Dear Senators VANORDEN, Wintrow, and
Representatives VANDER WOUDE, Erickson, Rubel:

The Legislative Services Office, Research and Legislation, has received the enclosed rules of

the Department of Health and Welfare:

IDAPA 16.03.09 - Medicaid Basic Plan Benefits (ZBR Chapter Rewrite) - Proposed Rule (Docket
No. 16-0309-2401).

Pursuant to Section 67-454, Idaho Code, a meeting on the enclosed rules may be called by the
cochairmen or by two (2) or more members of the subcommittee giving oral or written notice to Research
and Legislation no later than fourteen (14) days after receipt of the rules' analysis from Legislative
Services. The final date to call a meeting on the enclosed rules is no later than 12/05/2024. If a meeting is
called, the subcommittee must hold the meeting within forty-two (42) days of receipt of the rules' analysis
from Legislative Services. The final date to hold a meeting on the enclosed rules is 01/02/2025.

The germane joint subcommittee may request a statement of economic impact with respect to a
proposed rule by notifying Research and Legislation. There is no time limit on requesting this statement,
and it may be requested whether or not a meeting on the proposed rule is called or after a meeting has
been held.

To notify Research and Legislation, call 334-4854, or send a written request to the address on the

memorandum attached below.
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Legislative Services Office
Idaho State Legislature

Terri Kondeff Serving Idaho's Citizen Legislature
Director
MEMORANDUM
TO: Rules Review Subcommittee of the Senate Health & Welfare Committee and the House Health

& Welfare Committee
FROM: Legislative Drafter - Kyle Slominski

DATE: November 18, 2024
SUBJECT: Department of Health and Welfare

IDAPA 16.03.09 - Medicaid Basic Plan Benefits (ZBR Chapter Rewrite) - Proposed Rule (Docket No.
16-0309-2401)

Summary and Stated Reasons for the Rule

The Department of Health and Welfare submits notice of proposed rulemaking at IDAPA 16.03.09. The
Department notes this is a Zero-Based Regulation ("ZBR") chapter rewrite pursuant to Executive Order 2020-
01. Accordingly, the Department states this rulemaking is intended to streamline and simplify existing rules
previously submitted and reviewed by the Legislature regarding Medicaid basic plan benefits. The Department
states that no fees will be increased by the rulemaking. Additionally, the rulemaking updates the incorporations
by reference.

Negotiated Rulemaking / Fiscal Impact

The Department states that there is no anticipated negative fiscal impact to the General Fund.

Statutory Authority

The rulemaking appears to be authorized pursuant to sections 56-202, 56-264, 56-265, and 56-1610, Idaho
Code.

cc: Department of Health and Welfare
Adam Jones

**%* PLEASE NOTE ***
Per the Idaho Constitution, all administrative rules may be reviewed by the Legislature during the next legisla-
tive session. The Legislature has 3 options with this rulemaking docket: 1) Approve the docket in its entirety;
2) Reject the docket in its entirety; or 3) Reject the docket in part.

Paul Headlee, Deputy Director Matt Drake, Manager  Keith Bybee, Manager April Renfro, Manager Norma Clark, Manager
Legislative Services Office Research & Legislation Budget & Policy Analysis  Legislative Audits Information Technology

Statehouse, P.O. Box 83720 Tel: 208-334-2475
Boise, Idaho 83720-0054 legislature.idaho.gov




IDAPA 16 — IDAHO DEPARTMENT OF HEALTH AND WELFARE
16.03.09 — MEDICAID BASIC PLAN BENEFITS
DOCKET NO. 16-0309-2401 (ZBR CHAPTER REWRITE)
NOTICE OF RULEMAKING - PROPOSED RULE

AUTHORITY: In compliance with Section 67-5221(1), Idaho Code, notice is hereby given that this agency has

initiated proposed rulemaking procedures. The action is authorized pursuant to Section 56-202, Idaho Code, and
Sections 56-264, 56-265, and 56-1610, Idaho Code.

PUBLIC HEARING SCHEDULE: Public hearings concerning this rulemaking will be held as follows

VIRTUAL TELECONFERENCE Via WebEx

Tuesday, September 17, 2024
1:00pm- 2:00pm (MT)

Join from the meeting link
https://idhw.webex.com/idhw/j.php?MTID=m292b238a295¢19¢7f077494c941daf3f7

Join by meeting number
Meeting number (access code): 2826 650 5576
Meeting password: jbJSKKrrw26
Meeting password from phone: 52555577

Join by phone
+1-415-527-5035 United States Toll
+1-303-498-7536 United States Toll (Denver)

VIRTUAL TELECONFERENCE Via WebEx

Friday, September 20, 2024
2:30pm- 3:30pm (MT)

Join from the meeting link
https://idhw.webex.com/idhw/j.php? MTID=m9e9e¢8b604ab7fcd24631e522770ffdd9

Join by meeting number
Meeting number (access code): 2819 457 8744
Meeting password: ZrXA4fmkT42
Meeting password from phone: 97924365

Join by phone
+1-415-527-5035 United States Toll
+1-303-498-7536 United States Toll (Denver)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

The hearing site(s) will be accessible to persons with disabilities. Requests for accommodation must be made not
later than five (5) days prior to the hearing, to the agency address below.

DESCRIPTIVE SUMMARY: The following is a nontechnical explanation of the substance and purpose of the
proposed rulemaking:

Under Executive Order 2020-01: Zero-Based Regulation, the Department is striving to prevent the accumulation
of costly, ineffective, and outdated regulations and reduce regulatory burden to achieve a more efficient operation of
government. The rule changes are intended to perform a comprehensive review of this chapter to streamline or
simplify this rule language.

FEE SUMMARY: The following is a specific description of the fee or charge imposed or increased:
Fees will not be increased as a result of this rule change.

FISCAL IMPACT: The following is a specific description, if applicable, of any negative fiscal impact on the state
General Fund greater than ten thousand dollars ($10,000) during the fiscal year as a result of this rulemaking:

There is no anticipated fiscal impact to the state General Fund or any other fund.

NEGOTIATED RULEMAKING: Pursuant to Section 67-5220(1), Idaho Code, negotiated rulemaking was
conducted. The Notice of Intent to Promulgate Rules - Negotiated Rulemaking was published in the May 1st, 2024,
Idaho Administrative Bulletin, Volume 24-5, pages 198 through 199.

INCORPORATION BY REFERENCE: Pursuant to Section 67-5229(2)(a), Idaho Code, the following is a brief
synopsis of why the materials cited are being incorporated by reference into this rule:

The “Estimated Useful Lives of Depreciable Hospital Assets” is incorporated by reference to support financial
operations and reimbursement. A copy of the document is available from the copyright holder, the American Hospital
Association.

The “Provider Reimbursement Manual (PRM)” is incorporated by reference to support financial operations and
reimbursement. The document is available at https://www.cms.gov/medicare/regulations-guidance/manuals/paper-
based-manuals.

ASSISTANCE ON TECHNICAL QUESTIONS, SUBMISSION OF WRITTEN COMMENTS: For assistance
on technical questions concerning the proposed rule, contact Jared Larsen at 208-334-5500.

Anyone may submit written comments regarding this proposed rulemaking. All written comments must be
directed to the undersigned and must be delivered on or before September 25th, 2024.

DATED this 22nd day of July, 2024.

Alex J. Adams, PharmD, MPH

Director

Idaho Department of Health & Welfare
450 W. State Street, 10th Floor

P.O. Box 83720

Boise, ID 83720-0036

(208) 334-5500 phone; (208) 334-6558 fax
Alex.Adams@dhw.idaho.gov
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

THE FOLLOWING IS THE PROPOSED TEXT OF DOCKET NO. 16-0309-2401
(ZBR Chapter Rewrite)

16.03.09 — MEDICAID BASIC PLAN BENEFITS

000. LEGAL AUTHORITY.

01. Rulemaking Authority. The Idaho Department of Health and Welfare has the authority to
promulgate public assistance rules under Section 56-202(b), 56-264, 56-265, and 56-1610, Idaho Code.  (3-17-22)

02. Scope. This-ehapter-efThese rules contains the general provisions regarding the administration of

i i Medicaid. All goods and services not specifically included in this chapter are
excluded from coverage under the Medicaid Basic Plan. i fees— i
these-rules—These rules also contain requirements for provider procurement and-previder reimbursement.

25 )

003. (RESERVED)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

004. INCORPORATION BY REFERENCE.
The-feHewing-are Department has incorporated by reference-in-this-ehapter-ef+ales the following: B3722)( )

031. Estimated Useful Lives of Depreciable Hospital Assets,2884 2023 Revised Edition;-Guidelines

Hives. Thise document may be obtained from_the American Hospital Pubhshmg—lrﬂc—}l—l—East—Glﬂeage—Aveﬁue
Association, 155 North Wacker Drive, Ste. 400, Chicago, IL, 606306. B2 )

052. Provider Reimbursement Manual (PRM). The Provider Reimbursement Manual (PRM), Part I
and Part I (CMS Publication 15-1 and 15-2), is available-enthe-EMS—wvebsite at: https://www.cms.gov/Regulations-
and-Guidance/Guidance/Manuals/Paper-Based-Manuals.html. B1F22) )

005. - 007. (RESERVED)
008. AU-DIT—LN—VESHGA%IQMN-D—ENFORGEM—EN%(RESERVED)

009. BACKGROUND CHECK REQUIREMENTS.

01. Compliance With Background Checks. Background checks are required for
specific providers under these rules. Providers who are required to have a background check_and their contractors

must comply with IDAPA 16.05.06, “Criminal History and Background Checks.” G249 )
02. Department-Issued Variances to Requirements for a Clearance. (7-1-24)
a. Notwithstanding-these provider types required to obtain a clearance or enhanced clearance under

these rules or under IDAPA 16.05.06, “Criminal History and Background Checks,” the Department may allow
variances to clearance requirements under certain circumstances. Providers who are subject to a background check
must still complete-and-netarize an application for a background check. G124 )

b. In cases where the application process results in a denial-rather-than-a-elearanceand-the-dentalis
due to the applicant’s prior convictions for disqualifying drug and alcohol-related offenses, the applicant may, with
prior written approval of the Department, deliver covered Medicaid Peer Support and Recovery Coaching services.

)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

043. Additienal-CriminalSubsequent Convictions, Charges. or Investigations. Once-an—individual

has—reeetved-a clearances are received, any-additienal_subsequent criminal, adult. or child protection convictions,
charges, or investigations must be_immediately reported by the agency to the Department—w%en—fhe—ageﬁey—}eams—ef

the-eenvietion. (7-1-24) )
054. Providers Subject to Background Check Requirements.-Fhefollowingpreviders-mustreeeivea
elearanee: (7-1-24) )
a. Contracted Non-Emergency Medical Transportation (NEMT) Providers. All staff of-transpertation
NEMT providers having contact with participants except for ilndividuals eContracted NEM T-as—transpertation
providers defined in-Subseetion-870-02-of these rules. G124 )

Idaho Administrative Bulletin Page 149 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401

Medicaid Basic Plan Benefits ZBR Proposed Rule
b. Provider types deemed by the Department to be at high risk for fraud, waste, and abuse under
Subseetion200-02-of these rules and 42 CFR 455434 Subpart E. G124 )

010. DEFINITIONS: ATHROUGH H.
For the purposes of these rules, the following terms are used as defined below: (3-17-22)

021. Amortization. The systematic recognition of the declining utility value of certain assets, usually
not owned by the organization or intangible in nature. (3-17-22)

032. Ambulatory Surgical Center (ASC). Any distinct entity that operates exclusively for the purpose
of providing surgical services to patients not requiring hospitalization, and which is certified by the U.S. Department
of Health and Human Services as an ASC. (3-17-22)

043. Audit. An examination of provider records on the basis of which an opinion is expressed
representing the compliance of a provider’s financial statements and records with Medicaidtaw; regulations;—ane

rules. BH722) )
054. Auditor. The individual or entity designated by the Department to conduct the audit of a provider’s
records. (3-17-22)

H06. Claim. An itemized bill for services rendered to one (1) participant by a provider and submitted to
the Department for payment. (3-17-22)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401

Medicaid Basic Plan Benefits ZBR Proposed Rule
+407. CMS. Centers for Medicare and Medicaid Services. (3-17-22)
1508. CMS/Medicare DME Coverage Manual. Medicare Durable Medical Equipment (DME)

Medicare Administrative Contractor (MAC) Jurisdiction D Supplier Manual. (3-17-22)
16:

1709. Cost Report. A fiscal year report of provider costs required by the Medicare program and any
supplemental schedules required by the Department. (3-17-22)

180. Customary Charges. Customary charges are the rates charged to Medicare participants and-te
other paying patients—iable—forsuch—charges; as reflected in the facility’s records. Those charges are adjusted
downward, when the provider does not impose such charges on most patients liable for payment on a charge basis or,
when the provider fails to make reasonable collection efforts. The reasonable effort to collect such charges is the
same effort necessary for Medicare reimbursement as is needed for unrecovered costs attributable to certain bad debt

as described in-Chapter3;-Seetions31+0-and-342; the PRM. 8422 )

191. Department. The Idaho Department of Health and Welfare or a person authorized to act on_its

behalf-ef-the Department. 122 )
2012. Director. The Director of theJtdahe Department-ef Health-and-Welfare or their designee.

422 )

213. Dual Eligibles. Medicaid participants who are also eligible for Medicare. (3-17-22)

2214. Durable Medical Equipment (DME). Equipment and appliances that: (3-17-22)

a. Are primarily and customarily used to serve a medical purpose; (3-17-22)

b. Are generally not useful to an individual in the absence of a disability, illness, or injury; (3-17-22)

c. Can withstand repeated use; (3-17-22)

d. Can be reusable or removable; (3-17-22)

e. Are suitable for use in any setting in which normal life activities take place; and (3-17-22)

f.  Are reasonable and medically necessary for the treatment of a disability, illness, or injury—fer—=&

B+22)

2515. Facility. Facility refers to a hospital, nursing facility, or intermediate care facility for individuals
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

with intellectual disabilities. (3-17-22)

2716. Fiscal Year. An accounting period that consists of twelve (12) consecutive months. (3-17-22)
2817. Healthy Connections. The primary care case management model of managed care under Idaho
Medicaid. (3-17-22)

s

011. DEFINITIONS: I THROUGH O.

01. Idaho Medicaid Provider Handbook. A document that contains policy for the implementation
and operations of the Medicaid program. ( )

042. Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID). An entity
licensed as an ICF/IID and federally certified to provide care to Medicaid and Medicare participants with
developmental disabilities. (7-1-24)

023. Idaho Behavioral Health Plan (IBHP). A prepaid-ambulatery-health-plan{(PAIHP) that provides
outpatient behavioral health coverage for Medicaid-etigible-childrenand-adults participants. Outpatient-bBehavioral

health services include mental health and substance use disorder treatment and case management services. The
eoordination—and provision of behavioral health services as authorized through the IBHP contract are provided to
qualified,—enrelled participants by a—statewide network of-prefessionallylicensed-and-eertified behavioral health
providers. G124 )

054. Intermediary. Any organization that administers Title XIX or Title XXI; in this case the
Department of Health and Welfare. (3-17-22)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

075. Legal Representative. A parent-with

and-effeetive pewer-ofatterneyfor-health-deeisions; or a court appomted guardlan—w%ese—pewefs—mc—hide—ﬂ&e—pewef
or custodian legally authorized to make health care decisions_for a participant. B2 )

096. Level of Care. The classification in which a participant is placed, based on severity of need for
institutional care. (3-17-22)

+207.  Lock-In Program. An administrative sanction, required of a participant found to have misused the
services provided by the-Medieal-Assistanee Medicaid Program. The participant is required to select one (1) provider
in the identified area(s) of misuse to serve as the primary provider. B1F22) )

+408. Medical Assistance. Payments for part or all of the cost of services, capitation payments, or

managed care costs funded by Titles XIX or XXI of the federal Social Security Act. G124 )

1609. Medicaid-Related Ancillary Costs. Services considered to be ancillary by Medicare cost
reporting principles. Medicaid-related ancillary costs will be determined by apportioning direct and indirect costs
associated with each ancillary service to Medicaid participants by dividing Medicaid charges into total charges for
that service. The resulting percentage, when multiplied by the ancillary service cost, will be considered Medicaid-

related ancillaries. (7-1-24)
170. Medical Necessity (Medically Necessary). A service is medically necessary if: (3-17-22)
a. It is reasonably calculated to prevent, diagnose, or treat conditions in the participant that endanger
life, cause pain, or cause functionally significant deformity or malfunction;-and B2 )
b. There is no other equally effective course of treatment available or suitable for the participant
requesting the service that is more conservative or substantially less costly; (3-17-22)
C. It meets any applicable Department criteria. Services that do not meet criteria require a prior
authorization; ( )
ed. Medical services must be: (3-17-22)
i. Of a quality that meets professionally-recognized standards of health care; and (3-17-22)
ii. Substantiated by records including evidence of such medical necessity and quality. Those records
must be made available to the Department upon request. (3-17-22)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

181. Medical Supplies. Healthcare-related items that are consumable, disposable, or cannot withstand
repeated use by more than one (1) individual, are suitable for use in any setting in which normal life activities take
place, and are reasonable and medically necessary for the treatment of a disability, illness, or injury for a Medicaid
participant. (3-17-22)

212. Nominal Charges. A public provider’s charges are nominal where aggregate charges amount to
less than one-half (1/2) of the reasonable cost of the services provided. (3-17-22)

2914. Out-of-State Care. Medical service that is not provided in Idaho or bordering counties is
considered out-of-state. Bordering counties outside Idaho are considered out-of-state for the purpose of authorizing
long term care. (3-17-22)

012. DEFINITIONS: P THROUGH Z.

01. Participant. A person eligible for and enrolled in-thetdahe-Medical Assistanee Program Medicaid.
B4722) )

02. Patient. The person undergoing treatment or receiving services from a provider. (3-17-22)
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DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

063. Plan of Care. A written description of medical, remedial, habilitative, or rehabilitative services to
be provided to a participant, developed by or under the direction and written approval of a physician. Medications,
services, and treatments are identified specifically as to amount, type, and duration of service. (7-1-24)

074. Prepald Ambulatory Health Plan (PAHP) Under 42 CFR 438 2—&n—eﬂttty—that—pfeﬂées—meeheal

05. Prepaid Inpatient Health Plan (PTHP). As defined under 42 CFR 438.2. )

086. Private Rate. Rate most frequently charged to private patients for a service or item. (3-17-22)

07. Prior Authorization. Prior authorization means a written, faxed. or electronic approval from the

Department that permits payment or coverage of a medical item or service that is covered only by such authorization.

)

098. Prosthetlc DeV1ce Replacement correctwe or support1ve dev1ces—pfeseﬂbed—by—a—phys*eraﬂ—ef

' EREEEN I

a. Artificially replace a missing portion of the body; or (3-17-22)

b. Prevent or correct physical deformities or malfunctions; or (3-17-22)

c. Support a weak or deformed portion of the body. (3-17-22)
d. Computerized communication devices are not included in this definition-ef-a-presthetie-deviee.

422 )

109. Provider. Any individual; acting in concert with Section 200 including. but not limited to certified

registered nurse anesthetists. nurse practitioners, nurse midwives, clinical nurse specialists. pharmacists, physician
assistants. and physicians. Alternatively. a partnership, association, corporation, or organization;—public-er-private;

that furnishes med1cal goods or services in comphance w1th these rules

120. Provider Reimbursement Manual (PRM). A federal publication that specifies accounting
treatments and standards for the Medicare program, CMS Publications 15-1 and 15-2, that are incorporated in Section
004 of these rules. (7-1-24)
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171. Quality Improvement Organization (QIO). An organization that performs utilization and quality
control review of health care furnished to Medicare and Medicaid participants.- A-QtO-isfermerly knewn-asaPeer
Review-Organization(PROY: 472 )

182. Related Entity. An organization with which the provider is associated or affiliated to a significant

extent, or has control of, or is controlled by, that furnishes the services, facilities, or supplies for the provider.
(3-17-22)

13. Retrospective Review. A review of an item or service after it has been provided. The review
determines if the item or service was medically necessary and conforms to Idaho Medicaid requirements. Claims that
have already received payment may be subject to recoupment as detailed in IDAPA 16.05.07, “Investigation and
Enforcement of Fraud. Abuse. and Misconduct,” if they are not medically necessary. ( )

2014. Rural Health Clinic (RHC). An-eutpatient entity that meets the requirements of 42 USC Section
1395x(aa)(2) is-primarily-ensagedin-furnishing physicians-and-other medical-and-health-servicesinrural,federally

2215. Social Security Act. 42 USC 101 et seq., authorizing, in part, federal grants to the states for
medical assistance to low-income persons who meet certain criteria. (3-17-22)

2316. State Plan. The contract between the state and federal government under 42 USC Section
1396a(a). (3-17-22)

2417. Supervision. Procedural guidance by a qualified person and initial direction and periodic
inspection of the actual act, at the site of service delivery. (3-17-22)

2518. Title XVIII. Title XVIII of the Social Security Act, known as-Medieare; Health Insurance for The
aAged;blind; and dDisabled-individuals or Medicare and administered by the federal government. (3—47-22)( )

2619. Title XIX. Title XIX of the Social Security Act, known as Medicaid, is a medical benefits program
jointly financed by the federal and state governments and administered by the states. This program pays for medical
assistance for certain individuals and families with low income and limited resources. (3-17-22)

270. Title XXI. Title XXI of the Social Security Act, known as the State Children's Health Insurance
Program (SCHIP). This is a program that primarily pays for medical assistance for low-income children.  (3-17-22)

281. Third Party. Includes a person, institution, corporation, or public or private agency that is liable to
pay all or part of the medical cost of injury, disease, or disability of a medical assistance participant. (7-1-24)

292, Transportation. The physical movement of a participant to and from a medical appointment or
service by the participant, another person, taxi, or common carrier. (7-1-24)

724
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é

0143.--099.  (RESERVED)

GENERAL PARTICIPANT PROVISIONS
(Sections 100-199)

1040. - 124.  (RESERVED)

125. MEDICAL ASSISTANCE PROCEDURES.

01. Issuanee-ef-Identification Cards.
tThe Department will issue a Medicaid identification card to-the eligible participants which will contain the name of
the participant and their Medicaid identification number. When requested, the Department will give providers—ef
medieal-serviees eligibility information regarding participants so-that services may be provided. Each Field Office
will have information available for participants regarding the amount, duration, and scope of available care and
services, the manner in which care and services may be secured, and how to use the identification card.

25 )
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126. -- 149. (RESERVED)
150. CHOICE OF PROVIDERS.

- Serviee-Seleetion—Each—pParticipants may obtain any services available from any participating
on, : ; provider of their choice, unless enrolled in Healthy Connections-er—a

a Managed Care Organization, GPAHP) or PIHP that limits provider choice. or a
lock-in program. This;hewever; does not prohibit the Department from establishing the fees that will be paid to

providers—ferfurnishing-medical-and-remedial-eare-available under-the Medieal-Assistanee Program_Medicaid, or
from setting standards relating to the qualifications of providers-efsuch-eare. B1F22) )

151. -- 159. (RESERVED)

160. RESPONSIBILITY FOR KEEPING APPOINTMENTS.
Fhe—pParticipants—is—selely _are responsible for making and keeping—asn appointments with the provider. The
Department will not reimburse providers when participants do not attend scheduled appointments. Providers-may

cannot bill participants for missed appointments. B4F22) )

161. -- +64= RESERVED)
165 COSTSHARING:

GENERAL PROVIDER PROVISIONS
(Sections 200-299)

00. INDIVIDUAL PROVIDERS — REQUIREMENTS.
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01. Provider Eligibility. Be licensed or registered as required by the applicable jurisdiction for the
profession, have a National Provider Identification or Medicaid provider number, and enter into a written provider

agreement with the Department.

)

02. Network Limitation. The Department may contract with a limited number of providers of certain
Medicaid services.

)

03. Practice Authority. Provide services within the practice authority for the applicable profession
consistent with the laws and regulations of the state where services are provided.

)

04. Standard of Care. Provide services within the accepted standard of care that would be provided in
the same or similar setting by a reasonable and prudent provider with similar education, training, and experience as
determined by the applicable oversight authority.

)

05. Express Exclusions. Not perform any service that is expressly prohibited by state or federal
regulations. Further no reimbursement will be provided for any service that is expressly excluded by a provider in
these rules.

B

2001. PROVIDER APPLICATION PROCESS.

01. Provider—Application. Providers who meet Medicaid enrollment requirements may apply for
Idaho Medicaid provider status with the Department. All-healtheare providers—whe—are eligible for a National
Provider Identifier (NPI) must apply using that identifying number. For providers not eligible for an NPI, the
Department will assign a provider number upon approval of the application. B1F22) )

042. Disclosure of Information-byProviders-and Fiseal Agents. All enrolling providers and-theirfiseal
agents_any additional disclosable party must comply with the disclosure requirements-as—stated in 42 CFR 455,
Subpart B, “Disclosure of Information by Providers and Fiscal Agents.” B2 )

053. Denial of Provider Agreement. The Department may deny provider status by refusing a request to
enter into a provider agreement, refusing to extend an existing agreement, or refusing to enter into additional
agreements with any—individual-er—entity provider. Denial Rreasons—for—denying—provider—status include those
described in IDAPA 16.05.07, “The Investigation and Enforcement of Fraud, Abuse, and Misconduct;.”-Seetten265-

(8—1—7—2%91 )

064. Mandatory Denial of Provider Agreement. The Department-will-denya+Request for a provider

agreement are denied when: B2 )
a. The provider fails to meet the qualifications required by rule or by any applicable licensing board,

(3-17-22)

b. The provider was a managing employee, or had an ownership interest, as defined in 42 CFR

Section 455.101, in any entity-thatwas and: ( )
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1 pPreviously found by the Department to have engaged in fraudulent-eenduet; or abusive conduct
related to the Medicaid program;; erhas- ( )

ii. dDemonstrated an inability to comply with the requirements related to the provider status for which
application is made, including submitting false claims or violating provisions of any provider agreement;

25 )

See&en—45§—}9ﬂl—m—any—en&ty—that—fFalledto repay the Department for any overpayments or—te—repay—el—aers
: erly_ improper claims, whether the failure resulted from

refusal bankmptcy, or 0therw1se unless proh1b1ted by law B2 )

d. The provider employs as a managing employee, contracts for any management services, shares any
ownership interests, or would be considered a related party to any individual or entity identified in Subsections
200.065.a. through 200.065.€b. of this rule. B4F22) )

e. The provider fails to comply with any applicable requirement under 42 CFR 455. (3-17-22)

f. The provider is precluded from enrollment due to a temporary moratorium issued by the Secretary
of Health and Human Services-inaeecerdanee-with under 42 CFR 455.470.

g The provider is currently suspended_or terminated from Medicare or Medicaid in any state;-erhas

2042. -- 204. (RESERVED)
205. AGREEMENTFS-WITFH-PROVIDERS AGREEMENTS.

01. H-General. All individuals or-erganizatiens entitics must enter into a written provider agreement
accepted by the Department prior to receipt of any reimbursement for services. Agreements may contain any terms or
conditions deemed appropriate by the Department. All provider agreements must be signed by-the-provideror-by-an
ewner-or-offieer an authorized representative who has the legal authority to bind the provider in the agreement.

25 )

02. Federal Dlsclosure Requlrements —Te Providers must comply w1th the d1sclosure requlrements in
42 CFR 455, Subpart B;eaeh : - : : H §
te—the—Bepartment—

3 e .” The Department may—at—}ts—ehsefeﬁen— take
any of the followmg actlons for cause based on the—pfey}der—s conducte%ﬂ&eeenéuet of the provider, or its employees
or agents, or when the provider fails to comply with any term or provision of the provider agreement, or any
applicable state or federal regulation:

a. Require corrective actions-as-deseribed in IDAPA 16.05.07, “The Investigation and Enforcement of
Fraud, Abuse, and Misconduct,” Section 270. B1F22) )

b. Require a corrective action plan to be submitted by the provider to address noncompliance with the
provider agreement; (3-17-22)
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c. Reduce, limit, or suspend payment of claims pending the submission, acceptance, or completion of
a corrective action plan; (3-17-22)

d. Limit or suspend provision of services to participants who have not previously established services
with the provider pending the submission, acceptance, or completion of a corrective action plan; or (3-17-22)

e. Terminate the provider’s agreement. (3-17-22)

A 3 i ¢ 4 e The Department may termmate prov1der agreements w1th
or w1thout cause by g1v1ng wntten notlce to the prov1der as set forth in the agreement.H-an-agreement-doesnot

)

il Terminations without cause may result from elimination or change of programs or requirements, or
the provider's inability to continue providing services due to the actions of another agency or board. Terminations
without cause are not subject to contested case proceedings since the action will either affect a class of providers, or
will result from the discretionary act of another regulatory body. If an agreement does not provide a notice period, the

period is twenty-eight (28) days. B1722) )
iii. Terminations for cause may be appealed. ( )
04. Crossover Only Providers. Providers of professional services may enroll as crossover only

providers that bill for dual eligible participants’ Medicare coinsurance and deductible. Crossover only providers act
as non-billing ORPs for all other participants.

[

05. Non-billing ORP. Providers may enroll as non-billing ORPs, provided they follow Sections 200
and 205 of these rules. Non-billing ORPs are not eligible for reimbursement and are otherwise not Medicaid

providers.

206. INDIVIDUAL PROVIDERS — GENERAL APPROACH.
An individual provider must meet all the following conditions:

L LE

01. Provider Eligibility. Be licensed or registered by the applicable licensing board of the profession
apply for and receive a Medicaid provider number, and enter into a written provider agreement with the Department.

)

02. Practice Authority. Provide services within the practice authority for the applicable profession
consistent with the laws and regulations of the state and the applicable licensing board of the profession. ( )

03. Standard of Care. Provide services within the accepted standard of care that would be provided in
the same or similar setting by a reasonable and prudent provider with similar education, training, and experience as
determined by the applicable licensing board of the profession.

£l

04. Express Exclusions. Not perform any service that is expressly prohibited by state or federal law.
Further, no reimbursement will be provided for any service that is expressly excluded to be performed by a provider.

2067.--209.  (RESERVED)
210. CONDITIONS FOR PAYMENT.

01. Part1c1pant Ellglblllty The Department will reimburse pr0V1ders for medlcal y-eare—&nd necessary

prewded when a complete and properly submltted clalm for payment has been recelved and each of the followmg
conditions are met: B2 )
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ba. The participant received-sueh-medieal-eare-and services no earlier than the third month before-the
month-in-whieh an application was made on-sueh the participant's behalf; G124 )

eb. The provider verified the participant’s eligibility on the date-the of service-was—rendered and can
provide proof of the eligibility verification;-ane F-24( )

C. Services provided after the participant’s date of death cannot be reimbursed: and ( )

d. Not more than twelve (12) months have elapsed since-the-menth-of the latest participant services
for which such payment is being made. Medicare cross-over claims are excluded from the twelve (12) month
submittal limitation. When a participant is determined retroactively eligible, the Department will reimburse providers
for services within the period of retroactive eligibility, if a claim is submitted within twelve (12) months of the
participant’s eligibility determination. B1+F22) )

02. . EFHﬂe—I:m-}tsComplv Wlth All Anpllcable Regulatrons#he—&me—hmrt—set—ferth—m%ubsee&eﬂ

03. Acceptance of State Payment. By participating in-the-Medieal-AssistaneeProgram_Medicaid,
prov1ders agree to accept as payment in full, the amounts pa1d by the Department for covered servrces—te—Medieard

brlled for covered servrces Provrders mav onlv brll partrcrpants for non- covered services when the participant is
notified in writing before the service is provided that it is non-covered and its cost. B2 )

054. Medical Care Provided Outside the State of Idaho. Out-of-state medical care is subject to the
same utilization review and other Medicaid coverage requirements and restrictions as medical care received within
the state of Idaho. (3-17-22)

065. Ordering, Prescribing, and Referring Providers. Any service-ersupply ordered, prescribed, or

referred by a-physietan-or-other-qualiftedprefessional provider who is not an enrolled Medicaid provider will not be
reimbursed by the Department. B2 )

076. ReferralsFremParticipant’sAssicned Primary-Care Provider. Medicaid services may require

a referral from the participant’s assigned primary care provider. Services requiring a referral are listed in the Idaho
Medicaid Provider Handbook. Services prov1ded wrthout a—referral—when—eﬂe—rs requlred referral are not covered and
are subject to sanctrons and recoupment h

B1F22) )

07. Prior Authorizations. The Department may require a prior authorization for any service. Unless
otherwise specified: ( )
a. Medicaid payment will be denied for the medical item or service or portions thereof that were
provided prior to the submission of a valid prior authorization request. An exception may be allowed on a case-by-
case basis, when events beyond the provider's control prevented the request’s submission. ( )
b. The provider cannot bill the Medicaid participant for services not reimbursed by Medicaid solely
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because the authorization was not requested or obtained in a timely manner. ( )

An item or service will be deemed prior approved where the participant was not eligible for
Medlcald when the service was provided, but was subsequently determined eligible under IDAPA 16.03.05,
“Eligibility for Aid to the Aged, Blind, and Disabled.” or IDAPA 16.03.01, “Eligibility for Health Care Assistance for
Families and Children,” and the medical item or service provided is authorized by the Department. ( )

d. A Notice of Decision approving or denying a requested item will be issued to the participant by the
Department. The participant has twenty-eight (28) days from the date of the denial to request a fair hearing on the

decision. ( )

08. Follow-up Communication—with-Assighed—Primary—CareProvider. Medicaid services may

require timely follow-up communication with the participant's assigned primary care provider. Services requiring
post-service communication with the primary care provider and time frames for that communication are listed in the
Idaho Medicaid Provider Handbook. Services provided without timely communication of care outcomes;—when

eemmumeaﬁen—rs—reqﬁﬁed— are not covered and—are subject to sanctrons— and recoupment—er—beﬂa—"Phe—Dep&rtment

211. -- 214. (RESERVED)
215. THIRD PARTY LIABILITY.

01. Determining Liability—ef—Fhird—Parties. The Department will take reasonable measures to
determine any legal liability of third parties for-medieal-eare-and services rendered to a participant. 3—+722)( )

02. ThirdParty Liability-as-a-Current Resource. The Department is to treat any third party liability
as a current resource-when-sueh-Habilityis-found-to-exist and payment by the third party has been made or will be
made within a reasonable time. B1F22) )

03. Withholding Payment. The Department-sust will not withhold payment-en-behatf-of-a-partietpant
because of the liability of a third party when-saeh liability;-erthe-ameunt-thereef; cannot be currently established or is
not currently available to pay the participant's medical expense. B2 )

04. Seeking Third Party Relmbursement The Department w111 seek rermbursement from a thrrd
party when-the-party's liability—+ 4
whieh-the liabthity-ofa-third party ex1sted but was not treated asa current resource, w1th the exceptlons provrded—m
Subseetion2145-05-of under this rule. B1F22) )

o oa The Department will seek reimbursement from a participant whea—a—partieipants—tability s
established-afterreimbursementto-the provideris-maderand 814722

b: fin any-ether situation in which the participant has received direct payment from any third party
resource and-kas not forwarded the money to the Department for services-eritems received.

0s. Billing Third Parties First. Medicaid providers must bill all other sources of direct third party
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payment, with the following exceptions: (3-17-22)

a. When the resource is a court-ordered absent parent and there are no other viable resources
available, the claims will be-paid reimbursed and the resources billed by the Department; B2 )

b. Preventive pediatric care including early and periodic screening, and-diagnresis: diagnostic, and
treatment-Sereening-and-diagnests-program services which includes: B2 )

i. Regularly-seheduledWell Child examinations-and-evaluations—of-the-general physical;-dental,and
mental-health;—growth,-developmentand-nutritional-status—ef for children under age twenty-one (21); years when
provided according to guidance—fer—child—welness—exams—published in the Idaho Medicaid-General Provider-and

Partieipant Handbook; B1F22) )
iit. Diagnosis services to identify the nature of an illness or other problem by examination of the
symptoms. (3-17-22)

c. When prior authorization has been approved—aeeerding—te—Seetion—883—ef under these rules,
treatment services to control, correct, or ameliorate health problems found through diagnosis and screenings;

25 )

d. If the claim is for preventative pediatric care-as-deseribedta-Subseetion215-65-b-of under this rule,
the Department will make payment for the service provided in its fee schedule and will seek reimbursement from the

third party-aeeerding-te under 42 U.S.C. 1396a(a)(25)(E). B2 )

06. Accident Determination. When the participant's Medicaid card indicates private insurance or
when the diagnosis indicates an accident for which private insurance is often carried,~er-beth; the claim will be

suspended or denied until-it-ean—-be—determinedthat—there—is—no—otherseuree—of payment_third party liability

determination can occur. G172 )
07. Third Party Payments. The Department will pay the provider the lowest amount of the following:
(3-17-22)

a. The provider’s actual charge for the service; or (3-17-22)

b. The maximum allowable charge for the service as estabhshed by the Department in 1ts pr1c1ng ﬁle-

c. The third party-allowed amount minus the third party payment, or the patient liability as indicated
by the third party. (3-17-22)

08. Subrogation of Third Party Liability. In all cases where the Department will be required to pay

medieal-expenses for a participant-and-that-partieipant who is entitled to recover any-er-al-sueh medical expenses
from any third party, the Department will be subrogated to the rights of the participant to the extent of the amount of

medieal-assistanee_Medicaid benefits paid by the Department-as-theresult-efthe-occurreneegiving rise-to-the-elaim

againstthe-third-party. 8122 )
a. If litigation or a settlement in such a claim is pursued by the—medieal-assistanee_Medicaid
participant, the participant must notify the Department. B1F22) )

b. If the participant recovers funds;—either-bysetlement-orjudgment; from-sueh a third party, the
participant must repay the amount of benefits paid by the Department-en-their-behalf. B4F22) )

09. Subrogation of Legal Fees. (3-17-22)
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a. If a-medieal-assistanee participant incurs the obligation to pay attorney fees and court costs for the
purpose of enforcing a monetary claim to which the Department is subrogated, the amount which the Department is
entitled to recover, or any lesser amount which the Department may agree to accept-in-ecompremise-ofits—elaim, will
be reduced by—&ﬂ—a-meaﬂt—wdﬂeh—be&rs—the—same—rel-a&eﬂ—te the total amount of attorney fees and court costs—&etu—&l—ly

(3—1—7—2%91 1
b. If a settlement or judgment is received by the participant that does not specify which portion-efthe
settlement-or—judgment is for payment of medical expenses, it will be presumed that the settlement or judgment
applies first to the medical expenses-inenrred-by-the-partieipant in an amount equal to-the-expenditare-for-benefits that
paid by the Department-as-aresult-of the- payment-or payments-to-the-participant. B4F22) )

216. - 224 RESERVED)

226—229. (RESERVED)
230. GENERAL PAYMENT PROCEDURES.
01. Provided Services. (3-17-22)

ba. Fhe—pProviders must obtain the required information_from the FElectronic Verification System

(EVS) by using the Medicaid number on the identification card-frem-theEleetronieVerification-System«EVS) and
transfer the required information onto the appropriate claim form. Where the EVS indicates—that a participant is
enrolled in Healthy Connections, the provider must comply with referral or follow-up communication requirements

under-Seetion21+0-of these rules. G249 )
eb. Upon providing the care and services to a participant, the provider or their agent must submit a
properly completed claim to the Department including their usual and customary charge, which is the lowest charge
by the provider to the general public for the same service including advertised specials. B4F22) )
dc. The Department is to process each claim received and make payment directly to the provider.
(3-17-22)
ed. The Department will not supply claim forms. Forms needed to comply with the Department's
unique billing requirements are included in the Idaho Medicaid Provider Handbook. (7-1-24)
02. ndividual-Provider Reimbursement.- ( )
a. The Department will-net pay the-individual provider-mere-than the lowest of: B1F22) )
ai. The provider's actual charge for service; or (3-17-22)
bii. The maximum allowable charge for the service as estabhshed by the Department on 1ts prlclng ﬁle-

H and Idaho Medlcald Prov1der Handbook or
(3—1—7—2%91 )
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eiii. The Medicaid-allowed amount minus the Medicare payment or the Medicare co-insurance and

deductible amounts added together when a participant has both Medicare and Medicaid. (3-17-22)

b. Services and items without a Medicare price on file are priced for the maximum allowable charge

at the Department’s discretion per the following: ( )

i Historical cost or regional reimbursement data. ( )

ii. Percent of charge. ( )

1il. A copy of the manufacturer’s suggested retail pricing (MSRP) or an invoice or quote from the

manufacturer or wholesaler. Reimbursement will be seventy-five percent (75%) of MSRP or quote. If the pricing

documentation is an invoice for items, reimbursement will be at cost plus ten percent (10%), plus shipping. ( )

vi. An invoice with the usual and customary charges of the provider, and documentation in the form of

operation reports, chart notes or medical records. ( )
V. Home and community-based services are priced in accordance with approved service criteria.

