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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE

AGENDA
March 9, 2017
1:00 PM - 3:30 PM

Charles Ed McFall Board Room

Welcome, Roll Call, and Public Comment Instructions: Chairman, Steven Crawford, M.D.

Action Item: Approval of Minutes of the January 19, 2017: Medical Advisory Committee Meeting

Public Comments (2 minute limit)

MAC Member Comments/Discussion

Financial Report: Gloria Hudson, Director of General Accounting

SoonerCare Operations Update: Nancy Nesser, PharmD, Pharmacy Director

A. Pharmacy Program Overview: Nancy Nesser, PharmD, Pharmacy Director
B. Hospice Benefit Update: Presentation: Allison Latham, Social Services Coordinator,

Population Care Management

C. Provider Enrollment Update: Amy Bradt, Director of Provider Enroliment

Legislative Update: Emily Shipley, Government Relations Director

Proposed Rule Changes: Presentation, Discussion, and Vote: Demetria Bennett, Policy

Development Coordinator

Action Item: Vote on Proposed Rule Changes: Chairman, Steven Crawford, M.D.

PoZErA-TIGMMOOW®R

March 9, 2017

16-03 Cost Sharing

16-16B Nursing Facility Supplemental Payment Program

16-18 Telemedicine Revision
16-19 Policy Revision to Allow Additional TEFRA Developmental Evaluation Options

16-24A Developmental Disabilities Services Revisions

16-24B Developmental Disabilities Services Revisions

16-25A ADvantage Waiver Revisions
16-25B ADvantage Waiver Revisions
16-28A Policy Revisions to Contracting Rules

16-28B Policy Revisions to Appeals Rules

16-29 General Policy Language Cleanup
16-30 Insure Oklahoma Policy Changes and Cleanup

. 16-31A Long Term Care Policy Revisions

16-31B Long Term Care Policy Revisions

16-32 Provider Contracting Updates and Language Cleanup

16-33 Therapeutic Foster Care Policy Revisions
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE

Q. 16-34 Diagnostic Cast and Oral/Facial Images

R. 16-35 Outpatient Behavioral Health Policy Revisions

S. 16-36 Program Integrity Audits and Records' Signatures

X.  New Business: Chairman, Steven Crawford, M.D

XI. Future Meeting:
May 18, 2017

XII. Adjourn
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 19, 2017 Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

Welcome, Roll Call, and Public Comment Instructions:
Chairman Steven Crawford called the meeting to order at 1:30 PM.

Delegates present were: Ms. Renee Banks, Ms. Teresa Bierig, Ms. Debra Billingsley, Ms. Mark
Brinkley, Dr. Joe Catalano, Dr. Steve Crawford, Ms. Wanda Felty, Ms. Terrie Fritz, Mr. Steven
Goforth, Mr. Mark Jones, Ms. Annette Mays, Mr. Victor Clay, Ms. Toni Pratt-Reid, Dr. Edd Rhoades,
Dr. Jason Rhynes, Mr. Jeff Tallent, and Dr. Gail Poyner

Alternates present were: Ms. Tandie Hastings, Ms. Sandra Harrison, Dr. Mike Talley, Mr. Traylor
Rains-Sims, and providing a quorum.

Delegates absent without an alternate were: Dr. David Cavallaro, Ms. Melissa Gastorf, Dr. Stanley
Grogg, Dr. Ashley Orynich, Mr. James Patterson, Dr. J. Daniel Post, and Dr. Kanwal Obhrai

Approval of November 17, 2016 Minutes — Need name of the person her motioned approval:

Medical Advisory Committee
Chairman Crawford did a call to vote to approve the meeting minutes for November 17", 2016.
It was accepted by Ms. Toni Pratt-Reid and Dr. Joe Catalano seconded the motion. All members

voted to approve the minutes.

Public Comments (2 minute limit)

There were no public comments made at this meeting.

MAC Member Comments
There were no MAC Member comments.

Financial Update:

Gloria Hudson, Director of General Accounting

Ms. Hudson reported on the state’s Fiscal Year 2017 financial transactions through the month of
November. She reported that the state budget variance is a positive $3.6 million dollars. On the
expenditure side, we are under budget with the Medicaid Program by 1.1% for S5 million state
dollars and in administration by 5.6% for $1.3 million state dollars. On the revenue side, we were
over budget on Drug Rebates and Collections by 1.8% for $0.6 million state dollars and under budget
in Settlements and Overpayments by 30.4% for negative $2.4 million state dollars and in Tobacco
Tax Collections and Fees by 3.2% for negative $0.9 million state dollars. With preliminary data in
through the month of December it looks like our agency will continue to remain slightly under
budget. Ms. Hudson asked for questions, but there were none.
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VI.

Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 19, 2017 Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

SoonerCare Operations Update:
Melissa McCully, Insure Oklahoma Administrator

Ms. McCully presented the SoonerCare Operations Update to the committee. She presented
information based on data for November of 2016. Patient Centered Medical Home enroliment is at
549,196 which is an increase from the previous month of 3,600. Sooner Care Traditional has a
current enrollment of 232,631 which is 2,500 more than the previous month. SoonerPlan is up over
by 1,100, giving a total of 34,768. Insure Oklahoma has a total enrollment of over 20,000 of which
4,523 are in the Individual Plan and 14,811 are in the Employee Sponsored Plan which is an increase
of 364 from the previous month. In total SoonerCare enrollment is at 836,486 for November which
is an increase of 7,722. Total In-State providers was up by 264, giving a total of 32,868. Ms. McCully
stated that the bottom table shows a dip in physicians during the month on September. The dip is
due to a three year cycle of contract renewals. When looking at historical data, you will see the
same drop during the same month.

a. Opioid Use Update:
Dr. Mike Herndon, Chief Medical Officer

Dr. Herndon presented an Opioid Use update, which included numbers of abuse, overview of
prescription drug overdose in Oklahoma, overdoses by county, update on OHCA’s Pain
Management Program, opioid use initiatives and OHCA initiatives, and update for Naloxone and
the OHCA’s Pharmacy Lock-In program. For more detailed information, see item 5A in the Final
MAC agenda.

Comments: Dr. Gail Poyner asked what kind of monies and plans are in place to hold doctors
accountable? If they are Medicaid providers, they are being monitored. Now that accidental
overdose death data is available, it is being monitored. More than one provider has been
terminated for inappropriate prescribing. Secondly, we report to any concerns to a proper
licensing board and OHCA has a regular process in place, as well. On a state level, there are
several programs in place in regards to the prescription monitoring program (PMP). The
Oklahoma Bureau of Narcotics and Dangerous Drugs (OBNDD) houses the PMP and requires
physicians to check the PMP every 180 days and notify all boards of the top 20 prescribers.
What has been the response from the licensing boards? If the physician loses their license or
any action is taken, the licensing board will contact OHCA and will be reviewed by OHCA staff.
Dr. Crawford suggested inviting the physicians from each licensing board to give a report
regarding the prescribing issue. Dr. Crawford expressed his concern regarding the state not
having a readily available comprehensive pain management assessment program.

b. Action Item Follow-up:
During the November MAC meeting Dr. Wright asked if the code 92250 could be used for
photography of the eyes, which could then be sent to eye care professionals for interpretation.
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VII.

VIII.

Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 19, 2017 Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

It was a concern because of the difficulty that physicians have to meet their HEDIS measures for
diabetic eye screenings. The code is for fundis photography and report. There are other
technologies such as optimat exam. After researching, Dr. Herndon found that OHCA currently
reimburses $61.73; however because abuse is still an issue, there were further restrictions put
on that specific code. It has always been limited to ophthalmologists, optometrists, and
pediatric ophthalmologists. The number of exams was limited to two a year. The abuse came
with providers doing more than one per year and doing it for diagnoses that did not meet
medical necessity. Dr. Rhynes added that dilation does not occur at the primary care office.
After consulting with ophthalmologist from Dean McGee as well as several optometrist and Dr.
Rhynes, high quality imaging of the fundis taken at a PCP office and read by an eye care
professional would be appropriate for those who do not have diabetic retinopathy. However,
the concern, from eye care physicians, is the lack of ability to monitor and ensure the quality of
retinal photography equipment and technique would be an issue. At this time OHCA does not
feel like they have adequate answers and are willing to open dialogue with eye care
professionals. Dr. Herndon recommended that Dr. Wright contact him personally.

Legislative Update:

Emily Shipley, Director of Governmental Affairs

Ms. Shipley stated HB 2962 passed at the end of 2016 session which is related to Applied Behavior
Analysis therapy provided to individuals with autism. OHCA, SDE, ODMHSAS, SDH Prepared a report
on how the impact of ABA therapy would have on our members, programs, and state budget. The
report was completed and sent in on time at the end of December. Today, January 19th, is the
deadline for introduction of bills and joint resolutions. By the end of the day we will know which bills
will impact OHCA. February 6™ will mark the start of Oklahoma’s 56" Legislature and May 26™ will
be the last day of session.

Proposed Rule Changes:

Demetria Bennett, Policy Development Coordinator

Ms. Bennett proposed seven rule changes. She noted that all seven rules were presented at the
September 6, 2016 and November 1, 2016 Tribal Consultation meetings. All rules were posted on
OHCA'’s public website for comment on December 16, 2016 through January 15, 2017. These rules
will also be presented at the February Board Meeting.

16-11 School Based Language Cleanup Only — the proposed School Based Services policy is revised
to correct the number of units authorized for personal care services. In addition, rules are updated
to reflect that claims must be received within six months from the date of service.

Budget Impact: Budget Neutral

Rule change was motioned to approve by Dr. Joe Catalano and seconded by Mr. Jeff Tallent
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 19, 2017 Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

16-14 Inpatient Behavioral Health Policy Revisions — the proposed Inpatient Behavioral Health
revisions amend existing language to accurately reflect the total number of core active treatment
hours for individuals in a Community Based Transitional (CBT) setting. In addition, revisions clarify
active treatment requirements for process group therapy if a child is admitted to the facility on a
day other than the beginning of a treatment week. Revisions also update medical necessity criteria
for continued stay in an acute psychiatric setting for children, to include requirements for 24 hour
nursing/medical supervision. This change will help ensure appropriate level of care is being
provided. Rules are also revised to update the time between treatment plan reviews. Revisions
clarify that time between treatment plan reviews are at a minimum every five to nine calendar days
when in acute care, 14 calendar days when in a regular PRTF, 21 calendar days in the OHCA
approved longer term treatment programs or specialty PRTFs and 30 calendar days in CBT treatment
programs. The extension of treatment plan reviews will allow inpatient providers additional time to
determine response to treatment as well as ease the administrative burden without compromising
quality of care. Further, rules are added to clarify that payment for Health Home transitioning
services provided under arrangement with an inpatient provider will be directly reimbursed to the
Health home outside of the inpatient facility's per diem or DRG rate.

Budget Impact: The rule change to add health home transitioning services has a projected total
savings of $937,128 with a state share savings of $132,008 attributable to the Oklahoma
Department of Mental Health and Substance Abuse Services.

Comments: Dr. Catalano asked Ms. Bennett how OHCA came up with 5-9 days for acute care. Ms.
Jennifer King stated that is how the policy currently reads. It coincides with our current prior
authorization process. She also added that the average length of stay is about 5-7 days. Ms. Fritz
asked if the health savings is based on projecting that there will be fewer readmissions, Health
Home transition, or better improved community care. Ms. King stated she would assume that it is
based on Health Home fewer readmissions.

Rule change was motioned to approve by Mr. Jeff Tallent and seconded by Ms. Terri Fritz

16-21 SPARC Membership Increase and Allowance for Alternate — the proposed revisions to the
State Plan Amendment Rate Committee (SPARC) policy increase the SPARC officials from five
persons to seven persons and allows for appointed alternates. The changes to the membership
enhances our coordinated efforts with sister agencies.

Budget Impact: Budget neutral

Rule change was motioned to approve by Dr. Mike Talley and seconded by Dr. Joe Catalano

16-22 Purchasing Language Cleanup — the proposed revisions amend language to replace outdated
references to the Oklahoma Department of Central Services with the Office of Management and
Enterprise Services. The Oklahoma Department of Central Services was consolidated under the
Office of Management and Enterprise Services in 2011. Additional revisions replace specific
references to OAC Title 580 with OAC Title 260. Revisions also clarify that supply and non-
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 19, 2017 Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

professional services acquisitions over $5,000 must be approved by the Chief Executive Officer,
Executive Staff, or designee.

Budget Impact: Budget neutral

Rule change was motioned to approve by Dr. Joe Catalano and seconded by Dr. Mike Talley

16-23 1/T/U and FQHC cleanup — Proposed Indian Health Services, Tribal Program and Urban Indian
Clinics (I/T/U) and Federally Qualified Health Centers (FQHC) policy is amended to remove the
minimum 45-50 minute time requirement for outpatient behavioral health encounters. Rules are
also added to indicate that behavioral health services must be billed on an appropriate claim form
using appropriate Current Procedural Code (CPT) and guidelines. The time indicated on the claim
form must be the time actually spent with the member. In addition, rules add appropriate billing for
pharmacy outpatient encounters. Rules are added to indicate that prescriptions are reimbursed
pursuant to pharmacy reimbursement exceptions. Further, revisions add requirements for I/T/U
providers who render home health services. Revisions also include changes to policy references. In
addition, rules are revised to replace the term telemedicine with telehealth to be more inclusive of
an array of telehealth technologies that could potentially be used to deliver healthcare services to
SoonerCare members.

Budget Impact: Services provided to the Native American population are 100% federally funded
therefore; no impact on state revenue is expected.

Rule Change was motioned to approve by Dr. Mike Talley and seconded by Dr. Joe Catalano

16-26 Molecular Pathology Reimbursement Changes — the proposed General Coverage policy
clarifies medical necessity criteria for molecular pathology services and which provider types can
order testing. Additionally, proposed Laboratory Services policy clarifies reimbursement
requirements for molecular pathology tests that examine multiple genes in a single test panel.
Providers must utilize a one code for one test approach to billing molecular pathology tests. If an
appropriate code is not available, providers are permitted to bill one unit of an unlisted molecular
pathology procedure code.

Budget Impact: A one year proposed budget savings is estimated at $50,000 total dollars; State
share $20,715; Federal Share $29,285.

Rule change was motioned to approve by Ms. Toni Pratt-Reid and seconded by Dr. Edd Rhoades

16-27 Home Health Face to Face Requirement — the proposed Home Health revisions add language
in accordance with Federal regulation that directs Home Health providers to conduct and document
a face to face encounter with a member to validate the need services. Providers must document a
face to face visit with the member and the visit must relate to the member's need for home health
services.

Budget Impact: Budget neutral

Comments: Ms. Annette Mays asked Ms. Demetria Bennett if the provider letters were going to
have that exact verbiage. Ms. Bennett stated the provider letter did not outline everything written
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Oklahoma Health Care Authority
MEDICAL ADVISORY COMMITTEE
MINUTES of the January 19, 2017 Meeting
4345 N. Lincoln Blvd., Oklahoma City, OK 73105

in the policy because there are so many scenarios. Ms. May asked when this change would take into
effect. Ms. Bennett stated the changes would go into effect sometime in September 2017. Ms.
Sandra Harrison asked if telemedicine for Home Health visits will be done with, to which Ms.
Bennett stated no. Ms. Mays stated she had three pages of suggestions, but would not bring to light
until the rules have been presented to the board. Dr. Crawford asked Ms. Mays if she wanted to
delay and she responded, yes. Ms. Nicole Nantois stated that delaying the rule would not make a
difference.

Rule change was motioned to approve by Mr. Jeff Tallent and seconded by Dr. Edd Rhoades. Ms.
Annette Mays opposed the rule change.

There were no other comments.

New Business:
There was no new business to discuss

Future Meetings

March 9, 2017 September 21, 2017
May 18, 2017 November 16, 2017
July 20, 2017

Adjournment
Dr. Crawford asked for a motion to adjourn. Motion was provided by Mr. Jeff Tallent and seconded

by Ms. Toni Pratt-Reid. There was no dissent and the meeting was adjourned.
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Oklahoma

Care
Authority

FINANCIAL REPORT
For the Six Months Ended December 31, 2016
Submitted to the CEO & Board

¢ Revenues for OHCA through December, accounting for receivables, were
$2,134,984,043 or 1.2% under budget.

e Expenditures for OHCA, accounting for encumbrances, were
$1,969,299,944 or 1.6% under budget.

e The state dollar budget variance through December is a positive
$4,762,173.

e The budget variance is primarily attributable to the following (in millions):

Expenditures:
Medicaid Program Variance 7.3
Administration 1.7

Revenues:

Drug Rebate (.9)
Taxes and Fees (.5)
Overpayments/Settlements (2.8)

Total FY 17 Variance $ 4.8

ATTACHMENTS
Summary of Revenue and Expenditures: OHCA
Medicaid Program Expenditures by Source of Funds
Other State Agencies Medicaid Payments
Fund 205: Supplemental Hospital Offset Payment Program Fund
Fund 230: Quality of Care Fund Summary
Fund 245: Health Employee and Economy Act Revolving Fund
Fund 250: Belle Maxine Hilliard Breast and Cervical Cancer
Treatment Revolving Fund

OOk WNPRE
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OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures: OHCA
SFY 2017, For the Six Month Period Ending December 31, 2016

REVENUES
State Appropriations
Federal Funds

FY17

Budget YTD
$ 662,276,335 $
1,135,554,302

FY17

Actual YTD
662,276,335 $
1,118,842,708

Tobacco Tax Collections 25,216,168 24,710,710
Quiality of Care Collections 39,235,412 39,059,927
Prior Year Carryover 17,518,798 17,518,798
Federal Deferral - Interest 29,218 29,218
Drug Rebates 146,345,195 144,214,362
Medical Refunds 22,992,594 15,894,399
Supplemental Hospital Offset Payment Program 100,333,768 100,333,768
Other Revenues 11,881,869 12,103,819

TOTAL REVENUES

FY17 FY17
EXPENDITURES Budget YTD Actual YTD
ADMINISTRATION - OPERATING $ 27,228,047 $ 24,885,000 $
ADMINISTRATION - CONTRACTS $ 42,371,740 $ 39,538,789 $
MEDICAID PROGRAMS
Managed Care:
SoonerCare Choice 21,149,888 20,017,364
Acute Fee for Service Payments:
Hospital Services 461,257,415 460,080,907
Behavioral Health 9,937,518 9,949,124
Physicians 208,635,937 204,603,690
Dentists 66,242,977 64,771,705
Other Practitioners 27,473,373 27,567,445
Home Health Care 9,736,327 8,759,333
Lab & Radiology 22,827,934 16,489,271
Medical Supplies 23,281,126 23,636,693
Ambulatory/Clinics 89,410,183 89,095,376
Prescription Drugs 266,088,041 264,557,846
OHCA Therapeutic Foster Care 81,910 (83,082)
Other Payments:
Nursing Facilities 288,146,750 283,266,007
Intermediate Care Facilities for Individuals with Intellectual Disabilities Private 31,857,102 30,483,800
Medicare Buy-In 85,891,747 82,087,104
Transportation 32,765,120 32,941,547
Money Follows the Person-OHCA 176,685 87,275
Electonic Health Records-Incentive Payments 8,331,920 8,331,920
Part D Phase-In Contribution 46,662,194 46,805,749
Supplemental Hospital Offset Payment Program 225,679,655 225,679,655
Telligen 5,138,760 5,747,425
Total OHCA Medical Programs 1,930,772,564 1,904,876,155
OHCA Non-Title XIX Medical Payments 89,382 -
TOTAL OHCA $ 2,000,461,733 $ 1,969,299,944

REVENUES OVER/(UNDER) EXPENDITURES

$ 160,921,926

$ 2,161,383,659 $ 2,134,984,043 $

165,684,099

Variance

(16,711,594)
(505,458)
(175,485)

(2,130,833)
(7,098,195)

221,949

(26,399,615)

Variance

2,343,047
2,832,951

1,132,524

1,176,508
(11,606)
4,032,247
1,471,272
(94,072)
976,994
6,338,663
(355,567)
314,807
1,530,196
164,991

4,880,743
1,373,302
3,804,643

(176,427)
89,409

(143,555)
(608,6-65)
25,896,409
89,382

31,161,789

4,762,173

% Over/
(Under)
0.0%
(1.5)%
(2.0)%
(0.4)%
0.0%
0.0%
(1.5)%
(30.9)%
0.0%
1.9%

(1.2)%

% (Over)/
Under
8.6%
6.7%

5.4%

0.3%
(0.1)%
1.9%
2.2%
(0.3)%
10.0%
27.8%
(1.5)%
0.4%
0.6%
0.0%

1.7%
4.3%
4.4%

(0.5)%
0.0%
0.0%

(0.3)%
0.0%

(11.8)%

1.3%
0.0%

1.6%
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OKLAHOMA HEALTH CARE AUTHORITY
Total Medicaid Program Expenditures

by Source of State Funds

SFY 2017, For the Six Month Period Ending December 31, 2016

Health Care Quality of BCC Other State
Category of Service Authority Care Fund HEEIA Revolving Fund Agencies

SoonerCare Choice $ 20,078,315 $ 20,011,718 - 8 60,951 $ - 8 5647 $ -
Inpatient Acute Care 538,707,677 306,245,920 243,343 1,817,856 156,124,354 870,248 73,405,956
Outpatient Acute Care 210,422,833 150,787,200 20,802 2,232,114 55,469,323 1,913,394

Behavioral Health - Inpatient 26,710,677 5,863,763 - 141,321 13,559,097 - 7,146,496
Behavioral Health - Psychiatrist 4,612,242 4,085,361 - - 526,881 - -
Behavioral Health - Outpatient 8,754,318 - - - - - 8,754,318
Behaviorial Health-Health Home 18,431,041 - - - - - 18,431,041
Behavioral Health Facility- Rehab 122,671,869 - - - - 31,588 122,671,869
Behavioral Health - Case Management 9,198,606 - - - - - 9,198,606
Behavioral Health - PRTF 33,571,036 - - - - - 33,571,036
Residential Behavioral Management 9,971,595 - - - - - 9,971,595
Targeted Case Management 37,640,697 - - - - - 37,640,697
Therapeutic Foster Care (83,082) (83,082) - - - - -
Physicians 235,799,269 202,566,340 29,050 (13,249) - 2,008,300 31,208,827
Dentists 64,785,582 64,766,820 - 13,876 - 4,886 -
Mid Level Practitioners 1,365,845 1,353,404 - 11,304 - 1,136 -
Other Practitioners 26,412,117 25,944,033 223,182 199,213 - 45,689 -
Home Health Care 8,766,178 8,753,353 - 6,845 - 5,980 -
Lab & Radiology 16,863,260 16,376,168 - 373,988 - 113,103 -
Medical Supplies 23,779,204 22,266,916 1,355,766 142,511 - 14,011 -
Clinic Services 88,301,154 85,310,833 - 445,411 - 81,189 2,463,722
Ambulatory Surgery Centers 3,755,141 3,698,121 - 51,786 - 5,234 -
Personal Care Services 6,097,484 - - - - - 6,097,484
Nursing Facilities 283,266,007 173,958,104 109,307,903 - - - -
Transportation 32,857,677 31,595,682 1,241,159 - - 20,837 -
GME/IME/DME 88,309,062 - - - - - 88,309,062
ICF/IID Private 30,483,800 24,923,653 5,560,148 - - - -
ICF/IID Public 8,146,176 - - - - - 8,146,176
CMS Payments 128,892,853 128,484,965 407,888 - - -

Prescription Drugs 270,922,102 263,357,958 - 6,364,256 - 1,199,888 -
Miscellaneous Medical Payments 83,869 83,869 - - - - -
Home and Community Based Waiver 102,476,810 - - - - - 102,476,810
Homeward Bound Waiver 41,886,395 - - - - - 41,886,395
Money Follows the Person 130,714 87,275 - - - - 43,439
In-Home Support Waiver 12,869,396 - - - - - 12,869,396
ADvantage Waiver 94,220,263 - - - - - 94,220,263
Family Planning/Family Planning Waiver 2,012,682 - - - - - 2,012,682
Premium Assistance* 30,657,969 - - 30,657,969 - - -
Telligen 5,747,425 5,747,425 - - - - -
Electronic Health Records Incentive Payments 8,331,920 8,331,920 - - - - -

$ 225,679,655

6,321,129

$ 710,525,871

Total Medicaid Expenditures

$2,657,908,180 $1,554,517,717 $118,389,242 $ 42,506,155

* Includes $30,459,115 paid out of Fund 245
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OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures:
Other State Agencies
SFY 2017, For the Six Month Period Ending December 31, 2016

FY17
REVENUE Actual YTD
Revenues from Other State Agencies $ 293,367,111
Federal Funds 442,698,761
TOTAL REVENUES $ 736,065,871

EXPENDITURES

Department of Human Services

Actual YTD

Home and Community Based Waiver $ 102,476,810
Money Follows the Person 43,439
Homeward Bound Waiver 41,886,395
In-Home Support Waivers 12,869,396
ADvantage Waiver 94,220,263
Intermediate Care Facilities for Individuals with Intellectual Disabilities Public 8,146,176
Personal Care 6,097,484
Residential Behavioral Management 7,153,815
Targeted Case Management 32,959,036
Total Department of Human Services 305,852,814
State Employees Physician Payment
Physician Payments 31,208,827
Total State Employees Physician Payment 31,208,827
Education Payments
Graduate Medical Education 50,325,402
Graduate Medical Education - Physicians Manpower Training Commission 3,212,939
Indirect Medical Education 33,086,772
Direct Medical Education 1,683,949
Total Education Payments 88,309,062
Office of Juvenile Affairs
Targeted Case Management 1,321,129
Residential Behavioral Management 2,817,780
Total Office of Juvenile Affairs 4,138,909
Department of Mental Health
Case Management 9,198,606
Inpatient Psychiatric Free-standing 7,146,496
Outpatient 8,754,318
Health Homes 18,431,041
Psychiatric Residential Treatment Facility 33,571,036
Rehabilitation Centers 122,671,869
Total Department of Mental Health 199,773,367
State Department of Health
Children's First 930,029
Sooner Start 642,582
Early Intervention 2,221,479
Early and Periodic Screening, Diagnosis, and Treatment Clinic 370,656
Family Planning 68,430
Family Planning Waiver 1,935,921
Maternity Clinic 2,709
Total Department of Health 6,171,808
County Health Departments
EPSDT Clinic 385,036
Family Planning Waiver 8,330
Total County Health Departments 393,366
State Department of Education 88,509
Public Schools 120,513
Medicare DRG Limit 70,000,000
Native American Tribal Agreements 1,062,739
Department of Corrections 729,651
JD McCarty 2,676,304
Total OSA Medicaid Programs $ 710,525,871
OSA Non-Medicaid Programs $ 34,191,398

Accounts Receivable from OSA

Page 3
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 205: Supplemental Hospital Offset Payment Program Fund
SFY 2017, For the Six Month Period Ending December 31, 2016

REVENUES

SHOPP Assessment Fee
Federal Draws

Interest

Penalties

State Appropriations

FY 17
Revenue

$ 100,273,849
136,431,411
55,670

4,249
(15,100,000)

TOTAL REVENUES

$ 221,665,179

EXPENDITURES

FY 17
Expenditures

Quarter

Program Costs: 7/1/16 - 9/30/16

10/1/16 - 12/31/16

Hospital - Inpatient Care 76,250,540 79,873,814 $ 156,124,354
Hospital -Outpatient Care 27,213,505 28,255,818 55,469,323
Psychiatric Facilities-Inpatient 6,661,677 6,897,421 13,559,097
Rehabilitation Facilities-Inpatient 257,683 269,198 526,881
Total OHCA Program Costs 110,383,405 115,296,250 $ 225,679,655

Total Expenditures

$ 225,679,655

CASH BALANCE $ (4,014,476)
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 230: Nursing Facility Quality of Care Fund
SFY 2017, For the Six Month Period Ending December 31, 2016

Total State
REVENUES Revenue Share
Quiality of Care Assessment $ 39,039,522 $ 39,039,522
Interest Earned 20,405 20,405
TOTAL REVENUES $ 39,059,927 $ 39,059,927
FY 17 FY 17 Total
EXPENDITURES Total $ YTD State $ YTD  State $ Cost
Program Costs
Nursing Facility Rate Adjustment $ 107,472,712 $ 42,494,711
Eyeglasses and Dentures 139,771 55,265
Personal Allowance Increase 1,695,420 670,369
Coverage for Durable Medical Equipment and Supplies 1,355,766 536,070
Coverage of Qualified Medicare Beneficiary 516,378 204,176
Part D Phase-In 407,888 161,279
ICF/1IID Rate Adjustment 2,592,874 1,025,222
Acute Services ICF/IID 2,967,274 1,173,260
Non-emergency Transportation - Soonerride 1,241,159 490,754
Total Program Costs $ 118,389,242 $ 46,811,106 $ 46,811,106

Administration

OHCA Administration Costs $ 265,017 $ 132,508
DHS-Ombudsmen 79,036 79,036
OSDH-Nursing Facility Inspectors - -
Mike Fine, CPA - -
Total Administration Costs $ 344,053 $ 211,544 % 211,544
Total Quality of Care Fee Costs $ 118,733,294 $ 47,022,651
TOTAL STATE SHARE OF COSTS $ 47,022,651

Note: Expenditure amounts are for informational purposes only. Actual payments are made from
Fund 340. Revenues deposited into the fund are tranferred to Fund 340 to support the costs, not
to exceed the calculated state share amount.
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 245: Health Employee and Economy Improvement Act Revolving Fund
SFY 2017, For the Six Month Period Ending December 31, 2016

FY 16 FY 17 Total
REVENUES Carryover Revenue Revenue
Prior Year Balance $ 5199281 $ - $ 3,102,480
State Appropriations (2,000,000) - -
Tobacco Tax Collections - 20,324,386 20,324,386
Interest Income - 62,490 62,490
Federal Draws 246,145 19,074,557 19,074,557
TOTAL REVENUES $ 3,445,426 $ 39,461,433 $ 42,563,913
FY 16 FY 17
EXPENDITURES Expenditures Expenditures Total $ YTD
Program Costs:
Employer Sponsored Insurance $ 30,459,115 $ 30,459,115
College Students/ESI Dental 198,854 78,627
Individual Plan
SoonerCare Choice $ 58,734 $ 23,223
Inpatient Hospital 1,812,771 716,770
Outpatient Hospital 2,201,288 870,389
BH - Inpatient Services-DRG 134,518 53,188
BH -Psychiatrist - -
Physicians 18,282 7,229
Dentists 13,766 5,443
Mid Level Practitioner 11,304 4,470
Other Practitioners 195,740 77,396
Home Health 5,004 1,978
Lab and Radiology 368,236 145,600
Medical Supplies 135,463 53,562
Clinic Services 435,460 172,181
Ambulatory Surgery Center 51,786 20,476
Prescription Drugs 6,241,262 2,467,795
Miscellaneous Medical - -
Premiums Collected - (266,991)
Total Individual Plan $ 11,683,614 $ 4,352,710
College Students-Service Costs $ 164,572 $ 65,072
Total OHCA Program Costs $ 42,506,155 $ 34,955,523
Administrative Costs
Salaries $ 32,930 $ 1,015275 $ 1,048,204
Operating Costs 15,971 83,557 99,528
Health Dept-Postponing - - -
Contract - HP 294,045 1,285,031 1,579,076
Total Administrative Costs $ 342946 $ 2,383,862 $ 2,726,808
Total Expenditures $ 37,682,332

NET CASH BALANCE

3,102,480

4,881,582
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 250: Belle Maxine Hilliard Breast and Cervical Cancer Treatment Revolving Fund
SFY 2017, For the Six Month Period Ending December 31, 2016

FY 17 State

REVENUES Revenue Share
Tobacco Tax Collections $ 405504 $ 405,504
TOTAL REVENUES $ 405,504 $ 405,504

FY 17 FY 17 Total
EXPENDITURES Total $ YTD  State $ YTD  State $ Cost
Program Costs
SoonerCare Choice $ 5647 $ 264
Inpatient Hospital 870,248 40,728
Outpatient Hospital 1,913,394 89,547

Inpatient Services-DRG - -
Psychiatrist - -

TFC-OHCA - -
Nursing Facility - -
Physicians 2,008,300 93,988
Dentists 4,886 229
Mid-level Practitioner 1,136 53
Other Practitioners 45,689 2,138
Home Health 5,980 280
Lab & Radiology 113,103 5,293
Medical Supplies 14,011 656
Clinic Services 81,189 3,800
Ambulatory Surgery Center 5,234 245
Prescription Drugs 1,199,888 56,155
Transportation 18,083 846
Miscellaneous Medical 2,753 129
Total OHCA Program Costs $ 6,289,541 $ 294,350
OSA DMHSAS Rehab $ 31,588 $ 1,478
Total Medicaid Program Costs $ 6,321,129 $ 295,829
TOTAL STATE SHARE OF COSTS $ 295,829

Note: Expenditure amounts are for informational purposes only. Actual payments are made from
Fund 340. Revenues deposited into the fund are tranferred to Fund 340 to support the costs, not
to exceed the calculated state share amount.
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OHCA MAC Meeting
March 9, 2017
(December 2016 Data)

SOONERCARE ENROLLMENT/EXPENDITURES

Enrollment Children Adults Enroliment Total PMPM December
Delivery System December | December | December Change Expenditures | December 2016
2016 2016 2016 ang December 2016 | Trend PMPM
SoonerCare Choice Patient-Centered
) 549,184 454,293 94,891 -12 $98,277,299
Medical Home
Lower Cost (C““‘f’e”’Pa"emS? Other) 505,891 440,604 65,287 7 $70,937,856 $140 $208
Higher Cost | #¢% B orDesedi TEFRA [ 43 293 13,689 29,604 -19 $27,339,442 $631 $884
SoonerCare Traditional 231,228 86,122 145,106 -1,403 $199,718,378
Lower Cost (Chidren/Patents; Other 118,375 81,098 37,277 -1,425 $64,026,211 $541 $419
Higher Cost | "% 00 o memeen | 112,853 5,024 107,829 22 $135,692,166 $1,202 $1,257
SoonerPlan 34,058 2,711 31,347 -710 $203,701 $6 $7
Insure Oklahoma 20,127 522 19,605 236 $6,044,078
Employer-Sponsored Insurance 15,262 335 14,927 90 $4,213,122 $276 $328
Individual Plan 4,865 187 4,678 146 $1,830,957 $376 $399
TOTAL 834,597 543,648 290,949 -1,889 $304,243,456
Enroliment totals include all members enrolled during the report month. Members may not have expenditure data. Children are members aged 0 - 20 or for Insure Oklahoma enrolled as Students or Dependents.
Total In-State Providers: 33,370 (+502) (In-State Providers counted multiple times due to multiple locations, programs, types, and specialties)
Physician Pharmacy Dentist Hospital Mental Health | Optometrist | Extended Care| Total PCPs PCMH
8,976 966 1,310 201 6,216 675 225 6,384 2,583

PER MEMBER PER MONTH COST BY GROUP
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Low Cost includes members qualified under Children/Parents (TANF) and Other; High Cost members qualify under Aged, Blind or
Disabled, Oklahoma Cares, TEFRA or a Home and Community-Based Services waiver.
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The changes in Insure Oklahoma from February to May were due to eligibility changes.
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Data Set 3 of 1/20/2017



HEDIS QUALITY MEASURES - CHILDREN & ADOLESCENT'S ACCES TO PRIMARY CARE PHYSICIANS

The percentage of members 12 months to 19 years of age who had a visit with a PCP based on specific procedure codes indicating well-child visits. Children 12
months to 6 years had a PCP visit during the measurement year. Children and adolescents 7 to 19 years had a PCP visit during the current or previous
measurement year. Members were continuously enrolled during the measurement year(s) with a gap in enroliment of up to 45 days allowed. Year displayed is
the report year. Data is from the previous year. (2016 is report year for calendar year 2015 data, etc.).
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PHARMACY PROGRAM STATS
SFY 2016

e $505 million for 6.1 million
prescriptions

 Over half of members used the benefit
e 90% generic utilization

 Average cost/claim = $83

 Average cost/generic = $25
 Average cost/brand = $575




SOONERCARE PHARMACY
PROGRAM BACKGROUND

 Pharmacy is an optional benefit
 Federal law gives flexibility

 Oklahoma uses a mix of monthly
prescription limits, prior authorization,
and quantity limits to manage the
pharmacy benefit




FEDERAL MEDICAID
PHARMACY POLICY

Covered Drugs
“Federal Drug Rebate Agreement

Optional/Excludable Coverage
= Cough and cold*
* Fertility
= Cosmetic
=Weight loss/gain
* Nutritional Supplements
*Non-prescription*
= *some coverage for these items under the State Plan




ADULT PHARMACY BENEFIT

6 Rx per month with 2 brand limit
“Some drugs don’t count

“HIV antiretrovirals, Chemo, BC
“Long Term Care — no limit
“Children under 21 — no limit

“ADvantage and other waiver programs — 1
extra brand + 7 extra generics + Therapy
Management for additional




FEDERAL DRUG REBATE PROGRAM

If a drug has a rebate, Medicaid must cover
it unless it is in an optional or excluded
category.

Generally, a manufacturer contracts for all
of their product line.

Fed rebates FY 16 = $275 million

State Supplemental Rebates = $14 million




NET COST ILLUSTRATION
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PHARMACY PROGRAM RESULTS

« Per Member Per Year Spending
by OHCA for Rx was 35-40% less
than a major PBM (2014-15)

e QOver $200 million more for PBM

 ROI =%$40 for $1 spent on Rx
management team
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Presenter
Presentation Notes
Chairman Dr. Crawford, Deputy State Medicaid Director Anthony and MAC members, 
My name is Allison Latham, and I am one of four Social Service Coordinators (SSCs) who work in the Population Care Management (PCM) department within the SoonerCare (SC) Operations (Ops) division of the Oklahoma Health Care Authority (OHCA).  

I am here today to talk to you about the Hospice benefit available to children enrolled in SoonerCare.


»
TALKING POINTS ...

» Hospice vs. palliative care

» Hospice for children with SonnerCare

» Hospice not covered for adults with
SoonerCare

Oklahoma

E@AHHCare

uthority


Presenter
Presentation Notes
Today, we will talk about :
   - comparing hospice and palliative care services, in general terms
   - what is covered under the SoonerCare hospice benefit for children and
   - resources for adults needing hospice services, since this is not a covered benefit for SoonerCare adults


»
DEFINING HOSPICE

e services for comfort and support

e near the end of life due to a
terminal iliness

* holistic approach
e Individualized plan of care

« for the patient, as well as for the
patient’s family

Oklahoma

E@AHHCare

uthority


Presenter
Presentation Notes
So, what services are provided through hospice care?


»
HOSPICE VS PALLIATIVE CARE

BOTH are services for COMFORT and SUPPORT

Palliative Care

* Provided along with treatment, often to manage side affects
* Anyone with a serious illness, at any time of the disease

* Not a benefit ‘package’, some services covered individually

Hospice Care (palliative care near end of life)

 When the terminal illness no longer responds to treatment

* Initiated at end of life, life expectancy of few months

* Inclusive hospice ‘package’, provided through multi-disciplinary team

Oklahoma

E@AHHCare

uthority



Presenter
Presentation Notes
Hospice and Palliative Care are similar, in that they both provide services for comfort and support.

Palliatvie Care:
   - can be initiated at anytime during the course of the illness, often to help manage the side effects of treatment
   - it is available to any child enrolled in SoonerCare at any stage of the illness
   - palliative care is not covered as an inclusive package, but rather is reimbursed by the individual service provided that is within the 

Hospice Care : 
   - most often, hospice is initiated within 6 months of the forecasted end of the illness (provided that it runs a normal course).  The initial authorization is for 60 days, and can be re-authorized as needed/requested.
   - Hospice services are an inclusive package, that is provided by a multidisciplinary team through the hospice agency.


®)

HOSPICE SERVICES FOR CHILDREN

AN NN Y N N NN

Doctor services
Nursing care

Medical equipment
Medicine for comfort
Home health aide
Physical therapy
Occupational therapy
Speech therapy

NN X

Social worker
Nutrition counseling

Counseling for the child
and family

Other medical care the
hospice team considers
necessary

Oklahoma

E@&H}]Care

uthority


Presenter
Presentation Notes
These are some of the services typically provided to the child receiving hospice care.


®
20 10 FEDERAL MAN DATE PROVIDER LETTER OHCA 2010-58

Concurrent
care still
covered

Children up to 21

with SoonerCare Hospice
can receive provider covers
hospice as an hospice

added benefit services

Other medical
care still
covered

Oklahoma

E@:AMCare

uthority


Presenter
Presentation Notes
2010, CMS ruling to state Medicaid agencies, stated  children (up to 21) with Medicaid eligibility can receive hospice services  in addition to their regular medicatl services. 

Curative treatment for the terminal illness will continue to be covered, even after hospice care is initiated. 

Other medical care , outside of the concurrent care and the hospice care, is still covered. 

Hospice services are covered through the hospice benefit package, while concurrent treatment and other medical care, unrelated to the terminal illness are covered by regular SoonerCare.





®
COMMON QUESTIONS

*» While on hospice, can my child still continue
treatment of the terminal condition?

yes

** While on hospice, if my child gets hurt or sick,
other than the terminal iliness, will SoonerCare
cover medical care for those things?

yes

Oklahoma

E@AHHCare

uthority



Presenter
Presentation Notes
Some questions common to parents considering palliative or hospice care for their child, include:


= ®
HOW DOES THE PROCESS BEGIN?

0 Discuss hospice with the family.

o If family agrees, send order for hospice care to hospice provider.

0 Hospice provider submits PA request to OHCA, including:
1. Certification of terminal iliness (life expectancy 6 months or less)
2. Signed election of hospice care
3. Completed and signed plan of care by Inter-Disciplinary Team

0 OHCA Medical Authorization Unit (MAU) reviews authorization request.

o OHCA Social Service Coordinator communicates approved PA # / dates to the
hospice provider and family.

o Hospice provider submits requests for recertification.

Oklahoma

mAHHCare

uthority



Presenter
Presentation Notes
If parents want to consider hospice services for their child, here is how the process begins.



®

HOSPICE FOR ADULTS

Hospice is not covered for adults through SoonerCare

Options:

Medicare can cover adult hospice 1-800-MEDICARE (1-800-633-4227)

Advantage Waiver can cover adult hospice:
apply through local DHS office, or
call 1-800-435-4711

Individual hospice providers may accept people without insurance:
call each one - ask if they offer an Indigent Program

OK Hospice and Palliative Care Association- 405-513-8602

Hospice Foundation of Oklahoma Inc. - 405-235-5603 / 405-606-2918

Oklahoma

E@AHHCare

uthority



Presenter
Presentation Notes
As I stated earlier, hospice services are not covered for adult SC members.  However, there are some options for these SC members who are interested in receiving hospice care:  


®
QUESTIONS?

Population Care Management

Social Service Coordinators
Allison Latham
Loan Tran
Melissa Szeto
Naki Coleman

*k%k

1-877-252-6002

Oklahoma
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Presenter
Presentation Notes
Thank you for your time and attention.  Are there any questions?

Any of the SSCs in PCXM are happy to discuss the hospice benefit, and /or assist with authorization.

Thank you.
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WHAT DOES PROVIDER ENROLLMENT DOQO?

 Process all SoonerCare provider contracts

e Conduct provider screenings to ensure only
gualified providers are allowed to enroll

 Handle all updates to the provider file

e Assist providers with enrollment, claims
denials, and contractual requirements

Oklahoma

Care
Authority




CATEGORICAL RISK LEVELS

In 2011 the ACA required states to place providers
Into a categorical risk level based on the risk of fraud,
waste, or abuse.

Three Levels: Limited / Moderate /High

 Cannot be in a lower category than what CMS
assigned

Providers: 44,775
High Risk Providers: 1315
Moderate Risk Providers: 2665

Oklahoma

Care
Authority




LOW RISK PROVIDER SCREENINGS

* Licensure/Accreditation (when applicable)

o System for Awards Management /Excluded Parties
List System

« TIBCO (PECOS: Medicare Enrollment System)
o Social Security Master Death File

e OHCATreview list

« National Plan and Enumeration System (NPI)

e CMS MedFile

e Obtain disclosures regarding ownership (when
applicable)

o Office of Inspector General

Oklahoma

Care
Authority




MODERATE RISK PROVIDER SCREENINGS

Provider Types:

Ambulance Services, Behavioral Health Agencies,
Behavioral Health Groups, Individual Behavioral
Health Providers, Hospice, Independent Diagnostic
Testing Facilities, Laboratories, Physical Therapy
Groups, and Physical Therapists

o All low risk screenings

« Conduct on-site visits to confirm accuracy of
provider’s application

Oklahoma

Care
Authority




HIGH RISK PROVIDERS

Provider Types:

DME and Home Health

All low risk screenings
All moderate risk screenings

Fingerprint-based criminal background
checks: owners with 5 percent or greater
Interest

Oklahoma

Care
Authority



PROVIDERS MOVED TO HIGH RISK

Low and moderate risk providers must be
moved into the high risk category If:

There Is an existing Medicaid overpayment
(greater than $1500)

Payment suspension within 10 years

Terminated from any state Medicaid
program within 10 years

Oklahoma

Care
Authority



ADDITIONAL SCREENINGS

Additional screening was added to the
contract applications for:

 Physicians

 Physician Assistants

 Advanced Registered Nurse Practitioners

Oklahoma

Care
Authority




Amy Bradt
Director of Provider Enrollment
amy.bradt@okhca.org
405.522.7709

y -

Oklahoma
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OHCA MEDICAL ADVISORY COMMITTEE MEETING
LEGISLATIVE UPDATE, MARCH 9, 2017

56" LEGISLATIVE SESSION

The Governor’s State of the State address and the 1* session of the 56th Legislature began
Monday, February 6, 2017, at noon.

The legislature filed a total of 2,264 bills and joint resolutions. As of March 2, 2017, OHCA is
currently tracking 200 bills, of which five are OHCA request bills.

OHCA REQUEST BILLS

HB 1579 — Rep. Chad Caldwell — Data exchange with DPS to verify member identify
o Passed unanimously in House committee (Government Modernization)
SB 773 — Sen. Kim David — Foster children care coordination model
o Passed in both Senate committees (11-1 in HHS and 33-3 in Appropriations)
SB 798 — Sen. Rob Standridge — OHCA provider audit appeals
o Passed unanimously in Senate committee (HHS)
SB 819 — Sen. Frank Simpson — Property lien
o Passed unanimously in both Senate committees (HHS and Appropriations)
o Introduced in the House 2-27-17
SB 828 — Sen. A.J. Griffin — Creation of nursing home UPL revolving fund
o Passed unanimously in Senate committee (Appropriations)

UPCOMING DEADLINES FOR THE 2017 LEGISLATIVE SESSION

March 16, 2017 Third Reading of House Measures in the House of Representatives
March 23, 2017 Third Reading of Senate Measures in the Senate

April 13, 2017 House Measures to be Reported from Senate Committees

April 27, 2017 Third Reading of House and Senate Measures in Opposite Chamber

May 26, 2017 Sine Die Adjournment — no later than 5:00 p.m.



March MAC
Proposed Rule Amendment Summaries

Face to face tribal consultation regarding the following proposed changes were held Tuesday,
November 3, 2015, Tuesday, September 6, 2016, Tuesday, November 1, 2016, and Tuesday,
January 3, 2017 in the Board Room of the Oklahoma Health Care Authority.

The following rules were posted for comment on January 18, 2017 through February 17, 2017.

16-03 Aggregate Cost Sharing — The proposed revisions update language to mirror Federal
regulation for cost sharing. Per current policy, the aggregate cost sharing liabilities in a given
calendar year may not exceed five percent of the member's gross annual income. Per Federal
regulation, the aggregate limit on premiums and cost sharing incurred by all members in the
Medicaid household should not exceed five percent of the family's income applied on a monthly
basis.

Budget Impact: Budget neutral

16-16B Nursing Facility Supplemental Payment Program — The proposed policy revisions
clarify eligibility requirements and care criteria for nursing facilities.
Budget Impact: Budget neutral

16-18 Telemedicine Revisions — The proposed revisions replace telemedicine with telehealth
to allow the flexibility for use of telehealth technologies that could be used to deliver healthcare
services to SoonerCare members. In addition, revisions also define telehealth and specific
telehealth technologies.

Budget Impact: Budget neutral

16-19 Additional Tax Equity and Fiscal Responsibility Act Developmental Evaluation
Options — The proposed revisions allow additional providers to evaluate Tax Equity and Fiscal
Responsibility Act applicants under the age of three for the measurement of developmental
milestones to determine Intermediate Care Facilities for Individuals with Intellectual Disabilities
institutional level of care. Current rules only allow for an evaluation by providers within the
SoonerStart Early Intervention Program. This policy revision allows for flexibility when
determining level of care as there are other appropriate providers and evaluation tools that can
be utilized to evaluate developmental milestones. Please note that other criteria for severe
dysfunctional deficiencies in at least two total domain areas remain in effect.

Budget Impact: Budget neutral

16-24A Developmental Disabilities Services Revisions — The proposed revisions to the
Developmental Disabilities policy includes minor language cleanup, which adds the acronym for
agency companion services and replaces the Oklahoma Department of Human Services
acronym from "OKDHS" to "DHS." In addition, revisions change the name of the OKDHS
Children and Family Services Division to DHS Child Welfare Services. Finally, revisions add the
correct reference for agency companion services limits.

Budget Impact: Budget neutral

16-24B Developmental Disabilities Services Revisions — The proposed revisions to the
Developmental Disabilities policy adds language to outline the standards for transportation
providers and requirements for a Self-Directed Habilitation Training Specialist. Revisions specify
that Home and Community-Based Waiver services require an annual eligibility review. Further
language is added to define competitive integrated employment. In addition, the proposed



revisions remove the treatment plan pre-approval requirements that exceed $1,000 by the
Developmental Disabilities Services area medical director or designee for members of the
Homeward Bound Waiver. Finally, requirements regarding that the provider agency Human
Rights Committees review the member's protective intervention protocols are removed.

Budget Impact: Budget neutral

16-25A ADvantage Waiver Revisions — The proposed revisions to the ADvantage waiver
policy add language to comply with new Centers for Medicare & Medicaid Services (CMS) rules
regarding Adult Day Health providers in Home and Community Based (HCB) settings..
Revisions clarify the required processes for case management monitoring and reporting
activities for all waiver services. Revisions update commonly used terms and replace "plan of
care" with the term "person-centered service plan." Additional revisions clarify that the
Consumer-Directed Personal Assistance Services and Supports (CD-PASS) option is available
in every Oklahoma County. Further, wording is added that is consistent with the Physical
Therapy Act. The proposed revisions clarify maximum billing units per day for skilled nursing
services. Revisions also clarify that the minimum of eight units is equivalent to two hours and
that the 28 maximum billing units is equivalent to seven hours. Revisions update services that
are provided by the ADvantage waiver program and remove those services no longer available.
Revisions clarify the provider contract processes and those providers that are required to have
annual audits. In addition, Adult Day Health and Assisted Living are added to the list of
providers and are included in the periodic programmatic audit. Further revisions remove
reference for the CD-PASS and Advanced Person Services Assistants to be documented
through the Electronic Visit Verification System solely for reimbursement. Finally, language
regarding speech and language therapy services is revoked as it is no longer offered in the
ADvantage waiver.

Budget Impact: Budget neutral

16-25B ADvantage Waiver Revisions — The proposed revisions to the ADvantage waiver
policy adds language regarding the personal care services process provided by the personal
care provider agency nurse. Additional language outlines individuals who are not qualified to
provide services as an Individual Personal Care Assistant. Language is added to clarify
technical services that are provided by the State Plan Personal Care services program.
Additional guidance is provided on the Oklahoma Department of Human Services (DHS) forms
that are to be used in the eligibility process for personal care service authorization. Further
revisions provide clarification on payment for personal care services if the client lives in the
personal care assistant’'s home without DHS approval. Proposed revisions provide clarification
on the timeframe in which nurses are to complete the Service Authorization Model visit and
outline the steps to be taken if it is determined that there have been no changes in health or
service needs. Language regarding the current practices and form numbers of Nursing Home
Level of Care assessments has been updated. Additional revisions reflect changes due to the
Interactive Voice Response Authentication (IVRA) system to the Electronic Visit Verification
(EVV) system. Processes for documentation through the EVV system have been defined.
Language is added that would identify what members would not be able to receive ADvantage
waiver services due to illegal drug activity in the home. Additional updates are made to clarify
mental impairment language. Further, references made to the Supplemental Process for
Expedited Eligibility Determination are removed as this process is no longer part of the
ADvantage waiver. In addition, services that are no longer provided by the ADvantage waiver
have been removed.

Budget Impact: Budget neutral



16-28A Policy Revisions to Contracting Rules — The proposed revisions revoke
administrative sanction policy as the language is obsolete and does not accord with current
agency practices. Proposed revisions also revoke other agency rules which have been
substantively revised to clarify what the agency may consider when deciding whether to
terminate a contract with a particular enrolled provider. Additionally, proposed revisions add a
new rule which explains what factors OHCA may take into consideration when deciding whether
to approve an application for a new or renewing provider enroliment contract. Further revisions
add a new rule which modifies and replaces the Emergency Rule that will expire on September
14, 2017. The new rule fulfills a Federal requirement for all state Medicaid agencies to institute
fingerprint-based criminal background checks for certain "high categorical risk" providers who
want to contract with the state. Proposed revisions also add a new rule which streamlines,
clarifies and provides examples of the kinds of conduct that may serve as a basis for a for-
cause termination of a provider contract.

Budget Impact: Budget neutral

16-28B Policy Revisions to Appeals Rules — The proposed revisions remove references to
administrative sanction rules, which are being revoked.
Budget Impact: Budget neutral

16-29 General Policy Language Cleanup — The proposed revisions update references to the
physical address of the Oklahoma Health Care Authority, and correct formatting errors and
misspelled words. Revisions also include replacing the words "recipient” and "patient" with the
word "member." In addition, the word "certified" will be added to nurse midwives. This change
will allow policy language to reflect language utilized by the Oklahoma Nursing Board.

Budget Impact: Budget neutral

16-30 Insure Oklahoma Policy Changes and Cleanup — The proposed revisions to the
Insure Oklahoma policy include adding language to the definitions of "Full-time Employment"
and "Full-time Employer." Definitions also clarify dependent and independent college student's
enrollment requirements. Revisions remove references to annual and lifetime maximums to
mirror current waiver authority. In addition, references to prosthetic devices, continuous positive
airway pressure devices, and perinatal dental coverage are removed to mirror current
SoonerCare coverage. Revisions also remove references to individuals under supervision and
update the therapy limits for behavioral health services to mirror current SoonerCare coverage.
Budget Impact: Budget neutral

16-31A Long Term Care Policy Revisions — The proposed Long Term Care policy revisions
update requirements for the State Survey Agency when they are certifying facilities with
deficiencies. Revisions also amend the change of ownership process for facilities. Both
revisions are necessary to comply with recent changes to Federal and State regulation.
Revisions clarify that nursing facilities will be afforded a hearing pursuant to Federal regulation.
For nursing homes that handle trust accounts, the Department of Human Services allows
facilities to use electronic ledgers and bank statements as source documents for inspections,
accounting, and tracking purposes. Proposed revisions update rules to align with this practice.
Further revisions amend rules governing quality of care fund requirements to accurately reflect
how these funds are calculated and assessed as authorized by Oklahoma Statutes. Proposed
revisions also strike partial Federal regulation language that is used in rules. Other revisions
update the payment methodology for private nursing facilities to mirror language found in the
State Plan, and adds influenza and pneumococcal vaccines as a covered routine service since
they are not separately reimbursable. Additionally, revisions throughout amend terminology to
correctly identify individuals residing in long term care facilities as those with intellectual



disabilities and replaces the term "patient" with "member" as appropriate. Other general cleanup
of terms include: replacing "agreement” with the term "contract,” updating form names, revising
the name of divisions, and striking references to policy that has been revoked. In addition,
revisions for trust funds revoke language that implies unclaimed funds escheats to the State.
Further changes revoke rules outlining the necessary requirements for members to obtain a
private room. Nursing facilities receive a set reimbursement for room and board regardless of
the privacy level so prescriptive rules are not required.

Budget Impact: Budget neutral

16-31B Long Term Care Policy Revisions — The proposed Long Term Care policy revisions
amend terminology to correctly identify individuals residing in Long Term Care facilities as those
with intellectual disabilities and replaces the term "patient" with "member" as appropriate.
Budget Impact: Budget neutral

16-32 Provider Contracting Updates and Language Cleanup — The proposed revisions
ensure that policy mirrors the Oklahoma Health Care Authority (OHCA) contracting
requirements for Optometrists, Renal Dialysis Facilities, and Podiatrists. Birthing Center policy is
also amended to clarify that a contract with the OHCA is required to be reimbursed for services.
The proposed change will align Birthing Centers policy with all other provider types. Lastly,
proposed revisions update Hospital policy to mirror OHCA contracting requirements, update
outdated statutes for reporting abuse, and amend abuse reporting requirements.

Budget Impact: Budget neutral

16-33 Therapeutic Foster Care Policy Revisions — The proposed Therapeutic Foster Care
revisions remove minimum time requirements for behavioral health assessment services to
allow providers more flexibility in completing biopsychosocial assessments. Revisions also add
frequency limitations to clarify limits on how often an assessment can be completed within a
single agency. In addition, revisions specify if an assessment is performed by a licensure
candidate, it must be countersigned by the licensed behavioral health professional that is
responsible for the member's care. This change will clarify oversight requirements for licensure
candidates and ensure quality of care. Rules are also revised to specify clinical documentation
requirements when changes need to be made to the service plan prior to the scheduled three
month review or update. Finally, revisions update numerical references and add taglines to align
with current Administrative Procedures Act guidelines.

Budget Impact: Budget neutral

16-34 Diagnostic Cast and Oral/Facial Images — The proposed revisions add language that
allows dental providers to submit the diagnostic cast or photographic images as evidence of
medical necessity for dental services. The procedure is a necessary part of many dental
practices, including orthodontics, and the change allows providers to bill for a necessary
service. In addition, revisions add the term "certified" to nurse midwife to mirror terminology
used by the Oklahoma Nursing Board.

Budget Impact: Agency staff has determined that the proposed rule may result in a cost
savings of $14,395 total dollars; State share $4,375; Federal share $10,560.

16-35 Outpatient Behavioral Health Policy Revisions — The proposed policy revisions
remove outdated references to Axis diagnosis to align with changes to the Diagnostic and
Statistical Manual of Mental Disorders. In addition, revisions clarify clinical outpatient behavioral
health agency provider documentation requirements for when changes need to be made to the
service plan prior to the scheduled six month review or update. Rules are also revised to clarify
that behavioral health case management is not reimbursable for members who are enrolled in a



Health Home. In addition, rules are modified to clarify that, unless otherwise specified in rule,
reimbursement is not allowed for outpatient behavioral health services provided to members
who are considered to be in "inpatient status.”

Budget Impact: Budget neutral

16-36 Program Integrity Audits and Records' Signatures — The proposed revisions to the
Program Integrity Audits/Reviews policy clarify the Oklahoma Health Care Authority (OHCA)
audit process by: explaining that the scope of audits may include examination for fraud, waste,
and/or abuse of the SoonerCare program, establishing a clearly defined response due date for
providers who want to request an informal reconsideration and/or formal appeal of audit
findings; and by informing providers that overpayments identified through the audit process may
be withheld from future payments if the provider fails to timely contest the underlying audit
findings. Also, proposed revisions in Uniform Electronic Transaction Act policy set a consistent
timeframe in which medical records must be authenticated, including those instances in which
transcription occurs. In addition, the rules have been revised to improve reader comprehension,
and make the language consistent with other OHCA administrative rules.

Budget Impact: Budget neutral



TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-5. Assignment and Cost Sharing
(a) Definitions. The following words and terms, when used in
subsection (c) of this Section, shall have the following meaning,
unless the context clearly indicates otherwise:
(1) "Fee-for-service contract”™ means the provider agreement
specified in OAC 317:30-3-2. This contract is the contract between
the Oklahoma Health Care Authority (OHCA) and medical providers
which provides for a fee with a specified service involved.
(2) "Within the scope of services" means the set of covered
services defined at OAC 317:25-7 and the provisions of the
SoonerCare Choice contracts In the SoonerCare Program.
(3) "Outside of the scope of the services"” means all medical
benefits outside the set of services defined at OAC 317:25-7 and
the provisions of the SoonerCare Choice contracts i1n the
SoonerCare Program.
(b) Assignment in fee-for-service. The OHCA"s Medicaid State Plan
provides that participation in the medical program is limited to
providers who accept, as payment in full, the amounts paid by OHCA
plus any deductible, coinsurance, or co-payment required by the State
Plan to be paid by the member and make no additional charges to the
member or others.
(1) OHCA presumes acceptance of assignment upon receipt of an
assigned claim. This assignment, once made, cannot be rescinded,
in whole or i1n part by one party, without the consent of the other
party.
(2) Once an assigned claim has been filed, the member must not
be billed and the member is not responsible for any balance except
the amount iIndicated by OHCA. The only amount a member may be
responsible for is a co-payment, or the member may be responsible
for services not covered under the medical programs. In any event,
the member should not be billed for charges on an assigned claim
until the claim has been adjudicated or other notice of action
received by the provider. Any questions regarding amounts paid
should be directed to OHCA, Provider Services.
(3) When potential assignment violations are detected, the OHCA
will contact the provider to assure that all provisions of the
assignment agreement are understood. When there are repeated or
uncorrected violations of the assignment agreement, the OHCA is
required to suspend further payment to the provider.
(c) Assignment in SoonerCare. Any provider who holds a fee for service
contract and also executes a contract with a provider in the
SoonerCare Choice program must adhere to the rules of this subsection
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regarding assignment.

(1) If the service provided to the member is outside of the scope
of the services outlined in the SoonerCare Contract, then the
provider may bill or seek collection from the member.

(2) In the event there is a disagreement whether the services are
in or out of the scope of the contracts referenced in (1) of this
subsection, the Oklahoma Health Care Authority shall be the final
authority for this decision.

(3) Violation of this provision shall be grounds for a contract
termination in the fee-for-service and SoonerCare programs.
(d) Cost Sharing-Copayment. Section 1902(a)(14) of the Social
Security Act permits states to require certain members to share some
of the costs of SoonerCare by imposing upon them such payments as
enrollment fees, premiums, deductibles, coinsurance, co-payments,
or similar cost sharing charges. OHCA requires a co-payment of some
SoonerCare members for certain medical services provided through the
fee for service program. A co-payment is a charge which must be paid
by the member to the service provider when the service iIs covered
by SoonerCare. Section 1916(e) of the Act requires that a provider
participating In the SoonerCare program may not deny care or services
to an eligible individual based on such individual®s i1nability to
pay the co-payment. A person®s assertion of their inability to pay
the co-payment establishes this i1nability. This rule does not
change the fact that a member is liable for these charges, and it
does not preclude the provider from attempting to collect the

co-payment.

(1) Co-payment is not required of the following members:
(A) Individuals under age 21. Each member®s date of birth is
available on the REVS system or through a commercial swipe card
system.
(B) Members 1i1n nursing fTacilities and iIntermediate care
facilities for individuals with intellectual disabilities.
(C) Home and Community Based Service waiver members except for
prescription drugs.
(D) Native Americans providing documentation of ethnicity iIn
accordance with 317:35-5-25 who receive items and services
furnished by the Indian Health Service, an Indian Tribe, Tribal
Organization, or Urban Indian Organization or through referral
under contract health services.
(E) Individuals who are categorically eligible for SoonerCare
through the Breast and Cervical Cancer Treatment program.
(F) Individuals receiving hospice care, as defined in section
1905(o0) of the Social Security Act.

(2) Co-payment is not required for the following services:
(A) Family planning services. This includes all contraceptives
and services rendered.
(B) Emergency services provided in a hospital, clinic, office,
or other facility.
(C) Services furnished to pregnant women, 1f those services
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relate to the pregnancy or to any other medical condition which
may complicate the pregnancy.
(D) Smoking and Tobacco Cessation counseling and products.
(E) Diabetic supplies.
(3) Co-payments are required in an amount not to exceed the federal
allowable for the following:

(A) Inpatient hospital stays.
(B) Outpatient hospital visits.
(C) Ambulatory surgery visits 1including free-standing
ambulatory surgery centers.
(D) Encounters with the following rendering providers:

(1) Physicians,

(i1) Advanced Practice Nurses,

(i11) Physician Assistants,

(iv) Optometrists,

(v) Home Health Agencies,

(vi) Certified Registered Nurse Anesthetists,

(vii1) Anesthesiologist Assistants,

(viiil) Durable Medical Equipment providers, and

(ix) Outpatient behavioral health providers.
(E) Prescription drugs.
(F) Crossover claims. Dually eligible Medicare/SoonerCare
members must make a co-payment 1n an amount that does not exceed
the federal allowable per visit/encounter for all Part B
covered services. This does not include dually eligible HCBS
waiver members.

