
 

 

 OKLAHOMA HEALTH CARE AUTHORITY 
REGULAR BOARD MEETING 

September 16, 2026, at 2:00 P.M. 
Oklahoma Health Care Authority 

4345 N. Lincoln Blvd. 
Oklahoma City, OK. 73105 

 

A G E N D A 
Public access via Zoom: 

https://www.zoomgov.com/webinar/register/WN_gQ4mzMOsTAeocEDu0v62VQ  
Telephone: 1-669-216-1590 Webinar ID: 161 686 4828 

 
*Please note: Since the physical address for the OHCA Board Meeting has resumed, any livestreaming 
option provided is provided as a courtesy. Should such livestreaming option fail or have technical issues, the 
OHCA Board Meeting will not be suspended or reconvened because of this failure or technical issue. 

 
1. Call to Order / Determination of Quorum……………………………………………………………...Marc Nuttle, Chair 

 
2. Public Comment………………………………………………………………………………………..Marc Nuttle, Chair 

 
3. Discussion and Vote on the June 26, 2026, OHCA Board Meeting Minutes……………..…...….Marc Nuttle, Chair 

 
4. Chief Executive Officer Report…………………..…..…………………Aaron Morris, Interim Chief Executive Officer 

 
a) Member Moment 

 
5. State Medicaid Director Update (Attachment “A”)…………………………..Melissa Miller, State Medicaid Director 

 
6. Discussion of Report from the Pharmacy…………………………………….………………………..……Phillip Kennedy 

Advisory Committee and Possible Action Regarding                                                Pharmacy Advisory Committee 
Drug Utilization Review Board Recommendation: 
 

a) Discussion and Possible Vote on Recommendations Made by the Drug Utilization Review Board 
Pursuant to 63 O.S. § 5030.1, § 5030.3 To Add the Following Drugs to the Utilization and Scope Prior 
Authorization Program under OAC 317:30-5-77.2(e) (Attachment “B”): 

 

Item: Drug Name: Used For: 

i.  Inlexzo™ (Gemcitabine Intravesical System) 
 
Kyxata™ (Carboplatin) 
 
Lifyorli™ (Relacorilant) 
 
Zusduri™ (Mitomycin Intravesical Solution) 

Bladder Cancer (BC) 
 
Ovarian Cancer (OC) 
 
OC 
 
BC 

ii.  Nereus™ (Tradipitant) 
 
Posfrea™ (Palonosetron Injection) 

Motion Sickness 
 
Nausea and vomiting associated with 
chemotherapy and post-surgery 

iii.  Hepcludex® (Bulevirtide-gmod) 
 
Relenza® (Zanamivir Inhalation Powder) 
 
Xofluza® (Baloxavir) 

Hepatitis D (HD) 
 
Influenza (flu) 
 
flu 

iv.  Loargys® (Pegzilarginase-nbln) Arginase 1 Deficiency (ARG1-D) 

v.  Various Special Formulations: 
Averi™ (Desogestrel/Ethinyl Estradiol/Ferrous 
Bisglycinate) 

 
Contraceptive 
 

https://www.zoomgov.com/webinar/register/WN_gQ4mzMOsTAeocEDu0v62VQ
OrdoneMa
Cross-Out



 

 

 
Desmoda™ (Desmopressin Oral Solution) 
 
Dicyclomine 40mg Tablet 
 
Griseofulvin Ultramicrosize 165mg Tablet 
 
Hydroxyzine Oral Solution Unit Dose Cups (UDCs) 
 
Khindivi™ (Hydrocortisone Oral Solution) 
 
PoKonza™ (Potassium Chloride Oral Solution) 
 
PoKonza™ (Potassium Chloride 15mEq Packet) 
 
Potassium Chloride 40mEq Packet 
 
Quiofic™ (Folic Acid Oral Solution) 
 
Relgaabi™ (Gabapentin 200mg Capsule) 
 
Vykoura™ (Leucovorin Injection) 

 
Central Diabetes Insipidous (CDI) 
 
Irritable Bowel Syndrome 
 
Ringworm 
 
Anxiety Disorder (AD) 
 
Primary Adrenal Insufficiency (PAI) 
 
Hypokalemia 
 
Hypokalemia 
 
Hypokalemia 
 
Megaloblastic Anemia (MA) 
 
Postherpetic Neuralgia (PN) 
 
MA 

 
7. Discussion of Report from the……………………………………………………………..……..………Phillip Kennedy 

Compliance Advisory Committee                                                                  Chair, Compliance Advisory Committee 
and Possible Action  

 
a) Discussion and Possible Vote to Approve the State Plan Amendment Rate Committee Rates pursuant 

to 63 O.S. Section 5006 (A)(2) under OAC 317:1-3-4 (Attachment “C”) 
 

i. Assisted Living Tiered Rate Increase 
 
8. Discussion of Report from the……………………………………………………………..……….………Kevin Corbett 

Managed Care Oversight Committee                                                      Chair, Managed Care Oversight Committee 
 
9. Discussion of Report of the Administrative…………………………………..………………..……………Tanya Case 

Rules Advisory Committee and Possible Action                         Chair, Administrative Rules Advisory Committee 
(Attachment “D”) 
 

i. APA WF # 26-04 HR1 Reduced Retroactive Eligibility and 6-Month Redetermination  
ii. APA WF # 26-06 HR1 Work Requirements 
iii. APA WF # 26-12 Obstetrical Unbundling 

 
10. Discussion of Report of Strategic……………………………………………………………………..Marc Nuttle, Chair 

Planning & Operational Advisory Committee           Chair, Strategic Planning & Operational Advisory Committee 
 

a) Discussion and Possible Vote Regarding a Strategic Stakeholder Meeting  

 
11. Adjournment…………………………………………………………………………………...……….Marc Nuttle, Chair 

 
NEXT BOARD MEETING 

December 9, 2026, at 2:00PM 
Oklahoma Health Care Authority 

4345 N. Lincoln Blvd 
Oklahoma City, OK 73105 



 

   

MINUTES OF THE AMENDED BOARD MEETING 
OF THE HEALTH CARE AUTHORITY BOARD  

June 26, 2026 
Oklahoma Health Care Authority 

4345 N. Lincoln Blvd 
Oklahoma City, Oklahoma 

 
Manner and Time of Notice of Meeting: A statutorily required public meeting notice was placed on the front door of the 
Oklahoma Health Care Authority on June 25, 2026, at 12:00 p.m. Advance public meeting notice was provided to the 
Oklahoma Secretary of State.  In addition to the posting of statutory public notice, the agency placed its agenda on its 
website on June 18, 2026, at 4:17 p.m.  
 
Pursuant to a roll call of the members, a quorum was declared to be present, and Chairman Nuttle called the meeting to 
order at 1:01 p.m.   
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 

Member Cruzan, Member Jolley, Member Kennedy (arrived at 1:40p) 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 
 
ITEM 2 / DISCUSSION AND POSSIBLE VOTE ON THE MARCH 25, 2026, OHCA BOARD MEETING MINUTES 
Chairman Nuttle, OHCA Board Chairman 
 
MOTION: Member Jolley moved for approval of the March 25, 2026, board meeting 

minutes, as published. The motion was seconded by Member Case. 
 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Corbett, Member Cruzan, 

Member Jolley 
 
BOARD MEMBER ABSTAIN: Member Christ 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Kennedy, Member Leland 
 
Bobby Six provided a public comment.  
 
ITEM 3 / CHIEF EXECUTIVE OFFICER UPDATE 
Clay Bullard, Chief Executive Officer 
 
CEO Bullard provided a brief staff and fraud update.  
 
OHCA Staffing Update: CEO Bullard stated that Josh Anderson has been appointed to serve as the Commissioner or the 
Department of Mental Health. As a result of Josh leaving, Mike Williams, former Chief of Legal, has moved into the Chief 
of Staff position. He added that Ryan Gillett, former attorney at OHCA, has been offered and accepted the General 
Counsel position. OHCA has also hired a new Chief Medical Officer from Dallas, TX. Dr. Elan Gada will begin in a couple 
of weeks.  
 
Fraud Update: OHCA has been receiving hundreds of fraudulent enrollments. The current enrollment process allows the 
applications to move through, with the validation process taking place on the back side. OHCA is bringing in vendors and 
others to help through this process so that OHCA is not pushing those into the capitation rates, resulting in claw backs. 
OHCA has set up a website so individuals can report fraudulent activity.  
 
CEO Bullard introduced former CEO Nico Gomez to provide this month’s member moment.  
 
ITEM 4 / STATE MEDICAID DIRECTOR UPDATE 
Melissa Miller, State Medicaid Director 
 
Ms. Miller provided an update on a few items including Managed Care, H.R.1 implementation, and operations. 
 
Operational Update – OHCA implemented the AI chatbot, which helps route the call appropriately, to the right tier. It is 
currently taking most tier 1 calls. OHCA is also working with its call center vendor to complete training of an additional 35 
staff to move from tier 1 calls to tier 2 calls, as tier 2 is the majority of where the calls are and where the heightened wait 
time is. OHCA is also in the process of launching its Medefy app in the Fall. The app will include functions such as 
accessing ID cards, uploading documentation, and scheduling SoonerRide appointments. OHCA is also actively reviewing 
the vendor contract for compliance and performance evaluation and will be meeting with the vendor about some of the call 



 

   

center concerns. Ms. Miller also updated on the current provider enrollment backlog, stating that OHCA has hired several 
temporary staff to help get that cleared. OHCA has also approved overtime for non-exempt employees across the agency 
to assist with the backlog. OHCA expects to see a monthly reduction with a target date of October 1st to get back to 
normal processing time. Renewals also received an extension till the end of May of next year. Chairman Nuttle asked if 
time and the attestation execution was part of the backlog. Ms. Miller stated that those items have affected the backlog, 
but it is a separate and distinct issue. Member Corbett asked if OHCA has been able to identify a root cause that has 
caused the delays. Ms. Miller stated that OHCA is still investigating that. Member Case asked if Ms. Miller could expand 
on credentialling. Ms. Miller stated that credentialling takes place at the plan level. The provider must be enrolled with 
OHCA before they can be credentialed with the plans. The backlog is at the enrollment level with OHCA. Member Case 
asked how long it would take a new provider to be contracted. Ms. Miller stated it would currently take about four months.  
 
Fraud, Waste, Abuse Update – Ms. Miller stated that every State Medicaid Director received a letter from Dr. Oz asking 
for a provider revalidation strategy. OHCA submitted their plan by the due date. The revalidation focuses on two major 
buckets: tradition high-risk provider types that have always been deemed high-risk, and non-traditional, or non-NPI, 
providers. She added that the Department of Justice acted against a handful of providers in Oklahoma for fraud, waste, 
and abuse. This action did result in criminal indictments and civil recovery actions. OHCA is aware of those actions and 
has initiated the actions that it needs to take to address and combat fraud, waste, and abuse. OHCA will also launch its 
Care with Accountability webpage in July to keep the public up to date on these efforts. Member Case asked when OHCA 
expects to hear back from CMS. Ms. Miller stated that CMS said they would respond within 45 days, which would be 
around the end of July.  
 
Policy Programmatic Update – Ms. Miller updated the board on new requirements and discussions around rulemaking. 
HB4319 passed this past session stating that any rule promulgated by any state agency must have specific and explicit 
authority in state statute. Ms. Miller stated she is currently having conversations with the author of the bill about what that 
means for OHCA. The bill goes into effect November 2026, so the rules being presented today would not fall under this 
new rule.  
 
H.R.1 Implementation – The interim final rule was released June 1, 2026. It does allow for a comment period through the 
end of July. OHCA is under the impression that if there are changes, they won’t be significant. Ms. Miller provided a brief 
overview of the notable things that came from the rule which included medical frailty, self-attestation, and updated 
definition for caregiver. On the technology side, OHCA has been actively engaged with CMS over the past few weeks, just 
to ensure that its current eligibility system, when launching for community engagement, will work well. OHCA is also 
simultaneously working on an analysis of its current eligibility system to ensure any challenges or additional capability that 
is needed will be addressed in both its long-term plan for eligibility, as well as its short-term plan for community 
engagement. The CMS IT team will be onsite next month to discuss long-term strategy. OHCA Communications is also 
developing a communication strategy for HR1. 
 
ITEM 5 / DISCUSSION OF REPORT FROM THE PHARMACY ADVISORY COMMITTEE  
Dr. Jeff Cruzan, Pharmacy Committee Member 
 

a) Discussion and Possible Vote Regarding Recommendations Made by the Drug Utilization Review Board Pursuant 
to 63 O.S. § 5030.3 to Add the Following Drugs to the Utilization and Scope Prior Authorization Program under 
OAC 317:30-5-77.2(e) (see attachment “A”) 

 

Item: Drug Name: Used For: 

i.  Cardamyst™ (Etripamil Nasal Spray) Paroxysmal Supraventricular 

Tachycardia (PSVT) 

ii.  Yutrepia™ (Treprostinil Powder for Inhalation) Pulmonary Hypertension (PH) 

iii.  Komzifti™ (Ziftomenib) 

 

Lymphir™ (Denileukin Diftitox-cxdl) 

 

Lunsumio VELO™ (Mosunetuzumab-axgb) 

 

Nilotinib D-Tartrate 

 

Phyrago™ (Dasatinib) 

Acute Myeloid Leukemia (AML) 

 

Cutaneous T-Cell Lymphoma (CTL) 

 

Follicular Lymphoma (FL) 

 

Chronic Myeloid Leukemia (CML) 

 

Multiple types of Leukemia 

iv.  Fesilty™ (Fibrinogen, Human-chmt) Congenital Fibrinogen Deficiency (CFD) 

v.  Waskyra™ (Etuvetidigene Autotemcel) Wiskott-Aldrich Syndrome (WAS) 



vi. Palsonify™ (Paltusotine) 

Vykat™ XR [Diazoxide Choline Extended Release 

(ER)] 

Yuviwel® (Navenpegritide) 

Acromegaly 

Hyperphagia of Prader Willi Syndrome 

(PWS) 

Achondroplasia 

vii. Nypozi™ (Filgrastim-txid) Neutropenia 

viii. Tryptyr® (Acoltremon 0.003% Ophthalmic Solution Dry Eye Disease (DED) 

ix. Clindesse® (Clindamycin Phosphate 2% Vaginal 

Cream) 

Bacterial Vaginosis (BV) 

x. Avgemsi™ (Gemcitabine) 

Emrelis™ (Telisotuzumab Vedotin-tllv) 

Ensacove™ (Ensartinib) 

Hernexeos® (Zongertinib) 

Hyrnuo® (Sevabertinib) 

Ibtrozi™ (Taletrectinib) 

Rybrevant Faspro™ (Amivantamab/Hyaluronidase-

lpui) 

Non-Small Cell Lung Cancer (NSCLC) 

xi. Voyxact® (Sibeprenlimab-szsi) Primary Immunoglobulin A Nephropathy 

(IgAN) 

xii. Ityisma® (Onasemnogene Abeparvovec-brve) Spinal Muscular Atrophy (SMA) 

xiii. Jascavd® (Nerandomilast) Pulmonary Fibrosis (PF) 

xiv. Rethymic® (Allogeneic Processed Thymus Tissue-

agdc) 

Congenital Athymia (CA) 

xv. Eydenzelt® (Aflibercept-boay) Age-Related Macular Degeneration 

(AMD) 

MOTION: Member Jolley moved for approval of item 5a.i-xv as published. The 
motion was seconded by Member Corbett. 

FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 
Member Cruzan, Member Jolley, Member Kennedy  

BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 

For more detailed information, see Attachment “A” of the board packet. 

ITEM 8 / DISCUSSION OF REPORT OF THE ADMINISTRATIVE RULES ADVISORY COMMITTEE  AND POSSIBLE 
ACTION 
Tanya Case, Chair, Administrative Rules Advisory Committee 

Member Case presented the following emergency rules. Member Case stated that the Rules Committee did not approve a 
motion to recommend advancement of the rules listed below due to a lack of quorum at the committee meeting.   

a) Discussion and Possible Vote on Recommended Rulemaking Pursuant to Article I of the Administrative
Procedures Act and in accordance with 75 O.S. § 253. OHCA Requests the Adoption of the Following
EMERGENCY Rules (see Attachment “E”).

The following EMERGENCY rules were not previously adopted and are new to the Board: 



 

   

 
i. APA WF # 26-07 Nonpayment for Certain Gender Transition Procedures 
ii. APA WF # 26-10A&B Justice-Involved Youth Reentry 
iii. APA WF # 06-03 HR1 Alien Eligibility 

 
MOTION: Member Corbett moved to approve the declaration of compelling public 

interest for the promulgation of the emergency rules listed in item 8.a.i-iii. 
The motion was seconded by Member Christ. 

 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 

Member Cruzan, Member Jolley, Member Kennedy 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 
 
MOTION: Member Jolley moved to approve the emergency rules listed in item 

8.a.i-iii, as published. The motion was seconded by Member Corbett. 
 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 

Member Cruzan, Member Jolley, Member Kennedy 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 
 
ITEM 7 / DISCUSSION OF REPORT FROM THE MANAGED CARE OVERSIGHT COMMITTEE 
Kevin Corbett, Managed Care Oversight Committee Chair 
 
Member Corbett stated that the committee met and had further analysis and discussion regarding inventive programs that 
are in place for providers. The committee continues to work through that to determine how well those programs are 
working. Collectively, the provider incentive program and the value-based contracts that have been employed far exceed 
the amounts that have been paid previously to patients in medical homes, so on balance, it appears that the program is 
working well. The committee also spent quite a bit of time trying to understand the performance of the MCOs and the 
monitoring process that OHCA follows. He added that OHCA has launched the Managed Care Insight technology which 
allows OHCA to validate all of the information received from the MCOs. Member Jolley added that the committee also 
discussed inviting stakeholders to a future meeting, whether that is the plans or providers, to have continued discussions.  
 
ITEM 6 / DISCUSSION OF REPORT FROM THE COMPLIANCE ADVISORY COMMITTEE 
Phillip Kennedy, Compliance Committee Chair 
 

a) Discussion and Possible Vote to Approve the State Plan Amendment Rate Committee Rates pursuant to 63 O.S. 
Section 5006 (A)(2) under OAC 317:1-3-4 (Attachment “B”) 
 

i. Regular Nursing Facilities Rate Increase 

ii. Acquired Immune Deficiency Syndrome (AIDS) Nursing Facilities Rate Increase 

iii. Regular Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) Rate 
Increase 

iv. Acute (16 Bed-or-Less) Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICF/IID) Rate Increase 

v. Program of All Inclusive Care for the Elderly 

vi. Lodging & Meals Rate Change 
 
MOTION: Member Jolley moved to approve the State Plan Amendment Rate 

Committee Rates, listed in item 6.a.i-vi. The motion was seconded by 
Member Case. 

 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 

Member Cruzan, Member Jolley, Member Kennedy 
 
BOARD MEMBER ABSENT:                                Vice-Chairman Yaffe, Member Leland 
 

b) Discussion and Possible Vote regarding the Authority’s ability to withstand the procurement decision made by the 
CEO based on the Authority’s budget and available funds pursuant to 63 O.S. Section 5006(A)(2) under OAC 
317:10-1-16.  (Attachment “C”) 

 

New Contracts: 



 

   

i. Automated Third-Party Verification Data 
ii. Identity Proofing / Fraud Prevention Solution 
iii. AI Document Processing for Overall Medicaid System and CEV 
iv. Mobile App for Medicaid Services 
v. Health Information Exchange 
vi. EGID Bundled Services 
vii. Non-Emergency Medical Transportation (new contract and extension) 
viii. Rural Health Transformation: PACE Expansion & Stabilization Agreement 

 

Amendments: 
ix. Consulting Services – Rural Health Transformation PACE Technical Assistance 
x. Closed Loop Electronic Referral System (CLERS) 
xi. MMIS Contract Services CEV 
xii. MMIS Contract Services Compliance 

 
Renewals: 

xiii. Customer Relationship Management (CRM) Call Center 
xiv. Technical Consultant for the Medicaid Management Information System (MMIS) Modernization 

and Transformation Management Office (TMO) Year Three 
xv. Consulting Services – Managed Care Actuary 
xvi. Consulting Services – Federal Compliance Consultant 
xvii. Customer Management Data Analytics Software Subscription Services 
xviii. EGID Member Eligibility and Premium Accounting Services Software 

 
MOTION:  Member Jolley moved to approve the expenditure of authority items 6b.i-

iv, vi-xiii, xv-xviii, as published. The motion was seconded by Member 
Corbett.  

 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 

Member Cruzan, Member Jolley, Member Kennedy 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 
 
MOTION:  Member Jolley moved to approve the expenditure of authority item 6b.v, 

as published. The motion was seconded by Member Christ.  
 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Jolley, Member Kennedy 
 
AGAINST THE MOTION: Member Corbett 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 
 
MOTION:  Member Jolley moved to approve the expenditure of authority item 6b.xiv 

as published. The motion was seconded by Member Christ.  
 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Jolley, Member Kennedy 
 
BOARD MEMBER ABSTAIN: Member Corbett 
 
BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 
 
For more detailed information, see Attached “C” of the board packet. 
 

c) Presentation, Discussion and Possible Action of the SFY 2027 Budget Work Program pursuant to 63 O.S. Section 
5008(B)(3) by Clay Bullard, Chief Executive Officer (Attachment “D”). For more detailed information, refer to the 
SFY27 Budget presentation located here  

 
MOTION:  Chairman Nuttle moved to approve the Budget Work Program in item 6c, 

as published. The motion was seconded by Member Case.  
 
FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 

Member Cruzan, Member Jolley, Member Kennedy 

https://oklahoma.gov/content/dam/ok/en/okhca/docs/about/boards-and-committees/ohca-board/2026/SFY2027%20Board%20Budget%20Presentation%20final.pdf


BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 

ITEM 9 / DISCUSSION OF REPORT OF THE STRATEGIC PLANNING & OPERATIONAL ADVISORY COMMITTEE 
Marc Nuttle, OHCA Board Chairman 

Chairman Nuttle stated that the committee spent the majority of the time discussing the budget and OHCA’s operational 
report.    

ITEM 9 / ADJOURNMENT 
Marc Nuttle, OHCA Board Chairman 

MOTION: Member Corbett moved to adjourn. The motion was seconded by 

Member Jolley. 

FOR THE MOTION: Chairman Nuttle, Member Case, Member Christ, Member Corbett, 
Member Cruzan, Member Jolley, Member Kennedy 

BOARD MEMBER ABSENT: Vice-Chairman Yaffe, Member Leland 

Meeting adjourned at 3:04 p.m., 6/26/2026. 

NEXT BOARD MEETING 
September 16, 2026 

Oklahoma Health Care Authority 
4345 N. Lincoln Blvd 

Oklahoma City, OK 73105 

Martina Ordonez 
Board Secretary 

Minutes Approved: _______________ 

Initials:   



MEDICAID 
DIRECTOR 
UPDATE

September 16, 2026

Attachment A



FEDERAL 
CHANGES IN 
H.R.1



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

WORK REQUIREMENTS

Communications
• Yellow letter – official notification

letter sent to all members who
COULD be affected

• OHCA webpage and screener
• Stakeholder toolkit

oklahoma.gov/ohca/workrequirements



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

WORK REQUIREMENTS
Member Experience
• Late August: Members within the expansion group were notified

that they are subject to (but could be exempt from) work
requirements.

• Regular renewal date (12 months from last renewal): Members
complete their renewal process at their currently scheduled
annual renewal date for CY 2027.

• If OHCA can determine the individual is exempt using existing, available
data resources, the process will remain very similar for members.

• If not, the individual will need to supply additional documentation to
obtain an exception or demonstrate compliance.

• Members have 30 days to demonstrate compliance/exception after initial
adverse action.

• Failure to complete the required actions within 30 days will result in
denial of coverage.



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

WORK REQUIREMENTS

Member Experience
• Self-attestation: Allowed for CY 2027 but only as a last resort.
• Medical frailty: CMS is wanting to make it as claims-based as

possible but also needs to impact ability to meet requirements.
• Redetermination: Expansion adults (with the exception of tribal

members) will begin to have 6-month renewals instead of
annual. This will be reflected when the renewal is processed in
CY 2027.

• Retroactive eligibility: Affects ALL members; 1 month for
expansion and 2 months for everyone else.



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

WORK REQUIREMENTS

Member Experience
Demonstrating compliance: Working/Volunteering/Going to 
School

• Those individuals having to demonstrate compliance through
documented work/volunteer/educational hours will have to re-verify
compliance every 6 months.

• Compliance needs to be demonstrated for the 1 month prior for NEW
applicants; 1 month out of the last 6 months for RENEWALS



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

WORK REQUIREMENTS

Member Impact: How Many Oklahomans will be Affected?
• Approx. 25% of the Medicaid population (or around 250,000

Oklahomans) are enrolled as expansion adults and subject to the 
work requirements.

• Of those, approx. 37% or 90,000 have verified income above the 
minimum to be excluded from work requirements.

• It is challenging to anticipate how many expansion adults will 
meet one of the exceptions. However, Oklahoma estimates about 
30,000-90,000 will not be passively given an exception and will 
need to take additional action to verify compliance.



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

MEMBER OUTREACH

What should I do right now?
• Update your information: Make sure your phone number,

address and email are up to date at MySoonerCare.org.
• Watch your mail and email: Check your mail and email for

letters from SoonerCare or OHCA with more instructions.
• Review resources: If you need help finding a job or enrolling in

school, view resources on the Work Requirements page
at oklahoma.gov/ohca/workrequirements.

http://mysoonercare.org/
http://oklahoma.gov/ohca/workrequirements
http://oklahoma.gov/ohca/workrequirements
http://oklahoma.gov/ohca/workrequirements
http://oklahoma.gov/ohca/workrequirements


O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

HR 1 IMPLEMENTATION 
OVERVIEW

Narrowed definition

10/1/26: Revised Definition of Qualified 
Alien

Work requirements
6-month redeterminations
Retroactive eligibility

1/1/27: Work Requirements and Eligibility 
Changes

Enhanced cost-sharing flexibilities/limits for 
individuals between 100-138% FPL

10/1/28: Cost-Sharing Changes



PROGRAMMATIC 
UPDATES



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

JUVENILE REENTRY INITIATIVE
• The Reconnect (JIY) program supports youth and young

adults in safely returning to their communities with
coordinated access to health care and support services.

• Phase 1 launched July 1, 2026, with DOC, OJA, and
ODMHSAS implementing eligibility, enrollment, service
delivery, and reentry coordination.

• OHCA and partner agencies continue to strengthen
workflows for billing, care coordination, data sharing,
reporting, and compliance.

• Phase 1 lessons learned are informing ongoing
improvements and Phase 2 planning.



O K  L  A  H O M A  H  E A  L  T H  C  A  R E  A  U  T H  O R I  T Y

4345 N. Lincoln Blvd.
Oklahoma City, OK 73105

oklahoma.gov/ohca
MySoonerCare.org

Agency: 405-522-7300
Helpline: 800-987-7767

G E T  I N  T O U C H



Oklahoma Health Care Authority Board Meeting – Drug Summary  
 

Drug Utilization Review Board Meetings –July 8, 2026 
 

Vote 
Item 

Drug Used for Cost* Notes 

1 Inlexzo™ (Gemcitabine 
Intravesical System) 
 
 
 
 
 
Kyxata™ (Carboplatin) 
 
 
 
 
Lifyorli™ (Relacorilant) 
 
 
 
 
Zusduri™ (Mitomycin 
Intravesical Solution) 

• Bladder Cancer (BC): 371 members 
with the diagnosis 

 
 
 
 
• Ovarian Cancer (OC): 285 members 

using with a diagnosis last year 
 
 
 
• OC 
 
 
 
 
• BC 

 

• $552,000 for 6 
months of 
treatment Budget 
impact estimate: 
$1,104,000 per year 
 

•  $57,902 per year 
Budget impact 
estimate: $115,804 
per year 

 
• $492,968 per year 

Budget impact 
estimate: 
$2,464,840 per year 
 

• $129,000 for 6 
weeks of treatment 
Budget impact 
estimate: $258,000 
per year 
 
 

 

• Not first line± 
 
 
 
 
 
• Other cheaper 

therapies required 
first¥ 
 

 
• Not first line± 

 

 

 

 
• Not first line± 

 

2 Nereus™ (Tradipitant) 
 
 
 
 

• Motion Sickness: 432 members with 
a diagnosis 

 
 
 

• $510 per treatment 
Budget impact 
estimate: $2,040 
per year 
 
 

• Other cheaper 
therapies required 
first¥ 
 

Attachment B
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Posfrea™ (Palonosetron 
Injection) 

• Nausea and vomiting associated 
with chemotherapy and post 
surgery: 63,912 members with a 
diagnosis 

• 618 per dose 
Budget impact 
estimate: zero 

• Other cheaper 
therapies required 
first¥ 

3 Hepcludex® (Bulevirtide-
gmod) 
 
 
 
Relenza® (Zanamivir 
Inhalation Powder) 
 
 
 
Xofluza® (Baloxavir)  
 
 
 
 
 

• Hepatitis D (HD): HD is an 
inflammation of the liver caused by 
the hepatitis D virus. 20 members 
with the diagnosis 
 

• Influenza (flu): 48,320 members with 
a flu diagnosislast year 
 

 
 
• flu: 
 
 

• $283,313 per year 
Budget impact 
estimate: 
$5,666,260 per year  

 
• $59 per course 

Budget impact 
estimate: $590 per 
year 
 

• $162 per course 
Budget impact 
estimate: $16,200 per 
year.  
 