)

03. Services Normally Billed Directly to the Patient. If a provider delivers bills services-and—itis
eustomary—for-theproviderto-bill-patients directly—forsueh—serviees_to patients, the provider must-eemplete—the
appropriate submit a claim form-and-submitit to the Department_for relmbursement B2 )

04. Reimbursement for Other Noninstitutional Services. The Department will reimburse for all
noninstitutional services-that-are-noet-ineladed—in-other Departmentrules unless otherwise specified,~but as allowed

undertdahe's Medieal Assistanee Program under 42 CFR Section 447.325. G124 )

05. Cost Reporting. Providers subject to filing a Medicaid cost report must use the Department
designated reporting forms, unless the Department provides an exception. Requests to use alternate forms must be

sent to the Department in writing, with samples attached. ninety (90) days prior to the report due date. Requests are

not a reason for late filing. ( )
06. Cost Settlement. Following receipt of the finalized Medicare cost report and the timely receipt of

other information requested by the Department to fairly cost settle with the provider, a certified letter with return
receipt requested will be sent to the provider that sets forth the amounts of underpayment or overpayment made to the
provider. The notice of the results of the final retroactive adjustment will be sent even though the provider intends to
request a hearing on the determination, or has appealed the Medicare Intermediary's determination of cost settlement.
Where the determination shows that the provider is indebted to the Medicaid program because total interim and other
payments exceed cost limits, the state will take the necessary action to recover overpayment, including the suspension
of interim payments sixty (60) days after the provider's receipt of the notice. Recovery or suspension will continue
even after a request for an informal conference or hearing is filed with the state. If the hearing results in a revised
determination, appropriate adjustments will be made to the settlement amount. ( )

a. The Department will make every effort to issue a notice of program reimbursement within twelve
(12) months of receipt of the cost report. ( )

b. A Medicaid completed cost settlement may be reopened by the provider or the state within a three
(3) year period from the date of the letter of notice of program reimbursement. The issues must have been raised,
appealed, and resolved through the reopening of the cost report by the Medicare Intermediary. Issues previously
addressed and resolved by the Department’s appeal process are not cause for reopening of the finalized cost

settlement. ( )
057. Review of Records._ 814722
e The Department, the U.S. Department of Health and Human Services, and the Bureau of

Compliance have the right to review records of providers_and related entities receiving Medicaid reimbursement-fer
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covered-serviees. These reviews may be conducted for audit purposes outside of processes in IDAPA 16.05.07, “The
Investigation and Enforcement of Fraud, Abuse, and Misconduct.” G249 )

ba. The review of-partietpants' medical and financial records must be conducted for the purposes of
determining:

1. The-neeessityfor-the-eCare was necessary; or B2 )
il. FhattTreatment was rendered under accepted medical standards of practice; or G124 )

1il. That-charges-were-netinexeess-oftThe provider's billed their usual and customary rates;-er
722 )
iv. Verification of actual costs for providing services; ( )
\'A Provider’s compliance with the provider agreement, reporting form instructions, and applicable
regulations; ( )
vi. Reimbursement rates or settlements: or ( )

1Vil. FhatfFraudulent or abusive treatment and billing practices are not taking place. 34722} )
eb. Refusal of a provider to permit the Department to review records pertinent to-medieal-assistanee

Medicaid will constitute grounds for: B1722) )
1. Withholding provider payments-te-the-previder until access to the requested information is granted;
or B4F22) )
ii. Suspending the provider's-number. B2 )

078. Procedures for Medicare Cross-Over Claims. (3-17-22)

a. If a-medieal-assistanee_Medicaid participant is eligible for Medicare, the provider must first bill

Medicare for the servicesrendered-to-the-partieipant before billing the Department. B4F22( )

b. If a prov1der accepts a Medlcare assrgnment the Department will-pay-thepreviderfor-the-serviees;

i . and forward—the payment to the provider

automatlcally based upon the Medlcare Summary Notlce (MSN)—mfermatreﬂ that is received from the Medicare Part

B Carrier-ena-weeldy-basis. F1-249( )

c. If a provider does not accept a Medicare assignment, an MSN must be-attached-te-the-approepriate

el-&m—ferm—&nd submltted w1th a clarm to the Department iPhe—Departmem—wﬁkpay—ﬂ&e—pfeﬂder—fer—the—semees—ap

: : 4722 )

d. For all other serv1ces an MSN must be—att&ehed—te—t-he—apprepﬂate—e}a-&n—fem—aﬂd submltted to the
Department with a claim.Fhe 2 : ard-alowa g

@-4—7—2—291 )

e The Department will pay the provider for the services up to the Medicaid allowable amount minus

the Medicare payment. ( )

089. Serviees—Reimbursable-After—the-Appeals Process. Reimbursement for services originally
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identified denied by the Department—&s—ne{—medieaﬂy—neeess-&w w111 be made 1f such de01510n is reversed by the

appeals process-regt £8.2
4722 )

231. HANDLING OF OVERPAYMENTS AND UNDERPAYMENTS FOR SPECIFIED PROVIDERS.
This section of-this rule applyies only to hospitals, FQHCs, RHCs
)

and Home Health providers.

01. Interest Charges—en—Overpayments—and-Underpayments. The-Medicaid-pregram will charge
B2 )

interest on overpayments, and pay interest on underpayments, as follows:

a. Interest After Sixty Days-ef Netiee-If full repayment from the indebted party is not received within
sixty (60) days after the provider has received the Department reimbursement notice, interest will accrue from the
date of receipt-ef-theDepartmentretmbursement-netiee, and will be charged on the unpald settlement balance for
each thirty (30) day period that payment is delayed. Periods of less than thirty (30) days will be treated as a full thirty
(30) day period, and the thirty (30) day interest charge will be applied to any unpaid balance. Each payment will be
applied first to accrued interest, then to the principal. Interest accrued on overpayments and interest on funds
borrowed by a provider to repay overpayments are not an allowable interest expense. B1F22) )

b. Waiver-of-Interest-Charges—When the Department determines an overpayment exists, it may waive
interest charges if-t-determines-that the administrative costs of collectiong-them exceed the charges. 8—4—7—2—291 )

c. Rate-ef-nterest—The interest rate on overpayments and underpayments will be the statutory rate-as
setforth-ir under Section 28-22-104(1), Idaho Code, compounded monthly. B2 )

d. Retroactive Adjustment. The balance and interest will be retroactively adjusted to equal the
amounts that would have been due based on any changes that occur as a result of the final determination in the
administrative appeal and judicial appeal process. Interest penalties will only appliedy to unpaid amounts and will be

subordinated to final interest determinations made in the judicial review process. B2 )
02. Recovery Methods—fer—Overpayments. One (1) of the following—metheds will be used for
recovery of overpayments: B2 )
a. Eump—Sum—Veluntary Repayment—Upon receipt of the notice of program reimbursement, the
provider voluntarily refunds, in a lump sum, the entire overpayment to the Department. B2 )
b. Periodie- Voluntary Repayment-The provider-must may: B4F22) )
i. Request in writing that recovery of the overpayment be made over a period of twelve (12) months
or less; and (3-17-22)
il. AdequatelySubmit documentation the—request-by-demonstrating that the financial integrity of the
provider would be irreparably compromised if repayments occurred over a shorter period of time-thanrequested.
B2 )

c. DepartmenttnitiatedReeovery—Fhelf the provider does not respond to the notice of program
reimbursement wrthrn thlrt\/ ( 30) days of recelvrng the notice, the Department will 1n1t1ate recovery of the entlre

unpaid balance 6
Sram tee in addmon to accrued mterest 8—1—7—2—291 )

d. RecoveryfromMedicarePayments—The Department can request that Medicare payments be
withheld-ir-aeeerdanee-with under 42 CFR Section 405.377.

232. - 234 RESERVED)
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254299, (RESERVED)

GENERAL REIMBURSEMENT PROVISIONS FOR INSTITUTIONAL PROVIDERS
(Sections 300-389)
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68+7-22

3060. -- 329. (RESERVED)

330. PROVIDER'S RESPONSIBILITY TO MAINTAIN RECORDS.
FhepProviders must maintain-finaneial-and-ether records in sufficient detail to allow the Department to audit them as
described in-Seetion-305-of these rules. B2 )

01. Expenditure Documentation. Documentation of expenditures must include the amount, date,
purpose, payee, and the invoice or other verifiable evidence supporting the expenditure. (3-17-22)

02. Cost Allocation Process. Costs such as depreciation or amortization of assets and indirect
expenses are allocated to activities or functions based on the original identity of the costs. Documentation to support
basis for allocation must be available for verification. The assets referred to in this Section of rule are economic
resources of the provider recognized and measured in conformity with generally accepted accounting principles.

(3-17-22)

03. Revenue Documentation. Documentation of revenues must include the amount, date, purpose,

and source of the revenue. (3-17-22)
04. Availability of Records. Records must be available for and subject to audit by the auditor, with or

without prior notice, during any working day between the hours of 8:00 a.m. and 5:00 p.m. at the provider’s principal
place of business-in-the-state-ef1dahe.

a. Fhe-pProviders-is will be given the opportunity to provide documentation before the interim final

audit report is issued. F2H )

b. Fhe-pProviders-is are not allowed to submit additional documentation in support of cost items after
the issuance of the interim final audit report. B2 )

05. Retention of Records. Providers will retain Rrecords required

—in—Stubseettons—330-0+—threugh
330-03-ef under this rule-must-be-retained-by—the-provider for a period of five (5) years from the date of the final
payment under the provider agreement. Failure to retain records for the required period can void the Department’s

obligation to make payment for-the-geeds-ot services. B4F22) )
331. -- 339. (RESERVED)

340. DRAFT AUDIT REPORT.
Following completion of the audit field work and before issuing the interim final audit report to the Department, the
auditor will issue a draft audit report and forward a copy to the provider for review and comment. (3-17-22)

01. Review Period. Fhe-pProviders will have a period of sixty forty-five (6045) days, beginning on the
date of transmittal, to review and provide additional comments or evidence-pertaining-to-the-draft-auditreport. The

review period may be extended, to a maximum of an additional fifteen (15) days past the original due date, when-the

a provider: 84722 )
a. Requests an extension prior to the expiration of the original review period; and (3-17-22)
b. Clearly demonstrates the need for additional time to properly respond. (3-17-22)
02. Evaluation of Provider's Response. The auditor will evaluate the provider’s response-te-the-draft

auditreport and will-delete; modify;-erreaffirm the original findings, as deemed appropriate, in preparing the interim
final audit report. B2 )

341. FINAL AUDIT REPORT.
The auditor will incorporate the provider’s response and an analysis of the response into the interim final report-as
appendiees and transmit it to the Department. The Department will issue a final audit report and a notice of program

Idaho Administrative Bulletin Page 171 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

relmbursement 1f apphcable that sets forth settlement amounts due to the Department or the provider—Fhe-final-audit
able; and will take into account the findings made in the interim
ﬁnal audlt report and the response of the prov1der to the draft audit report B4F22) )

342. -- 359. (RESERVED)
360. RELATED PARTY TRANSACTIONS.

92 CostAHowability—Regulation-Allowability of costs applicable to services. facilities and supplies

furnished by entities related to the provider is subject to the regulations

-preseribing-the-treatment-of speeific-items-as
outlined in 42 CFR 413.17, et al., and the Providers Reimbursement Manual; PRM-Chapter10-and-other-applicable
chapters-of the PRM (PMR). 425 )

36+  APPHEAHON

042. Determination of Common Ownership or Control+
. In determining whether a provider organization is related to a supplying organization as defined under
42 CFR 413.17, the tests of common ownership and control are to be applied separately. If the elements of common
ownership or control are not present in both organizations, the organizations are deemed not to be related to each

other. B4F22) )

023. Cost to Related Organizations. The charges to the provider from related organizations may not
exceed the billing to the related organization for these services. (3-17-22)

034. Costs Not Related to Patient Care. All home office costs not related to patient care are not
allowable under the Program. (3-17-22)

045. Interest Expense. Generally;—iInterest expense on loans between related entities will not be
reimbursable—See under PMR Chapters 2, 10, and 12, PRM;ferspeeifies. B1722) )

036. Eease—er—Rentals—efHeospitalException. An exception to the general principle applicable to

related organizations applies if the provider demonstrates they meet the requirements in 42 CFR 413.17(d). The
exception is not applicable to sales, lease or rentals of hospitals—Fhese-transactions—world, which do not meet the
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requirement that there be an open, competitive market for the facilities furnished-as-desertbed-in-Seetions1+008-and
+042; under the PRM. B2 )

a. Rentals—Rental expense for transactions between related entities will not be recognized. Costs of
ownership will be allowed. B2 )

b. Purehases-When a facility is purchased from a related entity, the purchaser's depreciable basis must
not exceed the seller's net book value-as-deseribed-in-Seetion+005; under the PRM. B2 )

3631.--389.  (RESERVED)

EXCLUDED SERVICES
(Section 390)

390. SERVICES, TREATMENTS, AND PROCEDURES NOT COVERED BY-MEBICAEASSISTFANCE
MEDICAID.

01. Service Categories Not Covered. The following service categories are not covered for payment by
the- Medieal-Assistanee Program Medicaid:
a. Acupuncture services; (3-17-22)
b. Naturopathic services; (3-17-22)
c. Bio-feedback therapy; (3-17-22)
d. Group hydrotherapy;-ané 8422 )
e. Fertility-related services, including testing:; 8122 )
f. Vocational services: C )
g. Educational services; C )
h. Recreational services; )
i. Duplicative services; C )
Je Housing except when approved for a medical institution; and )
k. Food except the home-delivered meals benefit in IDAPA 16.03.10, “Medicaid Enhanced Plan
Benefits.” C )

02. Types of Treatments and Procedures Not Covered. The costs of-phystetan provider and hospital
services for the following types of treatments and procedures are not covered for payment by-the-Medieal-Assistanee

Program Medicaid: B4F22) )

a. Elective medical and surgical treatment, except for family planning services, without Departmental
approval. Procedures that are generally accepted by the medical community and are medically necessary may not
require prior approval and may be eligible for payment; (3-17-22)

b. Cesmetiesurgery;-exetudingServices for convenience. comfort, or cosmetic reasons except when
allowed elsewhere in rule. Hospice services. and reconstructive surgery that has prior approval by the Department are

covered benefits; B2 )
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e Aetpuneture; 84722y
& Bie-feedback-therapy: 814722
ec. Laetrile therapy; (3-17-22)

gd. New procedures of unproven value and established procedures of questionable current usefulness
as identified by the Public Health Service and that are excluded by the Medicare program or major commercial
carriers; (3-17-22)

he. Drugs supplied to patients for self-administration other than those allowed under-the-cenditions-of

Seetion-662-of these rules; B1F22) )

if. The treatment of complications, consequences, or repair of any medical procedure where the
original procedure was not covered by-the- Medieal-AssistaneeProgram Medicaid, unless the resultant condition is
life-threatening as determined by the Department; B2 )
kg. Medical transportation costs incurred for travel to medical facilities for the purpose of receiving a
noncovered medical service; (3-17-22)
k Eye-exeretsetherapyrer 814722
mh. Surgical procedures on the cornea for myopia-; or B4F22) )
i. Services as detailed in Section 56-270, Idaho Code. ( )

03. Experlmental Treatments or Procedures iFreatﬂcxeﬂts—aﬂd—preeedures—used—so}el-y—te—gam—further

Experlmental treatments—er and procedures—rtsel—f and the costs
for all follow-up medical treatment d1rectly assocrated with such a procedure are not covered Treatments and

procedures_are deemed experimental-are ~ 3 : 3 gram under the
following circumstances: B4F22) )
a. The treatment or procedure is in Phase I c11n1ca1 trlals—m—whreh—the—smd-yhdiﬁg—er—tre&tmeﬂt—rs—gweﬂ
effeets; @-4—7—2—29(_)
b. There is inadequate available clinical-erpre-ehnieal data to provide a reasonable expectation that
the trial treatment or procedure will be at least as effective as non-investigational therapy; or B1F22) )
c. Expert opinion suggests that additional information is needed to assess the safety or efficacy of the
proposed treatment or procedure. (3-17-22)

391. INVESTIGATIONAL PROCEDURES OR TREATMENTS.

The Department may cover investigational procedures or treatments on a case-by-case basis for life-threatening
conditions when no other treatment options are available. For these cases. a focused case review is completed by the
Department. The Department will determine coverage based on this review.

01. Focused Case Review. A focused case review consists of assessment of: ( )
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a. Health benefit to the participant; [N}
b. Risk to the participant; C )
[ Standard treatment for the participant’s condition, including alternative treatments; [}
d. Specific inclusion or exclusion by Medicare national coverage guidelines; [}
€. Phase of the clinical trial of the proposed procedure or treatment; C )
f. Guidance regarding the proposed procedure or treatment by national organizations; [N}
g. Pertinent clinical data and peer-reviewed literature; and C )
f. Ethics Committee review, if appropriate. C )
02. Additional Clinical Information. If there is insufficient information from the focused case review
to render a coverage decision. the Department may seek an independent professional opinion. )

3942.--3989. (RESERVED)
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COVERED SERVICES
(Sections 400-899)

SUB AREA: HOSPITAL SERVICES
(Sections 400-449)

400. HOSPITAL SERVICES - DEFINITIONS.

01. Administratively Necessary Day (AND). An Administratively Necessary Day (AND) is intended
to allow a hospital time for an orderly transfer or discharge of participant inpatients who are no longer in need of a
continued acute level of care. ANDs may be authorized for inpatients who are awaiting placement for nursing facility
level of care, or in-home services that are not available, or when catastrophic events prevent the scheduled discharge
of an inpatient. (3-17-22)

02. Allowable Costs. The current year's Medicaid apportionment of a hospital's allowable costs
determined at final or interim settlement if cost settlements are applicable, or determined using the version of the cost
report used for prospective payment system (PPS) rate setting, consist of those costs permitted by the principles of
reimbursement contained in the Provider Reimbursement Manual (PRM) and do not include costs already having
payment limited by Medicaid rate file or any other Medicaid charge limitation. (3-17-22)
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043. Capital Costs. For the purposes of hospital reimbursement, capital costs are those allowable costs
considered in the settlement that represent the cost to each hospital for its reasonable property related and financing
expense, and property taxes. (3-17-22)

064. Charity Care. Charity care is care provided to individuals who have no source of payment, third-
party or personal resources. (3-17-22)

0%

085. Critical Access Hospitals (CAH). A rural hospital with twenty-five (25) or less beds as set forth in
42 CFR Section 485.620. (3-17-22)

096. Current Year. Any hospital cost reporting period for which reasonable cost is being determined
will be termed the current year. (3-17-22)

107. Inpatient Services Customary Hospital Charges. Customary inpatient hospital charges reflect
the regular rates for inpatient services charged to patient(s) liable for payment for their services on a charge basis.
Implicit in the use of charges as the basis for comparability (or for apportionment under certain apportionment
methods) is the objective that services are related to the cost of services billed to the Department. Effeetiveforserviee

: : G472 )

a. All in-state providers not described in b-d below will be paid a final prospective payment rate using
the All Patient Refined Diagnosis Related Group (APR-DRG) classification system as described in Section 401 of
these rules. (3-17-22)

b. Idaho state-owned hospitals and the Department of Veteran’s Affairs Medical Center will be
reimbursed at one hundred percent (100%) of allowable cost using a retrospective cost settlement upon receipt of a
final Medicare cost report. (3-17-22)

c. In-state_and those out-of-state within thirty five (35) miles of the Idaho border, Critical-Aeeess
Hespitals{CAHs) will be reimbursed at one hundred one percent (101%) of allowable cost using a retrospective cost
settlement upon receipt of a final Medicare cost report. B2 )

d. All out-of-state providers not described in a through c above will be paid a final prospective
payment rate with no retrospective cost settlement using the All Patient Refined Diagnosis Related Group (APR-
DRG) classification system as described in Section 401 of these rules. The out-of-state APR-DRG rates were
developed to provide a combined cost coverage of eighty-seven percent (8§7%) when all out-of-state providers are
averaged together in keeping with Section 56-265(6)(b), Idaho Code. (3-17-22)

H08. Outpatient Services Customary Hospital Charges. Customary outpatient hospital charges reflect
the regular rates for outpatient services charged to patient(s) liable for payment for their services on a charge basis.
Implicit in the use of charges as the basis for comparability (or for apportionment under certain apportionment
methods) is the objective that services are related to the cost of services billed to the Department.-Effeetiveforservice

dates-beginningFuly 1202 reimbursement-will- be-as-foHews: B-17-22 )
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a. Idaho state-owned hospitals and the Department of Veteran’s Affairs Medical Center will be
reimbursed at one hundred percent (100%) of allowable cost. (3-17-22)
b. In-state_and those out-of-state within thirty five (35) miles of the Idaho border, CAHs will be
reimbursed at one hundred one percent (101%) of allowable cost. B2 )
c. All hospitals that are not described in a through b above will be subject to the outpatient

reimbursement parameters outlined in the Medicaid Provider Agreement and Section 56-265, Idaho Code. (3-17-22)

4209. Disproportionate Share Hospital (DSH) Allotment Amount. The DSH allotment amount
determined by CMS that is eligible for federal matching funds in any federal fiscal period for disproportionate share
payments. (3-17-22)

1310. Disproportionate Share Hospital (DSH) Survey. The DSH survey is an annual data request from
the Department to the hospitals to obtain the information necessary to compute DSH in accordance with Subsection

405.06 of these rules. (3-17-22)
+411. Disproportionate Share Threshold. The disproportionate share threshold is: (3-17-22)
a. The arithmetic mean plus one (1) standard deviation of the Medicaid Utilization Rates of all Idaho
Hospitals; or (3-17-22)
b. A Low-Income Revenue Rate exceeding twenty-five percent (25%). (3-17-22)

+612. Hospital Inflation Index. An index calculated through Department studies and used to adjust
inpatient operating cost limits and interim rates for the current year. (3-17-22)

+713. Low-Income Revenue Rate. The Low Income Revenue Rate is the sum of the following fractions,

expressed as a percentage, calculated as follows: (3-17-22)
a. Total Medicaid inpatient and outpatient revenues paid to the hospital, plus the amount of the cash

subsidies received directly from state and local governments in a cost reporting period, divided by the total amount of
revenues and cash subsidies of the hospital-fer-inpatient-serviees in the same cost reporting period; plus

G2 )

b. The total amount of the hospital's charges for inpatient hospital services attributable to charity care
in the same cost reporting period, divided by the total amount of the hospital's charges for inpatient services in the
hospital in the same period. The total inpatient charges attributed to charity care must not include contractual
allowances and discounts and reduction in charges given to Medicare, Medicaid, other third-party payors, or cash for
patient services received directly from state and local governments’ county assistance programs. (3-17-22)

1814. Medicaid Inpatient Day. For purposes of DSH payments, an inpatient day is defined as a
Medicaid inpatient day in a hospital for which there is also no Medicare inpatient day counted. (3-17-22)

1915. Medicaid Utilization Rate (MUR). The MUR for each hospital will be computed using the
Department's record of paid inpatient days for the fiscal year divided by the total inpatient days for the same fiscal
year as reported in the DSH survey. In this paragraph, the term “inpatient days” includes administratively necessary
days, newborn days, days in spemallzed wards days pr0V1ded at an 1nappr0pr1ate level of care, and Medlcald
inpatient days from other states. s a a ay g

2016. Obstetricians. For purposes of an adjustment for hospitals serving a disproportionate share of low
income patients, and in the case of a hospital located in a rural area, as defined by the federal Executive Office of
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Management and Budget, the term “obstetrician” includes any physician with staff privileges at the hospital to
perform nonemergency obstetric procedures. (3-17-22)

217. On-Site. A service location over which the hospital exercises financial and administrative control.
“Financial and administrative control” means a location whose relation to budgeting, cost reporting, staffing, policy-
making, record keeping, business licensure, goodwill and decision-making are so interrelated to those of the hospital
that the hospital has ultimate financial and administrative control over the service location. The service location must
be in close proximity to the hospital where it is based, and both facilities serve the same patient population (e.g., from
the same area, or catchment, within Medicare's defined Metropolitan Statistical Area (MSA) for urban hospitals or
thirty-five (35) miles from a rural hospital). (3-17-22)

2418. Reasonable Costs. Reasonable costs include all necessary and ordinary costs incurred in rendering
the services related to patient care that a prudent and cost-conscious hospital would pay for a given item or service.
(3-17-22)

2519. Uninsured Patient Costs. For the purposes of determining the additional costs beyond
uncompensated Medicaid costs that may be reimbursed as a DSH payment without exceeding the state Allotment
Amount,-enby both inpatient and outpatient costs of uninsured patients will be considered. B1F22) )

2620. Upper Payment Limit. The Upper Payment Limit for hospital services is defined in the Code of
Federal Regulations. (3-17-22)

401. HOSPITAL REIMBURSEMENT — PROSPECTIVE PAYMENT SYSTEMS.

Providers identified in Section 400.10.a. and 400.10.d will be reimbursed for inpatient services using an All Patient
Refined Diagnosis Related Group (APR-DRG) as outlined in the Medicaid Provider Agreement-etherwise-beginning
with-servieepertods-en-oratterJuly 1202+,

5 +2H(_ )

402. INPATIENT HOSPITAL SERVICES: COVERAGE AND LIMITATIONS.
The policy, rules, and regulations to be followed-will-be-these-eitedin arc 42 CFR 456.50 through 42 CFR 456.145.

All hospital services must conform to federal and state laws and regulations.-Services-mustbe-medically-neeessary-as
cefredSeeton o heserates B4F22) )

01. Initial Length of Stay. Prior authorization requirement for an initial length of stay will be
established by the Department, or its designee, in the Idaho Medicaid Provider Handbook for hospitals not
reimbursed under DRG methodologies. (3-17-22)

02. Extended Stay. The Department, or its designee, will establish authorization requirements in the
Idaho Medicaid Provider Handbook for hospitals not reimbursed under DRG methodologies. An authorization is
necessary when the appropriate care of the participant indicates the need for hospital days in excess of the initial
length of stay, or previously approved extended stay. (3-17-22)
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03. Exceptions and Limitations. The following exceptions and limitations apply to in-patient hospital
services for hospitals not reimbursed under DRG methodologies: (3-17-22)

a. Payment for accommodations is limited to the hospital's all-inclusive rate. The all-inclusive rate is
a flat fee charge incurred on a daily basis that covers both room and board. (3-17-22)

b. The Department will not authorize reimbursement above the all-inclusive rate unless the attending
physietan provider orders a room that is not an all-inclusive rate room for the patient because of medical necessity.

B2 )

04. Diagnosis Related Group Review and Audits. All services performed under DRG are subject to

QIO reviews, retrospective reviews, and audits. The Department reserves the right to execute reviews as described in
the Idaho Medicaid Provider Handbook as amended. (3-17-22)

403. INPATIENT HOSPITAL SERVICES: PROCEDURAL REQUIREMENTS.

021. Certification ofNeed Medical Necessity. At the time of admission, the physician must certify that

inpatient services are necessary. Recertification must occur at least every sixty (60) days inpatient hospital services
are required, but may be required more frequently as determined by the Department. B1F22) )

032. Individual Plan of Care. The individual plan of care is a written plan developed for the participant
upon admission to a hospital and updated at least every sixty (60) days, but may be required more frequently as

determined by the Department. The plan must include: (3-17-22)
a. Diagnoses, symptoms, complaints, and complications indicating the need for admission; (3-17-22)
b. A description of the functional level of the individual, (3-17-22)
c. Any orders for medications, treatments, rehabilitative services, activities, social services, or diet;
and (3-17-22)
d. Plans for continuing care or discharge, as appropriate. (3-17-22)
043. Request for Extended Stay. To qualify for reimbursement, authorization must be obtained from

the Department, or its designee. The request should be made before the initial length of stay or previously authorized
extended stay ends, and submitted as designated by the Department;-e+its-designee. Documentation for the request
should include the most recent plan of care. The Department will set additional documentation requirements in the
Idaho Medicaid Provider Handbook to ensure quality of care and integrity of services. B2 )

404. INPATIENT HOSPITAL SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

In addition to the provider enrollment agreement, each claim submitted by a hospital constitutes an agreement by
which the hospital agrees to accept and abide by the Department's rules. Only a Medicare certified hospital, licensed
by the state in which it operates, may enroll in the Idaho Medicaid program. Hospitals not participating as a Medicaid
swing-bed provider, which are licensed for long-term care or as a specialty hospital that provides a nursing home
level of care, will be reimbursed as a nursing facility. Hospitals not eligible for enrollment which render emergency
care will be paid rates established in these rules. (3-17-22)

405. HOSPITAL SERVICES PROVIDER REIMBURSEMENT

The upper limits observed by the Department in reimbursing each individual
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hospital must not exceed the payment that would be determined as a reasonable cost under the policies, definitions
and procedures observed under Medicare (Title XVIII) principles of cost reimbursement. B2 )

01. Payment Procedures. The following procedures are applicable to in-patient hospitals:  (3-17-22)

a. The participant's admission and length of stay may be subject to prior authorization, concurrent
review, continued stay review, and retrospective review by a Quality Improvement Organization (QIO) designated by
the Department. QIO review will be governed by provisions of the QIO Idaho Medicaid Provider Manual as
amended. If a review identifies that an admission or continued stay is not medically necessary, then no Medicaid
payment will be made. Failure to obtain a timely QIO review as required by Section 402 of these rules, and as
outhned 1n the QIO Idaho Medlcald Prov1der Manual as amended will result in the QIO conductlng a late review.

| ]’ .] ], i']' ]. 3722
i. All admissions for hospitals not reimbursed under DRG methodologies are subject to QIO review

to determine if continued stay in inpatient status is medically necessary. A QIO continued stay review is required
when the participant's length of stay exceeds the number of days certified by the QIO. If no initial length of stay
certification was issued by the QIO, a QIO continued stay review is required when the admission exceeds a number
of days as specified by the Department. (3-17-22)

ii. Reimbursement for services originally identified as not medically necessary by the QIO will be

made if such decision is reversed by the appeals process-required-inHDAPA16:05-03“Ceontested-Case Proceedings
and-Declaratory Rulings.” SH2H ()

b. In reimbursing licensed hospitals, the Department will pay the lesser of customary hospital charges
or Medicaid reimbursement for in-patient hospital care as set forth in this rule, unless an exception applies as stated in
Section 402 of these rules. The upper limits for payment must not exceed the payment that would be determined as
reasonable cost using the Title XVIII standards and principles. (3-17-22)

03. AND Reimbursement Rate. Reimbursement for an AND will be made at the weighted average
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Medicaid payment rate for all Idaho nursing facilities for routine services, as defined per 42 CFR 447.280(a)(1),
furnished during the previous calendar year. JCF/ID rates are exeluded from this-ealeulation: 472 )

a. The AND reimbursement rate will be calculated by the Department-by-Mareh—=5 of each calendar

year and made effective retroactively for dates of service on or after January 1 of the respective calendar year.
E1722) )
b. Hospitals with an attached nursing facility will be reimbursed the lesser of their Medicaid per diem
routine rate or the established average rate for an AND; and (3-17-22)
c. The Department will pay the lesser of the established AND rate or a facility's customary hospital
charge to private pay patients for an AND. (3-17-22)

04. Reimbursement for Services. Routine services-as—adédressed in Subsection 405.05 of this rule
include all medical care, supplies, and services that are included in the calculation of nursing facility property and
non-property costs as described in these rules. Reimbursement of ancillary services will be determined in the same
manner as hospital outpatient reasonable costs in accordance with Medicare reasonable cost principles, except that
reimbursement for prescription drugs will be in accord with Section 665 of these rules.