Aggregate——cost-sharingHabitiesagiven—calendar—year
may—hot—exceed 5% —oF the member-s—gross—annual—income-

(4) Medicaid premiums and cost sharing incurred by all individuals
in the Medicaid household may not exceed an aggregate limit of
five percent of the family"s income applied on a monthly basis,
as specified by the agency.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 9. LONG TERM CARE FACILITIES

317:30-5-136. Nursing Facility Supplemental Payment Program
(a) Purpose. The nursing facility supplemental payment program
is a supplemental payment, up to the Medicare upper payment
limit, made to a non-state government owned entity that owns and
as applicable has operating responsibility for a nursing
facility(ies).
(b) Definitions. The following words and terms, when used in
this Section have the following meaning, unless the context
clearly indicates otherwise:
(1) "Funds”™ means a sum of money or other resources, as
outlined in 42 Code of Federal Regulations 433.51,
appropriated directly to the State or local Medicaid agency,
or funds that are transferred from other public agencies
(including Indian tribes) to the State or local agency and
under i1ts administrative control, or funds certified by the
contributing public agency as representing expenditures
eligible for Federal Financial Participation (FFP).
(2) "Intergovernmental transfer (IGT)"™ means a transfer of
state share funds from a non-state government owned entity to
the Oklahoma Health Care Authority.
(3) ""Non-state government-owned (NSGO)' means an entity owned
and as applicable operated by a unit of government other than
the state and approved by OHCA as a qualified NSGO. Pursuant
to federal and OHCA approval an NSGO may include public
trusts pursuant to the Trust Authorities established under
Oklahoma Statute Title 60.
(4) "Resource Utilization Groups (RUGS)"™ means the system
used to set Medicare per diem payments for skilled nursing
facilities, as the basis to demonstrate a Medicare payment
estimate for use iIn the upper payment limit calculation.
(5) "Supplemental payment calculation period” means the
calendar quarter for which supplemental payment amounts are
calculated based on adjudicated claims for days of service
provided in the qualifying quarter. Note, iIn the event there
are no paid days iIn the quarter as a result of the time in
which the claims are adjudicated, the supplemental payment
will be calculated on days billed In a subsequent quarter.
(6) "Upper payment limit (UPL)" refers to a reasonable
estimate of the amount that would be paid for the services




furnished by a facility under Medicare payment principles.
(c) Eligible nursing facilities. A nursing fTacility that 1is
owned and as applicable under the operational responsibility of
an NSGO 1is eligible for participation when the following
conditions are met:
(1) the nursing facility i1s licensed and certified by the
Oklahoma State Department of Health;
(2) the participating NSGO has provided proof that it holds
the facility”s license and has complete operational
responsibility for the facility;
(3) the participating NSGO has completed and submitted the
Agreement of Participation application at minimum thirty (30)
days prior to the start of the participation quarter and
received approval from OHCA for participation;
(4) the NSGO has signed an attestation that a plan towards
the reduction and mitigation of unnecessary Return to Acute
Admissions (RTA) will be implemented within six months of
program participation start date;
(5) the facility i1s an active participant in the Focus on
Excellence program; and
(6) the facility and NSGO comply with care criteria
requirements. All facilities must provide supporting
documentation (e.g., baselines, written plan, i1mprovement
summary, data sources) for the care criteria metrics.
(d) NSGO participation requirements. The Tfollowing conditions
are required of the NSGO:
(1) must execute a nursing facility provider contract as well
as an agreement of participation with the OHCA;
(2) must provide and identify the state share dollars®™ source
of the IGT;
(3) must pay the calculated IGT to OHCA by the required
deadline;
(4) must provide proof of ownership, if applicable (i.e.
Change of Ownership) as Licensed Operator of the nursing
facility;
(5) must provide OHCA with an executed Management Agreement
between the NSGO and the facility Manager;
(6) must provide proof of district authority for nursing
facility participants which include proximity requirements of
no greater than one hundred TfTifty (150) miles of NSGO.
Exceptions may be made at the sole discretion of OHCA; and
(7) must provide per facility, the per patient per Medicaid
day (PPMD) IGT within specified timeframe of receipt of the
Notice of Program Reimbursement (NPR) as indicated below:
(A) For the first year-$6.50 PPMD.
(B) For the second year-$7.50 PPMD.
(C©) For the third year-$8.50 PPMD, or the equivalent of




10% of nursing facility budget of the current fiscal year,
whichever is less. This amount excludes any IGT for actual
administration cost associated with the nursing home UPL
supplemental program. Any remaining I1GT after
administration cost will be distributed through the rate
setting methodology process. Distribution will occur once
escrowed funds reach an amount sufficient to distribute as
determined by OHCA.
(e) Care Criteria.
(1) Each facility will be required to meet or exceed at
minimum two of the five established care criteria metrics
contained in paragraphs (A) through (E) of this section. The
facility will be required to develop and implement a plan and
identify the current baseline for each criterion. Each
facility must demonstrate ongoing progress through baseline
outcomes, performance summary and goals. Care criteria data
and forms must be completed and submitted within five (5)
business day after quarter end.
(A) Facilities must develop and implement a written plan
for the mitigation of unnecessary Return to Acute
Admissions (RTA) within six (6) months of participation.
The plan will include the RTA for the trailing twelve (12)
month period. The resulting outcome 1i1s to 1mprove the
efficiency and care avoidance cost to the overall
SoonerCare program. A written plan must be developed and
must include the following:
(i) the RTA management tool which 1identifies those
residents at high risk for the potential return to

acute;

(i1) the RTA management tools to support effective
communications;

(i11) advance directive planning and i1mplementation;
and

(iv) application of Quality Assurance/Program Integrity

(QA/P1) methodology in review of RTAs for the root

cause analysis and teaching needs.
(B) Facilities are required to i1mplement a pro-active
Pneumonia/Flu Vaccination program which will result in
improved vaccination scores above the facility specific
baseline at or above the national average, as measured
using the CMS Quality Metrics. The resulting outcome is to
improve efficiency and care avoidance costs to the overall
SoonerCare program. A written plan must be developed and
must include the following:

(1) the latest available three quarter average of CMS

measure code 411 (% of long-stay residents assessed and

appropriately given the seasonal iInfluenza vaccine) and




415 (¢4 of long-stay residents assessed and

appropriately given the pneumococcal vaccine) to

establish baseline;

(i1) the current measure code 411 and 415 score; and

(iti) the written plan for flu and pneumonia

vaccination program to address new admissions and

current residents.
(C) Facilities are required to participate in the Oklahoma
Healthy Aging Initiative. The resulting outcome 1is to
improve the quality of care and health of members.
Facilities must attest to elevate healthy aging in
Oklahoma by implementing a plan that accomplishes at least
one of the following strategies:

(i) preventing and reducing of falls;

(i1) improving of nutrition;

(ii1i1) iIncreasing physical activity; or

(iv) reducing depression.
(D) Facilities are required to actively take part iIn an
OHCA approved satisfaction survey. The resulting outcome
iIs to i1mprove the quality of care being delivered to
members. A written plan must be developed and implemented
and must include the following:

(1) the satisfaction survey results;

(i) analysis of satisfaction survey with

identification of, at minimum, one area for

improvement; and

(iti) plan of action towards 1identified areas of

improvement.
(E) Facilities are required to demonstrate iImprovement
above the facility specific baseline in the five (5) Star
Quality Measures Composite scoring. Metrics will Dbe
determined based upon CMS Nursing Home Compare composite
score over the trailing twelve (12) month period.
Facilities with Quality Measures star rating of three (3)
or better for the most recent quarter or showing
improvement in composite scoring with no two (2) quarters
consistently below three (3), will be recognized as
meeting the care criteria. The resulting outcome 1is to
improve the quality of care being provided.

(1) Facilities must provide the most recent three (3)

quarter average of the CMS quality measure star rating

to establish baseline.

(11) Facilities are required to have a star rating of

(3) or better or must demonstrate iImprovement over

previous quarter with no two (2) quarters below three

(3) stars.

(2) The care criteria measures may be evaluated at the




discretion of OHCA on an annual basis after each fiscal year,
following i1mplementation of the program. However, OHCA
reserves the right to conduct intermittent evaluations within
any given year based on the quality, care and safety of
SoonerCare members. The evaluation may be conducted by an
independent evaluator. In addition, care criteria metrics may
be internally evaluated after each fiscal year at the
discretion of OHCA, 1in collaboration with an advisory
committee composed of OHCA agency staff and provider
representatives. The OHCA may make adjustments to the care
criteria measures based on findings and recommendations as a
result of the independent or internal evaluation.
() Supplemental Payments.

(1) The nursing facility supplemental payments to a NSGO
under this program shall not exceed Medicare payment
principles pursuant to 42 CFR 447.272. Payments are made 1in
accordance with the following criteria:

(A) The methodology utilized to calculate the upper

payment limit iIs the RUGs.

(B) The eligible supplemental amount i1s the difference/gap

between the SoonerCare payment and the Medicare upper

payment limit as determined based on compliance with the

Care Criteria metrics.
(2) The amount of the eligible supplemental payment is
associated with 1improvement of care of SoonerCare nursing
facility residents as demonstrated through the care criteria.
NSGO participants receive payment under the program based on
earned percentages related to the care criteria. The NSGO
must meet or exceed at least two (2) of the five (5)
established care criteria metrics to be eligible for UPL
payment for each quarter. After at least two (2) of the five
(5) metrics have been met, the NSGO is eligible for eighty-
five percent (85%) of the total eligible UPL amount for
participating nursing Tfacilities. The NSGO may qualify for
the remaining TfTifteen percent (15%) of the total UPL by
attribution in five percent (5%) increments for each
additional care criterion that is met resulting in the full
one hundred percent (100%) of the eligible UPL amount.

(g) Change in ownership.

(1) A nursing facility participating iIn the supplemental
payment program must notify the OHCA of changes in ownership
(CHOW) that may affect the nursing facility"s continued
eligibility within thirty (30) days after such change.
(2) For a nursing facility that changes ownership on or after
the first day of the SoonerCare supplemental payment limit
calculation period, the data used for the calculations will
include data from the facility for the entire upper payment




limit calculation period relating to payments for days of
service provided under the prior owner, pro-rated to reflect
only the number of calendar days during the calculation
period that the facility 1s owned by the new owner.
(h) Disbursement of payment to TfTacilities. Facilities must
secure allowable Intergovernmental Transfer funds (IGT) from a
NSGO to fund the non-federal share amount. The method is as
follows:
(1) The OHCA or i1ts designee will notify the NSGO of the non-
federal share amount to be transferred by an IGT, via a
designated portal and NPR, for purposes of seeking federal
financial participation (FFP) for the UPL supplemental
payment, within twenty-five (25) business days after the end
of the quarter. This amount will take 1iInto account the
percentage of metrics achieved under the care criteria
requirement. The NSGO will have five (5) business days to
sign the participant agreement and make payment of the state
share 1n the form of an IGT either iIn person or via mail. In
addition, the NSGO will be responsible to also remit, upon
receipt of the NPR, the applicable PPMD IGT in full, pursuant
to (d)(7) above.
(2) If the total transfer and PPMD IGT are received within
five (5) Dbusiness days, the UPL payment will then be
disbursed to the NSGO by OHCA within ten (10) business days
in accordance with established payment cycles. An IGT that is
not received by the date specified by OHCA, or that i1s not
the total indicated on the NPR shall be subject to penalty
and suspension from the program.
(i) Penalties/Adjustments. Failure by an NSGO to remit the full
IGT indicated on the NPR by OHCA or its designee within the
defined timeframes below iIndicates the NSGO has voluntarily
elected to withdraw participation for that current quarter and
may reapply for participation iIn the program in subsequent
quarter(s).
(1) The total IGT must be received within five (5) business
days from receipt of the NPR uploaded by OHCA or its designee
in the program portal.
(A) Receipt of the total IGT within five (5) business days
is not subject to penalty.
(B) The date the NPR is uploaded to the portal is the
official date the clock starts to measure the five (5)
business days.
(2) Any IGT received after the fifth business day but with an
OHCA date stamp or mailing postal mark on or prior to five
(5) business days from the official date of the uploaded NPR
in the portal will not be subject to penalty; however,
payment will be disbursed during the next available OHCA




payment cycle.
(3) Any IGT with an OHCA date stamp or mailing postal mark
received with a date after five (5) business days of receipt
of the NPR, but not exceeding eight (8) business days of
receipt of the NPR will be deemed late and subject to a
penalty in accordance with (3)(B) below.
(A) Any NSGO that remits payment of the total I1GT under
the above circumstances will receive payment during the
next available OHCA payment cycle including an assessed
penalty as described below.
(B) A five percent (5%) penalty will be assessed for total
IGT payments received after five (5) business days but
within eight business days of receipt of the NPR of
assessed amount. The five percent (%) penalty will be
assessed on the total eligible supplemental payment for
the quarter in which the IGT is late and assessed to the
specific NSGO as applicable.
(C) The OHCA will notify the NSGO of the assessed penalty
via invoice. If the provider fails to pay the OHCA the
assessed penalty within the time frame noted on the
invoice to the NSGO, the assessed penalty will be deducted
from the nursing facility"s Medicaid payment. The penalty
must be paild regardless of any appeals action requested by
the NSGO. Should an appeals decision result 1iIn a
disallowance of a portion or the entire assessed penalty,
reimbursement to the NSGO will be made to future nursing
facility Medicaid payments.
(4) If a nursing facility fails to achieve at a minimum, two
(2) of the care criteria metrics for two (2) consecutive
quarters, the facility will be suspended for two (2)
subsequent quarters and will not be eligible to participate
in the program during suspended quarters. A facility that has
been suspended for a total of four (4) quarters within a two
(2) year period due to non-compliance with the Care Criteria
will be terminated from the program, and i1f the TfTacility
wishes to participate again, it will be required to reapply.
Reentry into the program is at the sole discretion of the
OHCA, taking 1into consideration input from the advisory
committee and/or stakeholders. If the facility is readmitted
to the program, terms of participation may include a
probationary period with defined requirements as i1t relates
to care.
(J) Appeals. Applicant and participant appeals may be filed in
accordance with grievance procedures found at OAC 317:2-1-2(b)
and 317:2-1-16.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER SERVICES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-27. FelemedicineTelehealth
(a) Definitions. The following words and terms, when used in
this Section, shall have the fTollowing meaning, unless the
context clearly indicates otherwise.

"Remote patient monitoring”™ means the use of digital
technologies to collect medical and other forms of health data
(e.g. vital signs, weight, blood pressure, blood sugar) from
individuals 1n one location and electronically transmit that
information securely to health care providers in a different
location for assessment and recommendations.

"Store and forward” means the acquisition (storing) of
clinical information (e.g. data, document, image, sound, video)
that 1s then electronically transmitted (forwarded to or
retrieved by) to another site for clinical evaluation.

"Telehealth™ means the mode of delivering healthcare services
via information and communication technologies to facilitate the
diagnosis, consultation, treatment, education, care management,
and self-management of patients, at a distance from health care
providers.

a)(b) Applicability and scope. The purpose of this Section 1is
to implement telemedicinetelehealth policy that iImproves access
to health care services, while complying with all applicable
FfederalFederal and stateState statuteslaws and regulations.
FelemedicineTelehealth services are not an expansion of
SoonerCare covered services but an option for the delivery of
certain covered services. However, if there are technological
difficulties 1i1n performing an objective thorough medical
assessment or problems iIn the member"s understanding of
telemedicinetelehealth, hands-on-assessment and/or iIn person
care must be provided for the member. Any service delivered
using telehealth technology must be appropriate for
telemedicinetelehealth delivery and be of the same quality and
otherwise on par with the same service delivered in person. A
telemedicinetelehealth encounter must comply with the Health
Information Portability and Accountability Act (HIPAA). For
purposes of SoonerCare reimbursement telemedicinetelehealth 1is
the use of iInteractive audio, video or other electronic media
for the purpose of diagnosis, consultation or treatment that
occur i1n real-time and when the member is actively participating
during the transmission. FelemedicineTelehealth does not include
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the use of audio only telephone, electronic mails or facsimile

transmission. Transfer of data from one site to another through

)(c) Conditions. The fTollowing conditions apply to all
services rendered via telemedicinetelehealth.

(1) Interactive audio and video telecommunications must be
used, permitting encrypted real-time communication between
the physician or practitioner and the SoonerCare member. The
telecommunication service must be secure and adequate to
protect the confidentiality and integrity of the
telemedicineteleheal th information transmitted. As a
condition of payment the member must actively participate in
the telemedicinetelehealth visit.

(2) The telemedicinetelehealth equipment and transmission
speed and image must be technically sufficient to support the
service billed. |If a peripheral diagnostic scope i1s required
to assess the member, i1t must provide adequate resolution or
audio quality for decision making. Staff involved in the
telemedicinetelehealth visit need to be trained iIn the use of
the telemedicinetelehealth equipment and competent 1iIn 1its
operation.

(3) The medical or behavioral health related service must be
provided at an appropriate site Tfor the delivery of
telemedicinetelehealth services. An appropriate telemedicine
telehealth site i1Is one that has the proper security measures
in place; the appropriate administrative, physical and
technical safeguards should be i1n place that ensureensures
the confidentiality, integrity; and security of electronic
protected health iInformation. The location of the room for
the encounter at both ends should ensure comfort, privacys
and confidentiality. Both visual and audio privacy are
important, placement and selection of the rooms should
consider this. Appropriate telemedicinetelehealth equipment
and networks must be wused considering Tfactors such as
appropriate screen size, resolutions; and security. Providers
and/or members may provide or receive telemedictnetelehealth
services outside of Oklahoma when medically necessary.

(4) The provider must be contracted with SoonerCare and
appropriately licensed for the service to be provided. If the
provider is outside of Oklahoma, the provider must comply
with all laws and regulations of the provider®s location,
including health care and telemedicineteleheal th
requirements.




the—member-s—medical record-
€6)(5) IT the member is a minor child, a parent/guardian must
present the minor child for telemedicinetelehealth services
unless otherwise exempted by State or Federal Ilaw. The
parent/guardian need not attend the #telemedicinetelehealth
session unless attendance i1s therapeutically appropriate.
H(6) The member retains the right to withdraw at any time.
(7)) All telemedicinetelehealth activities must comply with
the HIPAA Security Standards, OHCA policy, and all other
applicable stateState and FederalFederal laws and
regulations.
€(8) The member has access to all transmitted medical
information, with the exception of live interactive video as
there i1s often no stored data iIn such encounters.
0> (9) There will be no dissemination of any member iImages
or information to other entities without written consent from
the member.

€e)(d) Reimbursement.
(1) Health care services delivered by telehealth such as
Remote Patient Monitoring, Store and Forward, or any other
telehealth technology, must be compensable by OHCA in order
to be reimbursed.
€ (2) Services provided by telemedicinetelehealth must be
billed with the appropriate modifier.
2)(3) If the technical component of an X-ray, ultrasound or
electrocardiogram is performed during a telemedicine
telehealth transmission, the technical component can be
billed by the provider that provided that service. The
professional component of the procedure and the appropriate
visit code should be billed by the provider that rendered
that service.
3)(4) The cost of telemedicinetelehealth equipment and
transmission is not reimbursable by SoonerCare.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 3. HOSPITALS
317:30-5-47. Reimbursement for inpatient hospital services
Reimbursement will be made for inpatient hospital services in

the following manner:
(1) Covered inpatient services provided to eligible
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SoonerCare members admitted to in-state acute care and
critical access hospitals will be reimbursed the lesser of
the billed charges or the Diagnosis Related Group (DRG)
amount. In addition to the billed charges or DRG payment,
whichever is less, an outlier payment may be made to the
hospital for very high cost stays. Additional outlier payment
is applicable if either the amount billed by the hospital or
DRG payment, whichever applies, is less than a threshold
amount of the hospital cost. Each inpatient hospital claim is
tested to determine whether the claim qualified for a cost
outlier payment. Payment is equal to a percentage of the cost
after the threshold i1s met.
(2) The lesser of the billed charges or DRG amount and
outlier, if applicable, represent full reimbursement for all
non-physician services provided during the inpatient stay.
Payment includes but is not limited to:
(A) laboratory services;
(B) prosthetic devices, including pacemakers, lenses,
artificial joints, cochlear implants, implantable pumps;
(C) technical component on radiology services;
(D) transportation, iIncluding ambulance, to and from
another TfTacility to receive specialized diagnostic and
therapeutic services;
(E) pre-admission diagnostic testing performed within 72
hours of admission; and
(F) organ transplants.
(3) Hospitals may submit a claim for payment only upon the
final discharge of the patient or upon completion of a
transfer of the patient to another hospital.
(4) Covered inpatient services provided to eligible members
of the Oklahoma SoonerCare program, when treated iIn out-of-
state hospitals will be reimbursed In the same manner as iIn-
state hospitals.
(5) Cases which 1iIndicate transfer from one acute care
hospital to another will be monitored under a retrospective
utilization review policy to help ensure that payment is not
made for i1nappropriate transfers.
(6) The transferring hospital will be paid the lesser of the
calculated transfer fee or the DRG base payment amount for a
non-transfer.
(7) 1If the transferring or discharge hospital or unit is
exempt from the DRG, that hospital or unit will be reimbursed
according to the method of payment applicable to the
particular facility or units.
(8) Covered inpatient services provided in out-of-state
specialty hospitals may be reimbursed at a negotiated rate
not to exceed 100% of the cost to provide the service.
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Negotiation of rates will only be allowed when the OHCA
determines that the specialty hospital or specialty unit
provides a unique (nhon-experimental) service required by
SoonerCare members and the provider will not accept the DRG
payment rate. Prior authorization is required.

(9) New providers entering the SoonerCare program will be
assigned a peer group and will be reimbursed at the peer
group base rate for the DRG payment methodology or the
statewide median rate for per diem methods.

L _
CL0)—When ?e'T'eeS are—delivered “'? %ﬁ[emed;e'“e-fﬁ ”959'5?1

outside—the DRG—payment-

&H(10) All inpatient services are reimbursed per the
methodology described 1iIn this section and/or as approved
under the Oklahoma State Medicaid Plan.

PART 35. RURAL HEALTH CLINICS

317:30-5-361. Billing

(a) Encounters. Payment is made for one encounter per member
per day. Medical review will be required for additional visits
for children. Payment is also limited to four visits per member

per month for adults. Rural health clinics must bill the
combined fees of all 'core" services provided during an
encounter on the appropriate claim form. Claims must 1include

reasonable and customary charges.
(1) RHC. The appropriate revenue code is required. No HCPC
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 1i1s Tfirst seen 1is
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 Current Procedural

Terminology Manual (CPT).

(6) Dental. Dental services for children must be billed on

the appropriate dental claim form.

(7) Visual analysis. Optometric services for children are

billed using the appropriate revenue code and a HCPCS code.
(b) Services Dbilled separately from encounters. Other

5



ambulatory services and preventive services itemized separately
from encounters must be billed using the appropriate revenue,
HCPC and/or CPT codes. Claims must 1include reasonable and
customary charges.
(1) Laboratory. The rural health clinic must be CLIA
certified for specialized laboratory services performed.
Laboratory services must be itemized separately using the
appropriate CPT or HCPCS code.
(2) Radiology. Radiology must be 1identified 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 1in
the encounter rate.
(3) Immunizations. The administration fee for iImmunizations
provided on the same day as the EPSDT exam 1is billed
separately.
(4) Contraceptives. Contraceptives are billed independently
from the family planning encounter. A revenue code and the
appropriate CPT or HCPC codes are required. The following
are examples:
(A) DepoProvera 150 mg. (Medroxyprogesterone Acetate).
(B) Insertion and implantation of a subdermal
contraceptive device.
(C) Removal, implantable contraceptive devices.
(D) Removal, with reinsertion, implantable contraceptive
device.
(E) Insertion of intrauterine device (1UD).
(F) Removal of intrauterine device.
(G) ParaGard 1UD.
(H) Progestasert I1UD.
(5) GlassesEyeglasses. GlasseskEyeglasses prescribed by a
licensed optometrist are billed using the appropriate revenue
code and HCPCS code. Payment is limited to two
glasseseyeglasses per year. Any glasseseyeglasses beyond this
limit must be prior authorized and determined to be medically
necessary.

PART 75. FEDERALLY QUALIFIED HEALTH CENTERS
317:30-5-664_.10. Health Center reimbursement

(a) In accordance with Section 702 of the Medicare, Medicaid and
SCHIP Benefits Improvement and Protection Act (BIPA) of 2000,
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reimbursement is provided for core services and other health
services at a Health Center Tacility-specific Prospective
Payment System (PPS) rate per visit (encounter) determined
according to the methodology described in OAC 317:30-5-664.12.
(b) As claims/encounters are filed, reimbursement for SoonerCare
Choice members 1is made Tfor all medically necessary covered
primary care and other approved health services at the PPS rate.

(c) The originating site facility fTee for telemedicine services

€H(c) Primary and preventive behavioral health services
rendered by health care professionals authorized iIn the FQHC
approved state plan pages will be reimbursed at the PPS
encounter rate.

€e)(d) Vision services provided by Optometrists within the scope
of their Ulicensure for non-dual eligible members and allowed
under the Medicaid State Plan are reimbursed pursuant to the
SoonerCare fee-for-service fee schedule.



TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS
AND CHILDREN-ELIGIBILITY

SUBCHAPTER 9. ICF/11D, HCBW/1ID, AND INDIVIDUALS
AGE 65 OR OLDER IN MENTAL HEALTH HOSPITALS

PART 5. DETERMINATION OF MEDICAL ELIGIBILITY FOR
ICF/11D, HCBW/MR, AND INDIVIDUALS AGE 65 OR OLDER
IN MENTAL HEALTH HOSPITALS

317:35-9-48.1 Determining ICF/IID institutional level of care for
TEFRA children

In order to determine ICF/1ID level of care for TEFRA children:

(1) The child must be age 18 years or younger and expected to meet

the following criteria for at least 30 days.

(A) Applicants under age three must:
(1) have a diagnosis of a developmental disability; and
(i1) have been evaluated by the SoonerStart Early
Intervention Program or other appropriate healthcare
provider, and found to have severe dysfunctional
deficiencies with findings of at least two standard
deviations in at least two total domailn areas.
(B) Applicants age three years and older must:

(1) have a diagnosis of intellectual disability or a
developmental disability; and
(i1) have received a psychological evaluation by a licensed
psychologist or school psychologist certified by the
Oklahoma Department of Education (ODE) within the last 12
months. The evaluation must include intelligence testing
that yields a full-scale intelligence quotient, and a
full-scale functional or adaptive assessment that yields
a composite functional age. Eligibility for TEFRA ICF/11ID
level of institutional care requires an IQ of 70 or less,
or a Tfull-scale functional assessment indicating a
functional age composite that does not exceed 50%fifty
percent of the child"s chronological age. In no case shall
eligibility be granted for a functional age greater than
eight years.

(2) Psychological evaluations are required for children who are

approved for TEFRA under ICF/1ID level of care. Children under

evaluation, including both intelligence testing and

adaptive/functional assessment, by a licensed psychologist or

school psychologist certified by the ODE, at age three, age six,

and, 1f medically necessary, thereafter to ascertain continued

eligibility for TEFRA under the ICF/I1ID level of institutional
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care. The psychological evaluation must be completed and
submitted to the LOCEU no later than 90 days following the child"s
third and sixth birthday, and, i1f medically necessary,
thereafter.



TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 55. RESPITE CARE

317:30-5-518. Coverage limitations

(a) Payment 1s not made for daily respite care and specialized

foster care or agency companion services (ACS) for the same

member on the same date of service.

(b) Respite care:
(1) is not available to members in #heOklahoma Department of
Human Services (DHS) custody eof—the Oklahoma—Department—of
Human—Services—(OKBbHS)—andor i1n out-of-home placement funded
by the OKDHS Children and Family Services Division;DHS Child

Welfare Services; and

(2) for members not receiving ACS, is limited to 30 days or
720 hours annually per member, except as approved by the DHS
Developmental Disabilities Services—b#viston director and
authorized i1in the member®s Plan of Care; or

(3) for members receiving ACS, is limited #h—accordance—with
BAC—317:40-5-8-per Oklahoma Administrative Code 317:40-5-3.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 40. DEVELOPMENTAL DISABILITIES SERVICES

SUBCHAPTER 1. GENERAL PROVISIONS

317:40-1-1. Home and Community-Based Services (HCBS) Waivers for
persons with intellectual disabilities or certain persons with
related conditions
(a) Applicability. Fhe—rules#n—thisThis Section apphyapplies to
services fTunded through Medicaid HCBS Waivers per Oklahoma
Administrative Code (OAC) 317:35-9-5 and—per Section 1915(c) of
the Social Security Act. TFhe—spectFieSpecific Wailvers are the
In-Home Supports Waiver (IHSW) for Adults, the—ln-Home—Supports
Wakrver—HHSWY IHSW  for Children,—the Community Wailver, and—the
Homeward Bound Waiver.
(b) Program provisions. Each 1individual requesting services
provided through an HCBS Waiver and his or her family or
guardian, are responsible for:
(1) accessing, with—the—assistance—ofthe Oklahoma Department
of Human Services (DHS) staff; assistance, all Dbenefits
available under Oklahoma®s Medicaid State Plan or other
payment sources prior to accessing funding for those same
services under aan HCBS Wailver program;
(2) cooperating in the determination of medical and financial
eligibilitys including prompt reporting of changes in income
Oor resources;
(3) choosing between services provided through an HCBS Waiver
andor institutional care; and
(4) reporting—teo—BHS—within—30—calendar—days—of moving any
changes 1in address or other contact information- to DHS
within 30-calendar days.
(c) Waiver eligibility. To be eligible for Waiver services, an
applicant must meet the criteria established In paragraph(l) of
this Subsection and the criteria for one of the Waivers
established i1n Q)A)-sB)s—0F—H(2) through (8) of this
Subsection.
(1) HCBS Waiver services. Services provided through an HCBS
Waiver are available to Oklahoma residents meeting SoonerCare
eligibility requirements established by Qlaw, regulatory
authority, and policy within funding available through State
or Federal resources. To be eligible—Fer and receive services
funded through any of the Waivers listed in (a) of this
Section, a—personan applicant must meet conditions per OAC

317 35 9-5. The appllcant The mndividual must be determined







(A) must be determined financially eligible for SoonerCare
per OAC 317:35-9-68;

(B) may not simultaneously be enrolled in any other
Medicaid Waiver program or receiving services 1In an
institution including a hospital, rehabilitation facility,
mental health facility, nursing facility, or residential
care home per Section 1-820 of Title 63 of the Oklahoma
Statutes (0.S. 63-1-820), or Intermediate Care Tacility
for individuals with intellectual disabilities (ICF/11D);
(C) may not be receiving Developmental Disabilities
Services (DDS) state-funded services, such as the Family
Support Assistance Payment, Respite Voucher Program,
sheltered workshop services, community integrated
employment services, or assisted living without Waiver
supports OAC 340:100-5-22.2; and

(D) must also meet other Waiver-specific eligibility
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criteria.
(2) In-Home Supports Waivers (IHSW). To be eligible for
services funded through the IHSW, an applicant must:
(A) meet all criteria listed in (c¢) of this Section; and
(B) be determined by the Social Security Administration
(SSA) to have a disability and a diagnosis of intellectual
disability; or
(C) be determined to have a disability and a diagnosis of
intellectual disability as defined in the Diagnostic and
Statistical Manual of Mental Disorders by the Oklahoma
Health Care Authority (OHCA) Level of Care Evaluation Unit
(LOCEU);
(D) be 3 years of age or older;
(E) be determined by the OHCA LOCEU to meet the ICF/I1ID
Institutional Level of Care requirements per 0OAC 317:30-5-
122;
(F) reside in:
(1) the home of a family member or friend;
(i1) his or her own home;
(i11) a DHS Child Welfare Services (CWS) foster home;
or
(iv) a CWS group home; and
(vii1) have critical support needs that can be met
through a combination of non-paid, non-Waiver, and
SoonerCare resources available to the individual and
HCBS Waiver resources within the annual per capita
Waiver limit agreed on between the State of Oklahoma
and the Centers for Medicare and Medicaid Services
(CMS).
(3) Community Waiver. To be eligible for services fTunded
through the Community Waiver, the applicant must:
(A) meet all criteria listed in (c) of this Section;
(B) be determined by the SSA to have a disability and a
diagnosis of intellectual disability; or
(C) have an 1intellectual disability as defined iIn the
Diagnostic and Statistical Manual of Mental Disorders or a
related condition by DDS and be covered under the State"s
alternative disposition plan adopted under Section
1919(e)(7)(E) of the Social Security Act; or
(D) be determined to have a disability and a diagnosis of
intellectual disability as defined in the Diagnostic and
Statistical Manual of Mental Disorders or the OHCA LOCEU;
and
(E) be 3 years of age or older; and
(F) be determined by the OHCA LOCEU, to meet ICF/IID
Institutional Level of Care requirements per 0OAC 317:30-5-
122; and
(G) have critical support needs that can be met by the
Community Waiver and cannot be met by IHSW services or
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other service alternatives, as determined by the DDS
director or designee.
(4) Homeward Bound Waiver. To be eligible for services funded
through the Homeward Bound Waiver, the applicant must:
(A) be certified by the United States District Court for
the Northern District of Oklahoma as a member of the
plaintiff class iIn Homeward Bound et al. v. The Hissom
Memorial Center, Case No. 85-C-437-E;
(B) meet all criteria for HCBS Waiver services listed 1in
(c) of this Section; and
(C) be determined by SSA to have a disability and a
diagnosis of intellectual disability; or
(D) have an intellectual disability as defined iIn the
Diagnostic and Statistical Manual of Mental Disorders or a
related condition per OAC 317:35-9-45 as determined by
DDS, and to be covered under the State"s alternative
disposition plan adopted under Section 1919(e)(7)(E) of
the Social Security Act; or
(E) have a disability as defined in the Diagnostic and
Statistical Manual of Mental Disorders by the OHCA/LOCEU;
and
(F) meet ICF/1ID Institutional Level of Care requirements
per OAC 317:30-5-122 as determined by the OHCA LOCEU.
)(5) Evaluations and information. Fhe—personApplicants
desiring services through any of the Waivers listed in (a) of
this Section participates 1n diagnostic evaluations and
provides information necessary to determine HCBS Waiver
services eligibility, including:
(A) a psychological evaluation, by a licensed psychologist
that includes:
(1) a full-scale, functional and/or adaptive
assessment; and
(i1) a statement of age of onset of the disability; and
(i11) intelligence testing that yields a fTull-scale,
intelligence quotient.
(1) Intelligence testing results obtained at 16
years of age e¥rand older are considered valid of the
current status, provided they are compatible with
current behavior. Intelligence testing results
obtained between 7 to 16 years of age are considered
current for four years when the fulHl—sealefull-scale
intelligence quotient is less than 40, and for two
years when the intelligence quotient is 40 or above.
(1) DDS may require a current psychological
evaluation when a significant change of condition,
disability, or psychological status is noted;
(B) a social service summary, current within 12 months of
the requested approval dates that includes a developmental
history; and

5



(C) a medical evaluation, current within 90-calendar days
of the requested approval date; and
(D) a completed Form LTC-300, ICF/1ID Level of Care

Assessment—ferm—(LTFC-300); and

(E) proof of disability acecording—toper SSA guidelines.
When a disability determination 1iIs not made by SSA,

OHCAALOCEUOHCA LOCEU may make a disability determination
using the-same—guidelines—as-SSA-SSA guidelines.
3>(6) Eligibility determination. OHCA reviews the diagnostic
reports listed iIn (2) of this subsection and makes aan
eligibility determination—of—eklgibility for DDS HCBS
Waivers.
4 (7) State"s alternative disposition plan. For individuals
who are determined to have an intellectual disability or a
related condition by DDS per the State"s alternative
disposition plan adopted under Section 1919(e)(7)(E) of the
Social Security Act, DDS reviews the diagnostic reports
listed In (2) of this subsection and, on behalf of OHCA,
makes a determination of eligibility for DDS HCBS Waiver
services and ICF/I1ID level of care.
>)(8) Member®s choice. A determination of need for ICF/IID
Institutional Level of Care does not limit the opportunities
of the person receiving services to participate iIn community
services. Individuals are assured of the opportunity to
exercise informed choice in the selection of services.
(d) Request list. When state DDS resources are unavailable—for
new—persons—to—be—addedto add individuals to services fTunded
through an HCBS Wailver, persons are placed on a statewide
Request for Waiver Services List.
(1) The Request for Waiver Services List is maintained 1in
chronological order, based on the date of receipt of a
written request for services on Form O06MPOOlE, Request for
Developmental Disabilities Services. The applicant must
submit the required documentation per Form O6MPOO1E, Request
for Developmental Disabilities Services for initial
consideration of potential eligibility. Active United States
Armed Forces personnel, who have a pending HCBS Wailver
application in another state for an immediate family member,
may be placed on the list—in—acecordance with the date they
applied 1In the other state. The person®s name iIs added to the
list when they—providehe or she provides proof of application
date from the other state.
(2) The Request for Waiver Services List for persons
requesting services provided through an HCBS Waiver is
administered by DDS uniformly throughout the state.
(3) An individual applicant i1s removed from the Request for
Waiver Services List when the—#ndividual:-he or she:
(A) 1s found to be ineligible for services;
(B) cannot be located by DHS;
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(CO)—Fatls—to—respond—or does not provide reguestedDHS-

requested information te-bHS;or fails to respond;
(D) is not aan Oklahoma resident of—thestateofF Oklahoma
at the—time—oFf requested Waiver approval date; or
(E) declines an offer of Waiver services.
(4) An i#ndividualapplicant removed from the Request for

Waiver Services List, due—to—the #nhability—to locate—the

individual by DHS. may later submit —toDbSbecause he or she

could not be located, may submit a written request to be

rFeturned—to—the Request—For Wakver—Services—List-reinstated

to the list. The i#ndividualapplicant is returned atto the

same chronological place on the Request for Waiver Services

List that the individual had prior to removal, provided the

+hcividualhe or she was on the list prior to January 1, 2015.
(e) Applications. When resources are sufficient for iInitiation
of HCBS Wailver services, DDS ensures action regarding a request
for services occurs within 45-calendar days. When action is not
taken within the required 45-calendar days, the applicant may
seek resolution per OAC 340:-2-5-340:2-5-61.

(1) Applicants are allowed 60-calendar days to provide

information requested by DDS to determine eligibility for

services.

(2) When requested information i1s not provided within 60-

calendar days, the applicant is notified that the request was

denied, and #he—#ndividualhe or she 1s removed from the

Request for Wailver Services List.
() Admission protocol. Initiation of services funded through an
HCBS Waiver occurs in chronological order from the Request for
Waiver Services List per (d) of this Section based on the date
of DDS receipt of a completed request for services, as a result
of the iInformed choice of the person requesting services or the
individual acting on the member®s behalf, and upon determination
of eligibility, per (c) of this Section. Exceptions to the
chronological requirement may be made, when:

(1) an emergency situation exists iIn which the health or

safety of the person needing servicess; or of otherss is

endangereds and there 1s no other resolution to the

emergency. An emergency exists, when:

(A) the person is unable to care for himself or herself
and:
(i) the person®s caretaker, per 43A 0.S. 8§ 10-103:

(1) 1s hospitalized;

(11) moved into a nursing facility;
(111) i1s permanently incapacitated; or
(1V) died; and
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(i1) there 1s no caretaker to provide needed care to
the individual; or
(iti1) an eligible person 1is Hliving at a homeless
shelter or on the street;
(B) DHS finds the person needs protective services due to
expertencing ongoing physical, sexual, or emotional abuse
or neglect in his or her present living situation,
resulting in serious Jeopardy to the person®s health or
safety;
(C) the behavior or condition of the person needing
services iIs such that others in the home are at risk of
being seriously harmed by the person. For example, the
person is routinely physically assaultive to the caretaker
or others living in the home and sufficient supervision
cannot be provided to ensure the safety of those iIn the
home or community; or
(D) the person®s medical, psychiatric, or behavioral
challenges are such that the person i1s seriously iInjuring
or harming himself or herself, or is in imminent danger of
doing so;
(2) the Legislature appropriated special funds with which to
serve a specific group or a specific class of individuals
under—the—provistons—ofanper HCBS Wailvers provisions;
(3) Waiver services aremay be required Tfor people who
transition to the community from a public ICF/I11D or—who—are
children iIn the—State*sDHS custody receiving services from
DHS. Under some circumstances Waiver services related to
accessibility may be authorized in advance of transition, but
may not be billed until the day the member leaves the ICF/IID
and enters the Wailver;
(4) individuals subject to the provisions of Public Law 100-
203 residing In nursing facilities for at least 30-continuous
months prior to January 1, 1989, and are determined by
Preadmission Screening and Resident Review (PASRR) evaluation
conducted per Title 42 Section 483.100 of the Federal Code of
Regulations to have an intellectual disability or a related
condition, who are covered under the State"s alternative
disposition plan adopted under Section 1919(e)(7)(E) of the
Social Security Act, and choose to receive services fTunded
through the Community or Homeward Bound Waiver.
(g) Movement between DDS HCBS Walver programs. A person®s
movement from services funded through one DDS-administered HCBS
Waivers to services funded through another DDS-administered HCBS
Waiver i1s explained in this subsection.
(1) When a member receiving services funded through the IHSW
for children becomes 18 years of age, services through the
IHSW for adults beecemebecomes effective.
(2) Change to services funded through the Community Waiver
from services funded through the IHSW occurs only when:
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(A) a member has critical health and safety support needs
that cannot be met by IHSW services, non-Waiver services,
or other resources as determined by the DDS director or
designee; and
(B) funding is available per OAC 317:35-9-5.
(3) Change to services funded through the IHSW from services
funded through the Community Waiver may only occur when a
member®s history of annual service utilization was within the
IHSW per capita allowance.
(4) When a member served through the Community Waiver has
support needs that can be met within the per capita Waiver
allowance of the applicable IHSW and through a combination of
non-Waiver resources, the individual may choose to receive
services through the IHSW.
(h) Continued eligibility for HCBS Waiver services. Eligibility
for members receiving services provided through the HCBS Waiver
is re-determined by the  OHCAALOCEUOHCA LOCEU  when a
determination of disability was not made by the Social Security
Administration. The OHCAALOCEUOHCA LOCEU determines categorical
relationship to the SoonerCare disabled category according to
Social Security Administration guidelines. OHCAZLOCEUOHCA LOCEU
also approves the level of care per OAC 317:30-5-122 and
confirms a diagnosis of 1intellectual disability per the
Diagnostic and Statistical Manual of Mental Disorders. DbS—may

i i i i i i i i i i E]
ﬁ!'gr?:!'tf at anylt=me_wh?n & S|gnjlleanELehange of —condition
(1) DDS may require a new psychological evaluation and re-
determination of eligibility at any time when a significant
change of condition, disability, or psychological status is
noted.
(2) Annual review of eligibility requires a medical
evaluation that is current within one year of the requested
approval date. The medical evaluation must be submitted by
the member or the individual acting on his or her behalf 30-
calendar days prior to the Plan of Care expiration.
(i) HCBS Waiver services case closure. Services provided through
an HCBS Wailver are terminated, when:
(1) a member or the individual aetienacting on the member~s
behalf chooses to no longer receive Walver services;
(2) a member is incarcerated;
(3) a member 1is TFfinancially ineligible to receive Waiver
services;
(4) a member is determined by the—Social—Security
AdministrationSSA to no longer have a disability qualifying
the individual for services under these Waivers;
(5) a member is determined by the OHCA/ZLOCEUOHCA LOCEU to no
longer be eligible;




(6) a member moves out of state; or the custodial parent or
guardian of a member who is a minor moves out of state;
(7) a member 1is admitted to a nursing Tfacility, ICF/I1ID,
residential care facility, hospital, rehabilitation facility,
or mental health facility for more than 30—censecutive30-
consecutive calendar days;
(8) the guardian of a member who is a minor or adjudicated
adult fails to cooperate during the annual review process per
OAC 340:100-5-50 through 340:100-5-58;
(9) the guardian of a member who is a minor or adjudicated
adult fails to cooperate in the implementation of DHS policy
or service delivery in a manner that places the health or
welfare of the member at risk, after efforts to remedy the
situation through Adult Protective Services or Child
Protective Services were not effective;
(10) the member 1is determined to no Hlonger be SoonerCare
eligible;
(11) there 1s sufficient evidence the member or the
individual acting on the member®s behalf engaged in fraud or
misrepresentation, fTailed to use resources as agreed on 1iIn
the Individual Plan, or knowingly misused public funds
associated with these services;
(12) the member or the iIndividual acting on the member®s
behalf either cannot be located, did not respond—te, or did
not allow case management to complete plan development or
monitoring activities as required by—pelieyper 0AC 340:100-3-
27 and the member or the individual acting on the member®s
behal f:
(A) does not respond to the notice of intent to terminate;
or
(B) the response prohibits the case manager from being
able to complete plan development or monitoring activities
as required by—poliey;sper 0OAC 340:100-3-27;
(13) the member or the iIndividual acting on the member®s
behalf fails to cooperate with the case manager to implement
a Fair Hearing decision;
(14) i1t 1i1s determined services provided through an HCBS
Waiver are no longer necessary to meet the member"s needs and
professional documentation provides assurance the member-~s
health, safety, and welfare can be maintained without Waiver
supports;
(15) the member or the individual acting on the member~s
behalf fails to cooperate with service delivery;
(16) a family member, the individual acting on the member~s
behalf, other 1iIndividual 1i1n the member®s household, or
persons who routinely visit, pose a threat of harm or iInjury
to provider staff or official DHS representatives; or
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(17) a member no longer receives a minimum of one Waiver
service per month and DDS is unable to monitor the member on
a monthly basis.
(J) Reinstatement of services. Wailver services are reinstated
when:
(1) the situation resulting in case closure of a Hissom class
member 1s resolved;
(2) a member is incarcerated for 90-calendar days or less;
(3) a member 1i1s admitted to a nursing TfTacility, ICF/I1ID,
residential care facility, hospital, rehabilitation facility,
or mental health facility for 90-calendar days or less; or
(4) a member®s SoonerCare eligibility 1is re-established
within 90-calendar days of the SoonerCare ineligibility date.

SUBCHAPTER 5. MEMBER SERVICES
PART 9. SERVICE PROVISIONS

317:40-5-103. Transportation
(a) Applicability. The rules 1in this Section apply to
transportation services provided through the Oklahoma Department
of Human Services BHS;(DHS), Developmental Disabilities Services
BBS(DDS); Home and Community Based Services (HCBS) Waivers.
(b) General Information. Transportation services 1include
adapted, non-adapted, and public transportation.
(1) Transportation services are provided to promote inclusion
in the community, access to programs and services, and
participation in activities to enhance community living
skills. Members are encouraged to utilize natural supports or
community agencies that can provide transportation without
charge before accessing transportation services.
(2) Services include, but are not limited to, transportation
to and from medical appointments, work or employment

services, recreational activities, and other community
activities within the number of miles authorized iIn the Plan
of Care.

(A) Adapted or non-adapted transportation may be provided
for each eligible person.
(B) Public transportation may be provided up to a maximum
of $5,000 per Plan of Care year. The DDS director or
designee may approve requests fTor public transportation
services totaling more than $5,000 per year when public
transportation i1s the most cost-effective option. For the
purposes of this Section, public transportation is defined
as:
(1) services, such as an ambulance when medically
necessary, a bus, or a taxi; or
(i1) a transportation program operated by the member®s
employment services or day services provider.
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(3) Transportation services must be included in the member-®s
Individual Plan (Plan) and arrangements for this service must
be made through the member®s case manager.
(4) Authorization of Transportation Services is based on:
(A) Personal Support Team (Team) consideration, per
B6ACOklahoma Administrative Code (OAC) 340:100-5-52, of the
unique needs of the person and the most cost effective
type of transportation services that meets the member-®s
need, per (d) of this Section; and
(B) the scope of transportation services as explained 1in
this Section.
(c) Standards for transportation providers. All drivers employed
by contracted transportation providers must have a valid and
current Oklahoma driver license, and the vehicle(s) must meet
applicable local and state requirements for vehicle licensure,
inspection, iInsurance, and capacity.
(1) The provider must ensure that any vehicle used to
transport members:
(A) meets the member®s needs;
(B) 1s maintained in a safe condition;
(C) has a current vehicle tag; and
(D) 1is operated 1iIn accordance with Jlocal, state, and
federal law, regulation, and ordinance.
(2) The provider maintains liability insurance In an amount
sufficient to pay for injuries or loss to persons or property
occasioned by negligence or malfeasance by the agency, 1its
agents, or employees.
(3) The provider ensures all members wear safety belts during
transport.
(4) Regular vehicle maintenance and repairs—of—vehicles are
the responsibility of the transportation provider. Providers
of adapted transportation services are also responsible for
maintenance and repairs of modifications made to vehicles.
Providers of non-adapted transportation with a vehicle
modification funded through HCBS assistive technology
services may have repairs authorized per OAC 317:40-5-100.
(5) Providers must maintain documentation, fTully disclosing
the extent of services furnished that specifies the:
(A) service date;
(B) location and odometer mileage reading at the starting
point and destination; or trip mileage calculation from
Global Positioning System(GPS) software;
(C) name of the member transported; and
(D) purpose of the trip.
(6) A family member, including a family member living iIn the
same households; of an adult member may establish a contract
to provide transportation services to:
(A) work or employment services;
(B) medical appointments; and
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(C) other activities identified In the Plan as necessary
to meet the needs of the member, per OAC 340:100-3-33.1.
(7) Individual transportation providers must provide—to—the
BbbS—area—ofFice verification of vehicle licensure, iInsurance
and capacity to the DDS area office before a contract may be
establisheds; and updated verification of each upon
expiration. Failure to provide updated verification of a
current and valid Oklahoma driver Ilicense and/or vehicle
licensure may result in cancellation of the contract.
(d) Services not covered. Services that cannot be claimed as
transportation services include:
(1) services not approved by the Team;
(2) services not authorized by the Plan of Care;
(3) trips that have no specified purpose or destination;
(4) trips for family, provider, or staff convenience;
(5) transportation provided by the member;
(6) transportation provided by the member®s spouse;
(7) transportation provided by the biological, step or
adoptive parents of the member or legal guardian, when the
member i1s a minor;
(8) trips when the member is not in the vehicle;
(9) transportation claimed for more than one member per
vehicle at the same time or for the same miles, except public
transportation;
(10) transportation outside Oklahoma unless:
(A) the transportation is provided to access the nearest
available medical or therapeutic service; or
(B) advance written approval 1is given by the DDS area
manager or designee;
(11) services that are mandated to be provided by the public
schools pursuant to the Individuals with Disabilities
Education Act;
(12) transportation that occurs during the performance of the
member®s paid employment, even +#Ffwhen the employer 1is a
contract provider; or
(13) transportation when a closer appropriate location was
not selected.
(e) Assessment and Team process. At least annually, the Team
addresses the member®s transportation needs. The Team
determines the most appropriate means of transportation based on
the:
(1) present needs of the member. When addressing the
possible need for adapted transportation, the Team only

considers the needs—of the member—onlby-member"s needs. The

needs of other iIndividuals living In the same household are
considered separately;

(2) member®s ability to access public transportation
services; and
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(3)—the availability of other transportation resources
including natural supports, and community agencies.
™ Adapted Fransportation-transportation. Adapted
transportation may be transportation provided in modified
vehicles with wheelchair or stretcher—safestretcher-safe travel
systems or lifts that meet the member®s medical needs—ef—the
member that cannot be met with the use of a standard passenger
vehicle, including a van when the modification to the vehicle
was not funded through HCBS assistive technology service and 1is
owned or leased by the DDS HCBS provider agency.
(1) Adapted transportation is not authorized when a provider
agency leases an adapted vehicle from a member or a member-®s
family.
(2) Exceptions to receive adapted transportation services for
modified vehicles other than those with wheelchair/stretcher
safe travel systems and lifts may be authorized by the DDS
programs manager for transportation services when
documentation supports the need, and there 1is evidence the
modification costs exceeded $10,000. All other applicable
requirements of OAC 317:40-5-103 must be met.
(3) Adapted transportation services do not include vehicles
with modifications including, but not limited to:
(A) restraint systems;
(B) plexi-glass windows;
(C) barriers between the driver and the passengers;
(D) turney seats; and
(E) seat belt extenders.
(4) The Team determines 1if the member needs adapted
transportation according to:
(A) the member®s need for physical support when sitting;
(B) the member®*s need for physical assistance during
transfers from one surface to another;
(C) the portability of the member®s wheelchair;
(D) associated health problems the member may have; and
(E) less costly alternatives to meet the need.
(5) The transportation provider and the equipment vendor
ensure that—regquirements—oFf the Americans with Disabilities
Act requirements are met.
(6) The transportation provider ensures all staff assisting
with transportation has—beenis trained according to the
requirements specified by the Team and the equipment
manufacturer.
(g) Authorization of transportation services. The Hlimitations
given—in this subsection include the total of all transportation
units on the Plan of Care, not only the units authorized for the
identified residential setting.
(1) Up to 12,000 units of transportation services may be
authorized In a member®s Plan of Care per OAC 340:100-3-33
and OAC 340:100-3-33.1.
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(2) When there is a combination of non-adapted transportation
and public transportation on a Plan of Care, the total cost
for transportation cannot exceed the cost for non-adapted
transportation services at the current non-adapted
transportation reimbursement rate multiplied by 12,000 miles
for the Plan of Care year.
(3) The DDS area manager or designee may approve:
(A) up to 14,400 miles per Plan of Care year for people
who have extensive needs for transportation services; and
(B) a combination of non-adapted transportation and public
transportation on a Plan of Care, when the total cost for
transportation does not exceed the cost for non-adapted
transportation services at the current, non-adapted
transportation reimbursement rate multiplied by 14,400
miles for the Plan of Care year.
(4) The DDS division director or designee may approve:
(A) transportation services In excess of 14,400 miles per
Plan of Care year in extenuating situations when person-
centered planning identified specific needs that require
additional transportation for a limited period; or
(B) any combination of public transportation services with
adapted or non-adapteds—e¥ transportation; or
(C) public transportation services in excess of $5,000,
when it is the most cost effective service option for
necessary transportation.

317:40-5-112. Dental services
(a) Applicability. OAC317:-40-5-112Coverage applies to members:
(1) receiving dental services through the Homeward Bound
Waiver; and
(2) 21 years of age erand older receiving dental services
through the Community Waiver or In-Home Supports Waiver for
adults.
(b) Description of services. Dental services include services
per OAC 317:30-5-482. Preventative, restorative, replacement,
and repalr services to achieve or restore functionality are
provided after appropriate review, +#Fwhen required per OAC
317:40-5-112(e).
(c) Standard of care. Comprehensive diagnostic and treatment
services are authorized for each member eligible to receive such
services from qualified personnels including licensed dentists
and dental hygienists #r—accordance—with—theper applicable Home
and Community-Based Services (HCBS) Waiver limits. Part 79 of
OAC 317:30-5 and dental guidelines published by the Oklahoma
Health Care Authority (OHCA) must be followed.
(d) Providers. Providers of dental services must have a non-
restrictive license to practice dentistry in Oklahoma or the
state where treatment iIs rendered.
(e) Treatment plan. A proposed dental treatment plan must be
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submitted to the member and Personal Support Team (Team) for
review.
(1) AIll arrangements for services must be made with the
Developmental Disabilities Services brviston—(bbSb)(DDS) case
manager and be specified in the member®s Individual Plan

(pP).

Wailver—exceeding—$1;000-00-

3)(2) Requests for pre-authorization must propose services
that are the most cost effective to restore dental health #n
accordance—withper OHCA published dental guidelines—published

by the OHCA.
() Frequency of examination. The dentist and Team determine
frequency of examinationexaminations on an individual basis.
(g) Documentation of dental services. The dental provider

summarizes dental services—provided on the Oklahoma Department
of Human Services OkKBHS)(DHS) Form O06HMOO5E, Referral Form for
Examination or Treatment, or comparable form for members who
receive residential services.

(h) Prevention. The member®s IP must address the prevention of
dental disease and promotion of dental health. Independence in
oral hygiene care is promoted. +fWhen the member is unable to
maintain adequate oral hygiene as determined by the dentist and
Team, direct assistance and responsibility must be assigned to
appropriate Team members in the IP.

SUBCHAPTER 7. EMPLOYMENT SERVICES THROUGH HOME AND COMMUNITY-
BASED SERVICES WAIVERS

317:40-7-2. Definitions

The following words and terms, when used in this Subchapter
shall have the following meaning, unless the context clearly
#ndieateindicates otherwise.

"Commensurate Wage“wage' means wages paid to a worker with a
disability based on the worker®s productivity in proportion to
the wages and productivity of workers without a disability
performing essentially the same work iIn the same geographic
area. Commensurate wages must be based on the prevailing wage
paid to experienced workers without disabilities doing the same
job.

"Competitive integrated employment” means work iIn the
competitive labor market performed on a full-time or part-time
basis 1In integrated community settings. The individual 1is
compensated at or above minimum wage, but not less than the
customary wage and level of benefits paid by the employer for
the same or similar work performed by individuals without
disabilities. Competitive employment is an individual placement.
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"Employment Assessment-assessment’”™ means the evaluation that
identifies the unique preferences, strengths, and needs of #he
service—recipientmembers in relation to work. The assessment
determines work skills and work behaviors, is supplemented by
personal interviews and behavioral observations, and
incorporates information that addresses the service
reciptent-smember®s desired medical, physical, psychological,
social, cultural, and educational outcomes, as well as present
and future employment options. The assessments;—whieh 1s updated
annually or more frequently as needed, and includes support
needs, environmental preferences, and possible accommodations.

"Enhanced Rate“rate' means a differential rate established to
provide an incentive to provider agencies to provide community
employment services to service—recipientsmembers with
significant needs.

"Group Placement“placement’” means two—to—elght—service
recipientstwo-to-eight workers with disabilities abilities
situated close together, who are provided continuous, long-term
training and support 1iIn an integrated job site. Service
reciptentsMembers may be employed by the company or by the
provider agency. The terms "work crew" and "enclave" also
describe a group placement.

"Individual placement in community-based services™ means the
service—recipientmember iIs provided supports that enable him or
her to participate iIn approved community-based activitiess—as
deseribed—n—0OAC—317:40-7-5;per Oklahoma Administrative Code
317:40-7-5, individually and not as part of a group placement

"Individual placement i1n job coaching services"™ means one
service—reciptentmember receiving job eeachcoaching services,
who:

(A) works i1In an integrated job setting;

(B) receives minimum wage or more;

(C) does not receive services from a job coach who 1is
simultaneously responsible for continuous job coaching for
a group;

(D) 1i1s employed by a community employer or the provider
agency; and

(E) has a job description that is specific to his or her
work.

"Integrated Employment—Skte“employment site’” means an
activity or job that provides regular interaction with people
without disabilities, excluding service providers, to the same
extent that a worker without disabilities 1In a comparable
position interacts with others.

"Job Geaeh*coach™ means an individual who holds a bBBSb-
approvedDDS-approved training job coach certification and
provides ongoing support services to eligible persons in
supported employment placements. Services directly support the

service—recipient smember®s work activity including marketing
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and job development, job and work site assessment, training and
worker assessment, job matching procedures, development of co-
worker natural and paid supports and teaching job skills.

"Job Samphng-sampling” means a paid situational assessment

whereby a service—reciptentmember performs a jJob at a
prospective employer®s integrated job sites; 1In order to

determine the service—recipient-smember”s interests and
abilities. Situational assessments adhere to the Department of
Labor (DOL) regulations regarding wages. The Personal Support
Team determines the appropriate type and number of situational

assessments for each service—recipient-member.

“On-Stte—Supports”'On-site supports”™ means a situation 1in
which the job coach is physically at the job site providing job
training to a seFv+ee—Fee+p+ent—member

"Situational assessment™ means a comprehensive community-
based evaluation of the service—recipient-smember”"s functioning
in relation to the supported jobs including the job site, #he
community through which the service—reciptentmember must travel
to and from the job, and the—peoplethose at the job site, such
as the job coach, co-workers, and superviser-supervisors.

“Sub-Contract—With—hdustry"'Sub-contract with  industry"
means the provider agency enters into a sub-contract with an
industry or business to pay industry employees to provide

supports to service—recipients-members. +HfWhen the industry
agrees, the provider agency may contract directly with an

Industry employee(s)—ef—the—thdustry—directly to provide the
services. The state continues to pay the provider agency and the
agency provides all pertinent information—that—#s required for
persons served by the agency. The Team determines what, if any,
training is required for the employees of the industry providing
services.

"Supported Employmentemployment’”™ means competitive work 1in
an integrated work setting with ongoing support services for
service—recipientsmembers fTor whom competitive employment has
not traditionally occurred or has—beenwas iInterrupted or
intermittent as a result of the member"s disabilities.

"Unpaid Fraining-training'” means unpaid experience in
integrated employment sites {#a—acecordaneeper with DOL
regulations. Service—recipientsMembers do a variety of taskss
whichthat do not equal the fTull job description of a regular
worker .

"Volunteer Jeb“job" means an unpaid activity 1in which a

service—recipientmember freely participates.
317:40-7-6. GCenter—-Based-ServicesCenter-based services

() Gente#—Based%ewreesCenter—based services are pmrded—m




as—Center—-Based—Services-any employment service provided where a
majority of the people at the site are persons with a
disability. These settings facilitate opportunities to seek
employment i1n competitive settings and support access to the
greater community.
(b) Center-Based—ServicesCenter-based services are pre-planneds
documented activities that relate to the member®s 1i1dentified
employment outcomes.
(c) Examples of Center-Based—ServicesCenter-based services are
active participation in:
(1) pard contract work which occurs n a workshop or other
center-based—setting-learning and work experiences where the

individual can develop general, non-job-task specific
strengths and skills that contribute to employability in paid
employment in integrated community settings;

(2) Team—preseribedteam-prescribed therapy programs, such as
speech, physical therapy, or switch activation which—are
implemented by employment provider staff in the workshop or
other center-based setting-; and

) —uhpatd IEI abRing—oF patd ”s'ﬁk expet llenee l”l_':E“ _ocedrs—h—a

€4)(3) computer classes, GEBGeneral Education Development

preparation, job club, interviewing skills, or other classes

whose participants all have disabilities, even +#Fwhen the

location 1s In the community.
(d) Paid contract work is usually subcontracted, and the persons
receiving services earn commensurate wage according to
Department of Labor regulations.
member-s—pay—cannot—exceed-50%—oF minimum—wage-
P (e) Participation iIn Center-Based Services is limited to 15
hours per week for persons receiving services through the
Homeward Bound Waiver, unless approved through the exception
process explained in SAC(OAC) 317:40-7-21.
() AgeneyThe provider agency must meet physical plant
expectations of SAC(OAC) 340:100-17-13.
) (g) During periods in which no paid work is available for
members, despite the provider®s documented good faith efforts of
the —provider to secure——such work, the employment
provideremployment-provider agency ensures—that each member
participates iIn training activities that are age appropriate,
work related, and consistent with the 4#P-Individual Plan. Such
activities may include, but are not limited to:

(1) resume development and application writing;

(2) work attire selection;

(3) job interview training and practice;

(4) job safety and evacuation training;

(5) personal or social skills training; and
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(6) stamina and wellness classes.

317:40-7-12. Enhanced rates
An Enhanced—Rateenhanced rate is available for both

Communi-ty—-BasedGroup—Servicescommunity-based group services and
Group—Job—Ceoaching—Servicesgroup Jjob-coaching services when

necessary to meet a member"s intensive personal needs 1In the
employment setting(s). The need for the enhanced rate 1is
identified through the Personal Support Team process and 1is
supported by documentation in the Individual Plan (Plan) with
consideration of risk assessment per OACOklahoma Administrative
Code(OAC) 340:100-5-56 and assessment of medical, nutritional,
and mobility needs, and:sand the:
(1) Team assessment of the member"s needs per OAC 340:100-5-
51, OAC 340:100-5-56, OAC 340:100-5-57, and OAC 340:100-5-26;
of the member®s needs.
(2)—the member must:
(A) have a protective iIntervention planprotocol (PIP)
that:
(i) contains a restrictive or IiIntrusive procedure as
defined—#nper OAC 340:100-1-2 implemented in the
employment setting; and
(11) has—beenis approved by the State Behavior Review
Committee SBRC)(SHRBRC) +#n—accordance—withper OAC
340:100-3-14 or by the Developmental Disabilities
Services Dbivision—(BBbSB)(DDS) staff per OAC 340:100-5-
57; and
i) I . Ly I ol -
HRG)—perOAC340:100-3-65
(B) have procedures included 1in the—hrdividual Plan
whichthat address dangerous behavior that places the
member or others at risk of serious physical harm but are
neither restrictive or iIntrusive procedures as—defined
#aper OAC 340:100-1-2. The Team submits documentation of
this risk and the procedures to the positive support field
specialist to assure—thatensure positive approaches are
being used to manage dangerous behavior;
(C) have a visual iImpairment that requires assistance for
mobility or safety;
(D) have nutritional needs requiring tube feeding or other
dependency for food intake whichthat must occur 1in the
employment setting-;
(E) have mobility needs, such that he or she requires two
or more people for lifts, transfers, and personal care.
Use of a mechanical lift or other assistive technology has
beenis evaluated for the current employment program and
determined not feasible by the DBBSBDDS division director
or designee; or
(F) reside in alternative group home as—deseribed—iaper
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OAC 317:40-5-152-; and
(3)—Fhe enhanced rate can be claimed only #Ffwhen the person
providing services fTulfills all applicable training criteria
specified 1In OAC 340:100-3-38. There are no exceptions for
the enhanced rate other than as allowed in this Section.

4)—TFhere—areno—exceptions—Ffor—the—enhanced rate—other—than
a—s—a—l—l—eW@d—l—n—‘Eh—l—Séeet—l-Gn—- i i -

317:40-7-13. Supplemental Supports  for  Center-Based

Servicessupports for center-based services

(a) tnr—these—instances—whenlWhen a member receiving Center-Based
Servicescenter-based services needs additional supports, the
provider assigns staff in patterns that most effectively meet
the needs of each member as indicated by a personal care and/or
a risk assessment and defined in the Individual Plan (IP) or
Protective Intervention Plan-Protocol (PIP).

(b) HFWhen re-arranging staff patterns is not sufficient to meet
the member®s needs, the provider may file a request and plan for
Supplemental Supports utilizing Vocational Habilitation Training
Specialist Services. Supplemental Supperts—can—besupports are
claimed only #fwhen provided by a staff member who has completed
all specialized training and individual-specific training
prescribed by the Team #a—accordance—with—0OACper Oklahoma
Administrative Code(0OAC) 340:100-3-38.

(c) Supplemental Supports—ForCenter-Based—Servicessupports for
center-based services iInclude two types of services, behavioral
continuous support, and personal care intermittent support.

(1) Continuous Supplemental—Supports-supplemental supports.
Continuous Supplemental—Suppertssupplmental supports cannot

exceed 15 hours per week for persons receiving services
through the Homeward Bound wakverWaiver unless specifically
approved through the exception process deseribed—#nper OAC
317:40-7-21.
(A) To be eligible for continuous supplemental supports,
the member must have:
(i) a protective—interventionplanbehavioral PIP that:
(1) contains a restrictive or iIntrusive procedure as
defined—inper OAC 340:100-1-2 implemented 1in the
employment setting;
it I I bmi I I ol

Committee (HRC) per OAC 340:100-3-6; and

HBH(11) has—beenis approved by the State Human
Rights and Behavior Review Committee {SBRS)LSHRBRC)
per OAC 340:100-3-14 or by the Developmental

Disabilities Services bBivision—(BBSB)(DDS) staff per
OAC 340:100-5-57; or

(i1) procedures included iIn the protective—intervention
plan—whichPIP that address dangerous behavior that

places the member or others at risk of serious physical
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harm. The Team submits documentation of this risk and
the procedures to the DBDBSBDDS positive support Tfield
specialist to assure—thatensure positive approaches are
being used to manage dangerous behavior.
(B) The Team documents discussion of the need for
continuous Supplemental-Supperts-supplemental supports.
(2) Intermittent Supplemental Supports. To receive personal
care intermittent support, a member must have a personal care
need that requires staffing of at least one-to-one during
thatthe time frame when the support is needed.
(A) +HAWhen a member needs iIntermittent personal care
support during Center-Based———Services;center-based
services, the Team documents discussion e¥:-of the:
(i)—the specific support need(s) of the member, such as
staff-assisted repositioning, lifting, transferring,
individualized bathroom assistance, or nutritional
support; and
(i1)—the calculations that combine the time iIncrements
of support to determine the total number of units
needed on the Plan of Care.
(B) The case manager sends the documentation to the case
management supervisor for approval.
(C) The case management supervisor signs and forwards a
copy of the approval, denial, or recommended modifications
to the case manager within two werkingbusiness days of
receipt= of the documentation.
(D) A member may receive GCenter-Based-Servicescenter-based

services and Intermittent  Supplemental
Suppertsintermittent supplemental supports at the same
time.

(d) Supplemental Support—For—Center-Based—Servicessupport for

center-based services described 1n this Section cannot be
accessed in Community-Based-Services-community-based services.
(e) Sufficient staff must be available i1In the center-based
facility to provide the supplemental support in order for a
provider to claim the units.

SUBCHAPTER 9. SELF-DIRECTED SERVICES

317:40-9-1. Self-Directed-ServicesSelf-directed services (SDS)

(a) Applicability. TFherules—in—this—section—applyThis Section
applies to self-directed—servicesSDS provided through Heme—and

CommunityBased—ServiceHome and Community-based Services (HCBS)
Waivers operated by the Oklahoma Department of Human Services
COKBHS) (DHS) Developmental Disabilities Services Drvision
€PbsbB)~(DDS) .