 

• All patients with 
Hepatitis D also 
have Hepatitis B 

 
 
• Other cheaper 

therapies required 
first¥ 

 
 
• Other cheaper 

therapies required 
first¥ 

 

4 Loargys® (Pegzilarginase-
nbln) 

• Arginase 1 Deficiency (ARG1-D): 
ARG1-D is a rare inherited disorder 
characterized by complete or partial 
lack of the enzyme arginase in the 
liver and red blood cells. This causes 
a buildup of nitrogen and arginine in 
the body. When left untreated 
patients may develop seizures, short 
stature, and intellectual disability.  
Estimated occurrence is 1 in 300,000-
1,000,000 births 

• $4,771,233 per year 
Budget impact 
estimate: 
$9,542,466 per year  

• First enzyme 
replacement 
therapy for ARG1-D 

5 Various Special 
Formulations: 
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Averi™ (Desogestrel/Ethinyl 
Estradiol/Ferrous 
Bisglycinate) 
 
Desmoda™ (Desmopressin 
Oral Solution) 
 
 
 
 
 
 
Dicyclomine 40mg Tablet  
 
 
 
 
 
 
Griseofulvin Ultramicrosize 
165mg Tablet 
 
 
 
 
Hydroxyzine Oral Solution 
Unit Dose Cups (UDCs) 
 
 
 
 
Khindivi™ (Hydrocortisone 
Oral Solution 
 

• Contraceptive: 8,792 members with 
a diagnosis for family planning or 
contraceptives last year 
 

• Central Diabetes Insipidus (CDI): 
CDI is a rare and treatable condition 
in which the body doesn’t have 
enough antidiuretic hormone, which 
leads to extreme water loss through 
urine.  253 members with a diagnosis  

 
 
• Irritable Bowel Syndrome (IBS): IBS 

is a common condition that affects 
the digestive system. It can cause 
stomach cramps, bloating and 
diarrhoea. 3,561 members with a 
diagnosis 
 

• Ringworm: Ringworm is an itchy, 
contagious fungal infection that 
causes a ring-shaped pattern on the 
skin. 5,747 members had a diagnosis 
last year 

 
• Anxiety Disorder (AD): AD can cause 

people to experience fear and worry 
frequently that is both intense and 
excessive. 94,969 members with a 
diagnosis 

 
• Primary Adrenal Insufficiency (PAI): 

PAI is a rare long-term endocrine 
disorder characterized by inadequate 

• $2,588 year 
 Budget impact 
estimate: none 
 
• $705,600 per year 

Budget impact 
estimate: none 

 
 
 
 
 
• $25,372 per year 

Budget impact 
estimate: none 
 
 
 
 

• $23,810 per course 
Budget impact 
estimate: none 
 
 
 
• $20,880 - $146,160 

per year Budget 
impact estimate: 
none 

 
 
• $57,326 per year 

Budget impact 

• Other cheaper 
therapies required 
first¥ 

 
• Other cheaper 

therapies required 
first¥ 

 
 
 

 
 

• Other cheaper 
therapies required 
first¥ 

 
 
 
 
• Other cheaper 

therapies required 
first¥ 

 
 
 
• Other cheaper 

therapies required 
first¥ 

 
 
 
• Other cheaper 

therapies required 
first¥ 
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PoKonza™ (Potassium 
Chloride Oral Solution) 
 
 
 
 
 
PoKonza™ (Potassium 
Chloride 15mEq Packet) 
 
 
Potassium Chloride 40mEq 
Packet 
 
 
 
Quiofic™ (Folic Acid Oral 
Solution) 
 
 
 
 
 
 
 
 
 

production of all steroids, 
glucocorticoids and/or 
mineralocorticoids, by the three 
cortical layers. 299 members with a 
diagnosis 

 
• Hypokalemia: Hypokalemia is 

potassium deficiency which can lead 
to abnormal heart rhythms, muscle 
weakness, and possible paralysis. 
21,943 members with a diagnosis of 
hypokalemia last year 

 
• Hypokalemia 

 
 
 

• Hypokalemia 
 
 
 
 
• Megaloblastic Anemia (MA): MA is a 

form of macrocytic anemia, a blood 
disorder that happens when your 
bone marrow produces stem cells 
that make abnormally large red 
blood cells. Megaloblastic anemia is a 
type of vitamin deficiency anemia 
that happens when you don’t get 
enough vitamin B12 and/or vitamin 
B9 (folate). 115 members with a 
diagnosis 
 

estimate: $114,652 
per year 
 
 
 
 

• $4,536 per month 
Budget impact 
estimate: none 
 
 
 
 
• $2,582 per month 

Budget impact 
estimate: none 

 
• $1,291 per month 

Budget impact 
estimate: $590 per 
year 
 

• $37,404 per year 
Budget impact 
estimate: none 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
• Other cheaper 

therapies required 
first¥ 

 
 
 
 
• Other cheaper 

therapies required 
first¥ 

 
• Other cheaper 

therapies required 
first¥ 

 
 
• Other cheaper 

therapies required 
first¥ 
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Relgaabi™ (Gabapentin 
200mg Capsule) 
 
 
 
 
 
 
Vykoura™ (Leucovorin 
Injection) 

• Postherpetic Neuralgia (PN): PN is 
the most common complication of 
shingles. It causes a burning pain in 
nerves and skin. The pain lasts long 
after the rash and blisters of shingles 
have gone away. 262 members with 
a diagnosis 

 
• MA 
 

• $16,524 per year 
Budget impact 
estimate: none 
 
 
 
 
 
• $4,375 per course 
Budget impact 
estimate: none 
 

• Other cheaper 
therapies required 
first¥ 

 
 
 
 
 
• Other cheaper 

therapies required 
first¥ 
 
 

Costs based on National Average Drug Acquisition Costs (NADAC) or Wholesale Acquisition Costs (WAC); if NADAC unavailable. 
N/A = not available at the time of publication. 
*Costs do not reflect rebated prices or net costs 
¥Other cheaper therapies required first: There are other treatment options available with or without a prior authorization (PA) 
which will be required for the member to try and fail before a PA would be issued for this new therapy.  
±Not first line: The patient must have failed treatment with other therapy first per FDA approval.  
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Recommendation 1: Inlexzo™, Kyxata™, Lifyorli™, and 
Zusduri™ 
 Review Board recommends the prior authorization Inlexzo™ (Gemcitabine 
Intravesical System), Kyxata™ (Carboplatin), Lifyorli™ (Relacorilant), and Zusduri™ 
(Mitomycin Intravesical Solution) with the following criteria: 
 
Inlexzo™ (Gemcitabine Intravesical System) Approval Criteria [Non-
Muscle Invasive Bladder Cancer (NMIBC) Diagnosis]: 

1. Diagnosis of NMIBC with carcinoma in situ (CIS), with or without 
papillary tumors; and 

2. Disease is unresponsive to Bacillus Calmette-Guérin (BCG) treatment; 
and  

3. Member must be 18 years of age or older; and 
4. Used for intravesical administration only; and 
5. Initial approvals will be for 6 months for 8 doses administered every 3 

weeks; and 
6. Subsequent approvals will be for 6 months for 2 doses administered 

every 12 weeks; and  
7. Approval will be limited to a maximum total of 14 doses. 

 
Kyxata™ (Carboplatin; J9278) Approval Criteria:  

1. An FDA approved diagnosis; and  
2. A patient-specific, clinically significant reason the member cannot use 

generic carboplatin products (J9045), which are available without prior 
authorization, must be provided.  

 
 

Lifyorli™ (Relacorilant) Approval Criteria [Epithelial Ovarian, Fallopian 
Tube, or Primary Peritoneal Cancer Diagnosis]:  

1. Diagnosis of epithelial ovarian, fallopian tube, or primary peritoneal 
cancer; and 

2. Disease is platinum resistant; and 
3. Member has received a prior systemic treatment regimen that 

included bevacizumab; and 
4. Used in combination with nab-paclitaxel; and 
5. Member must be 18 years of age or older. 

 

Zusduri™ (Mitomycin Intravesical Solution) Approval Criteria [Non-Muscle 
Invasive Bladder Cancer (NMIBC) Diagnosis]:  

1. Diagnosis of NMIBC; and 
2. Disease is low-grade, intermediate-risk; and 
3. Disease is recurrent; and 
4. Administered by intravesical instillation only; and 
5. Member must be 18 years of age or older; and 
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6. Approval will be limited to a total of 6 weekly instillations. 
 

 
Recommendation 2: Vote to Prior Authorize Nereus™ and 
Posfrea™  
The Drug Utilization Review Board recommends the prior authorization Nereus™ 
(Tradipitant) and Posfrea™ (Palonosetron Injection) with the following criteria: 
 
Nereus™ (Tradipitant) Approval Criteria: 

1. An FDA approved indication for the prevention of vomiting induced by 
motion; and 

2. Member must be 18 years of age or older; and  
3. Member must have a history of vomiting induced by motion; and  
4. A patient-specific, clinically significant reason why the member cannot 

use other cost-effective therapeutic alternatives for the prevention of 
vomiting induced by motion (i.e., Dramamine®, meclizine, scopolamine) 
must be provided; and  

5. Approval length will be based on the duration of need which must be 
documented on the request; and 

6. Approval of the 170mg dose will require documentation of failure at the 
lower dose; and   

7. A quantity limit of 16 capsules per 30 days will apply.  
 
 

Posfrea™ (Palonosetron 0.25mg/5mL Injection) Approval Criteria: 
1. A patient-specific, clinically significant reason why the member cannot 

use generic Aloxi® (palonosetron 0.25mg/5mL), which is available 
without a prior authorization, must be provided. 

 
Recommendation 3: Vote to Prior Hepcludex®, Relenza®, and 
Xofluza® 
The Drug Utilization Review Board recommends the prior authorization of 
Hepcludex® (Bulevirtide-gmod), Relenza® (Zanamivir Inhalation Powder), and 
Xofluza® (Baloxavir) with the following criteria: 
 
Hepcludex® (Bulevirtide-gmod) Approval Criteria:  

1. An FDA approved diagnosis of chronic hepatitis D virus (HDV) infection; 
and 

2. Diagnosis must be confirmed by all of the following test results 
conducted within the last 6 months (results must be submitted with 
the request): 

a. Detectable serum HDV RNA level; and 
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b. Elevated alanine aminotransferase (ALT) levels between 1 and 10 
times the upper limit of normal; and 

3. Member must not have decompensated cirrhosis or hepatocellular 
carcinoma (HCC); and 

4. Member must be 18 years of age or older; and 
5. Must be prescribed by a gastroenterologist, hepatologist, or infectious 

disease specialist; and 
6. Prescriber must verify that underlying hepatitis B virus (HBV) infection 

will be managed as clinically appropriate; and 
7. Prescriber must verify that the member or caregiver will be trained on 

the proper storage, reconstitution, and administration of Hepcludex®; 
and 

8. A quantity limit of 30 vials per 30 days will apply; and 
9. Approvals will be for the duration of 1 year. Reauthorization may be 

granted if the prescriber documents the member is responding well to 
treatment as indicated by all of the following (results of testing must be 
submitted with the request): 
a. Undetectable HDV RNA or a ≥2 log10 IU/mL reduction in HDV RNA 

from baseline; and 
b. A reduction or normalization of ALT; and 
c. Member has not developed decompensated cirrhosis or HCC; and 
d. Member has not undergone a liver transplant. 

 
 

Relenza® (Zanamivir Inhalation Powder) and Xofluza® (Baloxavir) Approval 
Criteria:  

1. An FDA approved indication of 1 of the following: 
a. Treatment of acute uncomplicated influenza in members who 

have been symptomatic for no more than 48 hours; or 
b. Post-exposure prophylaxis of influenza following contact with an 

individual who has influenza; and 
2. Member must be 5 years of age or older; and 
3. A patient specific, clinically significant reason (beyond convenience) 

why the member cannot use oseltamivir (generic Tamiflu®), which is 
available without prior authorization, must be provided.  

 
Recommendation 4: Vote to Prior Authorize Loargys® 
The Drug Utilization Review Board recommends the prior authorization Loargys® 
(Pegzilarginase-nbln) with the following criteria: 
 
Loargys® (Pegzilarginase-nbln) Approval Criteria: 

1. An FDA approved diagnosis of arginase 1 deficiency (ARG1-D); and 
a. Diagnosis of ARG1-D must be confirmed by 1 of the following 

(results of the selected test must be submitted with the request): 
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i. Persistently elevated plasma arginine levels; or 
ii. Genetic testing identifying biallelic pathogenic or likely 

pathogenic variants in the ARG1 gene; or 
iii. Diminished erythrocyte ARG1 activity; and 

2. Member must be 2 years of age or older; and 
3. Loargys® must be prescribed by, or in consultation with, a geneticist, 

neurologist, or other specialist with expertise in the treatment of ARG1-
D; and 

4. Loargys® must be administered under the direct supervision of a health 
care provider; and 

5. Active management with a protein restricted diet; and 
6. The member’s recent weight must be provided on the prior 

authorization request in order to authorize the appropriate amount of 
drug required according to the package labeling; and 

7. The maximum approvable dose of Loargys® is 0.2mg/kg once weekly; 
and 

8. Initial approvals will be for 6 months. Subsequent approvals for the 
duration of 1 year will be approved if the prescriber documents the 
member is responding to treatment (i.e., reduction or normalization in 
plasma arginine levels); and 

9. A quantity limit of 12mL per 28 days will apply. For members who 
require doses exceeding this quantity limit, a quantity limit override 
may be approved with the submission of supporting clinical 
documentation. 