0s. Hospltal Swmg-Bed Relmbursement The Department will pay for nursmg facility care in certain
rural hospitals—E v b P teh _for participants in
licensed hospital “swing- beds who require nursmg fa0111ty level of care.

ba. Participant Requirements. The Department will reimburse hospitals for participants under the
following conditions: (3-17-22)
The participant is determined to be entitled to such services in accordance with IDAPA 16.03.05,

“Ehglblhty for Aid to the Aged, Blind, and Disabled”; and (3-17- 22)
ii. The participant is authorized for payment in accordance with IDAPA 16.03.10, “Medicaid
Enhanced Plan Benefits,” Subsection 222.02. (3-17-22)
eb. Reimbursement for “Swing-Bed” Patient Days. The Department will reimburse swing-bed
hospitals on a per diem basis utilizing a rate established as follows: (3-17-22)
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1. Payment rates for routine nursing facility services will be at the weighted average Medicaid rate per
patient day paid to hospital-based nursing facilityACEfaetlities for routine services furnished during the previous
calendar year. JcFHD-faetlities rates-are-exeludedfrom-the-ealenlations:

ii. The rate will be calculated by the Department-byMareh—+5 of each calendar year. The rate will be
based on the previous calendar year and effective retroactively for dates of service on or after January 1 of the
respective year. F2H )

1il. The weighted average rate for nursing facility swing-bed days will be calculated by dividing total

payments for routine services, including patient contribution amounts but excluding miscellaneous financial
transactions relating to prior years, by total patient days for each respective level of care occurring in the previous

calendar year. (3-17-22)

iv. Routine services include all medical care, supplies, and services that are included in the calculation
of nursing facility property and nonproperty costs as described in IDAPA 16.03.10, “Medicaid Enhanced Plan
Benefits,” Subsection 225.01. (3-17-22)

b
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Vi. Reimbursement of ancillary services not included in the nursing facility rates furnished for
extended care services will be billed and determined in the same manner as hospital outpatient reasonable costs in
accordance with Medicare reasonable cost principles, except that reimbursement for prescription drugs will be in
accord with Section 665 of these rules. (3-17-22)

06. Adjustment for Disproportionate Share Hospitals (DSH). All Idaho hospitals serving a
disproportionate share of low-income patients must qualify either as a Mandatory DSH or as Deemed DSH to receive
a DSH payment. The Department will send each hospital a DSH survey on or before January 31 of each calendar
year. A hospital will not receive a DSH payment if the survey is not returned by the deadline, unless good cause is

determined by the Department. (3-17-22)
a. Mandatory Eligibility. Mandatory Eligibility for DSH status will be provided for hospitals that:

(3-17-22)

1. Meet or exceed the disproportionate share threshold as defined in Subsection 400.13 of these rules.

(3-17-22)

ii. Have at least two (2) obstetricians with staff privileges at the hospital who have agreed to provide

obstetric services. (3-17-22)

(1) Subsection 405.06.b.ii. of this rule does not apply to a hospital in which the inpatients are

predominantly individuals under eighteen (18) years of age; or (3-17-22)

) Does not offer nonemergency inpatient obstetric services as of December 21, 1987. (3-17-22)
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1il. The MUR will not be less than one percent (1%). (3-17-22)
iv. If an Idaho hospital exceeds both disproportionate share thresholds, as described in Subsection

400.13 of these rules, and the criteria of Subsections 405.06.b.ii. and 405.06.b.iii. of this rule are met, the payment
adjustment will be the greater of the amounts calculated using the methods identified in Subsections 405.06.b.vi.
through 405.06.b.x. of this rule. (3-17-22)

V. Hospitals qualifying for Mandatory DSH eligibility with Medicaid Inpatient Utilization Rates equal
to or exceeding one (1) standard deviation and less than one and one-half (1 1/2) standard deviations above the mean
of all Idaho hospitals will receive a DSH payment equal to two percent (2%) of the payments related to the Medicaid
inpatient days included in the MUR computation. (3-17-22)

vi. Hospitals qualifying for Mandatory DSH eligibility with Medicaid Inpatient Utilization Rates equal
to or exceeding one and one-half (1 1/2) standard deviations and less than two (2) standard deviations of the mean of
all Idaho hospitals will receive a DSH payment equal to four percent (4%) of the payments related to the Medicaid
inpatient days included in the MUR computation. (3-17-22)

Vii. Hospitals qualifying for Mandatory DSH eligibility with Medicaid Inpatient Utilization Rates
exceeding two (2) standard deviations of the mean of all Idaho hospitals will receive a DSH payment equal to six
percent (6%) of the payments related to the Medicaid inpatient days included in the MUR computation.  (3-17-22)

viii. Hospitals qualifying for Mandatory DSH eligibility with Low Income Utilization Rates equal to or
exceeding twenty-five percent (25%) will receive a DSH payment equal to four percent (4%) of the payments related
to the Medicaid inpatient days included in the MUR computation. (3-17-22)

iX. Hospitals qualifying for Mandatory DSH eligibility with Low Income Utilization Rates equal to, or
exceeding, thirty percent (30%) will receive a DSH payment equal to six percent (6%) of the payments related to the
Medicaid inpatient days included in the MUR computation. (3-17-22)

b. Deemed DBispropertionate—Share—Hespital (DSH). All hospitals in Idaho that have inpatient
utilization rates of at least one percent (1%) only in Idaho inpatient days, and meet the requirements unrelated to
patient day utilization specified in Subsection 405.06.b. of this rule, will be designated a Deemed Disproportionate
Share Hospital. The disproportionate share payment to a Deemed DSH hospital will be the greater of:

25 )

i. Five dollars ($5) per Idaho Medicaid inpatient day included in the hospital's MUR computation; or
(3-17-22)

il. An amount per Medicaid inpatient day used in the hospital's MUR computation that equals the
DSH allotment amount, less the Mandatory DSH payment amount, divided by the number of Medicaid inpatient days
used in the MUR computation for all Idaho DSH hospitals. (3-17-22)

c. Insufficient DSH Allotment Amounts. When the DSH allotment amount is insufficient to make the
aggregate amount of DSH payments to each DSH hospital, payments to each hospital will be reduced by the
percentage by which the DSH allotment amount was exceeded. (3-17-22)

d. DSH Payments Will Not Exceed Costs. A DSH payment will not exceed the costs incurred during
the year of furnishing services to individuals who are either eligible for medical assistance under the State Plan or
were uninsured for health care services provided during the year. (3-17-22)

1. Payments made to a hospital for services provided to indigent patients by a state or a unit of local
government within a state will not be considered a source of third party payment. (3-17-22)

ii. Claims of uninsured costs that increase the maximum amount that a hospital may receive as a DSH
payment must be documented. (3-17-22)

e. DSH Will be Calculated on an Annual Basis. A change in a provider's allowable costs as a result of
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a reopening or appeal will not result in the recomputation of the provider's annual DSH payment. (3-17-22)

f. To the extent that audit findings demonstrate that DSH payments exceed the documented hospital
specific cost limits, the Department will collect overpayments and redistribute DSH payments. (3-17-22)

i. If at any time during an audit the Department discovers evidence suggesting fraud or abuse by a
provider, that evidence, in addition to the Department’s final audit report regarding that provider, will be referred to
the Medicaid Fraud Unit of the Idaho Attorney General’s Office. (3-17-22)

il. The Department will submit an independent certified audit to CMS for each completed Medicaid
State plan rate year, consistent with 42 CFR Part 455, Subpart D, “Independent Certified Audit of State
Disproportionate Share Hospital Payment Adjustments.” (3-17-22)

iil. Beginning with FFY 2011, if based on the audit of the DSH allotment distribution, the Department
determines that there was an overpayment to a provider, the Department will immediately: (3-17-22)

(1) Recover the overpayment from the provider; and (3-17-22)

2) Redistribute the amount in overpayment to providers that had not exceeded the hospital-specific
upper payment limit during the period in which the DSH payments were determined. The payments will be subject to
hospital-specific upper payment limits. (3-17-22)

iv. Disproportionate share payments must not exceed the DSH state allotment, except as otherwise
required by the Social Security Act. In no event is the Department obligated to use State Medicaid funds to pay more
than the State Medicaid percentage of DSH payments due a provider. (3-17-22)

07. Out-of-State Hospitals._ 814722

e Cost Settlements for Certain Out-of-State Hospitals. For service periods through June 30, 2021,
hospitals not located in the state of Idaho will have a cost settlement computed with the state of Idaho if the following

conditions are met: B4F22) )

ia. Total inpatient and outpatient covered charges are more than fifty thousand dollars ($50,000) in the
fiscal year; or (3-17-22)

ib. When less than fifty thousand dollars ($50,000) of covered charges are billed to the state by the
provider, and a probable significant underpayment or overpayment is identifiable, and the amount makes it
administratively economical and efficient for cost settlement to be requested by either the provider or the state, a cost
settlement will be made between the hospital and the Department. (3-17-22)

08. Audit Function. Under a common audit agreement, the Medicare Intermediary may perform any
audit required for both Title XVIII and Medicaid purposes. The Department may elect to perform an audit even
though the Medicare Intermediary does not choose to audit the facility. (3-17-22)

09. Adequacy of Cost Information. Cost information as developed by the provider must be current,
accurate, and in sufficient detail and in such form as needed to support payments made for services rendered to
participants. This includes all ledgers, books, reports, records and original evidences of cost (purchase requisitions,
purchase orders, vouchers, requisitions for materials, inventories, labor time cards, payrolls, bases for apportioning
costs, etc.), which pertain to the determination of reasonable costs, leaving an audit trail capable of being audited.
Financial and statistical records will be maintained in a consistent manner from one (1) settlement period to another.

(3-17-22)
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10. Availability of Records of Hospital Providers. A participating hospital provider of services must
make available to the Department in the state in which the facility is licensed, the provider's fiscal and other necessary
records for the purpose of determining its ongoing record keeping capability and to ascertain information pertinent to
the determination of the proper amount of program payments due the provider. (3-17-22)

11. Interim Cost Settlements. The Department may initiate, or a hospital may request an interim cost
settlement based on the Medicare cost report as submitted. for hospitals subject to cost settlement. B3—3+722)( )

a. Cost Report Data. Interim settlement cost report data will be adjusted to reflect Medicaid payments
and statistical summary reports sent to providers before the filing deadline. (3-17-22)

b. Limit or Recovery of Payment. The Department may limit a recovery or payment of an interim
settlement amount up to twenty-five percent (25%) of the total settlement amount when the cost report information is
in dispute. (3-17-22)

132. Non Appealable Items. The formula for the determination of the hospital inflation index, the
principles of reimbursement that define allowable cost, non-Medicaid program issues, interim rates that are in
compliance with state and federal rules, and the preliminary adjustments prior to final cost settlement determinations
as supported by properly completed cost reports and audits are not acceptable as appealable items. (3-17-22)

143. Interim Reimbursement Rates for Providers Subject to Cost Settlement. The interim
reimbursement rates must be reasonable and adequate to meet the necessary costs that are incurred by economically
and efficiently operated providers that provide services in conformity with applicable state and federal laws, rules,

and quality and safety standards. (3-17-22)
a. Annual Adjustments. Interim rates will be adjusted at least annually based on the best information
available to the Department. (3-17-22)
b. Retrospective Adjustments. Interim rates will not be adjusted retrospectively upon request for rate
review by the provider. (3-17-22)
c. Basis for Adjustments. The Department may make an adjustment based on the Medicare cost report

as submitted and accepted by the Intermediary after the provider's reporting year to bring interim payments made
during the period into agreement with the tentative reimbursable amount due the provider at final settlement. If the
settlement amount is equal to or greater than ten percent (10%) of the payments received or paid and equal to or

Idaho Administrative Bulletin Page 187 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

greater than one hundred thousand dollars ($100,000), the interim rate will be adjusted to account for half (%) of the
difference. (3-17-22)

406. INPATIENT HOSPITAL SERVICES: QUALITY ASSURANCE.
The designated QIO must prepare, distribute, and maintain a provider manual that is periodically updated. The
manual must include the following: (3-17-22)

01. QIO Information. The QIO's policies, criteria, standards, operating procedures, and forms for
performing: preadmission monitoring, assessment reviews, continued stay requests, and requests for retroactive
medical reviews. (3-17-22)

02. Department Provisions. Department-selected diagnoses and elective procedures in which a
hospital will request preauthorization of an admission, transfer, or continuing stay. (3-17-22)

03. Approval Timeframe. A provision that the QIO will inform the hospital of a certification within
five (5) days, or other time frame as determined by the Department, of an approved admission, transfer, or continuing
stay. (3-17-22)

04. Method of Notice. The method of notice to hospitals of QIO denials for specific admissions,
transfers, continuing stays, or services rendered in post-payment reviews. (3-17-22)

05. Procedural Information. The procedures that providers or participants will use to obtain
reconsideration of a denial by the QIO prior to appeal to the Department. Such requests for reconsideration by the
QIO must be made in writing to the QIO within one hundred eighty (180) days of the issuance of the “Notice of Non-
Certification of Hospital Days.” (3-17-22)

407. -- 409. (RESERVED)

410. OUTPATIENT HOSPITAL SERVICES: DEFINITIONS.

Outpatient hospital services include preventive, diagnostic, therapeutic, rehabilitative or palliative items, and services
furnished by or under the direction of a-physieian-or-dentist provider not in need of inpatient hosmtal care, unless
excluded by any other provisions of this chapter. (3—1—74%91 )

411. (RESERVED)
412. OUTPATIENT HOSPITAL SERVICES: COVERAGE AND LIMITATIONS.

01. Services Are Provided On-Site.-Outpatient-hospital-serviees-must-be-provided-en-site:
4722 )

032. Co-Payments. (3-17-22)

a. When an emergency room physician—eenduets—a—medical—sereening—and determines that an

emergency condition does not exist, the hospital can require the participant to pay a co-payment as described in
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IDAPA 16.03.18, “Medicaid Cost-Sharing.” B2 )

b. A-hespital-mayrefuse-to-providesServices-to-a-partieipant-whena-medieal sereening-has may be
refused when determined-that an emergency condition does not exist and the participant does not make the-required
co-payment at the time of service. Under-these-etreumstanees;+he hospital-must will provide notification to the

participant-as-speetfied-in per Section 1916A(e) of the Social Security Act. B4F22) )
413. OUTPATIENT HOSPITAL SERVICES: PROCEDURAL REQUIREMENTS.

01. Review Prior to Delivery-ef-Outpatient-Serviees. Failure to obtain a timely review from the
Department-er-its-quality-improvementorganization (QIO) prior to delivery of-eutpatientserviees; listed-on-the seleet
procedure and diagnosis—ist codes in the QIO Idaho Medicaid Providers Manual and the Hospital Provider

Handbook as amended —fer—pamerpams—w%e—afe—ehgrb}eﬁ&t—ﬂ&e—tﬂﬁe—eﬁseme& w111 result ina retrospectlve review.

o H . ' when-a-rev

02. Follow-Up for Emergency Room Patients. Hospitals must establish procedures to refer Medicaid
participants who are not enrolled in Healthy Connections to an Idaho Medicaid Healthy Connections provider, if one
is available within a reasonable distance of the participant's residence. Hospitals must coordinate care of patients who
already have a Healthy Connections provider with that-PEP primary care provider. B2 )

414. (RESERVED)
415. OUTPATIENT HOSPITAL SERVICES: PROVIDER REIMBURSEMENT.

01. Outpatient Hospital. The Department will not pay more than the combined payments the provider
is allowed to receive from the participants and carriers or intermediaries for providing comparable services under
comparable circumstances under Medicare. Fer—these—pProviders subject to cost settlement, outpatient hospital
services identified below that are not listed in the Department's fee schedules will be reimbursed reasonable costs

based on a year-end cost settlement. B4F22) )
a. Maximum payment for hospital outpatient diagnostic laboratory_and partial care services will be
limited to the Department's-established fee schedule. B4F22) )

eb. Hospital-based ambulance services will be reimbursed at the lower of either the provider's actual
charge for the service or the maximum allowable charge for the service as established by the Department in its-prieing

fite fee schedule. S22 )
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416. -- 421. (RESERVED)

422. RECONSTRUCTIVE SURGERY: COVERAGE AND LIMITATIONS
Reconstruction or restorative procedures—tha a v al—b e men
procedures that restore function of the affected or related body part(s) Approvable procedures 1nclude breast
reconstruction after mastectomy, or the repair of other injuries resulting from physical trauma. B4F22) )

423. -- 430. (RESERVED)
431. SHRGICALEPROCEDURESFOR-WEIGHT LOSS: PARTICIPANT ELIGIBILITY.

01. Surgical Procedure. Surgery for the correction of obesity is covered when all of the following

conditions are met: S+22 ()

Ha. Participant-Medieal-Condition. The participant must meet criteria for clinically severe obesity
with a Body Mass Index (BMI) equal to or greater than forty (40), or a BMI equal to or greater than thirty-five (35)
with comorbid conditions such as type 2 diabetes, hypothyroidism, atherosclerotic cardiovascular disease, or
osteoarthritis of the lower extremities. The serious comorbid medical condition must be documented by the primary
physician who refers the patient for the procedure, or a physician specializing in the participant's comorbid condition

whe-is not associated by-elinie-er-ether affiliation with the performing surgeons-whe-will-perform-the-surgery.

4722 )
02b.  OtherMedieal-ConditionExists—The obesity-is-eaused-by-the-serious-comerbid-condition;or-the
obesity could aggravate the participant's cardiac, respiratory or other systemic disease. B4F22) )

03c. Psyehiatrie Evaluation—The participant must have a psychiatric evaluation to determine the
stability of personality at least ninety (90) days prior to the-date—a request for prior authorization is submitted-te
Medieatd.

B2 )
d. Non-Surgical Treatment. Services for non-surgical treatment of obesity, except drugs, are covered
when integral and are a necessary part of treatment for another medical condition covered by Medicaid. ( )
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432. SHRGICAEPROCEEDUVRESFOR-WEIGHT LOSS: COVERAGE AND LIMITATIONS.

021. Abdomlnoplasty or Pannlculectomy Abdommoplasty or panniculectomy is covered when

e r the surgery is prior authorized by the
Department The request for prlor authorlzatlon must 1nclude the followmg documentation: B1F22) )
a. Photographs of the front, side and underside of the-participant's abdomen; B2 )

b. Treatment of any ulceration and skin infections involving the panniculus; (3-17-22)

c. Failure of conservative treatment, including weight loss; (3-17-22)

d. That the panniculus severely inhibits the participant's walking; (3-17-22)

e. That the participant is unable to wear a garment to hold the panniculus up; and (3-17-22)

f. Other detrimental effects of the panniculus on the participant's health such as severe arthritis in the

lower body. (3-17-22)

433. (RESERVED)

434. SUHRGICAL—PROCEDURES—FOR—WEIGHT LOSS: PROVIDER QUALIFICATIONS AND
DUTIES.
Physicians and hospitals_performing surgical procedures must meet national medical standards for weight loss

surgery. B1722) )
435. -- 442 RESERVED)

Idaho Administrative Bulletin Page 191 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

444—449. (RESERVED)

SUB AREA: AMBULATORY SURGICAL CENTERS
(Sections 450-499)

450. -- 451. (RESERVED)

452. AMBULATORY SURGICAL CENTER SERVICES: COVERAGE AND LIMITATIONS.

Fhese-sSurgical procedures identified by the Medicare program as appropriately and safely performed in an ASC will
be reimbursed by the Department. ta-addition;tThe Department may add surgical procedures to the list developed by
the Medicare program-as—reguired—-by—42-CER—416164 if the procedures meet the criteria—identified in 42 CFR

416.166. G172 )
453. (RESERVED)

454. AMBULATORY SURGICAL CENTER SERVICES: PROVIDER QUALIFICATIONS AND
DUTIES.

- ProviderApproval-The ASC must be surveyed as required by 42 CFR 416.25 through 416.52 and
be approved by the U.S. Department of Health and Human Services for participation as a Medicare ASC provider.

25 )
68+7-22
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455. AMBULATORY SURGICAL CENTER SERVICES: PROVIDER REIMBURSEMENT.

01. Payment Methodology ASC services relmbursement 1s—des~1gned—te—pa—y packaged for use of
facilities and_necessary supplies-re Aty e A d ed-a :
recognized by the Medicare program under 42 CFR Part 416 164 (%—1—74%91 )

Medicare. 24 )

456.--4979.  (RESERVED)

SUB AREA: CASE MANAGEMENT SERVICES
(Sections 480-489)
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480. HOME VISITING SERVICES.
Home visiting provides for parents of vulnerable children to receive education and support on parenting topics.

)

481. HOME VISITING SERVICES: PARTICIPANT ELIGIBILITY.
Participants under five (5) years of age and pregnant women at risk for abuse, neglect, or child welfare involvement.

Additional requirements are in the Idaho Medicaid Provider Handbook. [}

482. HOME VISITING SERVICES: COVERAGE AND LIMITATIONS.
01. Home Visiting Coverage. [}
a. Assessment for medical, educational, social, or other service needs; C )
b. Development and revision of a plan to address goals; C )
[ Referral and related activities for necessary services; and [}
d. Monitoring of progress. C )
02. Home Visiting Limitations. Services do not include case management integral to another covered

service or that constitutes direct delivery of referred services. C )

483. (RESERVED)

484. HOME VISITING SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.
This service is provided by the Public Health Districts. Eligible providers are certified in an evidence-based model

including:

01. Parents as Teachers. or

LLL

02. Nurse-Family Partnership.

485. — 489. (RESERVED)

490. COMMUNITY RE-ENTRY SERVICES: TARGETED CASE MANAGEMENT.

Medicaid will reimburse for targeted case management services for eligible incarcerated participants thirty (30) days
prior to, and thirty (30) days after, their release into the community. Eligible participants are those incarcerated with
an adjudicated case up to age twenty-one (21) for the general population and up to age twenty-six (26) for those
formerly in foster care. Services include transitioning back into the community by providing access to behavioral,
educational, mental, social, and other services. ( )

490. — 499. (RESERVED)

SUB AREA: PHYSIEIANMEDICAL SERVICESANDABORHONPROCEDUERES
(Sections 500-519)

500. PHYSICIANMEDICAL SERVICES.

PhysietanMedical services include the treatment of medical and surgical conditions by-deetors—of-medicine—or
esteepathy licensed professionals subject to the limitations of practice imposed by state law, and to the restrictions
and exclusions of coverage-eentained-in-Seetion390-and-Seetion-502-ef under these rules. B1F22) )

501. (RESERVED)

502. PHYSICANMEDICAL SERVICES: COVERAGE AND LIMITATIONS.
0=

Idaho Administrative Bulletin Page 194 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

determme v1sual acultV is not done two (2) tonometry examlnatlons per twelve (12) month period are allowed for
participants over the age of forty (40). This limitation does not apply to participants receiving continuing treatment

for glaucoma. F2H )

052. Injectable Vitamins. Payment for allowable injectable vitamins will be allowed when supported
by the diagnosis. Injectable vitamin therapy is limited to Vitamin B12 (and analogues), Vitamin K (and analogues),
folic acid, and mixtures consisting of Vitamin B12, folic acid, and iron salts in any combination. (3-17-22)

063. Corneal Transplants and Kidney Transplants. Corneal transplants and kidney transplants are

covered by-the Medieal- Assistanee Pregram Medicaid.
04. Adult Physicals. Adult preventive physical examinations are limited to one (1) per year. )

05. Screening Mammograms. Screening mammograms are covered when aligned with the “A” or
“B” recommendations of the United States Preventative Services Task Force. ( )

503. (RESERVED)
504. PHY¥SICIANMEDICAL SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

Mlsrepresentatlon of Serv1ces Any representatlon that a service pr0V1ded by a—&&r—se—pr—&etmeﬂer—

Drov1der other than a phvs1c1an asa phy51c1an serV1ce is pr0h1b1ted @-4—7—2—291 )

02. Locum Tenens Claims and Reciprocal Billing. Locum Tenens is allowed as detailed in the Idaho
Medicaid Provider Handbook. B4F22) )
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5065.--510.  (RESERVED)

511. ABORTION PROCEDURES: PARTICIPANT ELIGIBILITY.
The Department will fund abortions under circumstances where the abortion is necessary to save the life of the
woman;-et-theases-of rape-ertheest-as-determtned-by-the-cod ofWwhereno-court-determinationhas-beenmade

512. -- 513. (RESERVED)
514. ABORTION PROCEDURES:PROVIDER QUALHICATIONS AND-DUTIES.
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is necessary to save the hfe of the woman, a hcensed phy51c1an must certlfy in wrltlng that the wohlan may die if the

fetus is carried to term.Fheeertifieationmustecontainthe name-and-address-of the-weman- G124 )
515. -- 519. (RESERVED)

SUB AREA: OTHER-PRAEHHONER PROVIDER SERVICES
(Sections 520-559)

526—529. (RESERVED)

530. CHIROPRACTIC SERVICES: DEFINITIONS.
Subluxation is partial or incomplete dislocation of the spine. (3-17-22)

531.  (RESERVED)
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532. CHIROPRACTIC SERVICES: COVERAGE AND LIMITATIONS.
Only treatment involving manipulation of the spine to correct a subluxation condition is covered.-Fhe-Department

535: -- 539. (RESERVED)
540. PODIATRIST SERVICES: DEFINITIONS.

01. Acute Foot Conditions. An acute foot condition;—fer—the—purpese—ef—this—provision; means any
4722 )

condition that hinders normal function, threatens the individual, or complicates any disease.

02. Chronic Foot Diseases. Chronic foot diseases;forthe-purpese-efthis-prevision; include:

722 )
a. Diabetes mellitus; (3-17-22)
b. Peripheral neuropathy involving the feet; (3-17-22)
c. Chronic thrombophlebitis;-and B4F22) )
d. Peripheral vascular disease; (3-17-22)
e. Other chronic conditions that require regular podiatric care for the purpose of preventing recurrent
wounds, pressure ulcers, or amputation; or (3-17-22)
f. Other conditions that have the potential to seriously or irreversibly compromise overall health.
(3-17-22)
541. PODIATRIST SERVICES: PARTICIPANT ELIGIBILITY.
Participants eligible for podiatrist services are those with a(n): B2 )
01. Pa*t-le-l-paﬂts—\l\ﬁhe—Hm‘e—a—Chromc Disease.Partietpants—whehave-a—chronte-disease-wherethe
B2 )
02. Participants—with—an—Acute Condition. Partieipants—with—aAn acute condition that, if left
untreated, may cause an adverse outcome to the participant’s health. B2 )
542. PODIATRIST SERVICES: COVERAGE AND LIMITATIONS.
Coverage for podiatrist services is limited to: 84722y
= Serviees Pefinedin-Chrenie-Care-Guidelines—A<cute-and preventive foot care services-defined-in
for chronic-eare-guidelines; foot conditions and 1722
02 Freatment-ofAeute-Conditions—Treatment-of acute conditions that if left untreated will result in
chronic damage to the participant’s foot. B2 )
543. — 545. (RESERVED)
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546. LICENSED MIDWIFE (LM) SERVICES.
The Department will reimburse-tieensed-midwives LMs for maternal and newborn services performed within the
scope of their practice. This section of rule does not include-nen-physictan-praetitioner services provided by a nurse

midwife-NM-which-are-deseribedinr-Seetions 522 threugh-525-of theserules. B1F22) )

547. (RESERVED)

548. LM SERVICES: PARTICIPANT ELIGIBILITY

A-participant-is-eligiblefor- LM services-h 4
newbera-up-te-six(6)-weeks-eld are available for partwmants in maternltv or newborn partlclpants (%—1—74%91 1

549. LM SERVICES: COVERAGE AND LIMITATIONS.
01. Maternity and Newborn—ECeverage. Antepartum, intrapartum, and—ap—te—six—(6)—weeks—of

postpartum maternity and newborn care are covered. 814722
02 Maternity-andNewbern—Himitations: Maternal or newborn services provided after the-sixth

postpartum-week period are not covered when provided by a CPM. G124 )
03;. Medlcatlon—Gwefage—aﬂd—Iﬂ-m-}t&t-mns

alse Covered medication listed in the LM formulary
under IDAPA 24. 26 01 “Rules of the Idaho Board of M1dw1fery G124 )

550. -- 551. (RESERVED)

552. LM SERVICES: PROVIDER QUALITY ASSURANCE ACTIVITIES.
Each Licensed-Midwife{LLM) provider must maintain for Department review documentation of: B1F22) )

01 Informed Consent-FormRequired.keep-asigned-copy-of theparticipant'sinformed-consentin
the-participant'srecord- H2H( )
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553. OPTOMETRIST SERVICES: COVERAGE AND LIMITATIONS.
The Department will pay for vision services for the diagnosis and treatment of injury or disease of the eye to the
extent allowed under Section 54-1501, Idaho Code. and Sections 780 through 786 of these rules. ( )

5554. -- 559. (RESERVED)

SUB AREA: PRIMARY CARE CASE MANAGEMENT
(Sections 560-579)

560. HEALTHY CONNECTIONS: DEFINITIONS.
Healthy Connections is a-primary-eare-ease-management PCCM program in which a-primary-eare-previder PCP or

team provides comprehensive medical care for participants with the goal of improving health outcomes.Eerpurpeses
of-this-Sub-Area—that-inelades_Under Sections 560 through 566 of these rules, the following—terms-ane definitions

apply: S22 )

021. Clinic. Two (2) or more—gualified-medieal-professionals providers who provide services jointly
through an organization for which an individual is given authority to act on its behalf-F-alse includesing Federally
Qualified Health Centers (FQHCs),~Certified Rural Health Clinics (RHCs), and Indian Health Clinics.

(3-17-22) )
032. Grievance. The formal process by which problems and complaints related to Healthy Connections
are addressed and resolved.-Grievance-deeisions-may-be-appealed-asprovided-herein: B2 )

043. Patient-Centered Medical Home_(PCMH). A model of primary care that is patient-centered,
comprehensive, team-based, coordinated, accessible, and focused on quality and safety. This results in primary care
being delivered at the right place, at the right time, and in the manner that best suits a patient’s needs.3—3+722)

054. Preventive Care. Medical care that focuses on disease prevention and health maintenance.
(3-17-22)
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065. Primary Care Case Management_(PCCM). A model of care in which-primary—eare-providers
PCPs and their primary care team are responsible for direct care of a participant, and—fer coordinating access to

services that improve the-health-efthe participant’s health. B2 )

049. Prlmary Care Provnder (PCP) A :

§ Es pr0v1de who contracts with Medicaid to
coordmate and manage the care of part1c1pants enrolled in the Healthy Connections program. B2 )

087. Primary Care Team. A multidisciplinary team of health care providers who work together to meet
the physical, emotional, and psychological needs of their patients using a patient-centered and coordinated approach.
(3-17-22)

098. Referral. A documented communication from a participant’s primary—eare—provider(PCP} to
another Medicaid provider authorizing specific covered services subject to-primary—eare-ecase-management PCCM
that are not provided by the participant’s PCP. B1+F22) )

109. Transitional Care. A set of actions designed to ensure the coordination and continuity of health
care as patients transfer between different locations or different levels of care within the same location. (3-17-22)

561. HEALTHY CONNECTIONS: PARTICIPANT ELIGIBILITY.

01. Primary—Care—Case—Management Enrollment.—Each—partieipant—in—tdaho All Medicaid—is

participants are enrolled in Healthy Connections, unless—the-partieipantis granted an exemption-by-the Departrent
- under these rules. Eaeh-pParticipants must choose a PCP

within the Healthy Connections program—I—Pa—par&erpa&t—ﬁa—&s—te—el&eese—a—P—GP, or one will be assigned—te—the
partieipant by the Department. Participants of the same family may choose different Healthy Connections providers.

722 )

02. Exemption from Participation. An exemption from participation in Healthy Connections may be

granted on an individual basis by the Department for a participant who: (3-17-22)
a. Is unable to access a Healthy Connections provider within a distance of thirty (30) miles, or within

thirty (30) minutes to obtain primary care services; (3-17-22)
b. Has an eligibility period that is less than three (3) months; (3-17-22)

c. Has an eligibility period that is only retroactive; (3-17-22)

d. Is eligible only as a Qualified Medicare Beneficiary; (3-17-22)

e. Has an existing relationship with a-primary-eare-phystetan PCP or clinic who is not participating in
Healthy Connections; B1F22) )

f. Is enrolled in the Medicare/Medicaid Coordinated Plan; (3-17-22)
g. Resides in an-pursing-faetity NF or-an ICF/IID; or B2 )
h. Resides in a county where there are not an adequate number of providers to deliver-primary-eare
ease-management PCCM services. F2H( )

562. HEALTHY CONNECTIONS: PRIMARY CARE SERVICES.

01. Eligible Services. Participants enrolled with a primary-eare-previder{PCP) are eligible to receive:
4722 )

a. Basic care management and care coordination; (3-17-22)
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b. Timely access to routine primary care; (3-17-22)
c. A patient-centered health care decision making process; (3-17-22)

d. Twenty-four (24) hour, seven (7) days per week access to an on-call-medieal-prefessional provider;
B2 )

and
e. Referral to other medically necessary services-as—speeified-in—Seetion—2+0-of under these rules,
based on the clinical judgment of their-primary-eare-previder PCP. B2 )
02. Selection or Change in Primary-Care-Previder. Participants may select or change their primary
eare-previder PCP as follows: B2 )
a. When they become eligible fortdaheMedieaid-benefits, or after a break in their eligibility for,
Tdahe Medicaid-benefits; B1F22) )
b. For cause-at-any-time{for-eause™: reasons-are listed in the Idaho Medicaid Provider Handbook).
722 )
c. Without cause: (3-17-22)
1. During the ninety (90) days following the effective date of the participants enrollment with a PCP.
(3-17-22)
ii. At least once every twelve (12) months thereafter during the open enrollment period. (3-17-22)
d. All approved PCP change requests will be effective the first of the following month. (3-17-22)

563. HEALTHY CONNECTIONS: PROCEDURAL REQUIREMENTS.

01. Changes to Requirements. The Department will provide sixty (60) day notice of any substantive

and-signifieant changes to requirements for referrals,primary—eare—provider PCP reimbursement,—as—speeified—in
Seetion-565-ef under these rules, or provider duties on its website and provider portal. The Department will provide a

method-te-allew for providers to provide input and comment on proposed changes. B2 )
02. Problem Resolution. (3-17-22)
a. Fo-help-assure-thesuceess—of Healthy Cenneetions;+The Department provides a mechanism for
timely and personal attention to problems and complaints related to the program. B1F22) )

b. Fo-facilitate-problem—reselution;tThe Department will have a designated representative who will
receive-and-attempt-toresotve all complalnts and problems related to the program and functron asa lrarson between
participants and providers. i v

c. A participant or a provider may-register—a—cemplaint-or notify the Department of a problem or
complaint related to Healthy Connections—either in writing, electronically, or by telephone to the designated

representative. The-designated representative will attempt to resolve conflicts and disputes_informally at this level
whenever possible and refer the complainant to alternative forums where appropriate. B2 )

d. If a participant or provider is not satisfied with the resolution of a problem or complaint addressed
by the designated representative, they may file a formal grievance in writing to the representative. The manager of the
managed care program may;-where-apprepriate; refer the matter to a review committee designated by the Department
to address issues such as quality of care or medical necessity-; Hhowever, such decisions are not binding on the
Department. The Department will respond in writing to grievances within thirty (30) days of receipt. 3—3+722)( )

Idaho Administrative Bulletin Page 202 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

e. Dec1510ns in response to grlevances may be appealed Mpe&ks—&fe—gevemed—by—the—feqﬁﬁemeﬂ%s—ef
564. HEALTHY CONNECTIONS: PROVIDER QUALIFICATIONS AND DUTIES.

01. Primary—Care—Providers. Primary care services may be provided by enrolled—physieians;

physietan—assistants;—advanced—praetice—registered—nurses; _providers and by care teams under those providers’
direction. B1+F22) )

02. Provider Duties. All Healthy Connections providers are responsible for delivering the services
listed in Section 562 of these rules. B4F22) )

03. Additional Services. Healthy Connections providers may-alse elect to provide specific additional
sets of-patient-eentered-medieal-heme PCMH services in exchange for increased reimbursement-as-deseribed-in under
Section 565 of these rules. The definition and provision of additional-patient-centered-medieal-home PCMH services
are subject to specific requirements-as defined by the Department.-and-deseribed—in the Idaho Medicaid Provider

Handbook, and individual provider agreements-with-the Department.-Additional services-may-inelude:
4722 )

04. Provider Participation Conditions and Restrictions. (3-17-22)

a. Provider Agreements. Each independent provider or provider organization participating in-primary
eare-case-management PCCM must:

i. Sign an agreement; (3-17-22)

il. Enroll with the Department all-primary-eare-previders PCPs and-aH clinic locations participating in
the Healthy Connections-pregram; and B4F22) )

1il. Complete pre-enrollment requirements for participation in-the Healthy Connections-pregram—as
defined-by-the Department described in the Idaho Medicaid Provider Handbook. B1+F22) )
b. Patient Limits. A provider may limit the number of participants they manage. Subject to this limit,

the provider must accept all participants who either elect or are assigned to the provider, unless disenrolled—in
aceordanee—with under Subsection 564.02.d. of this rule. A provider may change the participant limit effective the
first day of any month—Fhe-previdermust by makeing the request in writing to the Department thirty (30) days prior
to the effective date of the change. B4F22) )
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c. Disenrollment. When the provider-patient relationship breaks down due to failure of the participant
to follow the care plan or for other reasons, a provider may choose to withdraw as the participant's-primary—eare
previder PCP effective the first day of any month. The PCP must notify—a—wsiting; both the participant and the
Department_in writing thirty (30) days prior to the date of withdrawal. This advance notice requirement may be
waived by the Department. B4F22) )

d. Record Retention. Each provider must: (3-17-22)

1. Retain patient and financial records and provide the Department access—te—these—reeerds for a
minimum of six (6) years from the date of service; and B2 )

ii. Upon the reassignment of a participant to another PCP, the provider must transfer (if a request is
made) a copy of the patient's medical record to the new PCP:-and.

