffering group health insurance coverage
shall not apply any enrollment waiting period that exceeds 90 days.

(b} Eiigibility conditions that are based solely on the lapse of a time period are permissible for
ho more than 80 days. _ '

{c) [Ressrved)

37.00 Short plan

years™ (10/01/2013, 13-12F)

(a) Qualified employers' plan years must be on a calendar year term beginning January 1,
2015,

(1)  Small groups may renew their bians in 2013 for 12 months.

(2) In 2014 small employers must be gualified employers in order to enroli in a QHP. QHP

years beginning after January 1, 2014, will have a shortened plan year ending on
December 31, 2014.

(b) Employers who elect a short plan year during 2013 may apply for QHP coverage effective
January 1, 2014, by participating in the initial employer election period beginning October
-1, 2013, '

{c} Carriers may carry over accumulated claims from the 2014 short pian year against the
deductible and out-of-pocket amounts to the 2015 plan year.

®1 45 CFR § 155.705(b)(2-3).

*2 DOL Technical Release No. 2012-02, Aug 31, 2012,

33 Applicable to merged markets,
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38.00 -Employer election period (10/01/2013, 13-12F)

{a) Employer election
period, generally

(1)

(2)

- {3)

{4)

Federal regulations describe the enroliment process from the time the employer
Creates an account to the time employee plan selections are effectuated as having
two periods: an employer election period, and an employee enroliment period.

The employer election period is the start of the whole enroliment process and entails
creating an online account and filling out an application.

As part of the application the employér must submit the names, and other necessary
information of the employees to whom the employer is offering coverage.

Upon completion of the application Vermont Health Connect will make an eligibility
determination and notify both the employer and the employees whom the employer
identified on the application.

The notification of employees hegins the second period referred to as the employee
enroliment period. :

{b} Decisions durin
election period3

(4)

(B

Qualified employers generaily have an election period in which the gualified employer
may define its participation in VHC for the next plan year.

During the election period employers will be able to go on the VHC website dnd use
the available tools for assistance in deciding whether to offer their employees group
health coverage. ' '

During this period employers will be able to submit an application to VHC to become
eligible to offer qualified health plans through VHC.

During this period the employer will select:

The method by which the qualified employer makes QHPs avaitable to qualified
employees (see: employer choice, section 35.00);

(i) The employees to whom it will offer coverage,

(A} Inorder to ke eligible to purchase coverage on VHC the employer must offer

coverage to all its full-time employees,

{B) An employer may offer coverage to part-time employees,

(iity Whether to offer coverage to the qualified employee's dependents;

{(iv} Whether to offer stand-alone dental coverage;

{v) Whether the individual owners will participate in an employees’ plan; and

(viy The amount of its contribution towards the premium cost of each employee's

coverage, i.e., single, two-person, adult pius dependent, or family.

{c) Timing of initial

For the 2014 pian year effective January 1, 2014, the employer election period begins October

3 45 CFR § 155.725(c).
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election period for
plan years
beginning January
1, 2014

1, 2013, In the initial employer election period employers will have the flexibility to take as much
time as needed to give employees the time necessary for the employees to go online, create an
account, compare plans, and select a QHP, and a dental plan if offered.

Timing of initial
election period for
ashort 2014 plan
year, beginning
the first of any
month from
February 1, 2014,
through December
1, 2014,

(1)

VHC must permit a qualified employer to ‘purchase coverage for its small group
beginning on the first of any month during the year.

(2)

[Reserved]

(e)

Timing of annual
election period for
plan years
beginning January
1, 2015, and
subseduent plan
years.

(1)

Qualified employers’ plan years must be on a calendar year term beginning January
1, 2015. , .

(2)

For plan years beginning January 1, 2015, the annual election period shall be 30 days
and shall begin September 15, 2014.

(3} For subsequent plan years, the annual election period shail begin September 15 of
the year preceding the plan year. :

(f)

Notice of election
period®

VHC shall notify a qualified employer of the annuat election period 30 days in advance of the
start of the employer efection period for the 2015 plan year and subsequent plan years.

(g)

Rolling
enroliment™

VHC must permit a qualified employer to purchase coverage for its small group beginning on
the first of any month during the year.

39.00  Employee enroliment periods® (10/01/2013, 13-12F)
(a) Employee During the period for qualified employers to purchase coverage for their qualified
enrollment

periods, generally

employees, employees will have the opportunity to compare the plans offered on VHC
and select a plan, and a dental plan if offered by the employer.

(b)

Open enroliment
periods '

VHC may only permit a qualified employee to enroil in a QHP or an enrollee to change
QHPs during initial, annual, or special open enroliment periods.

(1) After a qualified employer notifies its qualified employees that they are being offered
health coverage on VHC, the qualified employee will have an open enroliment period
in which to:

(iy Create an account;

% 45 CFR § 155.725(d).

* 45 CFR § 155.725(b).

*7 45 CFR §155.410; §45 CFR §155.725.
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{i) Receive assistance from VHC in completing the application;

{iif)

Select QHPs, and if offered by the employer, stand-alone dental coverage for
himself/herself, and dependents, if the qualified employer offers coverage to

dependents; and

{iv)
(2)

Complete the enroliment application.

Enroliment will be effectuated once the issuer has received full payment from the
employer,

(i) VHC will issue invoices on December 1, 2013 for January 1, 2014, coverage.

(i) Only employees’ plans selected by November 30,-201 3 will be included in the
Cecember 1, 2013 invoice.

If full payment for the December 1, 2013 invoice is not received by December 31, 2013
coverage will not be effective for January 1, 2014,
(3}  The qualified employee will be able to use tools on the VHC website to estimate

whether the coverage offered by the employer meets applicable federal affordabiiity
standards.

()  The qualified employee will have the opportunity to exit the employee application and
request an affordability determination on the VHC weabsite; and

(i) If the coverage is determined to not be affordable under federal standards the
empiloyee may apply for an eligibility determination to purchase coverage as a

gualkfied individual instead of as a qualified employee. (See § 3.00 qualified
individual.)

{c)

Initial open
enroliment period
for enroilment in a

 QHP with

enroliment
effective January
1,2014%

For the 2014 plan year the employee enroliment period will DEQH"I as soon as their employers
notify them that VHC has determined that they are eligible;

initial open
enroliment period
for enroliment in a

-QHP with

enroliment
effective dates for
subsequent
months in 2014,

For plans that were renewed in 2013 for twelve months, the employee initial open enrollment

period begins as soon as their employers notify them that VHC has determined that they are
eligible.

(e)

Annual cpen

Annual open enrollment for 2015 plan years and every plan year afterward will begin between

® 45 CFR §155.725(a}; §155.410(b).
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enrollm;.-nt
period”

October 15 and November 6, and end December 7 of the preceding year.

{f} Naotice of annual
open enroliment
penod

VHC must provide notification to a qualified employee of the annual open enroliment period. 30
days in advance of the open enrollment period.

{g) Newly qualified

employees special

enrol!nggnt
pericd

For an employee who becomes a qualified employee outside of the initial or annual

open enrolliment period, the 30-day open enroliment period begins on the first day of
becoming a qualified employee.

40.00

Special employee enrollment periods (10/01/2013, 13-12F)

{a) Events resulting in

a special
enrolimzent
period*

(1)

(i

(iv)

(vil)

VHC must aliow qualified employees or their dependents to enroll in or change from

one QHP {o another as a result of the following triggering events:

A quaiified employee or dependent (wﬁen eligible for employer coverage) loses
minimum essential coverage (see 40.00{c), (d), and {e));

A qualified employee gains a dependent or becomes a dependent through marriage,
birth, adoption, or placement for adoption;

A qualified employee’s enrollment or non-enroliment in a QHP is unintentional,
inadvertent, or erroneous and is the result of the error, misrepresentation, or inaction
of an officer, employee, or agent of VHC or HHS, or its instrumentalities as evaluated
and determined by VHC. In such cases, YHC may take such action as necessary to
correct or eliminate the effects of such error, misrepresentation, or inaction;.

A qualified employee or dependent adequately demoenstrates to VHC that the QHP in
which he or she is enrolled substantially viclated a material provision of its contract in
relation to the enrollee;

A qualified employee or dependent gaine access to new QHPs as a resutt of a move
intc Vermont that establishes residence;

An Indian, as defined by section 4 of the Indian Health Care Improvement Act, who
is a qualified employee or dependent may enroll in a QHP or change from cne QHP
to another one time per month;

A qualified employee or dependent demonstrates to VHC, in accordance with
guidelines issued by HHS, that the enrollee meets other excepticnal circumstances
including;

%% 45 CFR §155.725(e).
® 45 CFR §155.725(f).

1 45 CFR §155.725(g).

“? Proposed ruie, CMS-9964-P2, Small Business Health Options Program, 45 CFR §155.725().
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(A) An employee or dependent's enrofiment or non-enrollment in a QHP was

unintentional, inadvertent, or erroneous and is the result of the error,
misrepresentation, or inaction of navigators, agents or-brokers, as svaluated and
- determined by VHC.

(8) Insuch cases, VHC may trigger the SEP and take such action as may be necessary

to correct or eliminate the effects of such error, misrepresentation, or inaction; and

-{viii) A qualified employee or dependent loses eligibility for coverage under a Medicaid

(ix)

(2)

plan under title XX of the Social Security Act or a state child health pian under title
XXl of the Social Security Act; or

A qualified employee or dependent becomes eligible for premium assistance with a
small employer plan under such Medicaid plan or a state child health plan {(including
any waiver or demonstration project conducted under or in relation to such a plan)

A dependent of a qualified employee is not eligible for a épecial enroliment period if
the employer does not extend the offer of coverage to dependents,

(b} Duration of special
enroliment
periods*

A gualified emp{oyeé or dependent of a qualified employee who experiences a qualifying event
described above has 60 days from the date of a triggering event to select a QHP through VHC.

{c) Loss of minimum
essential
coverage. **

A qualified employee or dependent who has coverage that is not COBRA continuation
coverage, has a loss of minimum essentia! coverage at the time the coverage is terminated as a
result of loss of eligibility (regardless of whether the individual is eligible for or elects COBRA
continuation coverage).

(1)
(i)

(if)

(il

Loss of eligibility for coverage includes (but is not limited to):

Loss of eligibility for coverage as a result of legal separation, divorce, cessation of
dependent status (such as attaining the maximum age to be eligible as a dependent
child under the plan), death of an employee, termination of employment, reduction in
the number of hours of employment, and any loss of eligibility for coverage after a
period that is measured by reference to any of the foregoing;

In the case of coverage offered through an HMO, or other arrangement, in the
individual market that does not provide benefits to individuals who no longer reside,
ive, or work in a service area, loss of coverage because an individual no longer
resides, lives, or works in the service area (whether or not within the chaice of the
individual);

In the case of coverage offered through an HMO, or other arrangement, in the group
market that does not provide benefits to individuals who no longer reside, live, or
work in a service area, loss of coverage because an individual no longer resides,
fives, or works in the service area (whether or not within the choice of the individual),
and no other benefit package is availabie to the individual; and

* Proposed rule, CMS-9964-P2, Small Business Health Options Program, 45 CFR §155.725().

44 Proposed rule, CMS-9964-P2, Small Business Health Options Program, 45 CFR §155,725(]}; 45 CFR § 155.420(e); 26 CFR §

54.9801-6(a)(3)(i-if).
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(iv)

(2)

A situation in which a plan no longer offers any benefits to the class of similarly
situated individuals that includes the individual. *®

In the case of an employee or dependent who has coverage that is not COBRA
continuation coverage at the fime employer contributions towards the employee's or
dependent's coverage terminate. Employer contributions include contributions by any
current or former employer that was contributing to coverage for the employee or -
dependent.

{d) Loss of COBRA An employee or dependent foses eligibility for minimum essential covefage, and is entitled to a
continuation special enrollment period as provided under 40.00(a)(1)(i} when she or he is otherwise eligible
coverage for a special enrollment period, does not enroll as an individual into a QHP, and instead elects

and exhausts COBRA continuation coverage.” Exhaustion of COBRA coverage includes
dropping COBRA coverage as long as the qualified individual is otherwise eligible for APTC.

{e) Not included in LOSS of m
loss of minimum
essential (1)

coverage.”’

(2)

inimum essential coverage does not include termination or loss due to:

Failure of the employee or dependent to pay premiums on a timely basis, including
COBRA premiums prior to expiration of COBRA coverage, or

Termination of coverage for cause {such as making a fraudulent claim or an
intentional misrepresentation of a material fact in connection with the plan), or for
situations allowing for a rescission as specified in 45 CFR §147.128.

{f) Rescissions* Loss of m

(1)

(2)
()

inimum essentiai coverage does not include a rescission.

A rescission is a cancellation or discontinuance of coverage that has retroactive
effect. For example, a canceliation that treats a policy as void from the time of the
individual's or group’s enroliment is a rescission. As another example, a cancellation
that voids benefits paid up to a year before the cancellation is also a rescission for this
purpose. A cancellation or discontinuance of coverage is not a rescission if:

The cancellation or discontinuance of coverage has only a prospective effect; or

The cancellation or discontinuance of coverage is effective retroactively to the extent
(it is attributable to a failure to timely pay required premiums or contributions towards
the cost of coverage.

Prohibition on rescissions:

A group health plan, or a health insurance issuer offering group or individual health
insurance coverage, must not rescind coverage under the plan, or under the policy,
certificate, or contract of insurance, with respect to an individual (including a group to
which the Individual belongs or family coverage in which the individual is included)

* 26 CFR § 54.9802-1(d).

526 CFR § 54.9801-2, exhaustion of COBRA continuation coverage is defined in 26 CFR § 54.9801-2,

Proposed rute, CMS-9964-P2, Small
54 .98C1-6{a)(3){i-ili).

F’mposed rule, CMS-9964-P2, Small
54.9801-6(a)(3)(i-iii); 45 CFR §147.128.

Business Health Options Program, 45 CFR §155,725(j); 45 CFR § 155 420{e}; 26 CFR §
Business Health Opticns Program, 45 CFR §155.725()); 45 CFR § 1.)5 420(e), 26 CFR §
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once the individual ie covered under the plan or coverage, unless the individual (cr a
person seeking coverage on behalf of the individual) performs an act, practice, or
omission that constitutes fraud, or unless the individual makes an intentiona!
misrepresentation of material fact, as prohibited by the terms of the plan or coverage.

A group health plan, or a heaith insurance issuer offering group or individual health
insurance coverage, must provide at least 30 days advance written notice to each
participant {in the individual market, primary subscriber) who would be affected
before coverage may be rescinded regardless of, in the case of group coverage
whether the rescission applies fo an entire group or only to an individual within the
group.

41.00. Coverage effective dates* (10/01/2013, 13-1 2F)

{a) Coverage
effective January
1,2014

{1)

(2)

(3}

YHC must ensure a coverage effective date of January 1, 2014, for full payment of the
invoice amount postmarked by December 10, 2013.

Empioyers remitting payment electronically will have more time. VHC must ensure a
coverage effective date of January 1, 2014, for payment received by credit card or
electronic funds transfer on or before Decernber 15, 2013

VHC will make every effort to work with carriers to make coverage effective for

January 1, 2014, where payment is postmarked after December 10, or received
e[ectronlcaily after December 16, 2013..

(b} Coverage
effective dates
generally, for plan
years beginning
on or after
January 1, 2015

VHC shall ensure that for a QHP selection received by VHC from a qualified employee
on or before December 7 for plan years beginning January 1, 2015, and subsequent
years, QHP issuers adhere to January 1 coverage effective dates.

{¢) Special enroliment
coverage dates®

2
@)

4

In the case of birth, adoption or p[acemeht for adoption, VHC must ensure that
coverage is effective on the date of binh, adoption, or placement for adoption; and

In the case of marriage VHC must ensure coverage is effective on the first day of the
foitowing month.

fn the case where a qualified employee loses minimum essential coverage, VHC must
ensure coverage is effective on the first day of the following month.

Option for earlier effective dates. Subiect to VHC demonstratmg to HHS that all of its
participating QHP issuers agree to effectuate coverage in a timeframe shorter. than
discussed in paragraph 71.03(b)(1) or 71.03({b)(2)(ii} for a QHP selection received by
VHC from a qualified employee on a date set by VHC after the fifteenth of the month,
VHC may provide a coverage effective date of the first of the following month.

* 45 CFR § 155.725(a)(2), §155.260, §155.410(c).

%0 Proposed rule, CMS-6964-P2, Smail Business Health Options Program, 45 CFR §155.725(j), 45 CFR § 155.420(b)
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(d) Notification of
effective date®

VHC must ensure that a QHP issuer notifies a qualified employee enrolled in a QHP of
the effective date of coverage.

12.00 [Reserved]

(10/01/2013, 13-12F)

43.00 Employer contributions to cost-sharing through HSAs or HRAs (10/01/2013, 13-12F)

HRAs and HSAs may be used in conjunction with a QHP as permitted by IRS regutations.

4400  Renewal®® (10/01/2013, 13-12F)

If a qualified employee enrolled in a QHP through VHC remains eligivle for coverage, such
employee will remain in the QHP selected the previous year uniless:

The qualified employee terminates coverage from such QHP in accordance with standards
identified in section 45.00;

The gualified employee enrolls in another QHP: or

(d} The QHP is no longer available to the qualified employee.

45.00 Termination of coverage by employee® (10/01/2013, 13-12F)

{a} Termination
ovents™

VHC must permit an employee to terminate his or her coverage in a QHP, including
as a result of the employee obtzining other minimum essential coverage, with
reasonable notice to VHC or the QHP.

Reasonable notice is defined as 14 days from the requested effective date of
termination.

{b} Termination
effective date™

The last day of coverage is:

The termination date specified by the employee, if the employee provides reasonable
notice; :

Fourteen days after the termination is requested by the employee, if the employee
does not provide reasonable notice; or

On a date determined by the employee’s QHP issuer, if the employee’s QHP issuer is

*! 45 CFR §155.720(e).
%2 45CFR §155.725()).

* 45 CFR §155.275().

* 45 CFR §155.430(b), (d).

5 45 CFR §155.430(d).
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able to effectuate termination in fewer than 14 days and the employee requests an
earlier termination effective date.

{4] Ifthe employee is newly eligible for Medicaid, the last day of coverage is the day
before such coverage begins.

(c) Employer If any employee terminates coverage from a QHP, VHC must notify the employee's employer.™
notification '

46.00  Employer withdrawal from VHC® (10/01/2013, 13-12F)

If a qualified employer ceases to purchase coverage through VHC, VHC must ensure that:

(a) Each QHP issuer terminates the coverage of the employer's qualified employees enroiled
in the QHP through VHC: and .

{b) Each of the employar's qualified employees enrolled in a QHP through VHC is notified by
the QHP issuer of the termination of caverage prior to such termingtion. Such notification
must also provide information about other potential sources of coverage, including access
to individual market coverage through VHC.

47.00 Termination of Coverage by Issuer (10/01/2013, 13-12F)

(a) Conditions under VHC may-initiate termination of an enrollee’s coverage and must permit a QHP issuer to
which QHP issuer | terminate an enrollee's coverage in the following circumstances:
may terminate . )
coverage®® (1) The enrollee is no longer eligible for coverage in a QHP through VHC;

(2} Non-payment of premiums for coverage of the enrollee:

{3) The enrollee’s coverage is rescinded in accordance with section 40.00(f); or

{4) The QHP terminates or is decertified.

*8 45 CFR §155.720(h).
*7 45 CFR § 155.715(g).
* 45 CFR §156.270(a), §155.430(b,) 45 CFR §156.285(d).
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{b}) Termination of
coverage due to
non—payrgeent of
premium

(1) QHP issuers must apply a standard policy to all small groups for the termination of
coverage of enrollees due to non-payment of premjum,

(2)  Anon-payment occurs when full payment has not been received by the last day of the
manth. '

{¢} Notice of
termination of
coverage to
enrollees and
qualified
c-ar*nployerse'0

A QHP issuer must provide termination of coverage notices o enrollees and qualified
employers. '

(1) Ifan enrollee’s coverage in a QHP is terminated by the issuer for any reason, the QHP
issuer must provide the enrollee with a notice of termination of coverage that includes
the reason for termination at least 30 days, prior to the last day of coverage, and
consistent with the effective date established by VHC,

{2)  The QHP issuer must notify VHC of the termination effective date and reason for
termination.

(3) IfaQHP issuer elects not to seek recertification with VHC for itself. or for one of its
QHPs, the QHP issuer must provide written notice to each enrollee.

{d} Termination of
covérage effective
dates®’

in the case of a termination where the enrollee is no longer eligible, the last day of coverage is
the last day of the month following the month in which notice of termination is sent, unless the
individual requests an earlier termination effective date and provides reasonable natice.

{e) Employer
withdrawa!l and
termination®

{1)  If aqualified employer chooses to withdraw from participation in VHC, the employer
should notify VHC which will notify the QHP issuer.

(2) The QHP issuer must terminate ccverage for all enrollees of the withdrawing qualified
employer.

{fi MNon-renewal of

It a QHP issuer elects not to seek recertification with VHC, the QHP issuer, at a minimum, must

QHPs.*
(1)  Notify VHC of its decision prior to the beginning of the recertification process;
{2) Fulfill s obli'gation to cover benefits for each enrollee through the end of the plan or
benefit year;
(3)  Fulfill data reportihg obligations from the last plan or benefit year of the certification;
and
%% 45 CFR §156.270(c).

®0 45 CFR §155.430(a), 45 CFR §156.285(d), §156.270(b) and §156.290(b).

®! 45 CFR §156.285(d), §156.270() and §156.430(d)(3).

%2 45 CFR §156.285(d).

% 45 CFR § 156.290.
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(4)  Provide notice to enrollees at least 80 days in advance of the |ast day of coverage.

{g) Decertification®

If a-QHP is decertified by VHC, the QHP issuer must terminate coverage for enrollees only after:
{1} VHC has made notification as described in 45 CFR § 155.1080; and

{2) Enrollees have an opportunity to enroll in other coverage.

48.00 Termination of participation by VHC (10/01/2013, 13-12F)

{(a) Termination for
non-payment®®

VHC must terminate participation on VHC of qualified employers that do not pay premiums as
billed in accerdance with the provisions of § 50. 00(a).

43.00  Employer appeals® (10/01/2013, 13-12F)

49.01 Employer eligibility appeals® (10/01/2013, 13-12F)

(‘a) Employer right to

An empioyer may appeal:

appeal , : .
(1} A notice of denial of eligibility; or
{2}  Afailure of the VHC to make an eligibility determination in a timely manner,
(b) Notices Notices of the right to appeal a denial of eligibility must be written and include—

(1}  The reason for the denial of eligibility, including a citation to the applicable regulations:
and .

(2}  The procedure by which the empfoyer may request an appeal of the denial of
eligibiity.

(c) Appeal request

VHC must;

(1)  Allow an employer to request an appeai within 90 days from the date of the notice of
denial of eligibility.

(2)  Accept appeal requests submitted—
(i By telephone;
(i) By mail, or

(i) Viathe Internet.

% 45 CFR § 156.290(c).

% 45 CFR § 155.720(d)(2).

% Proposed rute, 78 FR 4722, January 22, 2013.

*7 Proposed rule, 45 CFR § 155.740, 78 FR 4723-4724, January 22, 2013,
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(3)
(4}

Not limit or interfere with the applicant’s right to make an appeal request; and

Consider an appeal request valid if it is submitted within 90 days from the date of the
notice of dental of eligibility.

(d) Notice of appeal
request

Upon receipt of a valid appeal request, the appeals entity must—

[

(B

(ii)
(2)
(3)

(B

(i)

Send timely acknowledgement to the employer of the receipt of the appeal request,
including—

An expianation of the appeals process; and
Instructions for submitting additional evidence for consideration by the appeals entity.
Promptly notify VHC of the appeal, if the appeal request was not initially made to VHC.