 
Recommendation 5: Vote to Prior Authorize Averi™, 
Desmoda™, Dicyclomine 40mg Tablet, Griseofulvin 
Ultramicrosize 165mg Tablet, Hydroxyzine Oral Solution Unit 
Dose Cups (UDCs), Khindivi™, PoKonza™, PoKonza™ 
Potassium Chloride 40mEq Packet, Quiofic™, Relgaabi™, and 
Vykoura™  
The Drug Utilization Review Board recommends the prior Averi™ 
(Desogestrel/Ethinyl Estradiol/Ferrous Bisglycinate), Desmoda™ (Desmopressin Oral 
Solution), Dicyclomine 40mg Tablet, Griseofulvin Ultramicrosize 165mg Tablet, 
Hydroxyzine Oral Solution Unit Dose Cups (UDCs), Khindivi™ (Hydrocortisone Oral 
Solution), PoKonza™ (Potassium Chloride 10mEq/15mL Oral Solution), PoKonza™ 
(Potassium Chloride 15mEq Packet), Potassium Chloride 40mEq Packet, Quiofic™ 
(Folic Acid Oral Solution), Relgaabi™ (Gabapentin 200mg Capsule), and Vykoura™ 
(Leucovorin Injection) with the following criteria: 
 



OHCA Board Meeting September 16, 2026 
 
Pharmacy Agenda Items  

 

 

Averi™ (Desogestrel/Ethinyl Estradiol/Ferrous Bisglycinate), Approval 
Criteria:  

1. A patient-specific, clinically significant reason why the member cannot 
use all alternative formulations of hormonal contraceptives available 
without prior authorization must be provided.  

 

Desmoda™ (Desmopressin Oral Solution) Approval Criteria: 
1. An FDA approved diagnosis of arginine vasopressin deficiency (AVP-D), 

also known as central diabetes insipidus; and 
2. A patient specific, clinically significant reason why the member cannot 

use desmopressin nasal spray and desmopressin oral tablets, even 
when tablets are crushed, which are both available without a prior 
authorization, must be provided. 

 

Dicyclomine 40mg Tablet Approval Criteria: 
1. An FDA approved diagnosis; and  
2. A patient specific, clinically significant reason why the member cannot 

use the 20mg tablet, which is available without a prior authorization, to 
achieve the dose must be provided.  

 
 

Griseofulvin Ultramicrosize 165mg Tablet Approval Criteria:  
1. An FDA approved indication for the treatment of ringworm infections 

of the skin, hair, and nails; and  
2. The infection must be caused by 1 or more of the genera of fungi listed 

in the package labeling; and 
3. A patient specific, clinically significant reason why the member cannot 

use other formulations of griseofulvin available without a prior 
authorization (i.e., griseofulvin microsize 500mg tablet, griseofulvin 
125mg/5mL suspension, and griseofulvin ultramicrosize 125mg and 
250mg tablets) must be provided.  
 

 
 

Hydroxyzine 10mg/5mL and 50mg/25mL Oral Solution Unit-Dose Cups 
(UDCs) Approval Criteria: 

1. A patient-specific, clinically significant reason why the member 
requires the UDCs in place of the bulk solution, which is available 
without a prior authorization, must be provided. 

 
 

Khindivi™ (Hydrocortisone Oral Solution) Approval Criteria:  
1. An FDA approved indication of replacement therapy in pediatric 

members with adrenocortical insufficiency; and  
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2. A patient-specific, clinically significant reason (beyond convenience) 
why the member cannot use hydrocortisone tablets, even when tablets 
are crushed or split, which are available without prior authorization, 
must be provided (e.g., clinically indicated dose cannot be achieved 
with available tablet formulation); and  

3. A patient-specific, clinically significant reason why the member cannot 
use Alkindi Sprinkle® must be provided.  
 

PoKonza™ (Potassium Chloride Oral Solution and Packet), and Potassium 
Chloride 40mEq Packet Approval Criteria:  

1. A patient-specific, clinically significant reason why the member cannot 
use all the following must be provided:  

a. Potassium chloride tablet; and  
b. Potassium chloride extended-release (ER) dispersible tablet; and  
c. Potassium chloride ER sprinkle capsule; and 
d. Potassium chloride oral solution.  

 
 

Quiofic™ (Folic Acid Oral Solution) Approval Criteria:  
1. A patient specific, clinically significant reason why the member cannot 

use the tablet formulation, even when the tablets are crushed, which is 
available without prior authorization, must be provided; and  

2. A quantity limit of 150mL per 30 days will apply.  
 

Relgaabi™ (Gabapentin 200mg Capsule) Approval Criteria: 
1. A patient-specific, clinically significant reason why the member cannot 

use 2 of the 100mg gabapentin capsules, which are available without 
prior authorization, to achieve the 200mg dose must be provided; and  

2. A quantity limit of 270 capsules per 30 days will apply.  
 

Vykoura™ (Leucovorin Injection) Approval Criteria:  
1. An FDA approved indication; and  
2. A patient-specific, clinically significant reason why the member cannot 

use generic leucovorin injection or generic levoleucovorin calcium 
injection, which are both available without prior authorization, must be 
provided. 

 



STATE PLAN AMENDMENT RATE COMMITTEE 

ASSISTED LIVING TIERED RATE INCREASE

1. IS THIS A RATE CHANGE OR A METHOD CHANGE?
Rate Change

2. IS THIS CHANGE AN INCREASE, DECREASE, OR NO IMPACT?
Increase

3. PRESENTATION OF ISSUE – WHY IS THIS CHANGE BEING MADE?
Bring rates into alignment with policy 317:30-5-764.  Reimbursement: Rounded to the
nearest cent, the lowest level Assisted Living Services per diem rate is set equivalent to
11.636 times the State Plan Agency Personal Care unit rate; the mid-level per diem rate is
set equivalent to 15.702 times the State Plan Agency Personal Care unit rate; and the
highest level Assisted Living Services per diem rate is set equivalent to 21.964 times the
State Plan Agency Personal Care unit rate.

4. CURRENT METHODOLOGY AND/OR RATE STRUCTURE.
The current rate structure for services provided in the proposed rate changes are fixed and
uniform rates established through the State Plan Amendment Rate Committee process. The
services, current service codes and rates are as follows:

DESCRIPTION SERVICE CODE 

CURRENT 
RATE 

ASSISTED LIVING SERVICES - STANDARD CARE LEVEL 
T2031 

$   61.24 

ASSISTED LIVING SERVICES - INTERMEDIATE CARE LEVEL T2031 TF $   82.64 

ASSISTED LIVING SERVICES - HIGH CARE LEVEL T2031 TG $   115.59 
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STATE PLAN AMENDMENT RATE COMMITTEE 

5. NEW METHODOLOGY OR RATE STRUCTURE.
New service codes and rates are as follows:

DESCRIPTION SERVICE CODE 

CURRENT 
RATE 

ASSISTED LIVING SERVICES - STANDARD CARE LEVEL 
T2031 

$   76.56 

ASSISTED LIVING SERVICES - INTERMEDIATE CARE LEVEL T2031 TF $   103.32 

ASSISTED LIVING SERVICES - HIGH CARE LEVEL T2031 TG $   144.52 

6. BUDGET ESTIMATE.
The estimated budget impact for SFY 2027 will be an increase in the total amount of
$6,070,813.41; with $2,072,575.70 in state share.
OKDHS attests that it has adequate funds to cover the state share of the projected cost of
services.

7. AGENCY ESTIMATED IMPACT ON ACCESS TO CARE.
The proposed rate alignment is expected to have a positive impact on access to care by
supporting adequate reimbursement for Assisted Living Services at each level of member
need. Aligning rates with OAC 317:30-5-764 may strengthen provider participation and
retention, helping maintain service availability and continuity of care for ADvantage
members. The agency does not anticipate a negative impact on access to care as a result of
this change.

8. RATE OR METHOD CHANGE IN THE FORM OF A MOTION.
Oklahoma Human Services requests the State Plan Amendment Rate Committee approve
the proposed ADvantage provider rate increase at the total and state dollar costs
presented.

9. EFFECTIVE DATE OF CHANGE.
Backdated to October 1, 2024, upon approval by CMS



September 16, 2026 Board 
Proposed Rule Amendment Summaries 

 
The following EMERGENCY rules are new to the Board. All proposed rules were presented at 
Tribal Consultation and considered by the Medical Advisory Committee. 

 
The Agency is requesting an effective date of January 1, 2027, for the following items: 

 
APA WF #26-04 HR1 Reduced Retroactive Eligibility & 6-Month Redeterminations — In 
compliance with requirements of HR1, the proposed emergency revisions implement 6-month 
redetermination cycles, reduced from 12 months, for certain Expansion adults effective January 
1, 2027. American Indian/Alaska Native (AI/AN) populations are specifically excluded from the 6-
month redetermination provisions and will remain on a 12-month redetermination cycle. Non-
expansion groups are not subject to this requirement. The proposed emergency rule also 
implements reduced retroactive eligibility periods in compliance with HR1. Current policy provides 
up to three months of retroactive eligibility prior to the application date. Expansion adults will be 
eligible for one month of retroactive eligibility, while non-expansion populations will be eligible for 
two months. AI/AN populations are not excluded from this provision. 
 

Budget Impact: The Agency is evaluating the fiscal impact of implementing the federal 
requirements. 

 
Emergency Justification: These revisions are necessary to implement requirements of 
HR1 (2025), the One Big Beautiful Bill Act, Public Law No. 119-21. 

 
 APA WF #26-06 HR1 Work Requirements — In compliance with the requirements of HR1, the 
proposed revisions implement community engagement requirements effective January 1, 2027. 
Certain populations will be required to demonstrate community engagement as a condition of 
eligibility. Community engagement may include work, work programs, educational programs, or 
some combination thereof. Certain populations are excluded or exempted from these 
requirements, including American Indians/Alaska Natives (AI/ANs), children under age 19, 
Medicare enrollees, former foster youth under age 26, parents, guardians, or caretaker relatives 
of a child age 13 or younger or an individual with a disability, disabled veterans, medically frail 
individuals, TANF or SNAP enrollees, inmates, individuals participating in drug or alcohol 
addiction treatment programs, or pregnant/postpartum women. New applicants must demonstrate 
community engagement for at least the month immediately preceding their application; existing 
members must demonstrate for at least one month of their certification period, which may be 6 or 
12 months depending on the population category. The Agency will first seek to determine 
compliance from existing data, including the case record and automated data exchange with other 
agencies, before requesting documentation from members. 

 
Budget Impact: The Agency is evaluating the fiscal impact of implementing the federal 
requirements. 

 
Emergency Justification: These revisions are necessary to implement requirements of 
HR1 (2025), the One Big Beautiful Bill Act, Public Law No. 119-21. 

 
APA WF #26-12 Obstetrical Unbundling — The proposed policy changes revise billing policy 
for obstetric services to align with upcoming changes to the Current Procedural Terminology 
(CPT) codes. CPT codes, which are maintained by the American Medical Association (AMA), are 
the foundation of claims-based billing used in a fee-for-service healthcare delivery model. The 
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AMA has proposed comprehensive changes to the way maternity and obstetric services are billed 
and reimbursed. Currently, obstetric services are billed and reimbursed using a single bundled 
code. The bundled code will be discontinued on January 1, 2027. The AMA is developing and 
revising codes for each obstetric service. The proposed policy changes update billing guidance 
to reflect the new obstetric billing structure.  
 

Budget impact: The Agency is evaluating the fiscal impact of implementing the federal 
requirements. 
 
Emergency Justification: The proposed rule changes are necessary to implement 
changes to the Current Procedural Terminology (CPT) codes used to bill for obstetric 
services effective January 1, 2027. The American Medical Association (AMA) has 
proposed substantial changes to the applicable CPT codes. CMS requires states to use 
CPT codes for Medicaid billing and is expected to formally adopt the proposed codes in 
November 2026. 

 
 



APA WF #26-04 

 

 

SUBCHAPTER 6. SOONERCARE FOR PREGNANT WOMEN AND FAMILIES WITH 

CHILDREN 

PART 7. CERTIFICATION, REDETERMINATION AND NOTIFICATION 

 

317:35-6-60. Certification for SoonerCare for pregnant women and families with children 

(a) General rules of certification. 

(1) An individual determined eligible for SoonerCare may be certified for a prospective 

period of coverage on or after the date of certification. 

(2) In accordance with 42 Code of Federal Regulations (C.F.R.) § 435.915 and Oklahoma 

Administrative Code (OAC) 317:35-6-60.2, an individual may also be determined 

eligible and certified for a retroactive period of coverage during the three (3)two (2) 

month period directly prior to the date of application, or one (1) month period for 

expansion adult members. This only applies if the individual received covered medical 

services at any time during that period and would have been eligible for SoonerCare at 

the time he or she received the services, regardless of whether the individual is alive 

when application for Medicaid is made. An individual may be eligible for the retroactive 

period even though ineligible for the prospective period. 

(3) The individual who is categorically needy and related to pregnancy-related services 

retains eligibility for the period covering prenatal, delivery, and postpartum periods 

without regard to eligibility for other household members in the case. Eligibility during 

the postpartum period does not apply to women receiving pregnancy-related coverage 

under Title XXI. 

(b) Certification as a TANF (cash assistance) recipient. A categorically needy individual who 

is determined eligible for Temporary Assistance for Needy Families (TANF) is certified 

effective the first day of the month of TANF eligibility. 

(c) Certification of non-cash assistance individuals related to the children and parent and 

caretaker relative groups. The certification period for the individual related to the children or 

parent and caretaker relative groups is twelve (12) months. The certification period can be less 

than twelve (12) months if the individual: 

(1) Is certified as eligible in a money payment case during the twelve-month (12-month) 

period; 

(2) Is certified for long-term care during the twelve-month (12-month) period; 

(3) Becomes ineligible for SoonerCare after the initial month, except for children who 

are eligible for twelve months continuous coverage; or 

(4) Becomes financially ineligible. 

(A) If an income change after certification causes the case to exceed the income 

standard, the case is closed. 