565. HEALTHY CONNECTIONS: PROVIDER REIMBURSEMENT.

01. Capitated Payments. Healthy Connections providers are compensated for their patient care
services on a per participant per month basis._Capitated payments will vary to reflect the level of responsibility for
services the provider elects to provide under Section 564 of these rules. Capitated payments may include payment for
all provider services at a set rate per participant per month when that type of full-risk reimbursement is agreed to by

the provider and the Department. B4F22) )

02. Capitated Payment Amounts. Capitated payment amounts are determined by the Department and
reflect the complexity of the patient's health combined with the provider's ability to impact patient health outcomes.
This monthly payment to a provider is based on the number of participants assigned to the provider on the first day of
each month. (3-17-22)

566. HEALTHY CONNECTIONS: QUALITY ASSURANCE.
The Department will establish performance measurements to evaluate the effectiveness of the-primary—eare—ease

management—programs—The—performance—measurements PCCMs, which will be reviewed at least annually and
adjusted as necessary to provide quality assurance. B2 )

567. -- 569. (RESERVED)

SUB AREA: PREVENTION SERVICES
(Sections 570-649)

570. CHILDREN'S HABILITATION INTERVENTION SERVICES (CHIS).

CHIS are medically necessary, evidence-informed or evidence-based therapeutic techniques based on applied

behavior analysis principles used to result in positive outcomes. These intervention services are delivered directly to
participants with identified developmental limitations that impact their—partietpant's functional

skills and behaviors across an array of developmental domains. Case Management is an available option to assist

participants accessing CHIS by the Department as described in the Medicaid Provider Handbook.  (3—37-22)( )

571. CHIS: DEFINITIONS.

01. Annual. Every three hundred sixty-five (365), days-exeept-during-aleap-yearwhich-equals or three
hundred sixty-six (366) days_during a leap year. B4F22) )

02. Aversive Intervention. Uses unpleasant physical or sensory stimuli in an attempt to reduce
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undesired behavior. The stimuli usually cannot be avoided,_or is pain inducing;-erbeth. B2 )

03. Community. Natural, integrated environments outside the participant’s home, outside of DDA
center-based settings, or at school outside of school hours. (3-17-22)

04. Developmental Disabilities Agency (DDA). A-DDA—is—an—ageney—thatis: business entity that
meets the definition of a developmental disabilities facility under Section 39-4604(3), Idaho Code, that is certified by
the Department to provide services to individuals with developmental disabilities.- B2 )

05. Duplicateien-of Services. Services are-eonstdered duplicate when: 84722 )
a. Goals are not separate and unique to each service provided; or (3-17-22)
b. When more than one (1) service is provided at the same time, unless otherwise authorized.
(3-17-22)
06. Educational Services. Services-that-are provided in buildings;+eems or areas designated or used

as a school or as educational facilities;—that—are provided during-speetfieheurs—and time periods in which-the
educational instruction takes place in the normal school day—and-period-of time—for-these—students;-and-that-are
included in—the a participant’s individual educational plan—fer—the—partieipant or required by federal and state
educational statutes or regulations;-are-net-related-serviee; and such services are provided to school age individuals
definedin under Section 33-201, Idaho Code. B2 )

07. Evidence-Based Interventions. Interventions that have been scientifically researched and
reviewed in peer-reviewed journals, replicated successfully by multiple independent investigators, have been shown
to produce measurable and substantiated beneficial outcomes, and are delivered with fidelity by certified or
credentialed individuals trained in the evidence-based model (EBM). B2 )

08. Evidence-Informed Interventions. Interventions that use elements or components of evidence-
based techniques and are delivered by a qualified individual, who are not certified or credentialed in an-evidenee-
based-medel EBM. B2 )

09. Fidelity. The consistent and accurate implementation of children’s habilitation services accordance
with the modality, manual, protocol, or model. ( )

0910. Human Services Field. A diverse field that is focused on improving the quality of life for
participants. Areas of academic study include, but are not limited to, sociology, special education, counseling,-ané
psychology. or other areas of academic study as referenced in the Medicaid Provider Handbook. 814722

161. Recreational Services. Activities-er-serviees that are generally perceived as recreation such as, but
not limited to, fishing, hunting, camping, attendance or participation in sporting events or practices, attendance at
concerts, fairs or rodeos, skiing, sightseeing, boating, bowling, swimming, and special day parties—(birthday;
Christmas;eted). 722 )

132. Restrictive Intervention. Any intervention that is used to restrict the rights or freedom of
movement of a person and includes chemical restraint, mechanical restraint, physical restraint, and seclusion.
(3-17-22)

12
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13. Vocational Services. Services-erprograms-that-are directly related to the preparation of individuals
for paid or unpaid employment. The test of the vocational nature of the service is whether the services are provided
with the expectation that the participant would be able to participate in a sheltered workshop or-in—the general
workforce within one (1) year. B1+F22) )

572. CHIS: ELIGIBILITY REQUIREMENTS.

021. Age of Participants. CHIS—are-availableto—participantsfroem-bBirth through the month of their
twenty-first birthday. B2 )

032. Eligibility Determination. Participants—eligibleto—reeeitve—CHIS must have a demonstrated
functional need or a combination of functional and behavioral needs that require intervention services; or requires
intervention to correct or ameliorate their condition-in-aeeerdanee-with under Section 880 of these rules. A functional
or behavioral need is determined by the Department approved screening tool when a deficit is identified in three (3)
or more of the following areas: self-care, receptive and expressive language, learning, mobility, self-direction,
capacity for independent living, economic self-sufficiency, or maladaptive behavior. A deficit is defined as one-point-
five (1.5) or more standard deviations below the mean for functional areas or above the mean for maladaptive

behavior. 8422 )
573.  CHIS: COVERAGE AND LIMITATIONS.
i Veeational-servieces: 84722y

CHIS may be dehvered in the commumty, the pamc1pant’s home or in a DDA

Duplication of services is not reimbursable. G124 1
032. Required Recommendation. CHIS must be recommended by a—physietan—er—other—ticensed
practitioner-of the-healingarts provider within their scope of practice;understatetaw. B4F22) )
a. Fhe-CHIS providers-may cannot seek reimbursement for services provided more than thirty (30)
calendar days prior to the signed and dated recommendation.
b. The recommendation is only required to be completed once and must be received prior to
submitting the initial prior authorization request. If the participant has not accessed CHIS for more than three hundred
sixty-five (365) calendar days.-then a new recommendation-must-be-reeeived is required. G124 )

043. Required Screening. Needs are determined through the current version of the—‘vlmel-&ﬂd—Adaptwe
Behaﬂv&e%Sea}es—er—ethef Department approved screenmg tools

h . The-sereening tool is only required
to be completed once and must be completed prior to subm1tt1ng the 1n1t1a1 prior authorization request. The following

apply: F=2HC )
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- b
reguired:
ea. If the participant has not accessed CHIS for more than three hundred sixty-five (365) calendar days,
a new screening must be completed. (3-17-22)

054. Services. All CHIS recommended on a participant's assessment and clinical treatment plan (ACTP)
must be prior authorized by the Department. Group services must be provided by one (1) qualified staff providing
direct services for two (2) or three (3) participants. As the number and needs of the participants increase, the
participant ratio in the group must be adjusted from three (3) to two (2). Group services will only be reimbursed when
the participant's objectives relate to benefiting from group interaction. The following CHIS-are-available-for-eligible

partieipantsand are reimbursable services when provided under these rules: G124 )

a. Habilitative Skill Building. This direct intervention service includes techniques used to develop,
improve, and maintain, to the maximum extent possible, the developmentally appropriate functional abilities and
daily living skills needed by a participant. This service may include teaching and coordinating methods of training
with family members or others who regularly participate in caring for the eligible participant. Services include
individual or group interventions. (3-17-22)

b. Behavioral Intervention. This service utilizes direct intervention techniques used to produce
positive meaningful changes in behavior that incorporate functional replacement behaviors and reinforcement-based

strategles wh11e also addressmg any 1dent1ﬁed hablhtatlve sklll bulldmg needs—"Phese—seﬂﬂees—afe—pfeﬂded—te

or destructwe behav10rs Interventlon services may mclude teachmg and
coordmatlng methods of tralnmg w1th famlly members or others Who regularly partlclpate in car1ng for the—ehglb-}e

c. Interdisciplinary Training. This is a companion service to behavioral intervention and habilitative
skill building and is used to assist with implementing a participant's health and medication monitoring, positioning
and phy51ca1 transferring, use of assistive equipment, and intervention techniques in a manner that meets the
participant's needs. This service is to be utilized for collaboration, with the participant present, during the provision of
serv1ces between the 1ntervent10n spec1a11st or professmnal and a—Speeeh—I:&nguage—&nd—Heamg—P—refesste&al—éSLPﬁ;
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provider. 42 )
d. Crisis Intervention. This service-may includes providing training to staff directly involved with the

participant, delivering intervention directly with the eligible participant, and developing a crisis plan that directly
addresses the behavior occurring and the necessary intervention strategies to minimize the behavior and future
occurrences. Crisis intervention is provided in the home or community on a short-term basis-typieally not to exceed
thirty (30) days. Positive behavior interventions must be used prior to, and in conjunction with, the implementation of
any restrictive intervention. Crisis intervention is available for participants who have an unanticipated event,

circumstance, or life situation that places a participant at risk of at least one (1) of the following: 814722
1. Hospitalization; (3-17-22)
ii. Out-of-home placement; (7-1-24)
iil. Incarceration; or (3-17-22)
iv. Physical harm to self or others, including a family altercation or psychiatric relapse. (3-17-22)
e. Assessment and Clinical Treatment Plan (ACTP). The ACTP is a comprehensive assessment that

guides the formation of the 1mplementat10n plan(s) that 1nclude developmentally appropnate ob]ectlves and strategles
related to 1dent1ﬁed needs.—Hh debs : ]

was—eﬁfered—te—the—pamerpaﬂts—parent—eelega{—guardran— The ACTP must
and contain the following-minimum-standards:

G124 )
i. Clinical interview{s} must be completed with the parent or legal guardian; B2 )
il. Administer—or—obtainr—an—eObjective and validated comprehensive skills or developmental

assessment-approved-by-the-Department. The most current-version-ofthe assessment must be used and-the-assessment
muasthave-beencompleted be from within the last-three-hundred-and-sixty-five(365)-days year; B4F22) )

1il. Review of assessments, reports, and relevant history; (3-17-22)
iv. Observations in at least one (1) environment; (3-17-22)
V. A-reinforeementinventory-orpreferenee-assessmentClinical summary and recommendations;
42 )
vi. A transition plan; and (3-17-22)
Vii. Be signed by the individual completing the assessment and the parent or legal guardian. (3-17-22)

574. CHIS: PROCEDURAL REQUIREMENTS.

All CHIS identified on a participant's ACTP must be prior authorized by the Department, or its contractor, and must
be maintained in each participant's file.Fhe CHIS providers-is_are responsible for documenting and submitting the
partieipant's ACTP to obtain prior authorization before delivering any CHIS. B4F22) )

01. Prior Authorization Request. The request must be submitted to the Department, or its contractor,
who will review and approve or deny prror authorrzatlon requests and notrfy the prov1der and the parent or legal
guard1an of the decrslon ure-th ally a

a. Once the initial request for prior authorization is submitted, CHIS may be delivered for a maximum
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of twenty-four (24) total hours for up to thirty (30) calendar days or until the prior authorization is approved. Initial
prior authorization requests must include: (3-17-22)
1. A recommendation from a-physietan-or-otherpraetitioner-of the-healing-arts provider; and
B2 )
ii. The ACTP:and. B2 )
b. Ongoing prior authorization requests must include: (3-17-22)
1. A list of the participant's_goals and objectives; B1F22) )
i Cranhs showine cl fines: 3179
iit. A-brief-analysis written summary of data regarding progress or lack of progress to meeting each
objective including graphs showing change lines; B4F22) )

iwil. A list of all CHIS hours being requested and the qualification of the individual(s) who will provide
them; and

c. The following services may be requested retroactively: (3-17-22)
. The initial ATCP; (3-17-22)
ii. The screening tool; and (3-17-22)
iil. Crisis intervention within seventy-two (72) hours of the service initiation. (3-17-22)
02. Implementation Plan(s). An implementation plan will provide details on how intervention will be

implemented and must be completed_and signed by a qualified provider. All implementation plan objectlves must be
related to a need identified on the ATCP. The provider must document that a copy of the participant’s implementation
plan(s) was offered to the participant’s parent or legal guardian.
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Diseriminativestimul frection: 1720
68+7-22

*oF B

CE I S

B Any restrictive or aversive interventions being implemented must be reviewed and approved by a
licensed_or certified individual working within the scope of their practice:-and.

e
03. Requlrements for Program Documentatlon Prov1ders must malntam records for each
participant served.—Fe maite

Undocumented services are sublect to recoupment For each part101pant the followmg

program documentation is required for each visit made or service provided to the participant;-ineludingatamintmum
the-folowinginformation:

B2 )
a. Date, time, and duration; (3-17-22)
b. Summary of session or service provided, and if interdisciplinary training is provided,

documentation-mustinelude who the service was delivered to and the content covered;

c. Data documentation that corresponds to the implementation plans for habilitative skill building or
behavioral intervention; (3-17-22)
d. Location of service delivery; and (3-17-22)
e. Signature of the individual providing the service, date signed, and credential. (3-17-22)
04. Supervision. Supervision includes both face-to-face observation and direction to the staff

regarding developmental and behavioral techniques, progress measurement, data collection, function of behaviors,

and generahzatlon of acqulred skllls for a pammpant—SupeHHﬂerHs—pfewded—te—eﬂsme—staﬁﬂdanenstr&te—the

e P Superv1s1on must be
prov1ded—1n—aeeefdanee—wrth under the requlrements of the—ewdenee-based—mede} EBM or-in-aceordanee-with each

individual provider qualification. Intervention specialists providing services to children birth to three (3) years old
must be supervised by an—intervention specialist or-interventien professional who also meets the birth to three (3)

years old requirements. B4F22) )

575. CHIS: PROVIDER QUALIFICATIONS AND DUTIES.

CHIS are delivered by individuals who meet or exceeds one (1) of the qualifying criteria below in Subsections 575.01
through 575.07 of this rule, and are employed by a certified DDA, or who meet the criteria-as-defined in Subsection
575.08 of this rule and is enrolled as an independent CHIS prov1der%&1—prewéefs—e£GH-}S+nust—meet—the—eeﬂ&ﬂ&mg
traintng requirementsin-Subseetion575-09-ef thisrule: B1+F22) )

01. Crisis Intervention Technician. A—eCrisis intervention technician_is an employee of a DDA that
can deliver crisis intervention directly with the eligible participant and-must meets the qualifications of a community-
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based supports staff-as-defined—in_under IDAPA 16.03.10, “Medicaid Enhanced Plan Benefits,” Section 526. The
technician must be under the supervision of a specialist or professional who is observing and reviewing the direct
crisis 1ntervent10n services performed Superv1s1on must occur monthly—er—mefe—eﬁen—&s—neeess&w—te—ensufe—the

viee. B2 )

02. Intervention Technician. An—ilntervention technicians can deliver habilitative skill building,
behavioral intervention, and crisis intervention. This is a provisional position-intended to allow an individual to gain
the necessary degree, competency, or experience needed to qualify as an intervention specialist or higher—A#n
intervention_The technician must be an employee of a DDA and be under the supervision of a specialist or
professional who is observing and rev1ew1ng the—d-}feet services performed—by—t-he—mteﬁeﬂ&en—teehmer&ﬁ
Supervision must occur monthly;-erm 3 e v n-technieian es-th
meesmﬂeﬂ%ﬁeeeﬁeeﬂy—pfewde—ﬂmeweﬂ&eﬂ Prov1s1ona1 status is limited to a s1ngle e1ghteen (18) successive
month period. Fhe-qualificationsfor-this-type-efpProviders-ean-be-met-by-one{-of thefollewing are qualified that:

B2 )

03. Intervention Specialist. An—iIntervention specialists can deliver all CHIS, complete assessments
and implementation plans, and must be under the supervision of a specialist or professional who is observing and

rev1ew1ng the—ehfeet—GH-I-S services performed Superv1s1on must occur monthly—er—mefe—eften—as—neeessafy—te—ensufe
erviee. An—intervention

specialist who w1ll complete assessments or supervise an 1nd1V1dual completmg assessments must have a minimum of
ten (10) hours of documented training and five (5) hours of supervised experience in completing comprehensive
assessments and implementation plans for participants with functional or behavioral needs. The-qualificationsfor-this

type-efpProviders-eanbe-metby-oene{H-of must meet the following_qualifications: B4F22) )
a. An-individaal-whe-hHolds a Habilitative Intervention Certificate of Completion in Idaho with an

expiration date of July 1, 2019 or later;. These providers will be allowed to continue providing services as an
intervention specialist as long as there is not a gap of more than three (3) successive years of employment as an
intervention specialist; or

b. An-individual-whe-hHolds a bachelor's degree from an accredited institution in a human services
field or-ahas a bachelor's degree and a minimum of twenty-four (24) semester credits, or equivalent, in a human
services field; and B1F22) )

i. Can demonstrate-ene-theusand two hundred forty (458240) hours of supervised experience working
with participants birth to twenty-one (21) years of age who demonstrate functional or behavioral needs; and

(3—1—7—2%91 )

ii. Meets the competency requirements by completing one (1) of the following: (3-17-22)

(N A Department-approved competency checklistrefereneed-inthe Medieatd Previder Handbook; or

4722 )

2) A minimum of forty (40) hours of applied behavior analysis training delivered by an individual
who is certified or credentialed to provide the training:-er. B4F22) )

&

c. An—iIndividuals who provides services to children birth to three (3) years of age must also
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demonstrate a minimum of two hundred forty (240) hours of professionally supervised experience providing
assessment or evaluation, curriculum development, and service provision in the areas of communication, cognition,
motor, adaptive (self- help) and social- emot1onal development w1th 1nfants and toddlers birth to ﬁve (5) years of age
with developmental delays or d1sab1l1t1es EXP g e mploymen

1. An elementary education certificate or special education certificate with an endorsement in early
childhood special education; or (3-17-22)

ii. A blended Early Childhood or Early Childhood Special Education (EC or ECSE) certificate; or
(3-17-22)

ﬂufs—l—ﬂg—ThIS 1nd1V1dual must have a minimum of twenty four (24) semester credrts from an accred1ted college or
university, which can be within their bachelor's or master's degree coursework, or can be in addition to the degree
coursework. Courses must cover the follow1ng—as—deﬁned—rn—the—Medreaid—Proy+derLHandbook B4F22) )

(1) Promotion of development and learning for children from birth to five (5) years of age. (3-17-22)
2) Assessment and observation methods that are developmentally appropriate assessment of young
children with developmental delays or disabilities; (3-17-22)
3) Building family and community relationships to support early interventions; (3-17-22)
4) Development of appropriate curriculum for young children; (3-17-22)
5) Implementation of instructional and developmentally effective approaches for early learning,
including strategies for children and their families; and (3-17-22)
(6) Demonstration of knowledge of policies and procedures in special education and early intervention
and demonstration of knowledge of exceptionalities in children's development. (3-17-22)
04. Intervention Professional. An—iIntervention professionals can deliver all CHIS and complete
assessments and implementation plans.—Intervention—prefessionals_Providers must meet the following—minimam
qualifications: B4F22) )
a. Hold a master's degree or higher from an accredited institution in psychology, education, applied

behavior analysis, or have a related discipline with one thousand five hundred (1,500) hours of relevant coursework
or training, or both, in principles of child development, learning theory, positive behavior support techniques, dual
diagnosis, psychology, education, or behavior analysis which may be documented within the individual's degree
program, other coursework, or training; and (3-17-22)

b. Have one thousand two hundred (1,200) hours of relevant experience in completing and
implementing comprehensive behavioral therapies for participants with functional or behavioral needs, which may be
documented within the individual's degree program, other coursework, or training. (3-17-22)

c. An-tIndividuals who provides services to children birth to three (3) years of age must meet the
requirements-defined-in under Subsection 575.03.c. of this rule. B2 )

05. Evidence-Based Model (EBM) Intervention Paraprofessional. An—EBM intervention
paraprofessionals can deliver habilitative skill building, crisis intervention, and behavioral intervention, and must be
supervised in accordance with the-evidenee-based-moedel EBM. —"Phe—qualrﬁe&&ons—for—tlm—tyqae—of—pProv1ders—are—

must 814722
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b Hholds a para-level certification or credential in an-evidenee-based-medel EBM approved by the
Department. B4F22) )

06. Evidence-Based Model (EBM) Intervention Specialist. An—-EBM intervention specialists can
deliver all CHIS and complete assessments and implementation plans.-Fhis-individual Specialists must be supervised
in-aecordanee-with according to the-evideneed-based-moedel EBM and may-alse supervise-the-evidenee-based EBM
paraprofessionals working within the same-evidenee-based-medelEBM.-The-qualifieationsfor-this-type-efpProviders

1722

are: must

b Hholds a bachelor-level certification or credential in an-evidenee-based-moedel EBM approved by
the Department. B1+F22) )

07. Evidence-Based Model (EBM) Intervention Professional. An-EBM intervention professionals

can deliver all CHIS and complete assessments and implementation plans. Fhe—gualifications—for—this—+type—of
pProviders-are: must 814722

b- Hholds a masters-level_degree and certification or credential in an-evidenee-based—medel EBM
approved by the Department. B4F22) )

08. Independent CHIS Provider.-Fhis-type-of Independent CHIS pProviders can deliver all types of
CHIS, complete assessments and implementation plans-i-aeeerdanee-with according to their provider qualification
as—defined—n_under Subsections 575.03, 575.04, 575.06, and 575.07 of these rules. Documentation of supervision
must be maintained in accordance with the Department's record retention requirements. The following must be met:

422 )

a. Obtain an independent Medicaid provider agreement through the Department and maintain in good
standing; (3-17-22)
b. Be certified in CPR and first aid prior to delivering services and maintain current certification
thereafter; (3-17-22)
c. Compete a-eriminal-history—and background check, including clearance-in-aeeerdanee—with under

IDAPA 16.05.06, “Criminal History and Background Checks”; B1F22) )
d. Follow all applicable requirements in Sections 570 through 577 of these rules; and (3-17-22)

e. Not receive supervision from an individual that they are directly supervising. (3-17-22)

09. Continuing Training Requirements.-Each-individual-providing CHIS providers must complete a
minimum of twelve (12) hours of training each calendar year, including one (1) hour of ethics and six (6) hours of

behavior methodology or evidence-based intervention. Fhe-foHlewing-eriteria-apphes: 814722
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o Eeaini borel ] - cos beine-delivered. 1722

b- Continuing training requirements for new independent providers or employees of a DDA who have
-as-defined-in-the Medicaid Provider Handbook.

25 )

not provided CHIS for a full calendar year, may be prorated

576. CHIS: PROVIDER REIMBURSEMENT.

01. Reimbursement. The CHIS in Sections 570 through 577 of these rules are reimbursed as defined
in IDAPA 16.03.10, Medicaid Enhanced Plan Benefits,” Section 038. (3-17-22)

032. Rates. The reimbursement rates calculated for CHIS include both services and mileage. No
separate charges for mileage will be paid by the Department for provider transportation to and from the participant's
home or other service delivery location. (3-17-22)

5717. CHIS: QUALITY ASSURANCE.
The Department will establish performance criteria to meet federal assurances that measure the outcomes and
effectweness of—the CHIS Quatity—assurs ities—w e : ' W

prewder— All CHIS prov1ders must grant the Department 1mmed1ate access to all 1nfonnat10n requested to review

compliance with these rules. 472 )

01. Quality Assurance. Quality assurance consists of reviews to assure compliance with the

Department‘s rules and regulations for CHIS JEhe—Dep&rtment—W%H—Hstpreﬂdefs—te—meﬂﬁer—eﬁteemes—&SSﬂre

preeesses—&nd—eateemes—feﬁhe—partieipaﬂt.—lf problems are identiﬁed that impact health and safety or are not resolved

through quality improvement activities, implementation of a corrective action process will occur.  3—+722)( )

02. Quallty Improvement Quality 1mprovement—eeﬂsists—of—the—9epaftfneﬂt—weflemg—w%h—the

pt activities may include any

of the following:

a. Consultation; (3-17-22)
b. Technical assistance and recommendations; or (3-17-22)
c. A Corrective Action. 814722

03 CeorreetiveAetion- Corrective action is a formal process used by the Department to address
significant, ongoing, or unresolved deficient practices identified during the review process-as—previded—in—Seetion
205-03—of under these rules. Corrective action;—as—eutlined—in—theDepartment's—ecorrective—action—plan—proeess;
includes: B1F22) )
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ai. Issuance of a corrective action plan; (3-17-22)
bii. Referral to Medicaid Program Integrity Unit; or (3-17-22)
€iil. Action against a provider agreement. (3-17-22)

578. -- 579. (RESERVED)

SUB-AREA: PREVENTION-SERVICES
(Seetions-580-649)
580. CHILD WELLNESS SERVICES: DEFINITIONS.

01. Interperiodic Medical Screens. Interperiodic—medical-sereens—are—sScreens that are done at
intervals other than those identified in the American Academy of Pediatrics periodicity schedule.  G3—+722)( )

02. Periodic Medical Screens. Interperiodic-medical sereens-are-sScreens done at intervals identified
in the American Academy of Pediatrics periodicity schedule. B1F22) )

581. CHILD WELLNESS SERVICES: PARTICIPANT ELIGIBILITY.
Child Wellness Services are available to all participants-up-te;-and-inehading; through the month of their twenty-first

(21st) birthday. F2H )
582.  CHILD WELLNESS SERVICES: COVERAGE AND LIMITATIONS.

01. Periodic Medical Screens. Periodic medical screens are—te—be completed according to the
American Academy of Pediatrics periodicity schedule including blood lead tests at age twelve (12) months and
twenty-four (24) months. The medical screen must include a blood lead test when the participant is age two (2)
through age twenty-one (21) and has not been previously tested.

02. Interperiodic Screens. Interperiodic screens will be performed when there are indications that it is
medically necessary to determine whether a child has a physical or mental illness or condition that may require
further assessment, diagnosis, or treatment. Interperiodic screens may occur in children who have already been
diagnosed with an illness or condition, and there is indication that the illness or condition may have become more
severe or changed sufficiently, so that the further examination is medically necessary (3-17-22)

03. Developmental Screens. Developmental screening is considered part of every routine initial and
periodic examination. If the screenlng 1dent1ﬁes a developmental problem %heﬂ—a developmental assessment will be
ordered by the-phy H sefe a g A als provider.

(3—1-7—2-29(_)

583. (RESERVED)
584. CHILD WELLNESS SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

0= Interperiodie Medieal-Sereens—Interperiodic and periodic medical screens must be performed by
a physician, NP, or PA. B4F22) )

585. EARLY INTERVENTION SERVICES.

Early Intervention Services for infants and toddlers enrolled intdahe Medicaid are provided by the Idaho Infant
Toddler Program (ITP). Early Intervention Services must be provided-ir-aeeerdanee-with under the Individuals with
Disabilities Education Act (IDEA), Part C, and all Medicaid regulations. B2 )
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586. EARLY INTERVENTION SERVICES: PROGRAM REQUIREMENTS.
Tdahe-Medicaid and the ITP coordinate the delivery of Early Intervention Services through an intra-agency agreement
published on the Department’s website. Program requirements include:

01. Physician Recommendation. The ITP can bill for health-related services provided to eligible
children when the services are documented as medically necessary and provided under the recommendation of a
provider. ITP may not seek reimbursement for services provided more

than th1rty (30) days prior to the 51gned and dated physician recommendation. The recommendation is valid for up to

three hundred sixty-five (365) days. B1F22) )

02. Individualized Family Service Plan (IFSP). The ITP may bill for Medicaid services covered by a
current [FSP. The plan must be developed by a multi-disciplinary team and be based on the results of assessment(s).
(3-17-22)

03. Qualified Staff. ITP staff qualifications must meet IDEA Part C requirements, and all Medicaid
regulations as specified in the intra-agency agreement. (3-17-22)

587. EARLY INTERVENTION SERVICES: PROVIDER REIMBURSEMENT.
Medicaid will reimburse the [afant Toddler-Program for covered-medieallyneeessary services. B4F22) )

01. Fee Schedule. Reimbursement for Early Intervention Services will be based on thetdake Medicaid
Fee Schedule for Early Intervention. B1F22) )

605—0609. (RESERVED)

610. CLINIC SERVICES: DIAGNOSTIC SCREENING CLINICS.

The Department will reimburse medical social service visits to clinics that coordinate the treatment between
providers for participants which are diagnosed with cerebral palsy,

myelomeningitis or other neurological diseases and injuries with comparable outcomes. 14722
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01. Multidisciplinary Assessments and Consultations. The clinic must perform on site
multidisciplinary assessments and consultations with each participant and responsible parent or guardian. Diagnostic
and consultive services related to the diagnosis and treatment of the participant will be provided by board certified
physician specialists in physical medicine, neurology and orthopedics. (3-17-22)

02. Billings. No more than five (5) hours of medical social services per participant may be billed by the
specialty clinic each state fiscal year for which the medical social worker monitors and arranges participant
treatments and provides medical information to providers who have agreed to coordinate the care of their participant.

(3-17-22)
03. Services Performed. Services performed or arranged by the clinic will be subject to the amount,
scope, and duration for each service as set forth-elsewhere in this chapter. B47229( )

04. Fhe-ClinieProvider Qualifications. The clinic is established as a separate and distinct entity from
the hospital;physieian or other provider practices. B47229( )

611. - 617. (RESERVED)

618. HEALTH QUESTIONNAIRE.

The Health Questionnaire assesses the general health status and health behaviors of a participant. The information
collected is used to provide customized health education to the participant. The Health Questionnaire is administered
at initial program entry and at periodic intervals thereafter. Participant responses to the issues addressed in the Health
Questionnaire may identify a participant's interest in the Preventive Health Assistance benefits described-in-Seetion

620-ef under these rules. B47229( )
619. (RESERVED)

620. PREVENTIVE HEALTH ASSISTANCE (PHA): DEFINITIONS.

01. Behavioral PHA. Benefits available to a participant specifically to support weight control.
(3-17-22)
02. Benefit Year. A benefit year is twelve (12) continuous months. A participant's PHA benefit year
begins the date their initial points are earned. (3-17-22)
03. PHA Benefit. A mechanism to reward healthy behaviors and good health choices of a participant
eligible for preventive health assistance. (3-17-22)
04. Wellness PHA. Benefits available to a participant to support wellness. (3-17-22)

621. PREVENTIVE HEALTH ASSISTANCE (PHA): PARTICIPANT ELIGIBILITY.

01. Behavioral PHA. The participant must have a Health Questionnaire on file with the Department.
The Health Questionnaire is used to determine eligibility for a Behavioral PHA. The participant must indicate on the
Health Questionnaire that they want to change a behavior related to weight management. The participant must meet
one (1) of the following criteria: (3-17-22)

a. For an adult, a body mass index (BMI) of thirty (30) or higher or eighteen and one-half (18 1/2) or
lower. (3-17-22)

b. For a child, a body mass index (BMI) that falls in either the overweight or the underweight
category as calculated using the Centers for Disease Control (CDC) Child and Teen BMI Calculator. (3-17-22)

02. Wellness PHA. A participant who is required to pay premiums to maintain eligibility under IDAPA
16.03.01, “Eligibility for Health Assistance for Families and Children,” is eligible for Wellness PHA. (3-17-22)

622. PREVENTIVE HEALTH ASSISTANCE (PHA): COVERAGE AND LIMITATIONS.
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01. Point System. The PHA benefit uses a point system to track points earned and used by a
participant. Each point equals one (1) dollar. (3-17-22)
a. Maximum Benefit Points. (3-17-22)
i The maximum number of points that can be earned for a Behavioral PHA is two hundred (200)
points each benefit year. (3-17-22)
il The maximum number of points that can be earned for a Wellness PHA benefit is one hundred
twenty (120) points each benefit year. (3-17-22)
b. Points expire and are removed from a participant's PHA benefit at the end of the participant's
benefit year. (3-17-22)
c. Points earned for a specific participant's PHA benefit cannot be transferred to or combined with
points in another participant's PHA benefit. (3-17-22)
02. Weight Management Program. Each program must provide weight management services and
must include-a-eurrietlum-thatineludes at least one (1) of the three (3) following areas: B1722)( )
a. Physical fitness; (3-17-22)
b. Balanced diet; or (3-17-22)
c. Personal health education. (3-17-22)
03. Participant Request for Coverage. A participant can request that a previously unidentified
service be covered. The Department will approve a request if the product or service meets the requirements described
in this rule and the vendor meets the requirements in Section 624 of these rules. (3-17-22)
04. Premiums._ 31722
iz Wellness PHA benefit points must be used to offset a participant's premiums- 34722

b Oﬁl-y—pfeﬂmums—that—nmst—be—pwd to maintain eligibility under IDAPA 16.03.01, “Eligibility for
Health Assistance for Families and Children,”-eanbe-offsetbyPHAbenefitpoints if applicable. 8—4—’#—2291 )

05. Hearing Rights. A participant does not have hearing rights for issues arising between the
participant and a chosen vendor. (3-17-22)

623. PREVENTIVE HEALTH ASSISTANCE (PHA): PROCEDURAL REQUIREMENTS.
01. Behavioral PHA. (3-17-22)

a. A PHA benefit will be established for each participant who meets the eligibility criteria for
Behavioral PHA. A participant must complete a PHA Benefit Agreement Form prior to earning any points. (3-17-22)

b. Each participant who chooses to enroll in weight management must participate in a—physician
provider--approved or monitored weight management program. B1722)( )

c. An initial one hundred (100) points are earned when the agreement form is received by the
Department and the benefit is established. (3-17-22)

d. An additional one hundred (100) points can be earned by a participant who completes their
program or reaches a chosen, defined goal. The vendor monitoring the participant's progress must verify that the
program was completed or the goal was reached. (3-17-22)
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02. Wellness PHA. (3-17-22)
a. A PHA benefit will be established for each participant who meets the eligibility criteria for
Wellness PHA. Each participant must demonstrate that they have received recommended wellness visits and
immunizations for their age prior to earning any points. (3-17-22)
b. Ten (10) points can be earned each month by a participant who receives all recommended wellness
visits and immunizations for their age during the benefit year. (3-17-22)

624. PREVENTIVE HEALTH ASSISTANCE (PHA): PROVIDER QUALIFICATIONS AND DUTIES.

021. Prior Authorization. A behavioral PHA vendor must request prior authorization from the
Department for each product or service provided as a PHA benefit. (3-17-22)

032. Medications and Pharmaceutical Supplies Vendor. Each vendor must be a licensed pharmacy
and must meet the criteria in Section 664 of these rules for prescription drug provider qualifications and duties.

(3-17-22)
043. Weight Management Program Vendor. Each vendor must: (3-17-22)
a. Be established as a business that serves the general public; (3-17-22)
b. Meet all state, county, and local business licensing requirements: and (3-17-22)
c. Be able to provide a weight management program as described in Section 622 of these ml(e3s.1 722)

625. PREVENTIVE HEALTH ASSISTANCE (PHA): PROVIDER REIMBURSEMENT.

With the prior agreement of the participant, the vendor may bill the participant for the difference between the
Department’s reimbursement and the vendor’s usual and customary charge for Behavioral PHA products or services
provided. (3-17-22)

626. PREVENTIVE HEALTH ASSISTANCE (PHA): QUALITY ASSURANCE.

The Department will establish performance measurements to evaluate the effectiveness of PHA. The performance
measurements will be reviewed at least annually and adjusted as necessary to provide quality assurance.  (3-17-22)
627. -- 629. (RESERVED)

630. NUTRITIONAL SERVICES: DEFINITIONS.
Nutritional services include intensive nutritional education, counseling, and monitoring. (3-17-22)

631. (RESERVED)
632. NUTRITIONAL SERVICES: COVERAGE AND LIMITATIONS.

Order-The need for nutritional services must be discovered by screening services and ordered by

the physiia o non-physiian pracHifnes Iovider G2 )
633. (RESERVED)
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6363. -- 63940. (RESERVED)

641. DIABETES EDUCATION AND TRAINING SERVICES: PARTICIPANT ELIGIBILITY.
The medical necessity for diabetes education and training are evidenced by the following: (3-17-22)

01. Participants with Diabetes. Are eligible for a Diabetes Management Program when: (7-1-24)

a. A recent diagnosis of diabetes within ninety (90) days of enrollment with no history of prior
diabetes education; or (7-1-24)
b. Uncontrolled diabetes manifested by two (2) or more fasting blood sugar of greater than one

hundred forty milligrams per decaliter (140 mg/dL), hemoglobin Alc greater than eight percent (8%), or random
blood sugar greater than one hundred eighty milligrams per decaliter (180 mg/dL), in addition to the manifestations;
or (7-1-24)

c. Recent manifestations from poor diabetes control including neuropathy, retinopathy, recurrent
hypoglycemia, repeated infections, or nonhealing wounds. (7-1-24)

02. Participants with Pre-Diabetes. Are eligible for the National Diabetes Prevention Program when
they meet the program’s guidance. (7-1-24)

642. DIABETES EDUCATION AND TRAINING SERVICES: COVERAGE AND LIMITATIONS.

01. Concurrent Diagnosis. Only training and education services that are reasonable and necessary will
be covered. Covered professional and educational services will address each participant's medical needs through
scheduled outpatient group or individual training or counseling concerning diet and nutrition, exercise, medications,
home glucose monitoring, insulin administration, foot care, or the effects of other current illnesses and complications.

(7-1-24)

02. No Substitutions. The—phystetan_provider may not use the formally structured program, or a
Certified Diabetes Educator, as a substitute for basic diabetic care and instruction the-phystetan provider must furnish
to the participant, which includes the disease process and pathophysiology of diabetes mellitus, and dosage
administration of oral hypoglycemic agents. B2 )

03. Services Limited. Diabetes education and training services will be limited to twenty-four (24)
hours of group sessions and twelve (12) hours of individual counseling every five (5) calendar years. (3-17-22)

643. DIABETES EDUCATION AND TRAINING SERVICES: PROCEDURAL REQUIREMENTS.
To receive diabetes counseling, the participant must have a written order from the primary care provider who referred
the participant to the program. (3-17-22)

644. DIABETES EDUCATION AND TRAINING SERVICES: PROVIDER QUALIFICATIONS AND

DUTIES.

Outpatient diabetes education and training services will be covered under one (1) of the following conditions:
(7-1-24)
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01. Diabetes Management Program. The education and training services are provided through a
diabetes management program recognized as meeting the program standards of the American Diabetes Association or
Association of Diabetes Care and Education Specialists by a—eertified—diabetie—edueator CDCES, dietitian, or

pharmacist. F-24( )
02. The National Diabetes Prevention Program. The provider meets the requirements for the
program. (7-1-24)

6465. -- 649. (RESERVED)

SUB AREA: LABORATORY AND RADIOLOGY SERVICES
(Sections 650-659)

650. LABORATORY AND RADIOLOGY SERVICES: DEFINITIONS.

01. Independent Laboratory. A laboratory-thatis not located in a-phystetan’s provider’s office, and
receives specimens from a source other than another laboratory. - A-physician-isnotanindependentlaboratory:
722 )

02. Laboratory or Clinical Laboratory. A facility for the biological, microbiological, serological,
chemical, immunohematological, hematological, biophysical, cytological, pathological, or other examinations of
material derived from the human body—fer—the—purpese—ofpreviding to provide information for the diagnosis,
prevention, or treatment of any disease, or the impairment or assessment of human health. 814722

03. Proficiency Testing. Evaluation of a laboratory's ability to perform laboratory procedures within
acceptable limits of accuracy through analysis of unknown specimens distributed at periodic intervals. (3-17-22)

04. Quality-Control. A—day-te-day—aAnalysis of reference materials to ensure reproducibility and
accuracy of laboratory results, and—ineludes an acceptable system to assure proper functioning of instruments,

equipment, and reagents. B4F22) )
05. Reference Laboratory. A laboratory that only accepts specimens from other laboratories.
(3-17-22)
651. - 652. (RESERVED)

653. LABORATORY AND RADIOLOGY SERVICES: COVERAGE AND LIMITATIONS.

8-+7-22)

The following services are covered when they meet all requirements: C )
01. Laboratory Services. )

02. Radiology Services. )

654. LABORATORY AND RADIOLOGY SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

01. Laboratory and Radiology Requirements. Providers of laboratory and radiology services must
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be eligible for Medicare certification for these services. (3-17-22)
02. Use of Reference Laboratories. Laboratories using reference laboratories must ensure that all
requirements of-Seetions-650-through-659-of these rules are met by the reference laboratory. 8422 )
655. LABORATORY AND RADIOLOGY SERVICES: PROVIDER REIMBURSEMENT.
01. Provider of Service. Payment for laboratory tests can only be made to the actual provider of that
service: ., except in the case of: 84722 )
a. An independent laboratory that can bill for a reference laboratory; (3-17-22)
b. A transplant facility that can bill for histocompatibility testing; and (3-17-22)

Healthcare professionals acting within the licensure and scope of their practice to comply with
IDAPA 16 02.12, “Newborn Screening.” (3-17-22)

052. Specimen Collection Fee. Collection fees for specimens drawn by venipuncture or catheterization
are payable only to the-physietan provider or laboratory who draws the specimen. If done during an office visit on the
same day the service is ordered, specimen collection-may—be_is reimbursedable even if prior authorization is not

approved. B4F22) )

656. LABORATORY AND RADIOLOGY SERVICES: QUALITY ASSURANCE.
Laboratorles as a condltlon of payment must mamtam a quahty control program including proficiency testing
€ h under 42 USC Section

263a The laboratory must prov1de the results—etlpfeﬁeteﬂey—tesﬁng to the Department—er—t-hetﬁQ&awl-rty—I-mpfevemeﬁt
Organization-vender upon request. B1+F22) )

657. - 659. (RESERVED)

SUB AREA: PRESCRIPTION DRUGS
(Sections 660-679)

660. RESERVED)PRESCRIPTION DRUGS: DEFINITIONS.

Unit Dose: Drugs packaged in individual, sealed doses with tamper-evident packaging such as, but not limited to,
single unit-of-use, blister packaging, unused injectable vials, and ampules. ( )

661. PRESCRIPTION DRUGS: PARTICIPANT ELIGIBILITY.
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13 : k2

kﬁewqa—&s—dual—ehgrb}es—ﬂie—DepafﬁﬁeﬂtMedlcald w1ll pay for Medrcald covered drugs that are not covered by
Medicare Part D._for Dual eligibles, will-be-subject to the same limits and processes used for-any other Medicaid

participants. F2H( )
662. PRESCRIPTION DRUGS: COVERAGE AND LIMITATIONS.