Upen receipt of an appeal request that is not valid because it fails to meet the
requirements of this section, the appeals entity must—

Promptly and without undue delay, send written notice to the employer that is
appealing that the appeai request has not been accepted and of the nature of the
defect in the appeal request; and

Treat as valid an amended appeal request that meets the requirements of this
section.

(e) Transmittal and
receipt of records

(1)
()
(i

{2)

Upon receipt of a valid appeal request VHC must promptly transmit, via secure
electronic interface, to the appeals entity—

The appeal requeét, if the appeal request was initially made to VHC: and
The eligibility record of the employer that is appealing.

The appeals entity must promptly ccmfrm receipt to VHC of the records VHC
transmitted.

{f} Dismissal of
appeai

The appeals entity:

{1)
{i)
(i)

{2)

(3)

Must dismiss an appeal if the employer that is appealing—
Withdraws the request in writing; or

Fails to submit an appeal request 90 days from the date of the notice of denial of
eligibility to the appeals entity. :

Must provide timely notice to the employer that is appealing of the dismissal of the
appeal request, including the reason for dismissal, and must notify VHC of the
dismissal.

- May vacate a dismissal if the employer makes a written request within 30 days of the

date of the notice of dismissal showing good cause why the dismissal should be
vacated.

{g) Procedural rights

The appeals entity must provide the employer, or the -employer and employee if an employee is
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of the "émployer appealing, the opportunity to submit relevant evidence for review of the eligibility determination.

(h) Adjudication of VHC appeais must—

VHC appeals _ , o X

(1) Be reviewed de novo by one or more impartial officials who have not been directly
involved in the employee eligibility determination implicated in the appeal, and

(2)  Consider the infarmation used to determine the employer or employee's eligibility as
wel! as any additional relevant evidence submitted during the course of the appeal by
the employer or employee. -

(i) Appeal decisions Appeal decisions must:
{1} Be based solely on
(i} The evidence referenced in (h}2) of this section, and
(i) The employer and employee eligibility requirements for VHC.

{2) State the decision, including a plain language description of the effect of the decision
on the appellant’s eligibility;

{3) Summarize the facts relevant to the appeal:
(4) Identify the legal basis, including the regulations that su pport the decision;
(5} State the effective date of the decision; and

{6) Be effective retroactive to the date the incorrect eligibility determination was made, if
the decision finds the employer eligible, or effective as of the date of the notice of the
appeal decision, if eligibility is denied.

(i) Notice of appeal The appeals entity must issue written notice of the appeal decision to the employer or to the
decision employer and employee if an employee’s eligibility is implicated, and to VHC within 90 days of
the date the appeal request is received.

(k) Implementation of VHC must premptly implement the appeal decision upon receiving the notice of appeal decision |

VHC appeal under (j} of this section. .
decisions '
{I} Appeals record {1) Subject to the requirements of all applicable federal and state laws regarding privacy,

confidentiality, disclosure, and personally identifiable information the appeal record
must be accessible to the employer, or employer and employee If an employee’s
eligibility is implicated, in a convenient format and at a convenient time.

(2) The appeals entity must provide public access to all appeal records, subject to all
~applicable federal and state laws regarding privacy, confidentiality, disclosure, and
personally identifiable information.

49.02 Employer appeals of employee eligibility for APTC/CSR® (1 0/01/2013, 13-12F)

** 45 CFR § 155.555, (NPRM, 78 FR 4594, January 22, 2013); 45 CFR § 155.310(h).
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(a) Generally

An employer may, in response to a notice of an employee's eligibility for advance payments of

the premium tax credit and cost-sharing reductions to an employer, appeal a determination that
the employer does not provide minimum essential coverage through an employer sponsored
pian or that the employer does provide that coverage but it is not affordable coverage with
respect to an employee.

(b) Appeal request

VHC and the appeals entity, as appticablé, must—
{1) Allow an employer to request an appeal within 90 days from the date the notice of an

employee’s eligibility for advance payments of the premium tax credit and cost-sharing
reductions to an employer is sent;

(2) Allow an émployerto submit relevant evidence to support the appeai;
(3)  Allow an employér to submit an appeal request to VHC or the appeals entity.
{(4)  Accept appeal requests submitted—
() By telephone; |
{iy By rﬁail; or
{iit in person.
(5) Consider an appeal request valid if it is submitted in accordance with paragraph (b){(1)

- of this section. and with the purpose of appealing the determination identified in the
notice described in 45 CFR § 155.310(h).

{c) Notice of appeal
request.

Upon receipt of a valid appeal request, the appeals entity must—

(1) Send timely acknowledgement of the receipf of the appeal request to the employer,
including an explanation of the appeals process:

(2} Send timely notice to the employee of the receipt of the appeal request, including—
(i)  Anexplanation of the appeals process;

{iiy  Instructions for submitting additional evidence for consideration by the appeals entity;
and

(i) An explanation of the potential effect of the employer's appeal on the employee's
eligibility.
{(3) Promptly notify VHC of the appeal, if the employer did not initially make the appeal
request to VHC.

- (4) Upon receipt of an appeal request that is not valid because it fails to meet the
requirements of this section, the appeais entity must—

(i) Promptly and without undue delay, send written notice to the employer that the
appeal request has not been accepted and of the nature of the defect in the appeal
request; and

(i) Treat as valid an amended appeal request that meets the requirements of this
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section, including standards for timeliness.

{d) Transmittat and
receipt of records.

(1)  Upor receipt of a valid appeal request under this section, or upon receipt of the notice
under paragraph (c){3) of this section, VHC must promptly transmit via secure
electronic interface to the appeals entity —

{) The appeal request, if the appeal request was initially made to VHC; and

(i)~ The employee’s eligibility record.

{2} The appeals entity must promptly confirm receipt of records transmitted pursuant to
paragraph (d)(1) of this section to VHC. : ,

{e) Dismissal of
appeal.

The appeals entity—

(1} Must dismisé an appeal if the appellant withdraws the appeai request in writing, or if
the request fails to comply with the standards in paragraph (b)(4) of this section.

{2) Must provide timely notice of the dismissal to the employer, employee, and VHC
including the reason for dismissal; and :

(3} May vacate a dismissal if the emplayer makes a written request within 30 daS(s of the
date of the notice of dismissal showing good cause why the dismissal should be
vacated.

{f} Procedural rights
of the employer.

The appeals entity must provide the employer the opportunity to—

{1)  Provide relevant evidence for review of the determination of an employee's eligibility
for advance payments of the premium tax credit or cost-sharing reductions;

(2) Review—
() The information described in 45 CFR § 155.310(h)(1);

(Ei) Information regarding whether the employee’s income is above or below the
threshold by which the affordability of empioyer-sponsored minimum essential
coverage is measured, as set forth by standards described in 26 CFR § 1.36B; and

(i) Other data used to make the determination described in 45 CFR § 155.305(f) or (g),
to the extent allowable by law, except the information described in paragraph (g) of
this section. '

{g) Confidentiality of
employee
information.

Neither VHC nor the appeals entity may make available to an employer any tax return
information of an employee as prohibited by § 6103 of the Cade.

(h) Adjudication of
employer appeals.

Employer appeals must—

{1y Be reviewed by one or more impartial officials who have not been directly involved in
the employee eligibility determination implicated in the appeal;

(2)  Consider the information used to determine the employee’s eligibility as well as any
additicnal relevant evidence provided by the employer or the employee during the
course of the appeal; and
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(3) Be reviewed de novo.

Employer appeal decisions must—

{1) Be based exclusively on the information and evidence described in paragraph {h){2)
and the eligibility standards in 45 CFR part 155, subpart D:

{2) State the decision, including a plain language description of the effect of the decision
on the employeée’s eligibility;

{3) Summarize the facts relevant.to the appeal;
(4)  Identify the lega! basis, including the regulations that support the decision; and

(5) State the effective date of the decision.

(j} Notice of appeal
decision.

The appeals entity must provide written notice of the appeal decision within 90 days of the date
ihe appeal request is received, as administratively feasible, to—

(1)  The employer. Such notice must include—
{iy The appeal decision; and

(i An explanation that the appeal decision does not foreclose any appeal rights the
employer may have under subtitle F of the Code.

(2) The employee. Such notice must include the appeai decision.

(3) VHC.

(k) Implementation of
the appeal
decision

After receipt of the notice of the éppeal decision, if the appeal decision affects the empioyee'é

eligibility, VHC must promptly redetermine the employee's eligibility in accordance with the
standards specified in 45 CFR § 155.305.

() Appeal record.

Subject to the requirements of 45 CFR § 155.550 and paragraph (g) of this section, the appeal
record must be accessible to the employer and to the employee in a convenient format and at a
canvenient time.

50.00 Premium processing (10/01/2013, 13-12F)
(a) Premium VHC must perform the following functions related to bremium payment adminisfration:
aggregation

(1)  Provide each qualified employer with a biil on a monthly basis that identifies the
employer contribution, the employee contribution, and the total amount that is due to
the QHP issuers from the qualified employer;

(2)  Coliect from each employer the total amount due and make payments to QHP issuers
for all enroliees; and

(3) Maintain books, records, documents, and other evidence of accounting procedures

and practices of the premium aggregation program for each benefit year for at least 10
years,

- {b) QHP issuers must

QHP Issuer must accept payment from the VHC on behalf of a qualified employer or an
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accept VHC
payments

enrollee.
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Part Seven

Eligibility-and-Enroliment Procedures

51.00  Automatic entltlement to Medicaid following a determination of eligibility under

other programs’

(10/01/2013, 13-12F)

A separate application for Medicaid is not required from an individual who
receives 85| or AARD.

52.00 Application? (10/01/2013, 13-12F)

52.01 in general (10/01/2013, 13-12F)

An individual will be afforded the opportunity to apply for heaith benefits at any
time, without delay.’

52.02 single,

streamlined application® (10/01/2013, 13-12F)

{a} The application

A single, streamlined application wili be used to determine eligibility and to
_collect information necessary for:

(1)  Enrofiment in a QHP:
(2y APTC;
(3) CSR:and

(4) Medicaid.

(b} Filing the single
streamlined application

AHS will:
(1)  Accept the single, streamlined application from an application filer; and
(2) Provide the tools to ffle‘an application:
(i} Via aninternet website;
{ii} By telephone through a call center;

{iii) By mail

} 42 CFR § 435.909.

? 42 CFR § 435.907; 45 CFR §§ 155.310(a) and 155.405.

® 42 CFR § 435.906; 45 CFR § 155.310(c).

* 42 CFR § 435.907; 45 CFR § 155.405.
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(iv) Through other commanly available electronic means; and

{v) In person.

(c) Assistance®

AHS will provide assistance to any individual seeking help with the application cr
renewal process, in the manner prescribed in § 5.01.

{d) Application filers

An application will be accepted from:

The applicant;
An aduit who s in the appiicant's household;

An authorized represéntative; or

(4} ifthe applicant.is a minor or incapacitated, someone acting responsibly
" for the applicant.

(e) Missing information® (1}  The applicant's eligibility for health benefits wili not be determined
before the applicant provides answers to ail required questions on the
apeplication. : _

(2)  Ifanincomplete application is received, the applicant wili be sent a

(3)

request for answers to all of the unanswered questions necessary to
determine eligibility. The request will include a response due date,
which will be no earlier than 15 days after the date the request is sent to
the applicant;

If a full response to the request is received on or before the request due
date, the eligibility process will be activated for determining:

() Coverage, based on the date the application was originally received: or

(i} The need to request any corroborative information necessary to

(4)

determine eligibility.

If responses to all unanswered questions necessary for determining
eligibility are not received by the response due date, the applicant wilt
be notified that AHS is unable to determine their eligibility for heaith
benefits. The date that the incomplete application was received will not
be used in any subsequent eligibility determinations.

(f) Limits on information’

An applicant will be required to provide only the information necessary to make
an eligibility determination or for a purpose directly connected to the

® 42 CFR § 435.608,

545 CFR § 155.310(k) (NPRM, 78 FR 37031)

7 42 CFR § 435.907(c).
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administration of health-benefits programs.

(g) Information collection from
non-applicants®

Information regarding citizenship, status as a national, or immigration status will
not be requested for an individual who is not seeking health benefits for
themseives. .

(h) Signature required

An initial application must be signed under penalty of perjury. Electronic-
including telephonically-recorded-signatures and handwritten signatures
transmitted via any other electronic transmission will be accepted.

{i) Accessibility

Any application or supplemental form must be accessible to individuals who are
limited English proficient and individuals who have disabilities, consistent with
the provisions of § 5.01. :

53.00  Attestation and verification — in general (10/01/2013, 13-12F)

(a) Basis and scope

The income and eligibility verification requirements set forth in §§ 53.00 through
56.00 are based on §§ 1137, 1902(a)(4), 1902(a)}(19), 1902(a)(46)(B), 1902(ee),
1903{r){3}, 1903(x), and 1943(b){3) of the Act, and § 1413 of the ACA.

{b) In general

AHS will verify or obtain information as provided in §§ 53.00 through 56.00
before making a determination about an individual’s eligibility for health benefits,
Such information will be used in making the eligibility determination. See § 58.00
for details on the eligibility determination process.

" (c) Attestation®

Except where the law requires other procedures (such as for citizenship and
immigration-status information), attestation of information needed to determine
the eligibility of an individual for health benefits will be accepted {either self-
attestation by the individual or attestation by an adult who is in the individual's
household, an authorized representative, or, if the individual is under age 18 or
incapacitated, someone acting responsibly for the individual} without requiring
further information (including documentation) from the individuai.

{d) Use of federal electronic
verification service"’

To the extent that information related to determining eligibility for health benefits
is available through an electronic service established by HHS, AHS will obtain
the information through such service, unless AHS has secured HHS approval of
alternative procedures described in (e} below.'

® 45 CFR § 155.310(a)(2).

® 42 CFR § 435.945(a).

" Inits response to comments on its proposed rule, CMS indicated that "[s]tate law and regulation
establish who may file an application for an insurance affordability program on behalf of a child under age
21, and nothing in the Affordable Care Act or these regulations alters State authority or flexibility on this
matter.” /7 FR 17,156 (March 23, 2012). In Vermont, the age of majority is 18. 1 VSA § 173.

" 42°CFR § 435.949(b),

' 42 CFR § 435.945(k); 45 CFR § 155.315(h)
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(e)

Flexibility in information
collection and verification

Subject to approval by HHS, AHS may request and use information from a
source or sources alfernative fo those listed in § 56.01(b), or through a
mechanism other than the electronic service described in (d) above, provided
that such alternative source or mechanism will reduce the administrative costs
and burdens on individuals and the state while maximizing accuracy, minimizing
delay, and meeting applicable requirements relating to confidentiality, disclosure,
maintenance, or use of information.

®

Notice of intent to obtain
and use information

Befcre it requests information for an individual from another agency or program,
AHMS will inform the individual that it will obtain and use information available to it
to verify income, resources {when applicable), and eligibility or for other
purposes directly connected to the administration of a health-benefits program.

(9)

Security of electronic
information exchanges™

Information exchanged electronically between AHS and any other agency or
program will be sent and received via secure electronic interfaces, as specified in
§ 4.09. Any such exchange of data will be made pursuant to written agreements
with such other agencies or programs, which will provide for appropriate
safeguards limiting the use and disclosure of information as required by federal
or state law or regulations.

{h)

Limitation on scope of
infarmation requests

(1) Anindividual will not be required to provide information béyond the .
minimum necessary to support eligibility and enrollment processes.

(2) Anindividuat will not be required to provide additional information or

‘ documentation unless information needed by AHS cannot be obtained
electronically or the information obtained electronically is not reasonably
compatible, as provided in § 57.00, with information provided by or on
behalf of the individual.

(i)

Limitation on use of
evidence of immigration
status

Evidence of immigration status may not be used to determine that ar individual
is not a Vermont resident. -

54.00

13-12F)

Attestation and verification of citizenship and immigration status (10/01/2013,

54.01 Definition (10/01/2013, 13-12F)

Citizenship™

For the purposes of this section, the term “citizenship” includes status as a
“national of the United States,” as defined by § 101{a)(22) of INA (8 USC

§ 1101(a){22))}, to include both citizens of the United States and non-citizen
naticnals of the United States.

™ 42 CFR § 435.945(f),

42 CFR § 435.945()).

'3 42 CFR § 435.407.
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54.02 Declaration of citizenship or immigration status (10/01/2013, 13-1 2F)

Except as provided in § 54.06, an individual seeking health benefits must sigh a
declaration that thay are: :

(a) A citizen or national of the United States (§ 17.01(a) and (c):

(b) A qualified non-citizen (§ 17.01(d); or

{c)} Lawfully presentin the United States (§ 17.01(g).

54.03 Verification frequency (10/01/2013, 13-12F)

‘(a) Citizenship™

Verification or documentation of citizenship is a one-time activity; once an
individual's citizenship is documented and recorded, subsequent changes in
eligibility should not require repeating the documentation unless later evidence

| raises a question about the individual's citizenship.

(b) Immigration status"’

Immigration status, inciuding lawful presence, must be verified or decumented at
the time of initial application and at the time of eligibility renewal. In verifying
immigration status at the fime of renewal, AHS will first rely on information
provided at the time of initial application to determine ongoing eligibility. AHS will
cnly require the individual to provide further documentation or to re-verify '
satisfactory status if it cannot verify continued eligibility based on the information
already available to it. : ‘

54.04 Electronic verification' (10/01/2013, 13-12F)

(a) Verification with records
from the SSA

For an individual who attests to citizenship and has a Social Security number,
AHS will transmit their Social Security number and other identifying information
to HHS, which will submit it to the SSA for verification.

(b) Verification with the
records of DHS

For an individual who has documentation that can be verified through DHS and
who either attests to lawful immigration status or lawful presence, or who attests
to citizenship and for whom AHS cannot substantiate a claim of citizenship
through SSA, AHS will transmit information from the individual’s documentation
and other identifying information to HHS, which will submit necessary information
to DHS for verification,

54.05 Inconsistencies and inability to verify information™ (10/01/2013, 13-12F)

'® 42 CFR § 435.407()(5).

'" CMS SHO Letter No. 10-006 (July 1, 2010), p. 5.

¥ 42 CFR § 435.956 (NPRM, 78 FR 4593); 45 CFR § 155.315(c).

1942 CFR § 435.956 (NPRM, 78 FR 4593); 45 GFR 155.315(c)(3).
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{a) In general

Except as provided in § 54.06, for an individual who attests fo citizenship ot

eligible immigration status, and for whom such attestation cannot be verified
through SSA or DHS, AHS will:

(1}  Follow the procedures specified in § 57.00 (inconsistencies), except
that:

{) The individual will be provided with a period of 80 days from the date
an which the notice described in § 57.00(c)(2) is received for the
individual to provide satisfactory documentary evidence or resolve the
incensistency with the SSA or DHS, as applicable. The date on which
the notice is received is considered to be five days after the date on
the notice, unless the individua! demonstrates that they did not
receive the notice within the five-day period.

(i) The reasonable opportunity period may be extended beyond 90 days if
the individual is making a good-faith effort to resolve any
inconsistencies or obtain any necessary documentation or AHS needs
more time to complete the verification process.

(2} For purposes of Medicaid:
i - Assist the individual in obtaining a Social Security number;®

{ii) Attempt to resolve any inconsistencies, including typographical or
other clerical errors, between information provided by the
individual and data from an electronic data source, and resubmit
corrected information to the electronic data source:

(iig) Provide the individual with information on how to contact the
source of the electronic data so they can attempt to resolve
Enconsistencies directly with such data source; and

{iv) Permit the individual to provide other documentation of citizenship
or immigration status.?’

(b) Eligibility activities during
reasonable opportunity
penod

During the reasonable opportunity period described in (@)(1)(i) and (ii} of this
§ 54.05, AHS wilk:

{1} Notdelay, deny, reduce, or terminate benefits for an individual who is
otherwise eligible for health benefits.

{2) Begin to fumish Medicaid benefits to otherwise eligible individuals

% 42 CFR § 435.910.

21 42 CFR §§ 435.956(g)(1)(iv}, 435.406 and 435.407.

%2 42 CFR § 435.956(g); 45 CFR § 155.315(f)(4).
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during the reasonable opportunity pariod effective on the date of the
application containing the declaration of citizenship or immigration
_status by or on behalf of the individual.

(3) Ifrelevant, proceed with respect to QHP enroliment, APTC, and CSR,
as provided for in § 57.00(c){4).%

(c) Failure to complete
verification during
reasonable opportunity
period

If, by the end of the reascnable opportunity period described in (@)(1){i) and (ii) of
this § 54.095, the individual's citizenship or immigration status has not been
verified in accordance with paragraph (a ) of this subsection, AHS will:

{1} With regard to the individual's E.‘iiglbihty for Medicaid, take action within
30 days to terminate ellgibﬂlty

{2) With regard to the individual's e :glbmty for enrcilment in a QHP, APTC
and CSR, proceed in accordance with the provisions of § 57. 00(c)(5) or

) dependmg on AHS's ability to determine the individual’s ineligibility
for Medicaid.

(d) Records of verification

AHS will maintain a record of having verified cmzenshlp or |mm|grat|0n status for
each individual in a case record or electronic database.

54.06 Individuals not required to document citizenship or national status®
(10/01/2013, 13-12F)

The following individuals are not required to document citizenship or national
status as a condition of receipt of Medicaid benefits:

(@) An individual receiving $SI benefits under Title XVI1 of the Act;
(b) An individual entitied to or enrolled in any part of Medicare;

-{c) An individual receiving Social Security disability insurance benefits under §
223 of the Act or monthly benefits under § 202 of the Act, based on the
individual’'s disability {(as defined in § 223(d) of the Act);

(d) An individual who is in foster care and who is assisted under Title IV-B of
the Act, and an individual who is a recipient of foster-care maintenance or

adoption assistance payments under Title IV-E of the Act; and

(e) A child born in the United States on or after April 1, 2009, who was deemed
eligible for Medicaid as a newborn (§ 9.03(b)).Z

B 45 CFR § 155.315(c)(3).

* 42 CFR § 435.956(g)(4) (NPRM, 78 FR 45093).

% 45 CFR § 155.315(f)(5)

42 CFR § 435.406(a)(1)(v).

%7 Section 1903(x) of the Act.
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54.07 Documentary evidence of citizenship and identity (10/01/2013, 13-12F)

(a) Definition: available

Document exists and can be obtained within the period of time specified in §
54.05.

(b} Standalone evidence of
citizenship®

The following will be accepted as satisfactory dacumentary evidence of
citizenship:

(1) AU.S. passport, including a U.S. Passport Card issued by the
Department of State, without regard to any expiration date as long as
such passport ar Card was issued without limitation.-

(2) A Certificate of Naturalization.

(3) AcCertificate of U.S. Citizenship.

(4) A valid state-issued driver's license if the state issuing the license
reguires proof of U.S. citizenship, or obtains and verifies a Social
Securityzgpurnber from the applicant who is a citizen before issuing such
license.

(5) Tribal dacuments;

(i) Documentary evidence issued by a federally-recognized Indian tribe,
as published in the Federal Register by the Bureau of Indian Affairs
within the U.S. Department of the Interior, and including tribes located
in a State that has an international border, which:

{A) ldentifies the federally-recognized Indian tribe that issued the
document;

- (B) Identifies the individual by name; and

(C) Confirms the individual's membership, enrcliment, or affiliation with
the tribe.

{i) Documents described in paragraph (b)(5)(i) of this subsecticn Include,
but are not limited to:

(iiiy A tribal enrollment card;
{iv} A Certificate of Degree of Indian Blood:
{v) Atribal census document;

{vi) Documents on tribal letterhead, issued under the signature of the
appropriate tribal official, that meet the requirements of paragraph

% 42 CFR § 435.407(a) (NPRM, 78 FR 4593).

* [Reserved]
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(6)(5)() of this subsection.