(b) Member Optien-option. Traditional service delivery methods
are available for eligible members who do not elect to self-
direct thelr services.
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(c) General Mtnformation-—information. SelF-Direction—i#sSDS are an
option for members receiving Heme—andCommunity Based—Services
CHEBSHYHCBS through the In-Home Supports Waiver for Adults (IHSW-
A), er—the—In-Home Supports Waiver for Children (IHSW-C)= when
the adult member Qlives 1In a non-residential setting. Self-
Birecti#onSDS provides a member the opportunity—Fer—a—member to
exercise choice and control 1In identifying, accessing, and
managing specific wakverWaiver services and supports 1in
accordance with #he#rhis or her needs needs and personal

preferences. Self-Directed—Services—(SBS)SDS are Walver
services that the Oklahoma Department of Human Services

COKBHSIDHS ~ Developmental—Disabihities—Services—Division
{PbbSB)DDS specifies may be directed by the member or

representative using—beth employer and budget authority.
(1) ServieesSDS may be directed by:
(A) an adult member, #Fwhen the member has the ability to
self-direct; or
(B) a member"s legal representative oF—the—members;
including a parent, spouse or legal guardian; or
(C) a non-legal representative freely chosen by the member
or thedrhis or her legal representative.
(2) The person directing services must:
(A) be 18 years of age or older;
(B) comply with OKBHS/BBSBDDS and Oklahoma Health Care
Authority (OHCA) rules and regulations;
(C) complete required OKBHS/ZDBSBDDS training for self-
direction;
(D) sign an agreement with OKBHS/BBSDB;DDS;
(E) be approved by the member or #hedrhis or her legal
representative to act in the capacity of a representative;
and
(F) demonstrate knowledge and understanding of the
member~s needs and preferences~; and
(G) not serve as the SDS-HTS for the member her or she 1is
directing services
(d) SBS—pregram—inecludes:zThe SDS program includes:
(1) The SDS Budget-budget. A plan of care 1i1s developed to
meet the member®s needs without SDS consideration—e¥-SbS. The
member may elect to self-direct part or—all—of the entire
amount i1dentified for traditional Habilitation Training
Specialist (HTS) services. This amount is under the control
and discretion of the member in accordance with this policy
and the approved +HHSW;plan of care, and 1i1s the allocated
amount whiechthat may be used to develop the SDS budget. The
SDS budget details the specific plan for spending.
(A) AThe SDS budget is developed annually at the time of
the annual plan development and updated as necessary by
the member, case manager, parent, Qlegal guardian, and
others the member iInvites to participate in the

23




development of the budget.

(B) Payment may only be authorized for goods and services

not covered by SoonerCare or other generic funding

sourcess; and meets—themeet criteria of service necessity

per OAC 340:100-3-33.1.

(C) The member®s SDS budget includes the actual cost of

administrative activities iIncluding fees for services

performed by a Firancial—Management—Servicesftinancial

management services (FMS) subagent, background checks,

werkersworkers®™ compensation insurance, and the amount

identified for SD-HTS and SD-GS.

(D) The SDS budget i1s added to the plan of care to replace

any portion of traditional HTS services to be self-

directed.
(2) The SD-Habilitation Training Specialist (SD-HTS) supports
the member®s self-care, daily living and leisure skills
needed to reside successfully in the community. Services are
provided 1In community-based settings 1In a manner that
contributes to the member®s independence, self-sufficiency,
community inclusion, and well-being. SD-HTS services must be
included iIn the approved SDS budget. Payment wiHHis not be
made for vroutine care and supervision that 1is normally
provided by a family member or the member®s spouse. SD-HTS
services are provided only during periods when staff 1is
engaged in purposeful activity that directly or indirectly
benefits the member. At no time are SD-HTS services
authorized for periods during which the staff are allowed to
sleep. Legally responsible persons may not provide services
per OAC 340:100-3-33.2. Other fTamily members providing
services must be employed by provider agencies per OAC
340:100-3-33.2. For the purpose of this policy, Tfamily
members i1nclude parents and siblings 1including step—and
halfstep- and half-siblings and anyone living iIn the same
home as the member. Payment does not include room and board,
maintenance, or upkeep or improvements to the member®s or
family™s residence. A SD-HTS must:

(A) be 18 years of age;

(B) pass a background check per OAC 340:100-3-39;

(C) demonstrate competency to perform required tasks;

(D) complete required training per OAC 340:-100-3-

38-55340:100-3-38 et seq.;

(E) sign an agreement with OKBHS/ZPBSBDDS and the member;

(F) be physically able and mentally alert to carry out the

duties of the job;

(G) not work more than 40 hours iIn any week 1in the

capacity of a SD-HTS; and

(H) not implement restrictive or intrusive procedures per

OAC 340:100-5-57=;
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(1) provide services to only one member at any given time.
This does not preclude services from being provided in a
group setting where services are shared among members of
the group; and
(J) not perform any job duties associated with other
employment including on-call duties at the same time they
are providing SD-HTS services.
(3) Self-Directed Goods—and—ServicesSelf-directed goods and
services (SD-GS). SD-GS are incidental, non-routine goods and
services that promote the member®s self-care, daily living,
adaptive functioning, general household activity, meal
preparation and leisure skills needed to reside successfully
in the community and do not duplicate other services
authorized iIn the member®s plan of care. These goods and
services must be included 1n the individual plan and approved
SDS budget. SD-GS must meet the—FeHowing requirementss
listed in (A) through (F).
(A) The 1i1tem or service i1s justified by a recommendation
from a licensed professional.
(B) The i1tem or service is not prohibited by Federal andor
State statutes and regulations.
(C) One or more of the following additional criteria are
met=. The item or service would:
(i)—the—item—or—service—would 1Increase the member~s
functioning related to the disability;
(i1)—the—#1tem—or—service—would iIncrease the member®s
safety in the home environment; or
(i1i1)—the—item—or—service—would decrease dependence on
other SoonerCare funded services.
(D) SD-GS may include, but are not limited to:
(1) fitness i1tems that can be purchased at-—mest retail
stores;
(i1) personal emergency monitoring systems;
(111) _a food catcher;
(1v) a specialized swing set;
(v) toothettes or an electric toothbrush;
(vi) _a seat lift;
(vii) weight loss pregramsprograms; or
(viii) gym memberships when:
(1) there i1s an identified need for weight loss or
increased physical activity;
(11) justified by outcomes related to weight loss,
increased physical activity or stamina; and
(111) in subsequent plan of care year requests,
documentation is provided that supports the member-®s
progress toward weight loss or increased physical
activity or stamina.
(E) SD-GS may not be used for:
(1) co-payments for medical services;
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(i1) over-the-counter medications;
(ifi) items or treatments—that—have not—been approved
by the Food and Drug Administration;
(iv) homeopathic services;
(v) services available through any other funding
source,  such as  SoonerCare, Medicare, private
insurance, public school systenm, Rehabilitation
Servicesrehabilitation services, or natural supports;
(vi) room and boards including deposits, rent, and
mortgage payments;
(vii) personal items and services not directly related
to the member®s disability;
(viil) vacation expenses;
(ix) insurance;
(xX) vehicle maintenance or—any other transportation
related expense;
(x1) costs related to internet access;
(xi1) clothing;
(x1i1) tickets and related costs to attend recreational
events;
(xiv) services, goods, or supports provided to, or
benefiting persons other than the member; oer
(xv) experimental goods or services—=;
(xvi) personal trainers;
(xvil) spa treatments; or
(xviii) goods or services with costs that significantly
exceed community norms for the same or similar
goedgoods or service-services.
(F) SD-GS are reviewed and approved by DbBSb—divistenthe
DDS director or designee.
(e) Member Responsibilities. When the member chooses the SDS
option, the member or member®s representative is the employer of
record and must:
(1) enroll and complete the OKBHS/DBSBb—sanctionedDDS-
sanctioned training course 1in self-direction. The training
must be completed prior to the implementation of self-
direction and wiHH—ecover—the folHowingareas=covers:
(A) staff recruitment;
(B) hiring of staff as an employer of record;
(C) eorientation—and—instruction—of —stafF —iIn—duties
consistent—with—approved—specifFications;staff orientation
and instruction;
(D) supervision of staff including scheduling and service
provisions;
(BE) evaluation—of staff;staff evaluation;
(F) discharge—ofFstafFF;staff discharge;
(G) philosophy of self-direction;
(H) OHCA policy on self-direction;
(1) individual budgeting;
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(J) development of a self-directed support plan;

(K) cultural diversity; and

(L) rights, risks, and responsibilities~;
(2) sign an agreement with OKBHS/BBSB;DDS;
(3) agree to utilize the services of a FMS subagent;
(4) agree to pay administrative costs for background checks,
FMS subagent fee, and werker-sworkers®™ compensation insurance
from theirhis or her SDS budget;
(5) comply with federal and state employment laws and ensure
no employee works more than 40 hours per week in the capacity
of an SD-HTS;
(6) ensure that each employee is qualified to provide the
services for which he/shehe or she i1s employed and that all
billed services are actually provided;
(7) ensure that each employee complies with all OKBHS/BBSBDDS

training requirements——fe#——lH—Heme——SpreFt—JNaiver per OAC
340:100-3-38-5+340:100-3-38 et seq.-;

(8) recruit, hire, supervise, and discharge when—necessary
all employees providing self-directed services;, Wwhen
necessary;
(9) verifty employee qualifications;
(10) obtain a background sereentngscreenings on all employees
providing SD-HTS services per OAC 340:100-3-39;
(11) send progress reports per OAC 340:100-5-52.
(12) participate in the Individual Plan and SDS budget
process;
(13) i1mmediately notify the case manager of any changes in
circumstances or emergenciess—which that may require
modification of the type or amount of services provided for
in the member®s Individual Plan or SDS budget;
(14) wait for approval of budget modifications before
implementing changes;
(15) comply with OKBHS/PBSBDDS and OHCA administrative rules;
(16) cooperate with OKDHS/ZDBBSBDDS monitoring requirements per
OAC 340:100-3-27;
(17) cooperate with—aH—reguirements—oF—the FMS subagent
requirements to ensure accurate records and prompt payroll
processing including:

(A) reviewing and signing employee time cards;

(B) verifying the accuracy of hours worked; and

(C) ensuring the appropriate expenditure of funds-;
(18) complete all required documents within established
timeframes;
(19) pay for services 1iIncurred iIn excess of the budget
amount;
(20) pay for services not 1identified and approved 1in the
member~s SDS budget;
(21) pay for services provided by an unqualified provider;
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(22) determine staff duties, qualifications, and specify

service delivery practices consistent with SD-HTS

waiverWaiver service specifications;

(23) orient and instruct staff iIn duties;

(24) evaluate staff performance;

(25) 1dentify and train back-up staff, when required;

(26) determine amount paid for services within Plan limits;

(27) schedule staff and the provision of services;

(28) ensure SD-HTS do not implement restrictive or intrusive

procedures per OAC 340:100-5-57; and

(29) sign an agreement with OKBHS/PBSBDDS and the SD-HTS.
(F) Financial Management—Servicesmanagement services (FMS)
subagent responsibilities. The FMS subagent 1s an entity
designated as an agent by OKBHS/BBSBDDS to act on behalf of
members who have employer and budget authority for the purpose
of managing payroll tasks for the member®s employee(s) and for
making payment of SD-GS as authorized in the member®s Plan. FMS
subagent duties include, but are not limited to:

(1) compliance with all OkbHS/BBSBDDS and OHCA administrative

rules and contract requirements;

(2) compliance with random and targeted audits conducted by

OKDHS/DBDSBDDS or the OHCA;

(3) provision of financial management support to the member

by tracking individual expenditures and monitoring SDS

budgets;

(4) processing the member®s employee payroll, withholding,

filing and paying of applicable federal, state and local

employment-related taxes and insurance;

(5) collection and process of employee"s time sheets and

making payment to member®s employees;

(6) processing and payment of 1invoices for SD-GS as

authorized i1in the member®s SDS budget;

(7) providing each member with iInformation that wiHH—assist

with—managing—theassists with the SDS budgetimanagement;

(8) providing reports to members/representatives, as well as

OKBHS/ZDBBSB monthly to DDS and to OHCA upon request;

(9) providing OKBHS/DBSBDDS and OHCA authorities access to

individual member®s accounts through a web-based program;

(10) assisting members 1i1n verifying employee citizenship

status;

(11) maintaining separate accounts for each member®s SDS

budget;

(12) tracking and reporting member funds, balances, and

disbursements; and—the-balance—of -member—funds;

(13) receiving and disbursing funds for #heSDS payment of-SbS

vhder—anper OHCA agreement—with—theOHCA; and

(14) executing and maintaining a contractual agreement

between OKDBHS/ZDBSBDDS and the SD-HTS (employee).
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9) OKDHS/DDSD— Case—ManagementDDS case management

responsibilities iIn support of SDS.
(1) The case manager develops the member®s Plan per O0AC
340:100-5-50 through 58+340:100-5-58;
(2) The DbSBDDS case manager meets with the member, andfer
the member®s representative, or legal guardian to discuss the
following service delivery options in the HCBS Waiver:
(A) traditional Waiver services; and
(B) self-directed services including information regarding
scope of choices, options, rights, risks, and
responsibilities associated with self-direction.
(3) HWhen the member chooses self-direction, the case
manager—wi-H :
(A) diseussdiscusses with member or representative the
available amount—avatlable in the budget;
(B) assistassist the member or representative with the
development and modification of the SDS budget;
(C) submitsubmits request for SD-GS to the DBSD
divistenDDS director or designee for review and approval
prior to the case manager®s approval of the SDS budget;
(D) approveapproves the SDS budget and modifications;
(E) assistassists the member or representative with
developingdevelop or Frevisingrevise an emergency back-up
plan;
(F) provideprovides the FMS subagent a copy of the
member®s authorized SDS budget and any modifications;
(G) menttoermonitors iImplementation of the Plan per OAC
340:100-3-27~=;
(H) ensure—thatensures services are iInitiated within
required time frames;
¢)) eonductconducts  ongoing monitoring of #hePlan
implementation—e¥—the—Plan and the member"s health and
welfare;
(J) specibyspecifies additional employee qualifications in
the Plan based on the member®s needs and preferences so
+ong—aswhen such qualifications are consistent with
approved wabkverWaiver qualifications;
(K) specifyspecifies iIn the Plan how services are
provided;
(L) referrefers potential SD-HTS providers to the FMS
subagent for enrollment;
(M) assistassists iIn locating and securing services and
other community resources that promote community
integrations,—community—membership and iIndependences as
provided in the member®s Plan; and
(N) ensure—anyensures restrictive or intrusive procedures
per OAC 340:100-5-57 are not implemented by the SD-HTS. If
the Team determines restrictive or intrusive procedures
are necessary, SD-HTS 1s not appropriate to meet the
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member®s needs—e¥f—the-—member and traditional services must
be used.
(h) Government Fisecal/ZEmployer—AgentModel-fTiscal/employer agent
model. OKDHS/DDSBDDS serves as the Organized Health Care
Delivery System (OHCDS) as—welH—as—theand FMS provider 1in a
Centers for Medicare and Medicaid Services (CMS) approved
Government—Fiscal/Employer—Agentgovernment fiscal/employer agent
model . OKBHS/BDBSDDDS has an interagency agreement with OHCA.
(i) Voluntary Fermination—of—Self-Directed—Services-termination

of self-directed services. Members may discontinue self-
directing services without disruption at any time, provided
traditional wakverWalver services are in place. Members or

representatives may not choose the self-directed option again
until the next annual planning meeting, with services resuming
no earlier than the beginning of the next plan of care. AnyA
member desiring to file a complaint must follow #he procedures
set—Forthper by OKPHS—at OAC 340:2-5-61.
a) Involuntary Termination—of — Self-Directed
Services-termination of self-directed services.
(1) Members may be—terminated iInvoluntarily terminated from
self-direction and offered traditional wakverWalver services
when i#t—has—beendetermined—by OKDBHS/DBSBthe DDS director
Bireector or designee that any of the following exist:
(A) i1mmediate health and safety risks associated with
self-direction, such as, 1imminent risk of death or
irreversible or serious bodily injury related to
waverWaiver services;
(B) intentional misuse of Tfunds following notification,
assistance and support from OKBHS/DBSD;DDS;
(C) failure to fTollow and implement policies of self-
direction after receiving DDS technical assistance and
guidance—From—OKBHS/DBSH;
(D) fraud; er
(E) 1t 1i1s determined that vrestrictive or IiIntrusive
procedures are essential for safety-; or
(F) reliable information shows the employer of record or
SD-HTS engaged in illegal activity.
(2) When action 1is taken to involuntarily terminate the
member from self-directed services—ihveluntarily, the case
manager assists the member +#hr—acecessingaccess needed and
appropriate services through the traditional wakverWaiver
services option, ensuring that no lapse iIn necessary services
occurs for which the member is eligible.
(3) The Fair Hearing process as—deseribed—#nper OAC 340:100-
3-13 applies.
(k) Reporting requirements. While operating as an Organized

Health Care Delivery System, OKBHS/BBSD—wiH—provide—to—theDDS

provides OHCA reports detailing provider activity in the format

and at-sueh times as—reguired-by—the OHCA- requires.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 85. ADVANTAGE PROGRAM WAIVER SERVICES

317:30-5-761. Eligible providers

ADvantage Program service providers, except pharmacy
providers, must be certified by the ADvantage Program ADvantage
Administration (AA) and all providers must have a current signed

SoonerCare contract on fTile with the Medicard—Agenrey—(Oklahema

Health—Care—Authorityy)-the Oklahoma Health Care Authority
(OHCA), the State Medicaid Agency.

(1) The provider programmatic certification process must
verify—that the provider meets licensure, certification and
training standards as specified in the wakverWaiver document
and agrees to ADvantage Program Conditions of Participation.
Providers must obtain programmatic certification to be
ADvantage Program certified.

(2) The provider fTinancial certification process must verify
that the provider uses sound business management practices
and has a financially stable business. All providers, except
for NFEnursing facility (NF) Respite;respite, Medrcal
Equipmentmedical equipment and Supplhresssupplies, and
Environmental—MediFreatioenenvironmental modification
providers, must obtain financial certification to be
ADvantage Program certified.

(3) Providers may fail to gain or may lose ADvantage Program
certification due to failure to meet edther programmatic or
financial standards.

(4) At a minimum, provider Tfinancial certification is
reevaluated annually.

(5) The Oklahoma Department of Human Services OKDHS)/Aging
Services—Diviston—(CASD)(DHS) Aging Services (AS) evaluates
Adult—Dbay—Careadult day health and Heme—Dbelivered—Mealhome-
delivered meal providers for compliance with ADvantage
programmatic certification requirements. When an adult day
health or home-delivered meal provider does not have a
contract with AS the provider must obtain programmatic
certification to be ADvantage program certified. For
Assisted—Living—Servicesassisted living services provider
programmatic certification, the ADvantage program relies 1in
part upon the Oklahoma State Department of
Health/ProtectiveHealth Protective Health Services for review
and verification of provider compliance with ADvantage

standards for Assisted—LIving—Servicesassisted living
servuces provuders Provuders of Medical—Equipment—and
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Response—Systems;—Hosplee,—CD-PASS,—and—NF—Respitemedical
equipment and supplies, environmental modification, personal
emergency response systems, hospice, Consumer-Directed
personal Assistance Services and Supports (CD-PASS), and NF
respite services do not have a programmatic evaluation after
the initial certification.

(6) OKDHS/ASD—w#HIDHS AS does not authorize a legal guardian

for a member or an active Power—ofF-Attorneypower of attorney
for a member to be that member-s Consumer—-DirectedPersonal

Assistance—Services—and—Supports—(CBb-PASS)CD-PASS member-®s
services provider—of-services.
(7) OKDHS/ASB—w#HDHS AS may authorize a legally—Fresponsible

spouse—oF—a—membermember®s legally-responsible spouse to be
SoonerCare reimbursed uwnder—theper 1915(c) ADvantage Program

as a service provider.
(8) OKDHS/ASBDHS AS may authorize a member®s legal guardian
ofFa—member to be SoonerCare reimbursed under—theper 1915(c)
ADvantage Program as a service provider except as a provider
of CD-PASS services. Authorization for e#thera spouse or
legal guardian as a provider requires the—folHowing criteria
in (A) through (D) and monitoring provisions to be met:.
(A) Authorization for a spouse or legal guardian to be the
care provider fTor a member may occur only +#fwhen the
member is offered a choice of providers and documentation
demonstrates—that:
(1)—e#ther no other provider is available; or
(i1) available providers are unable to provide
necessary care to the member; or
(i11) the member®"s needs—ef—the-member are so extensive
that the spouse or legal guardian whe—previdesproviding
the care i1s prohibited from working outside of the home
due to the member®s need for care.
(B) The service must:
(i) meet the definition of a service/support as
outlined 1n the Federally—approved—watverfederally-
approved Waiver document;
(i1) be necessary to avoid institutionalization;
(iifi1) be a service/support—that—#s specified iIn the
+hdividualperson-centered service plan;
(iv) be provided by a person who meets the provider
qualifications and training standards specified in the
waverWaiver for that service;
(v) be paid at a rate that does not exceed that which
would otherwise be paid to a provider of a similar
service and does not exceed what is allowed by #he
State Medicald—AgenceyOHCA for the payment of personal
care or personal assistance services; and
(vi) not be an activity—that the spouse or legal
guardian would ordinarily perform or i1s responsible to
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perform. JH+FWhen any of the following criteria are met,
assistance or care provided by the spouse or guardian
wiH—beils determined to exceed the extent and/or nature
of the assistance they—would—behe or she is expected to
ordinarily provide—i#n—thelr—role as spouse or
guardian=. The spouse or guardian:

(1) spouse—oFr—guardtan—has—resigned from FfulH-
timetpart—timepart-time or TfTull-time employment to
provide care for the member; or
(11) spouse—oFr—guardian—has reduced employment from
FfulH-time—to—part-timepart-time or full-time to
provide care for the member; or
(111) spouse—or—guardian—has—takentook a leave of
absence without pay to provide care for the member;
or
(v)y  spouse  or  guardtan provides
assistancefecareassistance and/or care for the member
35 or more hours per week without pay and the member
has remaining unmet needs because no—eotheranother
provider is avaiHlableunavailable due to the nature
of the assistanecefearesassistance and/or care,
special language or communicationscommunication
needs, or the member®s intermittent hours of care
requirements—ef—the-member.
(C) The spouse or legal guardian—whe—#s—a service provider
wi-H—coemplycomplies with—the—foHowing:
(i) not prevideproviding more than 40 hours of services
in a seven—dayseven-day period;
(i1) planned work schedules that must be available 1in
advance #eofor the member®"s Case—Mahagerscase manager
and variations to the schedule must be noted and
supplied to the case manager two weeks in advance o
the—Case—Manager unless the change 1is due to an
emergency;
(i11) mamntalamaintaining and submitsubmitting time
sheets and other required documentation for hours paid;
and
(iv) beis documented 1in the person-centered service
plan as the member®"s care provider.
(D) In addition to case management, monitoring, and
reporting activities required for all wakverWaiver
services, the state is obligated to additional monitoring
requirements when members elect to use a spouse or legal
guardian as a paid service provider. The AA wiH
menttermonitors through documentation submitted by the
Case— Manager—the—FfoHowing:-case manager, at least
quarterly: expenditures, monthly home visits with member,
and the health safety, and welfare status of the
individual member.




(9) Providers of durable medical equipment and supplies must
comply with OAEOklahoma Administrative Code 317:30-5-210(2)
regarding proof of delivery for items shipped to the member~s
residence.

(10) TFhe OKBHS—Aging—Service—Diviston—(OKDHS/AASD)DHS AS
periodically performs a programmatic audit of adult day
health, assisted living, GCase—Managements;case management,

Home Carehome care (providers of Skilled Nursing, State Plan
Personal Care, In-Home Respite,  Advanced

- _ A I I
Services)(providers of skilled nursing, personal care, in-

home respite and advanced supportive/restorative assistance
and therapy services) and CD-PASS providers. If due to a
programmatic audit, a provider Plan of Correction 1is
required, the AA stepsmay stop new easecases and referrals to
the provider until the Plan of Correction has—beenis
approved,—and implemented- and follow-up review occurs.
Depending on the nature and severity of problems discovered
during a programmatic audit, at the discretion of the
OKBHS/ASD-DHS AS, members determined to be at risk for health
or safety may be transferred from a provider requiring a Plan
of Correction to another provider.

317:30-5-762. Coverage
Individuals receiving ADvantage Program services must have
beenbe determined—te—be eligible for the program and must have

an approved plan—of—care-person-centered service plan. Any
ADvantage Program service provided must be listed on the

approved plah—oF—care—and—must—be —necessaryperson-centered
service plan to prevent institutionalization of the member.
Waiver services whichthat are expansions of Oklahoma Medicaid
State Plan services may only be provided after the member has
exhausted—these services available under the State Plan.
(1) To allow fTor development of administrative structures and
provider—ecapacity—to—adegquatelyr—deliver—Consumer-Directed

Personal Assistance Services and Supports (CD-PASS),

lobili : e Limited

OKDHS/ASD-services are available to ADvantage Program members
in every county.

(2) ADvantage Case Managers within the CD-PASS approved area

wiHHcase managers provide information and materials that
explain the CD-PASS service option to—thedr members. The AA
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ADvantage Administration (AA) provides information and
material on CD-PASS to Case—Managerscase managers for
distribution to members.
(3) The member may request CD-PASS services from #theitr—Case
Managerhis or her case manager or call an AA—mainrtainedAA-
maintained toll-free number to request CD-PASS services.
(4) The AA wuses the following criteria to determine an
ADvantage member®s service eligibility to participate in CD-
PASS=, the:
A)—residence—in—theCb-PASS—approved—areas
B)(A) member"s health and safety with CD-PASS services
can reasonably be assured based on a review of service
history records and—a review of membera member®s capacity
and readiness to assume Employeremployer responsibilities
under CD-PASS with any one of the following findings as
basis to deny a request for CD-PASS due to inability to
assure member health and safetys, when the member:
(i)—the—member does not have the ability to make
decisions about his/her care ofor service planning and
the member®s  “advthorized— representative-authorized
representative is net—wiHngunwilling to assume CD-
PASS responsibilitiess; or
(i1) themember—is—not—wilHngis unwilling to assume
responsibility, or to enlist an "authorized
representativeauthorized representative to  assume
responsibility, in one or more areas of CD-PASS, such
as in service plannings—er—#n assuming the role of
employer of the PSApersonal services assistant (PSA) or
ARSAadvanced personal services assistant (APSA)
provider,—e¥ 1In monitoring and managing health or in
preparation for emergency backups; or
(i11) the—membermember has a recent history of self-
neglect or self-abuse as evidenced by Adult Protective
Services intervention within the past 12 months and
does not have an “autherized representative-authorized
representative with capacity to assist with CD-PASS
responsibilities;
€©)(B) member voluntarily makes an informed choice to
receive CD-PASS services. As part of the informed choice
decision-making process for CD-PASS, the AA staff or #the
Case— Managercase manager provides consultation and
assistance as the member completes a self-assessment of
preparedness to assume the role of Emploeyer—of —their
Personal-Services—Assistant-employer of his or her PSA or
APSA. The orientation and enrollment process wiH
provideprovides the member with a basic understanding of
what wiHH—beis expected of them under CD-PASS, the
supports available to assist them to successfully perform
Employeremployer responsibilities and an overview of the
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potential risks involved.
(5) The AA uses the following criteria to determine that
based upon documentation, a person is no longer allowed to
participate in CD-PASS:
(A) the member does not have the ability to make decisions
about h#stherhis or her care or service planning and the
member-®s tavthorized——— representative-authorized
representative is noet—wiHngunwilling to assume CD-PASS
responsibilities; or
(B) the member 1i1s net—wiHHRgunwilling to assume
responsibilitys or to enlist an "authorized
Fepresentative-authorized representative to assume
responsibilitys iIn one or more areas of CD-PASS, such as
in service planningsy or iIn assuming the role of employer
of the PSA or APSA provider, or in monitoring and managing
health or in preparation for emergency backup; er
(C) the member has a recent history of self-neglect or
self-abuse as evidenced by Adult Protective Services
intervention and does not have an “avthorized
representative“authorized representative with capacity to
assist with CD-PASS responsibilities; or
(D) the member abuses or exploits thekrthe employee; oF
(E) the member falsifies time-sheets or other work
records; oF
(F) the member, even with CM/CDA and Financial Management
Services assistance, is unable to operate within *hedrhis
or her Individual Budget Allocation; or
(©)) inferior quality of services provided by

member/employer-s—employee,—eorthe member®"s PSA or APSA
provider(s), inability of the member/employer-s—employee

PSA or APSA provider(s) to provide the number of service
units the member requiress—jeopardizes jJeopardizing the
member~s health and/or safety.

317:30-5-763. Description of services

Services included in the ADvantage Program are:

(1) Case management.
(A) Case management services, regardless of payment source
assist a member #h—galningto gain access to medical,
social, educational, or other servuces———#ega#dless——ef
payment—souree that may benefit
matrtatrrinaghim or her to maintain health and safety Case

managers: J-HJJEF&EG—&H-G'—GVGFSGG—HGGGSS&W—BSSGSSH@GHI—S—&HG




(i) initiate and oversee necessary assessments and

reassessments to establish or reestablish Waiver
program eligibility;

(i1) develop the member®s comprehensive person-centered
service plan, listing only the services necessary to
prevent institutionalization of the member, as
determined through the assessments;

(i11) iInitiate the addition of necessary services or
deletion of unnecessary services, as dictated by the
member~"s condition and available support;

(iv) monitor the member®s condition to ensure delivery
and appropriateness of services and initiate person-
centered service plan reviews. Case managers submit an
individualized Form 02CB014, Services Backup Plan, on
all initial service plans, annually at reassessment,
and on wupdates as appropriate throughout the vyear,
reflecting risk factors and measures 1iIn place to
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minimize risks. When a member requires hospital or
nursing facility (NF) services, the case manager:
(1) assists the member iIn accessing institutional
care and, as appropriate, periodically monitors the
member"s progress during the institutional stay;
(11) helps the member transition from institution to
home by updating the person-centered service plan;
(111) prepares services to start on the date the
member is discharged from the institution; and
q\)) must meet ADvantage Program minimum
requirements for qualification and training prior to
providing services to ADvantage members.
(B) Providers of ADvantage services for the member or for
those who have an interest in or are employed by an
ADvantage provider for the member must not provide case
management or develop the person-centered service plan,
except when the AA demonstrates the only willing and
qualified entity to provide case management and/or develop
person-centered service plans iIn a geographic area, also
provides other ADvantage services. Prior to providing
services to members receiving Consumer-Directed Personal
Assistance Services and Supports (CD-PASS), case manager
supervisors, and case managers are required to receive
training and demonstrate knowledge regarding the CD-PASS
service delivery model, "Independent Living Philosophy,™
and demonstrate competency person-centered planning.
€B)(C) Providers may only claim time for billable case
management activities, described as:
(1) any task or function per Oklahoma Administrative
Code (OAC) 317:30-5-763(1)(A) that only an ADvantage
case manager because of skill, training, or authority
can perform on behalf of a member; and
(i1) ancillary activities, such as clerical tasks
including, but not limited to, mailing, copying,
filing, faxing, driving time, or supervisory and
administrative activities are not Dbillable case
management activities. The administrative cost of these
activities and other normal and customary business
overhead costs are included in the reimbursement rate
for billable activities.
€ (D) Case management services are prior authorized and
billed per 15-minute unit of service using the rate
associated with the location of residence of the member
served.
(1) Standard rate: GCasecase management services are
billed using a standard rate for reimbursement for
billable service activities provided to a member who
resides iIn a county with a population density greater
than 25 persons per square mile.
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(i1) Very rural/difficult service area rate: GCasecase
management services are billed using a very
rural/difficult service area rate for billable service
activities provided to a member who resides In a county
with a population density equal to, or less than 25
persons per square mile. Exceptions are services to

members who reside in Oklahoma Department—of Human
Services—Aging—Services(PHS-AS)DHS AS identified z#pZip
codes iIn Osage County adjacent to the metropolitan
areas of Tulsa and Washington Counties. Services to
these members are prior authorized and billed using the
standard rate.
(iti) The [latest United States Census, Oklahoma
Counties population data is the source for
determination of whether a member resides iIn a county
with a population density equal to, or less than 25
persons per square mile, or resides iIn a county with a
population density greater than 25 persons per sqguare
mile.
(2) Respite.
(A) Respite services are provided to members who are
unable to care for themselves. Services are provided on a
short-term basis due to the primary caregiver®s absence or
need for relief. Payment for respite care does not include
room and board costs unless more than seven hours are
provided iIn a nursing Tacility. Respite care 1i1s only
utilized when other sources of care and support are
exhausted. Respite care is only listed on the service plan
when 1t 1s necessary to prevent institutionalization of
the member. Units of services are limited to the number of
units approved on the service plan.
(B) In-home respite services are billed per 15-minute
units of service. Within any one-day period, a minimum of
eight units (2 hours) must be provided with a maximum of
28 units (7 hours) provided. The service is provided in
the member®s home.
(C) Facility-based extended respite is TfTiled for a per
diem rate when provided in a nursing facility. Extended
respite must be at least eight hours In duration.
(D) In-home extended respite i1s Tiled for a per diem rate.
A minimum of eight hours must be provided in the member-®s
home.
(3) Adult day health (ADH) care.
(A) Adult—day—health—careADH i1s furnished on a regularhy
scheduledregularly-scheduled basis for one or more days
per week In an outpatient setting. It provides both health
and social services necessary to ensure the member-®s
optimal Tfunctioning. Phystcal;—ocecupational,—and—speech
I - I s dod : he baci
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assistance with activities of daily living (ADLs), such as

eating, mobility, toileting, and nail care are integral
services to ADH care service and are covered by the ADH
care basic reimbursement rate.
(B) Adult—day—healthADH care 1is a 15-minute unit of
service. No more than eight hours, 32 unitss (eight hours)
are authorized per day. The number of units of service a
member may receive 1i1s limited to the number of units
approved on the member®s approved service plan.
(C) Physical, occupational, and speech therapies are only
provided as an enhancement to the basic ADH care service
when authorized by the service plan and are billed as a
separate procedure. Adult—day—healthADH care therapy
enhancement is a maximum of one session unit per day of
service.
(D) Adult—day—health—personal—care—enhancement—is—a
n . - I F bathi hai

Jaundry—service-Meals provided as part of this service do
not constitute a full nutritional regimen. One meal, that

contains at least one-third of the current daily dietary
recommended intake (DRl) as established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academy of Sciences, is provided to those
participants who are in the center for four or more hours
per day, and does not constitute a TfTull nutritional
regimen. Member®s access to food at any time must also be
available in addition to the required meal and 1is
consistent with an individual not receiving Medicaid-
funded services and supports.

(E) Personal care service enhancement in ADH iIs assistance
in bathing, hair care, or laundry service, authorized by
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the person-centered service plan and billed as separate
procedures. This service is authorized when as ADvantage
Waiver member who wuses ADH requires assistance with
bathing, hair care, or laundry to maintain health and
safety. Assistance with bathing, hair care, or laundry
service 1s not a usual and customary ADH care service. ADH
personal care enhancement 1Is a maximum of one unit per day
of bathing, hair care, or laundry service.
(F) DHS Home and Community-Based Services (HCBS) Waiver
settings have qualities defined in federal regulation per
Section 441.301 (c)(4) of Title 42 of Code of Federal
Regulations [42 CFR § 441.301 (c)(4)] based on the needs
of the individual defined in the member"s authorized
service plan.
(i) The ADH center 1is integrated and supports Tull
access of ADvantage members to the greater community,
including opportunities to:
(1) seek employment and work in competitive
integrated ADH Center, not a requirement for persons
that are retirement age;
(11) engage in community life;
(111) control personal resources; and
(1V) receive services In the community, to the same
degree as individuals not receiving ADvantage
Program or other Medicaid HBCS Waiver services.
(i1) The ADH 1is selected by the member +from all
available service options and given the opportunity to
visit and understand the options.
(ii1) The ADH ensures the member®s rights of privacy,
dignity, respect, and freedom from coercion and
restraint.
(iv) The ADH optimizes the member®"s initiative,
autonomy, and 1independence in making Qlife choices
including, but not limited to:
(1) daily activities;
(11) the physical environment; and
(111) with whom to interact.
(v) The ADH facilitates the member®s choice regarding
services and supportss including the provider.
(vi) Each member has the freedom and support to control
his or her own schedules, activities, and access to
food at any time.
(vii1) Each member may have visitors whenever he or she
chooses.
(viii) The ADH center is physically accessible to the
member .
(G) ADH centers that are presumed not to be Home and
Community-Based settings per 42 CFR § 441.301(c)(5)(v)
include:
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(i) ADH <centers i1In a publicly or privately-owned

facility providing inpatient treatment;

(i1) ADH centers on the grounds of or adjacent to a

public institution;

(iti1) ADH centers with the effect of isolating

individuals from the broader community of individuals

not receiving ADvantage Program or another Medicaid

HCBS;
(H) 1Tt the ADH is presumed not HCBS, according to 42 CFR §
441.301(c)(B5)(v), 1t may be subject to heightened scrutiny
by AA, OHCA, and CMS. The ADH must provide evidence that
the ADH portion of the facility has clear administrative,
financial, programmatic, and environmental distinctions
from the institution and comply with additional monitoring
by the AA.

(4) Environmental modifications.
(A) Environmental modifications are physical adaptations
to the home, required by the member®s person-centered
service plan that are necessary to ensure the health,
welfare, and safety of the member or enable the member to
function with greater independence in the home, and that
without such, the member would require
institutionalization. Adaptations or improvements to the
home not of direct medical or remedial benefit to the
Waiver member are excluded.
(B) All services require prior authorization.
(5) Specialized medical equipment and supplies.

(A) Specialized medical equipment and supplies are
devices, controls, or appliances specified iIn the person-
centered service plan that enable members to increase
their abilities to perform ABLs;Activities of Daily Living
(ADLs), or to perceive, control, or communicate with the
environment in which they live. Necessary items for life
support, ancillary supplies, and equipment necessary for
the proper functioning of such items, and durable and non-
durable medical equipment not available under the Medicaid
state plan are also included. This service excludes any
equipment and/or supply 1items not of direct medical or
remedial benefit to the Waiver member. This service is
necessary to prevent institutionalization.
(B) Specialized medical equipment and supplies are billed
using the appropriate HealthCare Common Procedure Code
(HCPC). Reoccurring supplies shipped and delivered to the
member are compensable only when the member remains
eligible for Waiver services, continues to reside iIn the
home, and i1s not iInstitutionalized in a hospital, skilled
nursing facility, or nursing home. It is the provider~s
responsibility to verify the member"s status prior to
shipping and delivering these items. Payment for medical
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supplies 1is limited to the SoonerCare rate +#fwhen
established, to the Medicare rate, or to actual
acquisition cost, plus 30 percent. All services must have
prior authorization.

(6) Advanced supportive/restorative assistance.
(A) Advanced supportive/restorative assistance services
are maintenance services used to assist a member who has a
chronic, yet stable; condition. These services assist with
ADLs that require devices and procedures related to
altered body functions. These services are for maintenance
only and are not utilized as treatment services.
(B) Advanced supportive/restorative assistance service 1S
billed per 15-minute unit of service. The number of units
of service a member may receive is limited to the number
of units approved on the person-centered service plan.

(7) Nursing.
(A) Nursing services are services listed in the person-
centered service plan that are within the scope of the
Oklahoma Nursing Practice Act. These services are provided
by a registered nurse (RN), a licensed practical nurse
(LPN), or a licensed vocational nurse (LVN) under the
supervision of an RN licensed to practice iIn the state.
Nursing services may be provided on an intermittent or
part-time basis or may be comprised of continuous care.
The provision of the nursing service works to prevent or
postpone the iInstitutionalization of the member.
(B) Nursing services are services of a maintenance or
preventative nature provided to members with stable,
chronic conditions. These services are not intended to
treat an acute health condition and may not include
services reimbursable under either Medicaid or the
Medicare Home Health Program. This service primarily
provides nurse supervision to the personal care assistant
or to the advanced supportive/restorative assistance aide
and assesses the member®s health and prescribed medical
services to ensure they meet the member®s needs as
specified In the person-centered service plan. A nursing
assessment/evaluation, on-site visit 1i1s made to each
member—for—whom, with additional visits for members with
advanced supportive/restorative assistance services—a¥re
authorized to evaluate the condition of the member and
medical appropriateness of services. An
assessment/evaluation—vistt report is madeforwarded to the
ADvantage Program case manager in accordance with review
schedule determined Dbetween the case manager and
aursesoutlined 1In the member"s person-centered service
plan, to report the member®s condition or other
significant information concerning each advanced

suppertive/restorative—careADvantage member.
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(1) The ADvantage Program case manager may recommend
authorization of nursing services as part of the
interdisciplinary team planning for the member-"s
person-centered service plan and/or
assessment/evaluation of the:
(1) member®s general health, functional ability, and
needs; and/or
(11) adequacy of personal care and/or advanced
supportive/restorative assistance services to meet
the member®s needs, iIncluding providing on-the-job
training and competency testing for personal care or
advanced supportive/restorative care aides per rules
and regulations for the delegation of nursing tasks
established by the Oklahoma Board of Nursing.
(in) In addition to assessment/evaluation, the
ADvantage Program case manager may recommend
authorization of nursing services to:
(1) prepare a one-week supply of 1insulin syringes
for a person who is blind and has diabetes, who can
safely self-inject the medication but cannot Tfill
his or her own syringe. This service 1includes
monitoring the member®s continued ability to self-
administer the insulin;
(11) prepare oral medications 1in divided daily
compartments for a member who self-administers
prescribed medications but needs assistance and
monitoring due to a minimal level of disorientation
or confusion;
(111) monitor a member®s skin condition when a
member Is at risk for skin breakdown due to
immobility or 1incontinence or the member has a
chronic stage 1 decubitus ulcer requiring
maintenance care and monitoring;
(1V) provide nail care for the member with diabetes
or member who has circulatory or neurological
compromise; and
(V) provide consultation and education to the
member, member~s family, or other informal
caregivers identified iIn the person-centered service
plan, regarding the nature of the member®s chronic
condition. Skills training, including return skills
demonstration to establish competency, to the
member, family, or other iInformal caregivers as
specified in the person-centered service plan for
preventive and rehabilitative care procedures are
also provided.
(C) Nursing service includes interdisciplinary team
planning and recommendations Tfor the member®s person-
centered service plan development and/or
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assessment/evaluation; or for other services within the
scope of the Oklahoma Nursing Practice Act, including
private duty nursing. Nursing services are billed per 15-
minute unit of service. A specific procedure code i1s used
to bill for interdisciplinary team planning and
recommendations for the member®"s person-centered service
plan and——For——performing——assessment/evaluationss
anotherother procedure ecode—#scodes may be used to bill
for all other authorized nursing services. A maximum of
eight units, two hours, per day of nursing for service
plan development and assessment evaluation are allowed. An
agreement by a provider to perform a nurse evaluation 1is
also an agreement to provide the Medicaid iIn-home care
services for which the provider 1is certified and
contracted. Reimbursement for a nurse evaluation i1s denied
when the provider that produced the nurse evaluation fails
to provide the nurse assessment identified In the Medicaid
in-home care services for which the provider is certified
and contracted.

(8) Skilled nursing services.
(A) Skilled nursing services listed iIn the person-centered
service plan that are within the scope of the state"s
Nurse Practice Act and are ordered by a licensed
physician, osteopathic physician, physician assistant, or
an advanced practice nurse and are provided by an RN, eFf
an LPN, or LVN under the supervision of a registered
Aaursesan RN, licensed to practice iIn the state. Skilled
nursing services provided in the member®s home or other
community setting are services requiring the specialized
skills of a licensed nurse. The scope and nature of these
services are intended for treatment of a disease or a
medical condition and are beyond the scope of ADvantage
nursing services. These intermittent nursing services are
targeted toward a prescribed treatment or procedure that
must be performed at a specific time or other predictable
rate of occurrence. The RN contacts the member®s physician
to obtain necessary information or orders pertaining to
the member®s care. When the member has an ongoing need
for service activities requiring more or less units than
authorized, the RN must recommend, In writing, that the
service plan be revised.
(B) Skilled nursing services are provided on an
intermittent or part-time basis, and billed per 15-minute
units of service. Skilled nursing services are provided
when nursing services are not available through Medicare
or other sources or when SoonerCare plan nursing services
limits are exhausted. Amount, frequency, and duration of
services are prior-authorized 1In accordance with the
member®s person-centered service plan.

15




(9) Home-deliveredHome-delivered meals.
(A) Heme—deliveredHome-delivered meals provide one meal
per day. A home—deliveredhome-delivered meal is a meal
prepared In advance and brought to the member®s home. Each
meal must have a nutritional content equal to at least
one-third of the dietary reference iIntakes as established
by the Food and Nutrition Board of the National Academy of
Sciences. MealsHome-delivered meals are only provided to
members who are unable to prepare meals and lack an
informal provider to do meal preparation.
(B) Home—deliveredHome-delivered meals are billed per
meal, with one meal equaling one unit of service. The
limit of the number of units a member 1is allowed to
receive Is In accordance with the member®s person-centered
service plan. The provider must obtain a signature from
the member or the member®s representative at the time the
meal is delivered. In the event the member is temporarily
unavailable, such as at a doctor®s appointment and the
meal is left at the member®*s home, the provider must
document the reason a sighature was not obtained. The
signature logs must be available for review.

(10) Occupational therapy services.
(A) Occupational therapy services are services that
increase  functional independence by enhancing the
development of adaptive skills and performance capacities
of members with physical disabilities and related
psychological and cognitive Impairments. Services are
provided in the member®s home and are intended to help the
member achieve greater independence enabling him or her to
reside and participate iIn the community. Treatment
involves the therapeutic use of self-care, works; and play
activities, and may include modification of the tasks or
environment to enable the member to achieve maximum
independence, prevent fTurther disability, and maintain
health. Under a physician®s order, a licensed occupational
therapist evaluates the member"s rehabilitation potential
and develops an appropriate written, therapeutic regimen.
The regimen utilizes paraprofessional occupational therapy
assistant services, within the limitations of his or her
practice, working under the supervision of a licensed
occupational therapist. The regimen includes education and
training fTor informal caregivers to assist with and/or
maintain services when appropriate. The occupational
therapist ensures monitoring and documentation of the
member®s rehabilitative progress and reports to the
member®s case manager and physician to coordinate the
necessary addition or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
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(B) Occupational therapy services are billed per 15-minute
unit of service. Payment is not allowed solely for written
reports or record documentation.
(11) Physical therapy services.

(A) Physical therapy services are those services that
maintain or i1mprove physical disability through the
evaluation and rehabilitation of members disabled by pain,
disease, or injury. Services are provided in the member-®s
home and are intended to help the member achieve greater
independence to reside and participate in the community.
Treatment involves the use of physical therapeutic means,
such as massage, manipulation, therapeutic exercise, cold
and/or heat therapy, hydrotherapy, electrical stimulation,
and light therapy. Under a physician®s order, a licensed
physical therapist evaluates the member®s rehabilitation
potential and develops an appropriate, written,
therapeutic regimen. Under the Physical Therapy Act, a
physical therapist may evaluate a member®s rehabilitation
potential and develop and implement an appropriate,
written, therapeutic regimen without a referral from a
licensed health care practitioner for a period not to
exceed 30-calendar days. Any treatment required after the
30-calendar day period requires a prescription from a
physician or the physician®s assistant of the licensee.
The regimen utilizes paraprofessional physical therapy
assistant services, within the limitations of his or her
practice, working under the supervision of the licensed
physical therapist. The regimen 1includes education and
training for informal caregivers to assist with and/or
maintain services when appropriate. The licensed physical
therapist ensures monitoring and documentation of the
member®"s rehabilitative progress and reports to the
member®s case manager and physician to coordinate the
necessary addition or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.

(B) Physical therapy services are biHed—per—15-minute
vhtts—oF—service-authorized as ADH care therapy
enhancement and are a maximum of one session unit per day
of service. Payment is not allowed solely for written
reports or record documentation.

(12) Speech and language therapy services.

(A) Speech and language therapy services are those that
maintain or improve speech and language communication
cHsabiHtyand swallowing disorders/disability through the
evaluation and rehabilitation of members disabled by pain,
disease, or Injury. Services are provided in the member-®s
home and are iIntended to help the member achieve greater
independence to reside and participate in the community.
Services 1involve the use of therapeutic means, such as
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evaluation, specialized treatment, or developments; and
oversight of a therapeutic maintenance program. Under a

physician®s order, a Jlicensed speech and [language
pathologist evaluates the member-®s rehabilitation
potential and develops an appropriate, written,

therapeutic regimen. The regimen utilizes paraprofessional
therapy—assistantSpeech Language Pathology Assistant

services within the limitations of his or her practice,
working under the supervision of the licensed speech—and
tanguage—patholegist-Speech and Language Pathologist. The
regimen includes education and training for informal
caregivers to assist with, and/or maintain services when
appropriate. The speech—andlanguage—pathologistSpeech and
Language Pathologist ensures monitoring and documentation
of the member®s rehabilitative progress and reports to the
member®s case manager and physician to coordinate the
necessary addition and/or deletion of services, based on
the member®s condition and ongoing rehabilitation
potential.
(B) Speech and language therapy services are biHed—per
15-minvte—unit—of service-authorized as ADH care therapy
enhancement and are a maximum of one session unit per day
of service. Payment is not allowed solely for written
reports or record documentation.

(13) Hospice services.
(A) Hospice services are palliative and comfort care
provided to the member and his or her family when a
physician certifies the member has a terminal 1illness,
with a life expectancy of six months or less, and orders
hospice care. ADvantage hospice care is authorized for a
six-month periods; and requires physician certification of
a terminal 1i1llness and orders of hospice care. When the
member requires more than six months of hospice care, a
physician or nurse practitioner must have a face-to-face
visit with the member 30-calendar days prior to the
initial hospice authorization end date, and re-certify
that the member has a terminal i1llness, has six months or
less to live, and orders additional hospice care. After
the initial authorization period, additional periods of
ADvantage hospice may be authorized for a maximum of 60-
calendar day increments with physician certification that
the member has a terminal illness and six months or less
to live. A member®s person-centered service plan that
includes hospice care must comply with Waiver requirements
to be within total person-centered service plan cost
limits.
(B) A hospice program offers palliative and supportive
care to meet the special needs arising out of the
physical, emotional, and spiritual stresses experienced
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during the final stages of illness, through the end of
life, and bereavement. The member signs a statement
choosing hospice care instead of routine medical care with
the objective to treat and cure the member®s i1llness. Once
the member has elected hospice care, the hospice medical
team assumes responsibility for the member®s medical care
for the 1illness in the home environment. Hospice care
services include nursing care, physician services, medical
equipment and supplies, drugs for symptom and pain relief,
home health aide and personal care services, physical,
occupational and speech therapies, medical social
services, dietary counseling, and grief and bereavement
counseling to the member and/or the member®s family.
(C) A hospice plan—of—careperson-centered service plan
must be developed by the hospice team in conjunction with
the member®s ADvantage case manager before hospice
services are provided. The hospice services must be
related to the palliation or management of the member-®s
terminal illness, symptom control, or to enable the member
to maintain ADL and basic functional skills. A member who
is eligible for Medicare hospice provided as a Medicare
Part A benefit, 1is not eligible to receive ADvantage
hospice services.
(D) Hospice services are billed per diem of service for
days covered by a hospice plan—of—eareperson-centered
service plan and while the hospice provider is responsible
for providing hospice services as needed by the member or
member®s family. The maximum total annual reimbursement
for a member"s hospice care within a 12-month period 1is
limited to an amount equivalent to 85 percent of the
Medicare hospice cap payment, and must be authorized on
the member*®s person-centered service plan.

(14) ADvantage personal care.
(A) ADvantage personal care is assistance to a member 1iIn
carrying out ADLs, such as bathing, grooming, and
toileting or 1in carrying out instrumental activities of
daily living (1ADLs), such as preparing meals and laundry
service, to ensure the member®s personal health and
safety, or to prevent or minimize physical health
regression or deterioration. Personal care services do not
include service provision of a technical nature, such as
tracheal suctioning, bladder catheterization, colostomy
irrigation, or the operation and maintenance of equipment
of a technical nature.
(B) ADvantage home care agency skilled nursing staff
working in coordination with an ADvantage case manager
arels responsible for the development and monitoring of
the member®s personal care services.

19



(C) ADvantage personal care services are prior-authorized
and billed per 15-minute unit of service, with units of
service limited to the number of units on the ADvantage
approved person-centered service plan.
(15) Personal emergency response system.
(A) Personal emergency response system (PERS) 1i1s an
electronic device that enables members at high risk of
institutionalization, to secure help iIn an emergency.
Members may also wear a portable "help” button to allow
for mobility. PERS i1s connected to the person®s phone and
programmed to signal, per member preference, a friend,
relative, or a response center, once the "help"™ button 1is
activated. For an ADvantage member to be eligible for PERS
service, the member must meet all of the service criteria
in (1) through (vi). The:
(i) member has a recent history of falls as a result of
an existing medical condition that prevents the member
from getting up unassisted from a fall;
(i1) member lives alone and without a regular
caregiver, paid or unpaid, and therefore i1s left alone
for long periods of time;
(i11) member demonstrates the capability to comprehend
the purpose of and activate the PERS;
(iv) member has a health and safety plan detailing the
interventions beyond the PERS to ensure the member-®s
health and safety iIn his or her home;
(v) member has a disease management plan to implement
medical and health interventions that reduce the
possibility of falls by managing the member-"s
underlying medical condition causing the falls; and
(vi) ThePERS service avoids premature or unnecessary
institutionalization of the member.
(B) PERS services are billed using the appropriate
HCPCHealthcare Common Procedure Coding (HCPC) procedure
code for installation, monthly service, or PERS purchase.
All services are prior authorized #r—accordance—withper
the ADvantage approved service plan.
(16) Consumer-Directed—Personal—Assistance—Services—and
SuppertEb-PASS)-CD-PASS.
(A) CD-PASS are personal services assistance (PSA) and
advanced personal services assistance (APSA) that enable a
member In need of assistance to reside in #hedrhis or her
home and community of thelHr—ehoosingchoice, rather than in
an institution; and to carry out functions of daily
living, self-care, and mobility. CD-PASS services are
delivered as authorized on the person-centered service
plan. The member becomes the employer of record and
employs the PSA and the APSA. The member 1is responsible,
with assistance from ADvantage Program Administrative
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Financial Management Services (FMS), for ensuring the
employment complies with state and federal Jlabor law
requirements. The member/employer may designate an adult
family member or friend, who iIs not a PSA or APSA to the
member, as an "authorized representative” to assist 1In
executing the employer functions. The member/employer:
(1) recruits, hires and, as necessary, discharges the
PSA or APSA;
(i1) i1s solely responsible to provide instruction and
training to the PSA or APSA on tasks and works with the
consumer directed agent/case manager (CDA) to obtain
ADvantage skilled nursing services assistance with
training, when necessary. Prior to performing an APSA
task fTor the Tirst time, the APSA must demonstrate
competency iIn the tasks 1In an on-the-job training
session conducted by the member and the member must
document the attendant"s competency in performing each
task 1n the APSA"s personnel fTile;
(i11) determines where and how the PSA or APSA works,
hours of work, what i1s to be accomplished and, within
individual budget allocation limits, wages to be paid
for the work;
(iv) supervises and documents employee work time; and
(v) provides tools and materials for work to be
accomplished.
(B) The services the PSA may provide include:
(i) assistance with mobility and transferring in and
out of bed, wheelchair, or motor vehicle, or all;
(i1) assistance with routine bodily functions—that—may
#nelude:, such as:
(1) bathing and personal hygiene;
(11) dressing and grooming; and

(111) eating, including meal preparation and
cleanup;
(111) assistance with home services—that—may—#nclude,
such as shopping, laundry—service, cleaning, and
seasonal chores;

(iv) companion assistance, #that—may—#nreludesuch as

letter writing, reading mail, and providing escort or
transportation to participate in approved activities or
events. "Approved activities or events,” means
community, civic participation guaranteed to all
citizens including, but not Ilimited to, exercise of
religion, voting or participation 1in daily life
activities iIn which exercise of choice and decision
making 1is 1Important to the member, and may include
shopping for food, clothing, or other necessities, or
for participation i1n other activities or events
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specifically approved on the person-centered service

plan.
(C) An APSA provides assistance with ADLs to a member with
a stable, chronic condition, when such assistance requires
devices and procedures related to altered body function if
such activities, iIn the opinion of the attending physician
or licensed nurse, may be performed i1f the member were
physically capable, and the procedure may be safely
performed iIn the home. Services provided by the APSA are
maintenance services and are never used as therapeutic
treatment. Members who develop medical complications
requiring skilled nursing services while receiving APSA
services are referred to his or her attending physician,
who appropriate, order home health services. APSA includes
assistance with health maintenance activities that may
include:

(i) routine personal care for persons with ostomies,

including tracheotomies, gastrostomies, and colostomies

with well-healed stoma, external, indwelling, and

suprapubic catheters that include changing bags and

soap and water hygiene around the ostomy or catheter

site;

(i1) removing external catheters, iInspecting skin, and

reapplication of same;

(i11) administering prescribed bowel program, including

use of suppositories and sphincter stimulation, and

enemas {pre-packaged only without contraindicating

rectal or intestinal conditions;

(iv) applying medicated  {preseriptiom)prescription

lotions or ointments and dry, non-sterile dressings to

unbroken skin;

(v) using a lift for transfers;

(vi) manually assisting with oral medications;

(vii) providing passive range of motion (non-resistive

flexion of joint) therapy, delivered In accordance with

the person-centered service plan unless contraindicated

by underlying joint pathology;

(viii) applying non-sterile dressings to superficial

skin breaks or abrasions; and

(ix) using universal precautions as defined by the

Centers for Disease Control and Prevention.
(D) FMS are program administrative services provided to
participating CD-PASS members/employers by DHS—AS-AA. FMS
are employer-related assistance that provides Internal
Revenue Service (IRS) Tfiscal reporting agent and other
financial management tasks and functions including, but
not limited to:

(1) processing employer payroll, after the

member/employer has verified and approved the employee
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timesheet, at a minimum of semi-monthly, and associated
withholding for taxes, or for other payroll
withholdings performed on behalf of the member as
employer of the PSA or APSA;
(i1) other employer related payment disbursements as
agreed to with the member/employer and in accordance
with the member/employer-”s individual budget
allocation;
(i11) responsibility for obtaining criminal and abuse
registry background checks on prospective hires for
PSAs—or—APSAsPSA or APSA on the member/employer-®s
behalf;
(iv) providing orientation and training regarding
employer responsibilities, as well employer information
and management guidelines, materials, tools, and staff
consultant expertise to support and assist the member
#1  successfully performingperform employer-related
functions; and
(v) making Hepatitis B vaccine and vaccination series
available to PSA and APSA employees in compliance with
Occupational Safety and Health Administration (OSHA)
standards.
(E) The PSA service 1i1s billed per 15-minute unit of
service. The number of units of PSA a member may receive
is limited to the number of units approved on the person-
centered service plan.
(F) The APSA service 1is billed per 15-minute unit of
service. The number of units of APSA a member may receive
is limited to the number of units approved on the person-
centered service plan.
(17) Institutional transition services.
(A) Institutional transition services are those services
necessary to enable a member to leave the institution and
receive necessary support through ADvantage Waiver
services iIn his or her home and community.
(B) Transitional case management services are services per
B6ACOklahoma Administrative Code (OAC) 317:30-5-763(1)
required by the member and included on the member-s
person-centered service plan that are necessary to ensure
the health, welfare, and safety of the member, or to
enable the member to function with greater iIndependence iIn
the home, and without which, the member would continue to
require institutionalization. AdvantageADvantage
transitional case management services assist
institutionalized members who are eligible to receive
ADvantage services 1In gaining access to needed Waiver and
other State plan services, as well as needed medical,
social, educational, and other services to assist iIn the
transition, regardless of the funding source fTor the
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services to which access 1s gained. Transitional case
management services may be authorized for periodic
monitoring of an ADvantage member®s progress during an
institutional stay and for assisting the member transition
from institution to home by updating the person-centered
service plan, including necessary institutional transition
services to prepare services and supports to be in place
or to start on the date the member is discharged from the
institution. Transitional case management services may be
authorized to assist individuals that have not previously
received ADvantage services, but were referred by DHS AS
to the case management provider for assistance 1In
transitioning from the institution to the community with
ADvantage services support.

(1) Institutional transition case management services

are prior authorized and billed per 15-minute unit of

service using the appropriate HEPCHealthcare Common

Procedure Coding (HCPC) procedure code and modifier

associated with the location of residence of the member

served per OAC 317:30-5-763(1)(C).

(i1) A unique modifier code 1iIs used to distinguish

transitional case management services from regular case

management services.
(C) Institutional transition services may be authorized
and reimbursed per the conditions in (i) through (iv).

(1) The service is necessary to enable the member to

move from the institution to his or her home.

(i1) The member 1is eligible to receive ADvantage

services outside of the institutional setting.

(if1) Institutional transition services are provided to

the member within 180 calendar-days of discharge from

the iInstitution.

(iv) servicesServices provided while the member 1is in

the iInstitution are claimed as delivered on the day of

discharge from the institution.
(D) When the member receives institutional transition
services but fails to enter the Wailver, any institutional
transition services provided are not reimbursable.

(18) Assisted living services=_(ALS).

(A) Assisted—Hving—services—(CALS)ALS are personal care
and supportive services furnished to Waiver members who
reside in a homelike, non-institutional setting that
includes 24-hour, on-site response capability to meet
scheduled or unpredictable member needs and to provide
supervision, safety, and security. Services also include
social and recreational programming and medication
assistance, to the extent permitted under State law. The
ALS provider 1is responsible for coordinating services
provided by third parties to ADvantage members in the
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assisted living center. Nursing services are incidental
rather than integral to the provision of ALS. ADvantage
reimbursement for ALS includes services of personal care,
housekeeping, laundry—service, meal preparation, periodic
nursing evaluations, nursing supervision during nursing
intervention, 1iIntermittent or unscheduled nursing care,
medication administration, assistance with cognitive
orientation, assistance with transfer and ambulation,
planned programs for socialization, activities, and
exercise, and for arranging or coordinating transportation
to and from medical appointments. Services, except for
planned programs for socialization, activities, and
exercise are to meet the member®s specific needs as
determined through the 1individualized assessment and
documented on the member®s person-centered service plan.
(B) The ADvantage ALS philosophy of service delivery
promotes member choice, and to the (greatest extent
possible, member control. A member has control over his or
her Hliving space and his or her choice of personal
amenities, Tfurnishings, and activities In the residence.
The ADvantage member must have the freedom to control his
or her schedule and activities. The ALS provider™s
documented operating philosophy, i1ncluding policies and
procedures, must reflect and support the principles and
values associated with the ADvantage assisted living
philosophy and approach to service delivery emphasizing
member dignity, privacy, individuality, and independence.
(C) ADvantage ALS required policies for admission and
termination of services and definitions.
(i) ADvantage-certified assisted living centers (ALC)
are required to accept all eligible ADvantage members
who choose to receive services through the ALC, subject
only to 1issues relating to, one or more of the
following:
(1) rental unit availability;
(11) the compatibility of the member with other
residents;
(111) the center"s ability to accommodate residents
who have behavior problems, wander, or have needs
that exceed the services the center provides; or
(v restrictions initiated by statutory
limitations.
(i1) The ALC may specify the number of units the
provider 1is making available to service ADvantage
members. The number of rental units avaitlable to
- o
selulee_the Abvantage ?&IEIG:B&HES ﬁ? De a:teled based
by—the—Abvantage —Administration—CAA)-At minimum, the

ALC must designate 10 residential units for ADvantage
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members. Residential units designated for ADvantage may
be used for other residents at the ALC if there are no
pending ADvantage members for those units. Exceptions
may be requested in writing subject to the approval of
AA.
(i11) Mild or moderate, cognitive 1impairment of the
applicant is not a justifiable reason to deny ALC
admission. Centers are required to specify whether they
are able to accommodate members who have behavior
problems or wander. Denial of admission due to a
determination of 1incompatibility must be approved by
the case manager and the ADvantage Administration (AA).
Appropriateness of placement 1is not a unilateral
determination by the ALC. The ADvantage case manager,
the member, or member®s designated representative, and
the ALC 1in consultation determine the appropriateness
of placement.
(iv) The ALC 1s responsible for meeting the member®s
needs for privacy, dignity, respect, and freedom from
coercion and restraint. The ALC must optimize the
member®s initiative, autonomy and i1ndependence in
making life choices. The ALC must TfTacilitate member
choices regarding services and supports, and who
provides them. Inability to meet those needs is not
recognized as a reason Tfor determining an ADvantage
member®s placement is Inappropriate. The ALC agrees to
provide or arrange and coordinate all of the services
listed in the Oklahoma State Department of Health
regulations per OAC—310:663-3-3)50AC 310:663-3-3,
except for specialized services.
(v) In addition, the ADvantage participating ALC agrees
to provide or coordinate the services listed iIn (1)
through (111).
(1) Provide an emergency call system for each
participating ADvantage member.
(11) Provide up to three meals per day plus snhacks
sufficient to meet nutritional requirements,
including modified special diets, appropriate to the
member®s needs and choices; and provide members with
24-hour access to food by giving members control in
the selection of the foods they eat, by allowing the
member to store personal food in his or her room, by
allowing the member to prepare and eat food In his
or her room, and allowing him or her to decide when
to eat.
(111) Arrange or coordinate transportation to and
from medical appointments. The ALC must assist the
member with accessing transportation for integration
into the community, iIncluding opportunities to seek
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employment and work 1In competitive integrated
settings, engage in community life, and control his
or her personal resources and recelve services 1Iin
the community to the same degree of access as
residents not receiving ADvantage services.
(vi) The provider may offer any specialized service or
rental unit for members with Alzheimer®s disease and
related dementias, physical disabilities, or other
special needs the TfTacility intends to market.
Heightened scrutiny, through additional monitoring of
the ALC by AA, will be utilized for those ALC"s that
also provide 1iInpatient treatment; settings on the
grounds of or adjacent to a public iInstitution and/or
other settings that tend to isolate individuals from
the community. The ALC must include evidence that the
ALC portion of the facility has clear administrative,
financial, programmatic and environmental distinctions
from the institution.
(vii) When the provider arranges and coordinates
services fTor members, the provider 1is obligated to
assureensure the provision of those services.
(viil) Per OAC 310:663-1-2, 'personal care" is defined
as ''assistance with meals, dressing, movement, bathing
or other personal needs or maintenance, or general
supervision of the physical and mental well-being of a
person, and iIncludes assistance with toileting.” For
ADvantage ALS, assistance with ™other personal needs"
in this definition includes assistance with grooming
and transferring. The term "assistance”™ is clarified
to mean hands-on help, in addition to supervision.
(ix) The specific ALS assistance provided along with
amount and duration of each type of assistance i1s based
upon the member®s assessed need for service assistance
and i1s specified In the ALC"s service plan that 1is
incorporated as supplemental detail into the ADvantage

comprehensive person-centered service plan. The
ADvantage case manager iIn cooperation with ALC
professional staff, develops the person-centered

service plan to meet member needs. As member needs
change, the person-centered service plan 1i1s amended
consistent with the assessed, documented need for
change in services.
(x) Placement, or continued placement of an ADvantage
member in an ALC is 1inappropriate #fwhen any one or
more of the conditions exist.
(1) The member®s needs exceed the level of services
the center provides. Documentation must support ALC
efforts to provide or arrange Tor the required
services to accommodate participant needs.
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(11) The member exhibits behavior or actions that
repeatedly and substantially i#nterfereinterferes
with the rights or well-being of other residents and
the ALC—has documented efforts to resolve behavior
problems including medical, behavioral, and
increased staffing iInterventions. Documentation must
support the ALC attempted interventions to resolve
behavior problems.
(111) The member has a complex, unstable, or
unpredictable medical condition and treatment cannot
be developed and implemented appropriately in the
assisted living environment. Documentation must
support the ALC attempts to obtain appropriate
member care.
(1V) The member fails to pay room and board charges
and/or DHS determined vendor payment obligation.
(xi1) Termination of residence when iInappropriately
placed. Once a determination is made that a member 1is
inappropriately placed, the ALC must inform the member
and the member®s representative, #fwhen any, the AA and
the member®"s ADvantage case manager. The ALC must
develop a discharge plan in consultation with the
member, the member®s representative, the ADvantage case
manager, and the AA. The ALC and case manager must
ensure the discharge plan includes strategies for
providing 1iIncreased services, when appropriate, to
minimize risk and meet the higher care needs of members
transitioning out of the ALC, when the reason for
discharge 1is 1i1nability to meet member needs. +HWhen
voluntary termination of residency iIs not arranged, the
ALC must provide written notice to the member and to
the member®s representative, with a copy to the
member®s ADvantage case manager and the AA, giving the
member 30—calendar—dayss30-calendar days written notice
of the ALC"s 1iIntent to terminate the residency
agreement and move the member to an appropriate care
provider. The 30——~calendar-day30-calendar day
requirement must not apply when emergency termination
of the residency agreement is mandated by the member-s
immediate health needs or when the termination of the
residency agreement 1s necessary fTor the physical
safety of the member or other ALC residents. The
written notice of involuntary termination of residency
for reasons of iInappropriate placement must include:
(1) a fTull explanation of the reasons for the
termination of residency;
(11) the notice date;
(111) the date notice was given to the member and
the member"s representative, the ADvantage Case
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Manager, and the AA;
(1V) the date the member must leave ALC; and
(V) notification of appeal rights and the process
for submitting appeal of termination of Medicaid ALS
to OHCA.