01. General Drug Coverage.—FThe Department-will-payferthese_Medicaid covers prescription drugs

not excluded—by—Sﬂbseetreﬂs—ééa—%—aﬂd—ééQ—Gfi—ef under thrs rule that are legally obtarnable by the order of a-lieensed
prescriber-wh red under Section

541705, Idaho Code—and-which are el nocossary. a6 dofimed in

02. Preferred Drug List (PDL). (3-17-22)

The PDL identifies—the preferred drugs and non-preferred drugs within a therapeutic class
desrgnated by the Department, and reviewed by the fdaheMedieaid-Pharmacy and Therapeutics Committee (P& T

Committee). B1722) )

b. A brand name drug may be designated as a preferred drug by the Department if the net cost of the
brand name drug after consideration of all rebates is less than the cost of the generic equivalent. (3-17-22)

c. The Director-ef-theDepartment makes final decisions regarding the designated preferred or non-
preferred status of drugs based on therapeutic recommendations from the Pharmaey-and-& Therapeuties Committee
and cost analysis from the-tdahe Medicaid Pharmacy Program. B2 )

03. Covered Drug Products. Idahe—Medicaid provides coverage to—-Medieaid participants for the
following drugs or classes of drugs, or their medical uses, which may be excluded from coverage or otherwise

restricted under Section 1927(d)(2) of the Social Security Act: 8422 )
a. Agents, when used to promote smoking cessation. (3-17-22)
b. Prescription vitamins and mineral products. Covered agents include the following: (3-17-22)
i. Injectable vitamin B12 (cyanocobalamin and analogues); (3-17-22)
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ii. Vitamin K and analogues; (3-17-22)
1il. Prescription vitamin D and analogues; (3-17-22)
iv. Prescription pediatric vitamins, minerals, and fluoride preparations; (3-17-22)
V. Prenatal vitamins for pregnant or lactating individuals; and (3-17-22)
Vi. Prescription folic acid and oral prescription drugs containing folic acid in combination with vitamin
B12 or iron salts, or both, without additional ingredients. (3-17-22)
c. Certain prescribed non-prescription products, including the following: (3-17-22)
i. Permethrin; (3-17-22)
ii. Oral iron salts; (3-17-22)
iil. Disposable insulin syringes and needles; and (3-17-22)
iv. Insulin. (3-17-22)
d. Barbiturates. (3-17-22)
e. Benzodiazepines. (3-17-22)
04. Additional Criteria for Coverage._ 814722

b- The Director-of-the-Department-of Health-and-Welfare, acting upon the recommendation of the
Pharmaey-and-& Therapenties Committee, may determine-that a non-prescription drug product is covered when-the
nen-preseription—produet_it is found to be therapeutically interchangeable with prescription drugs in the same
pharmacological class following evidence-based comparisons of efficacy, effectiveness, clinical outcomes, and
safety, and the product is deemed by the Department to be a cost- effectlve alternatlve —I-nfefmat-teﬂ—fegafd-mg—t-he

6—4—7—2—291 )
0s. Excluded Drug Products. fdahe-Medicaid excludes from coverage the following drugs or classes
of drugs, or their medical uses, which may be excluded from coverage or otherwise restricted under Section

1927(d)(2) of the Social Security Act: B2 )
a. Agents, when used to promote fertility.

(3-17-22)

b. Agents, when used for cosmetic purposes or hair growth. (3-17-22)

c. Agents, when used for the symptomatic relief of cough and colds. (3-17-22)

d. Agents, when used for the treatment of obesity. ( )

de. Covered outpatient drugs for which the manufacturer seeks to require as a condition of sale that

associated tests or monitoring services be purchased exclusively from the manufacturer or its designee. (3-17-22)
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ef. Agents, when used for the treatment of sexual or erectile dysfunction, unless such agents are used
to treat a condition, other than sexual or erectile dysfunction, for which the agents have been approved by the Food
and Drug Administration (FDA). B4F22) )
06. Additional Excluded Drugs. Drugs are—alse not covered—whern under any of the following
circumstances-apply: B4F22) )
The-participant’s-practitioner-has-written-an-orderfoer-a-pPrescription drugs-fer-whieh ineligible for
federal ﬁnan01a1 participation-is-net-avaiable. B4F22) )

b. The-participant’s-practitioner-has—written—an-orderfor-a—pPrescription drugs-thatis deemed to be
experlmental or 1nvest1gat10nal —as—deﬁned—m—S&bsee&erHQ(—)—@%—ef under these rules.tnvestigational-drugs-arenet-a
v h A eram- The Department may consider Medicaid coverage on a
case-by-case ba51s for life- threatenmg medlcal 111nesses when no other treatment options are available. When
approved for payment, reimbursement will be at actual acquisition cost_(AAC), plus—the—assigned professional
dispensing fee. ( )

07. Limitation of Quantities. Medication refills provided before at least seventy-five percent (75%) of
the estimated days' supply has been utilized are not covered, unless an increase in dosage is ordered. Days' supply is
the number of days a medication is expected to last when used at the dosage prescribed for the participant. No more
than a thirty-four (34) days' supply of continuously required medication is to be purchased in a calendar month as a

result of a single prescription-with-the-felewing exceptions: B1F22) )

a. Maintenance Medieations—Pharmaey—pProviders may be reimbursed for up to a three (3) month
supply of select medications or classes of medications for a participant who has received the same dose of the same
select medication or class of medications for two months or longer. The Director-ef-the Department-of Health-and
Welfare, acting upon the recommendation of the Pharmaey—and-&Therapenties Committee, approves the list of
covered maintenance medications, which targets medications that are administered continuously rather than
intermittently, are used most commonly to treat a chronic disease state, and have a low probability for dosage
changes. The list of covered maintenance medications is available on the Medicaid Pharmacy website at http://

medicaidpharmacy.idaho.gov. B1+F22) )

b. Oral—CentraceptiveProduets—Oral—eContraceptive products may be dispensed in a quantity
sufficient for-ene{H;twe(2);-or-three(3)eyeles up to six (6) months. B4F22) )

663. PRESCRIPTION DRUGS: PROCEDURAL REQUIREMENTS.
19 anece—with actinn 10 2 AN o ha 19 ecurtA heTdah
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68+7-22

031. Request for Prior Authorization. (3-17-22)
a. Fhe—pPrior authorization—preeedure is initiated by the prescriber—whe—must by submitting the
request to the Department in the format prescribed by the Department. B2 )
b. Whenever possible, the Department will use automated authorization, in which claims are

adjudicated at point of sale using submitted National Council for Prescription Drug Programs (NCPDP) data
elements or claims history to verify-that the Department's authorization requirements have been satisfied, without the
need for the prescriber to submit additional clinical information. B1+F22) )

042. Notice of Decision. The Department will determine coverage based on this request, and will notify
the participant of a denial. The partlclpant has twenty elght (28) days from the date the demal letter 1s malled to
appeal the decision.-Hearin :

053. Emergency Situation. The Department will provide for the dispensing of at least a seventy-two
(72) hour supply of a covered outpatient prescription drug in an emergency situation as required in 42 U.S.C. 1396r-
8(d)(5)(B). (3-17-22)

064. Response to Request. The Department will respond within twenty-four (24) hours to a request for
prior authorization of a covered outpatient prescription drug-asrequired-in under 42 U.S.C. 1396r-8(d)(5)(A).
84722y

085. Supplemental Rebates. (3-17-22)

a. Purpese—TFhe—purpese—ef—sSupplemental rebates—s—te enable the Department to purchase
prescription drugs provided to Medicaid participants in a cost-effective manner. Fhe-sSupplemental rebates may be
one (1) factor considered in determining a drug’s preferred drug status, but-itis secondary to considerations of the
safety, effectiveness, and clinical outcomes of the drug in comparison with other therapeutically interchangeable

alternative drugs. 2 )

b. RebateAmeunt—The Department may negotiate with manufacturers supplemental rebates for
prescription drugs that are in addition to those required by Title XIX of the Social Security Act. There is no upper
limit on the dollar amounts of the supplemental rebates the Department may negotiate.

06. Dispensing Procedures. The following protocol is required for prescription filling: ( )
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a. Refills must be authorized by the prescriber on the original or new prescription order on file and

each refill must be recorded on the prescription, logbook, computer print-out, or participant’s medication profile.
Automatic refills are not allowed. All refills must be initiated by a request from the participant, prescriber, or another

person, acting as an agent of the participant. Authorization for each refill must be received prior to the beginning of

the filling process by the pharmacy. )
b. Dispensing Prescription Drugs. Prescriptions must be dispensed according to: [}
i. 21 CFR Section 1300, et seq.; C )
ii. Title 54, Chapter 17, and Title 37, Chapters 1, 27, and 32, Idaho Code; [}
1il. IDAPA 24.36.01. “Rules of the Idaho State Board of Pharmacy”; and C )
iv. Sections 660 through 666 of these rules. C )
C. Prescriptions must be maintained on file in pharmacies and available for immediate review by the
Department upon written request. C )

[=N

07. Return of Unused Prescription Drugs. Drugs dispensed in unit does packaging must be returne

to the dispensing pharmacy when the participant no longer uses the medication as follows: ( )
a. A pharmacy using unit dose packaging must comply with IDAPA 24.36.01, “Rules of the Idaho

State Board of Pharmacy.” ( )
b. The pharmacy that receives the returned drugs must credit the Department the amount billed for the

cost of the drug less the professional dispensing fee. ( )

664. PRESCRIPTION DRUGS: PROVIDER QUALIFICATIONS AND DUTIES.

01. Payment-for-Covered-DrugsEnrollment.

Payment-will-be-made;asprovided-inSeetion665-of
these—rules;—onty—to-pPharmacies—registered_will enroll enroll w1th the Department—&s—a—pfeﬂder—fer usmg the specrﬁc

locatlon where the service was performed Af; P 2 o

ﬁ-l-l-mg—Out-of-State Pr0v1ders An out of state pharrnacy shrpprng or marhng a prescrrptron 1nt0 ldaho must have
valid mail order license issued by the Idaho Board of Pharmacy. B4F22) )
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i

68+7-22

665. PRESCRIPTION DRUGS: PROVIDER REIMBURSEMENT.
With specific exceptions—as—set—ferth—in_under Subsections 665.01 through 665.04 of this rule, fdahe—Medicaid

pharmacyies previders—are reimbursed based on—aetual—aequisition—eosts AACs. Idaho—Medicaid may require

providers to supply documentation of their-aequisition—eeosts—as—deseribed—n AACs under the Medicaid Pharmacy
Claims Submission Manual available at: https://idaho.thsc.com/downloads/providers/

IDRx Pharmacy Claims Submission Manual.pdf. Reimbursement is restricted to—these drugs supplied from
labelers-that-are participating in the CMS Medicaid Drug Rebate Program. 814722

01. Pharmacy Reimbursement. Prescriptions not filled—in—aeeerdance—with—the—previsiens—of
according to Subsection 6643.026 of these rules will be subject to nonpayment or recoupment. The following
protocol-must-be-followed is required for-preper reimbursement. B4F22) )

a. Fﬂmg—@laﬂrms—PharmameS must ﬁle clmms—eleetremea%ky—v&th—Bepamﬁeﬂ%-&ppfeved—se&wafe—ef

eb. Reimbursement-—Reimbursement-to-pharmaeies is limited to the lowest of the following:
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29 )

AAC) based on results of the periodic state cost survey—as—defined—in
under th1s rule, plus-the-assigned professional dispensing fee. In cases where no AAC is available, reimbursement
will be the Wholesale Acquisition Cost (WAC). WAC-will-mean is the price, for a given calendar quarter, paid by a
wholesaler for the drugs purchased from the wholesaler’s supplier. The wholesaler’s supplier is typically the
manufacturer of the drug as published by a recognized compendium of drug pricing for the same calendar quarter;

(3-17-22) )

ii. State Maximum Allowable Cost (SMAC), as established by the Department, plus-the-assigned
professional dispensing fee; B2 )
iil. Federal Upper Limit (FUL), as established by the-Centers—for Medicare—and Medicaid-Servieces
(CMS)-ef-the U-S—Department-of Health-and Human-Serviees, plus-the professional dispensing fee-assigned-by-the
Department; or B4F22) )
iv. The provider’s usual and customary charge to the general public. (3-17-22)

d. Pertodie-State-Cost-Surveys—The Department will utilize periodic state cost surveys to obtain the

most accurate pharmacy drug—aequisition—eests AACs in establishing a pharmacy reimbursement fee schedule.
Pharmacies participating in the-tdakhe Medicaid Pharmacy Program are required to participate in these periodic state
cost surveys by disclosing the costs of all drugs. A pharmacy that is non-responsive to the periodic state cost surveys

can be disenrolled as a Medicaid provider by the Department. B2 )
e. PhysietanProvider Administered Drugs. B1F22) )
Reimbursement to providers that are not 340B covered entities for medications administered to

Meeheaiel partlclpants by-physietans-or-otherqualified-and-licensed providers will be: ( )

(@) aNinety percent (90%) of the published Medicare Average Sales Price plus six percent (6%) rate
(ASP+6% rate).

2) If the ASP+6% rate is not available, payment will be at the Whelesale Aequisition-Cost{ WAC).
84722

[€))] If the ASP and WAC are not available, an invoice from the manufacturer or wholesaler is required.,
reimbursement will be at cost plus ten percent (10%). Radiopharmaceuticals will be paid additionally for the cost of

shipping. ( )

ii. Reimbursement to 340B covered entities for medications administered to-Medieaid participants by
physieians-orother qualified-and-tieensed providers will be the actual 340B drug-aequisition-eost AAC, not to exceed
the 340B ceiling price. 8—4—7—2—291 )

f. Clotting Factors. (3-17-22)

i. Reimbursement to specialty pharmacies will be at a state-based price equivalent to the published
Medicare ASP+6% rate, plus-the-assigned professional dispensing fee. B2 )

ii. Reimbursement to Hemophilia Treatment Centers will be the 340B-aetaal-acquisition—eost AAC,
not to exceed the 340B ceiling price. B2 )

—Professional Dispensing Fee is-defined-as a tier-based amount paid on
a pharmacy claim, over and above the 1ngred1ent cost, to compensate the provider for the pharmacist's professional
services related to dispensing a prescription to aMedicaid participant, including: B1F22) )

1. Leekingup-infermationabeuntVerifying a participant’s coverage-en-the-eomputer; (31722 )
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ii. Performing drug use reviews and preferred drug list review activities; (3-17-22)
iil. Measuring or mixing the covered outpatient drug; (3-17-22)
iv. Filling the container; (3-17-22)
V. Participant counseling; (3-17-22)
vi. Physically providing the completed prescription to the-Medieaid participant; B4F22) )
Vii. Special packaging; and (3-17-22)
viii. Overhead associated with maintaining the facility and equipment necessary to operate the
dispensing entity. (3-17-22)
h. Limitations on-Payment-of Professional Dispensing Fees. Only one (1) professional dispensing fee
per month-will-be is allowed for the dispensing of each maintenance drug to any participant as an outpatient or a
resident in a care facility except: B1F22) )
i. Multiple dispensing of topical and injectable medication when dispensed in manufacturer's original
package sizes, unless evidence exists, as determined by the Department, that the quantity dispensed does not relate to
the prescriber's order; (3-17-22)
ii. Multiple dispensing of oral liquid maintenance medication if a reasonable quantity, as determined
by the Department, is dispensed at each filling; (3-17-22)
iil. Multiple dispensing of tablets or capsules if the quantity needed for a thirty-four (34) day supply is
excessively large or unduly expensive, in the judgment of the Department; or (3-17-22)
iv. When the dose is being titrated for maximum therapeutic response with a minimum of adverse
effects. (3-17-22)

) —The Department will survey
pharmacy prov1ders to estabhsh a professmnal drspensrng fee for each provrder The professional dispensing fees will
be paid based on the provider’s total annual claims volume. The provider must return the claims volume survey to the
Department no later than May 31st each year. PharmaeypProviders who do not complete the annual claims volume
survey will be assigned the lowest professional dispensing fee starting on July 1st until the next annual survey is
completed. Based upon the annual claims volume of the enrolled pharmacy, the professional dispensing fee is
provided online at: https://healthandwelfare.idaho.gov/providers/pharmacy-providers/idaho-medicaid-pharmacy-
program.

kj. Remittanee-Adviee—Claims are processed by computer, and payments are made directly to the
pharmacy or its designated bank through electronic funds transfer. A remittance advice with detailed information of

each claim transaction will accompany each payment made by the Department. B2 )
02. 340B Covered Entity Reimbursement. (3-17-22)
a. Participation as a 340B Covered Entity. Medicaid will reimburse 340B covered entities-as-defined

i#_under Section 340B of the Public Health Service Act, codified under 42 U.S.C. 256b(a)(4), when the provider
meets the following requirements: B2 )

i. A 340B covered entrty T 6
ieipa b - : entity submrts 1ts unlque 340B 1dent1ﬁcat10n
number 1ssued by the Health Resources and Serv1ces Admrnlstratron (HRSA) and a copy of its completed HRSA
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340B registration totdahe Medicaid. B2 )
il. A 340B covered entity that elects to provide drugs totdahe Medicaid participants through the 340B

drug pricing program must use 340B covered outpatient drugs for all dispensed or administered drugs, including
those dispensed through the 340B covered entity’s retail pharmacy or administered in an outpatient clinic. A 340B
covered entity must ensure that a contract pharmacy does not dispense drugs, or receive Medicaid reimbursement for
drugs, acquired by the 340B covered entity through the 340B drug pricing program. An entity that does not use 340B
covered outpatient drugs for all dispensed or administered drugs, including those dispensed through the 340B
covered entity's retail pharmacy or administered in an outpatient clinic, will be-deermed-te-be carved out of the 340B
drug pricing program and will be reimbursed for brand name and generic drugs-as—previded—n_under Subsection

665.01 of this rule. B2 )

iii. A 340B covered entity must provide-tdahe Medicaid with thirty (30) days-advanee written notice of
its intent to discontinue the provision of drugs acquired through the 340B drug pricing program to-ldahe-Medicaid

participants. B4F22) )

eb. Reimbursement-Exelastons—Drugs acquired through the—federal 340B drug pricing program and
dispensed by 340B contract pharmacies are not covered. B1F22) )

dc. Reimbursement—Reimbursement to 340B covered entities is limited to their actual 340B drug
aequisition-eost AAC submitted, not to exceed the 340B ceiling price, plus-the-assigred professional dispensing fee.
14722

03. Reimbursement for Drugs Dispensed by Other Provider Types. (3-17-22)
a. Drugs acquired through non-340B Indian Health Service, Tribal, or Urban Indian pharmacies will

be reimbursed at the-actual-aequisitioneost AAC to the entity, plus-the-assigned professmnal dispensing fee.
B1F22) )
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b. Drugs acquired via the Federal Supply Schedule (FSS) will be reimbursed at the FSS—aetuaal
acquisition-eost AAC, plus-the-assigned professional dispensing fee. B2 )

Drugs acquired at nominal price,~whiehs defined as pricing that is outside of 340B regulations or

FSS, Wlll be reimbursed at the-aetual-acquisitioneost AAC, plus-the-assigned professional dispensing fee.
81722 )

d. Specialty drugs not dispensed by retail community pharmacies and dispensed primarily through the
mail will be reimbursed at the Idaho-aetual-aequisition—eest AAC, if such cost is available, plus—the professional
dispensing fee. If the-aetual-aequisition—eost AAC is not avallable drugs will be relmbursed at the lower of the

WAC) or S{-a%e—Ma*mum%Hew&b}e—Ges{—(SMAC} as established by the Department,
42 )

plus the assigned professional dispensing fee.

e. Drugs not distributed by a retail community pharmacy, such as drugs dispensed in a long-term care
facility or dispensed to participants receiving swing-bed services,—as-deseribed-in-Subseetion-405-05-ef under these
rules, will be reimbursed at the actual ingredient cost, plus—the—assgﬁed professional dispensing fee. (3—3+722)( )

04. Limitations on Payment. Medicaid payment for prescription drugs will be limited as follows:
(3-17-22)

a. Medieationfor Multiple Persens—When the medication dispensed is for more than one (1) person,
Medicaid will only pay for the amount prescribed for-the-persen-er-persens_those covered by Medicaid.

eb. Limitations to Discourage Waste. Medicaid may conduct drug utilization reviews and impose
limitations for participants whose drug utilization exceeds the standard participant profile or disease management
guidelines determined by the Department. (3-17-22)
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6676. - 679.  (RESERVED)

SUB AREA: FAMILY PLANNING
(Sections 680-699)

680. (RESERVED)
681.  FAMILY PLANNING SERVICES: PARTICIPANT ELIGIBILITY.

01. Sterilization Procedures—General-Restrietions.
sSterilization procedures-fer-eligible-persons arc only a covered service when they meet the requirements in 42 CFR
441.253, 42 CFR 441.257, and 42 CFR 441.258. BH722) )

02. Cireumstanees UnderWhich Payment-Can-be Madefor-a-Hysterectomyies. Payment can be
made for a hysterectomy only if: B1+F22) )
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ea. The participant was advised orally and in writing that sterility would result-and-that-she-weould-ne
lengerbe-able in the inability to bear children; and B2 )

db. The part1c1pant 51gns and dates aﬂ—A&t—heﬂ-z-&Heﬂ—fer—Hystefeetefnyz form—’Phe—fem&—must—st—&te—I

i enee i he-surgery-being-pe e that meets the requlrements of the Idaho
Medlcald Pr0v1der Handbook 2 B2 )
C. Claims require supporting documentation attached to the claim. ( )

682. FAMILY PLANNING SERVICES: COVERAGE AND LIMITATIONS.
Family planning includes counseling and medical services prescrlbed or performed by an—independentticensed
provider. Specific items covered are

d1agn0s1s treatment, contraceptive supplies, related counseling, and restricted sterilization. B2 )
01. Contraceptive Supplies. (3-17-22)
a. Contraceptive supplies include condoms, foams, creams and jellies, prescription diaphragms,
intrauterine devices, or oral contraceptives. (3-17-22)
b. Contraceptives requiring a prescription are payable subject to Section 662 of these rules. (3-17-22)

c. Payment for oral contraceptives is limited to purchase of a-three six (36) month supply.
722 )
02. Sterilization. (3-17-22)

No sterilizations for individuals institutionalized in correctional facilities, mental hospitals, or other
rehab1htat1ve facilities arc-eligible-for-payment payable unless such sterilizations are ordered by a court of law.

722 )
b. Hysterectomies—pe M
Subseetion-681-02-of are subject to theserules hemecoad o trderehichotereetoms—ey
payment). 8—4—7—2—291 1
c. All requirements of state or local law for obtaining consent, except for spousal consent, must be
followed. (3-17-22)

03. Exceptions to Sterilization Time Requirements. If premature delivery occurs or emergency
abdominal surgery is required, the physician must certify that the sterilization was performed because of the
premature delivery or emergency abdominal surgery less than thirty (30) days, but no less than seventy-two (72)
hours after the date of the participant's signature on the consent form; and (3-17-22)

a. In the case of premature delivery, the physician must also state the expected date of delivery and
describe the emergency in detail; and (3-17-22)

b. Describe, in writing to the Department, the nature of any emergency necessitating emergency
abdominal surgery; and (3-17-22)

c. Under no circumstance can the period between consent and sterilization exceed one hundred eighty
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(180) days. (3-17-22)
04. Requirements for Sterilization Performed Due to a Court Order. When a sterilization is

performed after a court order is issued, the physician performing the sterilization must have been provided with a

copy of the court order prior to the performance of the sterilization—tnaddition-they-must:, and: B2 )

a. Certify;—by—signi va
submﬁt—mg—the—eeﬂsem—fe%m—wit-h—t-heﬂ—e}a-m that all requlrements have been met concernmg sterlhzatlons and
6—4—7—2—291 )
b. Submit-te-the Department a copy of the court order together with the “Consent Form” and claim.
722 )
683. FAMILY PLANNING SERVICES: PROCEDURAL REQUIREMENTS.
01. Sterilization Consent Form Requirements. Informed consent exists when a properly completed

“Consent Form”-HW-0034, or its equivalent, is submitted to the Department together with the physician's claim for
the sterilization. Completed informed consent forms must meet all the requirements in 42 CFR 441.258. in order to be
eligible for reimbursement. The person obtaining informed consent must ensure and certify all the requirements in 42

CFR 441.257 have been met. If the individual obtaining the consent and the physician who will perform the
sterilization procedure are the same person, that person must sign both statements on the consent form.

29 )
fis The-consent-formmustbesigned-and-dated-by: 814722
i T - l Hized:and
i Thei it . ided: and
i The individualwhoe obtains - and
i The-phvsici ho-willperf ] Liati v 31722
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684. (RESERVED)

685. FAMILY PLANNING SERVICES: PROVIDER REIMBURSEMENT.

Payment to providers of family planning services for contraceptive supplies is limited to estimated acquisition cost.
(3-17-22)

686. -- 699. (RESERVED)

SUB AREA: BEHAVIORAL HEALTH SERVICES
(Sections 700-719)

700. PPRPATHANTF BEHAVIORAEHEAEFH-SERVICES - DEFINFHONS-(RESERVED)

701. INPATHENF-BEHAVIORAL HEALTH SERVICES: PARTICIPANT ELIGIBILITY.

All participants eligible for Medicaid., except for participants in the Idaho Medicare-Medicaid coordinated plan
(MMCP), are automatically enrolled in the Idaho behavioral health plan IBHP) and may access behavioral health
services that are medically necessary. A court-ordered admission or physician’s emergency certificate alone does not
justify Medicaid reimbursement for inpatient services. ( )
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702. IPNPATHENTF-BEHAVIORAL HEALTH SERVICES: COVERAGE AND LIMITATIONS.

Services included in the IBHP or State Plan are covered services that evaluate the need for and provide therapeutic
and rehabilitative treatment to minimize symptoms of mental illness and substance use disorders and restore
independent functioning. ( )

703. BPPAHHENTF-BEHAVIORAL HEALTH SERVICES: PROCEDURAL REQUIREMENTS.
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01. Enrollment. Providers will enroll in the IBHP with the contractor and meet both the credentialing
and quality assurance guidelines of the contractor. ( )

02. Administer IBHP. The contractor is responsible for administering the IBHP, including: eligibility
verification, management of behavioral health service provision, behavioral health claims processing, payments to

providers, data reporting, utilization management, and customer service. ( )

03. Authorization. The contractor is responsible for authorization of covered behavioral health
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services that require prior authorization. ( )
04. Complaints. Grievances. and Appeals. Complaints, grievances, and appeals are handled between

the contractor and the Department in compliance with state and federal requirements. Participants will utilize the
complaint, grievance, and appeal process required by the contractor prior to initiating an administrative appeal with

the Department. C )
704. BNPAFHHENTF—BEHAVIORAL HEALTH SERVICES: PROVIDER QUALIFICATIONS AND
DUTIES.

01. All Services. IBHP services are delivered by network providers who are enrolled with the

contractor and meet reimbursement, quality, and utilization standards. All behavioral health service providers are
subject to the limitations of practice imposed by state law, federal regulations, and by the various state boards that
regulate professional competency requirements, and in accordance with applicable Department rules. The contractor
will enter into agreements with enrolled providers to provide the services under the IBHP. ( )

0+2. Provider—QualifieationsInpatient Services. Inpatient hospital psychiatric services must be

provided under the direction of a physician in a facility accredited by the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) and licensed by the state-eftdahe-er-the-state in which they provide services. To
provide services beyond emergency medical screening and stabilization treatment, the hospital must have a separate
psychiatric unit with staff qualified to provide psychiatric services. General hospitals licensed to provide services in
their state, but are not JCAHO certified, may not bill for psychiatric services beyond emergency screening and
stabilization. All inpatient services must comply with 42 CFR 456 when applicable.
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Provider agreements will include the reimbursement methodology agreed upon by the contractor and Department.
The cost of services that would be the responsibility of the Department of Education for school age children cannot be
considered in the cost of inpatient psychiatric services. ( )

Idaho Administrative Bulletin Page 242 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

74206 - 719.  (RESERVED)

SUB AREA: HOME HEALTH SERVICES
(Sections 720-729)

720. HOME HEALTH SERVICES: DEFINITIONS.

01. Aggregator. System that collects provider EVV information from multiple software platforms and
standardizes the information in MMIS for EVV data validation. (3-17-22)
02

032. Electronic Visit Verification (EVV). EVV is a software or device(s) that electronically captures
information verifying service delivery. (3-17-22)

043. Home Health Plan of Care. A written description of home health services to be provided to a
participant as defined in IDAPA 16.03.07, “Home Health Agencies.” (3-17-22)

054. Home Health Services. Home health services and items include nursing services, home health aide
services, physical therapy, occupational therapy, speech-language pathology services, audiology services, and
medical supplies, equipment, and appliances provided by a qualified professional under a home health plan of care.

29 )

721.  (RESERVED)
722.  HOME HEALTH SERVICES: COVERAGE AND LIMITATIONS.
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01. Settings. Home health services are covered in a participant’s-place-of residence and any setting in
which normal life activities take place. Services are not covered-when-previded in a: B1F22) )
a. HespitalAny setting in which Medicaid covers inpatient services, including room and board; or
722 )
b Nursing faeility: 31722
eb. ICF/IID, unless such services are not otherwise required to be provided by the ICF/IID:-ex.
&
02. Limitations. Home health services are limited to one hundred (100) visits per calendar year per

person. Provision of durable medical equipment or supplies is not a visit.

03. Requirements. Services and items-must-be-medicallyneeessaryand, when appropriate, will meet

the requirements for: B1F22) )
a. Audiology services under Sections 740 through 749 of these rules; (3-17-22)
b. Medical supplies, items, and appliances under Sections 750 through 779 of these rules; (3-17-22)
c. Physical therapy, occupational therapy, and speech-language pathology services under Sections 730
through 739 of these rules; and (3-17-22)
d. Early Periodic, Screening, Diagnosis, and Treatment Services under Sections 880 through 889 of
these rules. (3-17-22)

723. HOME HEALTH SERVICES: PROCEDURAL REQUIREMENTS.
01. Orders. (3-17-22)

a. Home health services must be ordered by a
provider. Orders-must include the provider’s National Provider Identifier (NPI), the services or items to be provided,
the frequency, and, where applicable, the expected duration of time for which the home health services will be
needed. Orders for medical supplies, equipment, and appliances are detailed in Section 753 of these rules.

G124 )

b. Home health services required for extended periods must be reordered at least every sixty (60) days

for services and annually for medical supplies, equipment, and appliances. (3-17-22)
02. Face-to-Face Encounter for Home Health Services, Medical Supplies, Equipment, and
Appliances. (3-17-22)
o a ~ To initiate home health services, medical supplies, equipment, and appliances, the participant’s

phys&ebaﬂ—ei;a—heeﬂsed—pﬁ&eﬁﬁeﬂeﬁef—me—heahﬂg—aﬁs provider must document a face-to-face encounter related to the
primary reason the patient requires home health services. Documentation must indicate the-praetitioner provider who
conducted the encounter, and the date of the encounter as described in the CMS/Medicare DME coverage manual.

2HC )

i. For home health services, the face-to-face encounter must have occurred no more than ninety (90)
days before, or thirty (30) days after, the start of the home health services. (3-17-22)

il. For home health medical supplies, equipment, and appliances, the face-to-face encounter must have
occurred no more than six (6) months before the start of services. (3-17-22)
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b. The face-to-face encounter may occur virtually under Subsection 210.09 of these rules.  (7-1-24)
c. The face-to-face encounter may be performed by participant’s-physictan;—ineludingan-attending
5 provider. B2 )
03. Home Health Plan of Care. (3-17-22)
a. All home health services must be provided under a home health plan of care that is established prior
to beginning treatment and must be signed by the-lieensed;-qualified-prefessional provider who established the plan.
22 )
b. All home health plans of care must be reviewed by the ordering provider at least every sixty (60)
days for services, and annually for medical supplies, equipment, and appliances. (3-17-22)

724. ELECTRONIC VISIT VERIFICATION (EVYV).
Effeetive July 1-2024+-Home Health Agencies (HHAS) are required to submit claims using a compliant EVV system
as mandated by Section 12006 of the 21st Century Cures Act for all services provided except for the provision of

medical supplies and equipment. Providers must: B4F22) )
01. Maintain System. Maintain an EVV system chosen by their agency that is certified as compliant
with the MMIS aggregator, as determined by the Department and/or the MMIS Contractor; (3-17-22)
02. Document Consent. Document and retain participant consent for use of electronic verification
methods; (3-17-22)
03. Develop Policies and Procedures. Develop and maintain policies and procedures outlining agency
implementation and use of EVV technology, including strategies for safeguarding of participant information and
privacy; and (3-17-22)
04. Submit EVV Data. Submit EVV data that captures these six (6) system-validated data elements
for services rendered: (3-17-22)
a. Date of service; (3-17-22)
b, Time the service begins and ends; (3-17-22)
c. Individual providing the service; (3-17-22)
d. Participant receiving the service; (3-17-22)
e. Billable service performed; and (3-17-22)
f. Location of service delivery. (3-17-22)

725. HQ%E—HE&%ESW@%EJ&%W} RESERVED [

726. HOME HEALTH SERVICES: PROVIDER REIMBURSEMENT.

01. Home Health Services. Payment for home health services is limited to the services authorized in
Sections 720 through 722 of these rules and must not exceed the lesser of reasonable cost as determined by a finalized

Medicare cost report or the Medicaid percentile cap. B1F22) )

a. The Medicaid percentile cap is revised annually, effective at the beginning of each state fiscal year.
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Revisions are made using the data from the most recent finalized Medicare cost reports-en-hand thirty (30) days prior
to the effective date.

b. Payment by the Department for home health will include mileage as part of the cost of the visit.
(3-17-22)
c. Provider claims for services requiring EVV will include the correspondlng EVV data elements

listed in Subsection 724.04 of these rules. Provider EVV data will be submitted to the state’s aggregator prior to
billing claims. Claims corresponding to EVV data submissions are subject to a quality review in accordance with
Subsection 210.10 of these rules. (3-17-22)

d. If a person is eligible for Medicare, all services ordered by the-physician-orlicensed-practitioner-of
i provider will be purchased by Medicare, except for the deductible and co-insurance amounts that the

the-healingarts
Department will pay. SH22 ()

02. Medical Supplies, Equipment, and Appliances. Payment for medical supplies, equipment, and
appliances is detailed in Section755 230 of these rules. B1722)( )

727. -~ 729. (RESERVED)

SUB AREA: THERAPY SERVICES
(Sections 730-739)

730. THERAPY SERVICES: DEFINITIONS.

For the purposes of these rules, the following terms are used as defined below: (3-17-22)
01. Duplicate Services. Services are considered duplicate: (3-17-22)
a. When participants receive any combination of physical therapy, occupational therapy, or speech-
language pathology services with treatments, evaluations, treatment plans, or goals that are not separate and unique to
each service provided; or (3-17-22)
b. When more than one (1) type of therapy is provided at the same time. (3-17-22)

02. Feeding Therapy. Feeding Therapy-means+tThose therapy services necessary for the treatment of
feeding disorders. Feeding disorders include problems gathering food and getting ready to suck, chew, or swallow it.

25 )

03. Maintenance Program. A program established by a therapist that requires the skills of a therapist
or therapy professional and consists of activities and mechanisms to assist a participant in maximizing or maintaining
the progress they have made during therapy or to prevent or slow further deterioration due to a disease or illness.

(3-17-22)
04. Occupational Therapy Services. Therapy services that: (3-17-22)
a. Are-previded within the scope of practice of licensed occupational therapy professionals;
B14722)( )
b. Are necessary for the evaluation and treatment of impairments, functional disabilities, or changes
in physical function and health status; and (3-17-22)
c. Improve the individual's ability to perform those tasks required for independent functioning.
(3-17-22)
05. Physical Therapy Services. Therapy services that: (3-17-22)

a. Are-previded within the scope of practice of licensed physical therapy professionals;
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29 )

b. Are necessary for the evaluation and treatment of physical impairment or injury by the use of
therapeutic exercise and the application of modalities that are intended to restore optimal function or normal
development; and (3-17-22)

c. Focus on the rehabilitation and prevention of neuromuscular, musculoskeletal, integumentary, and
cardiopulmonary disabilities. (3-17-22)

06. Speech-Language Pathology Services. Therapy services that are: (3-17-22)

a. Previded-wWithin the scope of practice of licensed speech-language pathologists; and
722 )

b. Necessary for the evaluation and treatment of speech and language disorders that result in
communication disabilities; or (3-17-22)

c. Necessary for the evaluation and treatment of swallowing disorders (dysphagia), regardless of the
presence of a communication disability. (3-17-22)

07. Therapeutic Procedures. Therapeutic procedures are the application of clinical skills, services, or
both, that attempt to improve function. (3-17-22)

08. Therapist. An individual licensed by the appropriate state licensing board as an occupational
therapist, physical therapist, or speech-language pathologist. (3-17-22)

09. Therapy Professional. An individual licensed by the appropriate state licensing board as an
occupational therapist or occupational therapist assistant, physical therapist or physical therapist assistant, or speech-
language pathologist. (3-17-22)

10. Therapy Services. Occupational therapy, physical therapy, and speech-language pathology
services are all considered to be therapy services. These services are ordered by the participant's-attendingphysietan;

nurse-praetitioner-or-phystetan-assistant provider as part of a plan of care. B1722) )

11. Treatment Modalities. A treatment modality is any physical agent applied to produce therapeutic
changes to biological tissue, including the application of thermal, acoustic, light, mechanical or electrical energy.
(3-17-22)

731. THERAPY SERVICES: PARTICIPANT ELIGIBILITY.
To be eligible for therapy services, a participant must be eligible for Medicaid benefits and must have: (3-17-22)

01. Order. A-physician-orlicensedpractitioner-of the healingarts provider order for therapy services;
722 )

and

02. A Therapy Evaluation Showing Need. A therapy evaluation of the participant showing a need for
therapy due to a functional limitation, a loss or delay of skill, or both; and (3-17-22)

03. A Therapy Evaluation Establishing Participant Benefit. A therapy evaluation establishing that
the participant will benefit and demonstrate progress as a result of the therapy services. (3-17-22)

732. THERAPY SERVICES: COVERAGE AND LIMITATIONS.

Therapy services are covered under these rules when delivered by a therapy professional and provided by one (1) of
the following providers: outpatient hospitals, outpatient rehabilitation facilities, comprehensive outpatient
rehab111tat1ve fac111t1es nursmg facilities, school based services, 1ndependent practltloners and home health agen01es
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01. Service Description: Occupational Therapy and Physical Therapy. Modalities, therapeutic
procedures, tests, and measurements as described in the Idaho Medicaid Provider Handbook are covered with the
following limitations: (3-17-22)

a. Any evaluation or re-evaluation may only be performed by the therapist. Any changes in the
participant's condition not consistent with planned progress or treatment goals necessitate a documented re-evaluation
by the therapist before further treatment is carried out. (3-17-22)

b. Any CPT procedure code that falls under the heading of either, “Active Wound Care Management,”
or “Tests and Measurements,” requires the therapist to have direct, one-to-one (1:1) patient contact. (3-17-22)

c. The therapist may be reimbursed for the technical component of muscle testing, joint range of
motion, electromyography, or nerve velocity determinations as described in the CPT Manual when ordered by a

5 5  provider. G128 )

d. Any assessment provided under the heading “Orthotic Management and Prosthetic Management”
must be completed by the therapist. (3-17-22)

e. The services of occupational or physical therapy assistants used when providing covered therapy
benefits are included as part of the covered service. These services are billed by the supervising therapist. Therapy
assistants may not provide evaluation services, or take responsibility for the service. The therapist has full
responsibility for the service provided. (3-17-22)

02. Service Description: Speech-Language Pathology. Speech-language pathology services must be
provided as defined in Section 730 of these rules. Services provided by speech-language pathology aides and
assistants are considered unskilled services, and will be denied as not medically necessary

language pathelogyserviees. G172 )
03. Non-Covered Services: Occupational Therapy, Physical Therapy, and Speech-Language
Pathology. (3-17-22)
a. Continuing services for participants who do not exhibit the capability to achieve measurable
improvement and who do not meet the criteria for a maintenance program. (3-17-22)
b. Services that address developmentally acceptable error patterns. (3-17-22)
c. Services that do not require the skills of a therapy professional. (3-17-22)
d. Massage, work hardening, and conditioning. (3-17-22)
e Servicesnotmedieally necessary;under-Seetton 0ot theserules: g2
£ Duplieateservices;underSeetion730-of theserules: G124
ge. Acupuncture (with or without electrical stimulation). (3-17-22)
k. Biofeedback, unless provided to treat urinary incontinence. (3-17-22)
04. Service Limitations. (3-17-22)
a. Physical therapy (PT) and speech-language pathology (SLP) services are limited to a combined

annual dollar amount for all PT and SLP services. The Department will set the total amount based on the annual
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Medicare caps. The Department may allow additional therapy services, when the services are determined to be
medically necessary and supporting documentation is provided upon request of the Department. (3-17-22)

b. Occupational therapy services are limited to an annual dollar amount set by the Department based
on the annual Medicare caps. The Department may allow additional therapy services, when the services are
determined to be medically necessary and supporting documentation is provided upon request of the Department.