{c) Other evidence of
citizenship®

If an applicant does not provide documentary evidence from the list in paragraph
(b} of this subsection, the following must be accepted as satisfactory evidence to
establish citizenship if also accompanied by an identity document listed in
paragraph (d) of this subsection: :

(1)

{2)

(3

(9)
(10)

(11

(12)

(13)

A U.S. public birth certificate showing birth in one of the 50 States, the
District of Cotumbia, Puerto Rico {if born on or after January 13, 1941),
Guam, the Virgin Islands of the U.S. (on or after January 17, 1917), .
American Samoa, Swain's Island, or the Commonwealth of the Northern

~ Mariana Islands (CNM!) (after November 4, 1986 (CNM! local time)).

The birth record document may be issued by the State, Commonwealth,
Territory, or local jurisdiction. If the document shows the individual was
born in Puerto Rico, the Virgin islands of the U.S., or the CNM!I before
these areas became part of the U.S., the individual may be a
collectively naturalized citizen.

At state option, a cross-match with a state vital statistics agency
documenting a record of birth,

A Certification of Report of Birth, issued to U.S. citizens who were born
outside the U.S,

A Report of Birth Abroad of a U.S. Citizen.
A Certification of birth.
A U.S. Citizen I.D. card.

A Northern Marianas ldentification Card, issued to a collectively
naturalized citizen, who was born in the CNM)| before November 4,
1986. :

A final adoption decree showing the child's name and U.S. place of
birth, or if an adoption is not final, a staterment from a state-approved
adoption agency that shows the chiid's name and U.S. place of birth.
Evidence of U.S. Civil Service employment before June 1, 1976.

U.S. Military Record showing a U.S. place of birth.

A data match with the Systematic Alien Verification for Entitlements
(SAVE) Program or any other process established by DHS to verify that

an individual is a citizen.

Documentation that a child meets the requirements of § 101 of the Child
Citizenship Act of 2000 (8 USC § 1431).

Medicat records, including, but not limited to, hospital, clinic, or doctor
records or admission papers from a nursing facility, skilied care Tacility,

%42 CFR § 435.407(b) (NPRM, 78 FR 4593).
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or other institution that indicate a U.S. place of birth.

(14) Life, health, or' other insurance record that indicates a U.S. place of

birth. - ‘

(15) Official religious record recorded in the U.S. showing that the birth

occcurred in the U.S,

{18) School records, ihcludihg pre-school, Head Start and daycare, showihg

the child's name and U.S. place of birth.

(17} Federal or State census record showing U.S. citizenship or a U.S. place

of birth.

(18} If the individual does not have one of the documents listed in

paragraphs (b) or {c){1) through (17) of this subsection, they may
submit an affidavit signed by another individual under penaity of perjury
who can reasonably attest to the individual's citizenship, and that )
contains the individual's name, date of birth, and place of U.S. birth.
The affidavit does not have to be notarized. '

(d) Evidence of identity®’

(1) The following will be accepted as proof of identity, provided such

document has a photograph or other identifying information including,
but not limited to, name, age, sex, race, height, weight, eye color, or
address: :

{i) Identity documents listed at 8 CFR § 274a.2(b){(1)(v)(B)(1), except a
driver's license issued by a Canadian government authority.

(ify Driver's license issued by a State or Territory.
(iif) School identification card.

{iv) U.S. military card or draft record.

“(v) Identification card issued by the federal, state, or local government.

(vi) Military dependent's identification card.

{vii)J.S. Coast Guard Merchant Mariner card.

(2) Forchildren under age 19, a clinic, doctor, hospital, or school record,

including preschocl or day care records.

(3 Two documents containing consistent information that corroborates an

individual's identity. Such documents include, but are nét limited to,
employer identification cards, high school and college diplomas
{including high school equivalency diplomas), marriage certificates,
divorce decrees, and property deeds or titles.

*' 42 CFR § 435.407(c) (NPRM, 78 FR 4593).
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{4) AHS will accept as proof of identity:

(i) Afinding of identity from a federal agency or another state agency,
including but not limited to a public assistance, law enforcement,
internal revenue or tax bureau, or corrections agency, if the agency
has verified and certified the identity of the individual,

(i} [Reserved]

(6) If the individual does not have any document specified in paragraphs
{d}(1) through {d}{3) of this subsection and identity is not verified under
paragraph {d)(4) of this subsection, the individual may submit an
affidavit signed, under penalty of perjury, by another person who can
reasonably attest to the individual's identity. Such affidavit must contain
the individual’s name and other identifying information establishing
identity, as describe in paragraph {d)(1) of this subsection. The affigavit
does not have to be notarized.

{e) Venﬂcatlon of citizenship
by a federal agency or
anather state32

AHS may rely, without further documentation of citizenship or identity, on a
verification of citizenship made by a federal or state agency‘ if such verification
was done on or after July 1, 2006.

(f) Assistance3d

AHS will assist individuals who need assistance to secure satisfactory
documentary evidence of citizenship in a timely manner.

(g) Documentary evidence34

A photocopy, facsimile, scanned, or other copy of a document will be accepted to
the same extent as an original document under this subsection, unless
information on the submitted document is inconsistent with other information
available to AHS, or AHS otherwise has reason to question the validity of the
document or the information on the document.

54.08 Documentation of immigration status {10/01/2013, 13-12F)

A non-citizen individual seeking health benefits must provide United States -
Citizenship and Immigration Services (USC?S) documents to establish
immigration status, as specified below:

(@) Lawful Permanent
Resident

(1) USC!S Form 1-551; or

{2)  Forrecent arrivals, a temporary 1-551 stamp on a foreign passport or on
-Form 1-84,

(3) Note: Forms -151, AR-3 and AR-3A have been replaced by USCIS. if
presented as ewdence of status, contact USCIS to verify status by filing
a G-845 with a copy of the old form. Refer the individual 1o USCIS to -

* 42 CFR § 435.407(d) (NPRM, 78 FR 4593).

* 42 CFR § 435.407{e) (NPRM, 78 FR 4593).

* 42 CFR § 435 .407(f) (NPRM, 78 FR 4593).
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apply for a replacement card.

{b) Refugee

(1) 'The following documents may be used to document refugee status:

() USCIS Form [-94 endorsed to show entry as refugee under § 207 of
INA and date of entry to the United States;

(i) USCIS Form I-688B annotated “274a.12(a)(3)";
(iii} Form 1-766 annotated "A3"; or
(iv) Form I-571.

(2} Refugees usually change to Lawful Permanent Resident status after 12
months in the United States, but for the purposes of health-benefits
eligibility are still considered refugees. They are identified by Form [-551
with codes RE-6, RE-7, RE-8, or RE-9. ‘

(3) The following documeﬁts may be used to document that the individual
is a "Cuban or Haitian entrant®:

(i) An1-84 Arrival/departure card with a stamp showing parole into the
United States on or after April 21, 1880. 1-94 may refer to §212(d)(5).
I-84 may refer to humanitarian or public interest parole. I-84 may be
expired.

(i) An1-94 Arrivalideparture card with a stamp showing parole at any time
as a "Cuban/Haitian Entrant (Status Pending)." 1-64 may refer to
§212(d)(5). I-94 may bea expired.

iy CH6E adjustment code on the |-551. Even after a Cuban/Haltian Entrant
{Status Pending) becomes a permanent resident, they technically
retain the status Cuban/Haitian Entrant (Status Pending). I-551 may
be expired.

(iv) A Cuban or Haitian passport with a §212(d)(5) stamp dated after
October 10, 1980. Passport may be expired.

(c) Asylee

{1} USCIS Form I-94 annotated with stamp showing grant of asylum under
§ 208 of tha INA; _

(2) Agrant letter from the Asylum Office of the USCIS:

(3} Form 1-6888B annotated “274a.12(a)(v)";

(4) Form |-7és annotated “AS”; or

{3}  Anorder of the Immigration Judge granting asylum. If a court order is
presented, file a G-845 with the local USS district office attaching a

copy of the document to verify that the order was not overturned on
appeal. :
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(d} American Indian born
' outside of the United
States

(8)

Documentation of LPR status (See 1-313.1});

Birth or baptismal certificate issued on a resewatiﬁn;
Membership card or other tribal records;

Letter from the Canadian lDepartment of Indian Affairs;
School records; or -

Contact with the tribe in question.

(e} Non-citizen granied parole
for at least one year by the
USCIS

USCIS Form 1-94 endorsed to show grant of parole under § 212(d}(5) of the INA
and a date showing granting of parole for at least one year.

 (f) Non-citizen granted (1) USCIS Form -84 with stamp showing admission under § 203(a)(7) of .
conditional entry under the the INA, refugee-conditional entry;
immigration law in effect
before April 1, 1980 (2) Form |-688B annotated “274a.12 (a)(3)"; or
(3) Form I-766 annotated “A-3.”
(g} Non-citizen who has had (1) Order of an Immigration Judge showing deportation withheld under
deportation withheld under § 243(h) of the INA and date of the grant;
§ 243(h) of the INA
{2) USCIS Form {-688B annotated "247a.12(a)(10)"; or
(3)  Form 1-766 annotated “A10.”

54.09 Documentation of entry date (10/01/2013, 131 2F)

(a) The following are the documents that may be used to determine the five-
year bar (§ 17.03):

(1

(2)

(3}

Form [-94. T‘he date of admission should be found on the refugee
stamp. If missing, AHS will contact USCIS to verify the date of
admission by filing a G-845 with a copy of the document:

i an individua! presents Forms [-888B or |-766 (Employment
Authorization Documents), and |-57 (refugee travel document), AHS wili
ask the individual to present Form 1-84. [f not available, AHS will contact
USCIS by filing a G-845 with a copy of the document presented: or

Grant letters or court orders. AHS will derive the date status is granted

- from the date of the letter or court order. If missing, AHS will contact
USCIS to verify date of grant by filing a (G-845 with a copy of the

document.

(b} If an individual presents a receipt indiéating that they have applied to
USCIS for a replacement document for one of the documents identified
above, AHS will contact the USCIS to verify status by filing a G-845 with the
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local USCIS district office with a copy of the receipt. AHS will contact the
USCIS any time there is a reason to question the authenticity of a
document presented or the information on the document is insufficient to
determine whether non-citizen status requirements are met.

54.10 Ineligible non-citizens and non-immigrants (10/01/2013, 13-12F)

Seme non-citizens may be lawfully admitted but only for a temporary or specified
period of time as legal non-immigrants. These non-citizens are never qualified
non-citizens. Because of the temporary nature of their admission status, they
generally will be unable to establish residency and are not efigible for health
benefits. For example, a non-citizen in possession of a student visa is not a
qualified non-citizen for Medicaid purposes. In rare instances, an ineligible non-
citizen may be able to establish residency and meet all other eligibility criteria of
a health-tenefits program and therefore be eligibie for treaiment of emergency
medical conditions only (§ 17.02(c))

54.11 visitors, tourists, and some workers and diplomats (10/01/2013, 13-12F)

Visitors, touriéts, and some workers and diplomats are also ineligible non-
citizens and non-immigrants. These non-citizens would have the following types
of documentation: ‘

(8} Form 1-94 Arrival-Departure Record;

{b} Form I-185 Canadian Border Crossing Card;

(c) Formi-186 Mexican Border Crossing Card;

{dy Form SW-434 Mexican Border Visitor's Permit; or

(e} Form I-95A Crewman's Landing Permit.

55.00

Attestation and verification of other nonfinancial information®® {10/01/2013, 13-

12F)

55.01 Aitestation only (10/01/2013, 13-12F)

Unless information from an individual is not reasonably compatible with other
information provided or otherwise available to AHS, as described in §
57.00(b)(3), attestation of information needed to determine the following
eligibility requirements will be accepted without requiring further information from
the individual;

(a) Residency,

(b) Age;

* 42 OFR § 4365.956; 45 CFR §§ 155.315 and 155.320.
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{c) Date of birth; and

(d)y Pregnancy.

55.02 Verification of attestation (10/01/2013, 13-12F)

An individual's attestations of information needed to determine the following
eligibility requirements will be verified by AHS:

(a) Social Security number®

(1)

(2)

(3)

(4)

The Social Security number furnished by an individual will be verified
with SSA to insure the Social Security number was issued to that
individual, and to determine whether any other Social Security numbers
were issued to that individual.

For any individual who prbvides a Soclal Security number, AHS will
fransmit the number and other identifying information to HHS, which will -
submit it to SSA. '

To the extent that an individual's Social Security number is not able to
be verified through the SSA, or the S5A indicates that the individual is
deceased, the procedures set forth in § 57.00 will be followed, except
that the individual will be provided with a period of 80 days from the
date on which the notice described in § 57.00(c)(2)(ii) is received for the
individual to provide satisfactory documentary evidence or resolve the
inconsistency with the SSA.

The date on which the notice is received means five days after the date
on the notice, unless the individual demonstrates that they did not
receive the notice within the five-day period.

(b) Incarceration status®’

When determining eligibility for enroflment in a QHP, an individual’s attestation
regarding incarceration status will be verified by:

{1}
(2)

Relying on any electronic data sources that are available ta AHS; or

If an approved data source is unavailable, accepting attestation as
provided in § 55.01.

(e) Eligibility for MEC other
than through an eligible
employer-sponsored
plan®®

(1)

(2}

When determining eligibility for APTC and CSR, AHS will verify whether
an individuat is eligible for MEC other than through an eligible employer-
sponsored plan or Medicaid, using information obtained by transmitting
identifying information specified by HHS to HHS.

When determining eligibility for APTC and CSR, AHS will also verify
whether an individual already has been determined eligible for coverage

% 42 CFR §§ 435.910 (NPRM, 78 FR 4593) and 435.956(d): 45 CFR § 155.315(b).

7 45 CFR § 155.315(e).

% 45 CFR § 155.320(b).

Part 7 - Pags 15




through Medicaid within the state.

{(d} Enrcliment in an eligible
employer-sponsored.plan
and eligibility for qualifying
coverage in an eligible
employer-sponsored
plan®

(1) General requirement

When determining eligibility for APTC and CSR, AHS will verify whether an
individual reasonably expects to be enrolled in an eligible empioyer-sponsored -
plan or is eligible for qualifying coverage in an eligible employer-sponsored plan
for the benefit year for which coverage is requested.

(2) Data

AHS will: -

(i) Obtain data about enrollment in and eligibility for an eligible employer-
sponsored plan from any electronic data sources that are available to
it and which have been approved by HHS, based on evidence

showing that such data sources are sufficiently current, accurate, and
minimize administrative burden.

(i) Obtain any available data regarding enrcliment in employer-sponsored
coverage or eligibility for qualifying coverage in an efigible empioyer-
sponsored ptan based on federal employment by transmitting
identifying information specified by HHS to HHS.

(iiiy Utilize dafa regarding small-group enroliment in QHPs.

(iv) Obtain any available data regarding the employment of an individuat
and the members of their household, from any electronic data sources
that are available to AHS and have been approved by HHS for this
purpose, based on evidence showing that such data sources are
sufficiently current, accurate, and minimize administrative burden.

(3) Verification
procedures

() Except as specified in paragraphs (d)(3}(ii) or (iii) of this subsection, an
individual's attestation regarding the verification specified in
paragraph {d){1) will be accepted without further verification.

(iiy If an individual's attestation is not reasonably compatible with the
. information specified in paragraphs {(d)(2)(i) through (d)(2\(iii) of this
subsection, other information provided by the individual or by the
application filer on the individual’s behalf, or other information in
AHS's records, the procedures specified in § 57.00 will be followed.

(iii) If AHS does not have any of the information specified in paragraphs

(d)(2)(1) through (d){2)(iii) of this subsection for an individual, and

% 45 CFR § 155.320(d) (NPRM, 78 FR 4593).
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either does not have the information specified in paragraph (d)(Z){iv)
-for the individual or the individual's attestation is not reasonably

compatible with the information specified in (d)(2)(iv), AHS will select

a statistically significant random sample of all such individuals and:

(A) Provide notice to the selected individuals indicating that AHS will be
- contacting any employer identified on the application for the
individual and the members of their household to verify whether the -
individual is enrolled in an eligible employer-sponsored plan or is
eligible for qualifying coverage in an eligible employer-sponsored
ptan for the benefit year for which coverage is requested:

- (B) Proceed with all other elements of eligibility determination using the |
individual's aitestation, and provide eligibility for enroliment in a QHP
to the extent that an individual is otherwise qualified;

{C} Ensure that APTC and CSR are provided on behalf of an individual
who is otherwise qualified for such payments and reductions, if the
tax filer for the individual attests that they understand that any APTC
paid on their behalf is subject to reconciliation;

(D) Make reasonable attempts to contact any employer identified on the
~ application for the individual and the members of their household, to
verify whether the individual is enrolled in an eligible employer-
sponsored plan or is eligible for qualifying coverage in an eligibie
employer-sponsored plan for the benefit year for which coverage is
requested;

(E) If any information is received from an employer relevant to the
individual's enrollment in an eligible employer-sponsored pian or
eligibility for qualifying coverage in an eligible employer-sponsored
plan, the individual's eligibility will be determined based on such
information and in accordance with the effective dates specified in §
74.04, and if such information changes their eligibility determination,
notify ihe individual and their employer or employers of such
determination;

{F) If, after a period of 90 days from the date on which the notice
described in paragraph (d)(3)(iii}(A) of this subsection is sent to the
individual, the necessary information from an employer is not able to
be obtained, the individual's eligibility will be determined based on
their attestation regarding that employer.

(G) In order to carry out the process described in paragraph {d)(3)(iii) of
this subsection, an individual's Information witl be disclosed to an
employer only to the extent necessary for the employer to identify
the employee. ‘

56.00  Attestation and verification of income and family size*’ (10/01/2013, 13-12F)

“* Generally, the ACA's provisions regarding modernization of Medicaid eligibility procedures (e.g.,
appiication, renewal, attestation, electronic verification, submission modes, etc.) apply to determination of
MAGI- and non-MAGI based eligibility decisions, See, CMS response to comments on proposed rule, 77
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56.01 Data (10/01/2013, 13-12F)

(a) Tax data®

(1) Forallindividuals whose income is counted in making a health-benefits
“eligibility determination, and for whom Social Security numbers are
available, tax data regarding income and family size will be requested
from the Secretary of the Treasury and data regarding Social Security
benefits from the Commissioner of Social Security by transmitting
identifying information specified by HHS to HHS.

{(2) If the identifying information for one or more individuais does not match
a tax record on file with the Secretary of the Treasury that may be
disclosed; AHS will proceed in accordance with the provisions in §
86.02 (for Medicaid) or § 56.03 (for APTC and CSR).

(b) Non-tax data

For all individuals whose income is counted in making a health-benefits eligibility
determination, non-tax data regarding income will be requested as follows:

(1}  To the extent that AHS determines such information is useful o

verifying the financial eligibility of an individual, the following wili be
requested:

(i) information related to wages, net eamings from self-employment, and
unearned income and resources from:

(A) The State Wage Information Coliection Agency (SWICA):
(B) The SSA;
{(C) The State of Vermont's new-hire database;

(D) The agency or agencies administering the state unemployment
compensation laws;

(F) The state-administered supplementary payment program under g
1616(a) of the Act (AABD, See AABD Rule 2700); and

(F} Any state program administered under a plan app'roved under Titles
[, X, XIV, or XVl of the Act;

(i} Information related to eligibility or enrollment from the 3Squaresvt
Program, the Reach Up Program, cther health-benefits programs, and
other public-assistance programs that are administered by the State
of Vermont; and '

FR 17,143 (March 23, 2012). Accordingly, the provisions in this section apply in determining MABD
income. However, as the concept of "family size” does not apply in the context of MABD (that program
utilizes the concepts of “financial responsibility. group” and “Medicaid group” in determining the countable
non-MAG!-based income), provisions in this section that refer to “family size” apply only to MAGI-related

Medicaid eligibility.

142 CFR § 435.948; 45 CFR § 156.320(c).
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(i) Any other information source bearing upon the individual's financial
eligibility.

(2)  Tothe extent that the information identified in this subsection is
available through the federal electronic verificatiop service {§ 53.00(d}),
the information will be obtained through such service.

(3) The information will be requested by Social Security number, or if a
Social Security number is not available, using other personaily-
identifying information in the individual's account, if possible.

56.02 verification process for Medicaid {10/01/2013, 13-12F)

fn determining an individual's eligibility for Medicaid:

(a) Family siie"z - For purposes of MAGI-based Medicaid eligibility, attestalion of information
needed to determine family size in accordance with the procedure set forth in §
55.01 wil! be accepted (attestation only),

(b)Y Income™ Income will be verified by comparing the individual's attestations with tax- and
non-tax data obiained pursuant to § 56.01. If the attestations are not reasonably
compatible with such data or if such data is not available, AHS will proceed in
accordance with the provisions in § 57.00(c).

56.03 verification process for APTC and CSR — general procedures {(10/01/2013, 13-
12F)

In determining an individual’s eligibility for APTC and CSR:

(a) Family size®* (1)  The individual must attest to the persons that comprise a tax filer's
: family size.

(2) Tothe extent that the individual attests that tax data (§ 56.01(a))
represents an accurate projection of a tax filer's family size for the
benefit year for which coverage is requested, the individual's attestation
will be accepted without further verification.

(3) Tothe extent that tax data (§ 56.01(a)) is unavailable, or the individual
attests that a change in circumstances has occurred or is reasonably
expected to occur, and so it does not represent an accurate projection
of a tax filer's family size for the benefit year for which coverage is
requested, the tax filer's family size will be verified by accepting the
individual's attestation without further verificaticn, except as specified in

“ 42 CFR § 435.956(f); 45 CFR § 155.320(c)(2)(i).
42 CFR §§ 435.945, 435,948, and 435.952; 45 CFR § 155.320(c)(2)(().

* 45 CFR § 155.320(c)(3)().
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paragraph (a}{4) of this subsection.

(4) Ifthe individual's attestation to family size is not reasonably compatibie
- with other information provided by the application filer for the individual

or in AHS's records, data obtained through other electronic data
sources will be used to verify the attestation. If such data sources are
unavailable or information in such data sources is not reasonably
compatible with the individual's attestation, additional documentation
will be requested to support the attestation w1th|n the procedures
specified in § 57.00

(8) Verification regarding APTC and CSR. Verification that neither APTC
nor CSR is being provided on behalf of an individual will be achieved by
using information obtamed by transmitting identifying information
specified by HHS to HHS.*® .

(b) Basic verification process
for annual household
~income™

(1) The individual must attest to the tax filer's projected annual household
income.

(2} Annual household income will be calculated based on tax-return data
(§ 56.01(a)) (tax-based income calculation), if it is available.

(3) To the extent that the individual attests that the tax-based income
calculation (§ 56.03(c)(2)) represents an accurate projection of the tax
filer's household income for the benefit year for which coverage is
requested, the tax filer's efigibility for APTC and CSR will be determined
based on that calculation

{c) Verification process for
increases in household
income

{1} Except as specified in paragraphs (d)(2) or (3) of this subsection, the
individual's attestation for the tax filer's household will be accepted
without further verification if:

(iy The individua! attests that the tax filer's annual household income has
increased or is reasonably expected to increase from the tax-based
income calculation (§ 56.03(c)(2)); and

(i) The individuals income has not been verified to be within the
applicable Medicaid income standard {§ 56.02(b}).

(2)  Ifthe non-tax data (§ 56.01(b)) indicates that a tax filer’s projected
annual income is in excess of their attestation by more than twenty-five
percent, AHS wiil proceed in accordance with § 57.00{c)(1)-(4).

{3) If other information provided by the application filer indicates that a tax
filer's projected annual household income is in excess of the individual's
attestation by more than twenty-five percent, non-tax data (§ 56.01(b))

*>45 CFR § 155.320 (NPRM, 78 FR 4593)

*® 45 CFR § 155.320(c)(3)(ii).
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wili be used to verify the attestation. if such data are unavailable or
information in such data is not reasonably compatible with the
individual's attestation, AHS will proceed in accordance with §
57.00(c)(1}-(4).