(B) Individuals, however, who are determined pregnant and financially eligible 

continue to be eligible for pregnancy-related services through the prenatal, 

delivery and postpartum period, regardless of income changes. A pregnant 

individual included in a TANF case which closes continues to be eligible for 

pregnancy-related services through the postpartum period. 

(d) Certification of individuals related to pregnancy-related services. The certification 

period for the individual related to pregnancy-related services will cover the prenatal, delivery 
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and postpartum periods. The postpartum period is defined as the twelve (12) months following 

the month the pregnancy ends. Financial eligibility is based on the income received in the first 

month of the certification period. No consideration is given to changes in income after 

certification. 

(e) Certification of newborn child deemed eligible. 

(1) Every newborn child is deemed eligible on the date of birth for SoonerCare when the 

child is born to a woman who is eligible for and enrolled in pregnancy-related services 

as categorically needy. The newborn child is deemed eligible through the last day of the 

month the newborn child attains the age of one (1) year. The newborn child's eligibility 

is not dependent on the mother's continued eligibility. The mother's coverage may expire 

at the end of the postpartum period; however, the newborn child is deemed eligible until 

age one (1). The newborn child's eligibility is based on the original eligibility 

determination of the mother for pregnancy-related services, and consideration is not 

given to any income or resource changes that occur during the deemed eligibility period. 

(2) The newborn child is deemed eligible for SoonerCare as long as he/she continues to 

live in Oklahoma. In accordance with 42 C.F.R. § 435.117, no other conditions of 

eligibility are applicable, including social security number enumeration, child support 

referral, and citizenship and identity verification. However, it is recommended that social 

security number enumeration be completed as soon as possible after the newborn child's 

birth. It is also recommended that a child support referral be completed, if needed, as 

soon as possible and sent to the Oklahoma Child Support Services (OCSS) division at 

DHS. The referral enables child support services to be initiated. 

(3) When a categorically needy newborn child is deemed eligible for SoonerCare, he/she 

remains eligible through the end of the month that the newborn child reaches age one (1). 

If the child's eligibility is moved from the case where initial eligibility was established, 

it is required that the newborn receive the full deeming period. The certification period 

is shortened only in the event the child: 

(A) Loses Oklahoma residence; or 

(B) Expires. 

(4) A newborn child cannot be deemed eligible when the mother's only coverage was 

presumptive eligibility, and continued eligibility was not established. 

(f) Certification of individuals related to expansion adults.  

(a) Prior to January 1, 2027, the certification period for the individual related to the 

expansion adult group is twelve (12) months. 

(b) On and after January 1, 2027, the certification period for the individual related to the 

expansion adult group is six (6) months however, certification periods for American 

Indian/Alaska Native (AI/AN) individuals remain twelve (12) months, even when 

determined eligible and related to the expansion adult group. 

 

 

317:35-6-60.2. Retroactive eligibility. 

(a) Retroactive eligibility, as outlined in this section, shall be available to pregnant women and/or 

members under the age of nineteen (19) and expansion adults.  For retroactive eligibility rules 

related to other SoonerCare population groups, refer to Oklahoma Administrative Code (OAC) 
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317:35-7-60(b). 

(b) In addition to the period of eligibility specified in Oklahoma Administrative Code (OAC) 

317:35-6-60, an applicant, or individuals within the applicant's household, shall be eligible for 

SoonerCare benefits up to three (3)two (2) months prior to the date of application, or one (1) month 

for expansion adults, if all of the following requirements are met: 

(1) The individual for whom retroactive coverage is being requested would have been eligible 

for SoonerCare coverage if an application for SoonerCare had been made during the 

retroactive month. 

(A) The individual does not have to be eligible for the month of application to be found 

eligible for one (1) of the three (3)two (2) retroactive months. 

(B) The eligibility factors (e.g. income, residency, household composition, etc.) are 

evaluated separately for each retroactive month for which retroactive eligibility is being 

requested. 

(2) The applicant completes the retroactive eligibility application form and provides, within 

six (6) months of the date the services were provided, documentation for verification purposes 

as requested by SoonerCare. 

(3) The individual applying for retroactive coverage states that the individual for whom 

retroactive coverage is being requested received reimbursable SoonerCare services which 

were provided by a SoonerCare-contracted provider during the retroactive month. 

(4) An applicant cannot be approved for retroactive coverage for a month in which his or her 

application was previously denied. 

(c) Per 42 Code of Federal Regulations (CFR) '§ 435.915(b), if an applicant is determined to be 

eligible for retroactive coverage at any time during the requested retroactive month, then coverage 

will begin on the first (1st) day of the month and be effective for the entire month. 

(d) If the applicant is applying for SoonerCare benefits due to pregnancy, then the applicant must 

have been pregnant during the requested retroactive month. 

(e) Regardless of retroactive eligibility being granted, the requirement for the claim to be filed 

timely, per OAC 317:30-3-11, is still in effect. 

(f) Retroactive coverage for SoonerCare health services received during a retroactive month will 

be secondary to any third-party which has primary responsibility for payment.  If the individual 

eligible for retroactive coverage has already paid for the health services, the provider may refund 

the payment and bill SoonerCare in accordance with the timely filing requirements in OAC 

317:30-3-11. 

(g) Retroactive coverage for SoonerCare reimbursable health services that require prior 

authorization shall not be denied solely because of a failure to secure prior authorization.  Medical 

necessity, however, must be established before reimbursement can be made. 

(h) Denials of requests for retroactive eligibility may be appealed in accordance with OAC 317:2-

1-2(d)(1)(F). 

 

317:35-6-61. Redetermination of eligibility for persons receiving SoonerCare 

(a) A periodic redetermination of eligibility for SoonerCare is required for all members. The 

redetermination is made prior to the end of the initial certification period and each twelve (12)  

months thereafter or each six (6) months thereafter for expansion adult members who are not 

American Indian/Alaska Native per OAC 317:35-6-60(f). A deemed newborn is eligible through 



APA WF #26-04 

 

 

the last day of the month the newborn child attains the age of one year, without regard to 

eligibility of other household members in the case. 

(b) Effective January 1, 2014, when the agency has sufficient information available 

electronically to redetermine eligibility, eligibility will be redetermined on that basis and a notice 

will be sent to the household explaining the action taken by the agency. The member is 

responsible for notifying the agency if any information used to redetermine eligibility is 

incorrect. If the agency does not have sufficient information to redetermine eligibility, the 

agency will send notice to that effect, and the member is responsible for providing the necessary 

information to redetermine eligibility. 

(c) A member's case is closed if he/she does not return the form(s) and any verification necessary 

for redetermination timely. If the member submits the form(s) and verification necessary for 

redetermination within ninety (90) days after closure of the case, benefits are reopened effective 

the date of the closure, provided the member is eligible and benefits were closed because the 

redetermination process was not completed. 

(d) Effective January 1, 2024, a child who meets the criteria for continuous eligibility shall 

remain eligible for SoonerCare, until the earlier of: 

(1) Twelve (12) months from the effective date of the child’s most recent certification 

period; or 

(2) The child's nineteenth (19th) birthday. 

 

 

 

SUBCHAPTER 7. MEDICAL SERVICES 

PART 7. CERTIFICATION, REDETERMINATION AND NOTIFICATION 

 

317:35-7-60. Certification for SoonerCare 

(a) General.  The rules in this Section apply to the following categories of eligibles: 

(1) Categorically needy SoonerCare members who are categorically related to Aged, Blind, 

and Disabled (ABD); 

(2) Categorically needy SoonerCare members who are categorically related to ABD, and are 

eligible for one of the following: 

(A) Qualified Medicare Beneficiary Plus (QMBP); 

(B) Qualified Disabled and Working Individual (QDWI); 

(C) Specified Low-Income Medicare Beneficiary (SLMB); 

(D) Tuberculosis (TB) related services; 

(E) Qualifying Individual (QI); or 

(F) Tax Equity and Fiscal Responsibility Act (TEFRA). 

(b) Certification of individuals categorically needy and categorically related to ABD.  The 

certification period for the categorically needy individual who is categorically related to ABD can 

be up to twelve (12) months from the date of certification. The individual must meet all factors of 

eligibility for each month of the certification period. The certification can be for a retroactive 

period of coverage, during the three (3)two (2) months directly before the month of application, if 

the individual received covered medical services at any time during those three (3)two (2) months 

and would have been eligible for SoonerCare at the time he or she received the services. The cash 
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payment portion of the State Supplemental Payment (SSP) may not be paid for any period prior to 

the month of application. 

(1) The certification period is twelve (12) months unless the individual: 

(A) Is certified as eligible in a money payment case during the twelve (12) month period;  

(B) Is certified for long-term care during the twelve (12) month period; 

(C) Becomes ineligible for medical assistance after the initial month; 

(D) Becomes ineligible as categorically needy; or 

(E) Is deceased. 

(2) If any of the situations listed in subparagraph (1) of this paragraph occur after the initial 

month, the case is closed by the worker. 

(A) If income and/or resources change after certification causing the case to exceed the 

categorically needy maximums, the case is closed. 

(B) A pregnant individual included in an ABD case which closes continues to be eligible 

for pregnancy related services through the postpartum period. 

(c) Certification of individuals categorically related to ABD and eligible as QMBP.  The 

SoonerCare benefit may be certified on the first day of the thirdsecond month prior to the month 

of application or later. If the individual receives Medicare and is eligible for SSP, the effective 

date of certification for the Medicare Part B premium buy-in is the month of certification for SSP. 

If the individual receives Medicare and is not eligible for SSP, the effective date of certification 

for the Medicare Part B premium buy-in is the first day of the month following the month in which 

the eligibility determination is made (regardless of when application was made). 

(1) An individual determined eligible for QMBP benefits is assigned a certification period of 

twelve (12) months. At any time during the certification period that the individual becomes 

ineligible, the case is closed using regular negative action procedures. 

(2) At the end of the certification period a redetermination of QMBP eligibility is required, 

using the same forms and procedures as for ABD categorically needy individuals. 

(d) Certification of individuals categorically related to ABD and eligible as QDWI.  The 

Social Security Administration (SSA) is responsible for referrals of individuals potentially eligible 

for QDWI. Eligibility factors verified by the SSA are Medicare Part A eligibility and 

discontinuation of disability benefits due to excessive earnings. When the OKDHS State office 

receives referrals from the SSA, the county will be notified and is responsible for obtaining an 

application and establishing other factors of eligibility. If an individual contacts the county office 

stating he/she has been advised by SSA that he/she is a potential QDWI, the county takes a 

SoonerCare application. The effective date of certification for QDWI benefits is based on the date 

of application and the date all eligibility criteria, including enrollment for Medicare Part A, are 

met. For example, if an individual applies for benefits in October and is already enrolled in 

Medicare Part A, eligibility can be effective October 1 [or up to three (3)two (2) months prior to 

October 1, if all eligibility criteria are met during the three (3)two (2) month period]. However, if 

in the example, the individual's enrollment for Part A is not effective until November 1, eligibility 

cannot be effective until that date. Eligibility can never be effective prior to July 1, 1990, the 

effective date of this provision. These cases will be certified for a period of twelve (12) months. 

At the end of the twelve (12) month period, eligibility redetermination is required. If the individual 

becomes ineligible at any time during the certification period, the case is closed.  

(e) Certification of individuals categorically related to ABD and eligible as SLMB. The 
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effective date of certification of SLMB benefits may begin on the first day of the third second 

month prior to the month of application or later. A certification can never be earlier than the date 

of entitlement of Medicare Part A. An individual determined eligible for SLMB benefits is 

assigned a certification period of twelve (12) months. At any time during the certification period 

the individual becomes ineligible, the case is closed using standard negative action procedures. At 

the end of the certification period a redetermination of SLMB eligibility is required. A 

redetermination of SLMB eligibility must also be done at the same time a dually eligible individual 

has a redetermination of eligibility for other SoonerCare benefits such as long-term care. 

(f) Certification of individuals categorically related to disability and eligible for TB related 

services. 

(1) An individual determined eligible for TB related services may be certified the first day of 

the thirdsecond month prior to the month of application or later, but no earlier than the first 

day of the month the TB infection is diagnosed. 

(2) A certification period of twelve (12) months will be assigned. At any time during the 

certification period that the individual becomes ineligible, the case is closed using the regular 

negative action procedures. 

(3) At the end of the certification period a new application will be required if additional 

treatment is needed. 

(g) Certification of individuals categorically related to ABD and eligible as QI.  The effective 

date of certification for the QI-1 may begin on the first day of the thirdsecond month prior to the 

month of application or later. A certification can never be earlier than the date of entitlement of 

Medicare Part A. An individual determined eligible for QI benefits is assigned a certification 

period of twelve (12) months. At any time during the certification period the individual becomes 

ineligible, the case is closed using standard negative action procedures. At the end of the 

certification period, a redetermination of QI eligibility is required. 

(1) Since the State's allotment to pay Medicare premiums for this group of individuals is 

limited, the State must limit the number of QIs so that the amount of assistance provided 

during the year does not exceed the State's allotment for that year.  

(2) Persons selected to receive assistance are entitled to receive assistance with their Medicare 

premiums for the remainder of the federal fiscal year, but not beyond, as long as they continue 

to qualify. The fact that an individual is selected to receive assistance at any time during the 

year does not entitle the individual to continued assistance for any succeeding year. 

(h) Certification of individuals related to Aid to the Disabled for TEFRA.  The certification 

period for individuals categorically related to the Disabled for TEFRA is twelve (12) months. 
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CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-ELIGIBILITY 

SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME 

PART 3. NON-MEDICAL ELIGIBILITY REQUIREMENTS 

 

317:35-5-28. Community engagement 

(a) General requirements. Beginning January 1, 2027, an applicable individual, as defined in 42 C.F.R. 

§ 435.551, must demonstrate community engagement or be deemed to have demonstrated community 

engagement as a condition of eligibility. 

(1) At application, an applicable individual must demonstrate or be deemed to have demonstrated 

community engagement for one (1) month immediately preceding the month in which the individual 

applies. 

(2) At renewal, an applicable individual must demonstrate or be deemed to have demonstrated 

community engagement for one (1) month during the period between the effective date of the 

individual's most recent eligibility determination or redetermination at renewal and the date the 

individual's next renewal is due. 