(D) ADvantage ALS provider standards in addition to

licensure standards.

(i) Physical environment.

(1) The ALC must provide lockable doors on the entry
door of each rental unit and an attached, lockable
compartment within each member unit for valuables.
Members must have exclusive rights to his or her
unit with Jlockable doors at the entrance of the
individual or shared rental unit. Keys to rooms may
be held by only appropriate ALC staff as designated
by the member®s choice. Rental units may be shared
only when a request to do so is initiated by the
member. Members must be given the right to choose
his or her roommate.
(I11) The member has a legally enforceable agreement,
Hease)lease, with the ALC. The member must have the
same responsibilities and protections from eviction
as all tenants under the landlord tenant law of the
state, county, city, or other designated entity.
(111) The ALC must provide each rental unit with a
means for each member to control the temperature 1in
the residential unit through the use of a damper,
register, thermostat, or other reasonable means—that
#s under the control of the member and that
preserves privacy, independence, and safety,
provided that the Oklahoma State Department of
Health may approve an alternate means based on
documentation that the design of the temperature
control 1s appropriate to the special needs of each
member who has an alternate temperature control.
(1V) For ALCs built prior to January 1, 2008, each
ALC individual residential unit must have a minimum
total living space, including closets and storage
areas, of 250 square feet; for ALCs built after
December 31, 2007, each ALC individual residential
unit must have a minimum total [living space,
including closets and storage areas, of 360 square
feet.
(V) The ALC must provide a private bathroom for each
living unit that must be equipped with one lavatory,
one toilet, and one bathtub or shower stall.
(V) The ALC must provide at a minimum, a
kitchenette, defined as a space containing a
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refrigerator, adequate storage space fTor utensils,
and a cooking appliance, a microwave is acceptable.
(VI1) The member 1is responsible for furnishing the
rental unit. H+HWhen a member 1i1s unable to supply
basic furnishings defined as a bed, dresser,
nightstand, chairs, table, trash can, and lamp, or
ifT member supplied fTurnishings pose a health or
safety risk, the member®s ADvantage case manager in
coordination with the ALC, must assist the member in
obtaining basic furnishings for the rental unit. The
member must have the freedom to furnish and decorate
the rental unit within the scope of the lease or
residency agreement.
(VIll) The ALC must meet the requirements of all
applicable federal and state laws and regulations
including, but not Ilimited to, state and local
sanitary codes, state building and fire safety
codes, and laws and regulations governing use and
access by persons with disabilities.
(1X) The ALC must ensure the design of common areas
accommodates the special needs of the resident
population and that the rental unit accommodates the
special needs of the member In compliance with the
Americans with Disabilities Act accessibility
guidelines per 28 Code of Federal Regulations, Part
36, Appendix A, at no additional cost to the member.
(X) The ALC must provide adequate and appropriate
social and recreational space for residents and the
common space must be proportionate to the number of
residents and appropriate for the resident
population.
(X1) The ALC must provide appropriately monitored
outdoor space for resident use.
(X11) The ALC must provide the member with the right
to have visitors of his or her choosing at any time.
Overnight visitation is allowed, but may be limited
by the ALC to the extent to which a visitor may stay
overnight.
(XI111) The ALC must be physically accessible to
members.

(i1) Sanitation.
(1) The ALC must maintain the Tfacility, including
its individual rental units that are iIn a clean,
safe, sandtarysand sanitary manner, that are insect
and rodent free, odorless, and in good repair at all
times.
(11) The ALC must maintain buildings and grounds in
a good state of repair, In a safe and sanitary
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condition, and in compliance with the requirements
of applicable regulations, bylaws, and codes.
(111) The ALC stores clean laundry in a manner that
prevents contamination and changes linens at time
intervals necessary to avoid health issues.
(1V) The ALC must provide housekeeping iIn member
rental units to maintain a safe, clean, and sanitary
environment.
(V) The ALC must have policies and procedures for
members® pets.

(i11) Health and Safety.
(1) The ALC must provide building security that
protects members from intruders with security

measures appropriate to building design,
environmental risk factors, and the resident
population.

(aan The ALC  must respond immediately and

appropriately to missing members, accidents, medical

emergencies, or deaths.

(111) The ALC must have a plan in place to prevent,

contain, and report any diseases considered to be

infectious or are listed as diseases that must be

reported to the Oklahoma State Department of Health

(OSDH) .

(1V) The ALC must adopt policies for the prevention

of abuse, neglect, and exploitation that include

screening, training, prevention, investigation,

protection during investigation, and reporting.

(V) The ALC must provide services and Tacilities

that accommodate the needs of members to safely

evacuate i1n the event of fires or other emergencies.

(V1) The ALC must ensure staff is trained to respond

appropriately to emergencies.

(vil) The ALC must ensure that fire safety

requirements are met.

(VIll) The ALC must offer meals that provide

balanced and adequate nutrition for members.

(1X) The ALC must adopt safe practices Tfor the

preparation and delivery of meals.

(X) The ALC must provide a 24-hour response to

personal emergencies that 1is appropriate to the

needs of the resident population.

(XI) The ALC must provide safe transportation to and

from ALC sponsored social or recreational outings.
(iv) Staff to resident ratios.

(1) The ALC must ensure a sufficient number of

trained staff are on duty, awake, and present at all

times, 24 hours a day, and seven days a week, to

meet the needs of residents and to carry out all of
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the processes listed in the ALC"s written emergency
and disaster preparedness plan for fires and other
disasters.
(11) The ALC must ensure staffing is sufficient to
meet the needs of the ADvantage Program members in
accordance with each member®s ADvantage person-
centered service plan.
(111) The ALC must have plans in place to address
situations where there i1s a disruption to the ALC"s
regular work force.
(v) Staff training and qualifications.
(1) The ALC must ensure staff has qualifications
consistent with their job responsibilities.
(11) All staff assisting in, or responsible for,
food service must have attended a food service
training program offered or approved by OSDH.
(111) The ALC must provide staff orientation and
ongoing training to develop and maintain staff
knowledge and skills. All direct care and activity
staff receive at least eight hours of orientation
and initial training within the first month of
employment and at Jleast four hours annually
thereafter. Staff providing direct <care on a
dementia unit must receive fTour additional hours of
dementia specific training. Annual Tfirst aid and
cardiopulmonary resuscitation (CPR) certification do
not count toward the four hours of annual training.
(vi) Staff supervision.
(1) The ALC must ensure delegation of tasks to non-
licensed staff must—beils consistent and in
compliance with all applicable state regulations
including, but not limited to, the Oklahoma Nurse
Practice Act and OSDH Nurse Aide Certification
rules.
(11) The ALC must ensure that, where the monitoring
of food iIntake or therapeutic diets is provided at

the prescribed services level, a registered
dietitian monitors member health and nutritional
status.

(vii1) Resident rights.
(1) The ALC must provide to each member and each
member~s representative, at the time of admission, a
copy of the resident statutory rights listed in
Section 1-1918 of Title 63 of the Oklahoma Statutes
(0.S. 63-1-1918) amended to 1include additional
rights and the clarification of rights as listed in
the ADvantage Member Assurances. A copy of resident
rights must be posted iIn an easily accessible,
conspicuous place in the facility. The facility must

32



ensure that staff i1s familiar with and observes, the
resident rights.
(11) The ALC must conspicuously post for display in
an area accessible to residents, employees, and
visitors, the assisted living center"s complaint
procedures and the name, address, and telephone
number of a person authorized to receive complaints.
A copy of the complaint procedure must also be given
to each member, the member®s representative, or the
legal guardian. The ALC must ensure all employees
comply with the ALC"s complaint procedure.
(111) The ALC must provide to each member and
member®s representative, at the time of admission,
information about Medicaid grievance and appeal
rights, iIncluding a description of the process for
submitting a grievance or appeal of any decision
that decreases Medicaid services to the member.
(viii) Incident reporting.
(1) The ALC must maintain a record of incidents that
occur and report iIncidents to the member®s ADvantage
case manager and to the AA, utilizing the AA
Critical Incident Reporting form. Incident reports
are also—te—be made to Adult Protective Services

(APS) and to the leahema—State—Depathent—ef—Health

£OSbH)0SDH, as appropriate,
ALC sper ALC licensure rules, ut|I|Z|ng the specific

reporting forms required.

(11) Incidents requiring report by licensed ALC are
those defined by OSDH per OAC 310:663-19-1 and
listed on the AA Critical Incident Reporting Form.
(111) Reports of incidents must be made to the
member®s ADvantage case manager and to the AA via
Ffaesimile—or—mailelectronic submission within one
business day of the reportable incident"s discovery
utilizing the AA Critical Incident Reporting form.
+HWhen required, a follow-up report of the incident
must be submitted via Ffaesknile—or—matlelectronic
submission to the member®s ADvantage case manager
and to the AA. The FfoHew—upfollow-up report must be
submitted within Ffivebustress5-business days of the
incident. The Tfinal report must be filed with the
member®s ADvantage case manager and the AA when the
investigation i1s complete, not to exceed 10
busi#nessl0-business days after the incident.

(1V) Each ALC having reasonable cause to believe
that a member 1i1s suffering from abuse, neglect,
exploitation, or misappropriation of member property
must make a report to DHSAdult Protective-—Services
CARSHAPS as soon as the person is aware of the
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situation per 0.S. 43A 8 10-104.A. Reports are also
made to OSDH, as appropriate, per ALC licensure
rules.
(V) The preliminary incident report must at the
minimum, include who, what, when, where, and the
measures taken to protect the member and resident(s)
during the iInvestigation. The follow-up report must
at the minimum, include preliminary information, the
extent of the 1iInjury or damage, +#Ffwhen any, and
preliminary investigation findings. The final report
at a minimums includes preliminary and follow-up
information, a summary of 1nvestigative actions
representing a thorough investigation, investigative
findings and conclusions based on findings, and
corrective measures to prevent future occurrences.
When i1t Is necessary to omit items, the final report
must include why such i1tems were omitted and when
they will be provided.
(ix) Provision of or arrangement for necessary health
services. The ALC must:
¢)) Fhe—ALC—must——arrange or coordinate
transportation for members to and from medical
appointments.
(11) TFheALC—must—provide or coordinate with the
member and the member®s ADvantage case manager Tfor
delivery of necessary health services. The ADvantage
case manager 1is responsible for monitoring all
health-related services required by the member as
identified through assessment and documented on the
person-centered service plan, are provided iIn an
appropriate and timely manner. The member has the
freedom to choose any available provider qualified
by licensure or certification to provide necessary
health services iIn the ALC.
(E) ALS are billed per diem of service for days covered by
the ADvantage member®s person-centered service plan and
during which the ALS provider is responsible for providing
ALS for the member. The per diem rate for ADvantage
assisted living services for a member is one of three per
diem rate levels based on a member®s need for type of,
intensity of, and frequency of service to address member
ADLs, IADLs, and health care needs. The rate level is
based on the Universal Comprehensive Assessment Tool
(UCAT) assessment by the member®s ADvantage case manager
employed by a case management agency independent of the
ALS provider. The determination of the appropriate per
diem rate is made by the AA clinical review staff.
(F) The ALC must notify AA 90-calendar days before
terminating or not renewing the ALC"s ADvantage contract.
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(1) The ALC must give notice in writing to the member,
the member"s representative(s), the AA, and the
member"s ADvantage Case Manager 90-calendar days
before:
(1) voluntary cessation of the ALC"s ADvantage
contract; or
(11) closure of all or part of the ALC.
(i1) The notice of closure must state:
(1) the proposed ADvantage contract termination
date;
(11) the termination reason;
(111) an offer to assist the member secure an
alternative placement;
(1V) advise the member or member®s representative,
and the member"s ADvantage case manager on available
housing alternatives;
(V) the facility must comply with all applicable
laws and regulations until the closing date,
including those related to resident transfer or
discharge.
(i11) Following the last move of the last ADvantage
member, the ALC must provide in writing to the AA:
(1) the effective date of closure based on the
discharge date of the last resident;
(11) a list of members transferred or discharged and
where they relocated, ; and
(111) the plan for storage of resident records per
OAC 310:663-19-3(g), relating to preservation of
resident records and the name, address, and phone
numbers of the person responsible for the records.

317:30-5-764. Reimbursement
(a) Rates for wakverWaiver services are set In accordance with
the rate-—settingrate-setting process by the State Plan Amendment
and Rate Committee (SPARC) and approved by the Oklahoma Health
Care Authority Board.
(1) The rate for NFRespiteNursing Facility (NF) respite 1is
set equivalent to the rate for routine level of care nursing
factHHEyNF services that require providers having equivalent
qualifications;
(2) The rate for daily units for Adult Day Health Care—areis
set equivalent to the rate established by the Oklahoma
Department of Human Services (DHS) for #he equivalent
services provided for the OKBHS(DHS) Adult Day Service
Program that ¥regulrerequires providers havinghave equivalent
qualifications;.
(3) The rate for units of Home-bBeliveredMealshome-delivered
meals 1s are set equivalent to the rate established by the

Oklahoma—Dbepartment—ofF Human—ServicesDHS for the equivalent
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services provided for the OKPHSDHS Home-Delivered Meals
Program that require providers having equivalent
qualificationss.
(4) The rates for units of ADvantage Personal Care and In-
Home Respite are set equivalent to State Plan Agency Personal
Care unit rate which—reguirethat requires providers
havinghave equivalent qualificationss.
(5) The rates for Advanced Supportive/Restorative Assistance
IS set equivalent to 1.077 of the State Plan Agency Personal
Care unit rate;
(6) CSb-PASSConsumer-Directed Personal Assistance Services and
Supports (CD-PASS) rates are determined using the Individual
Budget Allocation (IBA) Expenditure Accounts Determination
process for each member. The [IBA Expenditure Accounts
Determination process 1includes consideration and decisions
about #the—following-=the items listed in (A) - (C) of this
paragraph.
(A) The Individual Budget Allocation (IBA) Expenditure
Accounts Determination constrains total Medicaid
reimbursement for CD-PASS services to be [less than
expenditures for equivalent services using agency
providers.
(B) The PSA and APSA service unit rates are calculated by
the OKBDHS/ASBDHS Aging Services (AS) during the CD-PASS
service eligibility determination process. The
OKBHS/AASPDHS AS sets the PSA and APSA unit rates at a
level that is not less than 80 percent and not more than
95 percent of the comparable Agency Personal Care For
PSAY(PSA) or Advanced Supportive/Restorative CFor
ARSA) (APSA)service rate-rates. The allocation of portions
of the PSA and/or APSA raterates to cover salary,

mandatory taxes, and optional benefits (GHheluding Werker s
Compensation—insurances—iF—avatlable)including Worker™s

Compensation insurance, when available, 1is determined
individually for each member using the CD-PASS
Individualized Budget Allocation (1BA) Expenditure
Accounts Determination Process.

(C) The IBA Expenditure Accounts Determination process
defines the level of program financial resources required
to meet the member®s need for CD-PASS services. +HWhen
the member®s need for services changes due to a change 1in
health/disability status and/or a change in the level of
support available from other sources to meet needs, the
Case— Managerscase manager, based wupon an updated
assessment, amends the person-centered service plan to
increase CD-PASS service units appropriate to meet

additional member need. Fhe—OKBHS/AASD;DHS AS, upon
favorable review, authorizes the amended person-centered
service plan and updates the member®s IBA. Service
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amendments based on changes in member need for services do
not change an existing PSA or APSA rate. The members with
assistance from the FMS, reviews and revises the IBA
Expenditure Accounts calculation annually or more often to
the extent appropriate and necessary.
(7) Three per diem reimbursement rate levels fTor the
ADvantage assisted living services are set. Different rate
per diem levels are established to adequately reimburse the
provider for the provision of different levels of service to
accommodate different level of member need for services-type,
intensity and frequency to address member ADLZFADLActivities
of Daily Living and Instrumental Activities of Daily Living
(ADL/I1ADL) and health care needs. 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. The specific rate
level appropriate to a particular member"s service 1is
determined by UGAFUniform Comprehensive Assessement Tool,
Part 111 (UCAT 111) assessment by the member®s ADvantage GCase
Managercase manager employed by a Case—Managementcase
managment agency—that—#s i1ndependent of the Assisted Living
Services provider. ADvantage payment iIs not made for 24-hour
skilled care iIn an Assisted—Living—Center-assisted living
center. Federal financial participation is not available for
room and board, items of comfort or convenience, or the costs
of facility maintenance, upkeep and iImprovement. Separate
payment Is not made for ADvantage services of personal care,
advanced supportive/restorative assistance, skilled nursing,
Personal Emergency Response System, home-delivered meals,
adult day earehealth or environmental modifications to a

member while receiving Assisted—Living—Servicesassisted

living services since these services are integral to and
inherent In the provision of AssistedLIving—Service-assisted
living service. However, separate payment may be made for
Medicaid State Plan and/or Medicare Home Health benefits to
members receiving ADvantage Assisted—Living-assisted living.

Separate payment is not made for ADvantage respite to a
member while receiving Assisted—Living—Servicesassisted
living services since by definition Assisted—Living

Servicesassisted living services assume the responsibility
for 24-hour oversight/monitoring of the member, eliminating
the need for informal support respite. The member 1is
responsible for room and board costs; however, for an

ADvantage member, the ADvantage Assisted—Living

Servicesassisted living services provider is allowed to
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charge a maximum for room and board that is no more than

90%90 percent of the SSkSupplemental Security Income (SSI)

Federal Benefit Rate. H—in—accordance—withWhen, per OAC

317:35-17-1(b) and 317:35-17-11, the member has a vendor

payment obligation, the provider iIs responsible for

collecting the vendor payment from the member.

(7) The maximum total annual reimbursement for a member=s

Hospicemember®s hospice care within a #twelve—monthl2-month

period is limited to an amount equivalent to 85%85 percent of

the Medicare Hospice Cap payment.
(b) The OKDHS/ASBDHS AS approved ADvantage person-centered
service plan 1s the basis for the MMISMedicaid Management
Information Systems (MMIS) service prior authorization,
specifying=specifying the:

(1) service;

(2) service provider;

(3) units authorized; and

(4) begin and end dates of service authorization.
(c) Service time for Personal—GCare,—Case Managements;—Case
Home Respite, CD-PASS Personal Services Assistance, and Advanced
Personal—Services—Assistancepersonal care, case management
services for institution transitioning, nursing, skilled
nursing, supportive/restorative assistance, and in-home respite,
is documented solely through the use of the Electronic Visit
Verification System (EVV), previously known as Interactive Voice
Response Authentication (P/RA)—system, when services are
provided in the home. Providers are required to use the HVRAEVV
system after access to the system 1is made available by
OKBDHS-DHS. The JH#YRAEVV system provides alternate backup
solutions should the automated system be unavailable. In the
event of JHVRAEVV Dbackup system failure, the provider wiHH
doeumentdocuments time 1In accordance with their agency backup
plan. The agency®"s backup preceduresplans are only permitted
when the HVRAEVV system is unavailable.
(d) As part of ADvantage quality assurance, provider audits
evaluate whether paid claims are consistent with service plan
authorizations and documentation of service provision. Evidence
of paid claims—that—are not supported by service plan
authorization andferand documentation of service provisions wiHH
be—turned—overare given to #heOHCA"s Program Integrity Unit for
follow-up investigation.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBIITY

SUBCHAPTER 15. PERSONAL CARE SERVICES

317:35-15-2. Personal Garecare services
(a) Personal Carecare i1s assistance to an individual in carrying
out actrvities—ofF datly—HivingActivities of Daily Living (ADLs)
or in carrying out  #nstrumental——activities—of —datly
Hvnglinstrumental Activities of Daily Living (1ADLs) directly
related to the member®s personal care needs to prevent or
minimize physical health regression or deterioration. Fhe
Personal—CarePersonal care service requires a skilled nursing
assessment of need, development of a care plan to meet
identified personal care needs, care plan oversight, and
periodic re-assessment and updating, +#Fof the care plan, when
necessarys—of—the—care—plan. Personal GCarecare services do not
include technical services, such as—#racheal suctioning,
tracheal care, gastrostomy-tube feeding or care, specialized
feeding due to choking risk, application of compression
stockings, bladder catheterization, colostomy irrigation, wound
care, application of prescription lotions or topical ointments,
range of motion exercises, or the operation of equipment of a
technical nature, such as a patient lift= or oxygen equipment.
(b) Personal GCarecare members may receive services In limited
types of living arrangements. The specific living arrangements
are set forth below.
(1) Personal Garecare members are not eligible to receive
services while residing in an institutional setting
including, but not limited to, licensed facilities, such as a
hospital, nursing Tacility, licensed residential care
facility or licensed assisted living fTacility, or 1iIn an
unlicensed institutional living arrangement, such as a room
and board home or facility. Personal care may not be approved
when the client lives in the personal care assistant®s home
except with the approval of Oklahoma Department of Human
Services (DHS) Aging Services.
(2) Additional [living arrangements iIn which members may
receive Personal—GCarepersonal care services are the member-s
own home, apartment, or a TfTamily or friend*s home or
apartment. A home or apartment unit is defined as a self-
contained living space having a lockable entrance to the unit
including a bathroom and food storage/preparation amenities
in addition to bedroom/living space.
(3) For PRersonal-Carepersonal care members who are full-time
students, a dormitory room qualifies as an allowable living
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arrangement in which to receive PersenalCarepersonal care
services for the period during which the member is a student.
(4) with prior approval of the OKBHSDHS area nurse, PRersonal
GCarepersonal care services may be provided in an educational
or employment setting to assist the member m
achtevingachieve vocational goals 1i1dentified 1In the care
plan.
(c) Personal Carecare services may be provided by an individual
employed by the member referred to as an +Hnrdividual—PRersenal
Care—Assistantindividual personal care assistant (IPCA) or by a
Personal-Care-Assistantpersonal care assistant (PCA) employed by
a home care agency—that—#s certified to provide Rersonal
Carepersonal care services and contracted with the OHCAOklahoma
Health Care Authority (OHCA) to provide PRersenal—Carepersonal
care services. OKBHSDHS must determine an IPCA to be qualified
to provide Personal—Carepersonal care services and not
identified as formal/informal support for member before they can
provide services. Persons eligible to serve as either IPCAs or
PCAS must-meet—the following—criteria:
(1) arebe at least 18 years of age;
(2) have no pending notation related to abuse, neglect, or
exploitation as reported by the Oklahoma State Department of
Health Nurse Ailde Registry;
(3) are—not be included in the OKBHSDHS Community Services
Worker Registry;
(4) have—not beenbe convicted of a crime or have any criminal
background history or registry listings that prohibit
employment as—defined—inper 0.S. Title 63, Section 1-1950.1;
(5) demonstrate the ability to understand and carry out
assigned tasks;
(6) are—not be a legally responsible family member, such as a
spouse, legal guardian, or parent of a minor child of the

member belng served——(exeept+ens——may——be——made——feF——a——legal
the—QKDHS—Aging—%e#viees—@ivisien}e, exceptlons may be made

for a legal guardian to provide services only with prior
approval from DHS Aging Services;
(7) have a verifiable work history and/or personal
references, verifiable identification; and
(8) meet any additional requirements as outlined i1In the
contract and certification requirements with the OHCA.
(d) Eligibility for Personal Care is contingent on an individual
requiring one or more of the services offered at least monthly
that 1include personal care, meal preparation, housekeeping,
laundry, shopping or errands, or specified special tasks to meet

Activities—of Datly—LivingADL or Jdnstrumental—Activities—ofF
Bairbhy—Livingl ADL assessed needs.
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317:35-15-4. Determination of medical eligibility for Personal
Care
(a) Eligibility. The OkKBHSOklahoma Department of Human Services
(DHS) area nurse determines medical eligibility for Personal
Carepersonal care services based on the YUCATUniform
Comprehensive Assessment Tool (UCAT) and the determination that
the member has unmet care needs that require PRersonal
Carepersonal care services. Personal Carecare services are
initiated to support the informal care—that#s—betng provided in
the member®s home. Personal Carecare services are not intended
to take the place of regular care and general maintenance tasks
or meal preparation shared or done for one another by natural
supports, such as spouses or other adults who live in the same
household. Additionally, Personal-Carepersonal care services are
not furnished when they principally benefit the family unit. To
be eligible for Personal—Carepersonal care services, the
individual must:
(1) have adequate informal supports #thatconsisting of adult
supervision that iIs present or available to contribute to
care, or deciston—makingdecision-making ability as documented
on the UCAT, to remain in hisfherhis or her home without risk
to hi#stherhis or her health, safety, and well-being:z, the
individual:
(A) the—ndividual-must have the deciston—makingdecision-
making ability to respond appropriately to situations that
jeopardize histherhis or her health and safety or
available supports that compensate for hi#stZherhis or her
lack of ability as documented on the UCATs; or
(B) the—#ndividual—who has histherhis or her deeiston
maki#ngdecision-making ability, but lacks the physical
capacity to respond appropriately to situations that
jeopardize health and safety and has—beenwas informed by
the OKDBHSDHS nurse of potential risks and consequences,
may be eligible;
(2) require a plan of care 1i1nvolving the planning and
administration of services delivered under the supervision of
professional personnel;
(3) have a physical impairment or combination of physical and
mental impairments as documented on the UCAT. An individual
who poses a threat to self or others as supported by
professional documentation or other credible documentation
may not be approved for Personal Care services;. An
individual who 1s actively psychotic or believed to be 1in
danger of potential harm to self or others may not be
approved for personal care services;
(4) not have members of the household or persons who
routinely visit the household who, as supported by
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professional documentations or other credible documentation,
pose a threat of harm or injury to the individual or other
household visitors;
(5) lack the ability to meet personal care needs without
additional supervision or assistance, or to communicate needs
to others; and
(6) require assistance, not of a technical nature, to prevent
or minimize physical health regression and deterioration.
(b) Definitions. The following words and terms, when used in
this subsection, shall have the following meaning, unless the
context clearly indicates otherwise:
(1) "ADL"™ means the activities of daily living. Activities of
daily living are activities that reflect the member®s ability
to perform self-care tasks essential for sustaining health
and safety such as:
(A) bathings;
(B) eatings;
(C) dressings;
(D) groomings;
(E) transferring, (ihreludes—activities—such—as—getting—in
and—out—of atub; bedto—chalr;—ete)sincludes activities,
such as getting in and out of a tub, or bed to chair;
(F) mobilitys;
(©)) toiletingTi and
(H) bowel/bladder control.
(2) "ADLs score of three or greater™ means the member cannot
do at least one ADL at all or needs some help with two or
more ADLs.
(3) means the member®s UCAT Consumer Support score 1S zero
whichthat indicatess In the UCAT assessor®"s clinical
judgment, Tformal and informal sources are sufficient for
present level of member need In most functional areas.
(4) means the member®s UCAT Consumer Support score is Tive
whichthat indicates; In the UCAT assessor®"s clinical
judgment, support from formal and informal sources are nearly
sufficient for present level of member need iIn most
functional areas. The member, family, or informal supports
are meeting most needs typically expected of Tfamily or
household members to share or do for one another, such as
general household maintenance. There 1s little risk of
institutional placement with loss of current supports.
(5) means the UCAT Consumer score is 15 whichthat indicatess
in the UCAT assessor®s clinical judgment, formal and informal
support is available, but overall, it 1is 1nadequate,
changing, fragile, or otherwise problematic. The member
requires additional assistance that usually includes personal
care assistance with one or more ABL—tasksADLs not available
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through Medicare, the Veterans Administration, or other
federal entitlement programs. Support provided by informal
caregivers i1s of questionable reliability due to one or more
of the following:

(A) care or support is required continuously with no

relief or backup available;

(B) i1nformal support lacks continuity due to conflicting

responsibilities, such as work or child care;

(C) care or support is provided by persons with advanced

age or disability; or

(D) institutional placement can reasonably be expected

with any loss of existing support
(6) means the member®s UCAT Consumer score 1is 25 whichthat
indicatess In the UCAT assessor®s clinical judgment, formal
and informal supports are not sufficient as there 1is very
little or no support available to meet a high degree of
member need.
(7) "Community Services—Worker“services worker"
means any persoennon-licensed health professional employed by
or under contract with a community services provider who
provides, for compensation or as a volunteer, health-related
services, training, or supportive assistance to frail
elderly, disabled person(s), or person(s) with developmental
dlsablI|tles——and—whe—+s—net—a—l+eensed—health—p¥efess+enal
(8) "Community Services Worker Registry” means a registry
established by the OKDHS;DHS, as—regquired—Dbyper Section
1025.1 et seq. of Title 56 of the Oklahoma Statutes, to list
community services workers against whom a final iInvestigative
finding of abuse, neglect, or exploitation, as—defired—#nper
Section 10-103 of Title 43A of the Oklahoma Statutes,
involving a frail elderly, disabled person(s), or person(s)
with developmental disabilities has—beenwas made by OKDHSDHS
or an administrative law judge, amended in 2002, to include
the listing of SoonerCare PCAspersonal care assistants (PCAs)
providing personal care services.
(9) "Instrumental activities of daily living (IADL)"
means those activities that reflect the member®s ability to
perform household chores and tasks within the community
essential for sustaining health and safety, such as:

(A) shoppings;

(B) cookings;

(C) cleanings;

(D) managing moneys;

(E) using a telephones;

(F) doing laundrys;

(G) taking medications; and

(H) accessing transportation.
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(10) "1ADLs score is at least six" means the member needs
some help with at least three 1ADLs or cannot do two IADLs at
all.
(11) "1ADLs score of eight or greater™ means the member needs
some help with at least four IADLs or the member cannot do
two IADLs at all and needs some help with one or more other
IADLs.
(12) "MSQ"™ means the mental status questionnaire.
(13) "MSQ moderate risk range” means a total welghted
seoreweighted-score of seven to eleven—whichll that iIndicates
an orientation-memory-concentration impairment or memory
impairment.
(14) "Nutrition moderate risk'™ means the total weighted UCAT
Nutrition score is eight or more whichthat indicates poor
appetite or weight loss combined with special diet
requirements, medications, or difficulties In eating.
(15) "Social resources score 1s eight or more"™ means the
member lives alone or has no informal support when he or she
Is sick, er—needs assistance, or has little or no contact
with others.
(c) Medical eligibility minimum criteria for PRerseonal
Care-personal care. The medical eligibility minimum criteria for
Perseonal—Carepersonal care are the minimum UCAT score criteria
whichthat a member must meet for medical eligibility for
personal care and are:
(1) ADLs score is a fTive or greater; or lIADLs score of eight
or greater; or Nutrition score 1is eight or greater; or the
MSQ score is seven or greater; or the ADLs score is three and
IADLs score is at least six; and
(2) Consumer Support is 15 or more; or Consumer Support score
is five and the Social Resources score is eight or more.
(d) Medical eligibility determination. Medical eligibility for
Personal—Carepersonal care is determined by the OKBHS-DHS. The
medical decision for PRersenal—Carepersonal care 1s made by the
OKDHSDHS area nurse utilizing the UCAT.
(1) Categorical relationship must be established for
determination of eligibility for Persenal-GCare-personal care.
+FWhen categorical relationship to Aid to the Disabled haswas
not—already—been establisheds; but there is an extremely
emergent need fTor Persenal—Carepersonal care, and current
medical information 1is not available, the Ilocal office
authorizes a medical examination. When authorization is
necessary, the county director 1issues #theForm O08MAO16E,
Authorization fTor Examination, OKBHS—Fform—O8MAO16E; and
theForm O08MAO2E, Report of Physician®s Examination, OKDHS
Form—O8MAO2E; to a licensed medical or osteopathic phystctan

refer—toOAC—317:30-5-D-health care professional, refer to
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Oklahoma Administrative Code OAC 317:30-5-1. The
physicianlicensed health care professional cannot be iIn a
medical TfTacility #nternsinternship, residency, or Tellowship
program or in the Tull time employment of the Veterans
Administration, United States Public Health Service, or other
agency. The OKBHSDHS county worker submits the information to
the Level of Care Evaluation Unit (LOCEU) to request a
determination of eligibility for categorical relationship.
LOCEU renders a decision on the categorical relationship
using the Social Security Administration (SSA) same
definition—used—by—SSA. A Tollow-up 1is required by the
OKBHSDHS county worker with the—Social—Seeurity
Administration—(SSA)(SSA) to be—sure—that-SSA"sensure the SSA
disability decision agrees—withis also the LOCEU decision—of
LOCEY .

(2) Approved contract agencies or the AAADvantage
Administration (AA) may complete—the UCAT Part | for intake
and screening and forward the form to the county office.

(3) Upon receipt of the referral, OKBHSDHS county staff may
initiate the UCAT, Part 1.

(4) The OKBHSDHS nurse is responsible for completing the UCAT
assessment visit within 210—werkinglO-business days of the
PerseonalGCarepersonal care referral for the applicant who is
SoonerCare eligible at the time of the request. The OKBHSDHS
nurse completes the assessment visit within 20—werking20-
business days of the referral for the applicant not
determined SoonerCare eligible at the time of the request.
+HWhen the UCAT Part |1 indicates the request is from an
individual who resides at home and an Immediate response 1is
required to ensure the health and safety of the person,

Lemergency—situation)emergency situation, or to avoid
institutional placement, the UCAT Part 111 assessment visit
has tep—priority—Ffor-scheduling-top-scheduling priority.

(5) During the assessment visit, the OKDHSDHS nurse completes
the UCAT and reviews—with—the-—member rights to privacy, fair
hearing, provider choice, and the pre-service acknowledgement
agreement-=_ with the member. The OKBHSDHS nurse informs the
applicant of medical eligibility criteria and provides
information about OKDBHSDHS long-term care service options.
The OKBHSDHS nurse documents en—the—UCAT—HH—whetherif the
member wants to be considered for nursing facility level of
care services or if the member 1is applying for a specific
service program=_ on UCAT 111. +#FWhen, based wdpenron the
information obtained during the assessment, the OKBHSDHS
nurse determines i1f the member may be at risk for health and

safety, an immediate referral is made to Adult Protective
Services (APS)-= or Child Protective Services, as applicable.
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The referral i1s documented on the UCAT.
(A) HHRWhen the applicant™s needs cannot be met by PRersenal
Carepersonal care services alone, the OKBHSDHS nurse
informs the applicant of the other community long-term
care service options. The OKBHSDHS nurse assists the
applicant In aeecessingaccess service options selected by
the applicant i1n addition to, or 1in place of, Personal
Care services.
(B) +When multiple household members are applying for
SoonerCare Personal Care services, the UCAT assessment 1s
done for all the household members at the same time.
(C) The OKBHSDHS nurse informs the applicant of the
qualified agencies in theirhis or her local area avatlable
tothat provide services and obtains the applicant™s
primary and secondary choice of agencies. +Flhen the
applicant or family declines to choose a primary personal
care service agency, the OKBHSDHS nurse selects an agency
from a list of all available agencies, using a round-robin
system. The OKBHSDHS nurse documents the name of the
selected personal care provider agency.
(6) The OKBHSDHS nurse completes the UCAT within #hree
workingthree-business days of the assessment visit and sends
it to the OKPHSDHS area nurse Tor medical eligibility
determination. Personal GCarecare service eligibility is
established ason the date—whenr medical eligibility 1is
approved and financial eligibility is established. This date
serves as the certification date for services to be
initiated.
(A) +FRWhen the length of time from the—date—the initial
assessment to the date of service eligibility
determination exceeds 90—days;90-calendar days, a new UCAT
and assessment visit Is required.
(B) The  OKBHSDHS area nurse assigns a medical
certification period of not more than 36 months. The
service plan period under the Service Authorization Model
(SAM) 1is for a period of 12 months and is provided by the
OKBHSDHS nurse.
(7) The OKBHSDHS area nurse notifies the OKBHSDHS county
worker via ELDERS of the Personal—Carepersonal care
certification. The authorization line iIs open via automation

from ELDERS—and—Ffive—vistts—by—a——skilHled—nurse—are

automatically authorized.

(8) Upon establishment of PRersonal—Carepersonal care
certification, the OKBHSDHS nurse contacts the member"s
preferred provider agency, or when necessary, the secondary
provider agencys or the provider agency selected by the round

robin system. Within enre—weorkingone-business day of provider
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agency acceptance, the OKBHSDHS nurse forwards the referral
information to the provider agency for SAM plan development.

{seeOAC317:35-15-8Ca))~- Refer to OAC 317:35-15-8 (a).
(9) Following the SAM packet development by the provider

agency, and within #three—workingthree-business days of
receipt of the packet from the provider agency, the OKBHSDHS
nurse reviews the documentation to ensure agreement with the
plan. Once agreement is established, the packet is authorized
by the designee or submitted to the area nurse for review.
(10) Within 10—werkinglO-business days of receipt of the SAM
case from the OKBHSDHS nurse, the OKBHSDHS area nurse erther
authorizes or denies the SAM units. If the SAM case fTails to
meet standards for authorization, the case is returned to the
OKBHSDHS nurse—fer—reviston for further justification.

(11) within ene—werkingone-business day of knowledge of the
authorization, the OKBHSDHS nurse forwards the service plan
authorization to the provider agency.

317:35-15-8. Agency PRersonalCare—Service—Authorization—and
Menitoringpersonal care service authorization and monitoring
(a) Within #en—werkinglO-business days of receipt of the
referral for PRersonalCarepersonal care services, the Personal
Garepersonal care provider agency nurse completes a SAMService
Authorization Model (SAM) visit iIn the home to assess the
member~s Personal—Carepersonal care service needs, completes a
SAM packet based on the member®s needs and submits the packet to
the OKBHSDHS nurse. The member®s SAM packet 1includess DHS
Forms:

(1) O02AGO044E, Personal Care Progress Notes—(OKkBHS—Form

(2) 02AGO30E, Personal Care Planning Schedule/Service Plan

JOKBHS—Form—O02AGO30E—(AG-5)/02AGO31E—(AG-6)}; and

(3) O02AGO29E, Personal Care Plan—fokbHS—Form—O2AGO29E—(CAG—

D1
(b) +FfWhen more than one person In the household has—beenwas
referred to receive PRersonal—GCarepersonal care or ADvantage
services, all household members® SAM packets are discussed and
developed with the eligible members so service delivery ean—beis
coordinated to achieve the most efficient use of resources. The
number of units of Persenal-Carepersonal care service authorized
for each individual is distributed between all eligible family
members to assureensure that the absence of one family member
does not adversely affect the family member(s) remaining in the
home. HWhen one or more persons in the same household with a
Personal—GCarepersonal care member have—beenwere referred to or
are receiving other formal services, such as ADvantage or
Developmental Disability Services, then those services are
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coordinated as well.
(c) The Personal—Carepersonal care provider agency receilves
documentation from OKBHSDHS as authorization to begin services.
The agency delivers a copy of the care plan JOkbHS—Fform
Form O02AG029E and the Personal Care Planning
Schedule/Service Plan to the member upon Initiating services.
(d) Prior to placing a PCApersonal care assistant (PCA) in the
member®s home or other service-delivery settings by the provider
agency, an Oklahoma State Bureau of Investigation (OSBI)
background check, an Oklahoma State Department of Health
Registry check, and an ©OKBHSDHS Community Services Worker
Registry check must be completed ¥ Hhr—accordance—withper Sections
1-1944 through 1-1948 of Title 63 of the Oklahoma Statutes.
Payment is made for PCAs who provide PRersenal—Carepersonal care
services who—alseand meet—the criteria—as—defined—in OAC 3174:35-
15-2(e)HD)-@—through—8)-317:35-15-2(c) (1) 1 through 8).
(e) The provider agency nurse monitors thetrthe member®s plan of
care.
(1) The PRersenal—Carepersonal care provider agency contacts
the member within Frve—workingfive-business days of receipt
of the authorized document iIn order to ensure—that services
have—beenwere i1mplemented and—the—needs—of the member—are
being—met-according to the authorized plan of care.
(2) The provider agency nurse makes a SAM home visit at least
every six months to assess the member®s satisfaction with
thetrhis or her care and to evaluate the SAM packet for
adequacy of goals and authorized units. Whenever a home visit
is made, the provider agency nurse documents—the#r Tindings
in the Personal Care Progress Notes. The provider agency
forwards a copy of the Progress Notes to the OKBHSDHS nurse
for review within 5—busknessfive-business days of the visit.
The monitoring visit may be conducted by a Licensed Practical
Nurse (LPN) only when the PCA 1is not performing hands-on
personal care. A Registered Nurse (RN) must also co-sign the
progress notes.
(3) Requests by the provider agency nurse to change the
number of units authorized in the SAM packet are submitted to
OKBHS(DHS) and are approved or denied by the OKBHS(DHS) area
nurses or designee, prior to—implementation—ofF—the changed
number of units- unit implementation.
(4) Annually, or more frequently +#fwhen the member®"s needs
change, the provider agency nurse re-assesses the member-s
needneed”s and develops a new SAM packet to meet the member-®s
needs. The provider agency nurse conducts a home visit and
completes and submits the annual reassessment documents to
the OKBHSDHS nurse no sooner than 60—days60-calendar days

before the existing service plan end-date, but—sufficienthy
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+H—advance—of the-end-date-and no later than l1l4-calendar days
prior to service.

(5) +RWhen the member 1is unstaffed, the provider agency
communicates with the member and makes efforts to re-staff.
It is recommended the provider agency contacts unstaffed
members weekly by telephenephone to actively monitor the
health and safety of the member and documents ongoing efforts
to provide staff. +HRWhen the member 1is unstaffed for 30
ealendar30-calendar days, the provider agency notifies the
OKBHSDHS nurse on anr—OKBDHS—FermForm 02AGO32E, Provider
Communication Form. The OKBHSDHS nurse contacts the member
and #Ffwhen the member chooses, iInitiates a transfer of the
member to another provider agency that can provide staff.

317:35-15-8.1. Agency Personal Care services; billing, and
problem resolution
The AAADvantage Administration (AA) certifies qualified
Perseonal-Carepersonal care provider agencies and facilitates the
execution of the agencies®™ SoonerCare contracts on behalf of the
OHCA-Oklahoma Health Care Authority (OHCA). The—OHCA wiH
cheekchecks the list of providers—that—have—been barred from
Medicare/SoonerCare participation to ensure that the Rersenal
GCarepersonal care services agency i1s not listed.
(1) Payment for PRersonalCare-personal care. Payment for
Personal-Carepersonal care services 1s made for care provided
in the member®s 'own home"™ or in other Hmited—typeslimited
types of living arrangements +#hr—accordance—withper OAC
317:35-15-2(b) (1 through 4).
(A) Use of provider agency. To provide PRersenal
Carepersonal care services, an agency must be licensed by
the Oklahoma State Department of Health, meet
certification standards 1identified by OkKBHSthe Oklahoma
Department of Human Services (DHS), and possess a current
SoonerCare contract.
(B) Reimbursement. Personal GCarecare services payment on
behalf of a member 1is made according to the type of
service and number of units of PRersoenal-Carepersonal care
services authorized iIn the SAMService Authorization Model
(SAM) packet.
(1) The amount paid to provider agencies for each unit
of service is according to—the established SoonerCare
rates for the Personal Care services. Only authorized
units contained iIn each eligible member®s individual
SAM packet are eligible for reimbursement. Provider
agencies serving more than one PRersonal—Carepersonal
care service member residing In the same residence wiH
assure—thatensure the members®™ SAM packets combine
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units iIn the most efficient manner—pessible to meet the
needs of all eligible persons in the residence.
(i1) Payment for PersonalCarepersonal care services is
for tasks performed in accordance wi#thper OAC 317:30-5-
951 only when Hlisted on an authorized plan of care.
Payment for PRersonal—Carepersonal care skilled nursing
service 1s made on Dbehalf of the member for
assessment/evaluation and associated service planning
per SAM nursing visit.
(i11) Service time TfTor personal care services is
documented through the use of the Electronic Visit
Verification System (EVV), previously known as
Interactive Voice Response Authentication (1VRA)
system, when services are provided in the home.
(2) Issue resolution.
(A) The provider agency provides a written copy of their
grievance process to each member at the commencement of
services. The written grievance process includes the name
and phone number of a provider agency contact person who
iIs responsible for responding to such complaints and
grievances. +FfWhen the member 1s dissatisfied with the
Personal Care provider agency or the assigned PCA and has
exhausted attempts to work with the Personal Care provider
agency"s grievance process without resolution, the member
may—econtact—theis referred to the OKBHS—nurseDHS State
Plan Care Unit to attempt to resolve the issue(s). The
OKBHS—nurse—is—to—contact—theStatePlan—Care—unit—For
1ssues—that-cannotbe resolved between—the OKDHS hurse—and
the—Personal—Care—Provider—ageney- The member has the
right to appeal to—the OHCA #h—acecordaneceper with OAC
317:2-1-2.
(B) When a problem—with—performance—ofthe PCA performance
issue 1s 1dentified, #he provider agency staff wiHH
eonductconducts a counseling conference with the member
and/or the PCA as appropriate. Fhe—Provider agency staff
wiHH——counselcounsels the PCA regarding problems with
his/her performance.
(3) Persons 1i1neligible to serve as PCAs. Payment from
SoonerCare funds for PRersenal—Carepersonal care services may
not be made to an individual who is a legally responsible
family member of the member, such as a spouse, legal
guardian, or parent of minor child, to whom he/she is
providing personal care services- (exceptions may be made for
legal guardians with prior approval from the Department of
Human Services/Aging Services (DHS/AS).

317:35-15-10. Redetermination of medical eligibility for
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Personal-Carepersonal care services

(a) Medical eligibility redetermination. The ©OKBHSOklahoma
Department of Human Services (DHS) area nurse must complete a
redetermination of medical eligibility before the end of the
long-term care medical certification period.

(b) Recertification. The OKBHSDHS nurse re-assesses the Personal
GCarepersonal care services member fTor medical re-certification
based on the member®s needs and level of caregiver support
required, using the UGATUniform Comprehensive Assessment Tool
(UCAT) at least every 36 months. During this re-certification
assessment, the OKPHSDHS nurse informs the member of the state”s
other SoonerCare long-term care options. The OKBHSDHS nurse
submits the re-assessment to the OKBPHSDHS area nurse for
recertification. Documentation 1is sent to the OKDPHSDHS area
nurse no later than the #enthlOth-calendar day of the month 1in
which the certification expires. When the OKBPHSDHS area nurse
determines medical eligibility for PersonalCarepersonal care
services, a recertification review date 1is entered on the
system.

(c) Change in amount of units or tasks. When the Personal
Garepersonal care provider agency determines a need for a change
in the amount of units or tasks within the PRersoenal-Carepersonal
care service, a new SAMService Authorization Model (SAM) packet
iIs completed and submitted to OKBHSDHS within five—calendarfive-
calendar business days of 1identifying the assessed need. The
change 1is approved or denied by the OKDHSDHS area nurses or
designee, prior to implementation.

(d) Voluntary closure of Personal Care services. HWhen a member
decides Rersonal-Carepersonal care services are no longer needed
to meet histherhis or her needs, a medical decision is not
needed. The member and the OKBHSDHS nurse or OKBHSDHS county
Social Services Specialist completes and signs OKBHS—FermDHS
Form 02AGO38E,—-ABwv-2,; State Plan Personal Care/ADvantage Program
Voluntary Withdrawal Request. The OKBHSDHS nurse submits closure
notification to the provider agency.

(e) Resuming Personal Care services. +fWhen a member approved
for Personal Care services has—beenis without Personal Care
services for less than 90—days90 calendar-days but—stidl has a
current medical and SoonerCare Tinanciral eligibility approval,
Personal Care services may be resumed using the member~s
previously approved SAM packet. The Personal—Carepersonal care
provider agency nurse contacts the member to determine when
changes in health or service needs occurred. When changes are
identified, the provider agency nurse makes a home visit and
submits a Personal Care services skilled nursing re-assessment
of need within ten—werking—dayslO-business days of the resumed
plan start date, using the State Plan Personal Care Progress
Notes, OKDBPHS—FormDHS Form O02AGO44E. +fWhen the member®s needs
dictate, the Personal Care provider agency may submit a request
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for a change iIn authorized Personal Care services units with a
SAM packet to OkbHS-DHS. When no changes occur, the agency nurse
documents the contact on State Plan Personal Provider
Communication Form O02AGO32E and forwards i1t to the DHS nurse
within 10-business days of the resumed plan start date.
(f) Financial ineligibility. When the OKBPHSDHS determines a
Personal Care services member does not meet #he SoonerCare
financial eligibility criteria, the OKBHSDHS office notifies the
OKBHSDHS area nurse to 1iInitiate the closure process due to
financial ineligibility. Individuals determined Tfinancially
ineligible for Personal Care services are notified by OKBHSDHS
in writing of the determination and of their right to appeal the
decision. The OKBHSDHS nurse submits closure notification to the
provider agency.
(g) Closure due to medical ineligibility. Individuals determined
medically i1neligible for Personal Care services are notified by
OKBHSDHS i1n writing of the determination and of their right to
appeal the decision. The OKBHSDHS nurse submits closure
notification to the provider agency.
(h) Termination of State Plan Personal Care Services.
(1) Personal Care services may be discontinued #f:-when:
(A) the member poses a threat to self or others as
supported by professional documentation; er
(B) other members of the household or persons who
routinely visit the household who, as supported by
professional documentations or other credible
documentation, pose a threat to the member or other
household visitors; eFf
(C) the member or the other household members use:
(1) angry, insulting, threatening, intimidating,
degrading, or sexually inappropriate language; or
(i1) 1nnuendos or behavior towards service provider,
whether i1n the home or through other contact or
communications; or
(i11) as supported by professional documentation or
other credible documentation.
€ (D) the member or family member fails to cooperate with
Personal Care service delivery or to comply with
OHCAOklahoma Health Care Authority (OHCA) or OKBHSDHS
rules as supported by professional documentation; er
M)(E) the member"s health or safety is at risk as
supported by professional documentation; er

€E)(F) additional services, either "formal" (d-e-—s—patd-by
SeoonerCare—or—some—other—funding—source)such as, paid by
Sooner Care or some other funding source or “informal™
H-e—5—unpatd)such as, unpaid are provided iIn the home
eliminating the need for SoonerCare Personal Care

services; or
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H(G) the individual®s living environment poses a
physical threat to self or others as supported by
professional documentation where applicable, and measures
to correct hazardous conditions or assist the person to
move are unsuccessful or are not feasible; or
€)(H) the member refuses to select and/or accept the
services of a provider agency or PCA for 90—censecutive90-
consecutive days as supported by professional
documentation.
(2) For persons receiving PRersonal—Carepersonal care
services, the Personal—Carepersonal care provider agency
submits documentation with the recommendation to discontinue
services to OKDHS-DHS. The ©OKBHSDHS nurse reviews the
documentation and submits it to the OKBHS—Area—NurseDHS area
nurse for determination. The OKBHSDHS nurse notifies the
Personal—Carepersonal care provider agency or PCA, and the
local OKDPHSDHS county worker of the decision to terminate
services. The member 1is sent an official closure notice
informing #*hemhim or her of—theilr appropriate member rights
to appeal the decision to discontinue services.

317:35-15-13.1. Individual Personal—Carepersonal care service
management

(a) An JHRCAIndividual Personal Care Assistant (IPCA) may be
utilized to provide PersonalCarepersonal care services when it
iIs documented to be iIn the best iInterest of the member to have
an IPCA or when there are no qualified PRersenal—Carepersonal
care provider agencies available iIn the member®s local area.

OHCA—wi-H—checkOklahoma Health Care Authority (OHCA) checks the
list of providers—that-have—been barred from Medicare/Medicaid
participation to ensure—that the IPCA is not listed.

(b) After Personal—GCarepersonal care services eligibility 1is
established and prior to implementation of Rersenal-Carepersonal
care services using an IPCA, the OKBHSDHS nurse reviews the care
plan with the member and IPCA and notifies the member and IPCA
to begin PRersenal—Carepersonal care services delivery. The
OKBHSDHS nurse maintains the original care plan and forwards a
copy of the care plan to the selected IPCA and member within ene
workingone-business day of receipt of approval.

(c) The OKBHSDHS nurse contacts the member within Five
workingfive-business days to ensure services are in place and
meeting the member®s needs and alse monitors the care plan for
members with an IPCA. For any member receiving Rersonal
Carepersonal care services utilizing an IPCA, the OKBHSDHS nurse
makes a home visit at least every six months beginning within 90
days—oe¥90-calendar days from the date of Personal—Carepersonal
care service iInitiation. OKBHSDHS assesses the member®s
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satisfaction with #heirhis or her PersonalGCarepersonal care
services and evaluates the care plan for adequacy of goals and
units allocated. Requests for changes iIn the units authorized iIn
the care plan must be approved by the OKBHSDHS area nurses or
designee, prior to implementation of the changed number of
units.

317:35-15-13.2. +HRCAIndividual personal care assistants (I1PCA)
provider contractor; billing, training, and problem resolution
While OHCAthe Oklahoma Health Care Authority (OHCA) 1is the
contractor authorized under federal law, the OKBHSOklahoma
Department of Human Services (DHS) nurse iInitiates initial
contracts with qualified individuals for provision of PRersenal
Carepersonal care services as—defined—in—0ACper Oklahoma
Administrative Code (OAC) 317:35-15-2. The contract renewal for
the IPCA is the responsibility of—the OHCA.
(1) Payment—For—IRCA-IPCA payment. Payment Tfor PRersenal
Carepersonal care services is made for care provided in the
member®s "own home™ or in other limited types of living
arrangements #r—accordance—withper OAC 317:35-15-2(b)¢:
through—4)-(1) through (4). Personal care may not be approved
when the client 1lives in the Personal Care Assistant®s
(PCA"s) home except with the approval of DHS Aging Services.
(A) Reimbursement. Personal Garecare payment for a member
iIs made according to the number of units of service
identified in the service plan.
(i) The unit amounts paid to individual contractors is
according to the established rates. A service plan
wiH—beils developed for each eligible individual in the
home and units of service assigned to meet the needs of
each member. The service plans—wiH combine units 1iIn
the most efficient manner to meet the needs of all
eligible persons iIn the household.
(i1) From the total amounts billed by the IPCA iIn (i)

of this subparagraph, the OHCA—(acting—as—agent—For—the

member—employer), acting as agent for the member-
employer withholds the appropriate percentage of FICA

tax and sends it to the Internal Revenue Service as the
individual contractor®s contribution toward Social
Security coverage. To assure—thatensure the individual

contractor™s secial—securitySocial Security account may
be properly credited, it is vital that the individual

contractor"s sectal—securitySocial Security number be
entered correctly on each claim.

(i11) The contractor payment fee covers all Personal
Garepersonal care services included on the service and
care plans developed by the OKBHSDHS nurse. Payment is
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made for direct services and care of the eligible
member(s) only. The area nurse, or designee, authorizes
the number of units of service the member receives.
(iv) A member may select more than one IPCA. This may
be necessary as indicated by the service and care
plans.
V) The IPCA may provide SoonerCare  PRersenal
Carepersonal care services for several households
during one week; as long as the daily number of paid
service units dedoes not exceed eight hours, 32 units
per day. The total number of hours per week cannot
exceed 46-40, 160 units.
(B) Release of wage and/or employment information for
IPCAs. Any inquiry received by the Ilocal office
requesting wage and/or employment information for an IPCA
wiHH—beis forwarded to the OHCA, Claims Resolution.
(2) MemberIPCA member selection—efRCA.
Members and/or fTamily members recruit, 1interview, conduct
reference checks, and select the iIndividual to—be—considered
as—anfor IPCA- consideration. Prior to placing a Perseonal
Garepersonal care service provider in the member®s home, an
OSBI background check, anda DHS Community Services Worker
registryRegistry check must be completed #hr—acecordance
withper Section 1-1944 through 1-1948 of Title 63 of the
Oklahoma Statutes. The OKDHSDHS nurse must also check the
Certified Nurse Aide Registry. The OKBHSDHS nurse must
affirm that the applicant®™s name is not contained on any of
the registries. The OKBHSDHS nurse wiH—nrotify—thenotifies
OHCA #Fwhen the applicant is on the registry-Registry.
(A) Persons eligible to serve as #ndividualPersonalCare
Assistants-IPCAs. Payment 1is made for Personal—Care
Se¥v+eespersonal care services to IPCAs who provide
Personal—Carepersonal care services who—alse meet the
criteria as—definred—inper OAC 317:35-15-2(c){E—through
8)-(1) through (8).
(B) Persons 1ineligible to serve as IPCAs. Payment from
SoonerCare fTunds for PRersonalGCarepersonal care services
may not be made to an individual who 1is a [legally

responsible family member ({spouses—legal—guardians—or
parent—ofFa—minor—child)spouse, legal guardian, or parent
of a minor child of the member being served—{exceptions—to
I I T I . St - Lt

Agihrg—Services—Division)-, exceptions to legal guardian

are made only with prior approval from Aging Services
Division.
(1) Payment cannot be made to an—OKDBHSa DHS or an OHCA
employee. Payment cannot be made to an immediate family

17




member of an—OKBHSa DHS employee who works in the same
county without OKBHS/Aging—Services—DivisionDHS Aging
Services approval. When a fTamily member relationship
exists between an—OKBHSa DHS nurse and an IPCA in the
same county, the OKBHSDHS nurse cannot manage services
for a member whose IPCA i1s a fTamily member of the
OKBHSDHS nurse.
(i1) If i1t is determined that an OKBHSa DHS or OHCA
employee 1is interfering iIn the process of providing
Personal—Care services for personal or family benefit,
he/she—wiH—behe or she 1is subject to disciplinary
action.
(3) Ortrentation—ofF—theHRPCA-IPCA orientation. When a member
selects an IPCA, the OKBHSDHS nurse contacts the individual
to report to the county office to complete the Oklahoma State
Department of Health form 805, Uniform Employment Application
for Nurse Aide Staff, and the OKBHS—FermDHS Form O6PEO39E,
Employment Application Supplement, and for a determination of
qualifications and orientation. For Personal—Carepersonal
care members, this process 1i1s the responsibility of the
OKBHSDHS nurse. The IPCA can begin work when:
(A) he/she has—beenhe or she was interviewed by the
member,
(B) he/she—has—beenhe or she was oriented by the OKDHS
nurse,
(C) hefshe—hashe or she executed a contract (OHCA-0026)
with the OHCA,
(D) the effective service date has—beenwas established,
(E) all registries have—beenwere checked and the IPCA"s
name is not listed,
(F) the Oklahoma State Department of Health Nurse Aide
Registry has—beenwas checked and no notations were found,
and
(G) the 0SBl background check has—beenwas completed.
(4) Training of IPCAs. 1t 1is the responsibility of the
OKBHSDHS nurse to make sure #hat the IPCA has the training
needed to carry out the plan of care prior to service
initiation for each member.
(5) Problem resolution related to the performance of the
IPCA. When it comes to the attention of the OKBHSDHS nurse
or—OKDbHS—SectalServices—Specialist that there i1s a problem
related to the performance of the [IPCA, a counseling
conference 1s held between the member, OKDHS nurse, and
worker. The OKBHSDHS nurse wiH—ecounselcounsels the IPCA
regarding problems with hisszherhis or her performance.
Counseling is considered when staff believes #hat counseling
will result in improved performance.
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(6) Termination of the IPCA Provider Agreement.

(A) A recommendation for the termination of an IPCA"s

contract is submitted to—the OHCA and #helPCA services of

the—HRCA are suspended immediately when:
(i) an [IPCA"s performance 1is such that hi#stherhis or
her continued participation In the program could pose a
threat to the health and safety of the member or
others; or
(i1) the IPCA failed to comply with the expectations
outlined i1n the PCA Provider Agreement and counseling
IS not appropriate or haswas not—been effective; or

(ii1) an IPCA"s name appears on the OKDHS Community
Services—Worker—Registry5;DHS Community Services Worker

Registry, any of the registries listed in Section 1-
1947 of Title 63 of the Oklahoma Statutes, even though
histherhis or her name may not have appeared on the
Registry at the time of application or hiring.
(B) The OKBPHSDHS nurse makes the recommendation for the
termination of the IPCA to the OKDHS—State OFF#eceDHS Aging
Services—bBbivriston who—then notifies the OHCA Legal
Division of the recommendation. When the problem 1is
related to allegations of abuse, neglect, or exploitation,
OKBHSDHS  Adult Protective Services, State Attorney
General®s Medicaid Unit, #he OHCA, and the Oklahoma State
Department of Health are notified by the OKBHSDHS nurse.
(C) When the problem i1s related to allegations of abuse,
neglect, or exploitations; the OKDBHSDHS nurse follows the
process as outlined in OAC 340:100-3-39.

317:35-15-14. Billing procedures for PRersonal-Carepersonal care
Billing procedures fTor PRersonal—Care—Servicespersonal care
services are contained In the OkKMMISOklahoma Medicaid Management
Information Systems (OKMMIS) Billing and Procedure Manual.
Questions regarding billing procedures that cannot be resolved
through a study of the manual are referred to the OHGA-Oklahoma
Health Care Authority (OHCA). Contractors for Personal Care bill
on GMS-1500-CMS-1500 claim form. Fhe—OHCA provides instructions
to an HPCAIndividual personal care assistant (IPCA) contracted
provider for completion of the claim at the time of the
contractor orientation. The contracted provider submits a claim
for each member. The contracted provider prepares claims for
services provided and submits the claims to the fiscal agent whe
+s responsible for assuring—that—theensuring claims have
beenwere properly completed. All Personal—Carepersonal care
contractors must have a unique provider number. New contracted
providers wiHH—beare mailed the provider number after they have
beenare placed on the claims processing contractor®s provider
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file. Service—time—ofAll services provided i1n the service
recipients home, member®"s home 1including Personal Care and
Nursing +#smust be documented—seoelely through the JHnteractive

Voice— Response— Authentication— (F/RA)Electronic Visit
Verification (EVV) system—after—access—to—the—system—is—made

avatlable—by—OKBHS. Additionally, work completed 1i1n the
provider®"s office is documented in the EVV system. The HVRAEVV
system provides alternate backup solutions sheuldif the
automated system beis unavailable—r; however, in the event of
an  HRA—DbaeckupEVV  system  failure, the provider wiH
doecumentdocuments time iIn accordance with thelr—provider
ageneyinternal policy and procedures backup plan. This
documentation is sufficient to account for both in-home and in-
office services. The provider agency"s backup procedures are

only permitted when the B/RAEVV system is unavailable.

SUBCHAPTER 17. ADVANTAGE WAIVER SERVICES

317:35-17-1. Overview of long-term medical care services;
relationship to QMBP;Qualified Medicare Beneficiary Plus (QMBP),
sSkMBSpecified Low-Income Medicare Beneficiary (SLMB), and other
Medicaid services eligibility
(a) Long-term medical care for the categorically needy includes:
(1) care 1In a nursing Tacility. refer—to—OAC—317:35-
19);Refer to Oklahoma Administrative Code (OAC) 317:35-19;
(2) care 1In a public or private iIntermediate care fTacility
for the intellectually disabled. (refer—to—0OAC—317:35-
9:Refer to OAC 317:35-9;
(3) care of persons age 65 years erand older in mental health

hospitals. (refertoOAC317:-35-9);Refer to OAC 317:35-9;

(4) Home and Community Based Services Waivers fTor persons
with intellectual disabilities. (refer—to0OAC317:35-9);Refer
to OAC 317:35-9;
(5) Personal Care services. = o
andRefer to OAC 317:35-15; and
(6) the Home and Community Based Services Waiver (ADvantage
Waiver) for frail elderbyselderly (65 years of age or older),
and a targeted group of adults with physical disabilities age
21 to 64 years of age and ewverolder who do not have an
intellectual disability or a cognitive impairment—(ABvantage
Waiver)— related to a developmental disability.
(b) Any—timeWhen an individual is certified as eligible for
SoonerCare coverage of long-term care, #the—individualhe or she
is also eligible for other SoonerCare services. ADvantage
Waiver members do not have a copayment for ADvantage services
except fTor prescription drugs. For members residing 1In an
ADvantage Assisted Living Center, any income beyond 50%150
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percent of the federal benefit rate i1s available to defray the
cost of the Assisted—Livingassisted living services received.
The member 1is responsible for payment to the Assisted—Living
Services—Centerassisted living services center provider for days
of service from the first day of each #aH—menthfull-month 1in
which services have—beenwere received until the vendor pay
obligation is met. Any—timeWhen an individual is aged, blind,
or disabled and is determined eligible for long-term care, a
separate eligibility determination must be made for QualifFied

Medicare—Benefictary—Plus—(COMBPYQMBP or Spectfied—Low—tncome
Medicare—Beneficiary—(SEMB)SLMB benefits. An ADvantage program

member may reside in a licensed assisted living factHHityservices
center only +#fwhen the assisted living eenterservices IS a

certified ADvantage Assisted—Living—Servicesassisted living

services center provider from whom the member 1s receiving
ADvantage Assisted-Livingassisted living services.

317:35-17-3. ADvantage program services

(a) The ADvantage program is a Medicaid Home and Community Based
Waiver wused to finance non-institutional, [long-term care
services for elderly and a targeted group of physically disabled
adults when there is a reasonable expectation that within a 30
day30-calendar day period, the person®s health, due to disease
process or disability, would, without appropriate services,
deteriorate and require nursing Tfacility care to arrest the
deterioration. Individuals may not be enrolled iIn ADvantage for
the sole purpose of enabling them to obtain Medicaid

eligibility. Eligibility for ADvantage 1is contingent on an
individual requiring one or more of the services offered iIn the
wakverWaiver at least monthly in order to avoid

institutionalization.
(b) The number of individuals who may receive ADvantage services
is limited.
(1) To receive ADvantage services, individuals must meet one
of the following categoriess. He or she must:
(A) be—age 65 years erof age and older,; or
(B) be—age 21 to 64 eryears of age elder—i#fwhen physically
disabled and not developmentally disabled or #f-agewhen 21
to 64 eryears of age elder—and not physically disabled,
the person has a clinically documented, progressive
degenerative disease process that responds to treatment
and previously—has required hospital or nursing fTacility
(NF) level of care services for treatment related to the
condition; and requires ADvantage services to maintain the
treatment regimen to prevent health deteriorations; or

(C) +#Ffwhen developmentally disabled, and between—the—ages
ofF 21 and-65;21 to 64 years of age; and does not have an

21




intellectual disability or a cognitive impairment related
to the developmental disability.
(2) In addition, the individual must meet—the—following
criterias in (A) through (C). He or she must:
(A) require nursing Tacility Ilevel of care—fsee—0OAC
317:35-17-2};. Refer to Oklahoma Administrative Code (0OAC)
317:35-17-2;

(B) meet service eligibility criteria—fsee0OAC317:35-17-
3H};—=and. Refer to OAC 317:35-17-3(F); and

(C) meet program eligibility criteria. Jsee—317/35-17-
3¢gd}-Refer to OAC 317:35-17-3(Q).
(c) ADvantage members are eligible for limited types of living
arrangements. The specific living arrangements are set forth
below.
(1) ADvantage program members are not eligible to receive
services while residing 1iIn an institutional settings
including, but not limited to, licensed facilities, such as a
hospital, a nursing fTacility, a—licensed residential care
facility, or a—licensed assisted living facility, (unless—the
faciHhty—1s—an—Abvantage—Assisted—Living—Center)unless the
facility is an ADvantage Assisted Living Center or 1in an
unlicensed institutional living arrangement, such as a room
and board home/facility.