56.04 Eligibility for alternate APTC and CSR verification procedures (10/01/2013,

13-12F)

Eligibility for alternate
verification procedures for
decreases in annual household
income and situations in which
tax return data is unavailable®”

AHS will determine a tax filer's annual household income for APTC and CSR
based on the alternate verification procedures described in §§ 56.05 through
56.07 if;

(@) An individual attests to the tax filer's projected annual household income;

(D) The tax filer does not meet the criteria specified in § 56.03(c) (attestation of
increase in household income};

{c) The individuals in the tax filer's household have not established income
through the process specified in § 56.02(b) (verification of income for
Medicaid) that is within the applicable Medicaid MAGI-based income
standard; and

(d) One of the following conditions is met:

(1) The Secretary of the Treasury does not have tax data that may be
disclosed under § 6103(1){21) of the Code for the tax filer that is at [east
as recent as the calendar year two years priar to the calendar year for
which APTC or CSR would be effective;

(2) The individual attests that-

() The tax filer's applicable family size has changed or is reasonably
expected to change far the benefit year for which the individuals in
the tax filer's household are requesting coverage: or

(iiy The members of the tax filer's household have changed or are
reasonably expected to change for the benefit year for which the
individuals in their family are requesting coverage;

(3) The indivicual attests that a change in circumstances has occurred or is
reasonably expected to occur, and so the tax filer's annual household
income has decreased or is reasonably expected o decrease from the
tax data (§ 56.01(a}) for the benefit year for which the individuals in the
tax filer's household are requesting coverage;

(4) Theindividual aftests that the tax filer's filing status has changed or is
reasonably expected to change for the benefit year for which the
individual(s) in tax filer's household are requesting coverage; or

(6} __An individual in the tax filer's household has filed an application for

45 CFR § 155.320(c}(3){iv) (NPRM, 78 FR 4503). |
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unemployment benefits.

56.05 Aiternate procedure: small decrease in projected household income®
(10/01/2013, 13-12F) . . :

If a tax filer qualifies for an alternate verification process and the individual's
attestation to projected annual household income is no mare than ten percent
below the tax-based income calculation (§ 56.03(c)(2)), the individual's
attestation will be accepted without further verification.

96.06 Alternate procedure: large decrease in projected household income and
situations where tax réeturn data is unavailable* (10/01/2013, 13-12F)

{a) !ngeneral

AHS will attempt to verify the individual's attestation of the tax filer's projected
annual household income with the process specified in (b) of this subsection if
the tax filer qualifies for an alternate verification process and:

(1) The individual's attestation to projected annual household income is
greater than ten percent below the tax-based income calculation
{(§ 56.03(cH2))..or

(2) Taxdata (§ 56.01(a)) is unavailable.

(b) Applicable process

The alternate verification process is as follows:

'(1) Data, Data from non-tax income sources will be annualized (§ 56.01(bY)
(non-tax-based income calculation).

(2) Toihe extent that the individual's attestation indicates that the non-tax-
based income calculation (§ 56.06(b)(1)) represents an accurate
projection of the tax filer's household income for the benefit year for
which coverage is requested, the tax filer's eligibility for APTC and CSR
will be determined based on such data.

(3)  If the individual's attestation indicates that the tax filer's projected
annual housenold income is more than ten percent below the non-tax-
based income calculation (§ 56.06(b)(1)), AHS will request additional
documentation using the procedures specified in § 57.00.

56.07 Alternate procedure: Increases in household income when tax return data is
unavailable®*(10/01/2013, 13-12F)

(a) Attestation sufficient

Except as provided in paragraph (b) of this subsection, the individuali's
attestation for the tax filer's household will be accepted without further

*® 45 CFR § 155.220(c)(3)(v) (NPRM, 78 FR 4593).

*% 45 CFR § 155.320(c)(3)(vi) (NPRM, 78 FR 4593),

%% 45 CFR § 155.320(c)(3)(vi)(C) (NPRM, 78 FR 4593).
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verification if:

(1) The individual's attestation indicates that a tax filer's annual househoid
income has increased or is reasonably expected to increase from the
non-tax-based income calculation (§ 56.06(b){1)); and

(2)  Theindividual's income has not been verified to be within the applicable’
Medicaid income standard (§ 56.02(b)).

(b} Additicnal verification
required

Additional documentation will be requested using the procedures specified in §
57.00 if AHS finds that an individual's attestation of a tax filer's annual household
income is not reasonably compatible with other information provided by the
application fiter or the non-tax data under § 56.01(b).

56.08 Alternate procedure: individual does not respond to request for additional
information under § 56.06(b)(3) (10/01/2013, 13-12F)

- {(a) Income within Medicaid
standard

if, following the 90-day period described in § 57.00(c)(2)(ii) as required by

§ 56.06{b)(3), an individual has not responded to a request for additionat
information and the tax data (§ 56.01(a)) or non-tax data (§ 56.01(b)) indicate
that an individual in the tax filer's household is eligible for Medicaid, the
application for government-sponsored health benefits (for example, Medicaid,
APTC or CSR) will be denied.

(b} Household income based
on tax-return data
available

If, following the 80-day period described in § 57.00(c)(2)(i) as required by

§ 56.06(b)(3), the individual's attestation cannot be verified, AHS will determine
the individual's eligibility based on AHS's tax-based income caiculation

(§ 56.03(c)(2)), notify the individual of such determination, and implement such
determination in accordance with the effective dates specified in § 74.04.

{c) Household income based
on tax-return data
unavailable

If, following the 90-day period described in § 57.06(c)(2)(if) as required by

§ 56.06(b)(3), the individual's attestation for the tax filer cannot be verified and
tax-based income calculation (§ 56.03(c)(2)) is unavailable, AHS will determine
the tax filer ineligible for APTC and CSR, notify the individua! of such
determination, and discontinue any APTC or CSR.

56.09 verification related to eligibility for enrollment in a catastrophic plan51
(10/01/2013, 13-12F)

An mdmdual s alttgstation that they meet the requirements of § 14. 00 (eligibility
for enroliment in a catastrophic plan) will be verified by:

{a) Verifying the individual's attestation of age as follows:

{1) Except as provided in paragraph (a)(3) of this subsection, accepting
their attestation without further verification: or

{2) Examining electronic data sources that are avalilable and which have
been approved by HHS for this purpose, based on eviderce showing

*' 45 CFR § 155.315(j) (NPRM. 78 FR 4593).
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that such data sources are sufficiently current and accurate, and
minimize administrative costs and burdens.

(3) Ifinformation regarding age is not reasonably compatible with other
information provided by the individual or in AHS'’s records, examining
information in data sources that are available and which have been
approved by HHS for this purpose based on evidence showing that
such data sources are sufficienily current and accurate.

{b) Vérifying that an individual has received a certificate of exemption és
described in § 14.00(b).

(c) Tothe extent that the information required to determine eligibility for
enroliment in a catastrophic plan as described in paragraphs (a) and (b) of
this subsection is not able to be verified, the procedures specified in §
57.00, except for § 57.00(c)(4)(eligibility for APTC and CSR), will be
followed. _ '

86.10 Education and assistance (10/01/2013, 13-12F)

Education and assistance will be provided to an individual regarding the process
specified in this section.

57.00 Inconsistencies (10/01/2013, 13-12F)

(8) Reasonable
compatibility52

(1) For purposes of QHP, information obtained through electronic data
sources, other information provided by the applicant, or other
information in AHS’s records will be considered reasonably compatible
with an applicant's attestation when the difference or discrepancy does
not impact the eligibility of the individual or the benefits to which the
individual may be entitted, including the APTC amount and CSR
category.

(2)  For purposes of Medicaid, income information obtained through an
electronic data match shall be considered reasonably compatible with -
income information provided by or on behalf of an individual if both are
either above or at or below the applicable income standard or other
refevant income threshold.

(b} Applicability of
reasonakble-compatibility
procedures

Except as otherwise specified in this rule, the procedures outlined in this section
will be used when: :

(1} Information needed in accordance with §§ 53.00 through 56.C0 is not
available electronically and establishing a data match would not be
effective, considering such factors as the administrative costs
associated with establishing and using the data match, compared with
the administrative costs associated with relying on paper
documentation, and the impact on program integrity in terms of the

potential for ineligible individuals to be approved as well as for eligible

°% 42 CFR § 435.952(c); 45 CFR § 155.300.
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individuals to be denied coverage;

(2}  AHS cannot verify information required to determine eligibility for health
benefits, including when:

(iy Electronic data is required but data for individuals relevant to the
eligibility determination are not included in such data sources: or

(i) Electronic data is required but it is not reasonably expected that'data

sources will be available within two days of the initial request to the
data source; or

{3) Attested information that would not otherwise be verified is not
reasonably compatible with other information that is provided by the
application filer or that is otherwise available to AHS.

(c) Procedures for
determining reasonable
compatibility

In circumstances described in paragraph (b) of this section, AHS will:

(1) Make areasonable effort to identify and address the causes of such

inconsistency, including through typographical or other clerical errors;
by contacting the application filer to confirm the accuracy of the
information submitted by the application fiter.

{2} 1f unabile to resclve the inconsistency as provided in paragraph {c){1} of
this section, AHS will:

() Provide notice to the individual regarding the inconsistency; and

(iiy Provide the individual with a period of 9C days from the date on which
such notice is sent o the individual to either present satisfactory
documentary evidence via the channels available for the submission
of an application, {except for by telephone through a call center), or
otherwise resolve the inconsistency.*

{3) The penod described in paragraph (c)(2)(ii} cf this section may be
o extended if the individual demonstrates that a good-faith effort has been
made to obtain the required documentation during the period.

(4) During the period described in paragraph (c)(2)(ii) of this section, AHS
will, if refevant: .
{i} Proceed with all other elements of eligibility determination using the '
individual's attestaticn, and provide eligibility for enrollment in a QHP
to the extent that an individual is otherwise qualified; and

(ii). Ensure that APTC and CSR are provided on behalf of an individual

* CMS’s Exchange regulations specify a 90-day response time. 45 CFR § 155.315(f). The Meadicaid rule
states only that states must provide the individual with a “reasonable period” to furnish any additional
required information. 42 CFR § 435.952(c)(iil). In the interest of promoting administrative simplification
and consistency, this rule adopts the Exchange rule’s 9C-day period as the ‘reasonable period” required

in the Medicaid rule.
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within this period who is otherwise qualified for such payments and
reductions, if the tax filer attests that they understand that any APTC
paid on their behalf is subject to reconciliation.

(5) If, after the period described in paragraph (¢)(2){ii) of this section, the
attestation is not able to be verified and the individuals ineligibility for
Medicaid can be determined based on available information, AHS will:

(1) Determine the individual's eligibility for APTC and CSR based on the
information available from the data sources specified above, uniess
such individual qualifies for the exception provided under paragraph
(d) of this section, and notify the individua! of such determination,
including notice that AHS is unable to verify the attestation; and

(i} Effectuate the determination of efigibility no earlier than 10 days after

and no later than 30 days after the date on which the notice of
decision is sent,

(6} If, after the period described in paragraph (c)(2)ii) of this section, AHS
remains unable to verify the attestation and AHS cannot determine,
based on available information, that the individual is ineligible for
Medicaid, it will deny the application or disenroll the individual on the
basis of the individual's noncompliance with the verification request.*

{d} Exception for s;ecial
circumstances®

(1) Except for an inconsistency related to citizenship or immigration status,
an exception may be provided, on a case-by-case basis, to accept an
individual's attestation as to the information which cannot otherwise be
verified, because such documentation:

{) Does not exist; or
{iiy Is not reascnably available.

(2) To receive such an exception:

{i) The inconsistency must not be able to be otherwise resolved; and

(i) The individual must provide an adequate explanation of the

circumstances as to why they cannot obtain the documentation
needed to resolve the inconsistency.

(e} Pursuit of additional
information in cases where
verification data is not
reasonably compatible

Eligibility will not be denied or terminated nor benefits reduced for any individual
on the basis of verification information received in accordance with this part
Seven unless additional information from the individual has been sought in
accordance with this section, and proper notice and hearing rights have been

* It is a condition of eligibility for APTC and CSR that the individual is not eligible for government-
sponsored MEC; 26 CFR § 1.36B-2(a)(2). In this case, the individual’s failure to respond to the
verification request precludes the determination of this condition of eligibility.

" 42 CFR § 435.952(c)(3) (NPRM, 78 FR 4593); 45 CFR § 155.315(g).
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with information provided
“for or on behalf of an
individual®

provided to the individual.

58.00 Determination of eligibility®” (10/01/2013, 13-12F)

58.01 In generai® (10/01/2013, 13-12F)

{a) MAGI screen®

For each individual who has submitted an application for health benefits, or
whose eligibility is being renewed, and who meets the nonfinancial requirements
for eligibility (or for whom AHS is providing a reasonable opportunity to verify
citizenship or immigration status). AHS will do the following:

(1)

(3)

Promptly and without undue delay, consistent with timeliness standards
established under § 61.00, furnish MAG|-based Medicaid to each such
individual whose household income is at or below the applicable MAGI-

based standard.

For each individual described in paragraph (c) of this subsection
(individuals subject to determination of Medicaid eligibility on a basis
other than the applicable MAGI-based income standard), collect such
additional information as may be needed to determine whether such
individual is eligible for Medicaid on any basis other than the applicable
MAGI-based income standard, and furnish Medicaid on such basis.

For an individual who submits an application or renewa'}'-form which
inciudes sufficient information to determine Medicaid eligibifity, or
whose eligibility is being renewed pursuant to a change in
circumstance, and whom AHS determines is not eligible for Medicaid,
prompily and without undue delay, determlne potential eligibility for
other health-benefits programs.

{b) MAGI-based income
standards for certain
individuals enrolied for
Medicare benefits®

In the case of an individual who has attained at least age 65 and an individual
who has attained at least age 19-and who is entitied to or enrolled for Medicare
benefits under part A or B or Title XVIIi of the Act, there is no applicable MAGI-
based standard, except that in the case of such an individuat

(1

Who is aiso pregnant, the applicable MAG(-based standard is the
standard established under § 7. D3(a)(2) and

Who is also a parent or caretaker relative (as defined in § 3.00), the
applicable MAGI-based standard is the standard established under §

*® 42 CFR § 435.952(d).

5742 CFR § 435971 (NPRM, 78 FR 4593): 45 CFR § 155.310: 45 CFR § 155.345.

*8 42 CFR §§ 435.911(c) (NPRM, 78 FR 4593) and 435.1200(e).

°% 42 CFR § 435.911(c) (NPRM, 78 FR 4593).

* 42 CFR § 435.911(b)(2) (NPRM, 78 FR 4593).
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I',

7.03(@)(7).

(©

Individuals subject to
determination of Medicaid
eligibility on basis other
than the applicable MAGI-
based income standard®

For purposes of paragraph (a)(2) of this subsection, an individua! inciudes:
(1) Anindividual who is identified, on the basis of information contained in

an application or renewal form, or on the basis of other information

available, as potentially eligible on a basis other than the applicable

MAG!-based standard; and

{2)  Anindividual who otherwise requests a determination of eligibility on a

basis other than the applicable MAGI-based standard.

(d)

Individuals requestin
additional screening

An individual will be notified of the opportunity to request a full determination of
eligibility for Medicaid on a basis other than the applicable MAGI-based income
standard, and will be provided such an opportunity. Such notification will also be
made to an enrollee, and such opportunity provided in any redetermination of
eligibility.

(e)

Determination of eligibility
for Medicaid on a basis
other than the applicable
MAGI-based income
standard®

if an individual is identified as potentially eligibie for Medicaid on a basis other
than the applicable MAGI-based income standard or an individual requests a full
determination for Medicaid under paragraph (d) of this subsection, and the
individua! provides all addifional information needed to determine eligibility for
such benefits, eligibility wilt be determined promptly and without undue delay, as
provided in this saction.

Eligibility for APTC and
CSR, pending
determination of eligibility
for Madicaid®

An individual who is described in paragraph (e) of this subsection and has not
been determined eligible for Medicaid based on MAG!-based income standards
will be considered as ineligible for Medicaid for purposes of eligibility- for APTC or
CSR untdl the individual is determined eligible for Medicaid. '

{g) Special rule®

(1 It

(i) A taxfiler's household income, using MAGI methodologies for
purposes of determining eligibility for APTC and CSR, is verified to be
less than 100 percent of the FPL for the benefit year for which
coverage is requested: '

() The tax filer is determined to be not eligible for APTC based on the
-special rule for non-citizens who are lawfully present and who are
ineligiole for Medicaid by reason of immigration status (§ 12.03(e))

®1 42 CFR § 435.911(q).

%2 45 CFR § 155.345(c).

®* 42 CFR § 435.911(c); 45 CFR § 155.345(d).

°% 45 CFR § 155.345(e).

°% 45 CFR § 155.345(f).
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and

{iify One or more individuals in the tax filer's household have been
determined ineligible for Medicaid based on income:

(2)  AHS will:

(i} Provide the individual with any information regarding income used in
the Medicaid eligibifity determination; and

{iy Follow the proced‘ures specified in § 56.63.

58.02 special

rules refating to APTC® (10/01/2013, 13-12F)

{a) Anindividual may accept less than the full amount of APTC for which the
individual is determined eligible.

{b) Before APTC on behalf of a tax filer may be authorized, the tax filer must

provide necessary attestations, mciudmg, but not llmlted fo, attestations
that:

(1} They will file an income tax return for the benefit year, in accordance
with 26 USC §§ 68011 and 6012, and implementing regulations:

(2) W married (within the meaning of 26 CER § 1.7703-1), they will file a
joint tax return for the benefit year

{3) No other tax filer will be able to claim them as a tax dependent for the
benefit year; and :

{4) They will claim a personal exemption deduction on their tax return for
the individuais identified as members of their household, mcludmg the
tax filer and their spouse, in accerdance with § 56.03(a).®

. 59.00  Special eligibility standards and process for Indians® (10/01/2013, 13-12F)

59.01 Eligibility for CSR (10/01/2013, 13-12F)

(@) Anincividual who is an indian will be determinec efigible for CSR if they:

- % 45 CFR § 155.310(d)(2)(i) and (ii).

% Federal law does not recognize same-sex marriages or cml unions. Therefore, Verment couples in
these relaticnships may not file a joint tax return.

% A5 CFR § 155.320(c)(3)(i).

% 45 CFR § 155.350 (NPRM, 78 FR 4593),
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{1)  Meet the requirements specified in §§ 11.00 and 12.00; and

(2} Are expected to have household income, using MAGI methodologies for
: purposes of determining eligibility for APTC and CSR, that does not
exceed 300 percent of the FPL for the benefit year for which coverage
is requested.

(b) CSR may be provided to an individual who is an Indian only if they are
enroiled in a QHP.

59.02 Special cost-sharing rule for Indians regardless of income (10/01/2013, 13-

12F)

Anvindividual must be determined eligible for the special cost-sharing rule
described in § 1402(d)(2) of the ACA (items or services furnished through Indian
health providers) if the individual is an Indian, without requiring the individual to
request an eligibility determination for health-benefits programs in order to qualify
for this rule,

59.03 verification related to Indian status™ (10/01/2013, 13-12F)

To the exient that an individual attests that they are an Indian, such attestation
will be verified by: :

{a) Utilizing any relevant decumentation verified in accordance with § 53.00;

(b) Relying on any electronic data sources that are available and which have
been approved by HHS for this purpose, based on evidence showing that
such data sources are sufficiently accurate and offer less administrative
complexity than paper verification; or

(c) To the extent that approved data sources are unavailable, an individual is
not represented in available data sources, or data sources are not
reasonably compatible with an individual’s attestation, follow the procedures
specified in § 53.00 and verify documentation provided by the individuat in
accordance with the standards for acceptable documentation provided in
§ 54.07(b)(5).

60.00 Computing the premium-assistance credit amount’" (10/01/2013, 13-12F)

60.01 In general™ (10/01/2013, 13-12F)

A tax filer's premium assistance credit amount for a benefit year is the sum of the
premium-assistance amounts determined under § 60.04 for all coverage months

"° 45 CFR § 155.350.
™ 26 CFR § 1.36B-3.

™26 CFR § 1.36B-3(a).
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for individuals in the tax tiier's household.

60.02 Definitions™ (10/01/2013, 13-12F)

For purposes of this section:

(a) Costofa QHP

The premium the plan charges.

(b) Coverage family

Members of the tax filer's household who enroll in a QHP and are not eligible for
other MEC.

60.03 Coverage month™ (10/01/2013, 13-12F)

(a) In general

A month is a coverage month for an individual if:
Mn

(2) The tax filer pays the tax filer's share of the premium for the individual's
coverage under the plan for the month by the unextended due date for
~ filing the tax filer's income tax return for that benefit year, or the full
premium for the month is paid by APTC; and

As of the first day of the month, the individual is enrolled in a QHP;

(3)

The individual is not eligible for the full calendar month for MEC other
than coverage in the individual market. .

(b} Premiums paid for a tax
filer

Premiums another person pays for coverage of the tax filer, tax filer's spouse, or
tax dependent are treated as paid by the tax filer. -

{c) Examples

The following examples illustrate the provisions of this § 60.03:

(1) Example 1: Tax filer M
is single with no tax

dependenis

(i} in December 2013, M enrolis in @ QHP for 2014 and AHS approves
APTC. M pays M's share of the premiums. On May 15, 2014, M
enlists in the U.S. Army and is eligible immediately for government-
sponsored MEC.

() Under paragraph {a) of this subsection, January through May 2014 are
coverage months for M. June through December 2014 are not
coverage months because M is eligible for other MEC for those
months. Thus, under § 60.01, M's premium assistance credit amount
for 2014 is the sum of the premium-assistance amounts for the
months January through May.

(2) Example 2: Tax filer N

has one tax dependent

(iy Sis eligible for government-sponsored MEC. N is not eligible for MEC

™ 26 CFR § 1.36B-3(h).

426 CFR § 1.368B-3(c).

other than through VHC. N enrolls in a QHP for 2014 and AHS
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o

approves APTCs. On August 1, 2014, S loses eligibility for
government-sponsored MEC. N terminates enrollment in the QHP
that covers only N and enrolls in a QHP that covers N and S for
August through December 2014. N pays all premiums not covered by
APTCs.

(i} Under paragraph (a) of this subsection, January through December of
2014 are coverage months for N and August through December are
coverage months for N and S. N's premium assistance credit amount
for 2014 is the sum of the premium-assistance amounts for these
coverage months,

(3} Example3: O and P
are the divorced
parents of T

- (i) Under the divorce agreement between O and P, T resides with P and P
claims T as a tax dependent. Howaver, O must pay premiums for
_ health insurance for T. P enrolls T in a QHP for 2014. O pays the
portion of T's QHP premiums not covered by APTCs.

(i) Because P claims T as a tax dependent, P (and not O) may claim a
premium tax credit for coverage for T. See § 1.36B-2(a) of the Code.
Under paragraph (b} of this subsection, the premiums that O pays for
coverage for T are treated as paid by P. Thus, the months when T is
covered by a QHP and not eligible for other MEC are coverage
months under paragraph (a) of this subsection in computing P's
premium tax credit under § 60.01.

(4) ‘Example 4. Q, an
American Indian,
enrolis in a QHP for
2014

Q's tribe pays the portion of Q's QHP premiums not covered by APTCs. Undar
paragraph (b) of this subsection, the premiums that Q's tribe pays for Q are
treated as paid by Q. Thus, the months when Q is covered by a QHP and not
eligible for other MEC are coverage months under paragraph (b) of this
subsection in computing Q‘s premium tax credit under § 60.01.

60.04 Premium-assistance amount™ (10/01/2013, 13-12F)

The premium-assistance amount for a coverage month is the lesser of:

(@) The premiums for the month for one or more QHPs in which a tax filerora .
member of the tax filer's household enrolls; or

(b) The excess of the monthly premium for the apphcable benchmark plan
(ABP) (§ 60.06) over 1/12 of the product of a tax fiter's household income
and the applicable percentage for the benefit year.

60.05 Monthly premium for ABP™ (10/01/2013, 13-12F)

™ 26 CFR § 1.36B-3(d).