(b) Demonstration of community engagement. An applicable individual demonstrates community 

engagement for a month by meeting one (1) or more of the requirements described in 42 C.F.R. § 

435.552, including: 

(1) working at least eighty (80) hours, including paid, unpaid, or in-kind work; 

(2) completing at least eighty (80) hours of qualifying community service; 

(3) participating in a qualifying work program for at least eighty (80) hours; 

(4) enrolling at least half-time, as determined by the educational institution or program, in a 

qualifying educational program, including an institution of higher education, career or technical 

education program, high school, or State-approved high school equivalency program; 

(5) engaging in any combination of work, community service, participation in a work program, and 

less than half-time enrollment in an educational program for a combined total of at least eighty (80) 

hours; 

(6) having monthly income that is not less than the applicable Federal minimum wage under section 

6 of the Fair Labor Standards Act of 1938 multiplied by eighty (80) hours; or 

(7) for a seasonal worker described in 26 U.S.C. § 45R(d)(5)(B), having average monthly income 

over the preceding six (6) months that is not less than the applicable Federal minimum wage 

multiplied by eighty (80) hours. 

(c) Specified excluded individuals. A specified excluded individual described in 42 C.F.R. § 435.554 is 

not subject to the community engagement requirement. Specified excluded individuals include: 

(1) an individual who meets the applicable former foster care criteria; 

(2) an American Indian or Alaska Native individual who meets the criteria in 42 C.F.R. § 435.554; 

(3) a parent, guardian, caretaker relative, or family caregiver of a dependent child age thirteen (13) or 

younger or of a disabled individual who meets the applicable criteria in 42 C.F.R. § 435.554; 

(4) a veteran with a disability rated as total by the Department of Veterans Affairs; 

(5) an individual who is medically frail or otherwise has special medical needs as defined in 42 

C.F.R. § 435.554, whose physical, mental, or other behavioral health condition significantly impairs 

the individual's ability to comply with the community engagement requirement, including an 

individual: 

(A) who is blind or disabled as described in section 1614 of the Social Security Act; 

(B) with a substance use disorder who meets the applicable federal criteria; 

(C) with a disabling mental disorder; 

(D) with a physical, intellectual, or developmental disability that significantly impairs the 

individual's ability to perform one (1) or more activities of daily living; or 

(E) with a serious or complex medical condition; 

(6) an individual who complies with work requirements imposed by the State as a condition of 

eligibility for Temporary Assistance for Needy Families; 
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(7) an individual who is a member of a household receiving Supplemental Nutrition Assistance 

Program benefits and is subject to a Supplemental Nutrition Assistance Program work requirement; 

(8) an individual participating in a qualifying drug addiction or alcoholic treatment and rehabilitation 

program; 

(9) an inmate of a public institution, as defined in 42 C.F.R. § 435.1010; or 

(10) an individual who is pregnant or entitled to medical assistance during an applicable postpartum 

coverage period. 

(d) Mandatory exceptions. An applicable individual is deemed to have demonstrated community 

engagement for a month when, for part or all of the month, the individual meets a mandatory exception 

described in 42 C.F.R. § 435.553, including when the individual: 

(1) was a specified excluded individual described in subsection (c) of this Section; 

(2) was under nineteen (19) years of age; 

(3) was entitled to or enrolled for benefits under Medicare Part A or enrolled for benefits under 

Medicare Part B; 

(4) was described in a mandatory categorically needy eligibility group specified in section 

1902(a)(10)(A)(i)(I) through (VII) of the Social Security Act; or 

(5) was an inmate of a public institution at any point during the three (3) months preceding the first 

day of the month for which the individual is otherwise required to demonstrate community 

engagement. 

(e) Short-term hardship exceptions. OHCA elects the short-term hardship exceptions described in 42 

C.F.R. § 435.555. An applicable individual is deemed to have demonstrated community engagement for a 

month when, for part or all of the month, the individual experiences a qualifying short-term hardship, 

including: 

(1) the individual receives inpatient hospital services, nursing facility services, services in an 

intermediate care facility for individuals with intellectual disabilities, inpatient psychiatric hospital 

services, or other inpatient or noninstitutional services of similar acuity described in 42 C.F.R. § 

435.555(d)(1). The individual or an individual acting on the individual's behalf must request the 

exception; 

(2) the individual resides in a county or equivalent unit of local government affected by a qualifying 

emergency or disaster declared by the President pursuant to the National Emergencies Act or the 

Robert T. Stafford Disaster Relief and Emergency Assistance Act; 

(3) the individual resides in a county or equivalent unit of local government with an unemployment 

rate at or above the lesser of eight percent (8%) or one and one-half (1.5) times the national 

unemployment rate, when the exception has been approved by the Centers for Medicare & Medicaid 

Services; or 

(4) the individual or the individual's dependent must travel outside the community of residence for 

an extended period to receive medical services necessary to treat a serious or complex medical 

condition that are not available within the community of residence. The individual or an individual 

acting on the individual's behalf must request the exception and meet the applicable criteria in 42 

C.F.R. § 435.555(d)(4). 

(f) Verification. 

(1) Before determining whether an individual demonstrated or is deemed to have demonstrated 

community engagement, OHCA determines whether the individual is a specified excluded 

individual. 

(2) OHCA first attempts to verify an individual's status as a specified excluded individual or an 

applicable individual's compliance with or exception from the community engagement requirement 

using reliable information available to OHCA in accordance with 42 C.F.R. § 435.557. Reliable 

information may include information contained in the individual's case record, information obtained 

through electronic data exchanges, adjudicated claims or encounter data, and other reliable 

information available to OHCA. 
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(3) OHCA does not require an individual to provide documentation or other additional information 

when reliable information available to OHCA is sufficient to determine that the individual is 

excluded from the requirement or demonstrated or is deemed to have demonstrated community 

engagement. 

(4) When reliable information is not available or is not reasonably compatible with information 

provided by or on behalf of the individual, OHCA may request documentation or other information 

necessary to make the determination in accordance with 42 C.F.R. § 435.557. 

(5) Through December 31, 2027, OHCA may accept documentation or other information sufficient 

to support an auditable eligibility determination as permitted by federal law. Beginning January 1, 

2028, OHCA requires documentation when documentation is reasonably available and accepts other 

information when documentation does not exist or is not reasonably available, in accordance with 42 

C.F.R. § 435.557. 

(g) Noncompliance. 

(1) When OHCA is unable to verify that an individual is a specified excluded individual or that an 

applicable individual demonstrated or is deemed to have demonstrated community engagement for 

the required month, OHCA provides the individual notice of noncompliance in accordance with 42 

C.F.R. § 435.558. 

(2) The individual has thirty (30) calendar days from receipt of the notice to make a satisfactory 

showing that: 

(A) the individual demonstrated community engagement for the required month; 

(B) the individual is deemed to have demonstrated community engagement under a mandatory or 

short-term hardship exception; or 

(C) the community engagement requirement does not apply to the individual. 

(3) OHCA continues medical assistance for an enrolled individual during the thirty (30) calendar day 

response period and until the individual is determined ineligible. 

(4) Before denying an application or disenrolling an individual for failure to meet the community 

engagement requirement, OHCA determines whether the individual is eligible for medical assistance 

on another basis. 

(5) If the individual does not make a satisfactory showing and is not eligible for medical assistance 

on another basis, OHCA denies the application or disenrolls the individual and provides written 

notice and fair hearing rights in accordance with applicable federal and State requirements. 

(6) An individual whose application is denied or whose eligibility is terminated for failure to meet 

the community engagement requirement may reapply for medical assistance at any time. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY  

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 

PART 1. PHYSICIANS 

317:30-5-22.  Obstetrical care 

(a) Covered services for adults. Payment is made for obstetrical care that is reasonable and

necessary. Obstetrical care should be billed using the appropriate CPT codes for maternity care or 

delivery. The following limitations apply: 

(1) Assessments. The completion of an American College of Obstetricians and Gynecologist

(ACOG) assessment form or form covering the same elements as ACOG, and the most recent 

version of the Oklahoma Health Care Authority's (OHCA) Prenatal Psychosocial Assessment 

are reimbursable when both documents are included in the prenatal record. SoonerCare allows 

one (1) assessment per provider and no more than two (2) per pregnancy. 

(2) Ultrasounds. To be eligible for payment, all ultrasound reports must meet the guideline

standards published by the American Institute of Ultrasound Medicine (AIUM). 

(A) One (1) ultrasound will be covered in the first trimester of an uncomplicated

pregnancy. Both an abdominal and vaginal ultrasound may be allowed when clinically 

appropriate and medically necessary. The ultrasound must be performed by a board 

eligible/board certified obstetrician-gynecologist (OB-GYN), radiologist, or a board 

eligible/board certified maternal-fetal medicine specialist. In addition, this ultrasound 

may be performed by a certified nurse midwife (CNM), family practice physician or 

advanced practice nurse practitioner (APRN) in obstetrics with a certification in OB 

ultrasonography. 

(B) One (1) ultrasound after the first trimester will be covered. This ultrasound must be

performed by a board eligible/board certified OB-GYN, radiologist, or a board 

eligible/board certified maternal-fetal medicine specialist. In addition, this ultrasound 

may be performed by a CNM, family practice physician, or APRN with certification in 

OB ultrasonography. 

(C) One (1) additional detailed ultrasound is allowed by a board eligible/board certified

maternal fetal specialist or general obstetrician with documented specialty training in 

performing detailed ultrasounds. This additional ultrasound is allowed to identify or 

confirm a suspected fetal/maternal anomaly. This additional ultrasound does not require 

prior authorization. Any subsequent ultrasounds will require prior authorization. 

(D) Limited obstetrical ultrasounds are covered in an emergency room (ER) setting when

medically necessary. 

(3) Standby at cesarean section. Standby attendance at cesarean section is compensable

when billed by a physician or qualified health care provider not participating in the delivery. 

Payment will not be made to the same provider for both standby and assistant services at a 

cesarean section. 
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(4) Multiple gestations.  

(A) If multiple fetuses are delivered vaginally, the appropriate delivery code should be 

billed only once.  

(B) If multiple fetuses are delivered via cesarean section, the appropriate delivery code 

should be billed only once.  

(C) If multiple fetuses are delivered vaginally and via cesarean section, only the 

appropriate cesarean section delivery code should be billed once. If at least one (1) fetus 

is delivered vaginally and additional fetus(es) are delivered via cesarean section by 

different providers, each provider should bill the appropriate delivery code once. 

(5) Noncovered services. There is no coverage for the following services:  

(A) Double set up examinations;  

(B) Fetal stress tests for normal pregnancies (see OAC 317:30-5-22.1 for high-risk 

pregnancy coverage);  

(C) Fetal scalp blood sampling; and  

(D) Pudendal anesthetic.  

(b) Covered services for children. Covered services for children are the same as for adults. 

Additional procedures may be covered under Early and Periodic Screening, Diagnostic and 

Treatment (EPSDT) provisions if determined to be medically necessary. 

(1) Services deemed medically necessary and allowable under federal Medicaid regulations 

are covered by the EPSDT/OHCA Child Health Program even though those services may not 

be part of the OHCA SoonerCare program. Such services must be prior authorized. 

(2) Federal Medicaid regulations also require the State to make the determination as to 

whether the service is medically necessary and do not require the provision of any items or 

services that the State determines are not safe and effective or which are considered 

experimental. For more information regarding experimental or investigational and clinical 

trials see OAC 317:30-3-57.1. 

(a) Obstetrical (OB) care is billed using the appropriate CPT codes for maternity care and delivery. 

The date of delivery is used as the date of service for charges for total OB care. Inclusive dates of 

care should be indicated on the claim form as part of the description. Payment for total OB care 

includes all routine care, and any ultrasounds performed by the attending physician provided 

during the maternity cycle unless otherwise specified in this Section. For payment of total OB care, 

a physician must have provided care for more than one (1) trimester. To bill for prenatal care only, 

the claim is filed after the member leaves the provider's care. Payment for routine or minor medical 

problems will not be made separately to the OB physician outside of the antepartum visits. The 

antepartum care during the prenatal care period includes all care by the OB attending physician 

except major illness distinctly unrelated to the pregnancy. 

(b) Procedures paid separately from total OB care are listed in (1) - (8) of this subsection. 

(1) The completion of an American College of Obstetricians and Gynecologist (ACOG) 

assessment form or form covering same elements as ACOG, and the most recent version of 

the Oklahoma Health Care Authority's (OHCA) Prenatal Psychosocial Assessment are 

reimbursable when both documents are included in the prenatal record. SoonerCare allows 

one (1) assessment per provider and no more than two (2) per pregnancy. 

(2) Medically necessary real time antepartum diagnostic ultrasounds will be paid in addition 

to antepartum care, delivery, and postpartum OB care under defined circumstances. To be 

eligible for payment, all ultrasound reports must meet the guideline standards published by 

the American Institute of Ultrasound Medicine (AIUM). 
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(A) One (1) ultrasound will be covered in the first trimester of an uncomplicated 

pregnancy. Both an abdominal and vaginal ultrasound may be allowed when clinically 

appropriate and medically necessary. The ultrasound must be performed by a  board 

eligible/board certified obstetrician-gynecologist (OB-GYN), radiologist, or a board 

eligible/board certified maternal-fetal medicine specialist. In addition, this ultrasound 

may be performed by a certified nurse midwife (CNM), family practice physician or 

advanced practice nurse practitioner (APRN) in obstetrics with a certification in OB 

ultrasonography. 

(B) One (1) ultrasound after the first trimester will be covered. This ultrasound must be 

performed by a board eligible/board certified OB-GYN, radiologist, or a board 

eligible/board certified maternal-fetal medicine specialist. In addition, this ultrasound 

may be performed by a CNM, family practice physician, or APRN with certification in 

OB ultrasonography. 

(C) One (1) additional detailed ultrasound is allowed by a board eligible/board certified 

maternal fetal specialist or general obstetrician with documented specialty training in 

performing detailed ultrasounds. This additional ultrasound is allowed to identify or 

confirm a suspected fetal/maternal anomaly. This additional ultrasound does not require 

prior authorization. Any subsequent ultrasounds will require prior authorization. 

(3) Standby attendance at cesarean section (C-section), for the purpose of attending the baby, 

is compensable when billed by a physician or qualified health care provider not participating 

in the delivery. 

(4) Anesthesia administered by the attending physician is a compensable service and may be 

billed separately from the delivery. 

(5) Amniocentesis is not included in routine OB care and is billed separately. Payment may 

be made for an evaluation and management service and a medically indicated amniocentesis 

on the same date of service. This is an exception to general information regarding surgery 

found at Oklahoma Administrative Code (OAC) 317:30-5-8. 