3)(2) Additional living arrangements in which members may
receive ADvantage services are the member®s own home,
apartment or J#ndependent—hHiving—apartmentindependent-living
apartment, or a TfTamily or friend"s home or apartment. A
home/apartment unit is defined as a self-contained living
space having a lockable entrance to the unit and including a
bathroom and food storage/preparation amenities iIn addition
to bedroom/living space.

€4)(3) ADvantage program members may receive services iIn a
shelter or similar temporary  housing  arrangement
whichtemporary-housing arrangement that may or may not meet
the definition of home/apartment, iIn emergency situations,
for a period not to exceed sixty—660)60-calendar days during
which location and transition to permanent housing is—being
sought.

€5)(4) For ADvantage members who are fTull-time students, a
dormitory room qualifies as an allowable living arrangement
in which to receive ADvantage services for the period during
which the member is a student.
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€6)(5) Members may receive ADvantage respite services iIn a
nursing facility for a continuous period not to exceed thirty
B30)—days-30-calendar days.
(d) Home and Community Based Waiver Services are outside of the
scope of Medicaid State Plan services. The Medicaid
watverWaiver allows—the OHCA to offer certain Home and Community
Based services to an annually capped number of persons who are

categorically needy, (refer—to OKDHS Form—O8AXO01IE—(Appendix—C—
H5—Schedule—HH-—B-—31H)refer to DHS Form Appendix C-1,

Schedule VIII. B. 1., and without such services would be
institutionalized. The estimated cost of providing an
individual®s care outside the nursing facility cannot exceed the
annual cost of caring for that individual in a nursing facility.
When determining the ADvantage service plan cost cap for an
individual, the comparable SoonerCare cost to serve that
individual in a nursihg—FactHHEYNF 1Is estimated.
(e) Services provided through the ADvantage wakverWaiver are:

(1) case management;

(2) respite;

(3) adult day health care;

(4) environmental modifications;

(5) specialized medical equipment and supplies;

(6) phystecal—therapyfoccupational—therapy/speech

therapyphysical, occupational, or speech therapy or

consultation;

(7) advanced supportive/restorative assistance;

(8) nursing;

(9) skilled nursing;

(10) heme—delrveredhome-delivered meals;

(11) hospice care;

(12) medically necessary prescription drugs within the limits

of the walveriWaiver;

(13) personal care, <{state—plan)State Plan or ADvantage

personal care;

(14) Personal Emergency Response System (PERS);

(15) Consumer-Directed Personal Assistance Services and

Supports (CD-PASS);

(16) Institution Transition Services;

(17) assisted living; and

(18) SoonerCare medical services for individuals—age 21 years

of age and over within the scope of the State Plan.
(f) The OKDBHSDHS area nurse or nurse designee makes a
determination of service eligibility prior to evaluating the
"UCATUniform Comprehensive Assessment Tool (UCAT) assessment for
nursing facility level of care. The following criteria are used
to make the service eligibility determination:

(1) an open ADvantage Program wakverWaiver slot, as
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authorized by the wakverWaiver document approved by the
Centers for Medicare and Medicaid Services (CMS), 1is
available to assureensure Tederal participation iIn payment
for services to the individual. H—the OKBHS/AASBWhen the
Department of Human Services/Aging Services (DHS/AS)
determines all ADvantage watkverWaiver slots are filled, the
individual cannot be certified on—the OKBHS—computer—systemby
DHS as eligible for ADvantage services,—anhd the individual®s
name 1s placed on a waiting list for entry aswhen an open
slot becomes available=;

(2) the individual 1is 1i1n the ADvantage targeted service
group. The—target-group—is—an—mdividual-who—isFfratl-and-65

B -

ﬁ?a'F-fJ agelell elﬁel o ﬁge 2L euleldellw1ph f%lphysleal

cognitive—mmpatrment-The target group are individuals, who:
(A) are frail and 65 years of age and older; or

(B) have a physical disability, are between 21 and 64
years of age, and do not have an intellectual disability
or a cognitive impairment; or
(C) have developmental disability, are 21 and 64 years of
age, and does not have an iIntellectual disability or
cognitive impairment related to the developmental
disability;
(3) the individual is not eligible #F-he/shebecause he or she
poses a physical threat to selfhimself or herself or others
as supported by professional documentation-;
(4) members of the household or persons who routinely visit
the household, as supported by professional documentation, do
not pose a threat of harm or iInjury to the individual or
other household visitors—;
(5) the individual is not eligible #f-histherwhen his or her
living environment poses a physical threat to selfhimself or
herself or others as supported by professional documentation
where applicable, and measures to correct hazardous
conditions or assist #the—person—toindividuals move are
unsuccessftul or not feasible.
(g) The State, as part of the wakverWaiver program approval
authorization, assures—CMSensures Centers for Medicare and
Medicaid Services (CMS) that each member"s health, safety, or
welfare can be maintained in #he#rhis or her home. +HWhen a
member"s 1identified needs cannot be met through provision of
ADvantage program or Medicaid State Plan services and other
formal or iInformal services are not iIn place or iImmediately
available to meet those needs, the individual®s health, safety,

or welfare 1iIn their home cannot be assured-ensured. The
AAADvantage Administration (AA) determines ADvantage program
eligibility through the service plan approval process. An
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individual is deemed ineligible for the ADvantage program based
on the following criteria:
(1) the individual®™s needs, as identified by UCAT and other
professional assessments cannot be met through ADvantage
program services, Medicaid State Plan services, and other

formal or informal services-;  The—States;—as—part—of—the

(2) the—wndividualone or more members of the iIndividual®s
household, and/or the conditions of the living environment
+tself; pose a physical threat to self or others as supported
by professional documentation—and—measures—to—correct
conditions—are—unsuccesstul,—orare notFeasible-;

3 the individual or other household members use
threatening, intimidating, degrading, or sexually
inappropriate language/innuendo or behavior towards service
providers, either in the home or through other contact or
communications, and significant efforts have—beenwere
attempted to correct such behavior, as supported by
professional documentation- or other credible documentation.
(4) the individual or the individual®s authorized agent is
uncooperative or refuses to participate in service
development or service delivery and these actions result 1in
unacceptable increases of risk to the individual®s health,
safety, or welfare in theirhis or her home, as determined by
the individual, the interdisciplinary team, or the AA-;

(5) the individual®s living environment poses a physical
threat to self or others as supported by professional
documentations—where—applicable and measures to correct
hazardous conditions or assist the person to move are
unsuccessful or are not feasiblex;

(6) the individual provides false or materially inaccurate
information—that—#s necessary to determine program
eligibility; or withholds iInformation—that—#s necessary to
determine program eligibility-;

(7) the individual does not require at least one ADvantage
service monthly-; and

(8) the individual, his or her family member(s),
associate(s), or any other person(s) or circumstances as
relates to care and coordination iIn the individual®s living
environment produces evidence of illegal drug activity or
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substances used illegally as intoxicants.
(A) This includes:

(i) use, possession, or distribution of illegal drugs;
(i1) abusive use of other drugs, such as medication
prescribed by a doctor; or
(ii1) use of substances, such as inhalants including,
but not limited to:

(1) typewriter correction fluid;

(11) air conditioning coolant;

(111) gasoline;

(1V) propane;

(V) felt tip markers;

(V1) spray paint;

(VI1) air freshener;

(VI11) butane;

(1X) cooking spray;

(X) paint; and

(X1) glue;
(iv) observed intoxication, consumption oOr sensory
indicators, such as smell of the use of an drug or
intoxicant by the individual, family members,
associates, or any other person(s) present at the time
care is provided may be construed as evidence
indicative of illegal drug activity or intoxication.
This includes drug use or intoxicated activity that is
menacing to the member or staff providing services;
(v) the observance of drug paraphernalia or any
instrument used in the manufacturing, production,
distribution, sale, or consumption of drugs or
substances including, but not limited to:

(1) smoking pipes used to consume substances other

than tobacco;

(11) roach clips containing marijuana cigarettes;

(111) needles and other implements used for

injecting drugs into the body;

(1V) plastic bags or other containers used to

package drugs;

(V) miniature spoons used to prepare drugs; or

(VI) Kkits used in the production of synthetic

controlled substances including

descriptive materials that accompany the item,

describing or depicting its use;
(vi) instructions, oral or written, concerning the item
or device including, but not limited to, the manner in
which the object is labeled and displayed for sale;
(vii) the typical use of such items in the community;
and/or
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(viiil) testimony of an expert witness regarding use of

the item
(h) TFhethe case manager provides the AA with professional
documentation or other credible documentation to support the
recommendation for redetermination of program eligibility. The
service providers continue providing services according to the
person-centered service plan as provider safety permits until
the individual is removed from the ADvantage program. As a part
of the procedures requesting redetermination of program
eligibility, the OKBHS/ASD—wiH—proevideDHS AS provides technical
assistance to the Previderprovider for transitioning the
individual to other services-, and
(i) Hndividualsindividuals determined ineligible for ADvantage
program services are notified in writing by OKBHSDHS AS of the
determination and of the#rthe right to appeal the decision.

317:35-17-5. ADvantage program medical eligibility determination
The Oklahoma Department of Human Services(DHS) area nurses or
nurse designee, makes the medical eligibility determination
utilizing professional judgment, the Uniform Comprehensive
Assessment Tool (UCAT)Parts 1 and 111, and other medical
information.
(1) When ADvantage care services are requested or the UCAT 1
IS received in the county office, the:
(A) DHS nurse is responsible for completing the UCAT 111;
and
(B) social service specialist iIs responsible for
contacting the applicant within three business days to
initiate the financial eligibility application process.
(2) Categorical relationship must be established for
determination of eligibility for ADvantage services. HWhen a
categorical relationship to disability was not established,
the local social service specialist submits the same
information per Oklahoma Administrative Code (OAC) 317:35-5-
4(2) to the Level of Care Evaluation Unit (LOCEU) to request
a determination of eligibility for categorical relationship.
LOCEU renders a decision on the categorical relationship to
the person with the disability using the Social Security
Administration (SSA) definition. A follow-up is required by
the DHS social service specialist with SSA to ensure the
disability decision agrees with the LOCEU decision.
(3) Community agencies complete the UCAT 1, and forward the
form to the county office. When the UCAT 1 indicates the
applicant does not qualify for Medicaid Ilong-term care
services, the applicant is referred to appropriate community
resources. Members may alse call the care line at 800-435-
4711-1-800-435-4711.
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(4) The DHS nurse wvisitscompletes the UCAT 111 assessement
visit with the member within 10—busknessl0-business days of
receipt of the referral for ADvantage services for an
applicant who 1is Medicaid eligible at the time of the
request. The DHS nurse completes the UCAT 111 assessment
visit within 20—business20-business days of the date the
Medicaid application i1s completed for new applicants.
(5) During the UCAT 111 assessment visit, the DHS nurse
informs the applicant of medical eligibility criteria and
provides i1nformation about the different Ilong-term care
service options. When there are multiple household members
applying for the ADvantage program, the UCAT assessment 1is
done for them during the same visit. The DHS nurse documents
whether the member chooses nursing facility program services
or ADvantage program services and makes a level of care and
service program recommendation.
(6) The DHS nurse informs the member and family of agencies
certified to deliver ADvantage case management and i1n-home
care services in the local area to obtain the applicant®s
primary and secondary informed choices, ensuring adherence to
conflict free case management requirements.
(A) Providers of ADvantage services for the member, or for
those who have an 1interest in, or are employed by an
ADvantage provider for the member must not provide case
management or develop the person-centered service plan,
except when the ADvantage Administration (AA) demonstrates
the only willing and qualified entity to provide case
management and/or develop person-centered service plans in
a geographic area, also provides other ADvantage services.
(B) +HRWhen the member and/or family declines to make a
provider choice, the DHS nurse documents the decision on
Form 02CB0O01, Member Consents and Rights.
(C) The AA uses a rotating system to select an agency for
the member from a list of all local, certified case
management and in-home care agencies, ensuring adherence
to conflict free case management requirements.
(7) The DHS nurse documents the names of the chosen agencies
and the agreement of the member, by dated signature, to
receilve services provided by the agencies.
(3) When the member-®s needs require an immediate
interdisciplinary team (IDT) meeting with home health agency
nurse participation to develop a eare—plan—andperson-centered
service plan, the DHS nurse documents the need for priority

processing.
(9) The DHS nurse scores the UCAT;—Part—H-UCAT I11. The DHS
nurse forwards the UCAT,—PRarts—F—and—HLUCAT 111 and

documentation of financial eligibility, documentation of the
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member®s case management and iIn-home care agency choices to
the area nurse; or nurse designees Tor medical eligibility
determination.
(10) +FWhen based upon the i1nformation obtained during the
assessment, the DHS nurse determines the member may be at
risk for health and safety, DHS Adult Protective Services
staff i1s notified immediately and the referral i1s documented
on the UCAT.
(11) Wwithin 210—bustnessl0-business days of receipt of a
complete ADvantage application, the area nurse or nurse
designees determines medical eligibility using nursing
facility level of care criteria and service eligibility
criteria per OAC 317:35-17-2 and 317:35-17-3 and enters the
medical decision on the system.
(12) Upon notification of financial eligibility from the
social service specialist, medical eligibility, and approval
for ADvantage entry from the area nurse or nurse designee,
the AA communicates with the case management provider to
begin care and service plan development. The AA communicates
to the case management provider, the member"s name, address,
case number, Social Security number, #®he number of units of
case management ands—when—applicable; the number of units of
home healthcare agency nurse evaluation authorized for
service plan development. When the member requires an
immediate home visit to develop a service—planperson-centered
within 24 hours, the AA contacts the case management provider
directly to confirm availability and sendselectronically
sends the new case packet iInformation to the case management
provider—via—ematl.
(13) When the services must be iIn place to ensure the health
and safety of the member upon discharge to the home from the
nursing facility or hospital, a case manager from an
ADvantage case management provider selected by the member and
referred by the AA fTollows the ADvantage institution
transition, case management procedures for care, and service
plan development and implementation.
(14) A new medical level of care determination i1s required
when a member requests any changes in service program, from:

(A) State Plan Personal Care to ADvantage services;

(B) ADvantage to State Plan Personal Care services;

(C) nursing facility to ADvantage services; or

(D) ADvantage to nursing facility services.
(15) A new medical level of care determination 1iIs not
required when a member requests re-activation of ADvantage
services after a short-term stay of 90—ecalendar-days90-
calendar days or less in a nursing facility when the member
has had previous ADvantage services and the ADvantage
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certification period has not expired.

(16) When a UCAT assessment was completed more than 90
ealendar—-days90-calendar days prior to submission to the area
nurse or nurse designee fTor a medical decision, a new
assessment is required.

317:35-17-14. Case management services
(a) Case management services involve ongoing assessment, service
planning and implementation, service monitoring and evaluation,
member advocacy, and discharge planning.

(1) Wwithin ene—workingone-business day of receipt of an

ADvantage referral from the ADvantage Administration (AA),
the case management supervisor assigns a case manager to the
member. The case manager makes a home visit to review the

ADvantage program—(rts—purposes—philosephy;—and—the roles—and

ADvantage—service—providers-; 1its purpose, philosophy, and
the roles and responsibilities of the member, service
provider, case manager, and the Oklahoma Department of Human
Services (DHS). The case manager will review; update and
complete the Uniform Comprehensive Assessment Tool (UCAT);
and discuss service needs and ADvantage service providers.
The Case Manager notifies—ir—writing the member®s UCAT
identified primary physician in writing that the member Hhas
beenwas determined eligible to receive ADvantage services.

The notification is—via a preprint form that contains the
member®s signed permission to release this health information
and requests physician®s office verification of primary and
secondary diagnoses and diagnoses code obtained from the
UCAT.

(2) Within 14—calendarld4-calendar days of the receipt of an
ADvantage referral, the case manager completes and submits to
the AA an—mndividualized—carea person-centered service plan
and service plan for the member, signed by the member and the
case management supervisor. The case manager completes and
submits to the AA the annual reassessment person-centered
service plan documents no sooner than 66—days60-calendar days
before the existing service plan end date but sufficiently in
advance of the end date to be received by the AA at least 30
calendar30-calendar days before the end date of the existing
person-centered service plan. The case manager submits
revisions for denied services to be resubmitted to the AA for
approval within 5-business days. Within 314—~calendarlq-
calendar days of receipt of a Service Plan Review Request
(SPR) for short-term authorizations from the AA, the Case
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Managercase manager provides corrected eare—plan—andperson-

centered service plan documentation. Within Tive
calendarfive-business days of assessed need, the case manager
completes and submits a service plan addendum to the AA to
amend current services on the eare—plan—andperson-centered
service plan. The eare—planperson-centered and service plan
arels based on the member®s service needs identified by the

UCATs—Part—HHSUCAT 111, and includes only those ADvantage
services required to sustain and/or promote the health and
safety of the member. The case manager wuses an

interdisciplinary team (IDT) planning approach for ecare—plan
andperson-centered service plan development. Except for
extraordinary circumstances, the IDT meetings are—te—be held
in the member"s home. Variances from this policy must be
presented tos and approved bys; the AA iIn advance of the
meeting. +FWhen In-home care is the primary service, the IDT
includes, at a minimum, the member, a nurse from the
ADvantage in-home care provider chosen by the member, and the
case manager. Otherwise, the member and case manager
constitute a minimum IDT.

(3) The case manager identifies long-term goals, challenges
to meeting goals, and service goals including plan
objectives, actions steps and expected outcomes. The
ADvantage case manager documents on the eare—planperson-
centered service plan, the presence of two or more ADvantage
members residing in the same household and/or when the member
and personal care provider reside together. The case
manager documents on the HB/RAElectronic Visit Verification
(EVV) system i1n the member record any instance in which a
member®s health or safety would be “at—+risk™#Fat risk when
even one personal care visit is missed. The case manager
identifies services, service provider, funding sources units
and frequency of service and service cost, cost by funding
source and total cost for ADvantage services. The member
signs and indicates review/agreement with the eare—plan
andperson-centered service plan by indicating acceptance or
non-acceptance of the plans. The member, the member®s legal
guardian, or legally authorized representative shalk
skghsigns the person-centered service plan in the presence of
the case manager. The signatures of two witnesses are
required when the member signs with a mark. +HWhen the
member refuses to cooperate in development of the person-
centered service plans,—e+rs—#for when the member refuses to
sign the person-centered service plan, the case management
agency refers the case to the AA for resolution. In additions
based on the UCAT and/or case progress notes that document
chronic uncooperative or disruptive behaviors, the OKBHSDHS
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nurse or AA may identify members that require AA iIntervention

through referral to the AA"s Escalated Issues unit.
(A) For members that are uncooperative or disruptive, the
case manager develops anperson-centered service
individualized plan to overcome challenges to receiving
services fTocusing on behaviors, both favorable and those
that jeopardize the member"s well-being and 1includes a
design approach of incremental plans and an addenda that
aHowallows the member to achieve stepwise successes in
thebehavior modification—of—their behavior.
(B) The AA may implement a person-centered service plan
without the member®s signature whens,—Ffor—these —members
the presence of a document that “reguires“requires their
signature may itself trigger a “eonfliet“-conflict. In
these circumstances, mental health/behavioral issues may
prevent the member from controlling #helrhis or her
behavior to act in #heirhis or her own interest. Since
theThe person by virtue of level of care and the IDT
assessment, needs ADvantage services to assure—thekrensure
his or her health and safety, the AA may authorize the
person-centered service plan #fwhen the case manager
demonstrates effort to work with and obtain the member-®s
agreement. Should negotiations not result iIn agreement
with the eare—plan—andperson-centered service plan, the
member may withdraw #he#rhis or her request for services
or request a fair hearing.

(4) CD-PASS  Planning and  Supports Coordination.Consumer-—

Directed Personal Assistance Services and Supports (CD-PASS)

planning and supports coordination.
(A) The ADvantage CaseManagementcase management provider
assigns toe the CD-PASS member a GCaseManagercase manager
that—has successfully completed training on CD-PASS,
Independent Living Philosophy, Person-Centered Planning
and the individual budgeting process and process
guidelines. Case Managers—that—have—completed
thismanagers, who complete specialized CD-PASS training
are referred to as Consumer-Directed Agent/Case Managers
(CDA/CM) with respect to #thekrhis or her CD-PASS service
planning and support role in working with CD-PASS members.
The CDA/CM educates the member about #hedrhis or her
rights and responsibilities as well as—aboeut community
resources, service choices, and options available to the
member to meet CD-PASS service goals and objectives.
(B) The member may designate a family member or friend as
an “authorizedrepresentative-authorized representative to
assist In the service planning process and In executing
member employer responsibilities. +HWhen the member
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chooses to designate an “avthorized
representative 5authorized representative the designation
and agreement identifying the “wilHHng—adult“willing adult
to assume this role and responsibility i1s documented with
dated signatures of the member, the designee, and the
member®s CaseManagercase manager, or—the AA staff.
(i) A person having guardianship or power of attorney
or other court sanctioned authorization to make
decisions on behalf of the member has legal standing to
be the member-®s designated “avthorized
representative-authorized representative.
(i1) An individual hired to provide Censumer-Directed
Personal—Assistance—Services—and—Supports—(Cb-PASS)CD-
PASS services to a member may not be designated the
“avthorized—representative-authorized representative
for the member.
(iti1) The case manager reviews the designation of

Avthorized—Representativesauthorized representative,
Power—of —Attorneypower of attorney, and Legal

Guardtanlegal guardian status on an annual basis and
includes this—#s—included In the reassessment packet to

AA.
(C) The CDA/CM provides support to the member 1In the
Person-Centered CD-PASS Planning process. Principles of

Person-Centered Planning are as—follows-listed in (i)
through (v) of the subparagraph.
(i) The person 1is the center of all planning
activities.
(i1) The member and #hedrhis or her representative, or
support team;y are given the requisite information to
assume a controlling role in the development,
implementation, and management of the  member-"s
services.
(i11) The individual and those who know and care about
him or her are the fundamental sources of i1nformation
and decision-making.
(iv) The 1individual directs and manages a planning
process that identifies his or her strengths,
capacities, preferences, desires, goals, and support
needs.
(v) Person-Centered Planning results iIn personally-
defined outcomes.
(D) The CDA/CM encourages and supports the member, or as
applicable the#rhis or her designated “authorized
representative;authorized representative, to lead, to the
extent feasible, the CD-PASS service planning process for
Personal Services Assistance. The CDA/CM helps the member
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define support needs, service goals, and service
preferences including access to and use of generic
community resources. Consistent with member-direction and
preferences, the CDA/CM provides information and helps the
member locate and access community resources. Operating
within the constraints of the Individual Budget Allocation
(1BA) units, the CDA/CM assists the member #n
translatingtranslate the assessment of member needs and
preferences into an individually tailored,
persenalizedperson-centered service plan.
(E) To the extent the member prefers, the CDA/CM develops
assistance to meet member needs using a combination of
traditional Personal Care and CD-PASS PSA services.
However, the CD-PASS IBA and the PSA unit authorization
wiH—beils reduced proportional to agency Personal Care
service utilization.
(F) The member determines with the PSA to be hired, a
start date for PSA services. The member coordinates with
the CDA/CM to finalize the person-centered service plan.
The start date must be after:

(1) authorization of servicess;

(i1)—after completion and approval of the background

checks; and

(i1)—after completion of the member employee packets.
(G) Based on outcomes of the planning process, the CDA/CM
prepares an ADvantage person-centered service plan or plan
amendment to authorize CD-PASS Personal Service Assistance
units consistent with this individual plan and notifies
existing duplicative Personal Care service providers of
the end date for those services.
(H) +HWhen the plan requires an APRSAAdvanced Personal
Service Assistant (APSA) to provide assistance with Health
Maintenancehealth maintenance activities, the CDA/CM works
with the member and, as appropriate, arranges for training
by a skilled nurse for the member or member®s family and
the APSA to ensure that the APSA performs the specific
Health— Maimntenancehealth maintenance tasks safely and
competently;

(1) +fwhen the member"s APSA has—beenwas providing

Advanced Supportive Restorative Assistance to the

member for the same tasks iIn the period immediately

prior to being hired as the PSA;APSA, additional

documentation of competence iIs not required; and

(i1) +Hrwhen the member and APSA attest that the APSA

has—beenwas performing the specific Health

healthnaneehealth maintenance tasks to the member-®s

satisfaction on an informal basis as a friend or family
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member for a minimum of two months 1i1n the period
immediately prior to being hired as the PSA, and no
evidence contra-indicates the attestation of safe and
competent performance by the APSA, additional
documentation is not required.
(1) The CDA/CM monitors the member®s welH—betngwell-being
and the quality of supports and services and assists the
member in revising the PSA services plan as needed. HfWhen
the member®s need for services changes due to a change 1iIn
health/disability status and/or a change i1n the level of
support available from other sources to meet needs, the
CDA/CM, based wupon an updated assessment, amends the
person-centered service plan to modify CD-PASS service
units appropriate to meet additional member®s need and
forwards the plan amendment to the AA for authorization
and update of the member®s IBA.
(J) In the event of a disagreement between the member and
CD-PASS provider the following process is followed:
(i) either party may contact via a toll free number the
Member/Provider Relations Resource Center to obtain
assistance with issue resolution;
(i1) +#Fwhen the issue cannot be resolved with
assistance from the Member/Provider Relations Resource
Center or from CD-PASS Program Management, the CD-PASS
Program Management wiHH—submitsubmits the dispute to
the ADvantage Escalated Issues Unit for resolution. The
Escalated Issues Unit wiH—workworks with the member
and provider to reach a mutually—agreedmutually-agreed
upon resolution;
(iti1) +#Fwhen the dispute cannot be resolved by the
ADvantage Escalated Issues Unit i1t wiHH—beis heard by
the Ethics of Care Committee. The Ethics of Care
Committee wiHH—makemakes a final determination with
regard to settlement of the dispute;
(iv) at any step of this dispute resolution process the
member may request a Tair hearings to appeal the
dispute resolution decision.
(K) The CDA/CM and the member prepare an emergency
backup/emergeneybackup response capability for CD-PASS
PSAPSA/APSA services in the event a PRSAPSA/APSA services
provider—of—services essential to the individual®s health
and welfare fails to deliver services. As part of the
backup planning process, the CDA/CM and member define what
failure of service or neglect of service tasks would
eonstituteconstitutes a risk to health and welfare to
trigger implementation of the emergency backup—s—-Any—oFf

the—FfolHlowing(i) or (i1) may be used—inr—planning—Ffor—the
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backup=.
(i) Ildentification of a qualified substitute provider
of PSAPSA/APSA services and preparation for theilr quick
response to provide backup emergency services, when
- - (i -

ealled_ upey I;“ i-i}qe”eﬁ Ielleumftareef Flnelgd!ng
and—employment—processes)sincluding execution of all
qualifying background checks, training, and employment
processes; and/ors

(i1) ldentification of one or more qualified substitute

ADvantage agency service providers, Adult—Day—Cares

" L l
provider)adult day health, personal care, or nursing

facility (NF) respite provider, and preparation for

thelr quick vresponse to provide backup emergency

services when called upon In emergency circumstances.
(L) T the emergency backup Tails, the CDA/CM 1s to
regquest—the—AA—toTo obtain authorizations for providers
other than PSA and APSA identified as emergency backups,
requests the AA authorize and facilitate member access to

Adult— Day—Caresadult day health, Agency—Personal

Careagency personal care, or Nursing Facility

Respiterespite services.
(5) The case manager submits the eare—plan—andperson-centered
service plan to the case management supervisor for review.
The case management supervisor documents the review/approval
of the plans within two—workingtwo-business days of receipt
from the case manager or returns the plans to the case
manager with notations of errors, problems, and concerns to
be addressed. The case manager re-submits the corrected eare
plan—andperson-centered service plan to the case management
supervisor within two—workingtwo-business days. The case
management supervisor returns the approved ecare—plan
andperson-centered service plan to the case manager. Within
one——werkingone-business day of receiving supervisory
approval, the case manager forwards, wvia—poestalby United
States mail, a legible copy of the eare—plan—andperson-
centered service plan to the AA. Case managers are
responsible for retaining all original documents for the
member®s file at the agency. Only priority service needs and
supporting documentation may be faxed to the AA with the
word, "PRIORITY"——being clearly indicated and the
justification attached. "Priority" service needs are defined
as services needing iImmediate authorization to protect the
health and welfare of the member and/or avoid premature
admission to the nursihg—FacHHty-NF. Corrections to service
conditions set by the AA are not considered—te—be a priority
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unless the health and welfare of the member would otherwise
be immediately jeopardized and/or the member would otherwise
require premature admission to a nursing—FaciHHEty-NF.

(6) Within ene—werkingone-business day of notification of
care plan and person-centered service plan authorization, the
case manager communicates with the service plan providers and
with—the member to Tacilitate service plan 1mplementation.
Within five—workingfive-business days of notification of an
initial person-centered service plan or a new reassessment
service plan authorization, the case manager visits the
member, gives the member a copy of the person-centered
service plan or computer-generated copy of the person-

centered service plan, and evaluates the progress—ofF—the
service— plan—implementation-service plan implementation

progress. The case manager evaluates service plan
implementation on the following minimum schedule:
(A) within 306—calendar30-calendar days of the authorized
effective date of the person-centered service plan or
service plan addendum amendment; and
(B) monthly after the initial 36—day30-calendar follow-up
evaluation date.
(b) Authorization of service plans and amendments to service
plans. The Abvantage—Administration—CAA)AA authorizes the
individual person-centered service plan and all service plan
amendments for each ADvantage member. When the AA verifies
member ADvantage eligibility, service plan cost effectivenesss
thatfor service providers that are ADvantage authorized and
SoonerCare contracted, and that the delivery of ADvantage
services are consistent with the member®s level of care need,
the service plan i1s authorized.
(1) Except as provided by the process desertbed—inper OAC
317:30-5-761(6), family members may not receive payment fTfor
providing ADvantage walver services. A family member is
defined as an individual who i1s legally responsible for the
member—{spoeuse—oF—parent—ofF—a—minor—child)-, such as the
spouse or parent of a minor child.
(2) The OKDHS/AASBDHS AS may uhder—eriterta—described—#n, per
OAC 317:35-15-13, ~authorize personal care service provision
by an Individual PCA—Gan—individual—contracted—directhy—with
OHCA)~, an individual contracted directly with OHCA. Legally
responsible family members are not eligible to serve as
Individual RPGA=s-PCAs.
(3) HWhen the service plan authorization or amendment
request packet received from case management is complete and
the service plan IS within ecoest—effectivenesscost-
effectiveness guidelines, the AA authorizes or denies
authorization within Ffive—workingfive-business days of
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receipt of the request. +HWhen the service plan 1s not
within cost-effectiveness guidelines, the plan is referred
for administrative review to develop an alternative cost-
effective plan or assist the member o6 access services iIn an
alternate setting or program. +FVhen the request packet is
not complete, the AA notifies the case manager immediately
and puts a *“held“hold on authorization until the required
additional documents are received from case management.

(4) The AA authorizes the service plan by entering the
authorization date and assigning a control number that
internally 1identifies the OKPHSDHS staff completing the
authorization. Notice of authorization and a computer-
generated copy of the authorized plan or a computer-generated
copy of the authorized plan are provided to case management.
AA authorization determinations are provided to case
management within ene—weoerkingone-business day of the

authorization date. A person-centered service plan may be
authorized and implemented with specific services temporarily
denied. The AA communicates to case management the

conditions for approval of temporarily denied services. The
case manager submits revisions for denied services to AA for
approval within 5-werking5-business days.
(5) For audit purposes—Cihcluding—Program—integrity—reviews)
including Program Integrity reviews, the computer-generated
copy of the authorized service plan is documentation of
service authorization for ADvantage walver and State Plan
Personal Care services.—State—oF Federal or State quality
review and audit officials may obtain a copy of specific
person-centered service plans with original signatures by
submitting a request to the member®s case manager.

(c) Change i1n service plan. The process for initiating a change

in the person-centered service plan 1s described i1In this

subsection.
(1) The service provider initiates the process for an
increase or decrease 1In service to the member®s person-
centered service plan. The requested changes and
jJustification—Fer—them are documented by the service provider
and, +#Fwhen 1initiated by a direct care provider, are
submitted to the member®s case manager. +H+fWhen iIn agreement,
the case manager requests the service changes on a care—plan
and service plan amendment submitted to the AA within Ffive
calendarfive-business days of assessed need. The AA
authorizes or denies the eare—plan—andperson-centered service
plan changes per Oklahoma Administrative Code (OAC) 317:35-
17-14.
(2) The member initiates the process for replacing Personal
Care services with Consumer-Directed Personal Services and
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Supports (CD-PASS) i1n geographic areas #a—whichwhere CD-PASS
services are available. The member may contact the AA or by
calHingcall the toll-free number—established to process
requests for CD-PASS services.
(3) A significant change iIn the member®s physical condition
or caregiver support, one that requires additional goals,
deletion of goals or goal changes, or requires a four-hour or
more adjustment 1iIn services per week, requires an updated
UCAT reassessment by the case manager. The case manager
develops an amended or new person-centered service plan—and
care—plan, as appropriate, and submits the new amended
person-centered service plan plans—for authorization.
(4) One or more of the following changes or service requests
require an Interdisciplinary Team review and service plan
goals amendment:

(A) the presence of two or more ADvantage members residing

in the same households; ef

(B) the member and personal care provider residing

togethers; oF

(C) a request for a family member to be a paid ADvantage

service providers or;

(D) a request for an Hdividualindividual PCA service

provider.
(5) Based on the reassessment and consultation with the AA as
needed, the member may, as appropriate, be authorized for a
new person-centered service plan or be eligible for a
different service program. +HWhen the  member is
significantly improved from the previous assessment and does
not require ADvantage services, the case manager obtains the
member®s dated signature indicating voluntary withdrawal for
ADvantage program services. +HWhen unable to obtain the
member®"s consent for voluntary closure, the case manager
requests assistance—from—the AA-(AA) assistance. The AA
requests that the OKDBHSDHS area nurse iInitiate a
reconsideration of level of care.
(6) Providers of Home and Community Based Services (HCBS) for
the member, or those who have an interest in or are employed
by a provider of HCBS for the member, must not provide case
management or develop the person-centered service plan,
except when the State demonstrates—that the only willing and
qualified entity to provide case management anrdZerand develop
person-centered service plans in a geographic area also
provides HCBS.

317:35-17-18. ADvantage services during hospitalization or NF
placement
When the member®s OKBHSDHS social worker, ADvantage case
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manager, or the AA i1s informed (by—the-members—Familyor-service
provider)by the member, family, or service provider of a

member®s hospitalization or placement iIn a nursing Tacilitys
(NF), that party determines the date of the member-s
institutionalization and communicates the date, name of the
institution, reason for placement, and expected duration for
placement; to the other ADvantage Program Administrative
partners. HWhen a member requires hospital or RAursing
factHHEyNF services, the case manager assists the member #a
acecessingaccess institutional care, periodically monitors the
member®s progress during the 1institutional stay and, as
appropriate, updates the person-centered service plan and
prepares services to start on the date the member is discharged
from the institution and returns home. All case management
units for “iastitution——transttion“institution transition
services to plan for and coordinate service delivery and to
assist the member to safely return home, even +#fwhen provided
while the person is In an iInstitution, are—te—be considered
delivered on and billed for the date the member returns home
from institutional care.
(1) Hospital discharge. When the member returns home from a
hospital or when notified of the member®s anticipated
discharge date, the case manager notifies relevant providers
and the AAADvantage Administration (AA), and coordinates the
resumption of services.
(2) NENursing Facility placement of less than 30—days=30-
calendar days. When the member returns home from a NF stay
of 30—days30-calendar or less or when notified of the
member®s anticipated discharge date, the case manager
notifies relevant providers, the member®s OKBHSDHS worker and
the AA of the discharge and coordinates the resumption of
ADvantage services in the home.
(3) NFENursing Facility placement greaterlonger than 30
days-30-calendar days. When the member 1is scheduled to be
discharged and return home from a NF stay that 1is
greaterlonger than 30—dayss30-calendar the member®s OKDBHSDHS
worker ADvantage case manager, oOr the AA—@whoever—Ffirst
, _Whoever fTirst
receives notification of the discharge, notifies other
ADvantage Program Administrative partners to expedite the
restart of ADvantage services for the member.—kn—these
circumstances, the SPEED process may be used to re-establish
Licibili i  ch I F discl
from—the N~ The member"s case manager provides “mastitution
transttionr“institution transition case management services to
assist the member to re-establish him or herself safely in
the home.
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317:35-17-22. Billing procedures for ADvantage services
(a) Billing procedures for long-term care medical services are
contained 1i1n the Oklahoma Medicaid Management Information
Systems (OKMMIS) Billing and Procedure Manual. Questions
regarding billing procedures whiechthat cannot be resolved
through a study of the manual sheuwld—beare referred to the
Oklahoma Health Care Authority (OHCA).
(b) The Oklahoma Department of Human Services (DHS) Aging
Services {BHS/AS)(AS) approved ADvantage service plan is the
basis for the Medicaid Management Information Systems
(MMIS)service prior authorization, specifying:

(1) service;

(2) service provider;

(3) units authorized; and

(4) begin and end dates of service authorization.
(c) As part of ADvantage quality assurance, provider audits are
used to evaluate whetherif paild claims are consistent with
service plan authorizations and documentation of service
provision. Evidence of paid claims—that—are not supported by
service plan authorization and/or documentation of service
provision are turned over to the OHCA Provider Audit Unit for
follow-up investigation.
(d) Service time of 5 ;

Assistancepersonal care, case management, case management for
transitioning, nursing, advanced supportive/restorative
assistance, in-home respite, consumer-directed personal
assistance services and supports (CD-PASS), personal services
assistance, and advanced personal services assistance 1s
documented solely through the Electronic Visit Verification
System (EVW) also known as Interactive Voice Response
Authentication (IVRA) system, when provided 1in the home.
Providers are required to _use the HVRAEVV system afFter—acecess—to

The JHVRAEVV system
provides alternate backup solutions shewldwhen the automated
system beis unavailable. In the event of +¥RA—baekaEVV system
failure, the prOV|der documents time 1in accordance W|th thelr

pe#mitted—4#¥y+—the——P#¥¥—system—i&%—anavailablefinternal pollcy

and procedures. This documentation suffices to account for 1iIn-
home and office services delivered. Provider agency backup
procedures are only permitted when the EVV system 1is
unavailable.

(e) The provider must document the amount of time spent for each
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service, per OACOklahoma Administrative Code (OAC) 317:30-5-763.
For service codes that specify a time segment in their
description, such as 15 minutes, each timed segment equals one
unit. Only time spent Tulfilling the service for which the
provider 1is authorized, per OAC 317:30-5-7635—-shall—Dbeis
authorized for timedbasedtime-based services. Providers shalido
not bill for a unit of time when not more than one-half of a
timed unit is performed. For example, #fwhen a unit is defined
as 15 minutes, providers shouwlddo not bill for services
performed for less than 8eight minutes. The rounding rules
utilized by the JH#YRAEVW and web-based billing system to
calculate the billable ameuntunit-amount of a—unRit—arezare,
services provided for duration of:

(1)—services provided—Ffora—duratton—-of less than 8 minutessS-

minutes cannot be rounded up and do not constitute a billable

15-minutel5-minute unit; and

(2) services provided for a duration of 8 to 158 to 15

minutes are rounded up and do constitute a billable 15

miagtel5-minute unit.

SUBCHAPTER 19. NURSING FACILITY SERVICES

317:35-19-2. Nursing Facility (NF) program medical eligibility
determination

The OKPHSDHS area nurses or nurse designee—(OHCA;—LOCEU—makes

i i is—i , determines medical

eligibility for nursing facility (NF) services based on the Leng
Ferm—Care—(LFS)long term care (LTC) nurse®s UCAT,—Part
HHUniform Comprehensive Assessment Tool (UCAT 111) assessment
of the client®"s needed level of care, the outcome of the Level
Il Preadmission Screening and Resident Review (PASRR), +#fwhen
completed, and his or her professional judgment. The Oklahoma
Healthcare Authority Level of Care Evaluation Unit makes some
determinations when the (PASRR) 1is 1involved. Refer to
OACOklahoma Administrative Code (OAC) 317:35-19-7.1(3) for
nursing facility level of care medical eligibility requirements.

(1) When NF care services are requested prior to admission,

the same rules related to medical eligibility determination

identified i1n OAC 317:35-17-5 for ADvantage services are

followed.

(2) The LTC nurse submits the UCAT, Part 11, the Long-Term

i i E]
Gare—Pread 'Ss'?” Sereen '9', CPASRR) awd Fhe M %equesﬁ_le:

ehligibiHhlity determination-The LTC nurse revie@s the PASRR
Level 1 in the Oklahoma Health Care Authority system;

completes the UCAT I111; and enters the date OHCA received the
PASRR Level 1 (LTC-300R) from the NF and admission date to
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the NF; financial eligibility effective date and notes any
Level 11 PASRR results if available in the UCAT I11l. This
information iIs submitted to the DHS Area Nurse for medical
eligibility determination.

(3) PASRR requirements are identified in OAC 317:35-19-8 and
317:35-19-9.

(4) When 1t i1s not possible for the UCAT assessment to be
completed prior to admission, the NF 1is responsible for
notlfylng the QKDHSDHS of the adm|55|on- NetiFrecation—wiHh

ofFice-Notification is mailed or faxed on DHS Form O8MAO83E,
Notification regarding Patient In A Nursing Facility,
Intermediate Care Facility for the Mentally Retarded or
Hospice, and Management Recipient Funds to the Jlocal DHS
county office. Upon receipt, the OKDBHSDHS county office
processes the ABCDM-83.Forms O08MAO84E and O8MAOS4E ABGCDM-96-
and—the—-ABCBM-83Forms 0O8MAO83E and 08MAO84E and completes and
forwards the OKDHS—Form—ABCDM-37DForm 08MAO38E—(Netiece
Regarding—Financial—EHgibiHty), Notice Regarding Financial
Eligibility to the NF. Identified sections of the UCAT
reflecting the domains for meeting medical criteria are
completed for applicants residing in the NF at the time of
assessment. The area nurses or nurse designee,

determinesconfirms the date of medical eligibility and
records it enin the system—based—on—the—date—ofF Financial
eHgibilHty. The facility is responsible for performing the
PASRR Level 1 screen and consulting with OHCA staff oef—the
OHCA—as—to—whetherto determine when a need exists for a Level
Il screen. The LTC nurse wiHH—eoenduetconducts the assessment
visit within 15—workinglb5-business days of reguest—For
assessmenrt—HFPASRR clearance when the individual®s needs are
included 1n an active ABCBMDHS coded -case. +HWhen the

individual®s needs are not included In an active—ABCBM case,
the assessment 1is conducted within 29—W9Fk+ng20 business days

PASRR clearance.
(5) The area nurses or nurse designee, wiH—evaluateevaluates
the PASRR Level 1 screen and the UCATs—Rart 111 and—econsult
S . of hotl I _ .
Level—H—sereen—as—necessary-in consultation with the DHS
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nurse when the completed LTC-300R and/or facility
documentation shows a need exists for a possible Level 11
screen. The area nurse or nurse designee consults with OHCA
staff as necessary.

(6) The area nurses or nurse designee, wiH—evaluateevaluates

the UCATs—Parts | and 111, the long-FfermCare Preadmission

SeFeen——feFm——and——the——phys+eianls——diagnesis to determine
whetherit the applicant meets the medical eligibility

criteria for NF level of care. Individuals may be medically
certifiredmedically-certified for NF level of care for various
lengths of time depending upenron the client"s needs—ef—the
chient. The area nurses or nurse designee, enters the
medical eligibility decisions and, when required, the medical
certification review date on—the—systeminto Aging Services
Division Electronic Data Entry and Retrieval System (ELDERS)
within ten—weorkinglO-business days. A medical eligibility
redetermination is not required when a client is discharged
from the NF for a period not to exceed 9690-calendar days and
the original certification is current.

(7) HWhen the LTC nurse recommends NF level of care and the
client is determined by the area nurses; or nurse designee,
not to be medically eligible for NF level of care, the LTC
nurse can submit additional information to the area nurses; or
nurse designee. When necessary, a visit by the LTC nurse to
obtain additional iInformation ean—beis IiInitiated at the
recommendation of the area nurse; or nurse designee.

(8) Categorical relationship must be established for

determination of eligibility for NF services. +HWhen
categorical relationship to disability has not—already been
established, the worker submits the same information

deseribed—anper OAC 317:35-5-4(2) to the LOCEU to request a
determination of eligibility for categorical relationship.
LOCEU renders a decision on categorical relationship to the
disabled applicant using the sameSocial Security
Administration (SSA) definition—used—by—SSA. A fTollow-up
with the SSA by the OKBHSDHS worker is required to be—sure
thatensure the SSA disability decision agrees with the LOCEU
decision—eF¥LOCEY.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES

PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-19. Administrative sanctions [REVOKED]
s Einiti _ he Ffollowi I I o w







317:30-3-19.1. Revocation of enrollment and billing privileges
in the Medicaid Program. [REVOKED]

OHCA—and—providers—have—the—right —to—terminate—or—suspend









OAC 317:30-3-19.3. Denial of application for new or renewed
provider enrollment contract
(a) The following words and terms, when used in this Section,
shall have the following meaning, unless the context clearly
indicates otherwise:
(1) "Affiliates” means persons having a relationship in which
any of them directly or indirectly controls or has the
ability to control one or more of the others.
(2) "Applicant”™ means providers and/or persons with a five
percent or more direct or indirect ownership interest
therein, as well as providers®™ officers, directors, and
managing employees.
(3) "Conviction” or "convicted” means a person has been
convicted of a criminal offense pursuant to 42 U.S.C. §
1320a-7(1), or, for civil offenses, has had a judgment of
conviction entered against him or her by a Federal, State, or
local court, regardless of whether an appeal from the
judgment i1s pending.
(4) "Person” means any natural person, partnership,
corporation, not-for-profit corporation, professional
corporation, or other business entity.
(5) "Provider™ means any person having or seeking to obtain a
valid provider enrollment contract with the Oklahoma Health
Care Authority (OHCA) for the purpose of providing services
to eligible SoonerCare members and receiving reimbursement
therefor.
(b) When deciding whether to approve an application for a new
or renewed provider enrollment contract, OHCA may consider the
following factors as they relate to the applicant and any of the
applicant®s affiliates, including, but not limited to:
(1) any false or misleading representation or omission of any
material fact or information required or requested by OHCA as
part of the application process;
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(2) any failure to provide additional information to OHCA
after receiving a written request for such additional
information;

(3) any false or misleading representation or omission of any
material fact in making application for any license, permit,
certificate, or registration related to the applicant’s
profession or business in any State;

(4) any fine, termination, removal, suspension, revocation,
denial, consented surrender, censure, sanction, involuntary
invalidation of, or other disciplinary action taken against
any license, permit, certificate, or registration related to
the applicant’s profession or business in any State;

(5) any previous or current involuntary surrender, removal,
termination, suspension, ineligibility, exclusion, or
otherwise involuntary disqualification from participation in
Medicaid iIn any State, or from participation in any other
governmental or private medical insurance program, including,
but not limited to, Medicare and Workers® Compensation;

(6) any Medicaid or Medicare overpayment of which the
applicant has been notified, as determined exclusively by
OHCA that was received, but has not made reimbursement,
unless such reimbursement 1is the subject of an OHCA
reimbursement agreement that is not in default, ;

(7) any previous Tailure to correct deficiencies in the
applicant®™s business or professional operations after having
received notice of the deficiencies from the OHCA or any State
or Federal licensing or auditing authority;

(8) any previous violation of any State or Federal statute or
regulation that relates to the applicant®s current or past
participation in Medicaid, Medicare, or any other
governmental or private medical Insurance program;

(9) any pending charge or prior conviction of any civil or
criminal offense relating to the furnishing of, or billing
for, medical care, services, or supplies, or which 1is
considered theft, fraud, or a crime 1involving moral
turpitude;

(10) any pending charge or prior criminal conviction for any
felony or misdemeanor offense that could reasonably affect
patient care, including, but not limited to, those offenses
listed in 317:30-3-19.4;

(11) any denial of a new or renewed provider enrollment
contract within the past two (2) years that was based on the
applicant™s or an affiliate”s prior conduct;

(12) any submission of an application that conceals the
involvement in the enrolling provider®s operation of a person
who would otherwise be i1neligible to participate in Medicaid
or Medicare;
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(13) any business entity that is required to register with a
State office or agency in order to conduct its operations
therein, 1including, but not Jlimited to, the Oklahoma
Secretary of State, any failure to obtain and/or maintain a
registration status that is valid, active, and/or in good
standing; and
(14) any other factor that impacts the quality or cost of
medical care, services, or supplies that the applicant
furnishes to SoonerCare members, or otherwise iInfluences the
fiscal soundness, effectiveness, or efficiency of the OHCA
program.
(c) OHCA shall provide any applicant who is denied a new or
renewed provider enrollment contract a written notice of the
denial. Any denial shall become effective on the date it iIs sent
to the applicant.
(d) Any OHCA decision to deny a provider"s contract application
in accordance with this Section shall be a final agency decision
that 1s not administratively appealable.

317:30-3-19.4. Applicants subject to a fingerprint-based
criminal background check
(a) Applicants designated as ""high® categorical risk”™ in
accordance with Federal law, including, but not limited to, 42
C.F.R. 8 424.518 and 42 C.F.R. Part 455, Subpart E, or if
otherwise required by State and/or Federal law, shall be subject
to a fingerprint-based criminal background check as a condition
of new or renewed contract enrollment.
(b) Any applicant subject to a Tfingerprint-based criminal
background check as provided in subsection (a) of this Section,
shall be denied enrollment i1f he/she has a felonious criminal
conviction and may be denied enrollment for a misdemeanor
criminal conviction relating, but not limited, to:

(1) The provision of services under Medicare, Medicaid, or

any other Federal or State health care program;

(2) Homicide, murder, or non-negligent manslaughter;

(3) Aggravated assault;

(4) Kidnapping;

(5) Robbery;

(6) Abuse, neglect, or exploitation of a child or vulnerable

adult;

(7) Human trafficking;

(8) Negligence and/or abuse of a patient;

(9) Forcible rape and/or sexual assault;

(10) Terrorism;

(11) Embezzlement, fraud, theft, breach of fiduciary duty, or

other financial misconduct; and/or
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(12) Controlled substances, provided the conviction was

entered within the preceding ten-year period.
(c) Any OHCA decision denying an application for contract
enrollment based on the applicant®s criminal history pursuant to
OAC 317:30-3-19.4 shall be a final agency decision that is not
administratively appealable. However, nothing in this section
shall preclude an applicant whose criminal conviction has been
overturned on final appeal, and for whom no other appeals are
pending or may be brought, from reapplying for enrollment.

317:30-3-19.5. Termination of provider agreements
Pursuant to the terms of OHCA"s Standard Provider Agreement,
both OHCA and a provider may terminate the agreement without
cause on sixty (60) days® notice, or for-cause on thirty (30)
days® notice. In addition, OHCA can terminate the agreement
immediately in order to protect the health and safety of
members, or upon evidence of fraud (including, but not limited
to, a credible allegation of fraud as defined by 42 C.F.R. 8§
455.2). Conduct that may serve as a basis for a for-cause
termination of a provider includes, but is not limited to, any
of the following:
(1) Noncompliance. The provider i1s determined not to be 1in
compliance with the enrollment requirements described in OAC
317:30-3-2, OAC 317:30-3-19, or in the enrollment application
applicable for 1its provider type. OHCA may, but is not
required to, request additional documentation from the
provider to determine compliance.
(2) Provider exclusion, debarment, or suspension. The
provider or any owner, managing employee, authorized or
delegated official, medical director, supervising physician,
or other health care personnel thereof is:
(A) Excluded from the Medicare, Medicaid, or any other
Federal health care program, as defined in 42 C_F.R §
1001.2; or
(B) Debarred, suspended, or otherwise excluded from
participating in any other Federal procurement or
nonprocurement program or activity.
(3) Convictions. Conviction of the provider or any of its
affiliates for a Federal or State offense that OHCA has
determined to be detrimental to the best interests of the
program and its members. Such offenses may include, but are
not limited to, those offenses enumerated in OAC 317:30-3-
19.3 and OAC 317:30-3-19.4.
(4) False or misleading information. The provider submitted
or caused to be submitted misleading or false information on
its enrollment application to be enrolled or to maintain
enrollment iUn the SoonerCare program. In addition to
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termination of a contract, offenders may be referred for
prosecution, which could result in fines or imprisonment, or
both, in accordance with current law and regulations.
(5) On-site review. OHCA determines, upon on-site review,
that the provider is no longer operational, able to furnish
SoonerCare covered items, or able to safely and adequately
render services; or is not meeting SoonerCare enrollment
requirements under statute or regulation to supervise
treatment of, or to provide SoonerCare covered 1i1tems or
services for SoonerCare members.
(6) Misuse of billing number. The provider knowingly sells to
or allows another individual or entity to use its billing
number. This does not iInclude those providers who enter iInto
a valid reassignment of benefits as specified in 42 U.S.C. §
1396a(a)(32) or a change of ownership as outlined iIn 42
C.F.R. 8§ 455.104(c) (within thirty-five (35) days of a change
in ownership).
(7) Abuse of billing privileges. The provider submits a claim
or claims for services that reasonably could not have been
rendered, or that do not accurately reflect those services
actually rendered, to a specific individual on the date of
service. These instances include, but are not limited to:
upcoding; unbundling of services; services that are
purportedly provided to a member who has died prior to the
date of service; services that are purportedly provided on a
date on which the directing physician or member is not in the
State or country or 1is otherwise physically incapable of
providing or receiving the service; or the equipment
necessary for testing was not present where the testing 1is
said to have occurred, or was incapable of operating
correctly at the supposed time of testing.
(8) Failure to report. The provider did not comply with the
reporting requirements specified in the SoonerCare Provider
Agreement or any applicable State and/or Federal statutes or
regulations, including without Hlimitation, changes 1i1n the
provider®s licenses, certifications, and/or accreditations
provided at the time of enrollment. Providers shall report
and update a change in mailing address within fourteen (14)
days of such change.
(9) Failure to document or provide OHCA access to
documentation.

(A) The provider did not comply with the documentation or

OHCA access requirements specified in the SoonerCare

Provider Agreement.

(B) OHCA may suspend all SoonerCare payments to a provider

who refuses or fTails to produce for 1iInspection those

financial and other records as are required by 42 C.F.R. §
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431.107 and the executed SoonerCare Provider Agreement,
until such time as all requested records have been
submitted to OHCA for review.
(10) Adverse audit determinations. The provider receives an
adverse Program Integrity audit that demonstrates fraud,
waste, abuse, and/or repeated failure or inability to comply
with SoonerCare billing and provision of service

requirements.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 2. GRIEVANCE PROCEDURES AND PROCESS

317:2-1-2. Appeals

(a) Member Process Overview.
(1) The appeals process allows a member to appeal a decision
which adversely affects their rights. Examples are decisions
involving medical services, prior authorizations for medical
services, or discrimination complaints.
(2) In order to file an appeal, the member files a LD-1 form
within 20 days of the triggering event. The triggering event
occurs at the time when the Appellant ((Appellant 1is the
person who files a grievance) knew or should have known of
such condition or circumstance for appeal.
(3) If the LD-1 form is not received within 20 days of the
triggering event, OHCA sends the Appellant a letter stating
the appeal will not be heard because it is untimely. In the
case of tax warrant intercept appeals, i1f the LD-1 form 1is
not received by OHCA within the timeframe pursuant to Title
68 0.S. § 205.2, OHCA sends the Appellant a letter stating
the appeal will not be heard because it is untimely.
(4) If the LD-1 form 1is not completely filled out or if
necessary documentation is not included, then the appeal will
not be heard.
(5) The staff advises the Appellant that if there is a need
for assistance in reading or completing the grievance form
that arrangements will be made.
(6) Upon receipt of the member®s appeal, a fair hearing
before the Administrative Law Judge (ALJ) will be scheduled.
The member will be notified In writing of the date and time
for this procedure. The member must appear at this hearing
and 1t i1s conducted according to OAC 317:2-1-5. The ALJ"s
decision may be appealed to the Chief Executive Officer of
the OHCA, which 1s a record review at which the parties do
not appear (OAC 317:2-1-13).
(7) Member appeals are ordinarily decided within 90 days from
the date OHCA receives the member®s timely request for a fair
hearing unless the member waives this requirement. [Title 42
CFR 431.244(1)]
(8) Tax warrant intercept appeals will be heard directly by
the ALJ. A decision is normally rendered by the ALJ within 20
days of the hearing before the ALJ.

(b) Provider Process Overview.
(1) The proceedings as described In this subsection contain
the hearing process for those appeals filed by providers.
These appeals encompass all subject matter cases contained iIn
OAC 317:2-1-2(c)(2).




(2) All provider appeals are initially heard by the OHCA

Administrative Law Judge under OAC 317:2-1-2(c)(2).
(A) The Appellant (Appellant is the provider who files an
appeal) fTiles an LD form requesting an appeal hearing
within 20 days of the triggering event. The triggering
event occurs at the time when the Appellant knew or should
have known of such condition or circumstance for appeal.
(LD-2 forms are for provider appeals and LD-3 forms are
for nursing home wage enhancement grievances.)
(B) If the LD form is not received within 20 days of the
triggering event, OHCA sends the Appellant a letter
stating the appeal will not be heard because 1t 1is
untimely.
(C) A decision will be rendered by the ALJ ordinarily
within 45 days of the close of all evidence iIn the case.
(D) Unless an exception is provided in 317:2-1-13, the
Administrative Law Judge®s decision 1is appealable to
OHCA®"s CEO under OAC 317:2-1-13.

(c) ALJ jurisdiction. The Administrative Law Judge has
jurisdiction of the following matters:

(1) Member Appeals:

(A) Discrimination complaints regarding the SoonerCare

program;
(B) Appeals which relate to the scope of services, covered
services, complaints regarding service or care,
enrollment, disenrollment, and reenrollment in the

SoonerCare Program;
(C) Fee for Service appeals regarding the furnishing of
services, including prior authorizations;
(D) Appeals which relate to the tax warrant iIntercept
system through the Oklahoma Health Care Authority. Tax
warrant intercept appeals will be heard directly by the
ALJ. A decision will be rendered by the Administrative Law
Judge within 20 days of the hearing before the ALJ;
(E) Proposed administrative sanction appeals pursuant to
OAC 317:35-13-7. Proposed administrative sanction appeals
will be heard directly by the ALJ. A decision by the ALJ
will ordinarily be rendered within 20 days of the hearing
before the ALJ. This is the final and only appeals process
for proposed administrative sanctions;
(F) Appeals which relate to eligibility determinations
made by OHCA;
(G) Appeals of insureds participating in Insure Oklahoma
which are authorized by OAC 317:45-9-8(a); and

(2) Provider Appeals:
(A) Whether Pre-admission Screening and Resident Review
(PASRR) was completed as required by law;
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(B) Denial of request to disenroll member from provider-®s
SoonerCare Choice panel;

(C) Appeals by Long Term Care facilities for nonpayment of
wage enhancements, determinations of overpayment or
underpayment of wage enhancements, and administrative
penalty determinations as a result of findings made under
OAC 317:30-5-131.2(b)(5), (e)(8), and (e)(12);

(D) Appeals of Professional Service Contract awards and
other matters related to the Central Purchasing Act
pursuant to Title 74 0. S. § 85.1;

(E) Drug rebate appeals;

E I i n i, I

€&)(F) Provider appeals of OHCA audit findings pursuant to
OAC 317:2-1-7. This i1s the final and only appeals process
for appeals of OHCA audits; and

H(G) Oklahoma Electronic Health Records Incentive
program appeals related only to incentive payments,
incentive payment amounts, provider eligibility
determinations, and demonstration of adopting,
implementing, upgrading, and meaningful use eligibility
for iIncentives.

D H) Supplemental Hospital Offset Payment Program
(SHOPP) annual assessment, Supplemental Payment, fees or
penalties as specifically provided in OAC 317:2-1-15.

(1) Nursing Facility Supplemental Payment Program (NFSPP)
eligibility determinations, the assessed amount for each
component of the Intergovernmental transfer, Upper Payment
Limit payments, the Upper Payment Limit Gap, and penalties
specifically provided in OAC 317:30-5-136. This 1is the
final and only process for appeals regarding NFSPP.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-17. Discrimination laws
The Oklahoma Health Care Authority has assured compliance with
the regulations of the Department of Health and Human Services,
Title 45, Code of Federal Regulations, Part 80 (which implements
Public Law 88-352, Civil Rights Act of 1964, Section 601), Part 84
(which implements Public Law 93-112, Rehabilitation Act of 1973,
Section 504), Part 90 (which implements Public Law 94-135, Age
Discrimination Act of 1975, Section 301), Title 9 of the Education
Amendments of 1972; and Executive Orders 11246 and 11375.
(1) These Qlaws and regulations prohibit excluding from
participation in, denying the benefits of, or subjecting to
discrimination, under any program or activity receiving Federal
Financial Assistance any person on the grounds of race, color,
sex, national origin, and qualified person on the basis of
handicap, or unless program-enabling legislation permits, on
the basis of age. Under these requirements, payment cannot be
made to vendors providing care and/or services under
FederallyassistedFederal ly-assisted programs conducted by the
Authority unless such care and service 1s provided without
discrimination on the grounds of race, color, sex, national
origin or handicap or without distinction on the basis of age
except as legislatively permitted or required.
(2) Written complaints of noncompliance with any of these laws
should be made to the Chief Executive Officer of the Oklahoma
Health Care Authority, 45454345 N-North Lincoln Blvd;Boulevard,
Suite—124 Oklahoma City, Oklahoma 73105, or the Secretary of
Health and Human Services, Washington, D.C., or both.

317:30-3-44. Personal care

Personal care i1s a service provided in a recipient-smember”s
home. To receive the service, the recipientmember must have met
the appropriate level of care iIn accordance with procedures found
in OAC 317:35-9. In geographic areas designated as ADvantage
Program phase iIn areas, personal care services may be provided by
agency providers who contract with the Medicaid agency for the
provision of services. The service may be provided by individual
personal care providers in geographic areas where there 1is
insufficient agency providers to adequately serve the population.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES



PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-95.24. Prior Authorization of iInpatient psychiatric
services fTor children

(a) All 1inpatient psychiatric services for members under 21
years of age must be prior authorized by the OHCA or its
designated agent. All inpatient acute and residential
psychiatric services will be prior authorized for an approved
length of stay. Admission requirements for services must be
provided in accordance with Code of Federal Regulations, Title
42 Public Health, Part 441 and 456. Additional information will
be required for a SoonerCare compensable approval on enhanced
treatment units or in special population programs.

(b) Staffing ratios shall always be present for each individual
unit not by facility or program. Patients shall be grouped for
accommodation by gender, age, and treatment needs. At a minimum,
children, adolescent, and adult treatment programs shall be
separate with distinct units for each population. A unit 1is
determined by separate and distinct sleeping, [living, and
treatment areas often separated by walls and/or doors. A unit
that does not allow clear line of sktesight due to the presence
of walls or doors is considered a separate unit. Each individual
unit shall have assigned staff to allow for appropriate and safe
monitoring of patients and to provide active treatment.

(c) In an acute care setting, at least one Registered Nurse (RN)
must be on duty per unit at all times, with additional RNs to
meet program needs. RNs must adhere to Oklahoma Department of
Health policy at OAC 310:667-15-3 and OAC 310:667-33-2(a)(3).-

(d) Regular residential treatment programs require a staffing
ratio of 1:6 during routine waking hours and 1:8 during time
residents are asleep with 24 hour nursing care supervised by an
RN for management of behaviors and medical complications. At a
minimum, the supervising RN must be available by phone and on-
site within one hour. If the supervising RN is off-site, then an
RN or LPN must be on-site to adhere to a 24 hour nursing care
coverage ratio of 1:30 during routine waking hours and 1:40
during time residents are asleep.

(e) Specialty residential treatment at this level is a longer
term treatment that requires a higher staff to member ratio
because of the need for constant, iIntense, and i1mmediate
reinforcement of new behaviors to develop an understanding of
the behaviors. The environment of specialized residential
treatment centers requires special structure and configuration
(e.g., sensory centers TfTor autistic members) and specialized
training for the staff in the area of the identified specialty.
The physician will see the child at least one time a week.

(F) A PRTF will not be considered a specialty treatment program
for SoonerCare without prior approval of the OHCA behavioral
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health unit.
(g) A treatment program that has been approved as a specialized
treatment program must maintain medical records that document
the degree and intensity of the psychiatric care delivered to
the children.
(h) Criteria for classification as a specialized PRTF will
require a staffing ratio of 1:3 at a minimum during routine
waking hours and 1:6 during time residents are asleep with 24
hour nursing care supervised by a RN for management of behaviors
and medical complications. The PRTF will be a secure unit, due
to the complexity of needs and safety considerations. Admissions
will be restricted to children that meet the medical necessity
criteria for RTC and also meet at least two or more of the
following:
(1) Have fTailed at other levels of care or have not been
accepted at other levels of care;
(2) Behavioral, emotional, and cognitive problems requiring
secure residential treatment that includes 1:1, 1:2, or 1:3
staffing due to the member being a danger to themselves and

others, for impairments in socialization problems,
communication problems, and restricted, repetitive and
stereotyped behaviors. These symptoms are severe and

intrusive enough that management and treatment iIn a less
restrictive environment places the child and others in danger
but, do not meet acute medical necessity criteria. These
symptoms which are exhibited across multiple environments
must include at least two or more of the following:
(A) Marked impairments in the use of multiple nonverbal
behaviors such as eye-to-eye gaze, facial expression, body
postures, and gestures to regulate social iInteraction;
(B) Inability to regulate impulse control with frequent
displays of aggression or other dangerous behavior toward
self and/or others regularly;
(C) Failure to develop peer relationships appropriate to
developmental level;
(D) Lack of spontaneously seeking to share enjoyment,
interests, or achievements with other people;
(E) Lack of social or emotional reciprocity;
(F) Lack of attachment to caretakers;
(G) Require a higher level of assistance with activities
of daily living requiring multiple verbal cues 50 percent
of the time to complete tasks;
(H) Delay, or total lack of, the development of spoken
language which 1iIs not accompanied by an attempt to
compensate through alternative modes of communication such
as gesture or mime;
(1) Marked impairment in individuals with adequate speech
in the ability to initiate or sustain a conversation with
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others;
(J) Stereotyped and repetitive use of language or
idiosyncratic language;
(K) Lack of varied, spontaneous make-believe play or
social imitative play appropriate to developmental level;
(L) Encompassing preoccupation with one or more
stereotyped and restricted pattern and 1interest that 1is
abnormal in intensity of focus;
) Inflexible adherence to specific, nonfunctional
routines or rituals;
(N) Stereotyped and repetitive motor mannerisms (e.g.,
hand or finger flapping or twisting or complex whole body
movements) ;
(0) Persistent occupation with parts of objects;
(3) Member is medically stable, but has co-morbid medical
conditions which vrequire specialized medical care during
treatment;
(4) Full scale 1Q below 40 (profound mental retardation
intellectual disability).
(1) Non-authorized inpatient psychiatric services will not be
SoonerCare compensable.
(J) The designated agent will prior authorize all services for
an approved length of stay based on the medical necessity
criteria described in OAC 317:30-5-95.25 through 317:30-5-95.31.
(k) Out of state placements must be approved by the agent
designated by the OHCA and subsequently approved by the OHCA,
Medical Services Behavioral Health Division. Requests for
admission to Psychiatric Residential Treatment Facilities or
acute care units will be reviewed for consideration of level of
care, availability, suitability, and proximity of suitable
services. A prime consideration for placements will be proximity
to the family or guardian in order to iInvolve the family or
guardian in Active Treatment, including discharge and
reintegration planning. Out of state facilities are responsible
for insuring appropriate medical care as needed under SoonerCare
provisions as part of the per-diem rate.
(1) Inpatient psychiatric services iIn all acute hospitals and
psychiatric residential treatment facilities are limited to the
approved length of stay. OHCA, or 1its designated agent, will
approve lengths of stay using the current OHCA Behavioral Health
medical necessity criteria as described iIn OAC 317:30-5-95.25
through OAC 317:30-5-95.31. The approved length of stay applies
to both hospital and physician services. The Child and
Adolescent Level of Care Utilization System (CALOCUS®) 1is a
level of care assessment that will be used as a tool to
determine the most appropriate level of care treatment for a
member by LBHPs in the community.
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317:30-5-96.5. Disproportionate share hospitals (DSH)

Reimbursement for DSH is determined in accordance with the
methodology for inpatient hospital services as described 1in
Attachment 4.19 A of the Medicaid State Plan. Copies of the
plan may be obtained by writing the Oklahoma Health Care
Authority, 45454345 North Lincoln Boulevard, Oklahoma City, OK
73105 or may be downloaded from the OHCA website.