7® 26 CFR § 1.36B-3(e).
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The monthly premium for an ABP is the premium an issuer would charge for the
ABP to cover all members of the tax filer's coverage family. The monthly
“premium is determined without regard to any premium discount or rebate under
the wellness discount demonstration project under § 2705(d) of the Public Health

Service Act (42 USC §§ 3009g-4(d)) and may not include any adjustments for
tobacco use.

60.06 Applicable benchmark plan (ABP)”” (10/01/2013, 13-12F)

(a) In general Except as otherwise provided in this subsection, the ABF for each coverage
' month is the second-lowest-cost silver plan offered through VHC for:

(1)  Self-only coverage for a tax filer:

(i} Who computes tax under § 1(¢) of the Code (unmarried individuals
other than surviving spouses and heads of household) and is not

allowed a deduction under § 151 of the Code for a tax dependent for
the benefit year;

(i) Who purchases only seif-only coverage for one individual; or
(i) Whose coverage family includes only one individual; and

(2)  Family coverage for all other tax filers.

{b) Family coverage The ABP for family coverage is the second-lowest-cost silver plan that applies to
' the members of the tax filer's coverage family (such as a plan covering two
aduits if the members of a tax filer's coverage family are two aduits).

(c) Silver-level plan not If one or more sitver-level plans for family coverage do not cover all members of

covering a tax filer's family | @ tax filer's coverage family under one policy {for example, because of the
refationships within the family), the premium for the ABP determined under
paragraphs (a) and {b) of this subsection may be the premium for a single policy
or for more than one policy, whichever is the second-lowest-cost silver option.
(See, example 10 in paragraph (g) of this subsection.}

(d) Family members residing | [Reserved]
- at different focations - :

(e) Plan closed to enroliment A QHP that is not open to enroliment by a tax filer or a member of the tax filer's
household at the time the tax filer or member enrolls in a QHP is disregarded in
determining the ABP.

(fy Benchmark plan A QHP that is the ABP under this subsection for a tax filer does not cease to be
’ terminates or cioses to the ABP solely because the plan or a lower cost plan terminates or closes to
enroliment during the year enroliment during the benefit year.

(3) Examples The following exampies illustrate the rules of this subsection. Unless otherwise
N : stated, in each exampie the plans are open to enroliment to a tax filer or a _J

726 CFR § 1.36B-3(f).
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member of the tax filer’s household at the time of enrollment and are offered
through VHC:

o)

Example 1. Sing'[e tax
filer enrolls

Tax filer M is single, has nc dependents and enrells in a QHP. Under paragraph
{a)(1) of this subsection, M's ABP is the second-lowest-cost silver plan providing
self-only coverage for M.

(2)

Example 2. Family
enrolls

The facts are the same as in Example 1, except that M, her spouse, N, and their
tax dependent erroll in a QHP. Under paragraphs (a)(2) and (b) of this
subsection, M's and N's ABP is the second-lowest-cost silver plan covering M, N,
and their tax dependent. -

(3)

Example 3. Single tax

filer enralls with

nondependent -

Tax filer O is single and resides with his daughter, K, but may not claim K as a
tax dependent. O purchases family coverage for himself and K. Under
paragraphs (a)(1}(i} and (a}{ 1)iii) of this subsection, O's ABP is the second-
lowest-cost silver plan providing self-only coverage for ©. However, K may
qualify for a premium tax credit if K is otherwise eligible. See § 60.08.

(4)

Example 4. Single tax

filer enrolis with

- dependent and

nondependent

The facts are the same as in Example 3, except that O also resides with his
teenage son, L, and claims L as a tax dependent. O purchases family coverage
for himself, K, and L. Under paragraphs (a)}{2) and (b} of this subsection, O's
ABP is the second-lowest-cost silver plan covering C and L.

(5)

Example 5. Children
only enroil

The facts are the same as in Example 4, except that O enrolls only K and L in
the coverage. Under paragraph (a}(1)(ii}) of this subsection, O's ABP is the
second-lowest-cost silver plan providing self-only coverage for L.

(6)

Exampie 6. ABP

unrelated to coverage .

purchased

Tax filers P-and Q, who are married, reside with Q's two teenage daughters, M
and N, whom they claim as tax dependents. P and Q purchase self-only
coverage for P and family coverage for Q, M, and N. Under paragraphs (a)(2)
and {b) of this subsection, P's and ('s ABP is the second-lowest-cost silver plan
covering P, Q, M, and N,

%)

Example 7. Change in
coverage family -

Tax filer R is single and has no tax dependents when she enrolls in a QHP for
2014. On August 1, 2014, R has a child, O, whorn she claims as a tax dependent
for 2014. R enrolls in a QHP covering R and O effective August 1. Under
paragraph (a)(1} of this subsection, R's ABP for January through July is the
second-lowest-cost silver plan providing self-only coverage for R. Under
paragraphs (a)(2) and {b) of this section, R's ABP for the months August through
December is the second-lowest-cost silver plan covering R and O.

Example 8. Gther
MEC for some
coverage months

Tax filer S claims his daughter, P, as a tax dependent. S and P enroll in a QHP
for 2014. S, but not P, is-eligible for government-sponsored MEC for September
to December 2014. Thus, under paragraph (a)(3) of § 60.03, January through
December are coverage months for P and January through August are coverage
months for S, Because, under § 60.04 and paragraph (a) of this subsection, the
premium-assistance amount for a coverage month is computed based on the
ABP for that coverage month, S's ABP for January through August is the _
second-lowest-cost silver plan under paragraphs (a){2} and (b) of this subsection
covering S and P. Under paragraph (a)(1)(iii) of this subsection, S's ABP for
September through December is the second-lowest-cost silver plan providing
self-only coverage for P.
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{9 Example 9. Family
member eligible for
other MEC fcr the
benefit year

The facts are the same as in Example 8, except that S is not eligible for
government-sponsored MEC for any months and P is eligible for government-
sponscred MEC for the entire year. Under paragraph (a){1)(ii) of this subsection,
S's ABP is the second-lowest-cost silver plan providing self-only coverage for S.

(10} Example 10. QHPs not
covering certain
families

(i) Taxfilers V and W are married and live with W's mother, K, whom they
claim as a tax dependent. The Exchange offers self-only and family
coverage at the sifver level through Issuers A, B, and C, who each
offer only one silver-level pian. Issuers A and B respectively charge vV
and W a monthly premium of $900 and $700 for family coverage, but
do not altow individuals to enroli a parent in family coverage. Issuers
A and B respectively charge $600 and $400 for self-only coverage for
K. Issuer C offers a QHP that provides family coverage for vV, W, and
K under one policy for 2 $1,200 monthly premium. Thus, the
Exchange offers the foilowing silver-level options for covering V's and
W's coverage family:

{A) - IssuerA $1,500 for premiums for two policies ($900 for V and W,
$600 for K)

(B} Issuer B: $1,100 for premiums for two policies ($7C0 for V and W,
$400 for K)

(C) lssuer C: 51,200 for premiums for one policy ($1,200 for V, W, and
K} _

(i) Because some silver-level QHPs for family coverage offered on the
Exchange do not cover all members of their coverage family under
one policy, under paragraph (c) of this subsection, the premiurn for
V's and W's ABP may be the premium for a singie policy or for more -
than one policy. The coverage offered by issuer C is the second-
lowest-cost silver-level option for covering V's and W's family. The
premium for their ABP is the premium for the Issuer C coverage.

(11} Example 11

{iy The facts are the same as in Example 10, except that [ssuer B covers
V, W, and K under one policy for a premium of $1,100, and Issuer C
does not allow individuals to enroll parents in family coverage. Issuer
C charges a monthly premium of $700 for family coverage for V and
W and a monthiy premium of $500 for seif-only coverage for K. Thus,
the Exchange offers the following silver-level options for covering \V's
and W's coverage family:

(A) lssuer A: $1,500 for premiums for two pb[icies ($900 for Vand W,
$600 for K}

" (B) IssuerB: $1,100 for premiums for one policy ($1,100 for V, W, and
K} ‘

(C) lIssuer C: $1,200 for premiums for two policies ($700 for V and W,
$500 for K)
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(i) The coverage offered by issuer C is the second-lowest-cost silver-ievei
option for covering V's and W's family. The premium for their ABP is
the premiums for the two policies available through issuer C.

{12) Example 12. Family
members residing in
different locations

[Reserved]

{13) Example 13. QHP
closed to enrollment

third, and fourth lowest cost silver plans covering Y's family. When Y's family

_Plan J is disregarded in determining Y's ABP, and Plan L is Y's ABP.

Tax fiter Y has two tax dependents, R and S. Y, R, and S enroll in a QHP. The
Exchange offers silver-level plans J, K, L, and M, which are the first, second,

enrolls, Plan J is closed to enroilment. Under paragraph (e) of this subsection,

{14} Example 14.
Benchmark plan
closes to new
enrollees during the
year ‘

(iY Taxfiters X, Y, and Z each have coverage families consisting of twa
adults. In the rating area where X, Y, and Z reside, Plan 2 is the
second-lowest-cost silver plan and Plan 3 is the third lowest cost
silver plan covering the two adults in each coverage family offered
through the Exchange. The X and Y families each enroll in a QHP
that is not the ABP {Plan 4) in November duringthe AOEP, Plan 2
closes to new enrollees the following June. Thus, on July 1, Plan 3 is
the second-lowest-cost sitver plan available to new enrollees through
the Exchange. The Z family enrolls in a QHP in July.

() Under paragraphs (a), (b), and (f) of this subsection, the ABP is Plan 2
for X and Y for all coverage months during the year. The ABP for Z is
Plan 3, because Plan 2 is not open to enroliment through the
Exchange when the Z family enroils.

{15) Example 15.
Benchmark plan
terminates for all
enrollees during the
year

The facts are the same as in Example 14, except that Plan 2 terminates for all
enrolflees on June 30. Under paragraphs (a), (b), and (f) of this subsection, Plan
2is the ABP for X and Y for all coverage months during the year, and Plan 3 is
the ABP for 2.

60.07 Applica

ble percentage™ (10/01/2013, 13-12F)

{a} Ingenerat

The applicable percentage muitiplied by a tax filer's household income

determines the tax filer's required share of premiums for the ABP. This required
share is subtracted from the monthly premium for the ABP when computing the
premium-assistance amount. The applicable percentage is computed by first
determining the percentage that the tax filer's household income bears fo the

FPL for the tax filer's family size. The resulting FPL percentage is then compared
to the income categories described in the table in paragraph (b) of this '
subsection (or successor tables). An applicable percentage within an income
category increases on a sliding scale in a linear manner and is rounded to the |

8 26 CFR § 1.36B-3(g).
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nearest one-hundredth of one percent. The applicable percentages in the tabje
may be adjusted in published guidance,™ for benefit years beginning after
December 31, 2014, to reflect rates of premium growth relative to growth in
income and, for beneﬁt years beginning after December 31, 2018, to reflect rates
of premium growth relative to growth in the consumer price index.

(b} Applicable percentage
table

Household income percentage of Initial . Final

FPL percentage | percentage

Less than 133% | . 2.0 2.0

At teast 133% but less than 150% 3.0 4.0

At least 150% but less than 200% 4.0 6.3

At least 200% but less than 250% 8.3 8.05

At least 250% but less than 300% 8.05 95

At least 300% b more than than (9.5 9.5

400%

{¢) Examples

The following examples illustrate the rules of this subsection:

{1y Example 1, A's
hausehold income is
275 percent of the FPL
for A’s family size for
that benefit year

In the table in paragraph (b) of this subsection, the initial percentage for a tax
filer with household income of 250 to 300 percent of the FPL is 8.05 and the final
percentage is 9.5. A's FPL percentage of 275 percent is halfway batween 250
percent and 300 percent. Thus, rounded to the nearest one-hundredth of one
percent, A's applicabie percentage is 8.78, which is halfway between the initial
percentage of 8.05 and the final percentage of 9.5.

(2) Example 2

(iy B's household income is 210 percent of the FPL for B's family size. In
the table in paragraph (b) of this subsection, the initial percentage for
a tax filer with household income of 200 to 250 percent of the FPL is
6.3 and the finai percentage is 8.05. B's applicable percentage is
6.65, computed as follows.

(i) Determine the excess of B's FPL percentage (210) over the initial
househaold income percentags in B's range (200), which is 10.
Determine the difference between the initiat household income
percentage in the tax filer's range {200} and the ending household
income percentage in the tax filer's range (250), which is 50. Divide
the first amount by the second amount;

[ See § 601.601(d)(2) of chapter ane of the Code.
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2106-200=10
250-200 =50
10/50 = 20.

(iiy Compute the difference between the initiaf premium percentage {6.3y
and the second premium percentage (8.05) in the tax filer's range;
8.05-6.3 =1.75. ‘

(iv) Multiply the amount in the first calculation {.20) by the amount in the
second calculation (1.75) and add the product (.35} to the initial
. premium percentage in B's range (6.3}, resulting in B's applicable
percentage of 6.65: -

20x1.75= 35

6.3 +.35 =665

60.08 Plan covering more than one household® (10/01/2013, 13-12F)

(a) Ingeneral

If a QHP covers more than one household under a single palicy, each applicable
tax filer coverad by the plan may claim a premium fax credit, if otherwise
allowable. Each tax filer computes the credit using that tax filer's applicable
percentage, household income, and the ABP that applies to the tax filer under §
60.06. In determining whether the amount computed under § 60.04(a) (the
premiums for the QHP in which the tax filer enrolls) is less than the amount
computed under § 60.04(b) (the benchmark plan premium minus the product of
household income and the applicable percentage), the premiums paid are
allocated to each tax filer in proportion to the premiums for each tax filer's ABP.

{b) Example: Tax filers A and
B enroli in a single policy
under a GHP.

The foilowing example illustrates the rules of this subsection

(1) Bis A's 25-year old child who is not A's tax dependent. B has no tax
dependents. The plan covers A, B, and A's two additional children who
are A's dependents. The premium for the plan in which A and B enroll is
$15,000. The premium for the second-lowest-cost silver family plan
covering only A and A's tax dependents is $12,000 and the premium for
the second-lowest-cost silver plan providing self-only coverage to B is
$6,000. A and B are applicable tax filers and otherwise eligible to claim
the premium tax credit.

(2)  Under paragraph (a) of this subsection, both A and B may claim.
premium tax credits. A computes her credit using her household
income, a family size of three, and a benchmark plan premium of
$12,000. B computes his credit using his household income, a famity
size of one, and a benchmark plan premium of $6,000. ‘

(3)  In determining whether the amount in § 60.04{a) (the premiums for the
QHP A and B purchase) is less than the amount in § 60.04(b) {the

% 26 CFR § 1.36B-3(h),
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benchmark plan premium minus the product of household income and
the applicable percentage), the $15,000 premiums paid are allocated to
A and B in proportion to the premiums for their ABPs. Thus, the portion
of the premium allocated to A is $10,000 ($15,000 x $12,000/$18,000)
and the portion allocated to B is $5,000 {$15,000 x $6,000/$18,000).

60.09 [Resewed] (10/01/2013, 13-12F)

60.10 Additional benefits®' (10/01/2013, 13-12F)

(a) In general

If a QHP offers benefits in addition to the essential health benefits a QHP must
provide, the portion of the premium for the plan properly allocable to the
additional benefits is excluded from the monthly premiums under § 60.04(a) or

{b).

(b) Method of alloeation

The portion of the premium properly allocable to additional benefits is
determined under guidance issued by the Secretary of HHS.*

{c) Examples

The following examples fitustrate the rules of this subsection:

(1) Example 1

(i) Taxfiler B enrolls in a QHP that provides benefits in addition to the
essential health benefits the plan must provide (additional benefits).
The monthly premium for the plan in which B enrolls is $385 (Amount

~ 1), of which $35 is allocable to the additional benefits. The premium

for B's ABP is $440, of which $40 is allocable to the additional
benefits. The excess of the premium for B's ABP over B's $60
contribution amount (which is the product of B's household income
and the applicable percentage) is $380 per month (Amount 2).

(i) Under this subsection, the premium for the QHP in which B enrclls and
the applicable benchmark premium each is reduced by the portion of
the premium that is allocable to the additional benefits provided under
that plan. Therefore, Amount 1 is reduced to $350 ($385-$35), the
‘premium for B's ABP is reduced to $400 ($440-340), and Amount 2 is
reduced to $340 (3400 less $60). B's premium-assistance amount for
a coverage month is $340, the lesser of Amount.1 and Amount 2.

{2) Example 2

The facts are the same as in Example 1, except that B's ABP provides no
benefits in addition to the essential health benefits required to be provided by the
plan. Thus, under this subsection, only the amount of the monthly premium for
the plan in which B enrolls is reduced by the portion of the premium that is
allocable to the additional benefits provided under that plan, and Amount 1 is
$350 ($385-335). The premium for B's ABP is not reduced under this subsection,

1 26 CFR § 1.36B-3(j).

and Amount 2 is $380 ($440-$60). B's premium-assistance amount for a

*2 See § 36B(b)(3ND) of the Code.
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coverage month is $350, the lesser of these two amounts,

60.11 Pediatric dental coverage® (10/01/2013, 13-12F)

(@) In general

For purposes of determining the amount of the monthly premium a tax filer pays
for coverage under § 60.04(a), if an individual enrolls in both a QHP and a stand-
alone dental plan, the portion of the premium for the stand-alone dental plan that
is properly allocable to pediatric dental benefits that are essential benefits
required to be provided by a QHP s treated as a premium payable for the
individual's QHP. : '

{b) Methed of aliocation

The portion of the premium for a stand-alone dental plan properly allocable to
pediatric dental benefits is determined under guidance issued by the Secretary
of HHS.

{c) Example

The following example illustrates the rules of this subsection:

(1) Taxfiler C and C's tax dependent, R, enroll in a QHP. The premium for
the plan in which C and R enroll is $7,200 ($600/month} (Amount 1).
The plan does not provide dental coverage. C also enroils in a stand-
alone dental plan covering C and R The portion of the premium for the
dental plan allocable to pediatric dental benefits that are essential
health benefits is $240 (320 per month) The excess of the premium for
C's ABP over C's contribution amount ({the product of C's household
income and the applicable percentage) is $7,260 ($605/month) (Amount
2).

{2)  Under this subsection, the amount C pays for premiums (Amount 1) for
purposes of computing the premium-assistance amount is increased by
the portion of the premium for the stand-alone dental plan allocable to
pediatric dental benefits that are essential health benefits. Thus, the
amount of the premiums for the plan in which C enrolis js treated as
3620 for purposes of computing the amount of the premium tax credit.
C's premium-assistance amount for each coverage month is $805
(Amount 2), the lesser of Amount 1 (increased by the premiums

. allocable to pediatric dental benefits) and Amount 2.

60.12 Households that include individuals who are not lawfully presentg4
(10/01/2013, 13-12F) |

(a) In general

If one or more individuals for whom a tax filer is allowed a deduction under § 151
of the Code are not lawfuily present (see § 17.01(g) for definition of lawfuily
present), the percentage a tax filer's household income bears to the FPL for the
tax filer's family size for purposes of determining the applicable percentage
under § 60.07 is determined by excluding individuals who are not lawfully
present from family size and by determining household income in accordance

*% 26 CFR § 1.38B-3(k).

% 26 CFR § 1.38B-3(l).
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with paragraph (b) of this subsection.

{b) Revised household
income computation

(1)  Statutory method

For purposes of (a} of this subsection, household income is equal to the product
of the tax filer's household income {determined without regard to this paragraph
(b)) and a fraction:

(i) The numerator of which is the FPL for the tax filer's family size
determined by excluding individuals who are not lawfully present; and

{#) The denominator of which is the FPL for the tax filer's family size
determined by including individuals._ who are not fawfully present.

{

(2) Comparable method

| The IRS Commissioner may describe a comparable method in additional

published guidance.85

61.00 Timely determination of eligibility86 (10/01/2013, 13-12F)

{a} In general

{1y AHS strives to complete eligibility determinations for health-benefits
programs promptly and without undue delay. The amount of time
needed to complete such determinations will necessarlly vary,
depending ¢n such factors as:

" (i) The capabhilities and cost of generally-available systems and
technologies;

(f) The general availability of electronic data matching and ease of
connections to electronic sources of authoritative information to
determine and verify eligibility; and

(ifi) The needs of an individual, including:
(A} Individual preferences for mode of application (such as through an
internet Website, telephone, mail, in-person, or other commonly

available electronic means); and

{B) The relative complexity of adjudicating the eligibility determination
basad on household, income or other relevant information.

(2)  An eligibility determination is complete cnce AHS sends written notice
of decision to the individual.

(b) Real-time determination of
eligibility

When an individual files a complete, accurate and web-based application and
relevant data can be fully verified through the use of available electronic means,

¥ See § 601.601(d)(2) of chapter one of the Cade.

% 42 CFR § 435.912; 45 CFR § 155.310(e).
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an individual can expect a real-time or near-real-time eligibility determination.

{c) Normal maximum time for
determining eligibility’

In cases involving such factors as described in paragraph (a) of this section,
eligibility determinations may require additional time to complete. In any event, a

decision on a health-benefits application will be made as soon as possinle, but
no lafer than:

(1) 90 days after the application date, if the application is based on a
person’s. disability; or

{2} 30 days after the application date for any other health-benefits

application. '

{d) Extenuating circumstances

A determination may take longer in unusual situations, such as:
(1)
(2)
(3)

An individual delays providing needed verification or other information:
An examining physician delays sending a necessary report; or

An unexpected emergency or administrative problem outside the control
of AHS delays action on applicatiqns.

(e) Notice of timeliness
standards

Individuals will be informed of the timeliness standards set forth in this section.

62.00

Interviews (10/01/2013, 13-12F)-

An in-person interview will not be required as part of the appiication process for a
determination of eligibility using MAGI-based income. However, an interview
may be required for eligibility determinations for which MAGI-based methods do
not apply, including individuals applying for MABD for long-term care services.

63.00 Individual choice

(10/01/2013, 13-12F)

{a) Choice of Medicaid
category™

If an individual would be eligible under more than one Medicaid category, the

individual may choose to have eligibility determined for the category of the
individual's choosing.

{b) Choice to determine
eligibility for health-
benefits programs®®

An individua! may request only an eligibility determination for enrollmentin a
QHP without APTC or CSR. However, the individual may not request an
eligibility determination for tess than all of the government-sponsored heaith-
benefits programs. For example, if an individual seeks a subsidy to help pay for
the cost of QHP coverage, they may not limit their application to APTC or CSR.
Rather, they must likewise submit to a determination of eligihility for Medicaid.

*7 42 CFR § 435.912(c)(3).
% 42 CFR § 435.404.

% 45 CFR 155.310(b).
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64.00 Premlums (10]01]2013 13-12F})

64.01 In general (10!01!2013 13-12F)

{a) Scope

An individual who is enrolled in a QHP, as well as some Medrcald enrollees, are
required to pay monthly premiums.

{(b) Medicaid premium
methodologies and
amounts

The Vermont iegislature sets Medicaid premium methodologies and amounts.
Premium schedules are made publicly available via website.

- (¢) Determination of premium
obligation

(1) As a part of the health-benefits application, redetermination, and
renewal processes, AHS will determine whether an individual will be
required to pay monthly premiums.

{2) The premium amount will be recalculated when:

(I} AHS is informed of a change in income, family size, or health-
insurance status, or

(i) An adjustment is made in premium amounts ar calculation
methodolegies.

(3) Achange that affects the premium amount wili appear on the next
regularly-scheduled monthly bill, created after the premium amount is
recalculated.

(d} Premium calculation

{1} If a premium calculation depends on income, the calculation will be
based on the household’s Income, as established on the most recent

approved version of eligibility on the case record at the time that the
premium bill is generated.

(2)  Prior to the start of the coverage month pertaining to the bill in question, '
an individual may notify AHS to show that, due to changed heousehold
- circumstances, the individual is eligible for nonpremium-based
coverage or a lower premiurm amount.