(6) Additional payment is not made for the delivery of multiple gestations. If one (1) fetus is 

delivered vaginally and additional fetus(es) are delivered by C-section by the same physician, 

the higher-level procedure is paid. If one (1) fetus is delivered vaginally and additional 

fetus(es) are delivered by C-section, by different physicians, each should bill the appropriate 

procedure codes without a modifier. Payment is not made to the same physician for both 

standby and assistant at C-section. 

(7) Reimbursement is allowed for nutritional counseling in a group setting for members with 

gestational diabetes. Refer to OAC 317:30-5-1076(5). 

(8) Limited OB ultrasounds are covered in an emergency room (ER) setting when medically 

necessary. 

(c) Assistant surgeons are paid for C-sections which include only in-hospital post-operative care. 

Family practitioners who provide prenatal care and assist at C-section bill separately for the 

prenatal and the six (6) weeks postpartum office visit. 

(d) Procedures listed in (1) - (5) of this subsection are not paid or not covered separately from total 

OB care. 

(1) Non stress test, unless the pregnancy is determined medically high risk. See OAC 317:30-

5-22.1. 

(2) Standby at C-section is not compensable when billed by a physician participating in 

delivery. 
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(3) Payment is not made for an assistant surgeon for OB procedures that include prenatal or 

postpartum care. 

(4) An additional allowance is not made for induction of labor, double set-up examinations, 

fetal stress tests, or pudendal anesthetic. Providers must not bill separately for these 

procedures. 

(5) Fetal scalp blood sampling is considered part of the total OB care. 

(e) OB coverage for children is the same as for adults. Additional procedures may be covered 

under Early and Periodic Screening, Diagnostic and Treatment (EPSDT) provisions if determined 

to be medically necessary. 

(1) Services deemed medically necessary and allowable under federal Medicaid regulations 

are covered by the EPSDT/OHCA Child Health Program even though those services may not 

be part of the OHCA SoonerCare program. Such services must be prior authorized. 

(2) Federal Medicaid regulations also require the State to make the determination as to 

whether the service is medically necessary and do not require the provision of any items or 

services that the State determines are not safe and effective or which are considered 

experimental. For more information regarding experimental or investigational and clinical 

trials see OAC 317:30-3-57.1. 

 

317:30-5-22.1. Enhanced services for medically high risk pregnancies 

(a) Enhanced services.  Enhanced services are available for pregnant women eligible for 

SoonerCare and are in addition to services for uncomplicated maternity cases. Women deemed 

high risk based on criteria established by the Oklahoma Health Care Authority (OHCA) must 

receive prior authorization for medically necessary enhanced benefits which include: 

(1) Prenatal at risk antepartum management; 

(2) A combined maximum of five (5) fetal non stress test(s) and biophysical profiles 

(additional units can be prior authorized for multiple fetuses)with one (1) test per week 

beginning at thirty-two (32) weeks gestation and continuing to thirty-eight (38) weeks; and 

(3) A maximum of three (3) follow-up ultrasounds not covered under Oklahoma 

AdminisrativeAdministrative Code (OAC) 317:30-5-22(b)(2)317:30-5-22. 

(b) Prior authorization.  To receive enhanced services, the following documentation must be 

received by the OHCA Medical Authorization Unit for review and approval: 

(1) A comprehensive prenatal assessment from the American College of Obstetricians and 

Gynecologist (ACOG) or other comparable comprehensive prenatal assessment; and 

(2) Appropriate documentation supporting medical necessity from a board eligible/board 

certified Maternal Fetal Medicine (MFM) specialist, a board eligible/board certified 

Obstetrician-Gynecologist (OB-GYN), or a board eligible/board certified Family Practice 

Physician who has completed an Accreditation Council for Graduate Medical Education 

(ACGME) approved residency. The medical residency program must include appropriate 

obstetric training, and the physician must be credentialed by the hospital at which they provide 

obstetrical services in order to perform such services. The documentation must include 

information identifying and detailing the qualifying high risk condition. Non-MFM obstetrical 

providers requesting enhanced services are limited to a specific set of diagnoses as outlined 

on the OHCA website (www.okhca.org). 

(c) Reimbursement.  When prior authorized, enhanced benefits will be reimbursed as follows: 

(1) Antepartum management for high risk is reimbursed to the primary obstetrical provider. 

If the primary provider of obstetrical care is not the MFM and wishes to request authorization 
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of the antepartum management fee, the treatment plan must be signed by the primary provider 

of OB care. Additionally, reimbursement for enhanced at risk antepartum management is not 

made during an in-patient hospital stay. 

(2) Non stress tests, biophysical profiles and ultrasounds [in addition to those covered under 

OAC 317:30-5-22 (b)(2) (A) through (C)317:30-5-22] are reimbursed when prior authorized. 

(3) Reimbursement for enhanced at risk antepartum management is not available to physicians 

who already qualify for enhanced reimbursement as state employed physicians. 

 

 

PART 19. CERTIFIED NURSE MIDWIVES 

317:30-5-226.  Coverage by category 

(a) Adults.  Payment is made for certified nurse midwife services within the scope of practice as 

defined by state law including obstetrical care such as antepartum care, delivery, postpartum care, 

and care of the normal newborn during the first 28 days of life. Services are subject to the 

limitations described in OAC 317:30-5-22. Obstetrical care should be billed using the appropriate 

CPT codes for maternity care or delivery.  

(1) Obstetrical care should be billed using the appropriate CPT codes for Maternity Care and 

Delivery. The date of delivery should be used as the date of service for charges for total 

obstetrical care. Inclusive dates of care should be indicated on the claim form as part of the 

description. The date the patient was first seen must be on the claim form. Payment for total 

obstetrical care includes all routine care. Ultrasounds and other procedures reimbursed 

separately from total obstetrical care are paid in accordance with provisions found at OAC 

317:30-5-22(b).  

(2) For payment of total OB care, the provider must have provided care for more than one 

trimester. To bill for prenatal care only, the claim is filed after the member leaves the 

provider's care. Payment for routine or minor medical problems will not be made separately 

to the OB provider outside of antepartum visits. The antepartum care during the prenatal care 

period includes all care by the OB provider except major illness distinctly unrelated to the 

pregnancy. 

(b) Newborn.  Payment to certified nurse midwives for services to newborn is the same as for 

adults. A newborn is an infant during the first 28 days following birth. 

(1) Providers must use OKDHS Form FSS-NB-1, or the eNB1 application on the Secure 

Website to notify the county DHS office of the child's birth. A claim may then be filed for 

charges for the baby under the case number and the baby's name and assigned person code. 

(2) Charges billed on the mother's person code for services rendered to the child will be denied. 

(c) Individuals eligible for Part B of Medicare.  Payment is made utilizing the Medicaid 

allowable for comparable services. 

 

317:30-5-229.  Reimbursement 

In accordance with the Omnibus Budget Reconciliation Act of 1993, effective October 

1, 1993, certified nurse midwife services include maternity services, as well as services outside 

the maternity cycle within the scope of their practice under state law. 

(1)Providers must use the NODOS/NB1 form (found on the OHCA website at 

https://oklahoma.gov/ohca/providers/forms.html) for a newborn child delivered by a 

SoonerCare member. A claim may then be filed for charges for the newborn under the 
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case number and the newborn's name and assigned person code. Newborn charges 

billed on the mother's person code will be denied. 

(2) Obstetrical care should be billed using the appropriate CPT codes for Maternity 

Care and Delivery. Reimbursement will made for services within scope of practice 

according to the methodology described in the Oklahoma State Plan.The date of 

delivery should be used as the date of service for charges for total obstetrical care. 

Inclusive dates of care should be indicated on the claim form as part of the description. 

The date the patient was first seen must be on the claim form. Payment for total 

obstetrical care includes all routine care performed by the attending provider. For 

payment of total OB care, the provider must have provided care for more than one 

trimester. To bill for prenatal care only, the claim is filed after the member leaves the 

provider's care. Payment for routine or minor medical problems will not be made 

separately to the OB provider outside of antepartum visits. The antepartum care during 

the prenatal care period includes all care by the OB provider except major i llness 

distinctly unrelated to the pregnancy. 

 

PART 35. RURAL HEALTH CLINICS 

 

317:30-5-356.  Coverage for adults 

  Payment is made to RHCs for adult services as set forth in this Section. 

(1) RHC services. Payment is made for one (1) encounter per member per day. 

Payment is also limited to four (4) visits per member per month. This limit may be 

exceeded if the SoonerCare Choice member has elected the RHC as his/her/their Patient 

Centered Medical Home/Primary Care Provider. Preventive service exceptions include: 

(A) Obstetrical care. An RHC should have a written contract with its 

physician, PA, APRN, or CNM that specifically identifies how obstetrical care 

will be billed to SoonerCare, in order to avoid duplicative billing situations. The 

agreement should also specifically identify the physician's compensation for 

RHC and other ambulatory services. 

(i) If the clinic compensates the physician, PA, APRN, or CNM to 

provide obstetrical care, then the clinic must bill the SoonerCare 

program for each prenatal visit using the appropriate CPT evaluation and 

management codes. 

(ii) If the clinic does not compensate its practitioners to provide 

obstetrical care, then the independent practitioner must bill the OHCA 

for prenatal care according to the global method described in the 

SoonerCare provider specific rules for physicians, PAs, APRNs and 

CNMs (refer to OAC 317:30-5-22). 

(iii) Under both billing methods, payment for prenatal care includes all 

routine or minor medical problems. No additional payment is made to 

the prenatal provider except in the case of a major illness distinctly 

unrelated to pregnancy. 

(B) Family planning services. Family planning services are available only to 

members with reproductive capability. Family planning visits do not count as 

one (1) of the four (4) RHC visits per month. 
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(2) Other ambulatory services. These services are not considered a part of an RHC 

visit; therefore, these may be billed to the SoonerCare program by the RHC or service 

provider on the appropriate claim form. Refer to OAC 317:30-1, General Provisions, 

and OAC 317:30-3-57, 317:30-5-59, and 317:30-3-60 for general coverage and 

exclusions under the SoonerCare program. Some specific limitations are applicable to 

other ambulatory services as set forth in specific provider rules and excerpted as 

follows: There is no coverage for eye exams for the purpose of prescribing eyeglasses, 

contact lenses or other visual aids. (See OAC 317:30-5-431.) 

 

317:30-5-361. Billing 

(a) Encounters. Payment is made for one (1) encounter per member per day. Encounters with 

more than one (1) health professional and multiple encounters with the same health professional 

that takes place on the same day and a single location, constitute a single visit except when the 

member, after the first encounter, suffers illness or injury requiring additional diagnosis or 

treatment. Medical review will be required for additional visits. RHCs must bill the combined 

fees of all "core" services provided during an encounter on the appropriate claim form. Claims 

must include reasonable and customary charges. 

(1) RHC. The appropriate revenue code is required. No HCPCS or CPT code is required. 

(2) Mental health. Mental health services must include a revenue code and a HCPCS 

code. 

(3) Obstetrical care. The appropriate revenue code and HCPCS code are required. The 

date the member is first seen is required. The primary pregnancy diagnosis code is also 

required. Secondary diagnosis codes are used to describe complications of pregnancy. 

Delivery must be billed by the independent practitioner who has a contract with the 

OHCA. 

(4) Family planning. Family planning encounters require a revenue code, HCPCS code, 

and a family planning diagnosis. 

(5) EPSDT screening. EPSDT screenings must be billed by the attending provider using 

the appropriate Preventative Medicine procedure code from the CPT Manual. Payment 

is made directly to the RHC on an encounter basis for on-site dental services by a licensed 

dentist for members under the age of twenty-one (21). 

(6) Dental. Dental services for children must be billed on the appropriate dental claim 

form. 

(A) EPSDT dental screening. An EPSDT dental screening includes oral 

examination, prophylaxis and fluoride treatment, charting of needed treatment, 

and, if necessary, x-rays (including two bite wing films). This service must be 

filed on claim form ADM-36-D for EPSDT reporting purposes. 

(B) Dental encounter. A dental encounter consists of all dental treatment other 

than a dental screening. This service must be billed on the ADM-36-D. 

(7) Visual analysis. Visual analysis services for a child with glasses, or a child who 

needs glasses, or a medical eye exam. This includes the refraction and medical eye health 

evaluation. Visual analysis services are billed using the appropriate revenue code and a 

HCPCS code. Payment is made directly to the RHC on an encounter basis for on-site 

optometric services by a licensed optometrist for members under the age of twenty-one 

(21). 

(b) Services billed separately from encounters. 
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(1) Other ambulatory services and preventive services itemized separately from 

encounters must be billed using the appropriate revenue, HCPC and/or CPT codes. 

Claims must include reasonable and customary charges from the physical location where 

services were rendered/performed. 

(A) Laboratory. The RHC must be CLIA certified for specialized laboratory 

services performed. Laboratory services must be itemized separately using the 

appropriate CPT or HCPCS code. 

(B) Radiology. Radiology must be identified using the appropriate CPT or HCPC 

code with the technical component modifier. Radiology services are paid at the 

technical component rate. The professional component is included in the 

encounter rate. 

(C) Immunizations. The administration fee for immunizations provided on the 

same day as the EPSDT exam is billed separately. 

(D) Contraceptives. Contraceptives are billed independently from the family 

planning encounter. A revenue code and the appropriate CPT or HCPC codes are 

required. 

(E) Eyeglasses. Eyeglasses prescribed by a licensed optometrist are billed using 

the appropriate revenue code and HCPCS code. Payment is limited to two 

eyeglasses per year. Any eyeglasses beyond this limit must be prior authorized 

and determined to be medically necessary. 

(2) Other ambulatory services provided off-site by independent practitioners (through 

subcontracting agreements or arrangements for services not available at the clinic) must 

be billed to the SoonerCare program by the provider rendering the service. Independent 

practitioners must meet provider eligibility criteria and must have a current contract with 

the OHCA. 

 

PART 75. FEDERALLY QUALIFIED HEALTH CENTERS 

 

317:30-5-664.8. Obstetrical care provided by Health Centers 

(a) Billing written agreement.  In order to avoid duplicative billing situations, a Health Center 

must have a written agreement with its physician, certified nurse midwife, advanced practice nurse, 

or physician assistant that specifically identifies how obstetrical care will be billed. The agreement 

must specifically identify the service provider's compensation for Health Center core services and 

other health services that may be provided by the Health Center. 