(3-17-22)

c. Exceptions to service limitations. (3-17-22)

it. Therapy provided through school-based services or the Idaho Infant Toddler Program is not
included in the service limitations under Subsection 732.04 of this rule. (3-17-22)

d. Feeding therapy services are covered for children with a diagnosed feeding disorder that results in a
clinically significant deviation from normal childhood development. The provider of feeding therapy is an
occupational therapist or speech therapist with training specific to feeding therapy. (3-17-22)

e. Maintenance therapy is covered when an individualized assessment of the participant’s condition
demonstrates that skilled care is required to carry out a safe and effective maintenance program. (3-17-22)

f. Virtual care modalities are covered to the extent they are allowed under the rules of the applicable
board of licensing. The Department will define limitations on virtual care in the Idaho Medicaid pProvider

kllandbook-te-premete-quality services-and program-integrity. GF1-24)( )

733. THERAPY SERVICES: PROCEDURAL REQUIREMENTS.
The Department will pay for therapy services rendered by a therapy professional if such services are ordered by a

5 provider as part of a plan of care. G124 )
01. Orders. (3-17-22)
e Ad-therapy-must-be-ordered-by-aphystetan,nurse-practitioner; or PA- G124
ba. If services are required for extended periods, they must be reordered as necessary, but at least every
ninety (90) days for all participants with the following exceptions: (7-1-24)
1. Therapy provided by home health agencies must be included in the home health plan of care and be
reordered at least every sixty (60) days. (3-17-22)
ii. Therapy for individuals with long-term medical conditions, as documented by-physietan,—aurse
praetitioner,orPA a provider, must be reordered at least every three hundred sixty-five (365) days. (7324 )
eb. Therapy services provided under a home health plan of care must comply with the order
requirements in Section 723 of these rules. (3-17-22)
02. Level of Supervision. Supervision of physical therapist assistants and occupational therapist
assistants by the physical therapist or occupational therapist must be done under rules of the applicable licensure
board. (7-1-24)
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043. Therapy Plan of Care. All therapy services must be provided under a therapy plan of care that is

based on an evaluation and is established prior to beginning treatment. (3-17-22)
a. The plan of care must be signed by the person who established the plan, and sent to the ordering
provider within thirty (30) days of the evaluation to continue therapy services. (7-1-24)
b. The plan of care must be consistent with the therapy evaluation and contain: (7-1-24)
1. Diagnoses; (3-17-22)

ii. Treatment goals that are measurable and pertain to the identified functional impairment(s); and
(3-17-22)
iil. Type, frequency, and duration of therapy services. (3-17-22)
c. Therapy services provided under a home health plan of care must comply with the home health
plan of care requirements in Section 723 of these rules. (3-17-22)

734. (RESERVED)
735. THERAPY SERVICES: PROVIDER REIMBURSEMENT.

01. Payment for Therapy Services. The payment for therapy includes the use of therapeutic
equipment to provide the modality or therapy. No additional charge may be made to either the Medicaid program or
the participant for the use of such equipment. (3-17-22)

02. Payment Procedures. Payment procedures are as follows: (3-17-22)

a. Therapy provided by home health agencies will be paid at a per visit rate as described in Section
725 of these rules and in accordance with IDAPA 16.03.07, “Home Health Agencies.” (3-17-22)

b. Therapists enrolled with Medicaid as independent—praetitioners_providers and licensed by the

approprlate state hcensmg board w111 be relmbursed ona fee for-serv1ce ba51s —Qﬂ%y—ﬂ&ese—melepeﬂdeﬁt—pfae&&eﬁefs
v viees: A therapy ass1stant

cannot b111 Medlcald dlrectly

eentral-efficefor-the Divistenof Medieaid: 8—4—7—2—291 )
c. Therapy rendered on-site to hospital inpatients or outpatients will be paid at a rate not to exceed the
payment determined as reasonable cost using Title XVIII (Medicare) standards and principles. (3-17-22)
d. Payment for therapy services rendered to participants in long-term care facilities is included in the
facility reimbursement as described in IDAPA 16.03.10, “Medicaid Enhanced Plan Benefits.” (3-17-22)
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e. Payment for therapy services rendered to participants in school-based services is described in
Section 855 of these rules. (3-17-22)

736. THERAPY SERVICES: QUALITY ASSURANCE ACTIVITIES.

01. Unrelmbursable Serv1ces and Penaltles Therapy services
et pate are subject to recoupment and penalties
under IDAPA 16 05 07 “The Investrgatlon and Enforcement of Fraud Abuse, and Misconduct.” B1+F22) )

02. Therapist Conditions and Requirements. The therapist is required to formulate all therapy
interventions in accordance with the applicable licensure rules in IDAPA 24.06.01, “Rules for the Licensure of
Occupational Therapists and Occupational Therapy Assistants,” or IDAPA 24.13.01, “Rules Governing the Physical
Therapy Licensure Board,” or IDAPA 24.23.01, “Rules of the Speech and Hearing Services Licensure Board,” as
well as the applicable association's professional Code of Ethics and Standards supporting best practice. (3-17-22)

03. Documentation. (3-17-22)
a. The provider must maintain financial and other records in sufficient detail to allow the Department
to audit them as described in Section 305 of these rules. (3-17-22)
b. The following documentation must be maintained in the files of the provider: (3-17-22)

1. Physietannurse-practitioneror physietan-assistantProvider orders for therapy services;
722 )
ii. Therapy plans of care; and (3-17-22)
iil. Progress or other notes documenting each assessment, each therapy session, and results of tests and
measurements related to therapy services. (3-17-22)

737. -- 739. (RESERVED)

SUB AREA: AUDIOLOGY SERVICES
(Sections 740-749)

740. AUDIOLOGY SERVICES.

Audiology services are diagnostic, screening, preventive, or corrective services provided by an audiologist—Fhese

services—must-be-provided. and in accordance with Title 54, Chapter 29, Idaho Code, and-require the order of a
provider. Audlology services do not include equipment needed by

the patlent such as communication devices or environmental controls. B1F22) )

741. AUDIOLOGY SERVICES: PARTICIPANT ELIGIBILITY.

= AHPartieipants—All participants are eligible to receive diagnostic screening services necessary to
obtain a differential diagnosis._ 84722y

02 Partieipants Under-theAge-of21-Participants under the age of twenty-one (21) are eligible for all
services listed in Section 742 of these rules.

742. AUDIOLOGY SERVICES COVERAGE AND LIMITATIONS

pay—fef cover routrne audlometrlc examlnatron and testmg once—m—eaeh p calendar year, and aud1ometrrc services
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and supplies-in-accordanece-with-the foelowing-guidelines-and-imitations as follows: B2 )
01. Non-Implantable Hearing Aids. When there is a documented hearing loss that meets the criteria

of the Idaho Medicaid Provider Handbook,-the-Department Medicaid will cover the purchase of non- 1mplantable
hearing aids for participants under the age of twenty-one (21)

ba. The following services may be covered in addition to the purchase of the hearing aid for
participants under the age of twenty-one (21): batteries purchased on a monthly basis, follow-up testing, necessary
repairs-resulting-fromnermal-use-after-the-seeond-year not covered by warranty,-ane the refitting of the hearing aid
after the first two (2) years, or additional ear molds_every six (6) months. B1F22) )

02. Implantable Hearing Aids. The Department-may covers-a surgically implantable hearing aids for

participants under the age of twenty-one (21) only when: B2 )
a. There is a documented hearing loss-as-deseribed-in-Subseetion742-04-of under this rule;

B2 )

b. Non-implantable options have been tried, but-have-netbeen are unsuccessful; and B—47-22)( )

c. JEhe—Dep&rtmeﬁt—has—detemmed—tha{—aA surglcally 1mp1anted hearlng a1d is determmed medlcally

necessary through the pnor authorlzatlon P

6—4—7—2—291 )

03. Provider Documentation Requirements.-Fhe Documentation of the following-infermation must

be-decumented-and be kept on file by the provider: B4F22) )

a. The participant's diagnosis; (3-17-22)

b. The results of the basic comprehensive audiometric exam that include pure tone, air and bone
conduction, speech reception threshold, most comfortable loudness, discrimination and impedance testing; and

(3-17-22)

c. The brand name and model type of the hearing aid needed. (3-17-22)

04. Allowance to Waive Impedance Test. The Department will allow a medical doctor to waive the

impedance test based on their documented judgment. (3-17-22)

743. AUDIOLOGY SERVICES: PROCEDURAL REQUIREMENTS.

01. Audiology Examinations. Basic audiometric testing by licensed audiologists or—lieensed

physietans providers will be covered-witheut-prior-approval. B2 )

02. Additional Testing. Any hearing testing beyond the basic comprehensive audiometry and

impedance testing must be ordered in writing before the testing is done and kept on file by the provider.  (3-17-22)
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744. (RESERVED)
745. AUDIOLOGY SERVICES: PROVIDER REIMBURSEMENT.

02. Limitations. The following limitations apply to audiometric services and supplies: (3-17-22)

ba. Follow-up services are included in the purchase of the non-implantable hearing aid for the first two
(2) years_and one (1) year for implantable hearing aid including-repair;servieing-and-refitting-ofear-melds proper

fitting and refitting of the ear mold or aid. instructions on the aid’s use, and extended insurance coverage.

25 )

eb. Providers are required to maintain warranty and insurance information on file on each hearing aid
purchased-frem-them-by-the Department through Medicaid and are responsible for exercising the use of the warranty
or insurance during the first year following the purchase of the hearing aid. B1722) )

materials-and-serviees: Lost, misplaced, stolen, or destroyed haring aids are the responsibility of the participant. The
Department has no responsibility for the repair of hearing aids that have been damaged as a result of neglect, abuse,
or use of the aid in a manner for which it was not intended B4F22) )

746. -- 749. (RESERVED)

SUB AREA: DURABLE MEDICAL EQUIPMENT AND SUPPLIES
(Sections 750-779)

750.—751. (RESERVED)

752. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: COVERAGE AND LIMITATIONS.
The Department will purchase, repair, or rent;—when—medicallyneeessary,—reasonable—and-ecost-effeetive; durable
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medical equipment (DME) and medlcal supphes that are sultable for use in any settlng in Wthh normal life act1v1t1es
takeplace Medical su U and-applia PrON : alth-a Fundera

01. Medical Necessity Criteria—Equipment—and—Supplies. Department standards for medical
necessity and coverage limitations are those national standards set by Centers for Medicare and Medicaid Services
(CMS) in the CMS/Medicare DME coverage manual. Exceptions-te-Medieare—coverage are described in the Idaho
Medicaid Provider Handbook available at: www.idmedicaid.com.—Hems—fer—eenvenience;,—comfort,—or—ecosmetie

reasons-are not-covered. B2 )
02. Prior Authorization—Equipment-and-Supplies. B4F22) )
a. The Department will specify in the Idaho Medicaid Provider Handbook, which-durable-medieal
equipment DME and medical supplies require prior authorization by the Department. B1722) )

ba. The Department w111 purchase no more than three (3) months of necessary medrcal supphes ina
three (3) month period ;
or-nen-phystetan-praetitioner. Supphes in excess of coverage hmrtatrons must be prlor authorlzed by the Department

G172 )
753. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: PROCEDURAL REQUIREMENTS.

01. Orders. (3-17-22)

a. All-medieal-supphies; equipment; and-apphianees medical supplies must be ordered by a-physieian
ici provider within the scope of their licensure. Steh—eOrders must meet the

requirements in the CMS/Medicare DME coverage manual:, be kept on file with the DME provider, and include:

F2HC )

i The participant’s medical diagnosis that requires the use of the medical equipment or supplies: and

()

ii. How long the item will be necessary and frequent of use, and for (PRN) orders the conditions for

use. ( )
b. If medical equipment and supplies-are-required-for-extendedperiods;these must be reordered-as
neeessary,but at least annually;fer-all-partieipants. G124 )
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02. Documentation. ( )

¥a, Documentation of the participant’s medical necessity for the item;-that-meets-eoverage-eriteria will

be kept on file by the DME vendor. G722 )
¥ib. Additional information may be requested by the Department-fer-speeifie-equipment-or-supphes.

BH722) )

063. Equ1pment—Rent—a-l——Pu-l=ehase Procedures—UﬁJ:ess When spemﬁed by the Department,—aH

equipment must be rented-e

are and subject to the

following guidelines: B1722) )
a. Rental payments, including intermittent payments, are-te-be-auntomatieally applied to the purchase
of the equipment. B4F22) )
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b. The Department may choose to contlnue to rent certam equipment without purchasing it.—Sueh

25 )

c. The-tetal monthly rental cost of a DME item-must is not to exceed one-tenth (1/10) of the-tetal
purchase price-ef-the-item.

754. (RESERVED)
7585. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: PROVIDER REIMBURSEMENT.

01. Items Included in Per Diem Excluded. No payment will be made for any !
medical supplies-thatare items included in the per diem payment while such an individual is an inpatient in a hospital
nursing facility or ICF/IID.

02. Least Costly Limitation. When efeature e e e
avatlable;eCoverage will be limited to the least costly version that w111 reasonably and effectlvely meet the minimum

requirements of the individual's medical needs. B2 )

03. Billing Procedures The Department w111 pr0V1de b1111ng 1nstruct10ns to pr0V1ders of DME/medlcal
supplies.-Whenp authoriza A a § ? g
elaimform-

04

054. Date of Service. Unless specifically authorized by the Department, the date of services for-durable

- DME and supplies is the date of delivery-ef-the—equipment-orsupply(s) for items provided in-
person or the date of shipment for supplies mailed through a third-party courier. B1F22) )

075. Warranties and Cost of Repairs. No reimbursement will be made for the cost of repairs (materials
or labor, or both) covered under the manufacturer's warranty. The date of purchase and the warranty period must be
kept on file by the DME vendor. The following warranty periods are required to be provided on equipment purchased

by the Department: (3-17-22)
a. A power drive wheelchair must have a minimum one (1) year warranty period; (3-17-22)
b. An ultra-light or high-strength lightweight wheelchair must have a lifetime warranty period on the
frame and crossbraces; (3-17-22)
& 4722
dc. All electrical components and new or replacement parts must have a minimum six (6) month
warranty period; (3-17-22)
ed. All other DME not specified-in-Subseetions755-07-a—threugh—755:07-d—ef under this rule must
have a minimum one (1) year warranty period; B1F22) )
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fe. If the manufacturer denies the warranty due to user misuse or abuse,-er-beth; that information must
be forwarded to the Department at the time of the request for repair or replacement; B1F22) )

gf. The monthly rental payment must include a full service warranty. All routine maintenance, repairs,
and replacement of rental equipment are the responsibility of the provider. (3 17-22)

756. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: QUALITY ASSURANCE.
The use or provision of DME/medlcal supply items to an 1nd1V1dual other than the participant for wh1ch such items
were ordered is prohlblted he 4 3 3 : §

e%abuse—e%beth—tlﬁt—wal—b&enfereed—%eﬂae—Deparﬁﬁent—The Department has no obl1gat10n to repair or replace any
piece of—dﬂrable—medieal—eqmpment DME that has been damaged defaced lost, or destroyed as a result of neglect
abuse, or misuse A e ;

757. - 770. (RESERVED)

771. PROSTHETIC AND ORTHOTIC SERVICES: PARTICIPANT ELIGIBILITY.

The-Medieal-AssistaneeProgram Department will purchase or repalr—er—bet-h— med1cally necessary prosthet1c and
orthotic devices and related services—th e P

deformedportion-of-the body within the establlshed l1m1tat1onsestabl—1shed—by—t—he—l§epartment 84—7-2—291 1
772. PROSTHETIC AND ORTHOTIC SERVICES: COVERAGE AND LIMITATIONS.

01. Program Requirements. The following program requirements—wil—be are applicable for all
prosthetic and orthotic devices or services-purehased-by-the Department: B1F22) )
a.  Atemporary lower limb prosthesis will be purchased when documented by the-attending physieian

ordering provider that it is in the best interest of the participant's rehabilitation to have a
temporary lower limb prosthesis prior to a permanent limb prosthesis. A new permanent limb prosthesis will only be
requested after the residual limb size is considered stable; B2 )

b. A-reguestfor—a replacement prosthesis or orthotic device must be justified to be the least costly
alternative-as-eppesed to repairing or modifying the current-presthesis-er-erthetie device; B2 )

c. All prosthetic and orthotic devices that require fitting must be provided by a Podiatrist, or an
individual-whe—is certified or registered by the American Board for Certification in Orthotics, Prosthetics &
Pedorthics (ABC) or the Board of Certification/Accreditation (BOC); “4-6-235( )

d. All equipment-that-is—purehased must be new at the time of purchase. Modification to existing
prosthetic or orthotic equipment;-er-beth; will be covered by the Department; B1F22) )

e. Prosthetic limbs—purehased-by—the Department must be guaranteed to fit properly for three (3)

months from the date of service; —therefere any m0d1ﬁcat10ns adjustments or replacements w1th1n the three (3)
months are-the § h e

partietpant mcluded in the cost of purchase and (3—1—74%91 )
f. Not more than ninety (90) days may elapse between the-time-efthe order date and date of the prior
preauthorization request-is-presented-te-the- Department-for-consideration. B2 )
02. Program Limitations. The following limitations apply to all prosthetic and orthotic services and
equipment: (3-17-22)
a. No replacement will be allowed for prosthetic or orthotic devices within sixty (60) months of the

date of purchase except in cases Where there 1s clear documentation that there has been major physical change to the
residual limbs-an . 5 : rsieta : ( )
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b. Refitting, repairs, or additional parts—must—be_are limited to once per calendar year for all
prosthetics or orthotics;-et-beth; unless—rt—has—been documented that a major medical change has occurred to the limb;

ec. Electronically powered or enhanced-presthetie devices are not covered; B1F22) )

fd. The Department will only authorize corrective shoes or modification to an existing shoe-ewned-by

i when-they-are attached to an orthosis or prosthesis or when-speeiatly—eonstrueted to provide for a

totally or partially missing foot; B1F22) )

Shoes and accessories-st

g§-

a-ppl-l-aﬂees—er—feet—&u-ppeﬁs are not covered except when prov1ded for the treatment of dlabetes and (3—1—74%91 1

hi. Corsets-are-not-a-benefit norare and canvas braces with plastic or metal bones_are not a benefit.
Hewever;sSpecial braces enabling a participant to ambulate will be covered when-the-attendingphysietan a provider
documents-that the only other method of treatment for this condition would be-appheation-of a cast. (3—+722)( )

773. PROSTHETIC AND ORTHOTIC SERVICES: PROCEDURAL REQUIREMENTS.

Prosthetic and orthotic devices and services—will-be-paidfor are covered only if prescribed by a-physician-ernon
physietan—praetitioner_provider. The following information must be included in the order and kept on file by the

provider: F2H )
01. Full Description of the Services Requested. (3-17-22)

02. Number of Months the Equipment Will Be Needed and the Participant's Prognosis. (3-17-22)

03. Participant's Medical Diagnosis and Condition. The participant's medical diagnosis and the
Cond1t10n that requires the use of the prosthetic or orthotic services;-or-beth;supplies;equipment or modifications;-er
()

7764.--779.  (RESERVED)

SUB AREA: VISION SERVICES
(Sections 780-789)

780. -- 781. (RESERVED)

782. VISION SERVICES: COVERAGE AND LIMITATIONS.

The Department will pay for vision services and supplies-inaecordance-with-theguidelines-and-Himitations_as listed
below. B2 )
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01. Eye Examinations. 1722

iz The Department will pay—participating—physicians—and—optometrists_providers for one (1) eye
examination during any twelve (12) month period to determine the need for glasses to correct a refractive error.

29 )

b02. Eveglasses and Contacts. The Department will pay for eyeglasses
following a diagnosis of visual defects and a recommendation that eyeglasses are needed for correction of a refractive

erTor. B1F22) )

02a. Eenses—Lenses;single-vision-orbifoecal; will be-purchased-by-the Department not mere-often-than
covered once every four (4) years except when there is documentation of a major visual change-as-defined-bythe

Department. 2 )
ai. Scratch resistant coating is required for all plastic and polycarbonate lenses (3-17-22)
bii. Payment for tinted lenses will only be made when there is a diagnosis of albinism or in the case of

other extreme medical conditions-as-defined-by-the-Pepartmentas defined in the Provider Handbook. Documentation

must be kept on file by both the examining and supplying providers. B1F22) )
eb. All-contactlensesrequire-priorauthorization by-the Pepartment-Contact lenses will be covered for
participants only with documentation of: B4F22) )
i. A need for correction equal to or greater than plus or minus ten (+10) diopters; or (3-17-22)
ii. An extreme medical condition that does not allow correction through the use of conventional
lenses, such as cataract surgery, keratoconus, anisometropia, or other—extreme conditions—as defined by the
Department. B1F22) )

fis One (1) set of frames will be purchased by the Department for eligible participants-netmere-often
than once every four (4) years; except 1722

b: Wwhen-
receiving new lenses that cannot be accommodated 1n—}eﬁses—t-h&t—“ﬂ-1-l—ﬁt—m—t-he ex1st1ng frames—ﬂew—ffa-mes—&l-se—may
besthorsaed, B1F22) )

05d.  FittingFees—Fitting feesforeithercontact-lenses-orconventional-frames-and-enses are covered
only when the participant is eligible-under-the Medieatd-program—guidelinestereeeive for the associated supplies
asseetated-with-thefitting fee. 4722

)
04. Vision Therapy. Vision therapy is covered for participants between the ages of nine (9) and
twenty-one (21) with a diagnosis of convergence insufficiency. ( )
065. v 3 3 ;
tosived bv-4 o | Leal] . 1722
a. Nen-covered-items-inelude-Trifocal lenses, Progressive lenses, photo gray, and tint.
B2 )
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b. Replacement of broken, lost, or missing glasses is the responsibility of the participant.  (3-17-22)

783. -- 784. (RESERVED)

785. VISION SERVICES: PROVIDER REIMBURSEMENT.
The Department w1ll desls,nate a suppller to prov1de Aall eyeglass frames and lenses—pfewéed—te—Medieaid

786. -- 799. (RESERVED)

SUB AREA: DENTAL SERVICES
(Sections 800-819)

800. DENTAL SERVICES: SELECTIVE CONTRACT FOR DENTAL COVERAGE.

All participants eligible for Medicaid dental benefits are covered under a selective contract for a dental insurance
program called Idaho Smiles at: http://www.healthandwelfare.idaho.gov/Medical/Medicaid/MedicalCare/
DentalServices/tabid/696/Default.aspx. (3-17-22)

801. DENTAL SERVICES: DEFINITIONS.

For the purposes of dental services covered in Sections 800 through 807 of these rules, the following definitions

apply: (3-17-22)
01. Adults.-A-persen-whe-is_Participants past the month of their twenty-first birthday. —+722)( )

02. Children.-A-persen Participants from birth through the month of their twenty-first birthday.

722 )
03. Idaho Smiles. A dental insurance program provided to eligible Medicaid participants through a
selective contract between the Department and a dental insurance carrier. (3-17-22)

802. DENTAL SERVICES: PARTICIPANT ELIGIBILITY.

Ghi-}dfeﬂ—aﬁd—&dt&ts—ekgrb}e—fer—Me&eaidPartlcmant are eligible for Idaho Smiles dental benefits—deseribed—in
B2 )

803. DENTAL SERVICES: COVERAGE AND LIMITATIONS.
Seme—eCovered dental services may be subject to limitations, authorization from the Idaho Smiles contractor or
benefit restrictions according to the terms of its contract with the Department, in addition to those specified in these

rules. B1F22) )

01. Dental Coverage for Children. Children are covered for dental services that include preventative
screenings, problem-focused and comprehensive exams, diagnostic, restorative, endodontic services (including root
canals and crowns), periodontics, prosthodontic, orthodontic treatments, dentures, and oral surgery; (3-17-22)

02. Dental leltatlon for Chlldren Orthodontlcs are llmlted to children who meet Medicaid
eligibility requirements—an ¢ A rdex as determined by the State’s

contractor. (3_1_7%( )

03. Dental Coverage for Adults. Adults are covered for dental services that include preventative
screenings, problem-focused and comprehensive exams, diagnostic, restorative, periodontics, prosthodontic,
dentures, oral surgery, and endodontic services with limitations. (3-17-22)

04. Dental Limitation for Adults. Root canals and crowns are not covered. (3-17-22)

804. DENTAL SERVICES: PROCEDURAL REQUIREMENTS.
Providers must enroll in the Idaho Smiles network with the dental insurance contractor and meet both credentialing
and quality assurance guidelines of the contractor. (3-17-22)
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01. Administer Idaho Smiles. The contractor is responsible for administering the Idaho Smiles
program, including dental claims processing, payments to providers, customer service, eligibility verification, and
data reporting. (3-17-22)

02. Authorization. The contractor is responsible for authorization of covered dental services that
require authorization prior to claim payment. (3-17-22)

03. Grievances. The contractor is responsible for tracking and reporting all grievances to the State’s
contract monitor. (3-17-22)

04. Appeals. Appeals are handled by a process between the contractor and the Department as specified
in IDAPA 16.05.03, “Contested Case Proceedings and Declaratory Rulings,” and in compliance with state and federal
requirements. (3-17-22)

805. DENTAL SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

Providers are credentialed by the contractor to ensure they meet licensing requirements of the Idaho Board of
Dentistry standards or the applicable state in which services are provided. Providers' duties are based on the contract
requirements and are monitored and enforced by the contractor. (3-17-22)

806. DENTAL SERVICES: PROVIDER REIMBURSEMENT.

The Idaho Smiles administrator reimburses dental providers on a fee-for-service basis under a Department-approved
fee schedule. The State will collaborate with the contractor to establish rates that promote and ensure adequate access
to dental services. (3-17-22)

807. DENTAL SERVICES: QUALITY ASSURANCE.

Providers are subject to the contractor's Quality Assurance guidelines including monitoring for potential fraud,
overutilization, or abuse of Medicaid. The contractor is required to share such potential cases with the Medicaid
Fraud Unit as discovered. (3-17-22)

808. -- 819. (RESERVED)

SUB AREA: ESSENTIAL PROVIDERS
(Sections 820-859)

820. RURALHEAEFH-CHNEFQHC AND ¢(RHC) SERVICES: DEFINITIONS.

01. Change in Intensity of Services. A change in the intensity of services means a change in the
quantity and complexity of services delivered that could change the total allowable cost per encounter. This does not

include an expansion or remodeling of an existing provider. This may include the addition of new services or the
deletion of existing services. ( )

02. Encounter. An encounter, for payment purposes. is a face-to-face contact for the provision of
medical, mental or dental services between a FQHC or RHC patient and a provider as specified in Subsections 823.01
through 823.15 of these rules. ( )

03. Federall ualified Health Centers (FQHCs). FQHCs are defined in federal law at 42 USC
Section 1369d(1)(2). and 42 USC Section 1395x(aa)(1). and includes community health centers. migrant health
centers, providers of care for the homeless, and outpatient health programs or clinics operated by a tribe or tribal
organizations under the Indian Self-Determination Act (P.L. 93-638). It also includes clinics that qualify for, but are
not actually receiving, grant funds according to Sections 329, 330, or 340 of the Public Health Service Act (42 USC

Sections 201, et seq.) that may provide ambulatory services to Medicaid participants. ( )
04. Medicare Cost Report Period. The period of time covered by the Medicare-required annual report
of cost. C )
05. Medicare Economic Index (MEI). An annual measure of inflation designed to estimate the
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increase in the total cost for the average physician to operate a medical practice, and takes into account cost
categories such as a physician’s own time, non-physician employee’s compensation, rents, and medical equipment.
The MEI is used in establishing the annual changes to the payment conversion factors used in the methodology for

determining reimbursement rates. ( )

06. A—Rural Health Clinic_(RHC). An RHC is located in a rural area designated as a physician
shortage area, and is neither a rehabilitation agency nor does it primarily provide for the care and treatment of mental

diseases. S22 )
821. -- 822. (RESERVED)

823. RURAEHEAFH-EHMNEFQHC AND (RHC) SERVICES: COVERAGE AND LIMITATIONS.

RHC and FQHC services are defined as follows: B2 )
01. Physician Services. Phystetan-serviees: B4F22) )

032. Physician Assistant Services.-Physician-assistant-serviees: B4+722)( )

- 043.  Nurse Practitioner or Clinical Nurse Specialist Services. Nurse-practitioner—or—ehinieal-nurse
specialistserviees; F2H )
04. Visiting Nurse Services. Part-time or intermittent nursing care, and related medical services to a

home bound individual, when an RHC located in an area with a shortage of home health agencies. ( )
05. Chiropractor Services. ( )

06. Podiatrist Services. ( )

057. Clinical Psychologist Services.-Clinical-psychologist-serviees: B2 )

Licensed Social Worker Services.

)

069. Licensed Clinical Social Worker Services.-Clinical-sectal-workerserviees; 8422 )
10. Licensed Masters Social Worker Services. [}
11 Licensed Professional Counselor Services. C )
12. Licensed Clinical Professional Counselor Services. C )
13. Licensed Marriage and Family Therapist Services. [}
14. Other DOPL Licenses. Any other behavioral health or substance use disorder license type
recognized by the Idaho Division of Occupational and Professional Licensing (DOPL). [}
15. Licensed Dentist and Dental Hygienist Services. C )
16. Pharmacist Services. )
817, Otherlncidental Services and Supplies. Services and supplies incident to a

-Rurse-praetitiones;
provider listed in Subsections 823.01 through
823.15 of these rules as would otherwise be covered by a physician service_are part of an encounter; or

29 )
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18. Other Payable Services. Other ambulatory services covered by Medicaid that the FQHC or RHC

undertakes to provide, including immunizations. These services are billed separately from an encounter. ( )

824. - 825, (RESERVED)

826. RERALE—HEALFH—CHMNEFQHC ~_AND (RHC)  SERVICES: REIMBURSEMENT
METHODOLOGY.

01. Payment. Payment for Federally-Qualifted-Health-Center and Rural-Health-Clinie services must be
made in accordance with Section 702 of the Medicare, Medicaid, and SCHIP Benefits Improvement and Protection
Act of 2000, P.L. 106-554, 42USC Section 1396a(bb), Subsections (1) through (4). B1F22) )

82%—96—9#these—m}es— Each contact w1th a separate dlscmhne of health nrofessmnal (medlcal mental or dental) on

the same day at the same location, is reimbursed as a separate encounter. All contact with all practitioners within a

disciplinary category (medical, mental or dental) on the same day is a single encounter. B4F22) )
a. Each-contact-with-a-separate-discipline-of-health-professional-{tmedical- ormental-on-the-same-day
atthesamelocation-is-considered-aseparate-encounterReimbursement for services is limited to one (1) encounter per
discipline per participant per day. B4F22) )
b. ay-An additional

encounter may be relmbursed if the encounter is caused bV an 111ness or_injury that occurs later than the first
encounter and requires additional diagnosis or treatment. B2 )

—orThe encounter rate does not include drugs for biologicals which cannot be
self-administered. long-acting reversible contraception (LARC) or Non-surgical transcervical permanent female

contraceptive devices. B1722) )

827. FOHC AND RHC: RATE SETTING METHODOLOGY.

01. Prospective Payment System.

For rate periods beginning in January, 2001, the Department will establish separate, finalized rates
for medlcal/mental and dental encounters. The Department will prospectively set these finalized encounter rates

using the FQHC’s medical/mental and dental encounter costs.

I

b. The Department will pay each provider an encounter rate equal to the amount paid in the previous
federal fiscal year. The Department will adjust the encounter rate for inflation using the Medicaid Economic Index
(ME]). as published by CMS.

L
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C. If an out-of-state FQHC becomes an Idaho Medicaid provider and provides less than one hundred
(100) Idaho Medicaid encounters or receives less than ten thousand dollars ($10.000) in Idaho Medicaid payments in

the first year after entering the program. the Department will deem the FQHC a low utilization provider. The finalized
encounter rate for low utilization providers will be the same as the interim encounter rate as defined under these rules.
If there is an increase in the number of encounters or the amount of payments over any twelve (12) month Medicare

cost report period, the Department reserves the right to audit a low utilization provider’s Medicare cost report in order
to set a new interim encounter rate as defined under these rules. ( )

02. New Providers to Idaho Medicaid. ( )

a. If the provider is new, the Department will set the interim encounter rate by referring to the

encounter rates paid to other providers in the same or adjacent regional areas with similar caseloads. Regional areas
are defined by the Department. If encounter rate information for others in the same or adjacent regional areas with

similar caseloads is not available, the Department will set the interim encounter rate using historical cost information.
If historical cost information is not available, the Department will use budgeted cost and encounter information
submitted by the provider. ( )

b. If the provider has been designated as an FQHC or RHC for at least twenty-four (24) consecutive
months and provides the historical cost and encounter information for this period to the Department, the Department
will use the second full twelve (12) month audited Medicare cost report to calculate a finalized encounter rate. The
Department will provide the provider a supplemental information worksheet to complete. This worksheet will be
used by the Department to identify dental encounters and other incidental costs related to either medical/mental or
dental encounters. ( )

C. For both new and existing providers that become Idaho Medicaid providers, the Department will
audit the Medicare cost report for the twenty-four (24) consecutive months that represent two (2) complete fiscal
years after the FQHC has become a Medicaid provider. The Department will also audit the Medicare cost report for
any partial year prior to the twenty-four (24) consecutive months. ( )

d. For both new and existing FQHCs that become Idaho Medicaid providers, the Department will
adjust the finalized encounter rate annually for inflation in accordance with these rules.

Lk

e. The Department will adjust the claim payments for all provider claims paid at the interim encounter
rate(s). These adjustments will reflect the payment at the finalized encounter rate(s). The Department will pay the

provider for any total adjustment amount over what was reimbursed. The provider must pay the Department for any

total adjustment amount that is under what was reimbursed. ( )
03. Change in an Encounter Rate Due to a Change in Scope of Services. ( )
a. After an approval is obtained for a change in scope of service from the federal Human Resources

and Services Administration (HRSA), Bureau of Primary Healthcare, the provider must request the Department to

review the encounter rate(s). This will include reviewing the addition of a new service(s), deletion of an existing
service(s), or other changes in the intensity of services offered by the provider that could change the total cost per
encounter. The provider must request the Department to review the encounter rate(s) within sixty (60) days after the

approval from the HRSA Bureau of Primary Health Care for a change in scope of service. The Department requires

the same supporting documentation required by the HRSA Bureau of Primary Health Care. ( )
b. When the prov1der does not have to file a change in scope of service with the HRSA Bureau of

Primary Health Care, but Dlans an increase or decrease in the intensity of services to be offered that will result in a

change to the scope of services, the provider must request the Department to review the request for a change in
intensity and determine if there will be an increase or decrease in the encounter rate(s). The Department will review

the request for a change in intensity within sixty (60) days of the planned change. ( )
C. The Department reserves the right to audit the Medicare cost report and recalculate the encounter
rates when a change in the scope of service is reported. ( )
d. The Department will determine the encounter rate in accordance with this rule when the provider
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had reported a change in scope of service. The Department will audit the most recent twenty-four (24) consecutive
months of Medicare cost reports following any change(s) in the scope of service. The Department will also audit the

Medicare cost report for any partial year prior to the twenty-four (24) consecutive months. The finalized encounter
rate(s) for both medical/mental and dental encounters will be recalculated and audited using the Medicare cost report
for the second full twelve (12) month period. ( )

on an annual basis. Department deadlines are the same as those imposed by Medicare.