PART 35. RURAL HEALTH CLINICS

317:30-5-355.1. Definition of services
The RHC benefit package, as described in Title 42 of the Code
of Federal Regulations (CFR), part 440.20, consists of two
components: RHC Services and Other Ambulatory Services.
(1) RHC services. RHC services are covered when furnished to
a member at the clinic or other Ilocation, including the
member®s place of residence. These services are described in
this Section.
(A) Core services. As set out in Federal Regulations at
42 CFR 440.20(b), RHC 'core' services include, but are not
limited to:
(i) Physician®s services;
(i1) Services and supplies incident to a physician™s
services;
(iti1) Services of advanced practice nurses (APNs),
physician assistants (PAs), certified nurse midwives
NMs)(CNMs) or specialized advanced practice nurse
practitioners;
(iv) Services and supplies iIncident to the services of
APNs and PAs (including services furnished by certified
nurse midwives);
(v) Visiting nurse services to the homebound;
(vi) Clinical psychologist (CP) and clinical social
worker (CSW) services;
(vii) Services and supplies incident to the services of
CPs and CSWs.
(B) Physicians®™ services. In addition to the professional
services of a physician, and services provided by an APN,
PA and NMW which would be covered as RHC services under
Medicare, certain primary preventive services are covered
under the SoonerCare RHC benefit. The services must be
furnished by or under the direct supervision of a RHC
practitioner who i1s a clinic employee:
(i) prenatal and postpartum care;
(i1) screening examination under the Early and Periodic
Screening, Diagnosis and Treatment (EPSDT) Program for
members under 21;
(i11) family planning services;
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(iv) medically necessary screening mammography and
follow-up mammograms when medically necessary.
(C) Services and supplies "incident to". Services and
supplies incident to the service of a physician, physician
assistant, advanced practice nurse, clinical psychologist,
or clinical social worker are covered I1If the service or
supply 1is:
(i) a type commonly furnished in physicians® offices;
(i1) a type commonly rendered either without charge or
included In the rural health clinic"s bill;
(iti1) TFfurnished as an incidental, although integral,
part of a physician®s professional services;
(iv) Drugs and biologicals which cannot be self-
administered or are specifically covered by Medicare
law, are included within the scope of RHC services.
Drugs and biologicals commonly used iIn life saving
procedures, such as analgesics, anesthetics (local),
antibiotics, anticonvulsants, antidotes and emetics,
serums and toxoids are not billed separately.
(D) Visiting nurse services. Visiting nurse services are
covered 1f:
(i) the RHC i1s located in an area iIn which the Centers
for Medicare and Medicaid Services (CMS) has determined
there i1s a shortage of home health agencies;
(i1) the services are rendered to members who are
homebound;
(iti1) the member 1is Tfurnished nursing care on a part
time or iIntermittent basis by a registered nurse,
licensed practical nurse or licensed vocational nurse
who is employed by or receives compensation for the
services from the RHC; and
(iv) the services are furnished under a written plan of

treatment.
(E) RHC encounter. RHC *core™ services (including
preventive services, 1.e., prenatal, EPSDT or fTamily

planning) are part of an all-inclusive visit. A "visit"”
means a Tace-to-face encounter between a clinic patient
and a RHC health professional (i.e., physicians, physician
assistants, advanced practice nurses, certified nurse
midwives, clinical psychologists and clinical social
workers). Encounters with more than one 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 Tfirst encounter, suffers 1illness or
injury requiring additional diagnosis or treatment.
Payment 1s made for one encounter per member per day.
Medical review will be required for additional visits for
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children. Payment 1s also limited to four visits per
member per month for adults.
(F) Off-site services. RHC services provided off-site of
the clinic are covered as long as the RHC has a
compensation arrangement with the RHC practitioner that
SoonerCare reimbursement is made to the RHC and the RHC
practitioner receives his or her compensation from the
RHC. The rural health clinic must have a written contract
with the physician and other RHC ''core" practitioners that
specifically i1dentify how the rural health clinic services
provided off-site are to be billed to SoonerCare. It is
expected that services provided in off-site settings are,
in most cases, temporary and intermittent, i.e., when the
member cannot come to the clinic due to health reasons.
(2) Other ambulatory services. A Rural Health Clinic must
provide other items and services which are not "RHC services"
as described in (a)(1) of this Section, and are separately
billable to the SoonerCare program. Coverage of services are
based upon the scope of coverage under the SoonerCare
program.
(A) Other ambulatory services include, but are not limited
to:
(1) dental services for members under age 21;
(i1) optometric services;
(iti) clinical lab tests performed in the RHC lab,
including the lab tests required for RHC certification;
(iv) technical component of diagnostic tests such as x-
rays and EKGs (interpretation of the test provided by
the RHC physician is included In the encounter rate);
(v) durable medical equipment;
(vi) emergency ambulance transportation;
(vii1) prescribed drugs;
(viil) prosthetic devices (other than dental) which
replace all or part of an 1internal body organ
(including colostomy bags) and supplies directly
related to colostomy care and the replacement of such
devices;
(ix) specialized laboratory services furnished away
from the clinic;
(xX) 1npatient services;
(x1) outpatient hospital services.
(B) Payment is made directly to the RHC on an encounter
basis for on-site dental services by a licensed dentist or
optometric services by a licensed optometrist for members
under age 21. Encounters are billed as one of the
following:
(1) EPSDT dental screening. An EPSDT dental screening
includes oral examination, prophylaxis and fluoride
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treatment, charting of needed treatment, and, 1if
necessary, X-rays (including two bite wing films). This
service must be filed on claim form ADM-36-D for EPSDT
reporting purposes.

(i1) 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.

(i11) Visual analysis. Visual analysis (initial or
yearly) for a child with glasses, or a child who needs
glasses, or a medical eye exam. This 1i1ncludes the

refraction and medical eye health evaluation. Glasses
must be billed separately. Payment i1s limited to two
glasses per year. Any glasses beyond this limit must be
prior authorized and determined to be medically
necessary.
(C) Services listed in (@A)(2)A), V)-(viii), of this
Section, Tfurnished on-site, require separate provider
agreements with the OHCA. Service i1tem (@A)@)A)(IN)
does not require a separate contract when furnished on-
site, however, certain conditions of participation apply.
(Refer to OAC 317:30-5-361 for conditions.)
(D) 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 37. ADVANCED PRACTICE NURSE

317:30-5-375. Eligible providers

The Advanced Practice Nurse must be a registered nurse in
good standing with the Oklahoma Board of Nursing, and have
acquired knowledge and clinical skills through the completion of
a fTormal program of study approved by the Oklahoma Board of

Nursing Registration and have obtained professional
certification through the appropriate National Board recognized
by the Oklahoma Board of Nursing. Advanced Practice Nurse

services are limited to the scope of their practice as defined
in 59 0.S. 567.3a and corresponding rules and regulations at OAC
485:10-5-1 through 10-16-9. Rules regarding Certified Nurse
Midwives are referenced in OAC 317:30-5-225. Advanced Practice
Nurses who practice iIn states other than Oklahoma must be
appropriately licensed iIn the state in which they practice. In
addition, all providers must have a current contract on Tile
with the Oklahoma Health Care Authority.
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PART 61. HOME HEALTH AGENCIES

317:30-5-546. Coverage by category
Payment i1s made for home health services as set forth in this
Section.
(1) Adults. Payment is made for home health services provided
in the patient-smember”s residence to all categorically needy
individuals. Coverage for adults is as follows.
(A) Covered items.

(1) Part-time or iIntermittent nursing services;

(i1) Home health aide services;

(i11) Standard medical supplies;

(iv) Durable medical equipment (DME) and appliances;

and

(v) Items classified as prosthetic devices.

(B) Non-covered items. The following are not covered:

(i) Sales tax;

(i1) Enteral therapy and nutritional supplies;

(iii1) Electro-spinal orthosis system (ESO); and

(iv) Physical therapy, occupational therapy, speech

pathology, or audiological services.
(2) Children. Home Health Services are covered for persons
under age 21.
(3) Individuals eligible for Part B of Medicare. Payment 1is
made utilizing the Medicaid allowable for comparable
services.

PART 75. FEDERALLY QUALIFIED HEALTH CENTERS

317:30-5-661.1. Health Center core services
Health Center "core’ services include:
(1) Physicians®™ services and services and supplies incident
to a physician®s services;
(2) Services of advanced practice nurse (APNs), physician
assistants (PAs), certified nurse midwives (CNMs), or
specialized advanced practice nurse practitioners;
(3) Services and supplies iIncident to the services of APNs,
certified nurse midwives, and PAs;
(4) Visiting nurse services to the homebound;
(5) Behavior health professional services as authorized under
the FQHC State Plan pages and services and supplies incident
thereto;
(6) Preventive primary care services;
(7) Preventive primary dental services.

PART 108. NUTRITION SERVICES

317:30-5-1076. Coverage by category
9



Payment is made for Nutritional Services as set forth in this
section.

(1) Adults. Payment is made for six hours of medically
necessary nutritional counseling per year by a licensed
registered dietician. All services must be prescribed by a

physician, physician assistant, advanced practice nurse, or
certified nurse midwife and be face to face encounters
between a licensed registered dietitian and the member.
Services must be expressly for diagnosing, treating or
preventing, or minimizing the effects of illness. Nutritional
services for the treatment of obesity is not covered unless
there 1s documentation that the obesity 1s a contributing
factor in another illness.

(2) Children. Payment 1is made for medically necessary
nutritional counseling as described above for adults.
Nutritional services for the treatment of obesity may be
covered for children as part of the EPSDT benefit. Additional
services which are deemed medically necessary and allowable
under federal regulations may be covered by the EPSDT benefit
found at 317:30-3-65 and 317:30-3-65.11.

(3) Home and Community Based Waiver Services TfTor the
Intellectually Disabled. All providers participating in the
Home and Community Based Waiver Services for the
intellectually disabled program must have a separate contract
with OHCA to provide Nutrition Services under this program.
All services are specified in the individual®s plan of care.
(4) Individuals eligible for Part B of Medicare. Payment is
made utilizing the Medicaid allowable for comparable

services. Services which are not covered under Medicare
should be billed directly to OHCA.
(5) Obstetrical patients. Payment is made for a maximum of

six hours of medically necessary nutritional counseling per
year by a licensed registered dietitian for members at risk
for or those who have been recently diagnosed with
gestational diabetes. The initial consultation may be In a
group setting for a maximum of two hours of class time.
Thereafter, four hours of nutritional counseling by a
licensed registered dietitian may be provided to the
individual 1T deemed medically necessary, which may include a
post-partum visit, typically done at 6 weeks after delivery.
All services must be prescribed by a physician, physician
assistant, advanced practice nurse or a certified nurse
midwife and be Tface-to-face between a licensed registered
dietitian and the member(s). Services must be solely for the
prevention, diagnosis, or treatment of gestational diabetes.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 45. INSURE OKLAHOMA

SUBCHAPTER 1. GENERAL PROVISIONS

317:45-1-2. Program limitations
(a) The Insure Oklahoma program is contingent upon Tederal
waiver approval and sufficient funding that 1is collected and
dispersed through a revolving fund within the State Treasury
designated as the "Health Employee and Economy Improvement Act
(HEEIA) Revolving Fund™. This fund is a continuing fund, not
subject to fiscal year limitations.
(1) All monies accruing to the credit of the fund are
budgeted and expended by the OHCA to implement the program.
(2) The program 1is TfTunded through a portion of monthly
proceeds from the Tobacco Tax, Okla. Stat. "68-302-5 et seq.,
collected and dispersed through the HEEIA revolving fund,
pursuant to Title 68, Section 302-5 (B.1. and D.1.) and
Section 402-3 (B.1 and C.1.) of the Oklahoma Statutes.
(3) The program 1i1s limited i1In scope such that available
funding 1s not exceeded. Available TfTunding 1includes the
estimated annual deposits from tax collections, accrued
interest, federal matching funds and any other revenue source
deposited in the HEEIA Revolving Fund for the purpose of this
program. IT at any time it becomes apparent there is risk
the available funding may be exceeded, OHCA must take action
to ensure the Insure Oklahoma program continues to operate
within 1ts fiscal capacity.
(A) Insure Oklahoma may limit eligibility based on:
(i) the federally-approved Health Insurance Flexibility
and Accountability (HIFA) Waiver/1115 Waiver;
(i1) Tobacco Tax collections; and
(it1) the State Child Health Plan for the State
Children®s Health Insurance Program (CHIP) under Title
XX1 of the Social Security Act.
(B) The Insure Oklahoma program may limit eligibility when
the utilization of services 1Is projected to exceed the
spending authority, or, may suspend new eligibility
determinations instead, establishing a waiting list.
(1) Applicants, not previously enrolled and
participating in the program, submitting new
applications for the Insure Oklahoma program are placed
on a waiting list. Applications, with the exception of
college students, are 1identified by region and Insure
Oklahoma program. Regions are established based on
population density statistics as determined through
local and national data and may be periodically
adjusted to assure statewide availability. Insure
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Oklahoma program size i1s determined by OHCA and may be
periodically adjusted.
(i1) The waiting list utilizes a "first in - first out”
method of selecting eligible applicants by region and
program.
(i11) When an applicant is determined eligible and
moves from the waiting list to active participation,
the applicant must submit a new application.
(iv) Enrolled applicants who are currently
participating in the program are not subject to the
waiting list.
(v) For approved employers, if the employer hires a new
employee after the employer®s program eligibility
begins, the new employee 1is allowed to participate
(vi) For approved employers, i1f the employer has an
employee who has a qualifying event after the
employer®s program eligibility begins, the employee 1is
allowed to make changes pertaining to the qualifying
event.
(b) College student eligibility and participation in the Insure
Oklahoma program is contingent upon sufficient funding from the
Oklahoma legislature. This funding Is separate from the funding
described in subsection (a) of this Section.

317:45-1-3. Definitions

The following words or terms, when used in this Chapter, will
have the following meanings unless the context clearly indicates
otherwise:

"Carrier' means:

(A) an 1i1nsurance company, 1Insurance service, Insurance
organization, or group health service, which is licensed
to engage i1n the business of iInsurance iIn the State of
Oklahoma and 1s subject to State Qlaw which regulates
insurance, or Health Maintenance Organization (HMO) which
provides or arranges for the delivery of basic health care
services to enrollees on a prepaid basis, except for
copayments or deductibles for which the enrollee 1is
responsible, or both and i1s subject to State law which
regulates Health Maintenance Organizations (HMOS);

(B) a Multiple Employer Welfare Arrangement (MEWA)
licensed by the Oklahoma Insurance Department;

(C) a domestic MEWA exempt from licensing pursuant to
Title 36 0.S., Section 634(B) that otherwise meets or
exceeds all of the licensing and financial requirements of
MEWAs as set out i1n Article 6A of Title 36; or

(D) any entity organized pursuant to the Interlocal
Cooperation Act, Section 1001 et seq. of Title 74 of the
Oklahoma Statutes as authorized by Title 36 Section 607.1
of the Oklahoma Statutes and which is eligible to qualify
for and hold a certificate of authority to transact
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insurance in this State and annually submits on or before
March 1st a financial statement to the Oklahoma Insurance
Department 1n a form acceptable to the Insurance
Commissioner covering the period ending December 31st of
the 1mmediately preceding fiscal year.

"Child Care Center" means a fTacility licensed by OKDHS which
provides care and supervision of children and meets all the
requirements in OAC 340:110-3-1 through OAC 340:110-3-33.3.

"College Student” means an Oklahoma resident between the age
of 19 through 22 that is a full-time student at an Oklahoma
accredited University or College.

"Dependent” means the spouse of the approved applicant and/or
child under 19 years of age or his or her child 19 years through
22 years of age who 1is attending an Oklahoma qualified
institution of higher education and relying upon the insured
employee or member for financial support.

"Eligibility period” means the period of eligibility
extending from an approval date to an end date.

"Employee™ means a person who works for an employer 1in
exchange for earned income. This includes the owners of a
business.

"Employer™ means the business entity that pays earned income
to employees.

"Employer Sponsored Insurance (ESI)" means the program that
provides premium assistance to qualified businesses for approved
applicants.

"Explanation of Benefit (EOB)' means a statement issued by a
carrier that indicates services rendered and financial
responsibilities for the carrier and Insure Oklahoma member.

“"Full-time Employment’™ means a normal work week e¥-24—or -more
hours—per Federal and State regulations.

"Full-time Employer™ means the employer who employs an
employee For—24 hours—or—more—per—weekper Federal and State
regulations, to perform work in exchange for wages or salary.

“Individual Plan (IP)"™ means the safety net program for those
qualified individuals who do not have access to Insure Oklahoma
ESI.

"In-network™ means providers or health care facilities that
are part of a benefit plan®s network of providers with which it
has negotiated a discount, and services provided by a physician
or other health care provider with a contractual agreement with
the i1nsurance company paid at the highest benefit level.

"Insure Oklahoma (10)" means a benefit plan purchasing
strategy in which the State uses public funds to pay for a
portion of the costs of benefit plan coverage for eligible
populations.

"Member™ means an individual enrolled in the Insure Oklahoma
ESI or IP program.

"Modified Adjusted Gross Income (MAGI)™ means the financial
eligibility determination methodology established by the Patient
Protection and Affordable Care Act (PPACA) in 2009.

"OESC™ means the Oklahoma Employment Security Commission.

"OHCA™ means the Oklahoma Health Care Authority.

"OKDHS"™ means the Oklahoma Department of Human Services.
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"Professional Employer Organization (PEO)' means any person
engaged 1n the business of providing professional employer
services. A person engaged 1in the business of providing
professional employer services shall be subject to registration
under the Oklahoma Professional Employer Organization
Recognition and Registration Act as provided in Title 40,
Chapter 16 of Oklahoma Statutes, Section 600.1 et.seq.

"Primary Care Provider (PCP)'" means a provider under contract
with the Oklahoma Health Care Authority to provide primary care
services, including all medically necessary referrals.

"Premium” means a monthly payment to a carrier or a self-
funded plan for benefit plan coverage.

"Qualified Benefit Plan (QBP)' means a benefit plan that has
been approved by the OHCA for participation in the Insure
Oklahoma program.

"Qualifying Event" means the occurrence of an event that
permits individuals to join a group benefit plan outside of the
"open enrollment period” and/or that allows individuals to
modify the coverage they have had 1n effect. Qualifying events
are defined by the employer®s benefit plan and meet federal
requirements under Public Law 104-191 (HIPAA), and 42 U.S.C.
300bb-3.

"Self-funded Plan”™ means or meets the definition of an
"employee welfare benefit plan”™ or "benefit plan' as authorized
in 29 US Code, Section 1002. The term carrier can be replaced
with self-funded plan 1Tt applicable in these rules.

"State" means the State of Oklahoma, acting by and through
the Oklahoma Health Care Authority.

SUBCHAPTER 7. INSURE OKLAHOMA ESI EMPLOYER ELIGIBILITY

317:45-7-2. Employer eligibility determination

Eligibility for employers is determined using the eligibility
requirements listed in 317:45-7-1. An employer determinedOnce
an employer is determined eligible for |Insure Oklahoma—i#s
approved—for—up—to—a—12 month—pertod——The, the eligibility
period begins on the first day of the month following the date
of approval .—Fhe—ehigibility pertod—ends—the last day —of the
12th month. The eligibility period will renew automatically
unless the employer®s eligibility has been closed (refer to
317:45-7-8). Employers will be notified of their eligibility
decision.

SUBCHAPTER 9. INSURE OKLAHOMA ESI EMPLOYEE ELIGIBILITY

317:45-9-1. Employee eligibility requirements

(a) Employees must complete and submit the OHCA required forms
and application to be considered Tfor participation in the
program.

(b) The eligibility determination will be processed within 30
days from the date the application is received. The employee
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will be notified in writing of the eligibility decision.
(c) All eligible employees described iIn this section must be
enrolled in their employer®s qualified benefit plan. Eligible
employees must:
(1) have countable 1income at or below the appropriate
standard according to the family size on the Insure Oklahoma
ES1 Income Guidelines form;
(A) Effective January 1, 2016, financial eligibility for
Insure Oklahoma ESI benefits is determined using the MAGI
methodology. Unless questionable, the income of applicants
does not require verification. See OAC 317:35-6-39 through
OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income.
(B) Income 1is evaluated on a monthly basis for all
individuals iIncluded in the case for Insure Oklahoma ESI
Benefits.
(2) be a US citizen or alien as described in 317:35-5-25;
(3) be Oklahoma residents;
(4) fTurnish, or show documentation of an application for, a
Social Security number at the time of application for Insure
Oklahoma ESI1 benefits;
(5) not be receiving benefits from SoonerCare or Medicare;
(6) be employed with a qualified employer at a business
location in Oklahoma;
(7) be age 19 through age 64;
(8) be eligible for enrollment in the employer®s qualified
benefit plan;
(9) not have full-time employment with any employer who does
not meet the eligible employer guidelines listed 1In 317:45-7-
1(@)(1)-(2);
(10) select one of the qualified benefit plans the employer
is offering; and
(11) provide in a timely manner any and all documentation
that 1is requested by the Insure Oklahoma program by the
specified due date.
(d) An employee®s dependents are eligible when:
(1) the employer®s benefit plan includes coverage for
dependents;
(2) the employee is eligible;
(3) 1Tt employed, the spouse may not have full-time employment
with any employer who does not meet the eligible employer
guidelines listed in 317:45-7-1 (a) (1)-(2); and
(4) the dependents are enrolled In the same benefit plan as
the employee.
(e) ITf an employee or their dependents are eligible for multiple
qualified benefit plans, each may receive a subsidy under only
one benefit plan.
(f) College students may enroll iIn the Insure Oklahoma ESI
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program as dependents. Effective January 1, 2016, Tfinancial
eligibility for |Insure Oklahoma ESI benefits for college
students is determined using the MAGI methodology. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable MAGI
rules for determining household composition and countable
income. Dependent college students must enroll under their
parents and all annual gross household income (including parent
income) must be included in determining eligibility. Independent
college students may apply on their own without parent i1ncome
included in the household. College student status as dependent
or 1independent is determined by the student®s current Free
Application for Federal Student Aid (FAFSA). College students
must also provide a copy of their current student schedule to
prove full-time student status.

(g) Dependent children must have countable 1income at the
appropriate standard according to the family size on the Insure
Oklahoma ES1 Income Limits Guidelines form. Effective January 1,
2016, fTinancial eligibility for Insure Oklahoma ES1 benefits is
determined using the MAGI methodology. See OAC 317:35-6-39
through OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income. Children
found to be eligible for SoonerCare may not receive coverage
through Insure Oklahoma.

5 Child ound | Licible f

(h) ESI approved individuals must notify the OHCA of any
changes, including household status and 1income, that might
impact individual and/or dependent eligibility in the program
within 10 days of the change.

(1) When the agency responsible for determining eligibility for
the member becomes aware of a change 1In the member-"s
circumstances, the agency will promptly redetermine eligibility
for all household members whose eligibility is affected by the
change.

SUBCHAPTER 11. INSURE OKLAHOMA 1P
PART 3. INSURE OKLAHOMA 1P MEMBER HEALTH CARE BENEFITS

317:45-11-10. Insure Oklahoma IP adult benefit

(a) All IP adult benefits are subject to rules delineated 1in
317:30 except as specifically set out In this Section. The
scope of IP adult benefits described in this Section is subject
to specific non-covered services listed in 317:45-11-11.

6



(b) A PCP referral is required to see any other provider with
the exception of the following services:
(1) behavioral health services;
(2) prenatal and obstetrical supplies and services, meaning
prenatal care, delivery and 60 days of postpartum care;
(3) family planning supplies and services, meaning an office
visit for a comprehensive TfTamily planning evaluation,
including obtaining a Pap smear;
(4) women®s routine and preventive health care services;
(5) emergency medical condition as defined in 317:30-3-1; and
(6) services delivered to American Indians at Indian Health
Service, tribal, or urban Indian clinics.
(c) IP covered adult benefits for in-network services and limits
are listed In this subsection.——addition—to—the benefit-

spectfic—Hmits;,—there—is—amaximum—Hfetime—benefit—of
$1,000,000- Member cost sharing related to premium and co-
payments cannot exceed federal maximums with the exception of
emergency room visits, In which case the State establishes the
maximum for member cost share. Native American adults providing
documentation of ethnicity who receive 1tems and services
furnished by the Indian Health Service, an Indian Tribe, Tribal
Organization, or Urban Indian Organization or through referral
under contract health services are exempt from co-payments.
Coverage for IP services includes:
(1) Anesthesia—/—AnesthesiologistAnesthesia/Anesthesiologist
Standby. Covered in accordance with 317:30-5-7. Eligible
services are covered for covered i1llness or surgery including
services provided by a Certified Registered Nurse Anesthetist
(CRNA) or Anesthesiologist Assistant (AA).
(2) Blood and Blood Products. Processing, storage, and
administration of blood and blood products in iInpatient and
outpatient settings.

(3) Chelation Therapy. Covered for heavy metal poisoning
only.
(4) Diagnostic X-ray, including Ultrasound. Covered 1n

accordance with 317:30-5-22(b)(2). PCP referral 1s required.
(5) Emergency Room Treatment, services and supplies for
treatment In an emergency. Contracted provider services are
subject to a $30 co-pay per occurrence. The emergency room
co-pay will be waived 1f the member 1i1s admitted to the
hospital or death occurs before admission.
(6) Inpatient Hospital Benefits. Covered iIn accordance with
317:30-5-41, 317:30-5-47 and 317:30-5-95.
(7) Preventive Office Visit. For services of evaluation and
medical management (wellness exam); one visit per year. This
visit counts as an office visit.
(8) Office Visits/Specialist Visits. Covered 1In accordance
with 317:30-5-9, 317:30-5-10, and 317:30-5-11. For services
of evaluation and medical management; up to four visits are
covered per month; PCP referral required for specialist
visits.
(9) Outpatient Hospital/Facility Services.
(A) Includes hospital surgery services iIn an approved
outpatient TfTacility including outpatient services and
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diagnostic services. Prior authorization required for
certain procedures.

(B) Therapeutic radiology or chemotherapy on an outpatient
basis without limitation to the number of treatments per
month for persons with proven malignancies or
opportunistic infections.

(C) Physical, Occupational and Speech Therapy services.
Coverage i1s limited to one evaluation/re-evaluation visit
(unit) per discipline per calendar year and 15 visits
(units) per discipline per date of service per calendar
year. Must be hospital based.

(10) Maternity (Obstetric). Covered 1n accordance with
317:30-5-22.
(11) Laboratory/Pathology. Covered 1In accordance with
317:30-5-20.
(12) Mammogram (Radiological or Digital). Covered in

accordance with 317:30-5-901.
(13) Immunizations. Covered iIn accordance with 317:30-5-2.
(14) Assistant Surgeon. Covered iIn accordance with 317:30-5-
8.
(15) Diralysis, Kidney dialysis, and services and supplies,
either at home or in a facility.
(16) Oral Surgery. Services are limited to the removal of
tumors or cysts.
(17) Behavioral Health (Mental Health and Substance Abuse)
Treatment (Inpatient). Covered iIn accordance with 317:30-5-
95.1.
(18) Behavioral Health (Mental Health and Substance Abuse)
Treatment (Outpatient). Outpatient benefits are limited to 48
visits per calendar year. Additional visits may be approved
as medically necessary.
(A) Agency services. Covered in accordance with 317:30-5-
241 and 317:30-5-596.
(B) Individual provider services. Licensed Behavioral
Health Professionals (LBHPs) are defined as follows for
the purpose of Outpatient Behavioral Health Services and
Outpatient Substance Abuse Treatment:
(i) Allopathic or Osteopathic Physicians with a current
license and board certification iIn psychiatry or board
eligible In the state in which services are provided,
or a current resident 1iIn psychiatry practicing as
described in 317:30-5-2.
(i1) Practitioners with a license to practice iIn the

state in which services are provided—er—those—actively
i i SEIuiSie|I, El|IEI

(1) Psychology,



(11) Social Work (clinical specialty only),
(111) Professional Counselor,
(1V) Marriage and Family Therapist,
(V) Behavioral Practitioner, or
(V1) Alcohol and Drug Counselor.
(iti1) Advanced Practice Nurse (certified in a
psychiatric mental health specialty), licensed as a
registered nurse with a current certification of
recognition from the board of nursing in the state in
which services are provided.
(iv) A Physician®s Assistant who is licensed in good
standing iIn this state and has received specific
training for and is experienced iIn performing mental
health therapeutic, diagnostic, or counseling
functions.
(v) LBHPs must have a valid Insure Oklahoma contract in
order to bill for services rendered.
(vi) LBHP services require prior authorization and are
limited to 84 therapy services per month per member and
8 testing units per year per member.
(19) Durable Medical Equipment and Supplies. Covered 1in
accordance with 317:30-5-210 through 317:30-5-218. A PCP
referral and prior authorization 1is required for certain
items. i 5

DME/Supplies—are—covered—up—to—a—$15;000—annual
: ” . I I Limi abots

(20) Diabetic Subplies- Covered in accordance with 317:30-5-
211.153 j (al

(21) Oxygen. Covered 1in accordance with 317:30-5-211.11
through 317:30-5-211.12;—hot—subject—to—$15;000—annual—DME
Himet.

(22) Pharmacy. Covered in accordance with 317:30-5-72.1 and
317:30-5-72. Prenatal vitamins and smoking cessation
products do not count against monthly prescription limits.
(23) Smoking Cessation Products. Products do not count
against monthly prescription limits. Covered 1iIn accordance

with 317:30-5-72.1.
(24) Nutrition Services. Covered in accordance with 317:30-
5-1076.

(25) External Breast Prosthesis, Bras and Prosthetic
Garments. Covered in accordance with 317:30-5-211.13.

(26) Surgery. Covered in accordance with 317:30-5-8.

(27) Home Dialysis. Covered 1i1n accordance with 317:30-5-
211.133 J ; imit.

(28) Parenteral Therapy. Covered in accordance with 317:30-
5-211.14; j ; imit.

(29) Family Planning Services and Supplies, including
Sterilizations. Covered in accordance with 317:30-3-57.

(30) Home Health and Medications, Intravenous (1V) Therapy
and Supplies. Covered in accordance with 317:30-5-211.15 and
317:30-5-42.16(b) (3).-
(31) Fundus photography.

accordance—with-317-30-5-696-
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(32) Emergency ground ambulance transportation. Covered 1in
accordance with 317:30-5-336.

317:45-11-11. Insure Oklahoma IP adult non-covered services
Certain health care services are not covered iIn the Insure
Oklahoma IP adult benefit package listed in 317:45-11-10. These
services include, but are not limited to:
(1) services not considered medically necessary;
(2) any medical service when the member refuses to authorize
release of iInformation needed to make a medical decision;
(3) organ and tissue transplant services;
(4) weight loss intervention and treatment including, but not
limited to, bariatric surgical procedures or any other weight
loss surgery or procedure, drugs used primarily for the
treatment of weight loss including appetite suppressants and
supplements, and/or nutritional services prescribed only for
the treatment of weight loss;
(5) procedures, services and supplies related to sex
transformation;
(6) supportive devices for the feet (orthotics) except for
the diagnosis of diabetes;
(7) cosmetic surgery, except as medically necessary and as
covered in 317:30-3-59(19);
(8) over-the-counter drugs, medicines and supplies except
contraceptive devices and products, and diabetic supplies;
(9) experimental procedures, drugs or treatments;
(10) dental services (preventive, basic, major, orthodontia,
extractions or services related to dental accident)—execept
Ffor—preghant—women—and as covered in 317:30-5-696;
(11) vision care and services (including glasses), except
services treating diseases or Injuries to the eye;
(12) physical medicine including chiropractic and acupuncture
therapy;
(13) hearing services;
(14) non-emergency transportation and emergency air
transportation;
(15) allergy testing and treatment;
(16) hospice regardless of location;
(17) Temporomandibular Joint Dysfunction (TMD) (TMJ);
(18) genetic counseling;
(19) fertility evaluation/treatment/and services;
(20) sterilization reversal;
(21) Christian Science Nurse;
(22) Christian Science Practitioner;
(23) skilled nursing facility;
(24) long-term care;
(25) stand by services;
(26) thermograms;
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(27) abortions (for exceptions, refer to 317:30-5-6);

(28) services of a Lactation Consultant;

(29) services of a Maternal and Infant Health Licensed
Clinical Social Worker;

(30) enhanced services for medically high risk pregnancies as
found 1n 317:30-5-22.1;

(31) ultraviolet treatment-actinotherapy;

(32) private duty nursing;

(33) Paymentpayment for removal of benign skin lesions;—and
(34) Sheepsleep studies—;

(35) prosthetic devices; and

(36) continuous positive airway pressure devices (CPAP).

PART 5. INSURE OKLAHOMA 1P MEMBER ELIGIBILITY

317:45-11-20. Insure Oklahoma IP eligibility requirements
(a) Oklahoma employed working adults not eligible to participate
in an employer®s qualified benefit plan, employees of non-
participating employers, self-employed, unemployed seeking work,
workers with a disability, and qualified college students may
apply for the Individual Plan. Applicants cannot obtain IP
coverage 1f they are eligible for ESI. Applicants, unless a
qualified college student, must be engaged in employment as
defined under state law, must be considered self-employed as
defined under federal and/or state law, or must be considered
unemployed as defined under state law.
(b) The eligibility determination will be processed within 30
days from the date the complete application i1s received. The
applicant will be notified of the eligibility decision.
(c) In order to be eligible for the IP, the applicant must:
(1) choose a valid PCP according to the guidelines listed in
317:45-11-22, at the time he/she completes application;
(2) be a US citizen or alien as described in 317:35-5-25;
(3) be an Oklahoma resident;
(4) furnish, or show documentation of an application for, a
Social Security number at the time of application for Insure
Oklahoma IP benefits;
(5) be not currently enrolled in, or have an open application
for SoonerCare or Medicare;
(6) be age 19 through 64;
(7) make premium payments by the due date on the invoice;
(8) not have full-time employment with any employer who does
not meet the eligible employer guidelines listed in 317:45-7-
1(a) (1)-(2);
(9) be not currently covered by a private insurance policy or
plan; and
(10) provide 1n a timely manner any and all documentation
that 1is requested by the Insure Oklahoma program by the
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specified due date.
(d) If employed and working for an approved Insure Oklahoma
employer who offers a qualified benefit plan, the applicant must
meet the requirements in subsection (c) of this Section and:
(1) have countable 1income at or below the appropriate
standard according to the family size on the Insure Oklahoma
IP Income Guidelines form.
(A) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP benefits i1s determined using the MAGI
methodology. Unless questionable, the income of applicants
do not require verification. See OAC 317:35-6-39 through
OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income.
(B) Income 1is evaluated on a monthly basis for all
individuals included in the case for Insure Oklahoma IP
Benefits;
(2) be ineligible for participation iIn their employer®s
qualified benefit plan due to number of hours worked.
(e) If employed and working for an employer who does not offer a
qualified benefit plan, the applicant must meet the requirements
in subsection (c) of this Section and have countable iIncome at
or below the appropriate standard according to the family size
on the Insure Oklahoma IP Income Guidelines form.
(1) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP benefits 1is determined using the MAGI
methodology. Unless questionable, the 1i1ncome of applicants
does not require verification. See OAC 317:35-6-39 through
OAC 317:35-6-54 for the applicable MAGI rules for determining
household composition and countable income.
(2) Income is evaluated on a monthly basis for all
individuals included i1In the case for Insure Oklahoma IP
Benefits.
(F) If self-employed, the applicant must meet the requirements
in subsection (c) of this Section and:
(1) have countable 1i1ncome at or below the appropriate
standard according to the family size on the Insure Oklahoma
IP Income Guidelines form.
(A) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP benefits i1s determined using the MAGI
methodology. Unless questionable, the income of applicants
does not require verification. See OAC 317:35-6-39 through
OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable i1ncome.
(B) Income 1is evaluated on a monthly basis for all
individuals included in the case for Insure Oklahoma IP
Benefits.
(2) must not have full-time employment with any employer who
does not meet the eligible employer guidelines listed in
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317:45-7-1(a) (1)-(2).
(g) If unemployed seeking work, the applicant must meet the
requirements in subsection(c) of this Section and the following:
(1) Applicants must have countable i1ncome at or below the
appropriate standard according to the family size on the
Insure Oklahoma IP Income Guidelines form.
(2) Effective January 1, 2016, fTinancial eligibility for
Insure Oklahoma IP benefits 1is determined using the MAGI
methodology. Unless questionable, the 1i1ncome of applicants
does not require verification. See OAC 317:35-6-39 through
OAC 317:35-6-54 for the applicable MAGI rules for determining
household composition and countable income.
(3) Income is evaluated on a monthly basis for all
individuals 1included in the case fTor Insure Oklahoma IP
Benefits. Applicant must verify eligibility by providing a
most recent copy of their monetary OESC determination letter
and a most recent copy of at least one of the following:
(A) A OESC eligibility letter;
(B) A OESC weekly unemployment payment statement, or;
(C) A bank statement showing state treasurer deposit.
(h) 1f working with a disability, the applicant must meet the
requirements iIn subsection (c) of this Section and the
following:
(1) Applicants must have countable income at or below the
appropriate standard according to the family size on the
Insure Oklahoma IP Income Guidelines form.
(2) Applicants may need to verify eligibility of their
enrollment in the Ticket to Work program.
(3) Effective January 1, 2016, fTinancial eligibility for
Insure Oklahoma IP benefits 1is determined using the MAGI
methodology. Unless questionable, the 1i1ncome of applicants
does not require verification. See OAC 317:35-6-39 through
OAC 317:35-6-54 for the applicable MAGI rules for determining
household composition and countable income.
(4) Income is evaluated on a monthly basis for all
individuals 1included in the case fTor Insure Oklahoma IP
Benefits.
(i) IP approved individuals must notify the OHCA of any changes,
including household status and 1income, that might impact
individual and/or dependent eligibility in the program within 10
days of the change.
(J) When the agency responsible for determining eligibility for
the member becomes aware of a change 1In the member"s
circumstances, the agency will promptly redetermine eligibility
for all household members whose eligibility i1s affected by the
change.
(k) College students may enroll in the Insure Oklahoma IP
program as dependents. Effective January 1, 2016, Tinancial
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eligibility for Insure Oklahoma IP benefits for college students
is determined using the MAGI methodology. See OAC 317:35-6-39
through OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income.
Dependent college students must enroll under their parents and
all annual gross household income (including parent iIncome) must
be 1i1ncluded 1i1n determining eligibility. Independent college
students may apply on their own without parent income included
in the household. College student status as dependent or
independent 1i1s determined by the student"s current Free
Application for Federal Student Aild (FAFSA). College students
must also provide a copy of their current student schedule to
prove full-time student status.

317:45-11-23. Member eligibility period
(a) The rules 1In this subsection apply to membersmember”s
eligibility according to 317:45-11-20(a) through (e).
(1) The member®s eligibility period begins only after
approval of the application and receipt of the premium
payment.
(A) IT the application is approved and the premium payment
is not made by the last day of the same month, eligibility
will begin the first day of the next month.
(B) ITf the application is approved and the premium payment
is made between the first and 15 day of the next month,
eligibility will begin the Tfirst day of the second
consecutive month.
(C) ITf the application is approved and the premium payment
i1s not made within 45 days, eligibility will not begin.
(2) Employee eligibility is contingent upon the employer
meeting the program guidelines.
(3) The employee™s eligibility is determined using the
eligibility requirements listed in 317:45-9-1 or 317:45-11-20
(a) through (e).
(4) 1If the employee 1is determined eligible for Insure
Oklahoma IP, he/she is approved for a period not greater than
12 months.
(b) The rules in this subsection apply to applicants eligible
according to 317:45-11-20(a) through (c) and 317:45-11-20(F)
through (h).
(1) The applicant™s eligibility 1is determined using the
eligibility requirements listed in 317:45-11-20(a) through
(c) and 317:45-11-20(f) through (h).
(2) It the applicant 1is determined eligible for Insure
Oklahoma IP, he/she i1s approved for a period not greater than
12 months.
(3) The applicant®™s eligibility period begins only after
receipt of the premium payment.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-21. Appeals procedures for nursing facilities

Appeal procedures for denial, Tfailure to renew, or
termination of a nursing facility agreement are described at OAC
317:2-1-8317:30-5-124(h). The Oklahoma State Department of
Health, by agreement, continues to be responsible for hearings
for licensure and certification as the survey agency.

PART 3. GENERAL MEDICAL PROGRAM INFORMATION

317:30-3-43. Services in an Intermediate Care Facility for #he
MentalHly—— RetardedIndividuals with Intellectual
Disabilities(ICE/I11D)

Services 1In an {CFEAMRICF/1ID facility are provided to
individuals per OAC 317:30-5-122 and OAC 317:35-9-45.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 4. LONG TERM CARE HOSPITALS

317:30-5-63. Trust funds

When a new ¥recipientmember is admitted to a long term care
hospital, the administrator will complete and send to the county
office the Management of Recipient®s Funds form to indicate
whether or not the Freciptentmember has requested the
administrator to handle personal funds. If the administrator
agrees to handle the recipient-smember®s funds, the Management
of Recipient®s Funds form will be completed each time funds or
other i1tems of value, other than monthly income, are received.

(D By—Hs+ng—the—Management—ef—Ree+p+ent—s—FHnds—feH%—as—a

avaitlable iIn the Tacility for iInspection and audit.The
facility may use electronic ledgers and bank statements as
the source documentation for each member for whom they are
holding funds or other items of value. This information must
be available at all times for inspection and audit purposes.
The facility must have written policies that ensure complete
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accounting of the reciptent-smember”"s personal funds. All
reciptent-smember®s funds which are handled by the facility
must be clearly identified and maintained separately from
funds belonging to the facility or to private patients. When
the total sum of all funds for all recipientsmembers is
$250.00 or more, they must be deposited by the facility in a
local bank account designated as “Reciptent-s— Trust
Funds-——Recipient"s Trust Funds”. The funds are not to be
commingled with the operating funds of the TfTacility. Each
resident i1n an +CF/MR—FactHHityintermediate care facility for
individuals with intellectual disabilities (ICF/I1D) must be
allowed to possess and use money 1iIn normal ways or be
learning to do so.

(2) The facility 1is responsible for notifying the county
office at any time a ¥reckpient-smember®s account reaches or
exceeds the maximum vreserve by use of the Accounting-
Recipient®s Personal Funds and Property form. This form 1is
also prepared by the facility when the reecipientmember dies
or 1s transferred or discharged, and at the time of the
county eligibility review of the recipientmember.

(3) The Management of Recipient®s Funds form, the Accounting-
Recipient™s Personal Funds and Property form, and the Ledger
Sheets for Recipient"s Account ean—be obtained—from—the local
county-DHS—ofFiceare available online at www.okdhs.org.

(4) When the ownership or operation of the facility is
discontinued or where the facility 1i1s sold and the
recipients-members®™ trust funds are to be transferred to a
successor Tfacility, the status of all ¥recipient-smember”s
trust funds must be verified by the AutherityOHCA and/or the
buyer must be provided with written verification by an
independent public accountant of all residents®™ monies and
properties being transferred, and a signed receipt obtained
from the owner. All transfers of recipient-sa member®s trust
funds must be acknowledged, iIn writing, by the transferring
facility and proper receipts given by the receiving facility.
(5) Unclaimed funds or other property of deceased
reciptentsmember®s, with no known heirs, must be reported to
the Oklahoma Tax Commission.—H—it—remains—unclabmed—For—a

(6) It 1s permissible to use an individual trust fund account
to defray the cost of last illness, outstanding personal
debts and burial expenses of a deceased recipientmember of
this—Authorttythe OHCA; however, any remaining balance of
unclaimed funds must be reported to the Oklahoma Tax
Commission. The Unclaimed Property Division, Oklahoma Tax
Commission, State Capitol Complex, Oklahoma City, Oklahoma,
is to be notified for disposition instructions on any
unclaimed funds or property. No money is to be sent to the
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Oklahoma Tax Commission until so iInstructed by the Unclaimed
Property Division.

(7) Books, records, ledgers, charge slips and receipts must
be on file iIn the facility for a period of six (6) years and
available at all times in the facility for inspection and
audit purposes.

PART 9. LONG TERM CARE FACILITIES

317:30-5-120. Eligible providers

Long Ferm—Care—FaciHHitiesterm care fTacilities may receive
payment Tfor the provision of nursing care under the Title XIX
Medicaid Program only when they are properly licensed and
certified by the Oklahoma Department of Health, meet Federal and
State requirements and hold a valid written—agreementcontract
with the Oklahoma Health Care Authority—(Agreement—to—Provide
Long—Ferm—Care—Services—under—the Medicatd-Act—(Agreement) (OHCA)

to provide long term care services. All long term care facility

Agreementscontracts are time limited with specific effective and
explratlon dates—4¥¥¥—ean—4ﬁy—u§;ﬂx¥—feF—4%}—mepe—than—4%—twelve

317:30-5-121. Coverage by category

(a) Adults. Payment is made for compensable long term care for
adults after the patientmember has been determined medically
eligible to receive such care.

(b) Children. Coverage for children is the same as adults.

317:30-5-122. Levels of care

(a) This rule sets forth the criteria used to determine whether
an individual who is seeking SoonerCare payment for long term
care services needs services at the level of Skilled Nursing

Facility, or Intermediate Care Facility for PReople—with—Mental

Retardation—CFAMR) Individuals with Intellectual Disabilities
(ICF/11D). The criteria set forth in this Section must be used

when determining Qlevel of care for individuals seeking
SoonerCare coverage of either facility-based institutional long
term care services or Home and Community Based Services (HCBS)
Waivers.

(b) The level of care provided by a long term care facility or
through a HCBS Waiver 1is based on the nature of the person®s
needs and the care, services, and treatment required from
appropriately qualified personnel. The level of care review iIs a
determination of an individual®s physical, mental, and
social/emotional status to determine the appropriate level of
care required. In addition to level of care requirements, other
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applicable eligibility criteria must be met.
(1) Skilled Nursing facility. Payment is made for the Part A
coinsurance and deductible for Medicare covered skilled
nursing Tacility care for dually eligible, categorically
needy individuals.
(2) Nursing Facility. Care provided by a nursing facility to
patientsmembers who require professional nursing supervision
and a maximum amount of nonprofessional nursing care due to
physical conditions or a combination of physical and mental
conditions.
3 Intermediate Care Facility for the — Mentally
RetardedIndividuals with Intellectual Disabilities. Care for
persons with intellectual disabilities or related conditions
to provide health and/or habilitative services in a protected
residential setting. To qualify for HCFAMRICE/I1ID level of
care, persons must have substantial functional limitations in
three or more of the following areas of major life activity:
(A) Self-careSelf-care. The individual requires
assistance, training, or supervision to eat, dress, groom,
bathe, or use the toilet.
(B) UYnderstanding—and—use—of languageUnderstanding and use
of language. The individual lacks functional communication
skills, requires the use of assistive devices to
communicate, does not demonstrate an understanding of
reguestrequests, or is unable to follow two-step
instructions.
(C) Learninglearning. The individual has a valid diagnosis
of intellectual disability as defined iIn the Diagnostic
and Statistical Manual of Mental Disorders.
(D) Meb#hityMobility. The individual requires the use of
assistive devices to be mobile and cannot physically self-
evacuate from a building during an emergency without
assistive device.
(E) Self-directionSelf-direction. The individual is *seven
(7) years old or older and significantly at risk in making
age appropriate decisions or an adult who 1is unable to
provide informed consent for medical care, personal
safety, or for legal, Tfinancial, habilitative, or
residential 1issues, and/or has been declared legally
incompetent. The individual 1s a danger to himself or
others without supervision.
3] Capactty—For— independent—HivingCapacity for
independent living. The individual who is #seven (7) years
old or older and is unable to locate and use a telephone,
cross the street safely, or understand that it is unsafe
to accept rides, food, or money from strangers. e¥Or an
adult who lacks basic skills in the areas of shopping,
preparing food, housekeeping, or paying bills.
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317:30-5-123. PatientMember certification for long term care
(a) Medical eligibility. Initial approval of medical eligibility
for long-term care is determined by the Oklahoma Department of
Human Services (OKDHS) area nurse, or nurse designee. The
certification 1iIs obtained by the facility at the time of
admission.
(1) Pre-admission screening. Federal Regulatiensregulations
govern the State®s responsibility for Preadmission Screening
and Resident Review (PASRR) for 1individuals with mental
illness and intellectual disability. PASRR applies to the
screening or reviewing of all individuals for mental i1llness
or intellectual disability or related conditions who apply to
or vreside in Title XIX certified nursing Tacilities
regardless of the source of payment for the nursing
facility(NF) services and regardless of the individual®s or
resident®s known diagnoses. The nursing—FacHHEy—(NEONF must
independently evaluate the Level 1 PASRR Screen regardless of
who completes the form and determine whether or not to admit
an i1ndividual to the facility. Nursing facilities which
inappropriately admit a person without a PASRR Screen are
subject to recoupment of funds. PASRR is a requirement for
nursing fTacilities with dually certified (both Medicare and
Medicaid) beds. There are no PASRR requirements for Medicare
skilled beds that are not dually certified, nor 1is PASRR
required for individuals seeking residency In an iIntermediate
care Tacility for #the—mentally—retarded—CICFAMR)Individuals
with intellectual disabilities (ICF/IID).
(2) PASRR Level 1 screen.
(A) Form LFC-300LTC-300R, Nursing Facility Level of Care
Assessment, must be completed by an authorized NF official
or designee. An authorized NF official or designee must
consist of one of the following:
(1) The purstrg—FactHHEyNF administrator or co-
administrator;
(i1) A licensed nurse, social service director, or
social worker from the nursing—FactHHEYNF; or
(iti) A licensed nurse, social service director, or
social worker from the hospital.
(B) Prior to admission, the authorized NF official must
evaluate the properly completed OHCA Form LFS-306LTC-300R
and the Minimum Data Set (MDS), if available. Any other
readily available medical and social i1nformation is also
used to determine iIf there currently exists any indication
of mental illness—¢MH), an intellectual disability, or
other related condition, or 1If such condition existed 1In
the applicant®s past history. Form LFE-306LTC-300R
constitutes the Level 1 PASRR Screen and is utilized 1in
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determining whether or not a Level 11 Assessment 1is
necessary prior to allowing the patientmember to be
admitted. The NF is also responsible for consulting with
the Level of Care Evaluation Unit (LOCEU) regarding any
mental #HHhess/inteHeetualillness, or an intellectual
disability related condition iInformation that becomes
known either from completion of the MDS or throughout the
resident"s stay.
(C) The nurstng—FactHHEYNF is responsible for determining
from the evaluation whether or not the patkentmember can
be admitted to the facility. A "yes" response to any
question from Form LEFS-300LTC-300R, Section E, will
require the nursing—FTacility to contact the LOCEU for a
consultation to determine i1t a Level 11 Assessment 1is
needed. If there 1iIs any question as to whether or not
there 1is evidence of mental 1illness, an intellectual
disability, or related condition, LOCEU should be
contacted prior to admission. The original Form L¥C-
300LTC-300R must be submitted by mail to the LOCEU within
10 days of the resident admission. SoonerCare payment may
not be made for a resident whose EFE-300LTC-300R
requirements have not been satisfied In a timely manner.
(D) Upon receipt and review of the Form LFC-3060LTC-300R,
the LOCEU may, in coordination with the OKDHS area nurse,
re-evaluate whether a Level 11 PASRR assessment may be
required. If a Level Il Assessment is not required, the
process of determining medical eligibility continues. If a
Level 11 is required, a medical decision is not made until
the results of the Level 11 Assessment are known.
(3) Level 11 Assessment for PASRR.
(A) Any one of the following three circumstances will
allow a patientmember to enter the nursing—FacHHEYNF
without being subjected to a Level 1l PASRR Assessment.
(i) The patientmember has no current 1indication of
mental 1llness or intellectual disability or other
related condition and there 1i1s no history of such
condition In the patient smember”s past.
(i1) The patientmember does not have a diagnosis of
intellectual disability or related condition.
(i11) An individual may be admitted to an NF if he/she
has indications of mental illness or an intellectual
disability or other related condition, but is not a
danger to self and/or others, and i1s being released
from an acute care hospital as part of a medically
prescribed period of recovery (Exempted Hospital
Discharge). ITf an individual i1s admitted to an NF based
on Exempted Hospital Discharge, it is the
responsibility of the NF to ensure that the individual
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is either discharged by the 30th day or that a Level 11
has been requested and is in process. Exempted Hospital
Discharge is allowed only if all three of the following
conditions are met:
(1) The individual must be admitted to the NF
directly from a hospital after receilving acute
inpatient care at the hospital (nhot 1including
psychiatric facilities);
(11) The individual must require NF services for the
condition for which he/she received care 1in the
hospital; and
(111) The attending physician must certify 1In
writing before admission to the Tfacility that the
individual i1s likely to require less than 30 days of
aurstrg—FacHHtEYNF services. The NF will be required
to furnish this documentation to OHCA upon request.
(B) IT the patientmember has current indications of mental
illness or intellectual disability or other related
condition, or if there i1s a history of such condition in
the patient smember”s past, the patientmember cannot be
admitted to the nursitng—FactHHEtyNF until the LOCEU is
contacted for consultation to determine iIf a Level 11
PASRR Assessment must be performed. Results of any Level
Il PASRR Assessment ordered must indicate that #Aursing
factHHeyNF care 1s appropriate prior to allowing the
patientmember to be admitted.
© The OHCA5 LOCEU+ authorizes Advance Group
Determinations fTor the mental 1illness and intellectual
disability Avthoeritiesauthorities in the following
categories listed in (i) through (iii) of this
subparagraph. Preliminary screening by the LOCEU may
indicate eligibility for nAurstng—FactHhityNF level of care

prior to consideration of the provisional admission.
(i) Provisional admission iIn cases of delirium. Any
person with mental i1llness, intellectual disability, or
related condition that is not a danger to self and
erand/or others, may be admitted to a Title XIX
certified NF 1if the individual 1is experiencing a
condition that precludes screening, 1i.e., effects of
anesthesia, medication, unfamiliar environment,
severity of illness, or electrolyte imbalance.
(1) A Level 11 evaluation is completed immediately
after the delirium clears. The LOCEU must be
provided with written documentation by a physician
that supports the i1ndividual®™s condition which
allows provisional admission as defined in (1) of
this subparagraph.
(11) Payment for NF services will not be made after
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the provisional admission ending date. IT an
individual is determined to need a longer stay, the
individual must receive a Level 11 evaluation before
continuation of the stay may be permitted and
payment made for days beyond the ending date.
(i1) Provisional admission in emergency situations. Any
person with a mental illness, an intellectual
disability, or related condition, who is not a danger
to self and/or others, may be admitted to a Title XIX
certified nursinrg—FacHHtyNF for a period not to exceed
seven days pending further assessment iIn emergency
situations requiring protective services. The request
for Level 11 evaluation must be made iImmediately upon
admission to the NF if a longer stay is anticipated.
The LOCEU must be provided with written documentation
from OKDHS Adult Protective Services which supports the
individual®™s emergency admission. Payment for NF
services will not be made beyond the emergency
admission ending date.
(i1i1) Respite care admission. Any person with mental
illness, an intellectual disability, or related
condition, who is not a danger to self and/or others,
may be admitted to a Title XIX certified ~Aursing
factHHEeyNF to provide respite to in-home caregivers to
whom the individual is expected to return following the
brief NF stay. Respite care may be granted up to 15
consecutive days per stay, not to exceed 30 days per
calendar year.
(1) In rare 1iInstances, such as 1illness of the
caregiver, an exception may be granted to allow 30
consecutive days of respite care. However, 1In no
instance can respite care exceed 30 days per
calendar year.
(11) Respite care must be approved by LOCEU staff
prior to the individual®s admission to the NF. The
NF provides the LOCEU with written documentation
concerning circumstances surrounding the need for
respite care, the date the individual wishes to be
admitted to the facility, and the date the
individual 1s expected to return to the caregiver.
Payment for NF services will not be made after the
respite care ending date.
(4) Resident Review.
(A) The nursing—Tacility™s routine resident assessment
will i1dentify those individuals previously undiagnosed as
intellectally disaleddisabled or mentally 1i1ll. A new
condition of intellectual disability or mental 1illness
must be referred to LOCEU by the NF for determination of
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the need for the Level 11 Assessment. The TfTacility™s
failure to refer such individuals for a Level 11
Assessment may result In recoupment of funds.

(B) A Level 11 Resident Review may be conducted the
following year for each resident of a nursing—FacHHEYNF
who was found to experience a serious mental i1llness with
no primary diagnosis of dementia on his or her pre-
admission Level 11, to determine whether, because of the
resident®"s physical and mental condition, the resident
requires the level of services provided by a nursing
factHhHeyNF and whether the resident requires specialized

services.
(C) A significant change In a resident®"s mental condition
could trigger a Level 11 Resident Review. If such a change

should occur 1In a resident"s condition, 1t 1is the

responsibility of the nursihg—FactHHEtyNF to notify the

LOCEU of the need to conduct a resident review.
(5) Results of Level 11 Pre-Admission Assessment and Resident
Review. Through contractual arrangements between the OHCA and
the mental +HHness/inteHectualil Iness or intellectual
disability authorities, individualized assessments are
conducted and findings presented iIn written evaluations. The
evaluations determine 11f nursinhg—FacHHEyNF services are
needed, i1f specialized services or less than specialized
services are needed, and i1t the individual meets the federal
PASRR definition of mental i1llness or intellectual disability
or related conditions. Evaluations are delivered to the LOCEU
to process formal, written notification to patientmember,
guardian, NF, and interested parties.
(6) Readmissionss and interfacility transfers. The
Preadmission Screening process does not apply to readmission
of an individual to ana NF after transfer for a continuous
hospital stay, and then back to the NF. There is no specific
time limit on the length of absence from the nRursing
FfactHHeyNF for the hospitalization. Inter-facility transfers
are also subject to preadmission screening. In the case of
transfer of a resident from anra NF to a hospital or to
another NF, the transferring NF is responsible for ensuring
that copies of the resident®s most recent LFC-300LTC-300R and
any PASRR evaluations accompany the transferring resident.
The receiving NF must submit an updated LFS-300LTC-300R that
reflects the resident"s current status to LOCEU within 10ten
(10) days of the transfer. Failure to do so could result 1iIn
possible recoupment of funds. LOCEU should also be contacted
prior to admitting out-of-state NF applicants with mental
illness or intellectual disability or related condition, so
that PASRR needs can be ascertained. Any PASRR evaluations
previously completed by the referring state should be
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forwarded to LOCEU as part of this PASRR consultation.
(7) PASRR appeals process.

(A) Any individual who has been adversely affected by any
PASRR determination made by the State i1n the context of
either a preadmission screening or an annual resident
review may appeal that determination by requesting a fair
hearing. If the individual does not consider the PASRR
decision a proper one, the individual or their authorized
representative must contact the local county OKDHS office
to discuss a hearing. Forms for requesting a fair hearing
(OKDHS Form 13MPOOlE, Request for a Fair Hearing), as well
as assistance In completing the forms, can be obtained at
the local county OKDHS office. Any request for a hearing
must be made no later than 20 days following the date of
written notice. Appeals of these decisions are available
under OAC 317:2-1-2. AIll 1individuals seeking an appeal
have the same rights, regardless of source of payment.
Level 1 determinations are not subject to appeal.

(B) When the individual 1is found to experience mental
illness, an intellectual disability, or related condition
through the Level 11 Assessment, the PASRR determination
made by the i#nteHectual—disabiity/mental—tHnessmental

illness or intellectual disability authorities cannot be
countermanded by the Oklahoma—Health—Care—AuthorityOHCA,
either iIn the claims process or through other utilization
control/review processes, or by the Oklahema—State
Department of Health. Only appeals determinations made
through the fair hearing process may overturn a PASRR
determination made by the #rteHectualdisabiHity—/mental
+HHhnessmental illness or intellectual disability
authorities.
(b) Determination of Title XIX medical eligibility for long term
care. The determination of medical eligibility for care iIn a
Aurstrg—FacHHEYNF 1Is made by the OKDHS area nurse, or nurse
designee. The procedures for determining Nursihrg—FacHIEy—(NFHNF
program medical eligibility are found 1in OAC 317:35-19.
Determination of J+CEAMRICF/IID medical eligibility i1s made by
LOCEU. The procedures for obtaining and submitting information
required for a decision are outlined below.
(1) Pre-approval of medical eligibility. Pre-approval of
medical eligibility for private +SF/MRICF/IID care is based
on results of a current comprehensive psychological
evaluation by a licensed psychologist or state staff
psychologist, documentation of intellectual disability or
related condition prior to age 22, and the need for active
treatment according to federal standards. Pre-approval 1is
made by LOCEU analysts.
(2) Medical eligibility for HSFAMRICE/IID services. Within 30
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calendar days after services begin, the facility must submit
the original of the Nursing Facility Level of Care Assessment
Form—LFC-3060)(Form LTC-300R) to LOCEU. Required attachments
include current (within 90 days of requested approval date)
medical i1nformation signed by a physician, a current (within
12 months of requested approval date) psychological
evaluation, a copy of the pertinent section of the Individual
Developmental Plan or other appropriate documentation
relative to discharge planning and the need for +SEAMRICF/IID
level of care, and a statement that the member 1i1s not an
imminent threat of harm to self or others (i.e., suicidal or
homicidal). If pre-approval was determined by LOCEU and the
above information 1is received, medical approval will be
entered on MEDATS.

(3) Categorical relationship. Categorical relationship must
be established for determination of eligibility for long-term
medical care. If categorical relationship to disability has
not already been established, the proper forms and medical
information are submitted to LOCEU. (Refer to OAC 317:35-5-
4). In such 1instances, LOCEU will render a decision on
categorical relationship using the same definition as used by
the Social Security Administration (SSA). A follow-up is
required by the OKDHS worker with SSA to be sure that their
disability decision agrees with the decision of LOCEU.

317:30-5-124. Facility licensure

(a) Nursing home license required. A nursing—FacHHEYNF must

meet state nursing home licensing standards to provide, on a

regular basis, health related care and services to individuals

who do not require hospital care.
(1) In order for long term care facilities to receive payment
from the AuthorityOHCA for the provision of nursing care,
they must be currently licensed under provisions of Title 63
0.S., Nursing Home Care Act,—1995; Section 1-19611-1900.1, et
seq.
(2) The State Department of Health 1is responsible for the
issuance, renewal, suspension, and revocation of a facility"s
license iIn addition to the enforcement of the standards. The
denial, suspension, or revocation of a facility"s license 1is
subject to appeal to the State Department of Health. All
questions regarding a Tfacility"s license should be directed
to the State Department of Health.

(b) Certification survey. The Oklahoema—State Department of

Health 1is designated as the State Survey Agency and 1is

responsible for determining a long term care TfTacility's

compliance with Title XIX requirements. The results of the

survey are forwarded to the OHCA by the State Survey Agency.

(c) Certification period. The certification period of a long
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term care fTacility i1s determined by the State Survey Agency. In
the event the facility®s deficiencies are found to be of such
serious nature as to jeopardize the health and safety of the
patientmember, the State Survey Agency may terminate (de-
certify) the facility"s certification period and notify the
AuthorityOHCA. Upon notification by the State Survey Agency, the
AvthorityOHCA will notify the facility by certified letter that
the Agreementcontract 1is being terminated. The letter will
indicate the effective date and specify the time period that
payment may continue in order to allow orderly relocation of
recipient/patientsthe members. The decision to terminate a
facility"s certification by the State Survey Agency i1s subject
to appeal to the State Department of Health.—Fhe—decistion—to

terminate a Tacility™s Agreement by the Authority (for a reason

(d) Certification with deficiencies. Certificaiion of any
facility that has been found to have deficiencies by the State
Survey Agency will be governed by 42 CFR 442.110 (certification
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period for ICF/1ID with standard-level deficiencies) or 42 CFR
442 117 (termination of certification for ICFs/1ID whose
deficiencies pose immediate jeopardy).
(e) AgreementContract procedures.
(1) A fTacility participating in the Medicaid program will be
notified by letter—From the AuthorityOHCA 6075 days prior to
the expiration of the existing Agreementcontract. New
* T I I L it the Facili

facility must complete a new contract to continue
participation in the SoonerCare program.

3)(2) When the Agreementcontract is received, approved by
the AuthorityOHCA, and the HCFA-1539 has been received from
the State Department of Health indicating the TfTacility"s
certification period, the Agreementcontract will be

completed. A copy of the executed Agreement will be returned
to—theFactHHty where 1t —must be malntatlnedFor—a pertod—of
six years Tor Inspection purposes.
€4)(3) Intermediate care facilities for the—mentally
retardedindividuals with 1intellectual disabilities(ICF/11D)
wishing to participate in the FFARICE/IID program must be
approved and certified by the State Survey Agency as being in
compliance with the +SF/MRICF/IID regulations (42 CFR 442
Subpart C). It is the responsibility of a facility to request
the State Survey Agency perform a survey of compliance with
HCEAMRICF/1ID regulations.
(A) When the AutherityOHCA has received notification of a
facility"s approval as an HSFEAMRICF/I1ID and the Title XIX
survey of compliance has begun, the Agreementcontract will
be sent to the facility for completion.
(B) A facility which has been certified as an
HCEAMRICKF/I1ID and has an—Agreementa contract with the
AuthorityOHCA will be paid only for recipient/patients
whomembers that have been approved for H+CFZMRICE/1ID level
of care. When the facility 1is originally certified to
provide HCEAMRICF/1ID services, payment for
recipient/patientsmember®s currently residing in the
facility who are approved for a NF level of care will be
made if such care is appropriate to the

reciptent/patient-smember”"s needs.
From—the State Department—of Health,—a CertificateoF Need—When
13




() New facilities. Any new facility in Oklahoma must receive a
Certificate of Need from the State Department of Health. It 1is
the responsibility of the new facility to request the State
Survey Agency to perform a survey for Title XIX compliance.

(1) When construction of a new facility is completed and

licensure and certification is i1mminent, facilities wishing

to participate in the Title XIX Medicaid Program may apply

electronically to become a Medicaid contracted provider.