(b) Prenatal or postpartum services. 

(1) If the Health Center compensates the physician, certified nurse midwife or advanced 

practice nurse for the provision of obstetrical care, then the Health Center bills the Oklahoma 

Health Care Authority (OHCA) for each prenatal and postpartum visit separately using the 

appropriate Current Procedural Terminology (CPT) evaluation and management code(s) as 

provided in the Health Center billing manual. 

(2) If the clinic does not compensate the provider for the provision of obstetrical care, then 

the provider must bill the OHCA for prenatal care according to the global method described 

in the SoonerCare Traditional provider specific rules for physicians, certified nurse midwives, 

physician assistants, and advanced practice nurses [refer to Oklahoma Administrative Code 

(OAC) 317:30-5-22]. 

(3) Under both billing methods, payment for prenatal care includes all routine or minor 
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medical problems. No additional payment is made to the prenatal provider except in the case 

of a major illness distinctly unrelated to pregnancy. 

(c) Delivery services.  Delivery services are billed using the appropriate CPT codes for delivery. 

If the clinic does not compensate the provider for the provision of obstetrical care, then the provider 

must be individually enrolled and bill for those services using his or her assigned provider number. 

The costs associated with the delivery must be excluded from the cost settlement/encounter rate 

setting process. 

 

PART 110. INDIAN HEALTH SERVICES, TRIBAL PROGRAMS, AND URBAN 

INDIAN CLINICS (I/T/Us) 

 

317:30-5-1095. I/T/U services not compensable under outpatient encounters 

I/T/U services that are not compensable under outpatient encounters include: 

(1) group or mass information programs, health education classes, or group education 

activities, including media productions and publications; 

(2) vaccines covered by the Vaccines for Children program [refer to Oklahoma Administrative 

Code 317:30-5-14(a)(1)]; 

(3) group or sports physicals and medical reports; 

(4) drug samples or other prescription drugs provided to the clinic free of charge; 

(5) administrative medical examinations and report services; and 

(6) gauze, band-aids, or other disposable products used during an office visit.; and  

(7) billing global obstetrical care when performing a cesarean or vaginal delivery only. 

 

317:30-5-1099. I/T/U service limitations and requirements 

Service limitations governing the provision of all Oklahoma SoonerCare services will apply 

pursuant to Chapter 30 of the OHCA rules. In addition, the following limitations and requirements 

apply to services provided by I/T/U facilities: 

(1) Multiple encounters. An I/T/U facility may bill for more than one encounter per twenty-

four (24) hour period under certain conditions. 

(2) Behavioral Health services. Behavioral Health Services are limited to those services 

furnished to members at or on behalf of the I/T/U facility. 

(3) Laboratory procedures. Laboratory procedures performed by an I/T/U outpatient facility 

(not an independently certified enrolled laboratory) on the same date of service are considered 

part of the health care practitioner's service and are included in the I/T/U encounter. 

(4) Obstetrical services. For OB services provided to a member before, during, and/or after 

the same pregnancy, ITUs may not bill for individual encounters and the package/bundled 

rate. Providers may only either: 

(A) bill for antepartum visits, postpartum visits, and/or a cesarean or vaginal delivery as 

individual encounter; or  

(B) bill the packaged/bundled rate for total care obstetrics, (which includes antepartum 

and postpartum visits and delivery). Refer to Oklahoma Administrative Code 317:30-5-

22 for more detailed obstetrical care policy. 

 

PART 116. LICENSED MIDWIVES 

 

317:30-5-1237. Reimbursement 
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(a) Payment. Payment for covered services (as described in OAC 317:30-5-1226) to eligible 

providers (as described in OAC 317:30-5-1225) shall be made when the same service would 

have been covered if ordered or performed by a physician. Payment to licensed midwives is 

made at 80% of the physician fee schedule for the rendered service. Payment for lab and 

imaging services ordered by licensed midwives is made at 100% of the physician fee schedule.  

(b) Billing. 

(1) Adults and children. Obstetrical care should be billed using the appropriate CPT 

codes for Maternity Care and Delivery. The date of delivery should be used as the date 

of service for charges for total obstetrical care. Inclusive dates of care should be 

indicated on the claim form as part of the description. The date the patient was first 

seen must be on the claim form. Payment for total obstetrical care includes all routine 

care performed by the attending provider. For payment of total OB care, the provider 

must have provided care for more than one trimester. To bill for prenatal care only, the 

claim is filed after the member leaves the provider's care. Payment for routine or minor 

medical problems will not be made separately to the OB provider outside of antepartum 

visits. The antepartum care during the prenatal care period includes all care by the OB 

provider except major illness distinctly unrelated to the pregnancy. 

(2) Newborns. Providers must complete the NODOS/NB1 form (found on the OHCA 

website at https://oklahoma.gov/ohca/providers/forms.html) for a newborn child 

delivered by a SoonerCare member. A claim may then be filed for charges for the 

newborn under the case number and the newborn's name and assigned person code. 

Charges billed on the mother's person code for services rendered to the child will be 

denied. 

 

 



OPERATIONAL
METRICS 

September 2026 



Enrollment & Utilization
Total Enrolled Members

Aged/Blind/Disabled Enrolled Members

1,041K 1,043K 1,043K 1,043K 1,041K 1,039K 1,041K 1,044K
1,052K 1,051K

1,044K

1,033K
1,029K 1,030K 1,028K

1,009K
1,004K 1,007K

1,013K
1,021K

1,045K 1,042K 1,040K

1,045K

980K
990K

1,000K
1,010K
1,020K
1,030K
1,040K
1,050K
1,060K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

168K 168K
167K 167K

166K 166K 166K 165K 165K 165K 164K 165K

165K 165K
163K

162K 162K 162K 162K 161K
160K 160K 160K 159K

155K

159K

163K

167K

171K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26



Pregnant (Full Scope) Enrolled Members

Enrollment & Utilization (Cont.)
Children & Parent/Caretaker Enrolled Members

572K
574K 573K 572K 570K

568K 569K
573K 574K

571K 569K 567K

565K 563K
556K

550K

544K
541K 542K 544K 546K

543K
547K

554K

530K

540K

550K

560K

570K

580K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

33K 34K 34K 34K 35K

35K 35K

35K 35K 35K 35K 35K

34K 34K 35K 34K 35K

34K 34K

36K

38K

41K
40K

37K

28K

32K

36K

40K

44K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26



Total Members Served

Enrollment & Utilization (Cont.)
Expansion Enrolled Members

226K

225K 227K

228K 226K

228K 229K 229K
236K

238K
233K

225K224K

227K
232K

221K 222K

228K

234K
238K

259K 257K
253K 253K

215K

225K

235K

245K

255K

265K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

569K
599K

534K

584K

593K
580K 577K

619K

576K
555K

581K

549K
558K

611K

576K

608K

517K

556K

526K

619K 580K

541K

578K

567K

485K

505K

525K

545K

565K

585K

605K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26



Children & Parent/Caretaker Members Served

Enrollment & Utilization (Cont.)
Aged/Blind/Disabled Members Served

117K 121K 116K

115K

119K

116K 116K

121K

117K
115K

119K

115K

115K

121K

116K

119K

111K

114K
115K

121K

116K
114K

118K

114K

110K

114K

118K

122K

126K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

250K

314K

271K

301K
309K 303K

299K

322K

290K

273K
285K

264K

276K 310K

289K

300K

249K

270K

256K

312K

279K

256K
275K

277K

230K

250K

270K

290K

310K

330K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26



Enrollment & Utilization (Cont.)

Expansion Members Served

Pregnant (Full Scope) Members Served

23K

24K

21K

24K 24K 23K 23K

26K

24K
23K

24K 22K
23K

24K

23K

24K

20K

22K
21K

25K

23K

23K

25K 25K

19K

21K

23K

25K

27K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

140K

143K

128K

140K

140K
135K

139K
149K

140K
139K

145K

137K139K

147K
140K

146K

123K

134K

122K

155K

145K
141K

151K 152K

118K
123K
128K
133K
138K
143K
148K
153K
158K

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26



Percent of Aged/Blind/Disabled Enrolled Members Served

Enrollment & Utilization (Cont.)
Percent of Total Enrolled Members Served

55%
57%

51%

56%

57% 56% 55% 59%

55%
53%

56%
53%54%

59%

56%

60%

51%

55%

52%

61%

56%

52%

56%
54%

45%

50%

55%

60%

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

70%

72%

70% 69%

71%

70% 70%

73%

71%

70%

73%

70%

70%

74%

71%

74%

69%

71%
71%

75%

72%
71%
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Enrollment & Utilization (Cont.)
Percent of Children & Parent/Caretaker Enrolled Members Served

Percent of Pregnant (Full Scope) Enrolled Members Served
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Financials
Total Agency Expenditures 

Percent of Expansion Enrolled Members Served
Enrollment & Utilization (Cont.)
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Inpatient Services - Expenditures 

Nursing Facility Services - Expenditures 

Financials (Cont.)

$76.0M
$83.1M

$66.4M

$79.5M

$94.6M

$88.3M $88.1M

$117.4M $94.8M

$86.0M

$99.7M

$84.1M

$72.2M

$100.2M

$75.6M

$117.2M

$53.0M

$95.7M

$109.5M
$117.8M

$94.3M

$89.0M

$115.6M

$101.2M

 50M

 60M

 70M

 80M

 90M

 100M

 110M

 120M

 130M

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26

$71.9M

$87.1M

$69.9M
$70.9M

$89.7M

$72.5M
$70.6M

$88.3M

$70.5M
$72.3M

$90.2M

$73.2M

$73.2M

$90.2M

$74.7M

$87.7M

$75.6M

$72.7M
$71.4M

$91.9M

$74.7M $72.8M

$91.7M

$75.0M

 62M

 67M

 72M

 77M

 82M

 87M

 92M

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug

 Sep24-Aug25  Sep25-Aug26



Outpatient Hospital Services - Expenditures 

Physician Services - Expenditures 

Financials (Cont.)
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Prescribed Drugs - Expenditures 

Average Expenditure Per Total Members Served

Financials (Cont.)
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Financials (Cont.)
Average Expenditure Per Child (Under 21) Member Served

Average Expenditure Per Aged/Blind/Disabled Member Served
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Financials (Cont.)
Average Expenditure Per Children & Parent/Caretaker Member Served

Average Expenditure Per Expansion Member Served
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Call Center
Call Center - Member Calls Answered

Call Center - Average Wait Time (In Seconds)
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Call Center - Abandoned Call Rate

Prior Authorization (Fee-For-Service)
Fee-For-Service Prior Authorization - Total Combined - Total Completed PA Volume
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Provider Network
Total Providers Enrolled

Prior Authorization (Fee-For-Service) (Cont.)
Fee-For-Service Prior Authorization - Total Combined - Total Percent Completed 0-6 Days
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Mental Health Providers Enrolled (In-State Only)
Provider Network (Cont.)

Physicians Enrolled (In-State Only)
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Provider Network (Cont.)
Primary Care Providers Enrolled (In-State Only)

Dentists Enrolled (In-State Only)
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Provider Network (Cont.)

Extended Care Facilities Enrolled (In-State Only)

Pharmacy Enrolled (In-State Only)
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Provider Network (Cont.)

MCE Utilization
Total MCE Members Served - Medical & Dental (All MCEs)

For MCE members served, expenditures and average per member, the data through June 2024 is MCE comparable group which is non ABD members 
eligible for MCE (Expansion, Parent/Caretaker, Non ABD Children, Full Scope Pregnant, etc.). Excludes tribal members since had low MCE opt-in. Data 
starting July 2024 is MCE claims based on MCE claim region codes (30, 68).
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Total MCE Expenditures - Medical & Dental (All MCEs)
MCE Utilization (Cont.)

Average Expenditure Per Total MCE Members Served - Medical & Dental (All MCEs)
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MCE Expedited & Standard Prior Authorization (Medical) - Overall PA Count
MCE Utilization (Cont.)

MCE Expedited & Standard Prior Authorization (Medical) - % Completed Within Contractually Allotted Base Time
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MCE Expedited & Standard Prior Authorization (Dental) - Overall PA Count
MCE Utilization (Cont.)

MCE Expedited & Standard Prior Authorization (Dental) - Percent Processed Within Contractually Allotted Base Time
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Workflow - Productivity
Created & Completed Tasks
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Operational Metrics Query Notes: 

Enrollment is any point in time and any length of time enrolled during a month.

Enrollment group (Expansion, ABD, etc.) is based on aid category at time of service.

Payment cycles (number of payment processing weeks) is the main driver of most monthly variances.

Paid claims based on paid dates (FFS or MCE paid claim).

Type of claim (Inpatient, Outpatient, etc.) is based on the claim’s category of service.

Emergency department claims based on paid facility claims based on paid dates with revenue codes 
between 450 and 459.

Opioid data is from the Opioid dashboard MME Calculations files.

Out of state is paid claims based on paid dates. Billing provider is not in OK, and address type is service. 
Results are filtered to just border counties (within 50 miles of border). Data excludes non border county 
results and specialty pharmacy.

Telemedicine is paid claims based on paid dates. Claim includes procedure codes: 
Q3014;99441;99442;99443;98966;98967;98968;D9995, or procedure code modifiers GT or 95 or place 
of service was 02 – telehealth or 10 – telehealth (patients home).

Call center data from Call Center Data_Call Volume Change XLSX (Call Center_Member Calls tab).

Fee-For-Service Prior Authorization data includes Medical, Therapy, Dental and DME PAs. They are 
based on traditional path PAs. Accelerated path PAs are excluded. Counts include all PA line items 
(amendments, system added modifiers, etc) and are point in time. Completed PAs are Approved, 
Cancelled, System Cancelled and Denied. Monthly totals are calculated from the first day of the month to 
the last Sunday of the month; therefore, monthly totals may not reflect an entire month.

FTE counts from the latest available org chart or from last for a month. Uses agency count OHCA filled 
number.

For MCE members served, expenditures and average per member, the data through June 2024 is MCE 
comparable group which is non ABD members eligible for MCE (Expansion, Parent/Caretaker, Non ABD 
Children, Full Scope Pregnant, etc.). Excludes tribal members since had low MCE opt-in. Data starting 
July 20247 is MCE claims based on MCE claim region codes (30, 68).

MCE Prior Authorization data was from SEL-0500 and DEN-0700. Currently changing to MCI tool.
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