04. Annual Filing Requirements. Each provider is required to file a copy of its Medicare cost report
)
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832  FEDERAREY—QUAEHAED—HEARFFH—CENTER—FQHO—SERVICES:—COVERAGEAND
HMITAHONS:

FE O F

:

RS
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83728. - 841. (RESERVED)

842. INDIAN HEALTH SERVICE (IHS) CLINIC SERVICES: COVERAGE AND LIMITATIONS.
Payment will be available to Indian Health Service (IHS) clinics for any service provided within the conditions of the
scope of care and services described in Subsection-835-02 823 of these rules. B2 )

843. -- 844. (RESERVED)
845. INDIAN HEALTH SERVICE (IHS) CLINIC SERVICES: PROVIDER REIMBURSEMENT.

01. Payment Procedure. Payment for services other than prescribed drugs will be made on a per visit
basis at a rate not exceeding the outpatient visit rate established by the Federal Office of Management and Budget as

published annually in the Federal Register. (3-17-22)

02. Payment for Prescribed Drugs. Payment for prescribed drugs will be available as described in
Subsection 662.01 of these rules. (3-17-22)

03. Dispensing Fee for Prescriptions. The allowed dispensing fee used to compute maximum
payment for each prescription will be the midpoint dispensing fee of the range of fees in effect at the date of service
unless a higher fee is justified by a pharmacy cost of operations report on file with the Department. (3-17-22)
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04. Third Party Liability Not Applicable. The provisions of Section 215 of these rules are not
applicable to Indian health service clinics. (3-17-22)

846. -- 849. (RESERVED)
850. SCHOOL-BASED SERVICE: DEFINITIONS.

01. Activities of Daily Living (ADL). The performance of basic self-care activities in meeting a
participant’s needs for sustaining them in a daily living environment, including, but not limited to, bathing, washing,
dressing, toileting, grooming, eating, communication, continence, mobility, and associated tasks. (7-1-24)

03. Educational Services. Services that are provided in buildings, rooms, or areas designated or used
as a school or an educational setting, which are provided during the specific hours and time periods in which the
educational instruction takes place in the school day and period of time for these students, which are included in the
individual educational plan (IEP) for the student. (3-17-22)

04. Evidence-Based Interventions. Interventions that have been scientifically researched and
reviewed in peer reviewed journals, replicated successfully by multiple independent investigators, have-been-shown
to produce measurable and substantiated beneficial outcomes, and are delivered with fidelity by certified or
credentialed individuals trained in the evidence-based model. B1F22) )

05. Evidence-Informed Interventions. Interventions that use elements or components of evidence-
based techniques and are delivered by a qualified individual who is not certified or credentialed in an evidence-based
model. (7-1-24)

06. Human Services Field. A diverse field that is focused on improving the quality of life for
participants. Areas of academic study include sociology, special education, counseling, and psychology, or other
areas of academic study referenced in the Idaho Medicaid Provider Handbook.

07. School-Based Services. School-based services are health-related and rehabilitative services
provided by Idaho public school districts and charter schools under the Individuals with Disabilities Education Act
(IDEA). (3-17-22)
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108. Serious and Persistent Mental Illness (SPMI). A participant must meet the criteria for SMI, have
at least one (1) additional functional impairment, and have a diagnosis under DSM-5-TR with one (1) of the
following: Schizophrenia, Schizoaffective Disorder, Bipolar I Disorder, Bipolar II Disorder, Major Depressive
Disorder Recurrent Severe, Delusional Disorder, or Borderline Personality Disorder. The only Not Otherwise
Specified (NOS) diagnosis included is Psychotic Disorder NOS for a maximum of one hundred twenty (120) days
without a conclusive diagnosis. (7-1-24)

851.  SCHOOL-BASED SERVICE: PARTICIPANT ELIGIBILITY.
To be eligible for—medieal-assistanee_Medicaid reimbursement—fer—eevered-serviees,—school-distriets—and—eharter

sehools providers must ensure: 122 )

031. Age. Twenty-one (21) years of age or younger and the semester in which their twenty-first birthday
falls is not finished; (3-17-22)

052. Parental Consent. Providers must obtain a one-time parental consent to access public benefits or
insurance from a parent or legal guardian for school-based Medicaid reimbursement. (3-17-22)

852. SCHOOL BASED SERVICE SERVICE-SPECIFIC PARTICIPANT ELIGIBILITY

01. Skills Building/Community Based Rehabilitation Services (CBRS). To be eligible for Skills
Building/CBRS, the student must meet one (1) of the following: (3-17-22)

a. A student-whe—is-a—hild under eighteen (18) years of age-must meeting the Serious Emotional
Disturbance (SED) eligibility criteria—for-ehildren in-aceordanee—with the Children’s Mental Health Services Act,
Section 16-2403, Idaho Code.-A The child-whe-meets-the-eriteriafor-SED must experience a substantial impairment
in functioning. The—ehﬂd—s level and type of-funetienal impairment must be documented in the school record. A
Department-approved assessment must be used—te—ebtatn—the—child>s for an initial functional impairment score.
Subsequent scores must be obtained-atleast annually-in-erder to determine-the-ehild’s changes in functioning-that
oeeurs as a result of mental health treatment. B1F22) )

b. A student-whe-is eighteen (18) years old or older-must meeting the criteria of Serious and Persistent
Mental Illness (SPMI). This requires that a student participant meet the criteria for SMI, as described in 42 CFR
483.102(b)(1), have at least one (1) additional functional impairment, and have a diagnosis under DSM-V, or later
edition, with one (1) of the following: Schizophrenia, Schizoaffective Disorder, Bipolar I Disorder, Bipolar II
Disorder, Major Depressive Disorder Recurrent Severe, Delusional Disorder, or Borderline Personality Disorder. The
only Not Otherwise Specified (NOS) diagnosis included is Psychotic Disorder NOS for a maximum of one hundred
twenty (120) days without a conclusive diagnosis. In addition, the psychiatric disorder must be of sufficient severity
to affect the participant’s functional skills negatively, causing a substantial disturbance in role performance or coping
skills in at least two (2) of the areas listed below on either a continuous or intermittent basis, at least once per year.
The skill areas that are targeted must be consistent with the participant’s ability to engage and benefit from treatment.
The detail of the participant’s level and type of functional impairment must be documented in the medical record in

the following areas: 2 )
i. Vocational or educational; (3-17-22)
ii. Financial, (3-17-22)
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ii. Social relationships or support; (3-17-22)
iv. Family; (3-17-22)
\ Basic living skills; (3-17-22)
Vi. Housing; (3-17-22)
Vii. Community or legal; or (3-17-22)
viii. Health or medical. (3-17-22)

02. CHIS Students are ehglble to recewe—h—&b*h&a%we—skﬂ—bw&d—mg—behwefai—m%ﬁ%ﬂ&eﬂ—

03. Personal Care Services. To be eligible for personal care services (PCS), the student must have a
completed children’s PCS assessment and allocation tool approved by the Department-
PCS;—the-assessmentresults—#ust that finds the student requires PCS due to a medical condition that impairs-the
physical or functional abilities-efthe-student. B2 )

853. SCHOOL-BASED SERVICE: COVERAGE AND LIMITATIONS.

The Department will pay-sehoel-distrietsand-charter sehools for-eoveredrehabilitative-and-health-related services:
Serviees includeing medical or remedial services provided by school districts or other cooperative service agencies,
as defined in Section 33-317, Idaho Code. B4F22) )

Excluded Services.

da. Payment for school-related services will not be provided to students who are inpatients in nursing
homes or hospitals. (3-17-22)
b. Services provided more than thirty (30) days prior to the signed and dated recommendation or
referral. )
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02. Evaluation and Diagnostic Services. Evaluations to determine eligibility or the need for health-
related services may be reimbursed even if the student is not found eligible for health-related services. Evaluations
completed for educational services only cannot be billed. Evaluations completed must: (3-17-22)

ba. Be conducted by—eualified—professionals _providers for the respective discipline as defined in

Section 855 of these rules; 8422 )
eb. Be directed toward a diagnosis; (3-17-22)
dc. Include recommended interventions to address each need; and (3-17-22)
ed. Include name, title, and signature of the person conducting the evaluation. (3-17-22)

03. Reimbursable Services.-Sehool-distriets-and-charterseheeols Providers can bill for the following

health related services prov1ded—te—ehgrb}e—st&deﬂ+s—wheﬂ—the—ser\ﬂees—are—pfeﬂded under the recommendation of a
he-healing erviees provider for-whieh-thesehooldistriet-or

eharteeseheel—rs—seekmg relmbursement A—sehee%dism%e%eharmﬁeheehmy—ﬂeeseelﬁembwsemeﬁefeeseﬁ%es

al: The recommendations
or referrals are Vahd up to three hundred s1xty ﬁve (365) days G124 )

a. Behavieral-ntervention—Behavioral Intervention is a direct intervention used to promote positive,
meaningful changes in behavior that incorporate functional replacement behaviors and reinforcement-based
strategies, while also addressing any identified habilitative skill building needs and the student’s ability to participate
in educational services;-as—defined-in—Seetion—850-ofthese—rules; through a consistent, assertive, and continuous
intervention process to address behavior goals identified on the IEP. Behavioral intervention includes conducting a
functional behavior assessment and developing a behavior implementation plan-with-the-purpese-ef for preventing or
treating behavioral conditions. This service is provided to students who exhibit maladaptive behaviors. Services

include individual or group behavioral interventions. B4F22) )
i. Group services-must-be provided by one (1) qualified staff providing direct services for two (2) or
three (3) students. G124 )
ii. As the-number-and severity of the students with behavioral issues increases, the student ratio in the
group must be adjusted from three (3) to two (2). G124 )
ii. Group services should only be delivered when the student’s goals relate to benefiting from group
interaction. (3-17-22)
b. Behavioral-Consultation—Behavioral consultation assists other service professionals by consulting

with the IEP team during the assessment process, performing advanced assessment, coordinating the implementation
of the behavior implementation plan and providing ongoing training to the behavioral interventionist and other team

members. F2H )
i. Behavioral consultation cannot be provided as a direct intervention service. (3-17-22)

ii. Behavioral consultation must be limited to thirty-six (36) hours-per-student per year.
722 )

c. Gﬁﬁs—Lﬂterveﬂ&eﬂ—Crrsls 1ntewent10n—semees—may—me}ude—pre\ﬂdmg—traﬂﬂﬂg—te—staﬁ;dﬁeeﬂy

future—eeeurreﬂees as defmed in Sectlon 573 Thrs service is prov1ded ona short term basrs typlcally not exceedrng
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thirty (30) school days.-an

Autheﬂ—zed—rtems—must—be—fFor use at the school where the service is prov1ded—Eqﬁrpmeﬂt—that—ts—tee—l&Pge—ef
P 5 ized: The equipment and

supphes must be for the student’s excluswe use—&ﬂd—m&skbe—tfaﬂ%fe&ed—mth—the—s&}deﬁ%rﬁthe—studm%ehaﬁges
seheels. All equipment purchased by Medicaid belongs to the student. B1F22) )

Nursing-Servieces—SkillednNursing services-must-be-previded-by-alicensednurse,withinthe seope
ef—theﬂ”—pfaettee including Eemergency, first aid, or non-routine medications not identified on the plan as a health-

related service are not reimbursed. F-24( )
h. _Occupational Therapy—aﬂd—Eva%uaﬁeﬂéFlﬁsHemees—feHee&HemHssessma%&ammg—ef
(7-1-24) )

i. Personal Care Services (PCS). Seheel-based-PCS include medically oriented tasks having to do

with the student's physical or functional requirements. PCS do not require a goal on the plan of service. The provider
must deliver at least one (1) of the following services: G124 )
1. Basic personal care and grooming to include bathing, hair care, assistance with clothing, and basic

skin care; (7-1-24)
ii. Assistance with bladder or bowel requirements that may include helping the student to and from the
bathroom or assisting the student with bathroom routines; (3-17-22)
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iil. Assistance with food, nutrition, and diet activities including preparation of meals if incidental to
medical need; (3-17-22)
iv. Assisting the student with—physietan provider-ordered medications that are ordinarily self-

administered, under IDAPA 24.34.01, “Rules of the Idaho Board of Nursing;;”-Subseetion490-05:  (F1-24)( )

V. Non-nasogastric gastrostomy tube feedings;i-the-task-is-not complex-and-can be-safely performed
in-thegivenstudent-caresituation;—and meeting the requirements under IDAPA 16.03.10, “Medicaid Enhanced Plan
Benefits,” Subsection 303.01. F1-24( )

j- Physical Therapy-and-Evaluation. B1+F22) )

k. Psychological Evaluation. (3-17-22)

L Psychotherapy. (3-17-22)

m. Skills Building/Community-Based Rehabilitation Services (CBRS)—SkillsBuilding/CBRS are
interventions to reduce the student’s disability by assisting in gaining and utilizing skills necessary to participate in
school. They are designed to build competency and confidence while increasing mental health and/or decreasing
behavioral symptoms. Skills Building/CBRS provides training in behavior control, social skills, communication
skills, appropriate interpersonal behavior, symptom management, activities of daily 11V1ng, and coping skills—Fhese
services are intended

to prevent placement-efthe-stadent inte a more restrictive-edueational situation. (F—-24)( )

n. Speech/Audiological Therapy and Evaluation. (3-17-22)
0. Social History and Evaluation. (3-17-22)
p. Transportation Services.-Sehool-districts-and-charter sehools Providers can receive reimbursement
for mileage for transporting a student-te-andfrem between home and school when: B1F22) )
1. The student requires special transportation assistance, a wheelchair lift; or an attendant,~er—beth;
when medically necessary-for-the-health-and-safety-ef-the student; 8—4—7—2—291 )
il. The-transpertation-eecenrs—in-a vehicle is specifically adapted to meet the needs of-a-stadent-with a
disability; 722 )

1il. The student-reguires—ane receives—anether Medicaid-reimbursable services billed by the-seheel-
based-serviees provider, other than transportation, on the day-that transportation is-being provided; 24 )

iv. he- Medieat vered-service-and-thene he-speetal The transportation-are is included on
the student's plan; and B4F22) )
V. The mileage, as well as the services performed by the attendant, are documented.-See-Seetion855

25 )

q. Interpretive—Services—Interpretive services—needed—by for a student—whe—is—deat—or—dees—neot
requiresing an interpreter to communicate with the professional or

paraprofessional providing-the stadent-with a health-related service may be billed-with-the-following timitations when
services are: B2 )

Paymentfor-interpretive-serviees—isLimited to the specific time-that-the-student-is—recetving the
health- related services is received. dDocumentation-fer-interpretive-serviee must include the-Medieaid-reimbursable

health-related service-betng provided-whie-theinterpretive Serviceisprovided. 25 )
i Both-the Medics ' interprety vices-must-be-ilncluded on the
student's plan; and 8122 )
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1il. Interpretive-serviees-are-not-eovered-iftheProvided by a professional or paraprofessional-previding

serviees+s unable to communicate in the student's primary language. B1F22) )

854. SCHOOL-BASED SERVICE: PROCEDURAL REQUIREMENTS.
The following documentation must be maintained by the provider and retained for a period of five (5) years:
(3-17-22)

01. Individualized Education Program (IEP) and Other Service Plans.-Seheol-distriets-and-charter
sehools_Providers may bill for-Medieaid services covered by a current Individualized Education Program (IEP),
transitional Individualized Family Service Plan (IFSP), or Services Plan (SP) defined in the Idaho Special Education
Manual-en-the-State Departinent-of Edueation—website for parentally placed private school students with disabilities
when designated funds are available for special education and related services. The plan must be-developed within
the previous three hundred sixty-five (365) days—which—indieates and the need for one (1) or more medically-
necessary health-related service, and lists all the Medicaid reimbursable services for which the-sehoel-distriet—or
chartersehoeol provider is requesting reimbursement. The IEP and transitional IFSP must include:  3—37-22)( )

a. Type, frequency, and duration of the servicets) provided; 8422 )

b. Title of the provider(s}, including the direct care staff delivering services under the supervision of

the professional; 84722 )
c. Measurable goals, when goals are required for the service; and (3-17-22)

d. Specific place of service, if provided in a location other than school. (3-17-22)

02. Evaluations and Assessments. -Evaluations-and-assessments-must: 8422 )

e Suppert-services-biled-to-Medicaid;and 1722

b- Aeeuratelyreflectthe student’s-eurrent status: 4722

03. Service Detail Reports. A service detail report that includes: (3-17-22)

a. Name of student; (3-17-22)

b. Name, title, and signature of the person providing the service; (3-17-22)

c. Date, time, and duration of service; (3-17-22)

d. Place of service, if provided in a location other than school; (3-17-22)

e. Category of service and brief description of the specific areas addressed; and (3-17-22)

f. Student’s response to the service when required for the service. (3-17-22)

04. One Hundred Twenty Day Review. A documented review of progress toward each service plan

goal completed at least every one hundred twenty (120) days from the date of the annual plan. (3-17-22)
0s. Documentation of Qualifications of Providers. (3-17-22)

06. Copies—ef—Required Referrals and Recommendations.—Cepies—of—required —referrals—and
recommendations: School-based services must have: 8422 )
o a Sehee}-based—sefwees—mﬂst—be—PRecommendedatlons or referreelals by a—phys&e}aﬁ—er—e%he%heeﬂsed

fefmbufsemeﬁ{ prov1der " B4F22) 1
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b, A recommendatlon or referralﬂﬂst—be obtalned w1th1n thlrty (30) days of the prov151on of services

c. A recommendation or referral must be obtained for the service at least every three hundred sixty-
five (365) days. (3-17-22)

087. Requirements for Cooperation with and Notification of Parents and Agencies. Each-sehoot
provider must act in cooperation with students’ parent or
guardian, and with community and state agencies and professionals who provide like Medicaid services to the

student. B1F22) )

dfstﬁets—&ﬂd—ehafter—sehee}sProwders must document that parents are notlﬁed of the—Meeheaid serv1ces—aﬁ€l
equipmentfor-whieh-they-will billed to Medicaid. Notification must describe the service(s),-serviee provider(s), and
state the type, location, frequency, and duration of the servicefs). The school district must document that they
provided the student’s parent or guardian with a current copy of the child’s plan and any pertinent addenda; and

29 )

b. Primary-Care Previder-PCP)—School districts and charter schools must request the name of the
student’s Primary Care Provider (PCP) and request a written consent to release and obtain information between the
PCP and the school from the parent or guardian. B1+F22) )

c. Other-Community-and-State-Agenetes-Upon receiving a request for a copy of the evaluations or the
current plan, the-sehoel-distriet-or-chartersehoel provider must furnish the requesting agency or professional with a

copy of the plan or appropriate evaluation after obtaining consent for release of information from the student's parent

or guardian. F2H )

855. SCHOOL-BASED SERVICE: PROVIDER QUALIFICATIONS AND DUTIES.
Medicaid will only reimburse for services provided by—equalified staff: with Fthe following—are—the—minimum

qualificationsferpreviders-efcovered-serviees: B4F22) )

01. Behavioral Intervention. Must be provided by, or under the supervision of, an intervention
specialist or professional. Individuals providing behavioral intervention must be one (1) of the following:  (7-1-24)

a. Intervention Paraprofessional. Provides direct services. The specialist or professional must observe
and review the direct services performed by the paraprofessional monthly, or more often as necessary, to ensure the
paraprofessional demonstrates the necessary skills to correctly provide the direct service. An intervention

paraprofessional under the direction of a qualified intervention specialist or professional must: (7-1-24)
1. Be at least eighteen (18) years of age; (3-17-22)
il. Demonstrate the knowledge, have the skills needed to support the program to which they are
assigned; and (3-17-22)
iil. Meet the paraprofessional requirements under IDAPA 08.02.02, “Rules Governing Uniforn(qét}i.”%)
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c. Intervention Specialist. Provides direct services, completes assessments, and develops
implementation plans. Intervention specialists who will complete assessments must have documented training and
experience in completing assessments and designing and implementing comprehensive therapies for students with
functional or behavioral needs, or both. The qualifications for this provider type can be met by one (1) of the
following: (7-1-24)

i. An individual who holds an Idaho Standard Instructional Certificate who meets qualifications for
an endorsement specific to special education as defined in State Board of Education Policy Section IV.B;  (7-1-24)

ii. An individual who holds a Habilitative Intervention Certificate of Completion in Idaho with an
expiration date of July 1, 2019, or later, and does not have a gap of more than three (3) years of employment as an
intervention specialist; or (7-1-24)

1il. An individual who holds a bachelor's degree from an accredited institution in a human services
field or has a bachelor's degree and a minimum of twenty-four (24) semester credits in a human services field, can
demonstrate one thousand forty (1,040) hours of supervised experience working with children who demonstrate
functional or behavioral needs, and meets the competency requirements by completing one (1) of the following:

(3-17-22)

(1) A Department-approved competency checklist referenced in the Idaho Medicaid Provider
Handbook; B1F22) )
(2) A minimum of forty (40) hours of applied behavior analysis training delivered by an individual

who is certified or credentialed to provide the training; or (3-17-22)

3) Other Department-approved competencies as defined in the Idaho Medicaid Provider Handbook.

B-17-22) )
d. Intervention Professiongl. Pfeﬂdes—ehfeet—%ﬁﬂees,—eemp}ewesaﬁeﬂ%s,—md—deve}eps

f&ﬁeﬁeﬂ&l-er—behaﬂef&l—ﬂeeds—er—bet-h—The services and quahﬁca‘uons for thls prov1der type can be met by one (1) of
the-feHewing: requirements under Subsection 575.04 of these rules. G124 )

e. Evidence-Based Model (EBM) Intervention Paraprofessional.-Prevides-direetservices-and-mustbe
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. Evidence-Based Model (EBM) Intervention Professional. As defined under Subsection 575.07 of
these rules Pprovides direct services, completes assessments, develops implementation plans, and may supervise
EBM intervention paraprofessionals or specialists working within the same evidence-based model in which they are

certified or credentialed.-AnEBM-interventionprofessionalmust: G124 )

02. Behavioral Consultation. Must be provided by a professional who has a Doctoral or Master’s
degree in psychology, education, applied behavioral analysis, or has a related discipline with one thousand five
hundred (1,500) hours of relevant coursework or training, or both, in principles of child development, learning theory,
positive behavior support techniques, dual diagnosis psychology, education, or behavior analysis (may be included as
part of degree program), and who meets one (1) of the following: (7-1-24)

a. An individual who holds an Idaho Standard Instructional Certificate who meets qualifications for
an endorsement specific to special education as defined in State Board of Education Policy Section IV.B;  (7-1-24)

b. An individual with a Pupil Personnel Certificate who meets the qualifications defined under
IDAPA 08.02.02, “Rules Governing Uniformity,” excluding an RN or audiologist; (7-1-24)

c. An occupational therapist-whe-is-qualified-and registered-to-practice-intdaheo; B4F22) )
d. An intervention professional;-as-defined-in-Subseetion-855-01-of thisrule; or B2 )

e. An EBM intervention professional;-as-defined-in-Stbseetion-855-01-of thisrule. B1+722)( )
03. Crisis Intervention. Must be provided by, or under the supervision of, an intervention specialist or
professional. Individuals providing crisis intervention must be one (1) of the following: (7-1-24)
a. An intervention paraprofessional;-under-Subseetion-855-01-of thisrule; G124 )
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b. An intervention technician;-under-Subsection855-01-of thisrule; G129 )
c. An intervention specialist;underSubseetion855-01-of thisrule; 29 )
d. An intervention professional;-under-Subseetion-855-01-of thisrule; 25 )
e. An EBM intervention paraprofessional;-tunder-Subseetion-855-01-of thisrule; 29 )
f. An EBM intervention specialist;-tnder-Subseetion-855-04-of thisrule; 29 )
g. An EBM intervention professional;under-Subseetion855-01-of thisrule; 25 )
h. A licensed physician, licensed practitioner of the healing arts; (3-17-22)
i. An advanced practice registered nurse; (3-17-22)
j- A licensed psychologist; (3-17-22)
k. A licensed clinical professional counselor or professional counselor; (3-17-22)
L A licensed marriage and family therapist; (3-17-22)
m. A licensed masters social worker, licensed clinical social worker, or licensed social worker;

(3-17-22)

n. A psychologist extender-registere tonal Licenses;
F2H )
0. An RN; (7-1-24)
p. A licensed occupational therapist; or (3-17-22)
q. An endorsed or certified school psychologist. (3-17-22)
04. Habilitative Skill Building. Must be provided by, or under the supervision of, an intervention
specialist or professional. Individuals providing habilitative skill building must be one (1) of the following under
Subsection 855.01 of this rule: (7-1-24)
a. An intervention paraprofessional; (7-1-24)
b. An intervention technician; (7-1-24)
c. An intervention specialist; (7-1-24)
d. An intervention professional; (7-1-24)
e. An EBM intervention paraprofessional; (7-1-24)
f. An EBM intervention specialist; or (7-1-24)
g. An EBM intervention professional. (7-1-24)
05. Interdisciplinary Training. Must be provided by one (1) of the following under Subsection
855.01 of this rule: (7-1-24)
a. An intervention specialist; (7-1-24)
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b. An intervention professional; (7-1-24)
c. An EBM intervention specialist; (7-1-24)
d. An EBM intervention professional. (7-1-24)
06. Medical Equipment and Supplies. See Subsection 853.03 of these rules. (7-1-24)
07. Nursing Services. Mustbe v yatrt s—a-theen practical-nurse(EPN)-Heensed-to
08. Occupational Therapy and Evaluation. For therapy-specific rules, refer to Sections 730 through
739 of these rules. (3-17-22)

09. Personal Care Services (PCS). Must be provided by or under the direction of an RN. (7-1-24)

a. Providers of PCS must have at least one (1) of the following qualifications: (3-17-22)
i. Licensed Registered Nurse (RN). (7-1-24)
ii. Licensed Practical Nurse (LPN).
P I el ;
iii. Certified Nursing Assistant (CNA).-A-persen-eurrently-eertified-by-the-State-of Idahoror
B2 )
1v. Personal Assistant. A person who meets the standards of Section 39-5603, Idaho Code, and
receives training to ensure the quality of services. The assistant must be at least age eighteen (18) years of age.
(3-17-22)
b. The RN must review or complete, or both, the PCS assessment and develop or review, or both, the
written plan of care annually. Oversight provided by the RN must include all of the following: (7-1-24)
1. Development of the written PCS plan of care; (3-17-22)
il. Review of the treatment given by the personal assistant through a review of the student’s PCS
service detail reports as maintained by the provider; and (3-17-22)
iil. Reevaluation of the plan of care as necessary, but at least annually. (3-17-22)
c. The RN must conduct supervisory visits on a quarterly basis, or more frequently as determined by
the IEP team and defined as part of the PCS plan of care. (3-17-22)
10. Physical Therapy and Evaluation. For therapy-specific rules, refer to Sections 730 through 739
of these rules. (3-17-22)
11. Psychological Evaluation. MustbepProvided by a: licensed professional within the scope of their
practice. G124 )
f
b-
&
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& Endersed-oreertifiedsehoolpsyehologist:

12. Psychotherapy. iSi i e—one mete he WiRg
eredentials: Provided by a licensed nrofessmnal w1thm the scope of thelr Dractlce G124 )

f Psyehiatrist, MD: G124
b Physieian, MD: G124

13. Skills Bulldlng/Commumty-Based Rehabllltatlon Serv1ces (CBRS) Sk1lls Bulldmg/CBRS must
be prov1ded by one (1) of the followmg. St

a. Licensed physician, licensed practitioner of the healing arts; (3-17-22)
b. Advanced practice registered nurse; (3-17-22)
c. Licensed psychologist; (3-17-22)
d. Licensed clinical professional counselor or professional counselor; (3-17-22)
e. Licensed marriage and family therapist; (3-17-22)
f. Licensed masters social worker, licensed clinical social worker, or licensed social worker;
(3-17-22)
g. Psychologist extender registered with the Division of Occupational and professional Licen?%s;1 24)
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h. Licensed registered nurse (RN); (3-17-22)
i. Licensed occupational therapist; (3-17-22)
j- Endorsed or certified school psychologist; (3-17-22)
k. Skills Building/Community Based Rehabilitation Services specialist who must: (7-1-24)
& B+7-22)
it. Be an individual who has a bachelor’s degree or higher and is under the supervision of a licensed

behavioral health professional, a physician, nurse, or an endorsed or certified school psychologist. The supervising
practitioner is required to have regular one-to-one (1:1) supervision of the specialist monthly to review treatment
provided to student participants on an ongoing basis.

least-menthly: Supervision can be conducted using synchronous virtual care when it is equally effective as direct on-

site supervision; and G124 )
iit. Have a credential required for CBRS specialists. (3-17-22)
14. Speech/Audiological Therapy-and-E+valaatien. For therapy-specific rules, refer to Sections 730
through 739 of these rules. B4F22) )
stat&ef—ldah& Provrder llcensed and w1thm the scope ofthelr practlce G124 )
16. Transportation. Must be provided by an individual who has a current Idaho driver's license and is
covered under vehicle liability insurance that covers passengers for business use. (7-1-24)
17. Therapy Paraprofessionals. The schools may use paraprofessronals to pr0V1de occupatronal

therapy, physmal therapy, and speech therapy

appfepﬂate—heeﬁsufe—aﬂd—eertrﬁeatreﬂ—ru}es The portrons of the treatment plan—that—eaﬂ—be delegated to the
paraprofessional must be identified in the IEP or transitional IFSP. G124 )

856. SCHOOL-BASED SERVICE: PROVIDER REIMBURSEMENT.

Paymentforhealth-related servieesprevided-byOnly school districts and charter schools-mrust-be-inaccordance-with
rates-established-by-the Department can be reimbursed for school-based services. B2 )
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031. Recoupment of Federal Share. Failure to provide services for which reimbursement has been
received or to comply with these rules will be cause for recoupment of the Federal share of payments for services,
sanctions, or both. (3-17-22)

042. Matching Funds. Federal funds cannot be used as the State's portion of match for Medicaid service
reimbursement.-Sehoel-distriets-and-charter sehoels Providers must, for their own internal record keeping, calculate
and document the non-federal funds (maintenance of effort assurance) that have been designated as their certified
match. This documentation needs to include the source of all funds that have been submitted to the State and the
original source of those dollars. The appropriate matching funds will be handled in the following manner:

B2 )
a. Schools will estimate the amount needed to meet match requirements based on their anticipated
monthly billings. (3-17-22)

b. Sehoel-distriets-and-eharter-sehoolsProviders will send the Department the matching funds, either
by check or automated clearing house (ACH) electronic funds transfers. B2 )

c. The Department will hold matching funds in an interest-bearing trust account. The average daily
balance during a month must exceed one hundred dollars ($100) in order to receive interest for that month. (3-17-22)

d. The payments to the districts will include both the federal and non-federal share (matching funds).
(3-17-22)
e. Matching fund payments must be received and posted in advance of the weekly Medicaid payment

cycle. (3-17-22)
f. If sufficient matching funds are not received in advance, all Medicaid payments to the school

district will be suspended and the school district will be notified of the shortage Once sufficient matching funds are
received, suspended payments will be processed and reimbursement will be made during the next payment cycle.
(3-17-22)

g. The Department will provide the school districts a monthly statement that will show the matching
amounts received, interest earned, total claims paid, the matching funds used for the paid claims, and the balance of
their funds in the trust account. (3-17-22)

h. The school districts will estimate the amount of their next billing and the amount of matching funds
needed to pay the Department. (3-17-22)

i. The estimated match requirement may be adjusted up or down based on the remaining balance held
in the trust account. (3-17-22)

857. SCHOOL-BASED SERVICE: QUALITY ASSURANCE AND IMPROVEMENT.
The provider will grant the Department immediate access to all information required to review compliance with these
rules. (3-17-22)

01. Quality Assurance. Quality Assurance consists of reviews to assure compliance with the
Department’s rules and regulations. If problems are identified during the review, the provider must implement a
corrective action plan within forty-five (45) days after the results are received. The Department will work with the
school to answer questions and provide clear direction regarding the corrective action plan. (3-17-22)
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02. Quality Improvement. The Department may gather and utilize information from providers to
evaluate student satisfaction, outcomes monitoring, quality assurance, quality improvement activities, and health and
safety. These findings may lead to quality improvement activities to improve provider processes and outcomes for the
students. (3-17-22)

858. -- 859. (RESERVED)

SUB AREA: MEDICAL TRANSPORTATION SERVICES
(Sections 860-879)

860. (RESERVED)

861. EMERGENCY TRANSPORTATION SERVICES: PARTICIPANT ELIGIBILITY.

Ambulance services are medically necessary when an emergency condition exists. For purposes of reimbursement, an
emergency condition exists when a participant manifests acute symptoms or signs, or both, which, by reasonable
medical judgment of the Department, represent a condition of sufficient severity such that the absence of immediate
medical attention could reasonably be expected to result in death, serious impairment of a bodily function or major
organ, or serious jeopardy to the overall health of the participant. If such condition exists, and treatment is required at
the participant's location, or transport of the participant for treatment in another location by ambulance is the only
appropriate mode of travel, the Department will review such claims and consider authorization for emergency
ambulance services. (3-17-22)

862. EMERGENCY TRANSPORTATION SERVICES: COVERAGE AND LIMITATIONS.

021. Local Transport Only. Only local transportation by ambulance is covered. In exceptional
situations where the ambulance transportation originates beyond the locality to which the participant was transported,
payment may be made for such services only if the evidence clearly establishes that such institution is the nearest one

with appropriate facilities and the service is authorized by the Department. (3-17-22)
032. Air Ambulance Service. In some areas, transportation by airplane or helicopter may qualify as
ambulance services. Air ambulance services are covered only when: (3-17-22)
a. The point of pickup is inaccessible by land vehicle; or (3-17-22)
b. Great distances or other obstacles are involved in getting the participant to the nearest appropriate
facility and speedy admission is essential; and (3-17-22)
c. Air ambulance service will be covered where the participant's condition and other circumstances
necessitate the use of this type of transportation; however, where land ambulance service will suffice, payment will be
based on the amount payable for land ambulance, or the lowest cost. (3-17-22)

043. Co-Payments. When the Department determines that the participant did not require emergency
transportation, the provider can bill the participant for the co-payment amount as described in IDAPA 16.03.18,
“Medicaid Cost-Sharing.” (3-17-22)

863. EMERGENCY TRANSPORTATION SERVICES: PROCEDURAL REQUIREMENTS.
01. Services Subject to Review. Ambulance services are subject to review by the Department prior to

the service being rendered, and on a retrospective basis. Ambulance service review is governed by provisions of the
Transportation Policies and Procedures Manual as amended. 1722 )

02. Non-Emergency Transport Prior Authorization Required. If an emergency does not exist, prior
written authorization to transport by ambulance must be secured from the Department. (3-17-22)
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03. Air Ambulance. Air ambulance services must be approved in advance by the Department, except
in emergency situations. Emergency air ambulance services will be authorized by the Department on a retrospective
basis. (3-17-22)

864. EMERGENCY TRANSPORTATION SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

01. Medically Necessary. For purposes of reimbursement, in non-emergency situations, the provider

must provide justification to the Department that
any other mode of travel would, by reasonable medical judgment of the
Department, result in death, serious impairment of a bodily function or major organ, or serious jeopardy to the overall
health of the participant. B2 )

02. Licensure Required. All Emergency Medical Services (EMS) Providers that provide services to
Medicaid participants in Idaho must hold a current license issued by the Emergency Medical Services Bureau of the
Department in accordance with IDAPA 16.01.03, “Emergency Medical Services (EMS) Agency Licensing
Requirements,” and IDAPA 16.01.07, “Emergency Medical Services (EMS) Personnel Licensing Requirements.”
Ambulances based outside the state of Idaho must hold a current license issued by their states' EMS licensing
authority when the transport is initiated outside the state of Idaho. Payment will not be made to ambulances that do
not hold a current license. (3-17-22)

043. Air Ambulance. The operator of the air service must bill the air ambulance service rather than the
hospital or other facility receiving the participant. (3-17-22)

865. EMERGENCY TRANSPORTATION SERVICES: PROVIDER REIMBURSEMENT.

ambulance service review 1dent1ﬁes that aﬂ—ambu-lraﬁee service is not covered then no—Medieaiel payrﬁent will be
made-for-the-ambulanee serviee. Reimbursement-forambulanee-serviees or1g1nally denled by the Department will be
made if such decision is reversed by the appeals process

and-Deelaratory Rulings.” Payment for ambulance services is subject to the followmg—hm&&&eﬂs B4F22) )
021. Ambulance ReimbursementBase Rate. B4F22) )

a. The base rate for ambulance services includes customary patient care equipment and items such as
stretchers, clean linens, reusable devices and equipment. The base rate also includes nonreusable items, and
disposable supplies such as oxygen, triangular bandages and dressings that may be required for the care of the
participant during transport. In addition to the base rate, the Department will reimburse mileage. (3-17-22)

eb. Ambulance units are licensed by the EMS Bureau of the Department, or other states' EMS licensing
authority according to the level of training and expertise its personnel maintain. At least this level of personnel is
required to be in the patient compartment of the vehicle for every ambulance trip. The Department will reimburse a
base rate according to the following: (3-17-22)
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1. The level of personnel required to be in the patient compartment of the ambulance; (3-17-22)
ii. The level of ambulance license the unit has been issued; and (3-17-22)
1il. The level of life support authorized by the Department. (3-17-22)
fc. Units with Emergency Medical Technician - Basic (EMT-B) or equivalent personnel in the patient

compartment of the vehicle will be reimbursed up to the Basic Life Support (BLS) rate. Units with Advanced
Emergency Medical Technician-Ambulance (AEMT-A) or equivalent personnel in the patient compartment of the
vehicle will be reimbursed up to the Advanced Life Support, Level 1 (ALSI) rate. Units with Emergency Medical
Technician - Paramedic (EMT-P) or equivalent personnel in the patient compartment of the vehicle will be
reimbursed up to the Advanced Life Support, Level IT (ALSII) rate. When a participant's condition requires hospital-
to-hospital transport with ongoing care that must be furnished by one (1) or more health care professionals in an
appropriate specialty area, including emergency or critical care nursing, emergency medicine, or a paramedic with
additional training, Specialty Care Transport (SCT) may be authorized by the Department. (3-17-22)

£02. Multiple Providers. If multiple licensed EMS providers are involved in the transport of a
participant, only-the-ambulanee providers who-aetually transports the participant will be reimbursed for-the services.