{i) !f the showing indicates that the individual is eligible for nonpremium-
based coverage for the coverage month, the individual will be
enrolled in such coverage, effective the first day of such coverage
month.

{ii) If the showing indicates that the individual is eligible for premium--
based coverage, but at a Jower premium amount, any outstanding
premium amount due will be adjusted.

(3)  No premium adjustments will be made for the coverage month if the
individual notifies AHS after the start of that coverage month to show
that the individual is eligible for nonpremium-based coverage or a lower
premium armount. If the individual is entitled to a premium change, the
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change wili be applied to the following coverage month.

{e) Aggregate limits for
Medicaid premiums®

(1

2)

(3)

Subject to paragraph (e)(2) of this subsection, any Medicaid premiurrs
and cost sharing incurred by all individuals in the Medicaid household
may not exceed an aggregate limit of five percent of the household
income applied on a quarterly basis.

The individual and providers will be notified when the individual has
incurred out-of-pocket expenses up to the aggregate family limit and
individual famity members are no longer subject to cost sharing for the
remainder of the family’s current quarterly cap period.

An individual may request a reassessment of their family aggregate limit
if they have a change in circumstances of if they are being terminated
for failure to pay a premium.

{f) Notice of change in
premium amount

An individuat wilt be notified as provided in § 67.00 each time a premium amount
is recalculated based on a reported change, whether or not the recalculation
results in a change in the premium amount. In other cases (e.q., periodic
system-generated recalculations), the individua! will be notified only in cases
where there is a change in the premium amount.

{9} Prospectlve billing and
payment

(1)

(2)

(3)

Premiums are billed, and payments are due, prior to the start of a
coverage month.

Except as provided in paragraph {g)(3) of this subsection, an individual
enrolled in a QHP may pay any applicable premium owed by such
individual directly to the QHP issuer.

If an individual owes premiums for public and privateu coverage, they
must:

(i) Pay.ait such premiums in a combined payment transaction directly to
AHS; or

(i) Pay such premiums due for public coverage directly to AHS in one
transaction and such premiums due for private coverage in a
separate transaction directly to the QHP issuer.

{h) Conditions of eligibility and
enroliment

Timely payment is required as a condition of initial and ongomg eligibility for, and
enroliment in, premium-based coverage.

(i) No partial payments

A full month’s premium must be paid for coverage for all or a part of a month.

() Premiums are
nonrefundable

Except as specified in §§ 64.11 and 64.12, premium payments are
nonrefundable.

%042 CFR § 447 56(f) (NPRM, 78 FR 4593),

91 45 CFR § 155.240(a).
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- (K} Payment priority

Payments will always be applied first to satisfy any past-due premium balances.

64.02 Enrollee and public-notice requirements for Medicaid® (10/01/2013, 13-12F)

{a) Schedule of Medicaid
premiums and cost-
sharing requirements

A public schedule will be available describing current Medicaid premiums and
cost-sharing requirements containing the following information:

(1) The group or groups of individuals who are subject to premiums and
cost-sharing requirernents and the current amounts;

{2) Mechanisms for making paymenis for requwed prem|ums and cost-
sharing charges;

{3) The consequences for an individual who does not pay a premium or
cost-sharing charge;

(4)  Alist of hospitais charging cost sharing for non-emergency use of the
emergency depariment; and

(5) Alist of preferred drugs or a mechanlsm to access such a list, including
the state’s heaith-benefits website.

(b) Schedule availability

The public scheduie will be available to the following in @ manner that ensures
that affected individuals and providers are likely to have access to the notice:

(1)  Enrollees, at the time of their enroliment and reenroliment after a
redetermination of eligibility, and when premiums, cost-sharing charges
or aggregate iimits are revised, notice to enrollees wili be in accordance
with § 5.01¢d); :

(2) Applicants, at the time of application;

{3) All participating providers; and

(4) The general public.

{(c) Notice of intent to

establish or substantially

modify premiums

Before AHS submits to CMS for approval a state ptan amendment (SPA) to
establish or substantially modify existing premiums, or change the
consequences for non-payment, the public will be provided with advance notice
of the SPA, specifying the amount of premiums and who is subject to the
charges. A reasonable opportunity to comment on such SPAs will be provided.
Dacumentation will be submitted with the SPA fo demonstrate that these
requirements were met.

64.03 [Reserved] (10/01/2013, 13-12F)

2 42 CFR § 447.57.
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64.04 Ongoing premium billing and payment {10/01/2013, 13-12F)

(@) After enroliment, a monthly bill for ongoing premiurns will be sent by the 5th
day of the month immediately preceding the month for which the premium
covers. Payment is due on or before the last day of the month in which the
bill is sent. For example, a premium bil} for coverage in Juty 2014 will be
sent by June 5, 2014. Payment of the premium will be due an or before
June 30, 2014. ’

(b) Ifthe full premium payment is received by the premium payment due date,

coverage will continue without further notice.

64.05 Partial payment (10/01/2013, 13-12F)

{a) Single-premium household

[ Fullmonthly premium payments are required to maintair coverage and eligibiiity.
A payment of less than the full amount due will be considered nonpayment.

{b) Multiple-premium

household
(1) Basicrule () Exceptas provided in (b)(2) of this subsection, when a payment covers
at least one, but fewer than ali, of the househoid premiums due, the
payment will be allocated by AHS in the following order:
{A) Past-due Medicaid premium balances.
(B} Dr. Dynasaur,
{C) VPharm.
(D} QHP.
(i) Coverage will only continue for those for whom the full premium due
has been received.
{2) Exception Partial payments will always be allocated, first, to cover past-due premium

balances. An individual who wishes to specify a different payment allocation for
the remaining premiums due may do so by calling Member Services at the
number listea on the bill. The individual must make such a request prior to the
time the payment is received by AHS.

64.06 Late payment (10/01/2013, 13-12F)

(@) QHP with APTC and Dr.
Dynasaur

(1)

Grace period

(iy Anindividual enrolled in a QHP with APTC or in Dr. Dynasaur is
entitied to a premium grace period as described in this paragraph

{@)(1}(i) if the individual has previously paid at least one full month's
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premium during the benefit year.

{A) Foran individual enrolled in a QHP with APTC, the grace period is
three consecutive months, ‘

(B) Foran individuat enrolled in Dr. Dynasaur, the grace period is one
month,

(i) During the grace period for an individual enrolled in a QHP with APTC,
the QHP issuer:

(A} Wil pay all appropriate claims for services rendered to the individual
during the first month of the grace period; and

(B) May pend claims for services rendered to the individual in the
second and thitrd months of the grace period.

(iity During the grace period for an individua! enrolled in Dr. Dynasaur,
Medicaid will pay all appropriate claims for services rendered to the
individual.

(2)

Notice of premium
nonpayment

(i) Inthe case of an individual enrolled in a QHP with APTC, if the full
premium payment is not received on or before the premium due date;

(A) The QHP issuer will notify the individual of:
() The payment delinquency:;

(I} The grace period and the consequences of being in that status;
and .

{I}) The actions the individual must take to resume good standing;
and the consequences of exhausting the grace period without
paying all outstanding premiums.

(B) The QHP issuer will also notify:
() HHS of the nonpayment; and

(Il) Providers of the possibility fof denied ciaims when an enroliee is
in the second and third months of the grace period.

(C} The individual will be notified of the effect of premium nonpayment
on their eligibility for APTC and CSR, and their eligibility for future
enrollment in a QHP.

(i) In the case of an individual enrolled in Dr. Dynasaur:

(A} If the full premium payment is not received on or before the premium
due date, the individual will be sent a payment reminder. The
reminder will also advise the individuai of the Dr. Dynasaur
disenroilment protection as provided under § 64.07.

(B) ifafull premium payment is not received before the fifth business
day of the grace period, a natice will be sent advising that the
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individual is in a grace period status. The notice will advise the
- individuat:

(I} Of the consequences of being in a grace status;

(1) The actions the individual must take to resume good standing:
and

{ill) The consequences of exhausting the grace period without
paying all outstanding premiums.

(C) Atleast 11 days before the end of the grace period, the individual-
will be sent a closure notice advising that enroliment will terminate at
the end of the grace month.

(b} QHP without APTC

(1) Inthe case of an individual enrolled in a QHP without APTC, if the
individual does not make a full premium payment by the premium due
date, the QHP issuer will send a notice, advising that enrollment will
end on the last day of the coverage month for failure to pay the
premium.

(2) The notice will also advise that;

(i) The individual can avoid termination if their full premium is received on
or before the last day of the coverage month; and

(it} If coverage is terminated for premium nonpayment, the individual will
not be permitted to reenroll in a QHP until the next AQEP unless the
individual quatifies for the exceptional-circumstances triggering event
(§ 71.03(d)(@))."

{3) The individual will be notified of the effect of premium nonpayment on
their eligibility for future enroliment in a QHP. .

64.07 Dr. Dynasaur disenroliment protection® (10/01/2013, 13-12F)

(a) Prior to closure, an individual enrolled in Dr. Dynasaur who has received a
nonpayment closure notice may contact AHS to show that, due to changed
household circumstances, the individual is eligible for nonpremium-based
coverage or a lower premium amount.

(b) If the showing indicates that the individual is eligible for nonpremium-based
coverage, AHS will reinstate and reenroil the individual and waive the past-

* In general, individuals terminated for nonpaymert of premium are not eligible for special enrollment
periods provided to those experiencing a loss of MEC. 45 CFR § 155.420(e)(1). However, 45 CFR

§ 155.420(d)(9) affords a special-enroliment triggering event in the case of "exceptional circumstances.”

% 42 CFR § 457.570(b) provides CHIP enrollees an opportunity to show that their income has declined
before coverage is terminated for non-payment of premium. In the interest of program alignment and
administrative simplicity, Vermont has elected to extend this protection to all of the state's premium-based

Dr. Dynasaur coverage groups.
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()

due premium.

I the showing indicates that the individual is eligible for premium-based
coverage, but at a lower premium amount, any outstanding premium
amounts due will be adjusted. If the enrollee pays the adjusted premium
amount prior to closure, AHS will reinstate and reenroll the individual.

64.08 Reapplication for Medicaid in households with outstanding premium
balances (10/01/2013, 13-12F)

(a) Payment of past-due

Medicaid premiums

When any individual in a household applies for health benefits and the
household has an outstanding premium balance due to an unpaid Medicaid
grace period, the individual will onfy be enrolied if:

(1) Pastdue premiums and the first premiljm of the new coverage period

are paid in full, or

(2) Al members of the household are eligible for nonpremium-based

coverage.

{b} Waiver of past-due
Medicaid premiums

Qutstanding grace-period premium balances that are older than12 months will
be waived.

64.09 Medical incapacity for VPharm (10/01/2013, 13-12F)

(@)

“Medical incapacity’ means a serious physical or mental infirmity to the
health of an individual enrolled in VPharm (§ 10.01) that prevented the
individual from paying the premium timely, as verified in a physician's -
certificate furnished to AHS. Notice by telephone or otherwise by the
physician that such certificate will be forthcoming will have the effect of
receipt, provided that the certificate is in fact received within seven days.

If an individual's VPharm coverage is terminated solely because of -
nonpayment of the premium, and the reason is medical incapacity as
defined in {a) of this subsection, the individual's representative may regquest
coverage for the period between the day coverage ended and the last day
of the month in which they requested coverage. AHS will provide this
coverage if it has received verification of medical incapacity and all
premiums due for the period of non-coverage. The individual is responsible
for all bills incurred during the period of non-coverage until AHS recelves
the required verification and premium amounts due.

If the health condition related to this medical incapacity is expected to
continue or recur, AHS will encourage the individual to sign up for
automatic withdrawal of their premium or designate an authorized
representative to receive and pay future premiums for as long as the
anticipated duration of the condition. '

64.10 Payment balances (10/01/2013, 13-12F)
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Payment balances that result from partial payments or overpayments will remain
on the household's premium account.

64.11 Refund of prospective premium payments (10:‘01!201'3, 13-12F)

(a) Basic rule

A paid premium will automatically be refunded when, prior to the commencement
of the coverage month associated with the premium payment:

(1) The individual's eligibility and enroliment is closed, or

(2} The individual is approved for eligibility and enroliment in nonpremium-
based coverage.

{b} Exception

A paid premium will not be refunded if, after the commencement of the covefage
month associated with the premium payment, the individual is approved for
nonpremium-based coverage that covers the month in questian.

{c} Refund timing

[Reserved]

64.12 Other premium refunds and credits (10/01/2013, 13-12F)

Payment balances at end of

coverage

{a) Basicrule

(1) Any payment balances left on account when coverage ends will be
credited as foliows:.

(iy If a household member is reinstated in premium-based coverage within

30 days of closure, the payment balance will be credited against any
new premium owed.

(i) If no household member is reinstated in premium-based coverage

within 30 days of closure, the payment batance will be refunded within
10 business days.

(2) If household members are reinstated and all members receive

nonpremium-based coverage, the payment balance will be refunded
within 30 days of reinstatement.

(b} Exception

If application of the basic rule under paragraph (a) of this subsection presents a

financial hardship, the household may request an expedited refund of the
payment balance.

64.13 Appeal

of premium amount {10/01/2013, 13-12F)

An individual who appeals the premium amount must pay the billed amount until
the appeal is decided for coverage to continue. If the individual wins the appeal,
any overpayments will he refunded.
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65.00 Medicaid copayments {10/01/2013, 13-12F)

65.01 In general (10/01/2013, 13-12F)

(@) Copayments from some Medicaid enrollees are required for certain
services. Copayments will be deducted from the Medicaid payment for each
service subject to copayment. § 1916(c) of the Act requires that "no
provider participating under the State (Medicaid) plan may deny care of
services to an individual efigible for (Medicaid) . . . on account of such
individual's inability to pay (the copayment).” This subsection further
provides, however, that these requirements “shall not extinguish the liability
of the individual to whom the care or services were furnished for the
payment of (the copayment).”

(b} The state is not responéible for copayments that a provider may collect in
error or that an individual makes on a service that is not paid for by
Medicaid. '

65.02 Enrollees not subject to copayments (10/01/2013, 13-12F)

Copayments are never required from individuals who are:
{a} Enrolled in MABD for long-term care services;
{b} MABD enrcllees under age 18;

{c) MCA enrollees under age 21; or

- {d) MCA enrollees who are pregnant or in the 60-day post-pregnancy period.

65.03 Services that require copayments {10/01/2013, 13-12F)

See DVHA Rule 7101(C) and (E) for the services that require co-payments and
the required amounts,

66.00 Presumptive Medicaid eligibility determined by hospitals® (10/01/2013, 13-12F)

66.01 Basis (10/01/2013, 13-12F)

This section implements § 1902(a)(47)(B) of the Act.

66.02 In gene

ral (10/01/2013, 13-12F)

(a) Basic rule

Medicaid will be provided during a presumptive eligibility period to an individual
who is determined by a qualified hospital, on the basis of preliminary information,

to be presumptively eligible In accordance with the policies and procedures

% 42 CFR § 435.1110 (NPRM, 78 FR 4593). -
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established by AHS consistent with this section.

{b) Qualified hospital

A qualified hospital is:
(1) A hospitaj that:
(i} Participates as a Medicaid provider;

{ii} Notifies AHS of its election to make prestmptive eligibility
determinations under this section; and

(iif) Agrees to make presumptive eligibility determinations consistent with
state policies and procedures;

(2) Assists individuals in completing and submitting the full application and
understanding any documentation requirements; and

{3) Has not been disqualified by AHS in accordance with paragraph (d) of
this subsection,

{c) Scope of authority o make
determinations of
presumptive eligibility

Hospitals may only make determinations of presumptive eligibility under this
section based on income for (1) children under § 7.03(a)(3); {2) pregnant women

under § 7.03(a)(2); (3) parents and caretaker relatives under § 7.03(a)(1), and
(4} adults under § 7.03(a)(5).

(d)} Disqualification of
hespitals

(1) AHS may establish standards for qualified hospitals related to the

proportion of individuals determined presumptively eligible for Medicaid
by the hospital who:

() Submit a regular application before the end of the presumptive
eligibllity period; or
(i} Are determined eligible for Medicaid based on such application.

(2) AHS will take action, including, but not limited to, disqualification of a

hospital as a qualified hospital under this section, if it determines that
the hospital is not;

{i) Making, or is not capable of making, presumptive eligibility
determinations in accordance with applicable state policies and -
procedures; or

(1} Meeting the standard or standards established under paragraph (d)(1)
of this section. :

66.03 Procedures (10/01/2013, 13-12F)
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{a) In general96

AHS will provide Medicaid services to an individual during the presumptive-
eligibility period that follows a determination by a qualified hospital that, on the
basis of preliminary information, the individual has gross income determined

using simplified methods prescribed by the state, at or below the Medicaid
income standard established for the individual.
(b) AHS’s responsibilitiesg7 | AHS will

(1) Provide qualified hospitals with application forms for Medicaid and

‘ information on how to assist individuals in completing and filing such
forms;

(2) Establish oversight mechanisms to ensure that presumptive-eligibility
determinations are being made consistent with applicable iaws and
rutes; and

(3) Allow determinations of presumptive eligibility to be made by qualified
hospitals on a statewide basis.

(c) Qualified HospitaE’s (1) Upon receipt of a signed and dated application for health benefits, a
responsibilities38 qualified hospital must determine whether the individual is
presumptively eligible under this rule.

(2) . For the purpose of the presumptive eligibility determination, a qualified
hospital must accept self-declaration of the presumptive-eligibility
criteria.

{3) Ifthe individual is presumptively eligible, a qualified hospital must:

(i} Approve presumptive coverage for the individual;

(i) Notify the individual within twenty-four hours of the eligibility
determination, in writing or orally, if appropriate:

(A) Thatthe individual is eligible for presumptive coverage;
(B) The presumptive eligibility determination date;

(C) Thatthe individual is required to make application for ongoing
Medicaid by not later than the last day of the following month; and

(D) That failure to cooperate with the standard eligibility determination
process will result in denial of ongoing Medicaid and termination of
presumptive coverage on the date described in § 66.04;

(i) Notify AHS of the presumptive eligibility determination within five

% 42 CFR § 435.1102(a) (NPRM, 78 FR 4533).

*" 42 CFR § 435.1102(b) (NPRM, 78 FR 4593).

* 42 CFR § 435.1102(b)(2) (NPRM, 78 FR 4593), as applied to hospital determination of presumptive
eligibility by 42 CFR § 435.1110(a). ,
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working days after the date on which determination is made;
(iv) Provide the individual with a Medicaid application form;
(v) Advise the individual that:

(A) If a Medicaid application on behalf of the individua! is not filed by the
last day of the following month, the individual's presumptive eligibility
will end on that last day; and

(B} If a Medicaid application on behalf of the individua! is filed by the last
day of the following month, the individual's presumptive eligibility wilt
end on the day that a decision is made on the Medicaid application;
and

(vi) Take all reasonable steps to help the individual complete an
application for ongoing Medicaid or make contact with AHS.

{(4) Ifthe individual is not presumptively eligible, a qualified hospital must
notify the individual at the time the determination is made, in writing and
orally if appropriate:

(iy Of the reason for the determination;

(ify That their ineligibility for presumptive coverage does not necessarily
mean that they are ineligible for other categories of Medicaid: and

(iii}y That the individua! may file an application for Medicaid with AHS, and
that, if they do so, that the individual's eligibility for other categories of
Medicaid will be reviewed.

(5) A qualified hospital may not delegate the authority to determine
presumptive eligibility to another entity, *®

{(d) Required attestations'™

For purposes of making a presumptive eligibility determination under this
section, an individual (or another person having reasonable knowledge of the
individual's status) must attest to the individual being a:

(1) Citizen or national of the United States or in satisfactory immigration
status; and

{2) Resident of the state.

% 42 CFR § 435.1102(b) (NPRM, 78 ER 4593}, as applied to hospital determination of presumptive
eligibility by 42 CFR § 435.1110(a).

- °°42 CFR § 435.1102(d)(1) (NPRM, 78 FR 4593), as applied to hospita! determination of presumptive
eligibility by 42 CFR § 435.1110(a). -
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{e) Limitation on other
conditions ™"

(1) The conditions specified in this subsection are the only conditions that
apply in the case of a presumptive-eligibility determination.

(2)  Verification of the conditions that apply for presumptive efigibility is not
required. '

66.04 Presumptive coverage'(10/01/2013, 13-12F)

(a) Effective dates

(1} Presumptive coverage begins on the date the individual is determined
to be presumptively eligible. :

(2) Presumptive coverage ends with the earlier of (and'includes):

(iy The date that the individual is determined to be eligible or ineligible for
ongoing Medicaid.

(i} If the individual has not applied for ongoing Medicaid, the last day of
the month following the month in which the individual was determined
to be presumptively eligible.

(b} No retroactive coverage

No retroactive coverage may be provided as a restilt of a presumptive eligibility
determination. .

{¢} Freguency

An individual will only receive one presumptive Medicaid eligibility period for
each hospital admission. :

- 66.05 Notice and fair hearing rules' (10/01/2013, 13-12F)

Notice and fair hearing regulations in §§ 68.00 and 80.00 do not apply to
determinations of presumptive eligibility under this section.

67.00 General notice standards '™ (10/01/2013, 13-12F)

{3} General requirement

Any notice required to be sent by AHS must be written and include:

(1) An expianation of the action reflected in the notice, including the
effective date of the action.

"' 42 CFR § 435.1102(d)(2) (NPRM, 78 FR 4593), as applied to hospital determination of presumptive
eligibility by 42 CFR § 435.1110(a).

"% 42 CFR § 435.1101 (NPRM, 78 FR 4583), as applied to hospital determination of presumptive
eligibility by 42 CFR § 435.1110(a).

"% 42 CFR § 435.1102(e) (NPRM, 78 FR 4593), as appiied to hospital determination of presumptive
eligibility by 42 CFR § 435.1110(a).

"™ 45 CFR § 155.230 (NPRM, 78 FR 4583).

Part 7 — Page 55




{2) Any factua!l findings relevant to the action.

(3) Citations to, or identification of, the relevant regulations supporting the
action. '

{4) Contactinformation for available customer service resources.

(5)  An explanation of appeal rights, if applicable.

(b} Accessibility and
readability '

All applications, forms, and notices, including the single, streamiined application
and notice of redetermination, will conform to the standards outlined in § 5.01(c).

67.01 Use of electronic notices™® (10/01/2013, 13-12F)

{a} Choice of notice format

An individual will be provided with a choice to receive notices and information
required under these rules in electronic format or by regular mait. If the individual
elects to receive communications electronically, AHS will:

(1)  Confirm by regular mail the individual's election to receive notices
electronicaily;

(2) inform the individual of their right to change such election, at any time,
' to receive notices through regular mait,

" (3} Postnotices to the individual's electronic account within one business
day of notice generation;

(4} Send an email or other electronic communication alerting the individual
that a notice has been posted to his or her account. Confidential
information will not be included in the emaii or electronic alert;

(5) If an electronhic communication is Ondeliverable, send any notice by
regular mai! within three business days of the date of the failed
electronic communication: and

(6) At the-éndividual‘s request, provide through regular mail ény notice
posted to the individual's electronic account.

(b) Limitation on uss of
electronic notices and
other communications

Notice or other communications will be provided electronically only if the
indjvidual;

(1) Has affirmatively elected to receive electronic communications in
accordance with paragraph (a)} of this subsection; and

(2} s permitted to change such election at any time.

68.00 - Notice of decision and appeal rights(10/01/2013, 13-12F)

"9 42 CFR § 435.918 (NPRM, 78 FR 4593); 45 CFR § 155.230 (NPRM, 78 FR 4593),
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68.01 Definitions (10/01/2013, 13-12F)

Action'™®

An AHS decision that resuits in terminaticn, suspension, denial or reduction of
eligibility or a reduction in the level of benefits and services, including a
determination of the amount of medical expenses which must be incurred to
establish income efigibility in accordance with § 7. 03(a)(8) or§ 8.06, or a

determination of income for the purposes of imposing any premiums or cost-
sharing.