(2) In no case can payment be made for any period prior to

the effective date of the facility"s certification.
(g) Change of ownership. The acquisition of a facility
operation, either whole or in part, by lease or purchase, or if
a new FEMNFederal Employer Ildentification Number 1is required,
constitutes a change of ownership. The new owner must follow
provisions of the Nursing Home Care Act at Title 63 0.S. Section
1-1905 (D) (relating to transfers in ownership) and OAC 310:675-
3-8 (relating to notice of change), as applicable. When such
change occurs, It IS necessary that a new Agreementcontract be
completed between the new owner and the Auther#tyOHCA i1In order
that payment can continue for the prOV|S|on of nurS|ng care. —F

(1) License changes due to change of ownership. State Law
prescribes specific requirements regarding the transfer of
ownership of a naurstng—FactHHEtyNF from one person to another.
When a transfer of ownership is contemplated, the
buyer/seller or lessee/lessor must notify the  State
Department of Healths—i—writings—of the Fforthcoming—transfer
at—least—thirty (30)—days prior to the final transfer and

apply for a new facility license.
(2) Certificate of Need. A change of ownership i1s subject to
review by the Oklahema—State Department of Health. Any person
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contemplating the acquisition of a nursihg—FactHHEYNF should
contact CertiFicate—oF NeedDiviston—ofF-the State Department

of Health for Tfurther information regarding Certificate of
Need requirements.

(A) The new owner must obtain a Certificate of Need as
well as a new facility license from the State Department
of Health. Pending notification of licensure, no changes
will be made to the OHCA"s facility records with the
exception of change in administrator or change in name, if
applicable.
(B) When a change in ownership does occur, the OHCA will
automatically assign the contract to the new owner per
federal regulation. By signing the contract, the new owner
IS representing to the OHCA that they meet the
requirements of the contract and the requirements for
participation in the Medicaid program. The new owner"s
contract i1s subject to the prior owner®"s contract terms
and conditions that were in effect at the time of transfer
of ownership, including compliance with all appropriate
federal regulations.

(h) A nursing facility or ICF/IID dissatisfied with an action

taken by the OHCA that 1is appealable as a matter of right
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pursuant to Subpart D of Part 431 of Title 42 of the Code of
Federal Regulations, shall be afforded a hearing as provided by
42 CFR 431.153 or 431.154.

317:30-5-125. Trust funds

When a new recipientmember i1s admitted to a nursing facility,
the administrator will complete and send to the county office
the Management of Recipient®s Funds form to indicate whether or
not the recipientmember has requested the administrator to
handle personal funds. If the administrator agrees to handle the
reciptent-smember®s fTunds, the Management of Recipient®s Funds
form will be completed each time funds or other i1tems of value,
other than monthly income, are received.

(1) By—using—theManagement—of Recipient-s—Funds—Form—as—a

avatlable—in—the—facility —for—inspection—and—audit-The

facility may use electronic ledgers and bank statements as
the source documentation for each member for whom they are
holding funds or other items of value. This information must
be available at all times for inspection and audit purposes.
The facility must have written policies that ensure complete
accounting of the recipient-smember"s personal Tfunds. All
recipient-smember funds which are handled by the facility
must be clearly 1identified and maintained separately from
funds belonging to the facility or to private patients. When
the total sum of all funds for all recipientsmembers 1is
$250.00 or more, they must be deposited by the facility in a
local bank account designated as 'Recipient®s Trust Funds.™
The funds are not to be commingled with the operating funds
of the facility. Each resident iIn an 4SFAMRICF/1ID facility
must be allowed to possess and use money in normal ways or be
learning to do so.

(2) The facility 1is responsible for notifying the county
office at any time a recipient-smember”s account reaches or
exceeds the maximum vreserve by use of the Accounting-
Recipient®s Personal Funds and Property form. This form 1is
also prepared by the facility when the recipientmember dies
or is transferred or discharged, and at the time of the
county eligibility review of the recipientmember.

(3) The Management of Recipient®s Funds form, the Accounting-
Recipient™s Personal Funds and Property form, and the Ledger
Sheets for Recipient"s Account ean—be obtained from—the local

county- DHS—offFiceare available online at www.okdhs.org.
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(4) When the ownership or operation of the facility is
discontinued or where the facility 1is sold and the
reciptents-members® trust funds are to be transferred to a
successor Tacility, the status of all recipitent-smembers”
trust funds must be verified by the Authoer#tyOHCA and/or the
buyer must be provided with written verification by an
independent public accountant of all residents®™ monies and
properties being transferred, and a signed receipt obtained
from the owner. All transfers of recipient sa member®s trust
funds must be acknowledged, iIn writing, by the transferring
facility and proper receipts given by the receiving facility.

5) Unclaimed funds or other property of deceased
reciptentsmembers, with no known heilrs, must be reported to
the Oklahoma Tax Commission.—H—it—remains—unclatbmed—For—a

(6) It 1s permissible to use an individual trust fund account
to defray the cost of last illness, outstanding personal
debts and burial expenses of a deceased recipientmember of
this—Authoritythe OHCA; however, any remaining balance of
unclaimed funds must be reported to the Oklahoma Tax
Commission. The Unclaimed Property Division, Oklahoma Tax
Commission, State Capitol Complex, Oklahoma City, Oklahoma,
iIs to be notified Tfor disposition iInstructions on any
unclaimed funds or property. No money is to be sent to the
Oklahoma Tax Commission until so instructed by the Unclaimed
Property Division.

(7) Books, records, ledgers, charge slips and receipts must
be on file in the facility for a period of six (6) years and
available at all times iIn the facility for Iinspection and
audit purposes.

317:30-5-127. Notification of nursing facility changes

It is i1mportant that the nursing TfTacility Kkeep the
Autherity-s—Service—Contracts— Operations—UnitOHCA Provider
Enrollment and Contracts Unit informed of any change 1in
administrator, operator, mailing address, or telephone number of
the TfTacility. Inaccurate 1iInformation can cause a delay 1In
receipt of payments or correspondence. The facility should also
report all changes to the Oklahoema—State Department of Health
and the Oklahoma State Board of Nursing Homes.

317:30- 5 128 Prlvate rooms [REVOKED]




317:30-5-129. Required monthly notifications

(a) The Notification Regarding Patient in a Nursing Facility or
HCFEAMRICE/I1ID form i1s completed and forwarded to the local DHS
office by the facility each time a recipientmember is admitted

to or discharged from the facility—except—Ffor—therapeutic—leave

or hospital leave.
(b) A Computer Generated Notice or the Notice to Client

Regarding Long-Term Medical Care form 1is used by the county
office to notify the recipientmember and the facility of the
amount of money, if any, the reecipitentmember is responsible for
paying to the facility and the action taken with respect to the
patient-smember®s eligibility for nursing TfTacility care. This
form reflects dates of transfer between TfTacilities and
termination of eligibility for any reason.

317:30-5-131.2. Quality of care fund requirements and report

(a) Definitions. The following words and terms, when used 1iIn
this Section, have the Tfollowing meaning, unless the context
clearly indicates otherwise:




(1) "Annualize™ means that the calculations, including, for

example, total patient days, gross revenue, or contractual
allowances and discounts, is divided by the total number of
applicable days in the relevant time period.

(2) 'Direct-Care Staff" means any nursing or therapy staff
who provides direct, hands-on care to residents iIn a nursing
facility and intermediate care facility for individuals with
intellectual disabilities pursuant to Section 1-1925.2 of
Title 63 of the Oklahoma Statues, pursuant to OAC 310:675-1
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et seg., and as defined iIn subsection (c) of this Section.

(3) "Major Fraction Thereof” 1i1s defined as an additional
threshold for direct-care-staff-to-resident ratios at which
another direct-care staff person(s) i1s required due to the
peak in-house resident count exceeding one-half of the
minimum direct-care-staff-to-resident ratio pursuant to
Section 1-1925.2 of Title 63 of the Oklahoma Statutes.

(4) "Minimum wage'" means the amount paid per hour to
specified staff pursuant to Section 5022.1 of Title 63 of the
Oklahoma Statutes.

(5) "Nursing Facility and Intermediate Care Facility for
Individuals with Intellectual Disabilities”™ means any home,
establishment, or iInstitution or any portion thereof,
licensed by the State Department of Health (OSDH) as defined
in Section 1-1902 of Title 63 of the Oklahoma Statutes.

(6) "Peak In-House Resident Count'" means the maximum number
of 1i1n-house residents at any point iIn time during the
applicable shift.

(7) "Quality of Care Fee" means the fee assessment created
for the purpose of quality care enhancements pursuant to
Section 2002 of Title 56 of the Oklahoma Statutes upon each
nursing Tfacility and intermediate care facility for
individuals with intellectual disabilities licensed iIn this
State.

(8) "Quality of Care Fund"” means a revolving fund established
in the State Treasury pursuant to Section 2002 of Title 56 of
the Oklahoma Statutes.

(9) "Quality of Care Report” means the monthly report
developed by the Oklahoma Health Care Authority (OHCA) to
document the staffing ratios, total patient gross receipts,
total patient days, and minimum wage compliance for specified
staff for each nursing facility and intermediate care
facility for individuals with 1intellectual disabilities
licensed In the State.

(10) "Service rate” means the minimum direct-care-staff-to-
resident rate pursuant to Section 1-1925.2 of Title 63 of
Oklahoma Statutes and pursuant to OAC 310:675-1 et seq.

(11) "Specified staff'” means the employee positions listed in
the Oklahoma Statutes under Section 5022.1 of Title 63 and as
defined iIn subsection (d) of this Section.

(12) "Staff Hours worked by Shift" means the number of hours
worked during the applicable shift by direct-care staff.

(13) "Staffing ratios”™ means the minimum direct-care-staff-
to-resident ratios pursuant to Section 1-1925.2 of Title 63
of the Oklahoma Statutes and pursuant to OAC 310:675-1 et
seq.

(14) "Total Gross Receipts” means all cash received in the
current Quality of Care Report month for services rendered to
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all residents in the facility. Receipts should include all
Medicaid, Medicare, private pay, and iInsurance including
receipts for 1items not in the normal per diem rate.
Charitable contributions received by the nursing facility are
not included.

(15) "Total Patient Days'™ means the monthly patient days that
are compensable for the current monthly Quality of Care
Report.

(b) Quality of care fund assessments.

(1) The Oklahoma—Health—Care—Authority—(OHCA)OHCA was

mandated by the Oklahoma Legislature to assess a monthly

service fee to each LiecensedNursingFacHHtylicensed nursing

facility in the State. The fee iIs assessed on a per patient
day basis. The amount of the fee is uniform for each facility
type. The Tfee 1s determined as six percent (6%) of the
average total gross receipts divided by the total days for
each facility type.

2 I n - F o . . I n sod beainni

Federalmaximum-

(2) Annually the Nursing Facilities Quality of Care Fee shall
be determined by using the daily patient census and patient
gross receipts report received by the OHCA for the most
recent available twelve months and annualizing those figures.
Also, the fee will be monitored to never surpass the federal
maximum.

4)(3) The fee is authorized through the Medicaid State Plan
and by the Centers for Medicare and Medicaid Services {CMS)
regarding waiver of uniformity requirements related to the
fee.

€5)(4) Monthly reports of Gross Receipts and Census are
included in the monthly Quality of Care Report. The data
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required includes, but is not limited to, the Total Gross

Receipts and Total Patient Days for the current monthly

report.

€6)(5) The method of collection is as follows:
(A) TFheOklahoma—Health—Care—AuthorityOHCA assesses each
facility monthly based on the reported patient days from
the Quality of Care Report filed two months prior to the
month of the fee assessment billing. As defined iIn this
subsection, the total assessment is the fee times the
total days of service. The Oklahoma—Health—Care
AuthorityOHCA notifies the fTacility of its assessment by
the end of the month of the Quality of Care Report
submission date.
(B) Payment is due to the Oklahoma—Health—Care
AuthorityOHCA by the 15 of the following month. Failure
to pay the amount by the 15" or failure to have the
payment mailing postmarked by the 13™ will result in a
debt to the State of Oklahoma and i1s subject to penalties
of 10% of the amount and interest of 1.25% per month. The
Quality of Care Fee must be submitted no later than the
15t of the month. If the 15 falls upon a holiday or
weekend (Saturday-Sunday), the fee 1is due by 5 p.m.
(Central Standard Time) of the following business day
(Monday-Friday).
(C) The monthly assessment, including applicable penalties
and interest, must be paid regardless of any appeals
action requested by the facility. If a provider fails to
pay the AutherityOHCA the assessment within the time
frames noted on the second iInvoice to the provider, the
assessment, applicable penalty, and interest will be
deducted from the facility"s payment. Any change 1iIn
payment amount resulting from an appeals decision will be
adjusted in future payments. Adjustments to prior months*®
reported amounts for gross receipts or patient days may be
made by filing an amended part C of the Quality of Care
Report.
(D) The Quality of Care fee assessments excluding
penalties and interest are an allowable cost for Oklahema
Health—Care-AutherityOHCA Cost Reporting purposes.
(E) The Quality of Care fund, which contains assessments
collected exeludingincluding penalties and interest as
described iIn this subsection and any interest attributable
to i1nvestment of any money iIn the fund, must be deposited
in a revolving fund established in the State Treasury. The
funds will be used pursuant to Section 2002 of Title 56 of
the Oklahoma Statutes.

(c) Quality of care direct-care-staff-to resident-ratios.

(1) Effective—September—15;—2000—aHAIl nursing facilities
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and intermediate care Tfacilities for individuals with
intellectual disabilities (ICFs/11D) subject to the Nursing
Home Care Act, 1iIn addition to other state and federal
staffing requirements, must maintain the minimum direct-care-
staff-to-resident ratios or direct-care service rates as
cited in Section 1-1925.2 of Title 63 of the Oklahoma
Statutes and pursuant to OAC 310:675-1 et seq.-
(2) For purposes of staff-to-resident ratios, direct-care
staff are limited to the following employee positions:
(A) Registered Nurse
(B) Licensed Practical Nurse
(C) Nurse Aide
(D) Certified Medication Aide
(BE) Qualified Intellectual Disability Professional
(ICFs/11D only)
(F) Physical Therapist
(G) Occupational Therapist
(H) Respiratory Therapist
(1) Speech Therapist
(J) Therapy Aide/Assistant
(3) The hours of direct care rendered by persons fTilling non-
direct care positions may be used when those persons are
certified and rendering direct care in the positions listed
in OAC 317:30-5-131.2(c)(2) when documented in the records
and time sheets of the facility.
(4) In any shift when the direct-care-staff-to-resident ratio
computation results In a major fraction thereof, direct-care
staff 1s rounded to the next higher whole number.
(5) To document and report compliance with the provisions of
this subsection, nursing Tacilities and intermediate care
facilities fTor 1individuals with intellectual disabilities
must submit the monthly Quality of Care Report pursuant to
subsection (e) of this Section.
(d) Quality of care minimum wage for specified staff. Effective
Nevember—15;—2000s-—aHAIl nursing facilities and private
intermediate care Tacilities for individuals with intellectual
disabilities receiving Medicaid payments, In addition to other
federal and state regulations, must pay specified staff not less
than in the amount of $6.65 per hour. Employee positions
included for purposes of minimum wage for specified staff are as
follows:
(1) Registered Nurse
(2) Licensed Practical Nurse
(3) Nurse Aide
(4) Certified Medication Aide
(5) Other Social Service Staff
(6) Other Activities Staff
(7) Combined Social Services/Activities

23



(8) Other Dietary Staff

(9) Housekeeping Supervisor and Staff

(10) Maintenance Supervisor and Staff

(11) Laundry Supervisor and Staff
(e) Quality of care reports. Effective—September—1;—2000-—aHAIlIl
nursing TfTacilities and intermediate care Tfacilities for
individuals with intellectual disabilities must submit a monthly
report developed by the Oklahema—Health—Care—AutherityOHCA, the
Quality of Care Report, for the purposes of documenting the
extent to which such facilities are compliant with the minimum
direct-care-staff-to-resident ratios or direct-care service
rates.

(1) The monthly report must be signed by the preparer and by

the Owner, authorized Corporate Officer, or Administrator of

the facility for verification and attestation that the

reports were compiled in accordance with this section.

(2) The Owner or authorized Corporate Officer of the facility

must retain full accountability for the report®s accuracy and

completeness regardless of report submission method.

(3) Penalties for false statements or misrepresentation made

by or on behalf of the provider are provided at 42 U.S.C.

Sectlon 1320a 7b—wh+eh—states——+n—paFt——EWheeveF———GZ}—at—any

(4) The Quality of Care Report must be submitted by 5 p.m.
(CST) on the 15™ of the following month. If the 15 falls
upon a holiday or a weekend (Saturday-Sunday), the report is
due by 5 p.m. (CST) of the following business day (Monday -
Friday).

(5) The Quality of Care Report will be made available In an
electronic version fTor uniform submission of the required
data elements.

(6) Facilities must submit the monthly report through the
OHCA Provider Portal.

(7) Should a facility discover an error iIn its submitted
report for the previous month only, the facility must provide
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to the Long Term Care Financial Management Unit written
notification with adequate, objective, and substantive
documentation within Tfive business days following the
submission deadline. Any documentation received after the
five business day period will not be considered in
determining compliance and for reporting purposes by the
Oklahema—Health—Care—-AuthorityOHCA.

(8) An initial administrative penalty of $150.00 is imposed
upon the fTacility for incomplete, unauthorized, or non-timely
filing of the Quality of Care Report. Additionally, a daily
administrative penalty will begin upon the AuthorityOHCA
notifying the facility in writing that the report was not
complete or not timely submitted as required. The $150.00
daily administrative penalty accrues for each calendar day
after the date the notification 1s received. The penalties
are deducted from the Medicaid facility®s payment. For 100%
private pay facilities, the penalty amount(s) is included and
collected iIn the fee assessment billings process. Imposed
penalties for incomplete reports or non-timely filing are not
considered for Oklahema—Health—Care—AutherityOHCA Cost
Reporting purposes.

(9) The Quality of Care Report includes, but is not limited
to, information pertaining to the necessary reporting
requirements in order to determine the facility"s compliance
with subsections (b) and (c) of this Section. Such reported
information 1includes, but is not limited to: total gross
receipts, patient days, available bed days, direct care
hours, Medicare days, Medicaid days, number of employees,
monthly resident census, and tenure of CGCertified—Nursing
Assistantscertified nursing assistants, nurses, directors of
nursing, and administrators.

(10) Audits may be performed to determine compliance pursuant
to subsections (b), (c), and (d) of this Section.
Announced/unannounced on-site audits of reported iInformation
may also be performed.

(11) Direct-care-staff-to-resident iInformation and on-site
audit findings pursuant to subsection (c), will be reported
to the Oklahoma—State Department—of HealthOSDH for their
review in order to determine “willful”™ non-compliance and
assess penalties accordingly pursuant to Title 63 Section 1-
1912 through Section 1-1917 of the Oklahoma Statutes. The

oklahoma—State Department—of HealthOSHD informs the Oklahoma
Health—Care—AuthorityOHCA of all final penalties as required

in order to deduct from the Medicaid TfTacility"s payment.
Imposed penalties are not considered for Oklahema—Health—Care

AuthorityOHCA Cost Reporting purposes.
(12) If a Medicaid provider is found non-compliant pursuant

to subsection (d) based upon a desk audit and/or an on-site
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audit, for each hour paid to specified staff that does not
meet the regulatory minimum wage of $6.65, the facility must
reimburse the employee(s) retroactively to meet the
regulatory wage for hours  worked. Additionally, an
administrative penalty of $25.00 is imposed for each non-
compliant staff hour worked. For Medicaid TfTacilities, a
deduction is made to their payment. Imposed penalties for
non-compliance with minimum wage requirements are not
considered for Oklahema—Health—Care—AutherityOHCA Cost
Reporting purposes.

(13) Under OAC 317:2-1-2, Long Term Care facility providers
may appeal the administrative penalty described 1n (b)(5)(B)
and (e)(8) and (e)(12) of this section.

(14) Facilities that have been authorized by the Oklahema
StateDepartment—of Health—(O0SBHH)OSDH to 1mplement flexible
staff scheduling must comply with OAC 310:675-1 et seq. The
authorized facility 1is required to complete the Tflexible
staff scheduling section of Part A of the Quality of Care
Report. The  Owner, authorized Corporate Officer or
Administrator of the fTacility must complete the fTlexible
staff scheduling signature block, acknowledging their OSDH
authorization for Flexible Staff Scheduling.

317:30-5-132. Cost reports

Each Medicaid-participating Qlong term care TfTacility 1is

required to submit an annual uniform cost report, designed by
OHCA, for the state fiscal year just completed. The state fiscal
year is July 1 through June 30. The reports must be submitted to
the OHCA on or before the last day of October of the subsequent
year.

(1) The report must be prepared on the basis of generally
accepted accounting principles and the accrual basis of
accounting, except as otherwise specified in the cost report
instructions.

(2) The cost report must be filed using the Secure Website.
The instructions and data entry screen simulations will be
made available on the OHCA public website—under—the
Provider/Long Term Care Facility/Cost Reporting options.

(3) When there is a change of operation or ownership, the
selling or closing ownership 1i1s required to file a cost
report for that portion of the fiscal year it was 1in
operation. The successor ownership iIs correspondingly
required to file a cost report for that portion of the fiscal
year It was in operation. These "Partial Year Reports'™ must
be filed on paper or electronically by e-mail (nhot on the
secure website system) to the Finance Division of the OHCA on
the forms and by the instructions found on the OHCA public
website (see directions as noted above).
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€5)(4) Normally, all ordinary and necessary expenses net of
any offsets of credits incurred in the conduct of an
economical and efficiently operated business are recognized
as allowable. Allowable costs include all items of Medicaid-
covered expense which nursing TfTacilities 1incur 1in the
provision of routine services. "Routine services"” include,
but are not limited to, regular room, dietary and nursing
services, minor medical and surgical supplies, over-the-
counter medications, transportation, dental examinations,
dentures and related services, eye glasses, routine eye
examinations, and the use and maintenance of equipment and
facilities essential to the provision of routine care.
Allowable costs must be considered reasonable, necessary and
proper, and shall 1include only those costs that are
considered allowable for Medicare purposes and that are
consistent with federal Medicaid requirements. (The
guidelines for allowable costs In the Medicare program are
set forth 1iIn the Medicare Provider Reimbursement Manual
(""'PRM*™), HCFA-Pub. 15.) Ancillary items reimbursed outside
the nursing facility rate are not included iIn the cost report
and are not allowable costs.

6>)(5) All reports are subject to on-site audits and are

deemed public records.

317:30-5-133. Payment methodologies
(a) Private Nursing Facilities.
(1) Facilities. Private Nursing Facilities include:
(A) Nursing Facilities serving adults (NF),
(B) Nursing Facilities serving Aids Patients—(NF-Alds),
(C) Nursing Facilities serving Ventilator Patients—(NF
Vents),
(D) Intermediate Care Facilities fTor Individuals with
Intellectual Disabilities (ICF/I11D),
(E) Intermediate Care Facilities with 16 beds or less

serving Severebyseverly or Profoundbyprofoundly
intellectually disabled Patients—(CAcute—CF/AHB)members,

and

(F) Payment will be made for non-routine nursing facility
services identified 1iIn an individual treatment plan
prepared by the State MRIntellectual Disabilities (ID)
Authority. Services are limited to 1individuals approved
for NF and specialized services as the result of a
PASRR/MRPASRR/ID Level 11 screen. The per diem add-on 1is
calculated as the difference 1iIn the statewide average
standard private MRID base rate and the statewide NF
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FfaciHhity base rate. If the standard private ID average
base rate falls below the standard NF base rate or equals
the standard facility base rate for regular NFs, the
payment will not be adjusted for specialized services.
(2) Reimbursement calculations. Rates for Private—Nursing
Factlrtresprivate NFs will be reviewed periodically and
adjusted as necessary through a public process. Payment will
be made to Private Nursing—FacHHtieprivate NFs pursuant to
the methodology described in the Oklahoma Title XIX State
Plan.
(b) Public Nursing Facilities. Reimbursement for public
Intermediate Care Facilities for Individuals —with —Intellectual
BisabiHhrtiesCFs/HBH)ICFs/I1ID shall be based on each facility”s
reasonable cost and shall be paid on an interim basis with an
annual retroactive adjustment. Reasonable costs shall be based
on Medicare principles of cost reimbursement as set forth in the
provider reimbursement manual.

317:30-5-133.1. Routine services
(a) Nursing facility care includes routine items and services
that must be provided directly or through appropriate
arrangement by the facility when required by SoonerCare
residents. Charges for routine services may not be made to
resident®"s personal funds or to resident fTamily members,
guardians, or other parties who have responsibility for the
resident. If reimbursement i1s available from Medicare or another
public or private insurance or benefit program, those programs
are billed by the facility. In the absence of other available
reimbursement, the facility must provide routine services from
the funds received from the regular SoonerCare vendor payment
and the SoonerCare resident"s applied i1ncome, or spend down
amount.
(b) The oOklahoma—Health—Care—AuthorityOHCA will review the
listing periodically for additions or deletions, as iIndicated.
Routine services are patientmember specific and provided in
accordance with standard medical care. Routine Servicesservices
include, but are not limited to:
(1) Regular rooms;.
(2) Dietary Services:
(A) regular dietss;
(B) special dietss;
(C) salt and sugar substitutess;
(D) supplemental feedingss;
(E) special dietary preparationss;
(F) equipment required for preparing and dispensing tube
and oral feedingss; and
(G) special feeding devices (furnished or arranged for)s.
(3) Medically related social services to attain or maintain
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the highest practicable physical, mental and psyehe
soctalpsycho-social well-being of each resident, nursing
care, and activities programs (costs for a private duty nurse
or sitter are not allowed)s.
(4) Personal services - personal laundry services for
residents (does not include dry cleaning)s;.
(5) Personal hygiene items (personal care items required to
be provided does not include electrical appliances such as
shavers and hair dryers, or individual personal batteries),
to include:

(A) shampoo, comb, and brush;

(B) bath soap;

(C) disinfecting soaps or specialized cleansing agents

when indicated to treat or prevent special skin problems

or to fight infection;

(D) razor and/or shaving cream;

(E) nail hygiene services; and

(F) sanitary napkins, douche supplies, perineal irrigation

equipment, solutions, and disposable douchess.
(6) Routine oral hygiene items, including:

(A) toothbrushes ;

(B) toothpaste ;

(C) dental floss ;

(D) lemon glycerin swabs or equivalent products ; and

(E) denture cleaners, denture adhesives, and containers

for dental prosthetic appliances such as dentures and

partial dentures.
(7) Necessary items TfTurnished routinely as needed to all
patientsmembers, e.g., water pitcher, cup and tray, towels,
wash cloths, hospital gowns, emesis basin, bedpan, and
urinal.
(8 The facility will furnish as needed 1items such as
alcohol, applicators, cotton balls, tongue depressors—~Alse
and, first aid supplies, including small bandages, ointments
and preparations for minor cuts and abrasions, and enema
supplies, #ncluding—disposable enemas, gauze, 4 x 4°s ABD
pads, surgical and micropore tape, telfa gauze, ace bandages,
etc.
(9) Over the counter drugs (non-legend) not covered by the
prescription drug program (PRN or vroutine). In general,
nursing facilities are not required to provide any particular
brand of non-legend drugs, only those items necessary to
ensure appropriate care.

(A) If the physician orders a brand specific non-legend

drug with no generic equivalent, the facility must provide

the drug at no cost to the patientmember. If the physician

orders a brand specific non-legend drug that has a generic

equivalent, the facility may choose a generic equivalent,
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upon approval of the ordering physician;
(B) If the physician does not order a specific type or
brand of non-legend drug, the facility may choose the type
or brand;
(C) If the member, family, or other responsible party
Cexeluding—nursing—FactHliey) (excluding the nursing
facility) prefers a specific type or brand of non-legend
drug rather than the ones furnished by the facility, the
member, Tamily or responsible party may be charged the
difference between the cost of the brand the resident
requests and the cost of the brand generally provided by
the facility. (Facilities are not required to provide an
unlimited variety of brands of these items and services.
It is the required assessment of resident needs, not
resident preferences, that will dictate the variety of
products facilities need to provide);
(D) Before purchasing or charging for the preferred items,
the facility must secure written authorization from the
member, family member, or responsible party indicating his
or her desired preference, as well as the date and
signature of the person requesting the preferred item. The
signature may not be that of an employee of the facility.
The authorization is valid until rescinded by the maker of
the instruments;.
(10) The facility will Tfurnish or obtain any necessary
equipment to meet the needs of the patientmember upon
physician order. Examples include: trapeze bars and overhead
frames, foot and arm boards, bed rails, cradles, wheelchairs
and/or geriatric chairs, foot stools, adjustable crutches,
canes, walkers, bedside commode chairs, hot water bottles or
heating padpads, i1ce bags, sand bags, traction equipment, 1V
stands, etc.;
(11) Physician prescribed lotions, ointments, powders,
medications and special dressings for the prevention and
treatment of decubitus ulcers, skin tears and related
conditions, when medications are not covered under the Vendor
Drug Program or other third party payers;.
(12) Supplies required for dispensing medications, including
needles, syringes including insulin syringes, tubing for IVs,
paper cups, medicine containers, etc.;
(13) Equipment and supplies required for simple tests and
examinations, including scales, sphygmomanometers,
stethoscopes, clinitest, acetest, dextrostix, pulse
oximeters, blood glucose meters and test strips, etc.+
(14) Underpads and diapers, waterproof sheeting and pants,
etc., as required for incontinence or other care.
(A) IT the assessment and care planning process determines
that 1t is medically necessary for the resident to use
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diapers as part of a plan to achieve proper management of
incontinence, and if the resident has a current physician
order for adult diapers, then the facility must provide
the diapers without charge;
(B) ITf the resident or the family requests the use of
disposable diapers and they are not prescribed or
consistent with the TfTacility"s methods for incontinent
care, the resident/family would be responsible for the
expense; .
(15) Oxygen for emergency use, or intermittent use as
prescribed by the physician for medical necessity;.
(16) Other physician ordered equipment to adequately care for
the patientmember and iIn accordance with standard patient
care, including infusion pumps and supplies, and nebulizers
and supplies, etc.
(17) Dentures and Related Services. Payment for the cost of
dentures and related services is included in the daily rate
for routine services. The projected schedule for routine
denture services must be documented on the Admission Plan of
Care and on the Annual Plan of Care. The medical records must
also contain documentation of steps taken to obtain the
serviceservices. When the provision of denture services 1is
medically appropriate, the nursing facility must make timely
arrangements for the provision of these services by licensed
dentists. In the event denturesdenture services are not
medically appropriate, the treatment plan must reflect the
reason the service—isservices are not considered appropriate,
+-e-e.g., the patientmember 1is wunable to 1ingest solid
nutritions or is comatose, etc. When the need for dentures 1is
identified, one set of complete dentures or partial dentures
and one dental examination is considered medically
appropriate every three years. One rebase and/or one reline
IS considered appropriate eachevery three years. It is the
responsibility of the nursing facility to ensure that the
member has adequate assistance in the proper care,
maintenance, identification and replacement of these items.
The nursing facility cannot set up payment limits which
result in barriers to obtaining denture services. However,
the nursing facility may restrict the providers of denture
services to providers who have entered 1iInto payment
arrangements with the facility. The facility may also choose
to purchase a private insurance dental coverage product for
each SoonerCare member. FheAt a minimum, the policy must
cover—at—a—mintmum all denture services included iIn routine
services. The member cannot be expected to pay any co-
payments and/or deductibles. If a difference of opinion
occurs between the nursing fTacility, member, and/or Tfamily
regarding the provision of dentures services, the OHCA will
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be the final authority. All members and/or families must be
informed of their right to appeal at the time of admission
and yearly thereafter. The member cannot be denied admission
to a facility because of the need for denture services.
(18) Vision Services. Routine eye examinations for the
purpose of medical screening or prescribing or changing
glasses and the cost of glasses are iIncluded in the daily
rate for routine services. This does not include follow-up or
treatment of known eye disease such as diabetic retinopathy,
glaucoma, conjunctivitis, corneal ulcers, iritis, etc.
Treatment of known eye disease 1is a benefit of the
patient-smember®s medical plan. The projected schedule for
routine vision care must be documented on the Admission Plan
of Care and on the Annual Plan of Care. The medical record
must contain documentation of the steps that have been taken
to access the service. When vision services are not
appropriate, documentation of why vision services are not
medically appropriate must be included In the treatment plan.
For example, patientthe member 1Is comatose, unresponsive,
blind, etc. Nursing Home providers may contract with
individual eye care providers, providers groups or a vision
plan to provide routine vision services to their members. The
member cannot be expected to pay any co-payments and/or
deductibles.
(A) The Tollowing minimum level of services must be
included:
(i) Individuals 21 to 40 years of age are eligible for
one routine eye examination and one pair of glasses
every 36 months (three years).
(i1) Individuals 41 to 64 years of age are eligible for
one routine eye examination and one pailr of glasses
every 24 months (2 years).
(in)rdividuals Individuals 65 years of age or older
are eligible for one routine eye examination and one
pair of glasses eachevery 12 months (yearly).
(B) It is the responsibility of the nursing facility to
ensure that the member has adequate assistance 1iIn the
proper care, maintenance, identification and replacement
of these i1tems. When vision services have been identified
as a needed service, nursing Tacility staff will make
timely arrangements for provision of these services by
licensed ophthalmologists or optometrists. If a difference
of opinion occurs between the nursing facility, member,
and/or fTamily regarding the provision of vision services,
the OHCA will be the final authority. All members and/or
families must be iInformed of their right to appeal at
admission and yearly thereafter. The member cannot be
denied admission to the facility because of the need for
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vision services.
(19) An attendant to accompany SoonerCare eligible members
during SoonerRide Non-Emergency Transportation (NET). Please
refer to OAC 317:30-5-326 through OAC 317:30-5-327.9 for
SoonerRide rules regarding members residing 1In a nursing

facility. And
(20) Influenza and pneumococcal vaccinations.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBILITY

SUBCHAPTER 9. ICF/11D, HCBW/1ID, AND INDIVIDUALS AGE 65 OR OLDER
IN MENTAL HEALTH HOSPITALS

PART 1. SERVICES

317:35-9-4. Services in Intermediate Care Facility for perseons
with—Mental— Retardationindividuals with Intellectual
Disabilities (public and private)

(a) Services in a private Intermediate Care Facility for persens
with—Mental—Retardation—HCF/MR) Individuals with Intellectual
Disabilities (ICF/1ID) may be provided to members requiring
health or habilitative services above the level of room and
board. Services are provided to members who meet level of care
and eligibility requirements per OAC 317:30-5-122 and 317:35-9-
45.

(b) Services in a public HSFAMRICF/IID may be provided to
members who require health or habilitative services above the
level of room and board. Services are provided to members who
meet level of care requirements per OAC 317:30-5-122.

PART 5. DETERMINATION OF MEDICAL ELIGIBILITY FOR ICF/IID,
HCBW/ZI11D, AND INDIVIDUALS AGE 65 OR OLDER IN MENTAL HEALTH
HOSPITALS

317:35-9-45. Determination of medical eligibility for care iIn a
private Intermediate Care Facility for Persons—with—Mental
Retardationindividuals with Intellectual Disabilities(ICF/11D)
(a) Pre-approval of medical eligibility. Pre-approval of medical
eligibility for private HSFAMRICF/I1ID care is based on level of
care requirements per OAC 317:30-5-122. Pre-approval 1is not
necessary for individuals with a severe or profound intellectual
disability. Pre-approval 1is made by Oklahoma Health Care
Authority (OHCA) Level of Care Evaluation Unit (LOCEU) analysts.
(b) Application for HCFAMRICE/1ID services. Within 30 calendar
days after services begin, the facility must submit:
(1) +theThe original of the JHGFAMRICF/IID Level of Care
Assessment form (LTC-300) to LOCEU. Required attachments
include:
(A) Current (within 90 days of requested approval date)
medical information signed by a physician.
(B) A current (within 12 months of requested approval
date) psychological evaluation by a licensed Psychologist
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or State staff supervised by a licensed Psychologist. The
evaluation must include intelligence testing that yields a
full-scale intelligence quotient, a full-scale functional
or adaptive assessment, as well as the age of onset.
(C) A copy of the pertinent section of the Individual Plan
or other appropriate documentation relative to the
HCFAMRICF/1ID admission and the need for JHSFAMRICF/IID
level of care.
(D) A statement that the member iIs not an imminent threat
of harm to self or others (i.e., suicidal or homicidal).
(2) If pre-approval was determined by LOCEU and the above
information i1s received, medical approval will be entered on
an electronic medical case list known as MEDATS. Pre-approval
iIs not needed for 1individuals with a severe or profound
intellectual disability.
(c) Categorical relationship. Categorical relationship must be
established for determination of eligibility for long-term
medical care. If categorical relationship has not already been
established, the proper forms and medical information are
submitted to LOCEU. (Refer to OAC 317:35-5-4). In such instances
LOCEU will render a decision on categorical relationship using
the same definition as used by #thewkththe SSA. A follow-up 1is
required by the OKDHS social worker with the SSA to be sure that
their disability decision agrees with the decision of LOCEU.
(d) Medical eligibility for +SFAMRICF/1ID services.
(1) Individuals must require active treatment per 42 CFR
483.440.
(2) Individuals must have a diagnosis of an intellectual
disability or a related condition based on level of care
requirements per OAC 317:30-5-122 and results of a current
comprehensive psychological evaluation by a licensed
Psychologist or State staff supervised by a [licensed

Psychologist.
(A) Per the Diagnostic and Statistical Manual of Mental
Disorders, intellectual disability IS a condition

characterized by a significantly sub-average general
intellectual functioning existing concurrently with
deficits in adaptive behavior and originating before 18
years of age.
(B) Per 42 CFR 435.1010, persons with related conditions
means individuals who have a severe, chronic disability
that meets the following conditions:
(i) 1t is attributable to cerebral palsy or epilepsy:
or

(i) +tlt i1s attributable to any other condition, other
than mental illness, found to be closely related to
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intellectual disability because this condition results
in impairment of general intellectual functioning or
adaptive behavior similar to that of persons with
intellectual disability and requires treatment or
services similar to those required for these persons.
(i11) 1t i1s manifested before the person reaches age
22.
(iv) 1t is likely to continue indefinitely.
(v) It results iIn substantial functional limitations in
three or more areas of major life activity per OAC
317:30-5-122.
(C) Conditions closely related to intellectual disability
include, but are not limited to the following:
(1) autism or autistic disorder, childhood
disintegrative disorder, Rett syndrome and pervasive
developmental disorder, not otherwise specified (only
iT "typical autism™);
(i1) severe brain injury (acquired brain injury,
traumatic brain injury, stroke, anoxia, meningitis);
(i11) fetal alcohol syndrome;
(iv) chromosomal disorders (Down syndrome, Tfragile X
syndrome, Prader-Willi syndrome) ;and
(v) other genetic disorders (Williams syndrome, spina
bifida, phenylketonuria).
(D) The following diagnoses do not qualify as conditions
related to intellectual disability. Nevertheless, a person
with any of these conditions is not disqualified if there
i1s a simultaneous occurrence of a qualifying condition:
(1) learning disability;
(i1) behavior or conduct disorders;
(i11) substance abuse;
(iv) hearing impairment or vision impairment;
(v) mental illness that includes psychotic disorders,
adjustment disorders, reactive attachment disorders,
impulse control disorders, and paraphilias;
(vi) borderline intellectual functioning, developmental
disability that does not result in an intellectual

impairment, developmental delay or "at risk"
designations;

(vii) physical problems (such as multiple sclerosis,
muscular dystrophy, spinal cord injuries and

amputations);

(viii) medical health problems (such as cancer,
acquired iImmune deficiency syndrome and terminal
illnesses);

(ix) milder autism spectrum disorders (such as
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Asperger-s disorder and pervasive developmental
disorder not otherwise specified if not ™atypical
autism™);

) neurological problems not associated with
intellectual deficits (such as Tourette®s syndrome,
fetal alcohol effects and non-verbal learning
disability);or

(x1) mild traumatic brain injury (such as minimal brain
injury and post-concussion syndrome).

SUBCHAPTER 19. NURSING FACILITY SERVICES

317:35-19-8. Pre-admission screening and resident review

() Federal Regulationsregulations govern the State"s
responsibility fTor Preadmission Screening and Resident Review
(PASRR) of 1individuals with mental 1illness and intellectual
disabilities. PASRR applies to the screening or reviewing of all
individuals for mental illness—e¥, an intellectual disability,
or related conditions who apply to or reside 1in Medicaid
certified nursing facilities regardless of the source of payment
for the nursing fTacility (NF) services and regardless of the
individual®™s or resident"s known diagnoses. The NF must
independently evaluate the Level 1 PASRR Screen regardless of
who completes the form and determine whether or not to admit an
individual to the facility. If an individual i1s admitted to—the
NF—inappropriately, the NF is subject to recoupment of Medicaid

funds and penalties imposed by CMS. Federal financial
participation (FFP) may not be paid until results of any needed
PASRR Level 11 evaluations are received. PASRR 1s a requirement

for nursing facilities with dually certified (both Medicare and
Medicaid) beds. There are no PASRR requirements for Medicare
skilled beds that are not dually certified, nor 1is PASRR
required for individuals seeking residency in an intermediate
care facility for thementallyretardedHCF/MR)Individuals with
intellectual disabilities (ICF/I1ID).

(b) For Medicaid applicants, medical and financial eligibility
determinations are also required.

317:35-19-9. PASRR screening process

(a) Level 1 screen for PASRR.
(1) OHCA Form LTC-300R, Nursing Facility Level of Care
Assessment, must be completed by an authorized NF official or
designee. An authorized NF official or designee must consist
of one of the following:

(A) The  npurstrg—FactHHEyNF  administrator or co-

administrator;
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(B) A licensed nurse, social service director, or social

worker from the nursing—Tfacility; or

(C) A licensed nurse, social service director, or social

worker from the hospital.
(2) Prior to admission, the authorized NF official must
evaluate the properly completed OHCA Form LTC-300R and the
Minimum Data Set (MDS), if available, as well as all other
readily available medical and social information, to
determine 1f there currently exists any indication of mental
illness (M1), intellectual disability (ID), or other related
condition, or 1iIf such condition existed in the applicant’s
past history. Form LTC-300R constitutes the Level |1 PASRR
Screen and is utilized in determining whether or not a Level
Il is necessary prior to allowing the patientmember to be
admitted.
(3) The nursing—FactHHEyNF 1Is responsible for determining
from the evaluation whether or not the patientmember can be
admitted to the facility. A "yes"™ response to any question
from Form LTC-300R, Section E, will require the nursing
factHHeyNF to contact the Level of Care Evaluation Unit
(LOCEU) for a consultation to determine i1if a Level 11
assessment is needed. The NFfacility is also responsible for
consulting with the LOCEU regarding any M-AD—/relatedmental
illness, an intellectual disability, or related condition
information that becomes known either from completion of the
MDS or throughout the resident®"s stay. The original Form LTC-
300R must be submitted to the LOCEU by mail within 10ten (10)
days of the resident®s admission. SoonerCare payment may not
be made for a resident whose LTC-300R requirements have not
been satisfied in a timely manner.
(4) Upon receipt and review of the PASRR eligibility
information packet, the LOCEU may, in coordination with the
Oklahoma Department of Human Services (OKHDS) area nurse, re-
evaluate whether a Level 11 PASRR assessment may be required.
IT a Level Il assessment is not required, as determined by
the LOCEU, the area nurse, or nurse designee, documents this
and continues with the process of determining medical
eligibility. If a Level 11 is required, a medical decision is
not made until the area nurse is notified of the outcome of
the Level 11 assessment. The results of the Level 11
assessment are considered in the medical eligibility
decision. The area nurse, or nurse designee, makes the
medical eligibility decision within ten (10) working days of
receipt of the medical information when a Level Il assessment
iIs not required. If a Level Il assessment i1s required, the




area nurse makes the decision within five working days if
appropriate.

(b) Pre-admission Level 11 assessment for PASRR. The authorized
official 1is responsible for consulting with the OHCA LOCEU 1in
determining whether a Level 11 assessment 1Is necessary. The
decision for Level 11 assessment i1s made by the LOCEU.

(1) Any one of the following three (3) circumstances will
allow a patientmember to enter the nAursing—FactHHEYNF without
being subjected to a Level 11 PASRR assessment:
(A) The patientmember has no current indication of mental
illness or an intellectual disability or other related
condition and there is no history of such condition iIn the
patient-smember"s past;
(B) The patientmember does not have a diagnosis of an
intellectual disability or related condition; or
(C) The patientmember has indications of mental illness or
an intellectual disability or other related condition, but
iIs not a danger to self and/or others, and 1is being
released from an acute care hospital as part of a
medically prescribed period of recovery (Exempted Hospital
Discharge). If an individual is admitted to an NF based on
Exempted Hospital Discharge, it is the responsibility of
the NF to ensure that the individual i1s either discharged
by the 30th day or that a Level 1l has been requested and
IS In process. Exempted Hospital Discharge i1s allowed only
it all of the following three (3) conditions are met:
(i) The individual must be admitted to the NF directly
from a hospital after receiving acute inpatient care at
the hospital (not including psychiatric facilities);
(i1) The individual must require NF services for the
condition for which he/she received care iIn the
hospital; and
(it1) The attending physician must certify before
admission to the facility that the individual is likely
to require less than 30thirty (30) days of nursing
facility services. The nursitrg—FactHHityNF will Dbe
required to TfTurnish documentation to the OHCA upon
request.
(2) If the patientmember has current indications of mental
illness or an intellectual disability or other related
condition, or if there is a history of such condition in the
patient-smember"s past, the patientmember cannot be admitted
to the nursing—FactHHeyNF until the LOCEU is contacted to
determine if a Level Il PASRR assessment must be performed.
Results of any Level 11 PASRR assessment ordered must




indicate that nursing—FactHHEyNF care i1s appropriate prior to
allowing the patientmember to be admitted.
(3) The OHCA Level of Care Evaluation Unit authorizes Advance
Group Determinations for the MI and MRID Authorities in the
categories listed in the following categories listed in (A)
through (C) of this paragraph. Preliminary screening by the
LOCEU should indicate eligibility for nursirg—FactHEyNF
level of care prior to consideration of the provisional
admission.
(A) Provisional admission in cases of delirium. Any person
with mental i1llness, an intellectual disability or related
condition who is not a danger to self and/or others, may
be admitted to a MedicaidTitle XIX certified NF if the
individual 1s experiencing a condition that precludes
screening, i.e., effects of anesthesia, medication,
unfamiliar environment, severity of illness, or
electrolyte imbalance.
(i) A Level 11 -evaluation 1is completed immediately
after the delirium clears. LOCEU must be provided with
written documentation by a physician that supports the
individual"s condition which allows provisional
admission as defined in (i) of this subparagraph.
(i1) Payment for NF services will not be made after
the provisional admission ending date. If an individual
iIs determined to need a longer stay, the individual
must receive a Level 11 evaluation before continuation
of the stay may be permitted and payment made for days
beyond the ending date.
(B) Provisional admission in emergency situations. Any
person with a mental illness, an intellectual disability
or related condition, who is not a danger to self and/or
others, may be admitted to a MedicaldTitle XIX certified
aursing—FactHHEYNF for a period not to exceed seven days
pending further assessment iIn emergency situations
requiring protective services. The request for Level 11
evaluation must be made immediately upon admission to the
NF 1f a longer stay is anticipated. LOCEU must be provided
with written documentation from Adult Protective Services
or the nursing—Tfacility which supports the individual®s
emergency admission. Payment for NF services will not be
made beyond the emergency admission ending date.
(C) Respite care admission. Any person with mental
illness, an intellectual disability or related condition,
who 1s not a danger to self and/or others, may be admitted
to a MedicardTitle XIX certified nursing—FacHEyNF to

provide vrespite to in-home caregivers to whom the
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individual i1s expected to return following the brief NF
stay. Respite care may be granted up to i5fifteen (15)
consecutive days per stay, not to exceed 30thirty (30)
days per calendar year.
(i) In rare instances, such as 1illness of the
caregiver, an exception may be granted to allow
30thirty (30) consecutive days of respite care.
However, 1in no 1instance can respite care exceed
30thirty (30) days per calendar year.
(i1) Respite care must be approved by LOCEU staff prior
to the iIndividual®™s admission to the NF. The NF
provides the LOCEU with written documentation
concerning circumstances surrounding the need for
respite care, the date the 1individual wishes to be
admitted to the facility, and the date the individual
IS expected to return to the caregiver. Payment for NF
services will not be made after the respite care ending
date.
(c) PASRR Level 11 resident review. The resident review is used
primarily as a follow-up to the pre-admission assessment.
(1) The nursing—Tacility™s routine resident assessment will
identify  those individuals previously undiagnosed as
intellectually disabled or Mimentally ill. A new condition of
intellectual disabilities or Mimental 1illness must be
referred to LOCEU by the NF for determination of the need for
the Level Il1. The facility"s fTailure to refer such
individuals for a Level 11 assessment may vresult 1in
recoupment of funds and/or penalties from CMS.
(2) A Level 11 resident review may be conducted the following
year for each resident of a nauwrsthrg—FactHHEtyNF who was found
to experience a serious mental 1illness with no primary
diagnosis of dementia on his or her pre-admission Level 11 to
determine whether, because of the resident®s physical and
mental condition, the resident requires specialized services.
(3) A Level 11 resident review may be conducted for each
resident of a nursing—FactHHEtyYyNF who has mental i1llness or an
intellectual disability or other related condition when there
is a significant change iIn the resident"s mental condition.
IT such a change should occur In a resident®"s condition, it
iIs the responsibility of the nurstng—Tacility to have a
consultation with the LOCEU concerning the need to conduct a
resident review.
(4) Individuals who were determined to have a serious mental
illness (as—defined—by—CMS)—on their last PASRR Level 11
evaluation will receive a resident review at least within one
year of the previous evaluation.
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(d) Results of pre-admission Level 11 assessment and Resident
Review. Through contractual arrangements between the Oklahoma

Health— Care—AuthoerityOHCA and the Mental—HlhesstMental
Retardation—Authorities/Community—Mental—Health—CentersMental

Il1Iness/Intellectual Disabilities Authorities/ Community Mental
Health Centers, 1individualized assessments are conducted and
findings presented in written evaluative reports. The reports
recommend 1f puwrsirg—FactHHEYNF services are needed, 1if
specialized services or less than specialized services are
needed, and i1If the individual meets the federal PASRR definition
of mental 1illness or 1intellectual disability or related
conditions. Evaluative reports are delivered to the OHCA®"s LOCEU
within federal regulatory and state contractual timelines to
allow the LOCEU to process formal, written notification to
patientmember, guardian, NF and significant others.
(e) Evaluation of pre-admission Level 11 or Resident Review
assessment to determine Medicaid medical eligibility for long
term care. The determination of medical eligibility for care iIn
a nursing—FactHHEYyNF 1s made by the area nurse (or nurse
designee) unless the individual has an intellectual disability
or related condition or a serious mental illness—(as—defined by
EMS). The procedures for obtaining and submitting information
required for a decision are outlined in this subsection. When an
active long term care patientmember enters the facility and
nursing care i1s being requested:
(1) The pre-admission screening process must be performed and
must allow the patientmember to be admitted.
(2) The facility will notify the local county office by the
OKDHS Form O8MAO83E, Notification Regarding Patient 1In a
Nursing Facility, Intermediate Care Facility for the Mentally
Retarded or Hospice and Form O08MAO84E, Management of
Recipient®s Funds, of the member®s admission.
(3) The Ilocal county office will send the NF the OKDHS Form
O8MAO38E, Notice Regarding Financial Eligibility, indicating
actions that are needed or have been taken regarding the
member .




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 3. HOSPITALS

317:30-5-40. Eligible providers

(a) All general medical/surgical hospitals and critical access
hospitals eligible for reimbursement under this Part must be
licensed by the appropriate state survey agency, meet Medicare
conditions of participation, and have a current contract on file
with the Oklahoma Health Care Authority (OHCA).

(b) Children specialty hospitals must be appropriately licensed
and certified and have a current contract with the OHCA.

(c) Eligibility requirements for specialized rehabilitation
hospitals are covered In OAC 317:30-5-110; inpatient psychiatric
hospitals are covered in OAC 317:30-5-95-—Regqutrements—For; and
long term care hospitals are F¥oundcovered in OAC 317:30-5-60.

(d) Certain providers who provide professional and other
services within an 1npatient or outpatient hospital require
separate contracts with the OHCA.

(e) Reimbursement for laboratory services is made iIn accordance
with the Clinical Laboratory Improvement Amendment of 1988
(CL1A). These regulations provide that payment may be made only
for services furnished by a [laboratory that meets CLIA
conditions. Eligible providers must be certified under the CLIA
program and have obtained a CLIA ID number from the Center for
Medicare and Medicaid Services (CMS) and have a current contract
on file with this Authority.

317:30-5-49. child-abuseReporting suspected abuse

(a) Instances of child abuse and/or neglect are to be reported




Instances of child abuse and/or neglect are to be reported in

accordance with State law. Any person suspecting child abuse or
neglect shall i1mmediately report it to the Oklahoma Department
of Human Services (OKDHS) hotline, at 1-800-522-3511. Any person
suspecting abuse, neglect, or exploitation of a vulnerable adult
shall 1mmediately report i1t to the local OKDHS County Office,
municipal or county law enforcement authorities, or, i1f the
report occurs after normal business hours, the OKDHS hotline.
10A 0.S. 8§ 1-2-101; 43A 0.S. 8§ 10-104. Health care professionals
who are requested to report incidents of domestic abuse by adult
victims with legal capacity shall promptly make a report to the
nearest law enforcement agency, per 22 0.S. § 58.

PART 23. PODIATRISTS

317:30-5-260. Eligible providers
_ i, i, i,

_ Paymept—is made —for —compensable _sejulees £o _ped!at||sts
rleensed th—the-state whe[elthﬁy p”afﬁlee Eafﬂ deIaEIISF RSt
€OHEA)-Payment can be made to a podiatrist licensed in the state
where they practice, who has a current contract on file with the
Oklahoma Health Care Authority (OHCA).

PART 29. RENAL DIALYSIS FACILITIES

317:30-5-305. Eligible providers
- - . _ _
I-'?*ﬁe“t Is—made—to—Medicare ee[Erllid He??IIB|3I55|ﬁ ?ente|s
1987-Payment can be made to a Medicare certified Renal Dialysis
Center when 1its clinical services are under the medical
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direction of a physician licensed by the Oklahoma State Board of
Medical Licensure and Supervision, the Oklahoma Board of
Osteopathic Examiners, or the appropriate licensing body of the
state where the provider is located. Renal Dialysis Centers must
also have a current contract on file with the Oklahoma Health
Care Authority.

PART 45. OPTOMETRISTS

317:30-5-430. Eligible providers

Payment can be made to a licensed optometrist who has a
current Memorandum—of —Agreementcontract on file with the
Oklahoma Health Care Authority (OHCA) for services within the
scope of Optometric practice as defined #nr—state—law-by
controlling State law; provided, however, that services
performed by out-of-state providers shall only be compensable to
the extent that they are covered services.

PART 87. BIRTHING CENTERS

317:30-5-890. Eligible providers
Eligible providers are birthing centers that are currently
licensed by the Oklahoma State Health Department and meet the
requirements listed in (HO——)(1)-(5) of this subsection:
(1) Have a current written agreement with a board certified
OB/GYNObstetrician-Gynecologist (OB-GYN) to provide coverage
for consultation, collaboration or referral services as
defined by the American College of Nurse-Midwives.
(2) Have a current medical director who i1s a board certified
OB/GYNOB-GYN and is responsible for establishing patient
protocols and other functions as defined in requirements for
state licensure. This 1individual may, or may not, be the
physician providing individual patient coverage for
consultation, collaborative or referral service.
(3) Have a written agreement with a referral hospital which
is a Class Il hospital. Class 1l hospital is defined as a
facility with 24 hour availability of OB/ZGYNOB-GYN and
capability of performing a C-section within 30 minutes of the
decision to operate. The 30 minute timeframe 1is subject to
each hospital®s unique circumstance, logistical issues that
include, but are not limited to, obtaining iInformed consent,
transporting the patient, and any other potential problems
that may arise.
(4) Must be accredited by the Commission for the
Accreditation of Freestanding Birth Centers.
(5) Have a current contract on file with the Oklahoma Health
Care Authority.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 83. RESIDENTIAL BEHAVIOR MANAGEMENT SERVICES

317:30-5-742_.2. Individual plan of care and prior authorization
of services
(a) All behavioral health services must be prior authorized by
the designated agent of the Oklahoma Health Care Authority
(OHCA) before the service 1s rendered by an eligible service
provider. Without prior authorization, payment is not
authorized. Requests for behavioral health services iIn a foster
care setting may be approved for a maximum of three (3) months
per extension request.
(b) All behavioral health services in a foster care setting are
provided as a result of an individual assessment of the members
needs and documented in the individual plan of care.
(1)Assessment.
(A) Definition. Gathering and assessment of historical and
current bio-psycho-social information which includes face-
to-face contact with the person and/or the person®s family
or other #nformants,—or—group—oF—persons resulting in a
written summary report, diagnosis and recommendations.
All agencies must assess the medical necessity of each
individual to determine the appropriate level of care.
(B) Qualified professional. This service is performed by
an LBHP or Licensure Candidate.

o o ] . . _

(C) Limitations. Assessments are compensable on behalf of
a member who is seeking services for the first time from
the therapeutic foster care agency. This service is not
compensable 1f the member has previously received or is
currently receiving services from the agency unless there
has been a gap in service of more than six (6) months and
it has been more than one (1) year since the previous
assessment.

(D) Documentation requirements. The assessment must
include all elements and tools required by the OHCA. In
the case of children under the age of 18eighteen (18), it
is performed with the direct, active Tface-to-face
participation of the child and parent or guardian. The
child*s level of participation is based on age,
developmental and clinical appropriateness. The assessment

1




must include all related diagnoses from the most recent
DSM edition. The assessment must contain but 1is not
limited to the following:

(i) Date, to 1include month, day and year of the

assessment session(s);

(i1) Source of information;

(i11) Member"s Ffirst name, middle initial and last

name;

(iv) Gender;

(v) Birth batedate;

(vi) Home address;

(vii1) Telephone number;

(viiil) Referral source;

(ix) Reason for referral;

(xX) Person to be notified in case of emergency;

(x1) Presenting reason for seeking services;

(xi1) Start and stop time for each unit billed;

(xi11) SighatureDated signature of parent or guardian

participating in the face-to-face assessment.

StghatureSignatures are required for members over the

age of I4fourteen (14);

(xiv) Bio-Psychosocial information which must include:
(1) Ildentification of the member®s strengths, needs,
abilities and preferences;

(11) History of the presenting problem;

arn Previous psychiatric treatment history,
include treatment for psychiatric; substance use;
drug and alcohol addiction; and other addictions;
(v Health history and current biomedical
conditions and complications;

(V) Alcohol, bBrugdrug, and/or other addictions
history;

(V1) Trauma, abuse, neglect, violence, and/or sexual
assault history of self and/or others, including
Department of Human Services (DHS) involvement;

VI Family and social history, include MH, SA,
Addiections,—Frauma/ZAbuse/Negleet;Family and social

history including psychiatric, substance use, drug
and alcohol addiction, other addictions, and
trauma/abuse/neglect;

(VI11) Educational attainment, difficulties and
history;

(1X) Cultural and religious orientation;

(X) Vocational, occupational and military history;
(X1) Sexual history, including HIV, AIDS, and STD
at-risk behaviors;

(X11) Marital or significant other relationship
history;
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(XI'11) Recreation and leisure history;
(X1V) Legal or criminal record, 1including the
identification of key contacts, (e.g. attorneys,
probation officers);
(XV) Present living arrangements;
(XV1) Economic resources; and
(XVI1) Current support system, including peer and
other recovery supports.
(xv) Mental status and Level of Functioning
information, iIncluding questions regarding but not
limited to the following:
€D Physical presentation, such as general
appearance, motor activity, attention and alertness;
(11) Affective process, such as mood, affect, manner
and attitude;
(111) Cognitive process, such as intellectual
ability, social-adaptive behavior, thought
processes, thought content, and memory; and
(1V) All related diagnoses from the most recent
addition of the DSM.
(xvi) Pharmaceutical information to include the
following for both current and past medications;
(1) Name of medication;
(11) Strength and dosage of medication;
(111) Length of time on the medication; and
(1V) Benefit(s) and side effects of medication.
(xviil) LBHP"s interpretation of findings and diagnosis;
(xviii) SkgnatureDated signature and credentials of the
qualified practitioner who performed the Tface-to-face
behavioral assessment. If performed by a licensure
candidate, 1t must be countersigned by the licensed
behavioral health professional who 1is responsible for
the member®s care.
(2) Individual plan of care requirement.
(A) Signature Requirement. A written individual plan of
care following a comprehensive evaluation for each member
must be formulated by the provider agency staff within
30thirty (30) days of admission with documented input from
the member, legal guardian (OKDHS/0JA)—stafF(OKDHS/Office
of Juvenile Affairs (0JA) staff), the foster parent (when
applicable) and the treatment provider(s). 1t 1s

acceptable In circumstances where 1t 1S necessary to fax a
service—plan—to—someone—forreview—and-have—themFfax—back
their—sitgnatureAn individual plan of care is not valid
until all dated signatures are present, including
signatures from the member (if fourteen (14) or over), the
legal guardian, the foster parent (when applicable) and
the treatment provider(s). If necessary, an individual
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plan of care may be faxed to a required signatory to have
them review, sign and fax it back to the provider before
its implementation; however, the provider must obtain the
original signature for the clinical file within 30thirty
(30) days. No stamped or photocopied signatures are
allowed. This plan must be revised and updated every three
(3) months with documented involvement of the legal
guardian and resident.
(B) Individualization. The individual plan of care must be
individualized and take into account the member"s age,
history, diagnosis, assessed functional levels, culture,
and the effect of past and current traumatic experiences
in the life of the member. It 1includes the member-s
documented diagnosis, appropriate goals, and corresponding
reasonable and attainable objectives and action steps
within the expected time lines. Each member®s individual
plan of care is to also address the provider agency”s
plans with regard to the provision of services. Each plan
of care must clearly identify the type of services
required to meet the child"s treatment needs and frequency
over a given period of time.
(C) Qualified professional. This service is performed by
an LBHP or Licensure Candidate.
(D) Time requirements. Individual plan of care updates
must be conducted Tface-to-face and are required every
three (3) months during active treatment. UpdatesHowever,
updates can be conducted whenever it is clinically needed
as determined by the qualified practitioner and member.
(BE) Documentation requirements. Comprehensive and
integrated service plan content must address the
following:

(1) member strengths, needs, abilities, and

preferences{SNAP) (SNAP);

(i1) i1dentified presenting challenges, problems, needs

and diagnosis;

(i1i1) specific goals for the member;

(iv) objectives that are specific, attainable,

realistic, and time-limited;

(v) each type of service and estimated frequency to be

received;

(vi) the practitioner(s) name and credentials that will

be providing and responsible for each service;

(vii) any needed referrals for service;

(viii) specific discharge criteria; and

(ix) description of the member"s involvement 1in, and

responses to, the treatment plan, and his/her sighature

and dates;.




(F) Amendments. Amendment of an existing individual plan
of care to revise or add goals, objectives, service
provider, service type, and service frequency, must be
documented 1n either a scheduled three (3) month plan
update or within the existing individual plan of care
through an addendum until the review/update 1Is due. Any
changes must, prior to implementation, be signed and dated
by the member (if fourteen (14) or over), the legal
guardian, the foster parent (if applicable), as well as
the primary LBHP and any new provider(s). Individual plan
of care updates must address the following:

(1) update to the bio-psychosocial assessment, re-

evaluation of diagnosis, individual plan of care goals

and/ or objectives;

(11) progress, or lack of, on previous individual plan

of care goals and/or objectives;

(i11) a statement documenting a review of the current

individual plan of care and an explanation 1f no

changes are to be made to the individual plan of care

and a statement addressing the status of identified
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problem behaviors that 1lead to placement must be
included;
(iv) change 1in goals and/or objectives (including
target dates) based upon member®s progress or
identification of new need, challenges and problems;
(v) change in frequency and/or type of services
provided;
(vi) change iIn practitioner(s) who will be responsible
for providing services on the plan;
(vii) change i1n discharge criteria;
(viiil) description of the member®s involvement in, and
responses to, the treatment plan, and his/her sighature
and date.
(3) Description of Services. Agency services include:
(A) Individual, family and group therapy. See OAC 317:30-
5-241.2(a), (b), and (c).
(B) Crisis/behavior management and redirection. The
provider agency must provide crisis/behavior redirection
by agency staff as needed 24twenty-four (24) hours per
day, +seven (7) days per week. The agency must ensure
staff availability to respond to the residential foster
parents iIn a crisis to stabilize members®™ behavior and
prevent placement disruption. This service 1s to be
provided to the member by an LBHP.
(C) Discharge planning. The provider agency must develop a
discharge plan for each member. The discharge plan must be
individualized, child-specific and include an after care
plan that is appropriate to the member"s needs, identifies
the member®s needs, iIncludes specific recommendations for
follow-up care and outlines plans that are in place at the
time of discharge. The plan for children iIn parental
custody must include, when appropriate, reunification
plans with the parent(s)/legal guardian. The plan for
children who remain in the custody of the Oklahoma
Department—of —Human—ServicesOKDHS or the OFfFice—of
JuventHle—AFFairsOJA must be developed i1n collaboration
with the <case worker and 1i1n place at the time of
discharge. The discharge plan is to include at a minimum,
recommendations for continued treatment services,
educational services, and other appropriate community
resources. Discharge planning provides a transition from
foster care placement into a lesser restrictive setting
within the community.
) i
Substance use/chemical dependency use therapy.
Substance use/chemical dependency therapy can be provided
if a member 1is identified by diagnosis or documented
social history as having emotional or behavioral problems
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directly related to substance use and/or chemical
dependency. The modalities employed are provided in order
to begin, maintain and enhance recovery from alcoholism,
problem drinking, addiction or nicotine use and addiction.
This service is to be provided to the member by an LBHP or
Licensure Candidate.
(E) Substance Use Rehabilitation Services. Covered
substance use rehabilitation services are provided in non-
residential settings 1in regularly scheduled sessions
intended for individuals not requiring a more intensive
level of care or those who require continuing services
following more iIntensive treatment regimes. The purpose of
substance use rehabilitation services 1is to begin,
maintain, and/or enhance recovery from alcoholism, problem
drinking, drug use, drug dependency addiction or nicotine
use and addiction. Rehabilitation services may be provided
individually or in group sessions, and they take the
format of an agency approved curriculum based education
and skills training. This service is to be provided to the
member by a CM I1.
(F) Psychosocial rehabilitation (PSR).
(1) Definition. PSR services are face-to-face
Behavioral Health Rehabilitation services which are
necessary to iImprove the member®s ability to function
in the community. They are performed to improve the
skills and abilities of members to live
interdependently in the community, improve self-care
and social skills, and promote lifestyle change and
recovery practices. Rehabilitation services may be
provided individually or 1iIn group sessions, and they
take the format of an agency approved curriculum based
education and skills training.
(i1) Clinical Restrictions. This service is generally
performed with only the members and the qualified
provider, but may 1include a member and the member®s
family/support system group that focuses on the
member®s diagnosis, symptom management, and recovery
based curriculum. A member who at the time of service
is not able to cognitively benefit from the treatment
due to active hallucinations, substance use, or other
impairments is not suitable for this service. Family
involvement i1s allowed for support of the member and
education regarding his/her recovery, but does not
constitute family therapy, which requires a licensed
provider.
(iti) Qualified Practitioners. CM 11, LBHP or a
Licensure Candidate and LBHP may perform PSR, following
development of an 1individual plan of care curriculum
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approved by an LBHP or Licensure Candidate. PSR staff
must be appropriately and currently trained 1in a
recognized behavioral/—management behavioral/management
intervention program such as MANDT or GAREControlling
Aggressive Patient Environment (CAPE) or trauma

informed methodology. The CM 11 must have i1mmediate
access to an LBHP who can provide clinical oversight of
the CM 11 and collaborate with the CM 11 in the

provision of services. A minimum of one (1) monthly

face-to-face consultation with an LBHP i1s required.