25 )

ia. In situations where personnel and equipment from a licensed ALSII provider boards an ALSI or
BLS ambulance, the transporting ambulance may bill for ALSII services as authorized by the Department. (3-17-22)

ib. In situations where personnel and equipment from a licensed ALSI provider boards an ALSII or
BLS ambulance, the transporting ambulance may bill for ALSI services as authorized by the Department. (3-17-22)

ic. In situations where medical personnel and equipment from a medical facility are present during the
transport of the participant, the transporting ambulance may bill at the ALSI or ALSII level of service. The

transportmg prov1der must arrange to pay the other prov1der for thelr services. —"Phe—erﬂ-y—e*eepﬂerr—te—ﬂ&e—preeed-rﬂg

hd. If multiple licensed EMS providers transport a participant for different legs of a trip, each provider

must bill their base rate and mileage;-as-autherized-by-the Department.

€. Charges for extra attendants are not covered except for justified situations and must be authorized

by the Department. ( )
f. If a physician is in attendance during transport, they are responsible for the billing of their services.

)

03. Monthly Trips and Standby. ( )

ja. If an ambulance—vehiele—and-erew—have returneds to a base station after having transported a
participant to a facility and the participant's provider orders the participant to be transferred from this

facility to another facility because of medical need, two (2) base rate charges, in addition to the mileage, will be
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considered for reimbursement. If an ambulance vehicle and crew do not return to a base station and the patient is
transferred from one (1) facility to another facility, charges for only one (1) base rate, waiting time, and mileage will

be considered. B4F22) )

kb. Round trip charges will be allowed only in circumstances when a facility in-patient is transported to
another facility to obtain specialized services not available in the facility in which the participant is an in-patient. The
transport must be to and from a facility that is the nearest one with the specialized services. (3-17-22)

C. Reimbursement for waiting time will not be considered unless documentation submitted to the
Department identifies the length of the waiting time and established its medical necessity or indicates that it was
physician ordered. Limited waiting time will be allowed for round trips. ( )

04. Treat and Release. The Department may reimburse the EMS provider at the appropriate base rate
if they respond to an emergency situation, and treat and release the participant without transport. ( )

The Department may relmburse the EMS nr0V1der
if they respond to a participant’s locatlon and no treatment or transport is necessary. No payment will be made if the

EMS provider responds and no evaluation is done, or the participant has left the scene. No payment will be made to
an EMS provider who is licensed as a non-transporting provider. B4F22) )

866. -- 869. (RESERVED)
870. NON-EMERGENCY MEDICAL TRANSPORTATION SERVICES: DEFINITIONS.

For the purposes of Sections 870 through 879 of these rules, the following definitions apply. (3-17-22)
01. Contracted Transportation Provider. A non-emergency medical transportation provider who is
under contract with the transportation broker to provide non-emergency medical transportation for Medicaid
participants. (3-17-22)
02. Individual Contracted Transportation Provider. An individual who is under contract with the
transportation broker to provide non-emergency medical transportation for a Medicaid participant in the provider’s
personal vehicle. (3-17-22)
03. Non-Emergency Medical Transportation. Non-emergency medical transportation is
transportation that is: (3-17-22)
a. Not of an emergency nature; and (3-17-22)
b. Required for a Medicaid participant to access-medieallyneeessary services covered by Medicaid

when the participant’s own transportation resources, family transportation resources, or community transportation
resources do not allow the participant to reach those services.

04. Transportation Broker. An entity under contract with the Department to administer, coordinate,
and manage a statewide network of non-emergency medical transportation providers. (3-17-22)

0s. Travel-Related Services. Travel-related services are meals, lodging, and attendant care required
for non-emergency medical transportation to be completed for a Medicaid participant. (3-17-22)

871. NON-EMERGENCY MEDICAL TRANSPORTATION SERVICES: DUTIES OF THE
TRANSPORTATION BROKER.

The transportation broker under contract with the Department is required to: (3-17-22)
01. Coordinate and Manage. Coordinate and manage all non-emergency medical transportation
services for Medicaid participants statewide. (3-17-22)
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02. Contract With Transportation Providers. Contract with transportation providers throughout the
state to provide non-emergency medical transportation services for Medicaid participants. (3-17-22)

03. Call Center. Operate a call center to receive and review non-emergency medical transportation for
Medicaid participants meeting the requirements in Section 872 of these rules. (3-17-22)

04. Authorize Non-Emergency Medical Transportation Services. Authorize non-emergency
medical transportation services for Medicaid participants requesting transportation and who meet the requirements in
Section 872 of these rules. (3-17-22)

05. Reimburse Contracted Transportation Providers. Reimburse contracted transportation
providers for non-emergency medical transportation services meeting the requirements in Section 872 of these rules.
(3-17-22)

06. Safe and Professional Transportation. Assure that contracted transportation providers deliver
non-emergency medical transportation services in a safe and professional manner. (3-17-22)

872. NON-EMERGENCY MEDICAL TRANSPORTATION SERVICES: COVERAGE AND

LIMITATIONS.

01. Non-Emergency Medical Transportation Services. The transportation broker will reimburse
contracted transportation providers for non-emergency medical transportation services under the following
conditions: (3-17-22)

a. The travel is essential to get to or from a-medieallyneeessary-Medieaid covered service;

B1722) )

b. The mode of transportation is the least costly that is appropriate for the medical needs of the
participant; (3-17-22)

c. The transportation is to the nearest medical provider appropriate to perform the needed services,
and transportation is by the most direct route practicable; (3-17-22)

d. Other modes of transportation, including personal vehicle, assistance by family, friends, and
charitable organizations, are unavailable or impractical under the circumstances; (3-17-22)

e. The travel is authorized and scheduled by the transportation broker; and (3-17-22)

f. The contracted transportation provider is in compliance with the terms of its contract with the
transportation broker. (3-17-22)

02. Travel-Related Services. The transportation broker will reimburse a contracted transportation
provider for travel-related services under the following circumstances: (3-17-22)

a. The reasonable cost of meals actually incurred in transit will be reimbursed for the participant when
there is no other practical means of obtaining food. (3-17-22)

b. The reasonable cost for lodging actually incurred for the participant will be reimbursed when:

(3-17-22)

1. The round trip and the needed medical service cannot be completed in the same day; and (3-17-22)

ii. No less costly alternative is available. (3-17-22)

c. The reasonable cost of wages for an attendant will be reimbursed when: (3-17-22)
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1. An attendant is medically necessary or when the vulnerability of the participant requires
accompaniment for safety; and (3-17-22)
il. No family member or other unpaid attendant is available to accompany the participant. (3-17-22)
d. The reasonable cost of meals actually incurred in transit will be reimbursed for one (1) family
member or one (1) attendant, when: (3-17-22)
i. Attendant care is medically necessary or when the vulnerability of the participant requires
accompaniment for safety; and (3-17-22)
ii. There is no other practical means of obtaining food. (3-17-22)
e. The reasonable cost of lodging actually incurred will be reimbursed for one (1) family member or
one (1) attendant when: (3-17-22)
i. An overnight stay is required to receive the service; (3-17-22)
ii. It is medically necessary or the vulnerability of the participant requires accompaniment for safety;
and (3-17-22)
iil. No less costly alternative is available. (3-17-22)

873. NON-EMERGENCY MEDICAL TRANSPORTATION SERVICES: REIMBURSEMENT
METHODOLOGY.

The Department will reimburse the-NEMTserviees_transportation broker a fixed, actuarially sound amount per
member per month based on the cost of efficiently delivered, timely, and safe non-emergency medical transportation
for eligible Idaho Medicaid participants and the cost for efficient administration of the brokerage program.

G172 )
874. - 879. (RESERVED)

SUB AREA: EPSDT SERVICES
(Sections 880-889)

880. EARLY PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT (EPSDT) SERVICES:
DEFINITION.

Medically necessary services for eligible Medicaid participants under the age of twenty-one (21) are health care,
diagnostic services, treatment, and other measures described in Section 1905(a) of the Social Security Act (SSA)
necessary to correct or ameliorate defects, physical and mental illness, and conditions discovered by the screening
services as defined in Section 1905(r) of the SSA, whether or not such services are covered under the State Plan.
Services must be considered safe, effective, and meet acceptable standards of medical practice. (3-17-22)

881. EARLY PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) SERVICES:
PARTICIPANT ELIGIBILITY.
EPSDT services are available to-ehild participants from birth through the month of their twenty-first birthday.

G172 )

882. EARLY PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) SERVICES:
COVERAGE AND LIMITATIONS.

01. Additional Services. Any service required as a result of an EPSDT screen and which is currently
covered under the scope of the Idaho Medicaid program will not be subject to the existing amount, scope, and
duration, but_must meet any applicable Department criteria and will be subject to the authorization requirements of

those rules. B47229( )

02. Medically Necessary. The need for additional services must be documented by the attending

Idaho Administrative Bulletin Page 289 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

physician as medically necessary. (3-17-22)

03. Prior Authorization. Any service requested, that is covered under Title XIX or Title XXI of the
Social Security Act, that is not identified in these rules specifically as a Medicaid-covered service will require prior
authorization prior to payment for that service. (3-17-22)

054. Hearing Aids Under EPSDT. (3-17-22)
a. When binaural aids are requested they will be authorized if documented to the Department's
satisfaction, that the child's ability to learn would be severely restricted. (3-17-22)
b. When replacement hearing aids are requested, they may be authorized if the requirements in
Subsections 742.01.a., 742.01.b., and 742.03 are met. (3-17-22)

065. Eyeglasses Under EPSDT. (3-17-22)
a. In the case of a major visual change, the Department can authorize purchase of a second pair of
eyeglasses and can authorize a second eye examination to determine that visual change. (3-17-22)
b. The Department may pay for replacement of lost glasses or replacement of broken frames or lenses.

New frames will not be purchased if the broken frame can be repaired for less than the cost of new frames if the
provider indicates one (1) of these reasons on their claim. If repair costs are greater than the cost of new frames, new
frames may be authorized. (3-17-22)

883. -- 889. (RESERVED)

SUB AREA: SPECIFIC PREGNANCY-RELATED SERVICES
(Sections 890-899)

890. PREGNANCY-RELATED SERVICES: DEFINITIONS.

01. Individual and Family Social Services. Services directed at helping a participant to overcome

social or behavioral problems that may adversely affect the outcome of the pregnancy. (3-17-22)
02. Maternity Nursing Visit. Office visits by a licensed registered nurse, acting within the limits of

the Nurses Practices Act, for the purpose of checking the progress of the pregnancy. (3-17-22)
03. Nursing Services. Home visits by a licensed registered nurse to assess the participant's living
situation and provide appropriate education and referral during the covered period. (3-17-22)
04. Nutritional Services. Nutritional services are described in Sections 630 through 635 of these rules.
(3-17-22)

05. Risk Reduction Follow-Up. Services to assist the participant in obtaining medical, educational,

social and other services necessary to assure a positive pregnancy outcome. (3-17-22)

891. (RESERVED)

892. PREGNANCY-RELATED SERVICES: COVERAGE AND LIMITATIONS.
When ordered by the participant's attending-physietan-orHeensed-practitioner-of the-healingarts provider, payment of
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the following services is available after confirmation of pregnancy and extending through the end of the month in

which the sixtieth day following delivery occurs. B2 )
01. Individual and Family Social Services. Limited to two (2) visits during the covered period.

(3-17-22)

02. Maternity Nursing Visit. These services are only available to women unable to obtain a-physieian

provider to provide prenatal care. This service is to end immediately when

a primary physician is found. A maximum of nine (9) visits can be authorized. G124 )

03. Nursing Services. Limited to two (2) visits during the covered period. (3-17-22)

04. Nutrition Services. As described in Sections 630 through 632 of these rules. (7-1-24)

05. Qualified Provider Risk Assessment and Plan of Care. When prior authorized by the
Department, payment is made for qualified provider services in completion of a standard risk assessment and plan of

care for women unable to obtain a primary care-physician—nurse-praetitioner,—ornurse—midwife provider for the
2 )

provision of antepartum care.

06. Risk Reduction Follow-Up. (7-1-24)
893. PREGNANCYREFATED-SERVACES: PROCEDUVRALREQUVIREMENTS:(RESERVED)
Pregnancy-related services described in-Sections 890 through 892 of these rules must be pri authori

894. PREGNANCY-RELATED SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.
Covered Sservices-mustbe are: B4F22) )

01. Risk Reduction Follow-Up. Provided by a licensed social worker, RN, nurse midwife, physician,
NP, or PA either in independent practice or as employees of entities that have current provider agreements with the
Department. (7-1-24)

02. Individual and Family Social Services. Provided by a licensed social worker qualified to provide
individual counseling (7-1-24)

895. PREGNANCY-RELATED SERVICES: PROVIDER REIMBURSEMENT.

92 Risk—ReduetionFollowup—Serviees—A single payment will be made for each month of risk
reduction follow-up services provided. 1722 )

896. -- 899. (RESERVED)

INVESTIGATIONS, AUDITS, AND ENFORCEMENT
(Sections 900 - 999)

SUB AREA: LIENS AND ESTATE RECOVERY
(Sections 900-909)

900. LIENS AND ESTATE RECOVERY.
In accordance with Sections 55-819, 56-218, 56-218A, and 56-225, Idaho Code, this Section of rule sets forth the
provisions for recovery of medical assistance, the filing of liens against the property of deceased persons, the filing of

liens against the property of permanently institutionalized participants, and the recording of requests for notice.
(3-17-22)
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01. Medical Assistance Incorrectly Paid. The Department may, in accordance with a judgment of a
court, file a lien against the property of a living or deceased person of any age to recover the costs of medical
assistance incorrectly paid. (3-17-22)

901. LIENS AND ESTATE RECOVERY: DEFINITIONS.

The following terms are applicable to Sections 900 through 909 of these rules: (3-17-22)
01. Adequate Consideration. An act, object, services, or other benefit which has a tangible and/or
intrinsic value that is equivalent to or greater than the fair market value of the transferred asset. ( )

042. Authorized Representative. The person appointed by the court as the personal representative in a
probate proceeding or-ifnene; the person identified by the participant to receive notice and make decisions on estate

matters. B1+F22) )

023. Discharge From a Medical Institution. A medical decision made by a competent—medical
prefessional_provider that the Medicaid participant no longer needs nursing home care because the participant's
condition has improved, or the discharge is not medically contraindicated. B4F22) )

054. Home. The dwelling in which the participant has an ownership interest, and which the participant
occupied as their primary dwelling prior to, or subsequent to, their admission to a medical institution. (3-17-22)

065. Institutionalized Participant. An inpatient in a nursing facility (NF), intermediate care facility for
people with intellectual disabilities (ICF/IID), or other medical institution, who is a Medicaid participant subject to
post-eligibility treatment of income in IDAPA 16.03.05, “Eligibility for Aid to the Aged, Blind and Disabled
(AABD).” (3-17-22)

076. Lawfully Residing. Residing in a manner not contrary to or forbidden by law, and with the
participant's knowledge and consent. (3-17-22)

087. Permanently Institutionalized. An institutionalized participant of any age who the Department
has determined cannot reasonably be expected to be discharged from the institution and return home. Discharge refers
to a medical decision made by a competent-medieal-prefessional provider that the participant is physically able to
leave the institution and return to live at home. B1F22) )

098. Personal Property. Any property_that is not real property, including cash, jewelry, household

goods, tools, life insurance policies, boats, and wheeled vehicles. B4F22) )
109. Real Property. Any land, including buildings or immovable objects attached permanently to the
land. (3-17-22)
110. Residing in the Home on a Continuous Basis. Occupying-the-heme-as-the-primary-dweling and
continuing to occupy-saeh-dwelling the home as the primary residence. B4F22) )
121. Termination of a Lien. The release or dissolution of a lien from property. (3-17-22)

Idaho Administrative Bulletin Page 292 September 4, 2024 — Vol. 24-9



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-2401
Medicaid Basic Plan Benefits ZBR Proposed Rule

132. Undue Hardship. Conditions that justify waiver or deferral of all or a part of the Department's
claim against an estate, described in Subsections 905.06 through 905.10 of these rules. B1F22)( )

143. Undue Hardship Waiver. A decision made by the Department to relinquish, limit, or defer its
claim to any or all estate assets of a deceased participant based on good cause. (3-17-22)

902. LIENS AND ESTATE RECOVERY - NOTIFICATION TO DEPARTMENT.
All notification regarding liens, estate claims, and requests for notice must be directed to the Department of Health
and Welfare, Estate Recovery Unit, 450 W. State Street, 6th Floor, Boise, Idaho 83702. (3-17-22)

903. LIENS AND ESTATE RECOVERY: LIEN DURING LIFETIME OF PARTICIPANT.

01. Lien Imposed During Lifetime of Participant. During the lifetime of the permanently
institutionalized participant, and subject to the restrictions set forth in Subsection 903.04 of this rule, the Department
may impose a lien against the real property of the participant for medical assistance correctly paid on their behalf.
The lien must be filed within ninety (90) days of the Department's final determination, after notice and opportunity
for a hearing, that the participant is permanently institutionalized. The lien is effective from the beginning of the most
recent continuous period of the participant's institutionalization; but-net-beforeFuly 114995, Any lien imposed will
dissolve upon the participant's discharge from the medical institution and return home. B1722)( )

02. Determination of Permanent Institutionalization. The Department must determine that the
participant is permanently institutionalized prior to the lien being imposed. An expectation or plan that the participant
will return home with the support of Home and Community Based Services does not, in and of itself, justify a
decision that they are reasonably expected to be discharged to return home. The following factors must be considered
when making the determination of permanent institutionalization: (3-17-22)

a. The participant must meet the criteria for nursing facility or ICF/IID level of care and services as
set forth in IDAPA 16.03.10, “Medicaid Enhanced Plan Benefits,” Sections 220 through 299, and 580 through 649;
(3-17- 22)

b. The medical records must be reviewed to determine if the participant's condition is expected to
improve to the extent that they will not require nursing facility or ICF/IID level of care; and (3-17-22)

c. Where the prognosis indicated in the medical records is uncertain or inconclusive, the Department
may request additional medical information, or may delay the determination until the next utilization control review
or annual Inspection of Care review, as appropriate. (3-17-22)

03. Notice of Determination of Permanent Institutionalization and Hearing Rights. The
Department must notify the participant or their authorized representative, in writing, of its intention to make a
determination that the participant is permanently institutionalized, and that they have the right to a fair hearing in
accordance with Subsection 900.02 of these rules. This notice must inform the participant of the following
information, at a minimum: (3-17-22)

a. The Department's decision that they cannot reasonably be expected to be discharged from the
medical institution to return home is based upon a review of the medical records and plan of care, but that this does
not preclude them from returning home with services necessary to support nursing facility or ICF/IID level of care;
and (3-17-22)

b. They or their authorized representative may request a fair hearing prior to the Department's final
determination that they are permanently institutionalized. The notice must include information that a pre-hearing
conference may be scheduled prior to a fair hearing. The notice must include the time limits and instructions for
requesting a fair hearing. (3-17-22)

c. If they or their authorized representative does not request a fair hearing within the time limits
specified, their real property, including their home, may be subject to a lien, contingent upon the restrictions in
Subsection 903.04 of this rule. (3-17-22)
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04. Restrictions on Imposing Lien During Lifetime of Participant. A lien may be imposed on the
participant's real property; however, no lien may be imposed on the participant's home if any of the following is
lawfully residing in such home: (3-17-22)

a. The spouse of the participant; (3-17-22)

b. The participant's child who is under age twenty-one (21), or who is blind or disabled as defined in
42 U.S.C. 1382c as amended; or (3-17-22)

c. A sibling of the participant who has an equity interest in the participant's home and who was
residing in such home for a period of at least one (1) year immediately before the date of the participant's admission
to the medical institution, and who has been residing in the home on a continuous basis. (3-17-22)

05. Restrictions on Recovery on Lien Imposed During Lifetime of Participant. Recovery will be
made on the lien from the participant's estate, or at any time upon the sale of the property subject to the lien, but only
after the death of the participant's surviving spouse, if any, and only at a time when: (3-17-22)

a. The participant has no surviving child who is under age twenty-one (21); (3-17-22)

b. The participant has no surviving child of any age who is blind or disabled as defined in 42 U.S.C.
1382c¢ as amended; and (3-17-22)

c. In the case of a lien on a participant's home, when none of the following is lawfully residing in such
home who has lawfully resided in the home on a continuous ba51s since the date of the participant's admission to the
medical institution: (3-17-22)

i. A sibling of the participant, who was residing in the participant's home for a period of at least one
(1) year immediately before the date of the participant's admission to the medical institution; or (3-17-22)

il. A son or daughter of the participant, who was residing in the participant's home for a period of at
least two (2) years immediately before the date of the participant's admission to the medical institution, and who
establishes by a preponderance of the evidence that they provided necessary care to the participant, and the care they
provided allowed the participant to remain at home rather than in a medical institution. (3-17-22)

06. Recovery Upon Sale of Property Subject to Lien Imposed During Lifetime of Participant.
Should the property upon which a lien is imposed be sold-priet-to-the-partieipant's-death, the Department will seek
recovery of all medical assistance paid on behalf of the participant, subject to the restrictions in Subsection 903.05 of
this rule. Recovery of the medical assistance paid on behalf of the participant from the proceeds from the sale of the
property does not preclude the Department from recovering additional medical assistance paid from the participant's
estate as described in Subsection 904.01 of these rules. B1H722)( )

07. Filing of Lien During Lifetime of Participant. When appropriate, the Department will file, in the
office of the Recorder of the county in which the real property of the participant is located, a verified statement, in

writing, setting forth the following: (3-17-22)
a. The name and last known address of the participant; and (3-17-22)
b. The name and address of the official or agent of the Department filing the lien; and (3-17-22)
c. A brief description of the medical assistance received by the participant; and (3-17-22)
d. The amount paid by the Department, as of a given date, and, if applicable, a statement that the

amount of the lien will increase as long as medical assistance benefits are pald on behalf of the participant. (3-17-22)

08. Renewal of Lien Imposed During Lifetime of Participant. The lien, or any extension thereof,
must be renewed every five (5) years by filing a new verified statement as required in Subsection 903.07 of this rule,
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or as required by Idaho law. (3-17-22)
09. Termination of Lien Imposed During Lifetime of Participant. The lien will be released as

provided by Idaho Code, upon satisfaction of the Department's claim. The lien will dissolve in the event of the
participant's discharge from the medical institution and return home. Such dissolution of the lien does not discharge
the underlying debt and the estate remains subject to recovery under estate recovery provisions in Sections 904 and
905 of these rules. (3-17-22)

904. LIENS AND ESTATE RECOVERY: REQUIREMENTS FOR ESTATE RECOVERY.

01. Estate Recovery Requirements. In accordance Sections 56-218 and 56-218A, Idaho Code, the
Department is required to recover the following: (3-17-22)

a. The costs of all medical assistance correctly paid on or after July 1, 1995, on behalf of a participant
who was permanently institutionalized; and

b. The costs of medical assistance correctly paid on behalf of a participant who received medical
assistance at age fifty-five (55) or older on or after July 1, 1994:-and. B47229( )

02. Recovery From Estate of Spouse. Recovery from the estate of the spouse of a Medicaid
participant may be made as permitted in Sections 56-218 and 56-218A, Idaho Code. (3-17-22)

03. Lien Imposed Against Estate of Deceased Participant. Liens may be imposed against the estates
of deceased Medicaid participants and their spouses as permitted by Section 56-218, Idaho Code. (3-17-22)

04. Notice of Estate Claim. The Department will notify the authorized representative of the amount of
the estate claim after the death of the participant, or after the death of the surviving spouse. The notice must include
instructions for applying for an undue hardship waiver. (3-17-22)

05. Assets in Estate Subject to Claims.
! i i tet - Assets in the estate from which the claim can be
satisfied must include all real or personal property that the deceased participant owned or in which they had an

ownership interest, including the following: B47229( )

a. Payments to the participant under an installment contract will be included among the assets of the
deceased participant. This includes an installment contract on any real or personal property to which the deceased
participant had a property right. The value of a promissory note, loan or property agreement is its outstanding
principal balance at the date of death of the participant. When a promissory note, loan, or property agreement is
secured by a Deed of Trust, the Department may request evidence of a reasonable and just underlying debt.

(3-17-22)
b. The deceased participant's ownership interest in another person’s estate, probated or not probated,

is an asset of their estate when:
i. Documents show the deceased participant is an eligible devisee or donee of property of another
deceased person; or (3-17-22)
ii. The deceased participant received income from property of another person; or (3-17-22)
iil. State intestacy laws award the deceased participant a share in the distribution of the property of
another estate. (3-17-22)
c. Any trust instrument that is designed to hold or to distribute funds or property, real or personal, in
which the deceased participant had a beneficial interest is an asset of the estate. (3-17-22)
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d. Life insurance is considered an asset when it has reverted to the estate. (3-17-22)

e. Burial insurance is considered an asset when a funeral home is the primary beneficiary or when
there are unspent funds in the burial contract. Any funds remaining after payment to the funeral home will be
considered assets of the estate. (3-17-22)

f. Checking and savings accounts that hold and accumulate funds designated for the deceased
participant are assets of the estate, including joint accounts that accumulate funds for the benefit of the participant.
(3-17-22)

In a conservatorship situation, if a court order under state law specifically requires funds be made
available for the care and maintenance of a participant prior to their death, absent evidence to the contrary, such funds
are an asset of the deceased participant's estate, even if a court has to approve release of the funds. (3-17-22)

h. Shares of stocks bonds and mutual funds to the beneﬁt of the deceased part1c1pant are assets of the

06. Value of Estate Assets. The Department will use fair market value as the value of the estate assets.
(3-17-22)

905. LIENS AND ESTATE RECOVERY: LIMITATIONS AND EXCLUSIONS.

01. Limitations on Estate Claims. Limits on the Department's claim against the assets of a deceased
participant or spouse are subject to Sections 56-218 and 56-218A, Idaho Code. A claim against the estate of a spouse
of a participant is limited to the value of the assets of the estate that had been, at any time after October 1, 1993,
communlty property, or the deceased partlclpant's share of the separate property, and Jorntly owned property

providedin-Subseetion-903-05-of theserules: No recovery wrll be made if the partlclpant recerved medrcal assrstance
as the result of a crime committed against the participant. B2 )

02. Expenses Deducted From Estate. The following expenses may be deducted from the available
assets to determine the amount available to satisfy the Department's claim: (3-17-22)

Buﬂa-}Funeral

expenses

reasonably necessary for burral or crematron servrces approved on a case by case basrs at the drscretron of the

Department. 722 )

expenses of the estate may be deducted in accordance wrth Sectron 56- 21 8 Idaho Code 8—4—7—2—291 )

03. Interest on Claim. The Department's claim does not bear interest
statute-or-agreement until the claim becomes recoverable. Interest on the claim accrues at the legal rate of interest.

G2 )

04. Excluded Land. Restricted allotted land, owned by a deceased participant who was an enrolled
member of a federally recognized American Indian tribe, or eligible for tribal membership, which cannot be sold or
transferred without permission from the Indian tribe or an agency of the Federal Government, will not be subject to
estate recovery. (3-17-22)

05. Certain Life Estates. The value of a life estate owned by a Medicaid participant or their spouse
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will not be subject to estate recovery if: (3-17-22)
a. Neither the Medicaid participant or their spouse ever owned the remainder interest; or  (3-17-22)
b. The life estate was created prior to July 1, 1995. (3-17-22)
06. Marriage Settlement Agreement or Other Such Agreement. A marriage settlement agreement
or other such agreement that separates assets for a married couple does not eliminate the debt against the estate of the

deceased participant or the spouse. Transfers under a marriage settlement agreement or other such agreement may be
voided if not for adequate consideration. (3-17-22)

087. Purpose of the Undue Hardship Exception. The undue hardship exception is intended to avoid
the impoverishment of the deceased participant's family due to the Department exercising its estate recovery right.
The fact that family members anticipate or expect an inheritance, or will be inconvenienced economically by the lack
of an inheritance, is not cause for the Department to declare an undue hardship. (3-17-22)

098. Application for Undue Hardship Waiver. An applicant for an undue hardship waiver must have a
beneficial interest in the estate and must apply for the waiver within ninety (90) days of the death of the participant or
within thirty (30) days of receiving notice of the Department's claim, whichever is later. The filing of a claim by the
Department in a probate proceeding constitutes notice to all heirs. (3-17-22)

109. Basis for Undue Hardship Waiver. Undue hardship waivers will be considered in the following
circumstances: (3-17-22)

The estate subject to recovery is income-producing property that provides the-primary sole source

of support for—et-her—f—amﬂ-y—membefs heirs; or B2 )

b. Payment of the Department's claim would cause heirs of the deceased participant to be eligible for
public assistance; or (3-17-22)

c. The Department's claim is less than five hundred dollars ($500) or the total assets of the entire
estate are less than five hundred dollars ($500), excluding trust accounts or other bank accounts. (3-17-22)

p v et hip- Any claim may be waived or deferred by
the Department partlally or fully, because of undue hardshrp An undue hardship does not exist if action taken by the
participant prior to their death, or by their legal representative, divested or diverted assets from the estate. The
Department grants undue hardship waivers on a case-by-case basis upon review of all facts and circumstances,
including any action taken to diminish assets available for estate recovery or to circumvent estate recovery.

25 )

121. Set Aside of Transfers. Transfers of real or personal property of the participant without adequate
consideration are voidable and may be set aside by the district court whether or not the asset transfer resulted, or
could have resulted, in a period of ineligibility. (3-17-22)
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906. LIENS AND ESTATE RECOVERY: REQUEST FOR NOTICE.

01. Requestfor Notiee—Notice - Hearing. The Department must notify the participant or their
authorized representative, in writing, of its intention to record a request for notice, and that they have the right to a
fair hearing in accordance with Subsection 900.02 of these rules. The notice must inform the participant of the

following information;-at-a-mintmram: B47229( )

a. The Department's determination that they are the record titleholder or purchaser under a land sale

contract of real property subject to a request for notice; (3-17-22)

b. They or their authorized representative may request a fair hearing prior to the Department's

recording a request for notice. The notice must include the time limits and instructions for requesting a fair hearing;

and (3-17-22)

c. If they or their authorized representative do not request a fair hearing within the time limits

specified, a request for notice applying to their real property, including their home, may be recorded. (3-17-22)

02. Requestfor Notiee—Forms - Content. The notices must include;-at-a—minimum; the following

information: B47229( )

a. The name of the public assistance recipient and the spouse of such public assistance recipient, if

any; (3-17-22)

b. The Medicaid number for the public assistance recipient and spouse, if any; (3-17-22)

c. The legal description of the real property affected or to be affected; (3-17-22)

d. The mailing address at which the Department is to receive notice as provided in Section 902 of

these rules; (3-17-22)

e. If the document is a Notice of Transfer or Encumbrance, the name and address of the transferee or

lien holder; and (3-17-22)
f. A fully executed acknowledgment as required for recording under Section 55-805, Idaho Code.

(3-17-22)

03. Webpages for Forms. The forms may be found at: (3-17-22)

a. Notice of Transfer or Encumbrance at http://healthandwelfare.idaho.gov. (3-17-22)

b. Request for Notice at http://healthandwelfare.idaho.gov. (3-17-22)

c. Termination of Request for Notice at http://healthandwelfare.idaho.gov. (3-17-22)

907. -- 909. (RESERVED)

SUB AREA: PARTICIPANT LOCK-IN
(Sections 910 - 918)

910. PARTICIPANT UTILIZATION CONTROL PROGRAM.

This Program is-desigred to promote improved and cost-efficient medical management of essential health care by
monitoring participant activities and taking action to correct abuses. Participants demonstrating unreasonable patterns
of utilization or exceeding reasonable levels of utilization;-erbeth; will be reviewed for restriction. The Department
may require a participant to designate a primary—physietan_provider or a single pharmacy-er—beth for exclusive
provider services in an effort to protect the individual's health and safety, provide continuity of medical care, avoid
duplication of services by providers, avoid mappropnate or unnecessary utilization of medical assmtance%md%d

25 )
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911. LOCK-IN DEFINED.
Lock-in is the process of restricting the access of a participant to a specific provider or providers. (3-17-22)

912. DEPARTMENT EVALUATION FOR LOCK-IN.
The Department will-review—partieipants—te determine if services are being utilized at a frequency or amount that
is not medically necessary. Evaluations-ef-utilization

results—atevel-of utilization—orapattern—of services—that i
patterns can include revrew—by—t-he—Bepa—rtment—st—a%f of medrcal records or computerlzed reports—er—bet-h—gener&ted—by

b&sed—en—mdﬁedua-l—eeﬂétttens—There is no specrﬁc cr1ter1a for lock 1n—w1-1-1—be—de¥e}eped as each case is unique.
Hewever—tThe Department may develop non- bmdmg gurdehnes for purposes of unlformrty—"l"—he—gu*detmes—wx-l-l—net

The followrng utrhzatlon patterns may be cons1dered abus1ve not medlcally
necessary, potentially endangerlng the participant's health and safety, or over utilization of Medicaid services, and
may result in the restriction of Medicaid reimbursement for a participant to a single provider or providers:

B2 )

01. Unnecessary Use of Prov1ders or Serv1ces. Includmg Excessive Provider Visits. Hnneeessary

02. Demonstrated Abusive Patterns. Recommendation from a—medical—professional—or—the
participant's-primary-eare-phystetan provider that the participant has demonstrated abusive patterns and would benefit
from the lock-in program. B4F22) )
03. Use of Emergency Room-Eaeilities. Frequent use of emergency room-faeilities for non-emergent
conditions. B4F22) )
04. Multiple Providers.-Use-ef-multiple providers: B4+722) )

0s. Controlled Substances. Use-ef-multiple-controled substanees: B4F22) )

06 Use of Multiple Prescribing—Physieians_Providers or Pharmacies. Use-of-multiple-preseribing
physietans-erpharmaetes;or-both: 8122 )
07. Overlapping Prescription Drugs—aﬁd With the Same Therapeutic Classes.—Overlapping
722 )

08. Drug Abuse.

4722 )
09. Drug-Seeking Behavior. Drug-seeking—behavier—aAs identified by a—medieal—prefessional

provider.
10. Other Abusive Utilization.-Use 0 her-Medica vice ermine e-abustve
determined by the Department's medical or pharmacy consultant B4F22) )

914. LOCK-IN PARTICIPANT NOTIFICATION.
A participant-whe-has—been designated by the Department for the Participant Utilization Control Program will be
notified in writing by the Department of the action and the participant's right of appeal by means of a fair hearing.

G722y )
915. LOCK-IN PROCEDURES.

01. Participant Responsibilities. The participant will be given thirty-five (35) days to contact the
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Regional Program Manager-er-destgnee and complete and sign the lock-in agreement form and select designated
provider(s) in each area of misuse. B2 )

02. Appeal Stays Restriction. The Department will not implement the participant restriction if a valid
appeal is noted in accordance with Section 917 of these rules. (3-17-22)

03. Lock-In Duration. The Department will restrict participants to their designated providers for a
time period determined by the Department. Upon review at the end of that period, lock-in may be extended for an
additional period determined by the Department. (3-17-22)

04. Payment to Providers. Payment to provider(s} other than the designated lock-in—physieian
provider or pharmacy is limited to documented emergencies or written referrals from the primary-phystetan provider.

)
0s. Regional Programs Manager. The Regional Programs Manager;-er-designee will:3—37-22)( )
a. Clearly descrlbe the part1c1pant's appeal rlghts—m—aeeefd-&nee—“&th—the—pfeﬂs&eﬂs—m—LDAPA

42 )

b. Specify the effective date and length of the restriction; (3-17-22)

c. Have the participant choose a designated provider or providers; and (3-17-22)

d. Mail the completed lock-in agreement to the Surveillance and Utilization Unit. Upon receipt of the

lock-in agreement, the participant's Medicaid services will be immediately restricted to the designated prOVi(%?rls?-ZZ)

916. PENALTIES FOR LOCK-IN NONCOMPLIANCE.

If a participant fails to respond to the notification of medical restriction¢s), fails to sign the lock-in agreement, or fails
to select a primary-phystetan_provider within the specified time period, the Medicaid benefits will be restricted to
documented emergencies only. If a participant continues to abuse or over-utilize items or services after being
identified for lock-in, the Department may terminate medical assistance benefits for a specified period of time as

determined by the Department. B1F22) )

917. APPEAL OF LOCK-IN.
Department determmatlons to lock—ln a partlclpant may be appealed—m—aeeerd&nee—vwﬁh—me—faﬁheam&gs—pfeﬂﬁeﬂs

918. RECIPIENT EXPLANATION OF MEDICAID BENEFITS (REOMBS).

021. Participant Response. A-medieal-assistanee participant is required to respond to the Department's
explanation of medical benefits survey whenever they are aware of discrepancies. B4F22) )

032. Participant Unable to Respond. If the participant is unable, because of medical or physical
limitations, to respond to the survey personally, then a responsible family member or friend can respond on their
behalf. (3-17-22)

919. -- 999. (RESERVED)
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SYNOPSIS FOR INCORPORATION BY REFERENCE

INCORPORATION BY REFERENCE SYNOPSIS

In compliance with Section 67-5223(4), Idaho Code, the following is a synopsis of the
differences between the materials previously incorporated by reference in this rule that are
currently of full force and effect and newly revised or amended versions of these same
materials that are being proposed for incorporation by reference under this rulemaking.

The following agency of the state of Idaho has prepared this synopsis as part of the proposed
rulemaking for the chapter cited here under the docket number specified:

IDAHO DEPARTMENT OF HEALTH AND WELFARE
IDAPA 16.03.09 - Rules Governing MEDICAID BASIC PLAN BENEFITS
Proposed Rulemaking - Docket No. 16-0309-2401

The “Estimated Useful Lives of Depreciable Hospital Assets” is incorporated by reference and has
been in this chapter for years. The change being proposed to the incorporated document is
simply updating our reference to the most recent edition of the same document. The current
incorporated “Estimated Useful Lives of Depreciable Hospital Assets” was published in 2004,
however as there have been edits made over the past twenty years in this field, this rule change
seeks to update our reference to the most recent publication, which was published in 2023.

As in previous editions, the guide contains a list of assets and their associated useful lives. The
2023 edition includes over 100 new useful assets, including robotics and Al, that are quickly
becoming part of the healthcare eco-system. For the 2023 edition, table 2, building
components, has been revamped to consider the type of construction, based on International
Building Code (IBC) construction types, and standard occupancy types.
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