68.02 Notice of decision concerning eligibility'™ (10/01/2013, 13-12F)

{a) In general

AHS will send to an individual notice of any decision affecting their eligibility,
including a denial, termination or suspension of eli igihility in accordance with
federal and state iaws.

(b) Timing of notification

Notice will be provided:
(1) Atthe time that the individual applies for health benefits; or

(2) Atthe time eligibility or services are denied, or other action is taken
affecting the individual's eligibility.

68.03 Advance notice of decision' (10/01/2013, 13-12F)

(@} In general

A notice will be sent at least 11 days before the date of action, except as
permitted under paragraph (b} of this subsection.

(b) Exception'™

A notice may be sent not later than the date of action if:
{1 Thereis factuél infor-mation confirming the death of an enrollee;
(2) A clear written statement signed by an enrollee is received that:
(i} The enrollee no longer wishes eligibility: or 7

(iiy Gives information that requires termination or reductjon of eligibility
and indicates that the enrollee understands that this must be the
result of supplying that informatien;

(3} The enrollee has been admitted to an institution where they are
inefigible;

1% 42 CFR § 431.201 (NPRM, 78 FR 4593)

107

42 CFR §435.919 (NPRM, 78 FR 4593); 45 CFR §§ 155.310(9) and 155.355.

% 42 CFR § 435.211 (NPRM, 78 FR 4593).

1% 42 CFR § 431.213 (NPRM, 78 FR 4593).
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(4) The enrollee's whereabouts are unknown and the post office returns
mail directed to the enrollee indicating no forwarding address; or

(5) AHS establishes the fact that the enrollee has been accepted for
: Medicaid eligibility by another state, territory, or commonwealth.

(c) Exception. probable
fraud"'°

The period of advance notice may be shortened to 5 days before the date of
action if: ‘

(1) There are facts indicating that action should be taken because of
probable fraud by the enrollee; and

(2) The facts have been verified, if possible, through secondary sources.

69.00  Corrective action'"" (10/01/2013, 13-12F)

Corrective payments will be promptly made, retroactive to the date an incorrect
action was taken if;

{a} The hearing decision is favorable to the individual; or

{b} The issue is decided in the individual’'s favor before the hearing.

70.00 Medicaid enroliment {(10/01/2013, 13-12F)

70.01 Nonpremium-based coverage (10/01/2013, 13-12F)

{a) Prospective enroliment

An approved individual will be enrolled on the first day of the application month.

(b} Retroactive eligibility"™

(1) Retroactive eligibility is effective no earlier than the first day of the third
‘month before the month of regquest if the follow'lng conditions are met;

(i) Eligibility is determined and a budget computed separately for sach of
the three months;

(i) A medical need exists; and
(ily Elements of eligibility were met at some time during each month.

(2) Anindividual may be eligible for the retroactive period (or any single
month(s) of the retroactive period) even though ineligitle for the

prospective period. Six months continuous eligibility may begin in a

1942 CFR § 431.214.

1™ 42 CFR § 431.246.

"2 Section 1902(a)(34) of the Act.
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retroactive month; in that case, no further budgets are required.

(3) fanindividuat, at the time of application, declares that they incurred
medical expenses during the retroactive period and eligibility is not
approved, the case record must contain documentation of the reason

the individual was not eligible in one or more months of the retroactive
period.

‘ {¢) Pregnant woman

The Medicaid effective date for an otherwise eligible pregnant woman can be
determined up to three months before the request for Medicaid, as long as the

‘pregnancy is medically verified to have existed at the beginning of this

retroactive period. If the physician or licensed medical professional verifies that
the woman was pregnant during one or more of the three months before the
month of request, application for retroactive Medicaid eligibility may be approved
for the month(s) in which all other criteria were met and medical expenses were
incurred. Eligibility for each month is determined individually.

70.02 Premium-based coverage; conditional enrollment and initial biliing
{10/01/2013, 13-12F)

{(a) Conditional enroliment

An individua!l who is approved for premium-based coverage, will be conditionally-
enrolled, pending payment of the initial premium.

(b) Initial billing

The conditionally-enrolled individual will be notified of the premium obligatidn
and premium amount in a bill that will be sent at the time of approval and
conditional enroflment. The bill wilf include payment instructions,

(c) Initial bill amount

(1) Theinitial bill will include premium charges for the initiaj coverage
manth. :

(2} Ifthe initial coverage month is the month in which the individual applied

: for health benefits, the initial bill will include premium charges for the
application month, the approval month (if different from the application
monthj, and the month following the approvai month.

{3) Ifthe individuai is eligible for, and requests retroactive coverage, the

initial bill will include premium charges for each month of retroactive
coverage.

(d} Payment allocation

Unless the individual specifies otherwise, when the initial payment covers the
premiums due for at least one, but fewer than all, of the months included in the

initial bill, the payment will be allocated in the following reverse-chronological
order: ' ‘

{1} The month following the approval menth:
(2} The approval month;
(3 The appiicétion month; and

{4) Retroactive coverage months.
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70.03 Coverage islands; premiums paid after enroliment (10/01/2013, 13-12F)

(a) Individuals who initially pay the premiums due for fewer than all of the
months included in the initial bill may subsequently obtain coverage istands
for any or all of the remaining months {a “coverage island” is a period of
eligibility with specific beginning and end dates).

(b) To obtain one or more such coverage islands, the individual must pay the
full premium amount that was initiaily biled for each of the desired months
of coverage.

(c) Payments for coverage islands will be allocated in the order specified in §
64.05(b),

71.00  Enroliment of qualified individuals in QHPs''*(10/01/2013, 13-12F)

71.01 in general(10/01/2013, 13-12F)

(@) General requirements

114

AHS will accept a QHP selection from an individua! who is determined eligible for
enroliment in a QHP in accordance with § 11.00, and will:

{1)  Notify the issuer of the individual's selected QHP; and

(2)  Transmit information necessary to enable the QHP issuer to enroll the
individual. ‘

(b} Timing of data
exchange''

AHS will:

(1)  Send eligibility and enroliment information to QHP issuers and HHS
promptly and without undue delay;

{2) Establish a process by which a QHP issuer acknowledges the receipt of
such information; and : .

(3) Send updated eligibility and enrbllment information to HHS promptly
and without undue delay, in a manner and timeframe specified by HHS,

{c) Records'™®

Records of all enroliments in QHPs will be maintained.

113

45 CFR § 155.400.

% 45 CFR § 155.400(a).

118

45 CFR § 155.400(b).

"% 45°CFR § 155.400(c).
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(d) Reconcile fites'"”

AHS will reconcile enroliment information with QHP issuers and HHS no less
than on a monthly basis.

71.02 Initial and annual open enrollment periods'**{10/01/2013, 13-12F)

(a) General requirements’*

(1} Aninitial open enroliment period (IOEP) and annual open enrollment
periods {AOEPs) wiill be provided consistent with this subsection, during
which qualified individuals may enroll in a QHP and enrollees may

change QHPs.
(2} A qualified individual may only be permitted to enroll in a QHP or an
enrollee to change QHPs during the IOEP specified in paragraph (b) of
this subsection, the AOEP specified in paragraph () of this subsection,
or a special enroliment period (SEP) described in § 71,03 for which the
qualified individual has been determined eligible. ’

(b) IOEP'®

The IOEP begins October 1, 2013 and extends through March 31, 2014.

{c) Effective coverage dates
for IOEP™!

(1) Regular effective dates | For @ QHP selection received from a qualified individual:
(i} On or before December 15, 2013, the coverage effective date will be
January 1, 2014;
(i) Between the first and fifteenth day of any subsequent month du ring the
IOEP, the coverage effective date will be the first day of the following
month; and
iif) Between the sixteenth and last day of the month for any month
between December 2013 and March 31, 2014, the coverage effective
date will be the first day of the second following month.
(2} Option for earlier Subject to demonstrating to HHS that ali of the participating QHP issuers agree

effective dates

to effectuate coverage in a timeframe shorter than discussed in paragraphs

{c)(1)(ii} and (jii) of this subsection, one or both of the following may be done for
all applicable individuals: .

(i) Fora QHP selection received from a qualified individual in accordance

"7 45 CFR § 155.400(d).
1% 45 CFR § 155.410.

" 45 CFR § 155.410(a).
2% 45 CFR § 155.410(b).

%1 45 CFR § 155.410(c).

Part 7 - Page 61




with the dates specified in paragraphs(c)(1)(ii) or (iii) of this
subsection, a coverage effective date may be provided for a qualified

individual eariier than specified in such paragraphs, provided that
either:

(A} The qgualified individual has not been determined eligible for APTC or
CSR; or ‘

{B) The qualified individual pays the entire premium for the first partia!
month of coverage as well as all cost sharing, thereby waiving the
benefit of APTC and C SR payments until the first of the next month.

(i} For a QHP selection received from a qualified individual on a date set
by the state after the fifteenth of the month for any manth between
December 2013 and March 31, 2014, a coverage effective date of the
first of the following month may be provided.

(d) Notice of AOEP'#

Starting in 2014, AHS will provide a written AOEP notification to each enrollee no
earlier than September 1, and no later than September 30.

(e) AQOEP'®

For benefit years beginning on or after January 1, 2015, the AOEP begins
October 15 and extends through December 7 of the preceding calendar year.

after the AOEP'*

_(f) Effective date for coverage

Caoverage will be effective as of the first day of the following benefit year for a
qualified individual who has made a QHP selection during the AOEP.

71.03 special

enroliment periods (SEP)'*® (10/01/2013, 13-12F)

(a) General regquirements

126

(1) AHS will provide SEP consistent with this subsection, during which

qualified individuals may enroll in QHPs and enrolices may change
QHPs,

(2)  For the purpose of this subsection, “dependent” has the same meaning
as it does in 26 CFR § 54.9801-2, referring to any individual who is or
who may become eligible for coverage under the terms of a QHP
because of a relationship to a qualified individual or enrollee.

122 45 GFR § 155.410(d).
'23 45 CFR § 155.410(e),
124 45 CFR § 155.410().
125

45 CFR § 155.420,

'2% 45 CFR § 155.420.
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(b) Effective dates '

(1) Regular effective dates | Except as specified in paragraphs (b)(2) and (3) of this subsection, for a QHP
selection received by AHS from a qualified individual:

{i) Between the first and the fifteenth day of any month, the coverage
effective date will be the first day of the following month: and

(i) Between the sixteenth and the last day of any month, the coverage
effective date will be the first day of the second following month.

(2}  Special effective dates (i} In the case of birth, adoption, or placement for adoption, coverage s
effective for a qualified individual or enrollee on the date of birth,
adoption, or placement for adoption.

(i) In the case of marriage, or in the case where a qualified individual
loses MEC, as described in paragraph (d)(1) of this subsection,
coverage is effective for a qualified individual or enrollee on the first
day of the following month.

(ifi} In the case of a qualified individual or enrollee eligible for a special

' enrollment period as described in paragraphs (d)(4), (d)(5), or (d)(9)
of this subsection, coverage is effective on an appropriate date based
on the circurnstances of the special enrollment period, in accordance
with guidelines issued by HHS. Such date must be either:

(A) The date of the event that triggered the sp‘eciaf enrollment period
under (d){4), (d)(5), or (d}(9) of this subsection; or

(B} In accordance with the regular effective dates specified in paragraph
(b){1) of this subsection.

(3) Option for earlier Subject to demonstration to HHS that all of the participating QHP issuers agree

effective dates to effectuate coverage in a timeframe shorter than discussed in paragraph {b)1)
or (b}{2){if) of this subsection, ore or both of the following may be done for all
applicable individuals:

() Fora QHP selection received from a qualified individual in accordance
with the dates specified in paragraph (b)(1) or (b)(2)(ii) of this section,

a coverage effective date for a qualified individual may be provided
earlier than specified in such paragraphs. '

(i} For a QHP selection received from a qualified individual on a date set
by the state after the fifteenth of the month, a coverage effective date
of the first of the following month may be provided.

(4) APTC and CSR Notwithstanding the standards of this subsection, APTC and CSR will adhere to

77 45 CFR § 156.420(b).
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the effective dates specified in § 74.04.

" (¢) Length of SEP™

Unless specifically stated otherwise herein, a qualified individual or enrollee has
60 days from the date of a triggering event to select a QHP.

(d) SEPs'®

AHS will allow a qualified individual or enrollee, and, when specified below, their
dependent, will be aliowed to enroll in or change from one QHP to ancther if one
of the following triggering events occur:

(1) The qualified individual or their dependent loses MEC:

(i) In the case of a QHP decertification, the triggering event is the date of
the notice of decertification to alf affected parties; or

(i) Inall other cases, the triggering event is the date the individual or
dependent loses eligibility for MEC;

{2) The qualified individual gains a dependent or becomes a dependent
through marriage, birth, adoption or placement for adoption;

{3) The qualified individual, who was not previously a citizen, national, or
lawfully present individual gains such status;

(4) The qualified individual's or their dependent's enroilment or non-
enrciiment in a QHP is unintentional, inadvertent, or erroneous and is
the result of the error, misrepresentation, cr inaction of an officer,
employee, or agent of AHS or HHS, or its instrumentalities as evaiuated
and determined by AHS. In such cases, AHS may take such action as
may be necessary to correct or eliminate the effects of such error,
misrepresentation, or inaction;

(5) The enrollee or their dependent adequately demonstrates to AHS that
the QHP in which they are enrolled substantially violated a material
provision of its contract in relation to the enrollee;

(8) Newly eligible or inefigible for APTC, or change in eligibility for CSR.

(i) The enrollee is determined newly eligible or newly ineligible for APTC
or has a change in eligibility for CSR;

(i) The enroliee's dependent enrolled in the same QHP is determined
newly eiigible or newly ineligible for APTC or has a change in
eligibility for CSR; or

(i) A qualified individual or their dependent who is enrolled in qualifying
coverage in an eligible employer-sponsored plan is determined newly
eligible for APTC based in part on a finding that such individuai will

1?8 45 CFR § 155.420(c).

%% 45 CFR § 155.420(d).
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(H)

(10)

cease to be eligible for qualifying coverage in an eligible-employer
sponsored plan in the next 80 days and is allowed to terminate
existing coverage. An individual whose existing coverage through an
efigible employer-sponsored plan will no longer be affordable or
provide minimum value will be permitted to access this special
enroliment period prior to the end of their coverage through such
eligible employer-sponsored pian, aithough they are not eligible for
APTC until the end of their coverage through such eligible employer-
sponsored plan; '

The qualified individual or enrollee, or their dependent, gains access to
new QHPs as a resuit of a permanent move;

The qualified individual who is an Indian, as defined by § 4 of the Indian
Health Care Improvement Act, may enroll in a QHP or change from one
QHP to another one time per month;

The qualified individual or enrollee, or their dependent, demonstrates to
AHS, in accordance with guidelines issued by HHS, that the individual
meets other exceptional circumstances, including :

An individual's enrofiment or non-enroliment in a QHP was
unintentional, inadvertent, or erroneous and is the result of the errar,
misrepresentation, or inaction of navigators, agents or brokers. as
evaluated and determined by VHC. In such cases, VHC may trigger
the SEP and take such action as may be necessary to correci or
eliminate the effects of such error, misrepresentation, or inaction, and

An individual missing the individual open enroliment period while
waiting for their employer to be determined eligible. Under this
scenarto, an individuai's employer is ultimately denied, or fails to pay
premiums in order to effectuate coverage on behalf of their employees:
and

The qualified individual or their dependent is enrolled in an eligible
employer-sponsored plan that is not qualifying coverage in an eligible
employer-sponsored plan, as the term is defined in § 3.00, and is
allowed to terminate existing coverage. Such an individual will be
permitted to access this special enrollment period 60 days prior to the
end of their coverage through such eligible employer-sponsored plan.

{e) Loss of MEC'

(1)

@)

{

Loss of MEC includes dropping of COBRA coverage as long as the
qualified individual is otherwise newly eligible for APTC.

Loss of MEC does not include:

Loss due to failure to pay premiums on a timely basis, including

1% 45 CFR § 155.420(e); 26 CFR § 54.9801-6(a)(3)(i) through ).
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COBRA premiums prior to expiration of COBRA coverage; or

(i)  Termination of an individual's coverage for cause (which could include,
~ but not be limited to, termination because of an action by the individual
that constituted fraud or because the individual made an intentional
misrepresentative of a material fact).

72.00  Duration of eligibility determinations without enroliment''(10/01/2013, 13-12F)

To the extent that an individual who is determined eligible for enrollment in a
QHP does not select a QHP within their enroliment period, or is not eligible for
an enrollment period, in accordance with § 71.00, and seeks a new enrotment
period prior to the date on which their eligibility is redetermined in accordance
with § 76.00 (annual redetermination),the individuat will be required to attest as
to whether informaticn affecting their eligibility has changed since their most
recent eligibility determination before determining their eligibility for a special
enrcllment period, and must process any changes reported in accordance with
the procedures specified in § 73.00 (mid-year redetermination).

73.00  Eligibility redetermination during a benefit year'? (10/01/2013, 13-12F)

73.01 General requirement (10/01/2013, 13-12F)

AHS must redetermine the eligibility of an individual in a health-benefits program
during the benefit year if it receives and verifies new information reported by the
individual or identifies updated information through the data matching described
in § 74.00. .

73.02 Verification of reported changes (10/01/2013, 13-12F)

(a) Ingeneral™® | AHS wilt

(1) Verify any information reported by an individual in accordance with the
processes specified in §§ 53.00 through 56.00 prior to using such
information in an eligibifity redetermination; and

(2) Provide pericdic electronic notifications regarding the requirements for
reporting changes and an individual's opportunity to report any changes
as described in § 4.03(b), to an individual who has elected to receive
electronic notifications, unless the individual has declined to receive
notifications under this paragraph {a)(2).

(b) Limitation on verification For renewals of Medicaid enrollees whose financial eligibility is determined using
when redetermining MAGI-based income, any requests for additional information from the individual

*1 45 CFR § 155.310(j) (NPRM, 78 FR 4593).
'3 42 CFR § 435.916(d): 45 CFR § 155.330.

1% 42 CFR § 435.916(d); 45 CFR § 155.330(c).
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eligibility based on a
reported change'*

will be limited to information relating to such change in circumstance.

73.03 Reestablishment of annual renewal date' (10/01/2013, 13-12F)

If a redetermination is made during a benefit year and there is enough
information available to renew eligibifity with respect to all eligibility criteria, a
new 12-month renewal period may begin.

74.00  Periodic examination of data sources' (10/01/2013, 13-12F)

74.01 In general (10/01/2013, 13-12F)

Available data sources described in § 56.01 will be examined to identify the
follewing changes: ‘

(a) Death; and

(b) For an individual on whose behalf APTC or CSR are being provided,
eligibility for Medicare.

74.02 Flexibility" (10/01/2013, 13-12F)

Additional efforts may be made to identify and act on changes that may affectan

individual’s eligibility for enrollment in a health-benefits program, provided that
such efforts; ,

(a) Would reduce the administrative costs and burdens on individuals while
maintaining accuracy and minimizing delay, and that applicable
requirements with respect to the confidentiality, disclosure, maintenance, or
use of such information will be met; and ‘

(b) Comply with the standards specified in § 74.03(b).

74.03 Redetermination and netification of eligibility™*® (10/01/2013, 13-12F)

"** 42 CFR § 435.916(d)(1)(i).

138

42 CFR § 435.916(d){1)(ii).

1% 45 CFR § 155.330(d){1).

127

45 CFR § 155.5330(d)(2)‘

"% 45 CFR § 155.330(e).
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(@) Enrollee-reported data'®

If AHS verifies updated information reported by an individual, AHS will;

(1) Redetermine the individual's eligibility in accordance with the standards
specffied in § 58.00;

(2)  Notify the individual regarding the determination in accordance with the
requiremenis specified in § 61.00; and

(3) Notify the individual’'s emplayer, as applicable.

(b) Data matching™®

(1) IFAHS identifies updated information regarding death, in accordance
with § 74.01, or regarding any factor of eligibility not regarding income,
family size, or family composition, AHS will;

() Notify the individual regarding the updated information, as we!l as the
individual's projected eligibility determination after considering such
information; -

{iiy Allow the individual 30 days from the date of the natice to notlfy AHS
that such information is inaccurate; and

(fii) If the individual responds contesting the updated mformaﬂon proceed
in accordance with § 57.00 (inconsistencies).

(iv) If the individual does not respond within the 30-day period, proceed in
accordance with paragraphs (a)(1) and (2) of this subsection.

{2) If AHS identifies updated information regarding income, family size or
family composmcn with the exception of information regarding death,
AHS will:

(i Follow procedures described in paragraphs (b){1)(i) and (i) of this
subsection; and

(ii) If the individual responds confirming the updated information, praceed
in accordance with paragraphs (a)(1) and (2) of this subsection.

(iiiy If the individual does not respond within the 30-day period:

(A} If the individual is enrolied in & QHP with or without APTC or CSR,
maintain the individual's existing eligibility determination without
considering the updated information.

(B) Ifthe individual is enrolled in Medicaid, disenroll the individual.
However, if the individual subsequently submits the necessary
information within 90 days after the date of disenroliment, AHS will

1% 45 CFR § 155.330(e)(1}.

'49 45 CFR § 155.330(e)(2).

reconsider the individual’s eligibility without requiring a new
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application.

* (iv} If the individual provides more up-to-date information, proceed in
accordance with § 73.02.

74.04 Effective dates'' [Reserved] (10/01/2013, 13-12F)

75.00  Eligibility renewal'*? (10/01/2013, 13-12F)

75.01 In general (10/01/2013, 13-12F)

(@) Renewal occurs annually

Except as specified in §§ 75.02(j) and (k), eligibility of an individual in a heaith-

_benefits program will be renewed on an annual basis.

(B) Updated income and
family size information

In the case of an individual who requested an eligibility determination for
government-sponsored health benefits {i.e., health benefits other than enrollment
in a QHP without APTC or CSR), AHS will request updated tax return '
information, if the individual has authorized the request of such tax return
information, data regarding Social Security benefits, and data regarding MAGI-
based income (as described in § 56.01) for use in the individual's eligibility
renewal. ‘

75.02 Renewal procedures for QHP enroliment (10/01/2013, 13-1 2F)

(a) Notice to enrollee™

AHS will provide an annual renewal notice to an individual, including the
following:

(1} The data obtained under paragraph § 75.01(b), if applicable;

(2) The data used in the individual's most recent eiigibility determination:
and :

{3) Theindividual's projected eligibility determination for the following year,
after considering any updated information described in paragraph (a1
of this subsection, including, if applicable, the amount of any APTC and
the level of any CSR or eligibility for Medicaid.

(b) Timing™*

(1)  Forrenewals under this section for coverage effective January 1, 2015,
the notice provisions of paragraph (a) of this subsection and § 71.02(d)
wiill be satisfied through a single, coordinated notice,

(2) For renewals under this section for coverage effective on or after

""" 45 CFR § 155.330(f) (NPRM, 78 FR 4593),

"*2 42 CFR § 435.916(a) and (b); 45 CFR § 155.335 (NPRM, 78 FR 4593).

"% 45 CFR § 155.335(c) (NPRM, 78 FR 4593).

" 45 CFR § 155.335(d).

Part 7 — Page 69




January 1, 2017, the notice specified in paragraph (a) of this subsection
may be sent separately from the notice of annual open enrollment
specified in § 71.02(d), provided that;

(i) The notice specified in paragraph (a) of this subsection is sent no
earlier than the date of the notice of annual open enrollment specified
in § 71.02(d); and '

(i) The timing of the notice specified in paragraph (a) of this subsection
allows a reasonable amount of time for the individual to review the
notice, provide a timely response, and for any changes in coverage
elected during the AOEP to be implemented.

(c} Changes reported by
enroilees™

(1) Anindividual must report any changes with respect to the information

listed in the notice described in paragraph (a) of this subsection within
30 days from the date of the notice.