(iv) Group Sizes. The maximum staffing ratio is eight

(8) to one (1) for children under the age of eighteen

(18).

(v) LimitatioensLimitations.
(1) In order to develop and i1mprove the member-"s
community and interpersonal Tfunctioning and self-
care abilities, PSR services may take place in
settings away from the behavioral health agency site
as long as the setting protects and assures
confidentiality. When this occurs, the qualified
provider must be present and iInteracting, teaching,
or supporting the defined learning objectives of the
member for the entire claimed time.
(1) PSR services are intended for children with
Serious Emotional Disturbance (SED), and children
with other emotional or Dbehavioral disorders.
Children under age #6six (6), wunless a prior
authorization for children ages 4four (4) and 5five
(5) has been granted by OHCA or its designated agent
based on a finding of medical necessity, are not
eligible for PSR services.
(111) PSR services are time-limited services
designed to be provided over the briefest and most
effective period possible and as adjunct (enhancing)
interventions to complimentcomplement more intensive
behavioral health therapies. Service limits are
based on the member®"s needs according to the
GARClient Assessment Record (CAR) or other approved
tool, the requested placement based on the level of
functioning rating, medical necessity, and best
practice. Service limitations are designed to help
prevent rehabilitation diminishing return by
remaining within reasonable age and developmentally
appropriate daily limits.

(vi) Progress Notes. In accordance with OAC 317:30-5-

241.1, the behavioral health i1ndividual plan of care

developed by the LBHP must include the member-s

strengths, functional assets, weaknesses or
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liabilities, treatment goals, objectives and
methodologies that are specific and time-limited, and
defines the services to be performed by the
practitioners and others who comprise the treatment
team. When PSR services are prescribed, the plan must
address objectives that are specific, attainable,
realistic, measurable, and time-limited. The plan must
include the appropriate treatment coordination to
achieve the maximum reduction of the mental and/or
behavioral health disability and to restore the member
to theilr best possible functional level.
(1) Start and stop times for each day attended and
the physical Jlocation in which the service was
rendered;
(11) Specific goal(s) and objectives addressed
during the session/group;
(111) Type of Skills Training provided each day
and/or during the week 1iIncluding the specific
curriculum used with member;
(1V) Member satisfaction with staff intervention(s);
(V) Progress, or Dbarriers made towards goals,
objectives;
(V1) New goal(s) or objective(s) i1dentified;
(VI1) SighatureDated signature of the qualified
provider; and
(VI11) Credentials of the qualified provider;
(vi1) Additienal—documentation—reguirementsAdditional
documentation requirements. Documentation of ongoing
consultation and/or collaboration with an LBHP or
Licensure Candidate related to the provision of PSR
services.
(viil) Nen-Covered—ServicesNon-Covered Services. The
following services are not considered PSR and are not
reimbursable:
(1) room and board;
(11) educational costs;
(111) supported employment; and
(1V) respite.
(G) Social skills redevelopment. Goal directed activities
for each member to restore, retain and improve the self-
help, communication, socialization, and adaptive skills
necessary to reside successfully iIn home and community
based settings. These will be daily activities that are
age appropriate, culturally sensitive and relevant to the
goals of the individual plan of care. These may include
self-esteenm enhancement, violence alternatives,
communication skills or other related skill development.
This service is to be provided to the member by the
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Treatment Parent Specialist (TPS). Services rendered by
the TPS are limited to i-5—one and one half (1.5) hours
daily.

10



TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 79. DENTISTS

317:30-5-696. Coverage by category
Payment 1is made for dental services as set forth in this
Section.
(1) Adults.
(A) Dental coverage for adults is limited to:
(1) medically necessary extractions and approved boney
adjustments. Tooth extraction must have medical need
documented;
(i1) Smoking and Tobacco Use Cessation Counseling; and
(111) medical and surgical services performed by a dentist
or physician to the extent such services may be performed
under State law when those services would be covered i1f
performed by a physician.
(B) Payment is made for dental care for adults residing iIn
private Intermediate Care Facilities for Individuals with
Intellectual Disabilities (ICF/IID) and who have been
approved for ICF/I1ID level of care, similar to the scope of
services available to individuals under age 21.
(C) Limited dental services are available for members who
meet all medical criteria, but need dental clearance to
obtain organ transplant approval. Providers must obtain prior
authorization before delivery of dental service, with the
exception of evaluation and extractions. All requests must be
filed on the currently approved ABAAmerican Dental
Association (ADA) form and must include diagnostic images,
six-point periodontal charting, narratives and comprehensive
treatment plans. The OHCA will notify the provider of
determination using OHCA Prior Authorization Request Decision
form. Prior authorized services must be billed exactly as
they appear on the prior authorization request. The following
dental services are available:

(1) Comprehenstvecomprehensive oral evaluation,

(i1) two image bitewings,

(i11) prophylaxis,

(iv) fTluoride application,

(v) limited restorative procedures, and

(vi) periodontal scaling/root planing.
(2) Home and community based wailver services (HCBWS) for the
intellectually disabled. All providers participating in the
HCBWS must have a separate contract with the OHCA to provide
services under the HCBWS. Dental services are defined in each
waiver and must be prior authorized.
(3) Children. The OHCA Dental Program provides the basic
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medically necessary treatment. The services listed below are
compensable for members under 21 years of age without prior
authorization. All other dental services must be prior
authorized. Anesthesia services are covered for children in the
same manner as adults. All providers performing preventive
services must be available to perform needed restorative
services fTor those members receiving any evaluation and
preventive services.
(A) Comprehensive oral evaluation. This procedure should
precede any 1Images, and chart documentation must include
image interpretations, caries risk assessment and both
medical and dental health history of member. The
comprehensive treatment plan should be the final results of
this procedure.
(B) Periodic oral evaluation. This procedure may be provided
for a member of record if not seen by any dentist for more
than six months. An examination should precede any images,
and chart documentation must include images interpretations,
caries risk assessment and both medical and dental health
history of member. The comprehensive treatment plan should be
the final results of this procedure.
(C) Limited oral evaluation. This procedure 1is only
compensable to the same dentist or practice for two visits
prior to a comprehensive or periodic evaluation examination
being completed.
(D) Images. To be SoonerCare compensable, images must be of
diagnostic quality and medically necessary. A clinical
examination must precede any images, and chart documentation
must i1nclude member history, prior 1iImages, caries risk
assessment and both dental and general health needs of the
member. The referring dentist iIs responsible for providing
properly 1identified images of acceptable quality with a
referral, 1T that provider chooses to expose and submit for
reimbursement prior to referral. Periapical 1images must
include at least three millimeters beyond the apex of the
tooth being imaged. Panoramic films and two bitewings are
considered full mouth images. Full mouth images as noted
above or traditional (minimum of 12 periapical films and two
posterior bitewings) are allowable once in a three year
period and must be of diagnostic quality. Individually listed
intraoral images by the same dentist/dental office are
considered a complete series if the number of individual
images equals or exceeds the traditional number for a
complete series. Panoramic Films are only compensable when
chart documentation clearly indicates reasons for the
exposure based on clinical findings. This type of exposure is
not to rule out or evaluate caries. Prior authorization and a
detailed medical need narrative are required for additional
panoramic films taken within three years of the original set.
(E) Dental sealants. Tooth numbers 2, 3, 14, 15, 18, 19, 30
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and 31 must be caries free on the interproximal and occlusal
surfaces to be eligible for this service. This service is
available through 18 years of age and is compensable once
every 36 months if medical necessity iIs documented.

(F) Dental prophylaxis. This procedure is provided once every
184 days including topical application of fluoride.

(G) Stainless steel crowns for primary teeth. The use of any
stainless steel crowns is allowed as follows:

(1) Stainless steel crowns are allowed if:

(1) the child is five years of age or under;

(11) 70 percent or more of the root structure remains;
or

(111) the procedure i1s provided more than 12 months
prior to normal exfoliation.

(i1) Stainless steel crowns are treatment of choice for:
(1) primary teeth treated with pulpal therapy, if the
above conditions exist;

(11) primary teeth where three surfaces of extensive
decay exist; or

(111) primary teeth where cuspal occlusion is lost due
to decay or accident.

(i11) Preoperative periapical 1i1mages and/or written

documentation explaining the extent of decay must be

available for review, If requested.

(iv) Placement of a stainless steel crown is allowed once

for a minimum period of 24 months. No other restoration

on that tooth is compensable during that period of time. A

stainless steel crown is not a temporizing treatment to be

used while a permanent crown is being fabricated.
(H) Stainless steel crowns for permanent teeth. The use of
any stainless steel crowns is allowed as follows:

(1) Stainless steel crowns are the treatment of choice

for:

(1) posterior permanent teeth that have completed
endodontic therapy if three or more surfaces of tooth
iIs destroyed;

(11) posterior permanent teeth that have three or more
surfaces of extensive decay; or

(111) where cuspal occlusion is lost due to decay prior
to age 16 years.

(i1) Preoperative periapical 1images and/or written

documentation explaining the extent of decay must be

available for review, If requested.

(i11) Placement of a stainless steel crown excludes

placement of any other type of crown for a period of 24

months. No other restoration on that tooth is compensable

during that period of time.
(1) Pulpotomies and pulpectomies.

(1) Therapeutic pulpotomies and pulpal debridement are

allowable once per lifetime. Pre-and post-operative
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periapical images must be available for review, if
requested. Therapeutic pulpotomies and pulpal debridement
is available for the following:
(1) Primary molars having at least 70 percent or more
of their root structure remaining or more than 12
months prior to normal exfoliation;
(11) Tooth numbers O and P before age five years;
(111) Tooth numbers E and F before six years;
(1V) Tooth numbers N and Q before five years;
(V) Tooth numbers D and G before five years.
(i1) Therapeutic pulpotomies and pulpal debridement are
allowed for primary teeth if exfoliation of the teeth is
not expected to occur for at least one year or 1f 70
percent or more of root structure iIs remaining.
(J) Endodontics. Payment is made for the services provided in
accordance with the following:
(i) This procedure is allowed when there are no other
missing anterior teeth 1In the same arch requiring
replacement.
(i1) The provider documents history of member®s improved
oral hygiene and flossing ability in records.
(i111) Prior authorization is required for members who have
a treatment plan requiring more than two anterior and/or
two posterior root canals.
(iv) Pre and post-operative periapical images must be
available for review.
(v) Pulpal debridement may be performed for the relief of
pain while waiting for the decision from the OHCA.
(vi) Providers are responsible for any follow-up treatment
required due to a failed root canal therapy for 24 month
post completion.
(vii1) Endodontically treated teeth should be restored to
limited occlusal function and all contours should be
replaced. These teeth are not automatically approved for
any type of crown.
(K) Space maintainers. Certain limitations apply with regard
to this procedure. Providers are responsible for
recementation of any maintainer placed by them for six months
post insertion.
(i) Band and loop type space maintenance. This procedure
must be provided 1in accordance with the Tfollowing
guidelines:
(1) This procedure is compensable for all primary
molars where permanent successor iIs missing or where
succedaneous tooth is more than 5mm below the crest of
the alveolar ridge.
(1) First primary molars are not allowed space
maintenance if the second primary and first permanent
molars are present and in cuspal interlocking occlusion



regardless of the presence or absence of normal
relationship.
(111) 1If there are missing posterior teeth bilaterally
in the same arch, under the above guidelines, bilateral
space maintainer iIs the treatment of choice.
(1V) The teeth numbers shown on the claim should be
those of the missing teeth.
(V) Post-operative bitewing images must be available
for review.
(V1) Bilateral band and loop space maintainer 1is
allowed 1Tt member does not have eruption of the four
mandibular anterior teeth iIn position or if sedation
case that presents limitations to fabricate other space
maintenance appliances.
(i1) Lingual arch bar. Payment i1s made for the services
provided in accordance with the following:
(1) Lingual arch bar is used when permanent incisors
are erupted and the second primary molar (K or T) 1is
missing In the same arch.
(11) The requirements are the same as for band and loop
space maintainer.
(111) Pre and post-operative images must be available.
(L) Analgesia. Analgesia services are reimbursable 1in
accordance with the following:
(1) Inhalation of nitrous oxide. Use of nitrous oxide is
compensable for four occurrences per year and is not
separately reimbursable, if provided on the same date by
the same provider as 1V sedation, non-intravenous
conscious sedation, or general anesthesia. The medical
need for this service must be documented in the member-®s
record.
(i1) Non-intravenous conscious sedation. Non-intravenous
conscious sedation is not separately reimbursable, 1if
provided on the same date by the same provider as
analgesia, anxiolysis, inhalation of nitrous oxide, 1V
sedation, or general anesthesia. Non-intravenous conscious
sedation is reimbursable when determined to be medically
necessary for documented handicapped members,
uncontrollable members or justifiable medical or dental
conditions. The report must detail the member®s condition.
No services are reimbursable when provided primarily for
the convenience of the member and/or the dentist, it must
be medically necessary.
(M) Pulp caps. Indirect and direct pulp cap must be ADA
accepted calcium hydroxide or Mineral Trioxide Aggregate
materials, not a cavity liner or chemical used for dentinal
hypersensitivity. Indirect and direct pulp cap codes require
specific narrative support addressing materials used, intent
and reasons for use. Application of chemicals used for
dentinal hypersensitivity is not allowed as indirect pulp
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cap. Utilization of these codes i1s verified by post payment
review.
(N) Protective restorations. This restoration includes
removal of decay, if present, and is reimbursable for the
same tooth on the same date of service with a direct or
indirect pulp cap, 1f needed. Permanent restoration of the
tooth i1s allowed after 60 days unless the tooth becomes
symptomatic and requires pain relieving treatment.
(0) Smoking and Tobacco Use Cessation Counseling. Smoking and
Tobacco Use Cessation Counseling is covered when performed
utilizing the five intervention steps of asking the member to
describe his/her smoking, advising the member to quit,
assessing the willingness of the member to quit, assisting
with referrals and plans to quit, and arranging for follow-
up. Up to eight sessions are covered per year per individual
who has documented tobacco use. It is a covered service when
provided by physicians, physician assistants, nurse
practitioners, certified nurse midwives, Oklahoma State
Health Department and FQHC nursing, and Maternal/Child Health
Licensed Clinical Social Workers with a certification as a
Tobacco Treatment Specialist Certification (CTTS) staff iIn
addition to other appropriate services rendered. Chart
documentation must include a separate note that addresses the
5A"s, separate signature, and the member specific information
addressed iIn the fTive steps and the time spent by the
practitioner performing the counseling. Anything under three
minutes 1s considered part of a routine visit.
(P) Diagnostic casts and oral/facial images. Diagnhostic casts
or oral/facial images may be requested by OHCA or
representatives of OHCA. If cast or images are received they
will be considered supporting documentation and may be used
to make a determination for authorization of services.
Submitted documentation used to base a decision will not be
returned. Providers will be reimbursed for either the study
model or images.
(1) Documentation of photographic images must be kept in
the client"s medical record and medical necessity
identified on the submitted electronic or paper claim.
(11) Oral/facial photographic images are allowed under the
following conditions:
(1) When radiographic images do not adequately support
the necessity for requested treatment.
(11) When photo iImages better support medical necessity
for the requested treatment rather than diagnostic
models.
(111) If a comprehensive orthodontic workup has not
been performed.
(111) For photographic images, the oral/facial portfolio
must i1nclude a view of the complete lower arch,




complete upper arch, and left and right maximum
intercuspation of teeth.
(1) Maximum intercuspation refers to the occlusal
position of the mandible in which the cusps of the
teeth of both arches fully interpose themselves with
the cusps of the teeth of the opposing arch.
(11) Intercuspation defines both the anterior-posterior
and lateral relationships of the mandible and the
maxilla, as well as the superior-inferior relationship
known as the vertical dimension of occlusion.
(iv) Study models or photographic images not in compliance
with the above described diagnostic guidelines will not be
compensable. The provider may be allowed to resubmit new
images that adhere to the diagnostic guidelines. If the
provider does not provide appropriate documentation, the
request for treatment will be denied.

317:30-5-698. Services requiring prior authorization

(a) Providers must have prior authorization for certain specified
services before delivery of that service, unless the service 1is
provided on an emergency basis [See OAC 317:30-5-695(d)(2)]-
Requests for dental services requiring prior authorization must be
accompanied by sufficient documentation. Images with an indication
of the left side of member, six point periodontal charting and copy
of the comprehensive treatment plans are required.-Study-—models—are

documentation—used—tobasea—deciston—wiHH-not be returned-
(b) Requests for prior authorization are filed on the currently
approved ADA form. OHCA notifies the provider on the determination
of prior authorization using OHCA Prior Authorization Request
Decision form. Prior authorized services must be billed exactly as
they appear on the prior authorization. Payment is not made for any
services provided prior to receiving authorization except for the
relief of pain.
(c) Prosthodontic services provided to members who have become
ineligible mid-treatment are covered if the member was eligible for
SoonerCare on the date the final Impressions were made.
(d) Listed below are examples of services requiring prior
authorization for members under 21 and eligible ICF/IID residents.
Minimum required records to be submitted with each request are
right and left mounted bitewings and periapical films or images of
tooth/teeth involved or the edentulous areas i1f not visible in the
bitewings. Images must be submitted with film mounts and each film
or print must be of diagnostic quality. Images must be identified
by the tooth number and include date of exposure, member name,
member 1D, provider name, and provider ID. All images, regardless
of the media, must be submitted together with a completed and
7



signed comprehensive treatment plan that details all needed
treatment at the time of examination, and a completed current ADA
form requesting all treatments requiring prior authorization. The
images, digital media, photographs, or printouts must be of
sufficient quality to clearly demonstrate for the reviewer, the
pathology which is the basis for the authorization request. IFf
radiographs are not taken, provider must include 1In narrative
sufficient information to confirm diagnosis and treatment plan.
(1) Endodontics. Root canal therapy 1i1s not considered an
emergency procedure unless due to trauma to an anterior tooth.
The provider must document the member®s oral hygiene and
flossing ability iIn the member®s records. Pulpal debridement may
be performed for the relief of pain while waiting for the
decision from the OHCA on request for endodontics.
(A) Prior authorization is required for members who have a
treatment plan requiring more than two root canals. All
rampant, active caries must be removed prior to requesting
anterior endodontics. Payment i1s made for services provided
in accordance with the following:
(1) Permanent teeth only.
(i1) Accepted ADA materials must be used.
(i11) Pre and post-operative periapical iImages must be
available for review.
(iv) Providers are responsible for any follow-up treatment
required by a failed endodontically treated tooth within
24 months post completion.
(v) A tooth will not be approved if it appears there is
not adequate natural tooth structure vremaining to
establish good tooth/restorative margins or if crown to
root ratio 1Is poor.
(vi) An endodontic procedure may not be approved if the
tooth requires a post and core to retain a crown.
(B) Posterior endodontics. The guidelines for this procedure
are as fTollows:
(1) The provider must document the member®s oral hygiene
and flossing ability in the member®s records.
(i1) Teeth that require pre-fabricated post and cores to
retain a restoration due to Qlack of natural tooth
structure should not be treatment planned for root canal
therapy.
(i11) Pre and post-operative periapical iImages must be
available for review.
(iv) Providers are responsible for any follow-up treatment
required by a failed endodontically treated tooth within
24 months post completion.
(v) A tooth will not be approved if it appears there is
not adequate natural tooth structure vremaining to
establish good tooth/restorative margins or if there is a
poor crown to root ratio or weakened root furcation area.
Approval of second molars is contingent upon proof of
medical necessity.
8



(vi) Only ADA accepted materials are acceptable under the
OHCA policy.
(vii1) Posterior endodontic procedure may not be approved
iT the tooth requires a post and core in order to present
adequate structure to retain a crown.
(viiil) Endodontics will not be considered if:
(1) an opposing tooth has super erupted;
(11) loss of tooth space is one third or greater;
(111) opposing second molars are involved unless prior
authorized; or
(1V) the member has multiple teeth failing due to
previous inadequate root canal therapy or follow-up;
(V) all rampant, active caries must be removed prior to
requesting posterior endodontics.
(ix) Endodontically treated teeth must be restored to
limited occlusal function and all contours must be
replaced. Core build-up code i1s only available for use if
other restorative codes are not sufficient. These teeth
will not be approved for a crown If it appears the apex 1is
not adequately sealed.
(2) Crowns fTor permanent teeth. Crowns are compensable for
restoration of natural teeth for members who are 16 years of age
or older and adults residing iIn private Intermediate Care
Facilities for Individuals with Intellectual Disabilities
(ICF/11D) and who have been approved for (ICF/11D) level of
care. Certain criteria and limitations apply.
(A) The following conditions must exist for approval of this
procedure.
(i) All rampant, active caries must be removed prior to
requesting any type of crown.
(i1) The tooth must be decayed to such an extent to
prevent proper cuspal or incisal function.
(ii1) The clinical crown is fractured or destroyed by one-
half or more.
(iv) Endodontically treated teeth must have three or more
surfaces restored or lost due to carious activity to be
considered for a crown.
(B) The conditions listed in (A)(1) through (A)(iv) of this
paragraph should be clearly visible on the submitted images
when a request is made for any type of crown.
(C) Routine build-up(s) for authorized crowns are included in
the fee for the crown. Non authorized restorative codes may
be used if available.
(D) A crown will not be approved if adequate tooth structure
does not remain to establish cleanable margins, there is
invasion of the biologic width, poor crown to root ratio, or
the tooth appears to retain insufficient amounts of natural
tooth structure. Cast dowel cores are not allowed for molar
or pre-molar teeth.
(E) Preformed post(s) and core build-up(s) are not routinely
provided with crowns for endodontically treated teeth.
9



(F) Provider 1is responsible for replacement or repair of all

crowns if failure is caused by poor laboratory processes or

procedure by provider for 48 months post insertion.
(3) Cast frame partial dentures. This appliance is the treatment
of choice for replacement of missing anterior permanent teeth or
two or more missing posterior teeth in the same arch for members
16 through 20 years of age. Provider must indicate which teeth
will be replaced. Members must have improved oral hygiene
documented for at least 12 months in the provider®s records and
submitted with prior authorization request to be considered.
Provider is responsible for any needed follow up for a period of
two years post insertion.
(4) Acrylic partial. This appliance is the treatment of choice
for replacement of three or more missing teeth in the same arch
for members 12 through 16 years of age. Provider must indicate
tooth numbers to be replaced. This appliance includes all
necessary clasps and rests.
(5) Occlusal guard. Narrative of medical necessity must be sent
with prior authorization. Model should not be made or sent
unless requested.
(6) Fixed cast non-precious metal or porcelain/metal bridges.
Only members 17 through 20 years of age will be considered for
this treatment. Destruction of healthy teeth to replace a single
missing tooth is not considered medically necessary. Members
must have excellent oral hygiene documented for at least 18
months in the requesting provider®s records and submitted with
prior authorization request to be considered. Provider is
responsible for any needed follow up until member loses
eligibility.
(7) Periodontal scaling and root planing. Procedure is designed
for the removal of calculus or tissue that is contaminated and
requires anesthesia and some soft tissue removal. This procedure
requires that each tooth have three or more of the six point
measurements five millimeters or greater, or have multiple areas
of image supported bone loss, subgingival calculus and must
involve two or more teeth per quadrant for consideration. This
procedure is not allowed on members under the age 12. This
procedure is not allowed 1In conjunction with any other
periodontal surgery.

317:30-5-700.1. Orthodontic prior authorization

(a) The following records and documentation, plainly labeled with
the member®s full name, recipient identification number (RID), and
the orthodontist"s name are required for prior authorization of
orthodontic services and must be submitted to the Dental Unit of
the OHCA when the member has a total score of not less than 30
points or meets other eligibility criteria in paragraph (d).

(1) Completed currently approved ADA dental claim form;
(2) Complete and scored Handicapping Labio-Lingual Deviations
Index with Diagnosis of Angle®s classification;
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(3) Detailed description of any oral maxillofacial anomaly;

(4) Estimated length of treatment;

(5 Intraoral photographs showing teeth iIn centric occlusion

and/or photographs of trimmed anatomically occluded diagnostic

casts. A lingual view of casts may be 1included to verify

impinging overbites;

(6) Cephalometric images with tracing, and panoramic film, with

a request for prior authorization of comprehensive orthodontic

treatment;

(7) 1T diagnosed as a surgical case, submit an oral surgeon®s

written opinion that orthognathic surgery is indicated and the

surgeon is willing to provide this service;

(8) Additional pertinent information as determined necessary by

the orthodontist or as requested by the OHCA.
(b) All images and required documentation must be submitted in one
package. OHCA is not responsible for lost or damaged materials.
(c) All records and documentation submitted In a request for prior
authorization for orthodontic treatment are reviewed by the OHCA
Orthodontic Consultant for compensability and length of treatment.
Any documentation on which a decision is made will not be returned.
(d) Some children not receiving a minimum score of 30 on the
Handicapping Labio-Lingual Deviation Index (HLD) may have other
conditions to be considered. In the event an orthodontist believes
there are other medical, social, or emotional conditions impacting
the general health of the child, he/she refers to the conditions
listed on the ERSBFfEarly and Periodic Screening, Diagnosis and
Treatment (EPSDT) exception section found on the HLD. The following
guidelines and restrictions apply to other conditions:

(1) Other medical, social, or emotional conditions are limited

to those conditions that affect the medical, social or emotional

function of the child.

(2) Other medical, social, or emotional conditions are not

scored 1f the sole condition sought to be 1mproved 1is the

cosmetic appearance of the child.

(3) Such other medical, social, or emotional conditions must be

demonstrated by objective evidence such as supported

documentation outside the child®"s immediate family (#-e-e€.g., a

child®*s teacher, primary care physician, behavioral health

provider, school counselor).

(4) Objective evidence must be submitted with the HLD.

(5) When such other medical, social, or emotional conditions are

reflected on the HLD, the OHCA Orthodontic Consultant must

review the data and use his or her professional judgment to

score the value of the conditions.

(6) The OHCA Orthodontic Consultant may consult with and utilize

the opinion of the orthodontist who completes the form.
(e) IT it 1s determined that the malocclusion Is not severe enough
to warrant medically necessary orthodontic services or the member-s
age precludes approval, a computer generated notice i1s issued to
the provider and member with notice of the denial, the reason for
the denial, and appeal rights (see OAC 317:2-1 for grievance
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procedures and process).
() Orthodontic treatment and payment for the services are approved
within the scope of SoonerCare. If orthodontic treatment is
approved, a computer generated notice is issued authorizing the
first year of treatment.
(1) Approval of orthodontic treatment is given in accordance
with the following:
(A) Authorization for the first year begins on the date of
banding and includes the placement of appliances, arch wires,
and a minimum of six adjustments. It is expected that
orthodontic members be seen every four to eight weeks for the
duration of active treatment.
(B) Subsequent adjustments will be authorized iIn one year
intervals and the treating orthodontist must provide a
comprehensive progress report at the 24 month interval.
(C) All approved treatment is included on the original prior
authorization and will include the total payment for that
treatment year.
(2) Claim and payment are made as follows:
(A) Payment for comprehensive treatment includes the banding,
wires, adjustments as well as all ancillary services,
including the removal of appliances, and the construction and
placing of retainers.
(B) Payment is not made for comprehensive treatment beyond 36
months.
(g) 1T the member moves from the geographic area or shows a need to
change their provider, then the provider who received the yearly
payment is Tfinancially responsible until completion of that
member®s orthodontic treatment for the current year.
(h) ITf the provider who received yearly payment does not agree to
be financially responsible, then the Oklahoma Health Care Authority
will recoup funds paid for the member®s orthodontic treatment.
(i) All orthodontic services are subject to post-utilization
review. This review may include a request by the OHCA to submit
medical documentation necessary to complete the review. After
review 1s completed, these materials are returned to the
orthodontist.
(J) Study models or oral/facial images must be diagnostic and meet
the following requirements:
(1) Study models must be properly poured and adequately trimmed
without large voids or positive bubbles present.
(2) Centric occlusion must be clearly indicated by pencil lines
on the study models, making i1t possible to occlude the teeth on
the models in centric occlusion.
(3) 3-D model images are preferred.

&>)(4) All measurements are made or judged on the basis of
greater than or more than the minimal criteria. Measurement,
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counting, recording, or consideration is performed only on teeth
that have erupted and may be seen on the study models.
(5) For photographic images, the oral/facial portfolio must show
a view of the complete lower arch, complete upper arch, and left
and right maximum intercuspation of teeth.
(A) Maximum intercuspation refers to the occlusal position of
the mandible 1n which the cusps of the teeth of both arches
fully iInterpose themselves with the cusps of the teeth of the
opposing arch.
(B) Intercuspation defines both the anterior-posterior and
lateral relationships of the mandible and the maxilla, as
well as the superior-inferior relationship known as the
vertical dimension of occlusion.
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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

317:30-5-11. Psychiatric services
(a) Payment is made for procedure codes listed in the Psychiatry
section of the most recent edition of the American Medical
Association Current Procedural Terminology codebook. The codes
in this service range are accepted services within the
SoonerCare program for children and adults with the following
exceptions:
(1) Psychiatric evaluation of hospital records, other
psychiatric reports, psychometric and/or projective tests,
and other accumulated data for medical diagnhostic purposes.
(2) Interpretation or explanation of results of psychiatric,
other medical examinations and procedures, or other
accumulated data to family or other responsible persons, or
advising them how to assist the patient.
(3) Preparation of report of patient"s psychiatric status,
history, treatment, or progress (other than for Ilegal or
consultative purposes) fTor other physicians, agencies, or
insurance carriers.
(4) Unlisted psychiatric service or procedure.
(b) All services must be medically necessary and appropriate and

include a Diragnostic and Statistical Manual (DSM) multy axial
dHaghosts—completed—FforalH—Frve—axesat least one Diagnostic and

Statistical Manual (DSM) diagnosis from the most recent version
of the DSM.

(c) Services in the psychiatry section of the CPT manual must be
provided by a board eligible or board certified psychiatrist or
a physician, physician assistant, or nurse practitioner with
additional training that demonstrates the knowledge to conduct
the service performed.

(d) Psychiatric services performed via telemedicine are subject
to the requirements found in OAC 317:30-3-27.

PART 21. OUTPATIENT BEHAVIORAL HEALTH AGENCY SERVICES

317:30-5-241. Covered Services

(a) Outpatient behavioral health services are covered for adults
and children as set forth 1In this Section when provided 1in
accordance with a documented individualized service plan,
developed to treat the identified behavioral health and/or
substance use disorder(s), unless specified otherwise.
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(b) All services are to be for the goal of i1Improvement of
functioning, 1independence, or well-being of the member. The
services and service plans are to be recovery focused, trauma
and co-occurring specific. The member must be able to actively
participate in the treatment. Active participation means that
the member must have sufficient cognitive abilities,
communication skills, and short-term memory to derive a
reasonable benefit from the treatment.

(c) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or its
designated agent. The CDC must be reviewed, updated and
resubmitted by the provider every six months. Reimbursement 1is
made only for services provided while a current CDC is on file
with OHCA or its designated agent. For further information and
instructions regarding the CDC, refer to the BehavioralHealth
ProviderManualPrior Authorization Manual.

(d) All outpatient BH services must be provided Tollowing
established medical necessity criteria. Some  outpatient
behavioral health services may require authorization. For
information regarding services requiring authorization and the
process TfTor obtaining them, refer to the BehavioralHealth
Provider—ManualPrior Authorization Manual. Authorization of
services 1s not a guarantee of payment. The provider 1is
responsible for ensuring that the eligibility, medical
necessity, procedural, coding, claims submission, and all other
state and federal requirements are met. OHCA does retain the
final administrative review over both authorization and review
of services as required by 42 CFR 431.10.

(e) Services to nursing facility residents. Reimbursement is not
allowed for outpatient behavioral health services provided to
members residing in a nursing Tacility. Provision of these
services 1i1s the responsibility of the nursing facility and
reimbursement is iIncluded within the rate paid to the nursing
facility for the member®s care.

> " lividual ice_Limitations. roim

(f) Services to members during an inpatient stay. Unless
otherwise specified in rules, reimbursement is not allowed for
outpatient behavioral health services provided to members who
are considered to be In "iInpatient status™ as defined i1in OAC
317:30-5-41.

(g) In addition to individual service limitations, reimbursement
for outpatient behavioral health services is limited to 35 hours
per rendering provider per week. Service hours will be
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calculated using a rolling four week average. Services not
included in this limitation are:
(1) Assessments;
(2) Testing;
(3) Service plan development; and
(4) Crisis intervention services.

317:30-5-241_.1. Screening, assessment and service plan
All providers must comply with the requirements as set forth
in this Section.

(1) Screening.
(A) Definition. Screening is for the purpose of
determining whether the member meets basic medical
necessity and need for further BH assessment and possible
treatment services.
(B) Qualified professional. Screenings can be performed by
any credentialed staff members as listed under OAC 317:30-
5-240.3.
(C) Target population and limitations. Screening 1s
compensable on behalf of a member who is seeking services
for the Tfirst time from the contracted agency. This
service is not compensable if the member has previously
received or 1is currently receiving services from the
agency, unless there has been a gap iIn service of more
than six (6) months. To qualify for reimbursement, the
screening tools used must be evidence—basedevidence-based
or otherwise approved by OHCA and ODMHSAS and appropriate
for the age and/or developmental stage of the member.

(2) Assessment.
(A) Definition. Gathering and assessment of historical and
current bio-psycho-social information which includes face-
to-face contact with the person and/or the person®s family
or other i#nformants,—or—group—oF —personsperson(s)
resulting In a written summary report, diagnosis and
recommendations. All agencies must assess the medical
necessity of each individual to determine the appropriate
level of care.
(B) Qualified practitioners. This service is performed by
an LBHP or Licensure Candidate.
(C) Target population and limitations. The Behavioral
Health Assessment by—aNen-Physician;—moderate—complexity;
is compensable on behalf of a member who 1is seeking
services for the fTirst time from the contracted agency.
This service is not compensable if the member has
previously received or 1is currently receiving services
from the agency, unless there has been a gap iIn service of
more than six (6) months and it has been more than one (1)
year since the previous assessment.
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(D) Documentation requirements. The assessment must
include all elements and tools required by the OHCA. 1In
the case of children under the age of 18eighteen (18), it
is performed with the direct, active Tface-to-face
participation of the parent or guardian. The child®s level
of participation 1is based on age, developmental and
clinical appropriateness. The assessment must include at
least one DSM diagnosis from the most recent DSM edition.
The i1nformation i1n the assessment must contain but is not
limited to the following:

(i) Behavioral, including substance use, abuse, and

dependence;

(i1) Emotional, 1including 1issues related to past or

current trauma;

(ii1) Physical;

(iv) Social and recreational;

(v) Vocational;

(vi) Date of the assessment sessions as well as start

and stop times;

(vii) Signature of parent or guardian participating iIn

face-to-face assessment. StghratureSighatures are
required for members over the age of I4fourteen (14);
and

(viiil) Signature and credentials of the practitioner
who performed the face-to-face behavioral assessment
(3) Behavioral Health Services Plan Development.

(A) Definition. The Behavioral Health Service Plan 1is
developed based on information obtained iIn the assessment
and i1ncludes the evaluation of all pertinent iInformation
by the practitioners and the member—H—#necludes,
including a discharge plan. It is a process whereby an
individualized plan 1i1s developed that addresses the
member®s strengths, functional assets, weaknesses or
liabilities, treatment goals, objectives and methodologies
that are specific and time Llimited, and defines the
services to be performed by the practitioners and others
who comprise the treatment team. Behavioral Health Service
Plan Development 1is performed with the direct active
participation of the member and a member support person or
advocate 1f requested by the member. 1In the case of
children under the age of 18eighteen (18), i1t is performed
with the participation of the parent or guardian and the
child as age and developmentally appropriate, and must
address school and educational concerns and assisting the
family in caring for the child In the least restrictive
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level of care. For adults, i1t iIs focused on recovery and
achieving maximum community interaction and involvement
including goals for employment, independent living,
volunteer work, or training. A Service Plan Development,
Low Complexity is required every 6six (6) months and must
include an update to the bio-psychosocial assessment and
re-evaluation of diagnosis.
(B) Qualified practitioners. This service is performed by
an LBHP or Licensure Candidate.
(C) Time requirements. Service Plan updates must be
conducted TfTace-to-face and are required every six (6)
months during active treatment. UpdatesHowever, updates
can be conducted whenever it 1is clinically needed as
determined by the qualified practitioner and member, but
are only compensable twice iIn one year.
(D) Documentation requirements. Comprehensive and
integrated service plan content must address the
following:
(i) member strengths, needs, abilities, and
preferences{SNAP) (SNAP);
(i1) i1dentified presenting challenges, problems, needs
and diagnosis;
(i11) specific goals for the member;
(iv) objectives that are specific, attainable,
realistic, and time-limited;
(v) each type of service and estimated frequency to be
received;
(vi) the practitioner(s) name and credentials that will
be providing and responsible for each service;
(vii) any needed referrals for service;
(viii) specific discharge criteria;
(ix) description of the member"s involvement 1in, and
responses to, the service plan, and his/her signature
and date;
(x) service plans are not valid until all signatures
are present (signatures are required from the member,
if 14 or over), the parent/guardian (if younger than 18
or otherwise applicable), and the primary LBHP or
Licensure Candidate; and
(xi) all changes in a service plan must be documented
in either a scheduled six (6) month service plan update
(low complexity) or within the existing service plan
through an amendment until time for the update (low
complexity). Any changes to the existing service plan
must, prior to implementation, be signed and dated by
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the member (1f 14 or over), the parent/guardian (if
younger than 18 or otherwise applicable), and the lead
LBHP or Licensure Candidate.

bi - : _ _
Hb—progress;—or—lack—ofF,—onprevious—serviceplan—goals
and/or—objectivess

Candidate .

(xi1) Amendment of an existing service plan to revise
or add goals, objectives, service provider, service
type, and service frequency, may be completed prior to
the scheduled six (6) month review/update. A plan
amendment must be documented through an addendum to the
service plan, dated and signed prior to the
implementation, by the member (if 14 or over), the
parent/guardian (if younger than 18 or otherwise
applicable), and the lead LBHP or Licensure Candidate.
(xii1) Behavioral health service plan development, low
complexity, must address the following:

(1) update to the bio-psychosocial assessment, re-

evaluation of diagnosis service plan goals and/ or

objectives;




(11) progress, or lack of, on previous service plan
goals and/or objectives;
(111) a statement documenting a review of the
current service plan and an explanation if no
changes are to be made to the service plan;
(1V) change 1n goals and/or objectives (including
target dates) based wupon member"s progress or
identification of new need, challenges and problems;
(V) change 1in frequency and/or type of services
provided;
(VI) change in practitioner(s) who will be
responsible for providing services on the plan;
(VI1) change i1n discharge criteria;
(VI11) description of the member®s involvement 1in,
and responses to, the service plan, and his/her
signature and date; and
(1X) service plansplan updates (low complexity) are
not valid until all signatures are present. The
required signatures are: from the member (if 14 or
over), the parent/guardian (if younger than 18 or
otherwise applicable), and the primary LBHP or
Licensure Candidate.
(E) Service limitations:
(i) Behavioral Health Service Plan Development,
Moderate  complexityComplexity (i.e., pre-admission
procedure code group) areis limited to lone (1) per
member, per provider, unless more than aone (1) vyear
has passed between services, #thean—another—onein which
case, one can be requested and wmay—beperformed, if
authorized by OHCA or its designated agent.
(i1) Behavioral Health Service Plan Development, Low
Complexity: Service Plan updates are required every siXx
(6) months during active treatment. Updates, however,
can be conducted whenever clinically needed as
determined by the provider and member, but are only
reimbursable twice in one (1) year. The date of service
is when the service plan is complete and the date the
last required signhature is obtained. Services should
always be age, developmentally, and clinically
appropriate.
(4) Assessment/Evaluation testing.
(A) Definition. Assessment/Evaluation testing is provided
by a clinician utilizing tests selected from currently
accepted assessment test batteries. Test results must be
reflected in the Service Plan. The medical record must
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clearly document the need for the testing and what the
testing Is expected to achieve.

(B) Qualified practitioners. Assessment/Evaluation testing
will be provided by a psychologist, certified
psychometrist, psychological technician of a psychologist,
an LBHP or Licensure Candidate. For assessments conducted
in a school setting, the Oklahoma State Department of
Education (OSDE) requires that a licensed supervisor sign
the assessment. Each qualified professional must have a
current contract with the Oklahoema—Health—Care
AuvtherityOHCA.

(C) Documentation requirements. All psychological services
must be reflected—by —documentationdocumented iIn the
member®s record. All assessment, testing, and treatment
services/units billed must include the following:

(i) date;

(i1) start and stop time for each session/unit billed

and physical location where service was provided;

(i1i1) signature of the provider;

(iv) credentials of provider;

(v) specific problem(s), goals and/or objectives

addressed;

(vi) methods used to address problem(s), goals and

objectives;

(vii) progress made toward goals and objectives;

(viil) patient response to the session or intervention;

and

(ix) any new problem(s), goals and/or objectives

identified during the session.
(D) Service Limitations. Testing for a child younger than
three (3) must be medically necessary and meet established
Child (0-36 months of Ageage) criteria as set forth in the
Behavioral—Health—Provider—ManualPrior Authorization
Manual . Evaluation and testing is clinically appropriate
and allowable when an accurate diagnosis and determination
of treatment needs is needed. Eight (8) hours/units of
testing per patient over the age of three (3), per
provider is allowed every 2twelve (12) months. There may
be instances when further testing i1s appropriate based on
established medical necessity criteria found in the
Behavioral—Health—Provider—ManualPrior Authorization
Manual. Justification for additional testing beyond
allowed amount as specified 1In this section must be
clearly explained and documented in the medical record.
Testing units must be billed on the date the actual
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testing, interpretation, scoring, and reporting are
performed. A maximum of I2twelve (12) hours of therapy and
testing, per day per rendering provider are allowed. A
child who is being treated In an acute iInpatient setting
can receive separate psychological services by a physician
or psychologist as the inpatient per diem is for 'non-
physician® services only. A child receiving
Residentialresidential level treatment iIn either a
therapeutic foster care home, or group home may not
receive additional individual, group or family counseling
or psychological testing unless allowed by the OHCA or its
designated agent. Psychologists employed 1i1n State and
Federal Agencies, who are not permitted to engage in
private practice, cannot be reimbursed for services as an
individually contracted provider. For assessment conducted
in a school setting the Oklahoma—StateDepartment—of
Eduecati#on0OSDE requires that a licensed supervisor sign the
assessment. HadividualsFor individuals who qualify for
Part B of Medicare:—Payment, payment is made utilizing the
SoonerCare allowable for comparable services. Payment 1is
made to physicians, LBHPs or psychologists with a license
to practice in the state where the services is performed
or to practitioners who have completed education
requirements and are under current board approved
supervision to become licensed.

317:30-5-241.6 Behavioral Health Case Management
Payment 1s made for behavioral health case management
services as set forth iIn this Section.
(1) Description of behavioral health case management
services. Services under behavioral health case management
are not comparable i1n amount, duration and scope. The target
group TfTor behavioral health case management services are
persons under age 2ttwenty-one (21) who are in imminent risk
of out-of-home placement for psychiatric or substance abuse
reasons or are in out-of-home placement due to psychiatric or
substance abuse reasons and chronically and/or severely
mentally 11l adults who are institutionalized or are at risk

of institutionalization. All behavioral health case
management services will be subject to medical necessity
criteria.

(A) Behavioral health case management services are
provided to assist eligible individuals in gaining access
to needed medical, social, educational and other services
essential to meeting basic human needs. The behavioral
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health case manager provides assessment of case management
needs, development of a case management care plan,
referral, linkage, monitoring and advocacy on behalf of
the member to gain access to appropriate community
resources. The behavioral health case manager must monitor
the progress iIn gaining access to services and continued
appropriate utilization of necessary community resources.
Behavioral case management 1is designed to promote
recovery, maintain community ‘tenure, and to assist
individuals in accessing services for themselves following
the case management guidelines established by ODMHSAS. In
order to be compensable, the service must be performed
utilizing the Strengths Based model of case management.
This model of case management assists individuals 1in
identifying and securing the range of resources, both
environmental and personal, needed to live in a normally
interdependent way in the community. The ¥focus for the
helping process 1s on strengths, interests, abilities,
knowledge and capacities of each person, not on their
diagnosis, weakness or deficits. The relationship between
the service member and the behavioral health case manager
is characterized by mutuality, collaboration, and
partnership. Assistive activities are designed to occur
primarily iIn the community, but may take place in the
behavioral health case manager®"s office, if more
appropriate. The provider will coordinate with the member
and family (if applicable) by phone or face-to-face, to
identify iImmediate needs for return to home/community no
more than #2seventy-two (72) hours after notification that
the member/family requests case management services. For
members discharging from a higher level of care than
outpatient, the higher level of care facility 1is
responsible for scheduling an appointment with a case
management agency for transition and post discharge
services. The case manager will make contact with the
member and family (if applicable) for transition from the
higher level of <care than outpatient back to the
community, within #2seventy-two (72) hours of discharge,
and then conduct a TfTollow-up appointment/contact within
seven days. The case manager will provide linkage/referral
to physicians/medication services, psychotherapy services,
rehabilitation and/or support services as described iIn the
case management service plan. Case Managers may also
provide crisis diversion (unanticipated, unscheduled
situation requiring supportive assistance, face-to-face or
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telephone, to resolve 1i1mmediate problems before they
become overwhelming and severely impair the individual®s
ability to function or maintain in the community) to
assist member(s) from progression to a higher level of
care. During the follow-up phase of these referrals or
links, the behavioral health case manager will provide
aggressive outreach 1f appointments or contacts are missed
within two business days of the missed appointments.
Community/home based case management to assess the needs
for services will be scheduled as reflected In the case
management service plan, but not less than one time per
month. The member/parent/guardian has the right to refuse
behavioral health case management and cannot be restricted
from other services because of a refusal of behavioral
health case management services.

(B) An eligible member/parent/guardian will not be
restricted and will have the freedom to choose a
behavioral health case management provider as well as
providers of other medical care.

(C) In order to ensure that behavioral health case
management services appropriately meet the needs of the
member and family and are not duplicated, behavioral
health case management activities will be provided in
accordance with an individualized plan of care.

(D) The individual plan of care must include general goals
and objectives pertinent to the overall recovery of the
member®s (and family, if applicable) needs. Progress notes
must relate to the individual plan of care and describe
the specific activities to be performed. The individual
plan of care must be developed with participation by, as
well as, reviewed and signed by the member, the parent or
guardian (if the member 1s under 18), the behavioral
health case manager, and a Licensed Behavioral Health
Professional or Licensure Candidate as defined in OAC
317:30-5-240.3(a) and (b).
(E) SoonerCare reimbursable behavioral health case
management services include the following:

(1) Gathering necessary psychological, educational,

medical, and social information for the purpose of

individual plan of care development.

(i1) Face-to-face meetings with the member and/or the

parent/guardian/family member for the implementation of

activities delineated in the individual plan of care.

11



(i11) Face-to-face meetings with treatment or service
providers, necessary for the implementation of
activities delineated in the individual plan of care.
(iv) Supportive activities such as non-face-to-face
communication with the member and/or
parent/guardian/family member.
(v) Non face-to-face communication with treatment or
service providers necessary for the implementation of
activities delineated in the individual plan of care.
(vi) Monitoring of the individual plan of care to
reassess goals and objectives and assess progress and
or barriers to progress.
(vii) Crisis diversion (unanticipated, unscheduled
situation requiring supportive assistance, face-to-face
or telephone, to resolve iImmediate problems before they
become overwhelming and severely impair the
individual®s ability to Tfunction or maintain iIn the
community) to assist member(s) from progression to a
higher level of care.
(viii) Behavioral Health Case Management is available
to individuals transitioning from institutions to the
community (except individuals ages 22 to 64 who reside
in an institution for mental diseases (IMD) or
individuals who are 1i1nmates of public institutions).
Individuals are considered to be transitioning to the
community during the last 30thirty (30) consecutive
days of a covered institutional stay. This time is to
distinguish case management services that are not
within the scope of the iInstitution®s discharge
planning activities from case management required for
transitioning individuals with complex, chronic,
medical needs to the community. Transition services
provided while the individual 1s in the institution are
to be claimed as delivered on the day of discharge from
the iInstitution.

(2) Levels of Case Management.

(A) Resource coordination services are targeted to adults
with serious mental i1llness and children and adolescents
with mental 1llness or serious emotional disturbance, and
their families, who need assistance 1In accessing,
coordination, and monitoring of resources and services.
Services are provided to assess an iIndividual®s strengths
and meet needs in order to achieve stability in the
community. Standard managers have caseloads of 30 - 35
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members. Basic case management/resource coordination 1is
limited to 25twenty-five (25) units per member per month.
(B) Intensive Case Management (ICM) 1is targeted to adults
with serious and persistent mental 1i1llness (including
members In PACT programs) and Wraparound Facilitation Case
Management (WFCM) 1s targeted to children with serious
mental i1llness and emotional disorders (including members
in a System of Care Network) who are deemed high risk and
in need of more iIntensive CM services. It is designed to
ensure access to community agencies, services, and people
whose functions are to provide the support, training and
assistance required for a stable, safe, and healthy
community life, and decreased need for higher levels of
care. To produce a high fidelity wraparound process, a
facilitator can facilitate between 8eight (8) and 30ten
(10) families. To ensure that these intense needs are met,
case manager caseloads are limited between 10-15
caseloads. The ICM shall be a Certified Behavioral Health
Case Manager, have a minimum of 2two (2) years Behavioral
Health Case Management experience, crisis diversion
experience, must have attended the ODMHSAS 6six (6) hours
ICM training, and 24twenty-four (24) hour availability is
required. ICM/WFCM 1s limited to 54fifty-four (54) units
per member per month.
(3) Excluded Services. SoonerCare reimbursable behavioral
health case management does not 1include the following
activities:
(A) physically escorting or transporting a member or
family to scheduled appointments or staying with the
member during an appointment; er
(B) managing finances; or
(C) providing specific services such as shopping or paying
bills; er
(D) DbBeldveringdelivering bus tickets, food stamps, money,
etc.; or
(E) counseling, rehabilitative services, psychiatric
assessment, or discharge planning; eFf
(F) fTilling out forms, applications, etc., on behalf of
the member when the member Is not present; or
(G) filling out SoonerCare forms, applications, etc.;
(H) mentoring or tutoring;
(1) provision of Dbehavioral health case management
services to the same TfTamily by two separate behavioral
health case management agencies;
(J) non-face-to-face time spent preparing the assessment
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document and the service plan paperwork;

(K) monitoring financial goals;

(L) services to nursing home residents;

) psychotherapeutic or rehabilitative services,

psychiatric assessment, or discharge; or

(N) services to members residing in ICF/I1ID facilities.
(4) Excluded Individuals. The following SoonerCare members
are not eligible for behavioral health case management
services:

(A) children/families for whom behavioral health case

management services are available through OKDHS/OJA staff

without special arrangements with OKDHS, OJA, and OHCA;

(B) members receiving Residential Behavior Management

Services (RBMS) i1n a foster care or group home setting

unless transitioning into the community;

(C) residents of ICF/IID and nursing Tacilities unless

transitioning into the community;

(D) members receiving services under a Home and Community

Based services (HCBS) waiver program-; oOr

(E) members receiving services in the Health Home program.
(5 Filing Requirements. Case management services provided to
Medicare eligible members should be filed directly with the
fiscal agent.
(6) Documentation requirements. The service plan must include
general goals and objectives pertinent to the overall
recovery needs of the member. Progress notes must relate to
the service plan and describe the specific activities
performed. Behavioral health case management service plan
development 1s compensable time if the time 1iIs spent
communicating with the member and it must be reviewed and
signed by the member, the behavioral health case manager, and
a licensed Dbehavioral health professional or licensure
candidate as defined at OAC 317:30-5-240.3(a) and (b). All
behavioral health case management services rendered must be
reflected by documentation in the records. In addition to a
complete behavioral health case management service, plan
documentation of each session must include but is not limited
to:

(A) date;

(B) person(s) to whom services are rendered;

(C) start and stop times for each service;

(D) original signature or the service provider (original

signatures for faxed items must be added to the clinical

file within 30 days);

(E) credentials of the service provider;

14




(F) specific service plan needs, goals and/or objectives

addressed;

(G) specific activities performed by the behavioral health

case manager on behalf of the child related to advocacy,

linkage, referral, or monitoring used to address needs,

goals and/or objectives;

(H) progress and barriers made towards goals, and/or

objectives;

(1) member (family when applicable) response to the

service;

(J) any new service plan needs, goals, and/or objectives

identified during the service; and

(K) member satisfaction with staff intervention.
(7) Case Management Travel Time. The rate for case management
services assumes that the case manager will spend some amount
of time traveling to the member for the face-to-face service.
The case manager must only bill for the actual face-to-face
time that they spend with the member and not bill for travel
time. This would be considered duplicative billing since the
rate assumes the travel component already.
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OKLAHOMA HEALTH CARE AUTHORITY
MEDICAL PROVIDERS-FEE FOR SERVICE
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contracted providers.

when used in this Section,

all

section applies to

This
following words and terms,

the following meaning

(a)

shall have

organization

any person oOr

means

"Contractor/provider"
that has signed a provider agreement with the Oklahoma Health

Care Authority

(1)

(OHCA) .

the methodology of estimating an

"Extrapolation" means

(2)

unknown

calculated precision

a

with
the results of a probability sample

by projecting,
to the universe from which the sample was drawn.

f error),

value

margin o

i.e.,

(

statistical

standard
lected based on the theory

the

"Probability sample" means

(3)
methodology

1s Se

h a sample

ic

h

in w




of probability (a mathematical theory wused to study the
occurrence of random events).

(4) "Universe" means all paid claims or types of paid claims
audited/reviewed during a specified timeframe.

(5) "Sample" means a statistically wvalid number of claims
obtained from the universe of claims audited/reviewed.

(6) "Error Rate" means the percentage of dollars of audited

claims found to be billed in error.
(b) An OHCA audit/review includes an examination of provider
records, by either an on-site or desk audit. Claims may be
examined for compliance with provider contracts and/or relevant
Federal and State laws and regulations, as well as for practices
indicative of fraud, waste, and/or abuse of the SoonerCare
program, including, but not limited to, inappropriate coding and
consistent patterns of overcharging.
(c) An initial audit/review report contains preliminary
findings. Within twenty (20) days of the date of the
audit/review report, a provider may elect to:

(1) Remit the identified overpayment to OHCA;

(2) Request informal reconsideration of the initial audit

report per OAC 317:30-3-2.1(d); or

(3) Request a formal appeal of the initial audit report per

OAC 317:30-3-2.1 (e).
(d) If a provider requests an informal reconsideration, the
provider, within twenty (20) days of the date of the
audit/review report, shall:

(1) Produce any and all written existing documentation that

is relevant to, and could reasonably be used to clarify or

rebut findings as identified in the initial report.

Documents submitted for reconsideration shall not be altered

or created for purposes of the audit; and

(2) Specifically identify those claims and findings to be

reviewed for reconsideration. Any claims or findings not

specifically identified by the provider for reconsideration

will be deemed to have been waived by the provider for

purposes of both the informal reconsideration and the formal

appeal, 1f requested. The reconsideration findings will

replace the initial findings and be identified as the final

audit report.
(e) A request for an informal reconsideration does not limit a
provider's right to a formal appeal as long as any formal appeal
of the final audit report is received by the OHCA Legal Docket
Clerk within twenty (20) days of the date of the final audit
report. However, all claims and findings not specifically
identified by the provider upon an informal reconsideration
request will be deemed to have been waived by the provider for
purposes of a subsequent formal audit appeal. Additionally, the




provider must specifically identify each claim to be contested
on appeal, and any remaining appealable claim that has not
already been waived during the informal reconsideration and is
not specifically identified in the initial appeal filing, will
be deemed waived on appeal.
(f) If the provider does not request either an informal
reconsideration or a formal appeal within the specified
timeframe, the initial report will become the final audit report
and the provider will be obligated to reimburse OHCA for any
identified overpayment, which amount shall be immediately due
and payable to OHCA. OHCA may, at its discretion, withhold the
overpayment amount from the provider's future payments.
(g) When OHCA conducts a probability sample audit, the sample
claims are selected on the basis of recognized and generally
accepted sampling methods. If an audit reveals an error rate
exceeding 10%, OHCA shall extrapolate the error rate to the
universe of the dollar amount of the audited paid claims.
(1) When using statistical sampling, OHCA uses a sample that
is sufficient to ensure a minimum confidence level of 95%.
(2) When calculating the amount to be recovered, OHCA ensures
that all overpayments and underpayments reflected 1in the
probability sample are totaled and extrapolated to the
universe from which the sample was drawn.
(3) OHCA does not consider non-billed services or supplies
when calculating underpayments and overpayments.
(h) If a probability sample audit reveals an error rate of 10%
or less, the provider will be required to reimburse OHCA for any
overpayments noted during the audit/review.

317:30-3-4.1. Uniform Electronic Transaction Act
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Seetion+-These rules regulate the format, use, and retention of

electronic records and signatures generated, sent, communicated,
received, or stored Dby the Oklahoma Health Care Authority
(OHCA), 1in conformity with the Uniform Electronic Transaction
Act, found at Section 15-101 et seqg. of Title 12A of the
Oklahoma Statutes.
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42+ (1) Use of electronic records and electronic signatures.

The rules regarding electronic records and electronic
signatures apply when both parties agree to conduct business
electronically. Nothing in these requlations requires parties



to conduct business electronically. However, should a party
have the capability and desire to conduct business
electronically with the 6klahema—Healtth Care—AuthorityOHCA,
then the following guidelines must be adhered to:
(A) Only employees designated by the provider's agency may
make entries in the member's medical record. All entries
in the member's medical record must be dated and
authenticated with a method established to identify the
author. The identification method may include computer
keys, Private/Public Key Infrastructure (PKIs), voice
authentication systems that utilize a personal
identification number (PIN) and voice authentication, or
other codes. Providers must have a process in place to
deactivate an employee's access to records upon
termination of employment of the designated employee.
(B) When PKIs, computer key/code(s), voice authentication
systems or other codes are used, a signed statement must
be completed by the agency's employee documenting that the
chosen method is wunder the sole control of the person
using it and further demonstrate that:
(1) A 1list of PKIs, computer key/code(s), voice
authentication systems or other codes can be verified;
(ii) All adequate safeguards are maintained to protect
against improper or unauthorized use of PKIs, computer
keys, or other codes for electronic signatures; and
(1ii) Sanctions are in place for improper or
unauthorized use of computer key/code(s), PKIs, voice
authentication systems or other code types of
electronic signatures.
(C) There must be a specific action by the author to
indicate that the entry is verified and accurate. Systems
requiring an authentication process include, but are not
limited to:
(1) Computerized systems that require the provider's
employee to review the document on-line and indicate
that it has been approved by entering a unigque computer
key/code capable of verification;
(ii) A system in which the provider's employee signs
off against a list of entries that must be verified in
the member's records;
(iii) A mail system that sends transcripts to the
provider's employee for review;
(iv) A postcard identifying and verifying the accuracy
of the record(s) signed and returned by the provider's
employee; or




(v) A voice authentication system that clearly
identifies the author by a designated personal
identification number or security code.
(D) Auto-authentication systems that authenticate a report
prior to the transcription process do not meet the stated
requirements and will not be an acceptable method for the
authentication process.
(E) The authentication of an electronic medical record
(signature and date entry) ds—expeected—on—the—day—th
record—is—eompteted—Efmust occur within three (3) days of
the provision of the underlying service, including those
instances in which the electronic medical record 1is
transcribed by someone other than the provider——the
: +
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record—is—ecompteted. Before any claim is submitted to OHCA

for payment of a provided service, the provider must
authenticate the electronic medical records relating to
that service.
(F) Records may be edited by designated administrators
within the provider's facility. Edits must be in the form
of a correcting entry which preserves entries from the
original record. Edits must be completed prior to claims
submission or no later than 45forty-five (45) days after
the date of service, whichever is—3ateroccurs first.
(G) Use of the electronic signature, for clinical
documentation, shall be deemed to constitute a signature
and will have the same effect as a written signature on
the clinical documentation. The section of the electronic
record documenting the service provided must be
authenticated by the employee or individual who provided
the described service.
(H) Any authentication method for electronic signatures
must:
(1) be unique to the person using it;
(ii) didentify the individual signing the document by
name and title;
(iii) be capable of verification, assuring that the
documentation cannot be altered after the signature has
been affixed;
(iv) be under the sole control of the person using it;
(v) be linked to the data in such a manner that if the
data i1s changed, the signature is invalidated; and
(vi) provide strong and substantial evidence that will
make it difficult for the signer to claim that the
electronic representation is not wvalid.
(I) Failure to properly maintain or authenticate medical




records (i.e., signature and date entry) may result in the
denial or recoupment of SoonerCare payments.
+3+(2) Record retention for provider medical records.
Providers must retain electronic medical records and have
access to the records in accordance with guidelines found at
OAC 317:30-3-15.
4> (3) Record retention for documents submitted to OHCA
electronically.
(A) The ©oklahoma—Heatth —Car Authority!sOHCA's system
provides that receivers of electronic information may both
print and store the electronic information they receive.
The 6klahoma—Health CareAuthorityOHCA is the custodian of
the original electronic record and will retain that record
in accordance with a disposition schedule as referenced by
the Records Destruction Act. The Okichema—HealthCare
AvtheorityOHCA will retain an authoritative copy of the
transferable record as described in the Electronic
Transaction Act that is unique, identifiable and
unalterable.
(i) Manner and format of electronic signature. The
manner and format required by the oklaheoma—Health Care
AgtherityOHCA will vary dependent upon whether the
sender of the document is a member or a provider. In
the limited case where a provider 1is a client, the
manner and format is dependent upon the function served
by the receipt of the record. In the case the function
served 1is a request for services, then the format
required is that required by a recipient. In the case
the function served is related to payment for services,
then the format required is that required by a
provider.
(ii) ReeipientMember format requirements. The Oklahema
Healtth—Care—AutheorityOHCA will allow members to request
SoonerCare services electronically. An electronic
signature will Dbe authenticated after a wvalidation of
the data on the form by another database or databases.
(iii) Provider format requirements. The okisghema—Health
care—AvthorityOHCA will permit providers to contract
with the okitaheomaHealth CareAuthorityOHCA, check and
amend claims filed with the Oklahoma—Health—Care
AwtheorityOHCA, and file prior authorization requests
with the &kdahema—Health Care—AuvthorityOHCA. Providers
with a social security number or federal employer's
identification number will be given a personal
identification number (PIN). After using the PIN to
access the database, a PIN will be required to transact
business electronically.




(B) Providers with the assistance of the Okleaheoma—Healtth
Care—PAuthorityOHCA will be required to produce and enforce
a security policy that outlines who has access to their
data and what transaction employees are permitted to
complete as outlined in the policy rules for electronic
records and electronic signatures contained in paragraph
two (2) of this section.
(C) Third Party billers for providers will be permitted to
perform electronic transaction as stated in paragraph two
(2) only after the provider authorizes access to the
provider's PIN and a power of attorney by the provider is
executed.
+5)(4) Time and place of sending and receipt. The provisions
of the Electronic Transaction Act apply to the time and place
of sending and receipt—with—+the—exeeption—-of—a—power. Should
a power failure, Internet interruption or Internet virus—=

nx £ + 1 oo
T O T SR CCPE
2

EEE LY
LTIt

ph—oeceury
ton—is—reguired 5 occur,
confirmation by the receiving party will be required to
establish receipt.

+6)(5) Illegal representations of electronic transaction. Any
person who fraudulently represents facts in an electronic
transaction, acts without authority, or exceeds +heirhis or
her authority to perform an electronic transaction may be
prosecuted under all applicable criminal and civil laws.

H
)

317:30-3-30. Signature requirements
(a) For medical review purposes, the Oklahoma Health Care
Authority (OHCA) requires that all services provided and/or
ordered be authenticated by the author. The method used shall be
a hampd—writternhandwritten signature, electronic signature, or
signature attestation statement. Stamped signatures are not
acceptable. Pursuant to federatFederal and/or stateState law,
there are some circumstances for which an order does not need to
be signed.
(1) Facsimile of original written or electronic signatures
are acceptable for the certifications of terminal illness for
hospice.
(2) Orders for clinical diagnostic tests are not required to
be signed. If the order for the clinical diagnostic test 1is
unsigned, there must be medical documentation by the treating
physician that he/she intended the clinical diagnostic test
be performed. This documentation showing the intent that the
test be performed must be authenticated by the author via a
hand—writterhandwritten or electronic signature.
(3) Orders for outpatient prescription drugs are not required
to be signed. If the order for a prescription drug is




unsigned, there must be medical documentation by the treating
physician that he/she intended that the prescription drug be
ordered. This documentation showing the intent that the
prescription drug be ordered must be authenticated by the
author via a hand—writtenhandwritten or electronic signature.
(b) A hand—writterhandwritten signature is a mark or sign by an
individual on a document to signify knowledge, approval,

acceptance, or obligation. The authentication of a medical
record (signature and date entry) is—expected—on—the—day—th
ran~n~rA 1o 1 +oA T £ + 1 moads ~o oA 1o oo~ A 12N
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from—theday—the record—is——eompleted-must occur within three (3)

days of provision of the underlying service, including those
instances in which the electronic medical record is transcribed
by someone other than the provider. Before any claim 1is
submitted to the OHCA for payment of a provided service, the
provider must authenticate the electronic medical records
relating to that service.
(1) If a signature is illegible, the OHCA will consider
evidence 1in a signature log or attestation statement to
determine the identity of the author of a medical record
entry.
(2) If the signature is missing from an order, the OHCA will
disregard the order during the review of the claim.
(3) If the signature 1s missing from any other medical
documentation, the OHCA will accept a signature attestation
from the author of the medical record entry.
(c) Providers may include in the documentation they submit a
signature log that lists the typed or printed name of the author
associated with initials or an illegible signature.
(1) The signature log may be included on the actual page
where the initials or illegible signature are used or may be
a separate document.
(2) The OHCA will not deny a claim for a signature log that
is missing credentials.
(3) The OHCA will consider all submitted signature logs
regardless of the date they were created.
(d) Providers may include 1in the documentation they submit a
signature attestation statement. In order to be considered valid
for medical review purposes, an attestation statement must be
signed and dated by the author of the medical record entry and
must contain sufficient information to identify the member.
(1) The OHCA will not <consider signature attestation
statements where there is no associated medical record entry.




(2) The OHCA will not <consider signature attestation
statements from someone other than the author of the medical
record entry in gquestion.
(3) The OHCA will consider all signature attestation
statements that meet the above requirements regardless of the
date the attestation was created, except in those cases where
the regulations or rules indicate that a signature must be in
place prior to a given event or a given date.
(e) Providers may use electronic signatures as an alternate
signature method.
(1) Providers must use a system and software products which
are protected against modification and must apply
administrative procedures which are adequate and correspond
to recognized standards and laws.
(2) Providers wutilizing electronic signatures bear the
responsibility for the authenticity of the information being
attested to.
(3) Providers wutilizing electronic signatures must comply
with OAC 317:30-3-4.1.
(f) Nothing in this section is intended to absolve the provider
of their obligations in accordance with the conditions set forth
in their SoonerCare contract and the rules delineated in OAC
317:30.
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