(2) Anindividual, or an application filer, an behalf of the individuai, may

report changes via the channels avaitable for the submission of an
application, as described in § 52.02(0).

(d) Verification of reported
changes'®

Any information reported by an individual under paragraph {c) of this subsection
will be verified using the processes specified in §§ 53.00 through 56.00,

includ
prior t

ing the relevant provisions in those subsections regarding inconsistencies,
0 using such information to determine eligibility.

I

{e) Response to
redetermination notice ™

(1) Anindividual, or an application filer, on behéif of the individual, must

{2)

sign and return the notice described in paragraph {a) of this subsection.

To the extent that an individuai does not sign and return the notice
described in paragraph (a) subsection within the 30-day period
specified in paragraph (c) subsection, AMS wil} proceed in accordance
with the procedures specified in paragraph (f)(1) of this subsection,

(f) Redetermination and
notification of eligibility'*

(M

After the 30-day period specified in paragraph (c) of this subsection has
elapsed, AHS wiil:

() Redetermine the individual’s eligibility in accordance with the
- standards specified in § 11.00 using the information provided to the
individual in the notice specified in paragraph (a), as supplemented
with any information reported by the individual and verified by AHS in
accordance with paragraphs (c) and (d) of this subsection;

%5 45 CFR § 155.335(e) (NPRM, 78 FR 4593},

" 45 CFR § 155.335(f) (NPRM, 78 FR 4593).

' 45 CFR § 155.335(g) (NPRM, 78 FR 4593).

" 45 CFR § 155.335(h) (NPRM, 78 FR 4593).
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(it} Notify the individual in accordance with the requirements specified in §
68.02; and

{ily Notify the individual's employer if the individual was found eligible for
APTC because the employer does not offer affordable MEC. See §
49.02 for information on employer appeals of employee eligibility for
APTC/CSR.

(2) Wanindividual reports a change with respect to the information
provided in the notice specified in paragraph (a) of this subsection that
has not been verified as of the end of the 30-day period specified in
paragraph {c) of this subsection, the individual's eligibility will be
determined after completing verification, as specified in paragraph (d) of
this subsection.

(g) Effective date of annual
redetermination'*®

A determination under this section is effective on the first day of the coverage
year following the year in which the notice in paragraph (a) of this subsection
was provided, or in accordance with the rules specified in § 74.04 regarding
effective dates, whichever is fater.

(h) Renewal of coverage'™

If an individual remains eligible for coverage in a QHP upon annual
redetermination, such individual will remain in the QHP selected the previous
year uniless such individual terminates coverage from such plan, including
termination of coverage in connection with enrollment in a different QHP, in
accordance with § 76.00.

() Authorization of the
release of tax data to
support annual
redetermination '’

(1) AHS must have authorization from an individual in order to cbtain
updated tax return information described in § 75.01(b) for purposes of
conducting an annual redetermination.

{2) AHSIs authorized'to obtain the updated tax return infarmation
described in § 75.01(b) for a period of no mere than five years based on
a single autherization, provided that:

(i) Anindividual may decline to authorize AHS to obtain updated tax
return information; or

(i) An individual may authorize AHS to obtain updated tax return
infermation fer fewer than five years; and

(i) AHS must allow an individuai to discontinue, change, or renew his or |
her authorizaticn at any time.

'*9 45 CFR § 155.335(j) (NPRM, 78 FR 4593).

150

45 CFR § 155.335(j).

""" 45 CFR § 155.335(k) (NPRM, 78 FR 4593).
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(j) Limitation on
redetermination '

To the extent that an individual has requested an eligibility determination for
government-sponsored heaith-benefits programs in accordance with § 63.00 and

“AHS does not have an active authorization to obtain tax data as a part of the

annual redetermination process, AHS will not proceed with a redetermination
until such authorization has been obtained or the individual continues their
request for an eligibility determination for government-sponsored health benefits
programs in accordance with § 63.00.

(k) Special rule!®

A gualified individual's eligibitity will not be redetermined in accordance with this
subsection if the qualified individual's eligibility was redetermined under this
subsection during the prior year, and the qualified individual was not enrolled in a
QHP at the time of such redetermination, and has not enrolled in a QHP since
such redetermination.

75.03 Renewal procedures for Medicaid(10/01/2013, 13-12F)

(a) Renewal on basis of
available information

{1} Aredetermination of eligibility for Medicaid will be made without
' requiring information from the individual if AHS is able to do so based
on reliable information contained in the individual's account or other
more current information available, including but not limited to
information accessed through any data bases.

(2) Ifeligibility can be renewed based on such information, the individual
will be notified: :

(i) Of the eligibility determination, and basis: and

(i)’ That the individual must inform AHS if any of the information contained
in such notice is inaccurate, but that the individual is not required to
sign and return such notice if all information provided on such notice
is accurate.

(b} Eligibility renewal using
pre-populated renewal
form

If eligibility cannot be renewed in accordance with paragraph (a)(2) of this
subsection, AHS wilk:

(1) Provide the individual with:

(i} Arenewal form containing information available to AHS that is needed
to renew eligibility;

iy Atleast 30 days from the date of the renewal form to respond and
provide any necessary information through any of the modes of
submission specified in § 52.02(b}, and to sign the renewal form in a
manner consistent with § 52.02(h);

(iii} Notice of the decision caoncerning the renewal of eligibility;

1852

45 CFR § 155.335(]} (NPRM, 78 FR 4583).

19345 CFR § 155.335(m) (NPRM, 78 FR 4593),
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(2) Veniy any information provided by the individual in accordance with §§
53.00 through 56.00;

{3} Reconsider in a timely manner the eligibility of an individual who is
terminated for failure to submit the renewal form or necessary
information, if the individual subsequently submits the renewal form
within 80 days after the date of termination without requiring a new
application;

(4} Not require an individual to complete an in-person interview as part of
the renewal process; and

(8) Include in its renewal forms its toll-free customer service number and a
request that individuals call if they need assistance.

76.00 Termination of Q

HP coverage'® (10/01/2013, 13-12F)

(a) General requirements

AHS will determine the form and manner in which coverage in a QHP may be
terminated.

(b) Termination events’®®

(1) Enrcliee-initiated
terminatfons

(Y An individual will be permitted fo terminate their coverage in a QHP,
including as a result of the individual obtaining other MEC, with
appropriate notice to AHS or the QHP.

(i} An individual will be provided an opportunity at the time of plan
selection to choose to remain enrolled in a QHP if AHS identifies that
they have become eligible for other MEC through the data matching
described in § 74.00 and the individual does not request termination
in accordance with paragraph (b)(1)(i) of this section. If an individual
does not choose to remain enrolled in a QHP in such a situation,
termination of their coverage will be initiated upon completion of the
redetermination process specified in §§ 73.00 through 74.00.

{2) AHS orissuer-initiated
termination

(i AHS may initiate termination of an individual's coverage In a QHP, and
must permit a QHP issuer to terminate such coverage, in the following
circumstances:

(A) The individual is no longer eligible for coverage in a QHP;
(B) Non-payment of premiums for coverage of the individual, and

(}) The 3-month grace period required for individuals receiving
APTC has been exhausted as described in § 64.08; or

™ 45 CFR § 155.430."

%% 45 CFR § 155.430(b).
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(It} Any other grace period not described in paragraph (b)(2)(i)(B)(1)
of this section has been exhausted;

(i) The individual's coverage is rescinded:
(i) The QHP terminates or is decertified; or

{iv} The individual changes from one QHP to another during an AQEP or
SEP in accordance with § 71.02 or § 71.03.

(c) Termination of coverage
tracking and approvai'>®

AHS will:

(1) Establish mandatory procedures for QHP issuers to maintain records of
termination of coverage;

(2)  Send termination information to the QHP issuer and HHS, promptly and
without undue delay, at such time and in such manner as HHS may

specify,

(3) Require QHP issuers to make reasonable accommodations for all
individuals with disabilities (as defined by the ADA)} before terminating
coverage for such individuals; and

{4) Retain records in order to facilitate audit functions.

(d) Effective dates for

termination of coverage®®’

(1}  For purposes of this section:

(i) Reasonable notice is defined as fourteen days from the requested
effective dafe of termination; and

(i) Changes in eligibility for APTC and CSR, including terminations, must
adhere to the effective dates specified in § 74.04.

{2) Inthe case of a termination in accordance with paragraph {b)(1) of this
section, the iast day of coverage is:

(i) The termination date specified by the lndlwdual if the individual
provides reasonable notice;

(ify Fourteen days after the termination is requested by the individual, if the
individual does not provide reasonable notice:

(ii} On a date determined by the indivfdual's QHP issuer, if the individual's
QHP issuer is able to effectuate termination in fewer than fourteen
-days and the individual requests an earlier termination effective date:
or

1% 45 CFR § 155.430(c).

T 45 CFR § 155.430(d).

i
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(3)

{iv) If the enrofiee is newly eligible for Medicaid or CHIP, the day before

such coverage begins,

In the case of a termination in accordance with paragraph (b)(2)(i}(A) of
this section, the last day of coverage is the last day of the month
following the month in which the notice described in § 74.03(a) is sent
unless the individual requests an earlier termination effective date per
paragraph (b)(1)(i} of this section.

In the case of a termination in accordance with paragraph (b)(2)()(B)(})
of this section, the last day of coverage will be the last day of the first
month of the 3-month grace period,

In the case of a termination in accordance with paragraph (b)(2){i)(B)(I1)
of this section, the fast day of coverage should be consistent with
existing State laws regarding grace periods.

In the case of a termination in accordance with paragraph (b)(2)(iv) of
this section, the last day of coverage in an individual's prior QHP is the
day before the effective date of coverage in their new QHP.

77.00  Administration of

APTC and CSR™® (10/01/2013, 13-12F)

{a) Requirement to provide
‘ information to enahte
APTC and CSR™®

In the event that a tax filer is determined eligible for APTC, an individual is

eligible for CSR, or that such eligibility for such programs has changed, AHS will,
simultaneously:

(1

(2)

Transmit eligibility and enroliment information to HHS necessary to
enable HHS to begin, end, or change APTC or CSR; and

. Notify and transmit information necessary to enable the issuer of the

QHP to implement, discontinue the implementation, or modify the level
of APTC or CSR, as applicable, including:

(i) The dollar amount of the advance payment; and

(il The CSR e{igibility category.

(b) Requirement to provide
information related to

employer responsibility"®

1

AHS will transmit the individual's name and tax filer identification
number to HHS in the event that it determines that an individual is
eligible for APTC or CSR based in part on a finding that an individual's
employer:

(i) Does not provide MEC;

168

%% 45 CFR § 155.340(a).

160

45 CFR § 155.340 (NPRM, 78 FR 4593).

45 CFR § 155.340(b) (NPRM, 78 FR 4593).
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(i} Provides MEC that is unaffordeble, within the standard of § 23.02; or

(iif) Provides MEC that does not meet the minimum value requirement
specified in § 23.03.

(2) W an individual for whom APTC are made or who is recelving CSR
notifies AHS that they have changed employers, AHS must transmit the
individual's name and tax filer identification number to HHS.

(3) Inthe event that an individual for whom APTC are made or who is
receiving CSR terminates coverage from a QHP during a benefit year
AHS will:

() Transmit the individual's name and tax filer identification number, and
the effective date of coverage termination, to HHS, which will transmit
it to the Secretary of the Treasury; and

(i} Transmit the individuai’s name and the effective date of the termination
of coverage to their employer

{(c) Requirement to provide AHS will comply with the requirements of § 78.00(a) regarding reporting to the
information related to IRS and to tax filers. :
reconciliation of APTG'™

(d) Timeliness standard 2 All information required in accordance with paragraphs (a) and (b} of this section
will be transm|tted promptly and without undue delay.

78.00  Information reporting by AHS"®® (10/01/2013, 13-12F)

(a) ]nformatlon required tobe | AHS will report to the 1RS and each tax filer the following information for the
reported’™ QHP or plans in which the tax filer or a member of the tax filer's family enrolls:

: ('1) The premium for the ABPs used to compute APTC and the perlod
coverage was in effect;

(2) The total premium for the coverage in which the tax filer or family
member enrolls without reduction for APTC;

(3) The aggregate amount of any APTC;

(4) The name, address and Social Security number of the primary insured
and the name and Social Security number or adoption tax filer

181 45 CFR § 155.340(c) (NPRM, 78 FR 4593).
182 45 CFR § 155.340(d).
'%% 26 CFR § 1.36B-5.

% 26 CFR § 1.368-5(a).
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identification number of each other individual covered under the policy;

(8) Allinformation provided at enroliment or during the benefit year,
including any change in circumstances, necessary {o determine
eligibility for and the amount of the premium tax credit; and

(6)  Any other information required in published guidance,®® necessary to
defermine whether a tax filer has received excess advance payments.

(b) Time of reporting [Reserved]

The Commissioner of the IRS may provide rules in published guidance,™ for the

{c) Manner of reporting’® \ :
manner of reporting under this section.

79.00  [Reserved] (10/01/2013, 13-12F)

' See § 601.601(d)(2) of chapter one of the Code.
195 26 CFR § 1.36B-5(c).

" See § 601.601(d)(2) of chapter one of the Code.
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Part Eight
Fair hearings

80.00  Fair hearings ('i010112013, 13-12F)

80.01 Definitions' (10/01/2013, 13-172F)

Fair hearing request

A clear expression, either orally or in writing, by an individual (applicant, enroliee,
or empioyee) to have any action by AHS affecting the individual's eligibility or
leve! of benefits or services reviewed by a fair hearings entity.

Fair hearings entity

A body designated to hear fair hearings of eligibility determinations or
redeterminations. AHS's fair hearings entity for eligibility issues is the Human
Setvices Board.

80.02 Informing individuals of fair hearing procedures? (10/01/2013, 13-12F)

(3} in general

individuals have the right to appeal eligibility determinations, including initial
eligibility determinations and redeterminations for enrollment, by submitting a fair
hearing request. Appeals are processed in accordance with fair hearing rules as
promuigated by the Human Services Board pursuant to 3 V.S. A, § 3091(b).

{b} Requesting a fair hearing

Individuals may submit a fair hearing request either crally or in writing by
contacting AHS or the Human Services Board. See § 80.04(a) for the methods
individuals may use to submit a fair hearing request. Individuals may request an
expedited fair hearing if they request that the time otherwise permitted for a fair
hearing could jeopardize their life or health or ability to attain, maintain or regain
maximum function.

{c) Notification of hearing
rights

AHS will, at the time specified in paragraph (d} of this subsection, provide every
individual in writing:

{1}  An exptanation of their fair-hearing rights, including their right to a fair
hearing;

{2} A description of the procedures by which they may submit a fair
hearing request;

(3) Information on their right to represent themselves or use legal counsel,
a refative, a friend, or other spokesperson;

{4)  An explanation of the circumstances under which their eligibility may

' 45 CFR § 155.505 (NPRM, 78 FR 4533).

%42 CFR § 431.206 (NPRM, 78 FR 4593); 45 CFR § 155.515 (NPRM, 78 FR § 4593).
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be maintained pending a fair hearing decision; and

{5} An explanation that a fair hearing decision for one household member
may resulf in a change in eligibility for other househeld members and
may be handled as a redetermination.

(d} Timing of notice of fair
hearing procedures®

AHS will provide notice of the fair hearing procedures when:
{1} Anindividual submits an application; and

(2) . Anindividual’s eligibility is denied, or other action is taken by AHS
affecting the individual’s eligibility.

80.03 Right to hearing (10/01/2013, 13-12F)

(a) When a hearmg is
required”

AHS will grant an opportunity for a fair hearing to any individual who requests it
because AHS terminates, suspends, denies or reduces their eligibility, reduces
their level of benefits or services, they believe an action by AHS has been taken
erroneously, or their claim is not acted upon with reasonable promptness. This
includes, if applicable:

(1) A deterimination of the amount of medical expenses which must be
incurred to establish eligibility in accordance with §7.03(a)B)or §
8.06;

(2) A determination of income for the purposes of imposing premiums and
cost-sharing requirements;

{3) A determination for any month that an individual is ineligible for APTC
because the individual is considered eligible for other MEC under §
12.02(b) and § 23.00. This inciudes, but is not mited to,
determinations of affordability and minimum value for emp! oyer—
sponsored plans;

{(4) Aninitial determination of eligibility, including the amount of APTC and
level of CSR; and

{5} Aredetermination of eligibility, including the amount of APTC and level
of CSR; .

(6) An eligibility determination for an exemption from the shared
responsibility payment for MEC made in accordance with § 23.06°; and

242 CFR § 431.206(c) (NPRM, 78 FR 4593); 45 CFR § 155.515 (NPRM, 78 FR 4583).

* 42 CFR § 431.220 (NPRM, 78 FR 4593); 45 CFR § 155.505 (NPRM, 78 FR 4593).

® 45 CFR § 155.600 et seq. (NPRM, 78 FR 7348).
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(7)  Afailure by AHS to provide timely notice of a determination.

(b} Exception: SSl enrollees An applicant for or recipient of SSVYAABD benefits who is denied SSI/AABD
benefits or has their SSI/AABD benefits terminated because the SSA or its

- agent found the individual to be not disabled, may nct appeal the Medicaid
“denial or termination that results from this action by the SSA or its agent to
the Human Services Board {see Disability Determination Appeal under §
81.00).

(c) Exception: Mass changes | 17€re is ncright to a fair hearing when either state or federal law requires
' automatic case adjustments for classes of enrollees, unless the reason for an
individual’s fair hearing request is incorrect eligibility determination.

80.04 Request for hearing® (10/01/2013, 13-12F)

‘(a) Method for requesting a An individual, or an authorized representative on behalf of an individual, may
fair hearing submit a fair hearing request:

{1). By telepheone;

{2) Via mail;

{3) Inperson;

(4)  Through other commonly available electronic means; and

{5} Viathe internet.

(b) Timely request The individual must request a fair hearing within 90 days from the date that
- _ notice of action is sent by AHS (§ 63.00).
(c) Scape of fair hearing If an individual has been denied eligibility for Medicaid, AHS will treat an appeal
request? of a determination of eligibility for APTC or CSR as including a request for an

appeal of the Medicaid determination.

81.00  Disability determination appeal (10/01/2013, 13-12F)

(a) SSA disability decision (1) Afinal SSA disability determination is binding on AHS for 12 months
- or, if earlier, until the determination is changed by SSA, and may not
be appealed through AHS's appeal process, However, when an
individual who has been found "not disabled” by the SSA meets the

® 42 CFR § 431.221 (NPRM, 78 FR 4593); 45 CFR § 155.520 (NPRM, 78 FR 4593)

742 CFR § 431.221(e) (NPRM, 78 FR 4593).
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requirements specified in § 8.04, they, though not entitled to an appeal
of the SSA determination through AHS's appeal process, are entitled
to a separate state determination of disability for the purposes of
determining their eligibility for Medicaid.

(2)  AHS will refer all individuals who do not meet the requirements
specified in § 8.04 for a separate state determination of disability and
who allege new information or evidence affecting previous SSA
determinations of ineligibility based upon disability, to SSA for
reconsideration or reopening of the determination.

(b} State disability decision

if AHS has made a disability determination under the circumstances specified in
§ 8.04, the decision may be appealed to the Human Services Board.

|

82.00 Benefits/Eligibility pending fair hearing (10/01/2013, 13-12F)

82.01 Maintaining benefits/eligibility® (10/01/2013, 13-12F)

(a} In general — Medicaid

When an individual appeals a decision to end or reduce Medicaid eligibility, they
have the right, under certain conditions, to have Medicaid benefits continue
without change until the fair hearing is resolved provided the individual submits a
fair hearing request before the effective date of the adverse action and has paid
in full any required premiums. If the last day before the adverse action date is on
a weekend or holiday, the individual has untif the end of the first subsequent
working day to request the fair hearing. An individual appealing the amount of
their premiums shall pay at the billed amount in order for benefits to continue
untif the dispute is resolved. An individual who is successful on an appeal
concerning the amount of their premium wili be reimbursed for any premium
amounts overpaid.

(b) Exceptions -~ Medicaid

(1)  Continuation of Medicaid benefits does not apply when an individuai
fails to respond to a request for additional information by the end of the
90-day reasonable opportunity period for resolving inconsistencies
(§ 57.00).

(2) Continuation of Medicaid benefits without change does not apply when
the fair hearing is based solely on a reduction or elimination of a
benefit required by federal or state law affecting some or all individuals,
or when the decision does not require the minimum advance notice.

(c) Waiver of right to
continued Medicaid
benefits

An individual may waive their right to continued Medicaid benefits. If they do so
and are successful on a fair hearing, benefits will be paid retroactively.

{d) Recovery of value of
continued Medicaid

The state may recover from the individual the value of any continued Medicaid |
benefits paid during the fair hearing period when the individual withdraws the fair
hearing before the decision is made, or following a final disposition of the matter

%42 CFR §431.230 (NPRM, 78 FR 4593); 45 CFR § 155.525 (NPRM, 78 FR 4593).
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benefits

in favor of the state. Individual liability will occur only If a fair hearing decision,
Secretary's reversal and/or judicial opinion upholds the adverse determination,
and the state also determines that the individual should be hetd liatle for service
costs.

(e)

Continuation of Medicaid
benefits pending appeal of
SSA determination of
disability; SSIFAABD
enrollees

When an SSI/AABD enrcliee is determined "not disabled” by the SSA and
appeals this determination, their Medicaid benefits continue as long as their
SSIAABD benefits are continued (or could have been continued but the
individual chose not to receive them during the appeal period) pending a SSA
decision on the appeal. When eligibility for SSI/AABD benefits is terminated
following a determination of "not disabled", Medicaid benefits end unless the
individual applies and is found eligible for Medicaid or the basis of a categorical
factor other than disability.

(f)

Continuation of Medicaid
benefits pending appeal of
determination of disability,;
SSIYAABD applicants

When an individual enrolled in Medicaid applies for SSI/AABD and is determined
"not disabled"” by the SSA and files a timely appeal of this determination with the
SSA, their Medicaid benefits continue until a final decision is made on the
appeal, provided the SSA's determination of "not disabled" is the only basis on
which they might be found ineligible for Medicaid. If they continue to appeal
unfavorable decisions by SSA, the "final decision” is made by the SSA Appeals
Council.

Continuation of eligibility
for enrollmenrt in a QHP,
APTC, and CSR pending -

~ appeal of redetermination.

After receipt of a valid fair hearing request or notice that concerns an appeal of a
redetermination, AHS will continue to consider the individual (appellant) eligible,
while the fair hearing is pending, for QHP, APTC, and CSR, as applicabie, in
accordance with the level of eligibility immediately before the redetermination
being appealed.

82.02 Relevant procedures (10/01/2013, 13-12F)

(a) If the 10-day or §-day notice is sent as required under§ 68.03, and the
individual requests a hearing before the date of action, services wiil not be
terminated or reduced until a decision is rendered after the hearing unless;

(1} Itis determined at the hearing that the sole issue is one of federal or
state law or policy; and

The individual is promptly informed in writing that eligibility is to be
terminated or reduced pending the hearing decision.

(2)

{b) If AHS's action is sustained by the hearing decision, it may institute
recovery procedures against the individual to recoup the costs of services
to the extent they were furnished solely by reason of this subsection.

83.00

12F)

Managed care organization appeal, fair hearing, and grievance (10/01/2013, 13-

{2} In general

Medicald coverage appeals are processed in accordance with applicable
Managed Care QOrganization (MCO) Appeals Rules, at DVHA Rule 7110.2, and
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fair hearing rules, at DVHA Rule 7110.3.

{b) Grievances

An individual enrolled in.Medicaid also has the right to file a grievance using the
provisions of the Global Commitment for Health 1115 waiver internal grievance
process. An individual {or duly-appeinted representative) may file a grievance

orally or in writing. The grievance provisions are found at Medicaid Covered
Services Rule 7110.5,
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