OKLAHOMA HEALTH CARE AUTHORITY
REGULARLY SCHEDULED BOARD MEETING
September 11, 2014 at 1:00 P.M.
Oklahoma Health Care Authority
Charles Ed McFall Boardroom
4345 N. Lincoln Blvd.

Oklahoma City, OK

AGENDA
Iltems to be presented by Ed McFall, Chairman
1. Call to Order / Determination of Quorum
2. Action Item — Approval of August 13-15, 2014 OHCA Board Meeting & Strategic Planning Conference Minutes
3. Discussion Item — Reports to the Board by Board Committees

a) Rules Committee — Carol Robison

Item to be presented by Nico Gomez, Chief Executive Officer

4. Discussion Item — Chief Executive Officer's Report

a) All Stars Introduction — Nico Gomez, Chief Executive Officer
e July — Shannon Beasler, Human Resources Associate (Cindy Roberts)

b) Medicaid Director's Update — Garth Splinter, State Medicaid Director

1.) OHCA Quality Initiatives in Maternal & Child Health — Shelly Patterson

Item to be presented by Nicole Nantois, Chief of Legal Services

5. Announcements of Conflicts of Interest Panel Recommendations for All Action Iltems Regarding This Board Meeting.

Iltem to be presented by Vickie Kersey, Director, Fiscal Planning and Procurement

6. Action Item — Consideration and Vote on the Request for Proposal to Obtain the Services of Multiple Vendors to Deliver
Behavioral Health Services Utilizing a Health Home Model

Item to be presented by Nicole Nantois, Chief of Legal Services

7. Discussion Item — Public Comment on this meeting’s agenda items by attendees who gave 24 hour prior written notice

Item to be presented by Cindy Roberts, Deputy CEO — Planning, Policy & Integrity Division

8. Action Item — a) Consideration and Vote upon a Declaration of a Compelling Public Interest for the promulgation of all
Emergency Rules in item eight in accordance with 75 Okla. Stat. § 253.

Action Item — b) Consideration and Vote of Agency Recommended Rulemaking Pursuant to Article | of the Administrative
Procedures Act. The Agency Requests the Adoption of the Following Emergency Rules:

The following emergency rules HAVE NOT previously been approved by the Board.

A. Amending Agency rules at OAC 317:50-1-14, OAC 317:50-3-14, and OAC 317:50-5-14 to include all 1915(c) waiver
programs to comply with 42 CFR 441.301 regarding conflict of interest provisions for case management services. These
emergency changes are necessary as the regulation states providers of HCBS for the individual, or those who have an
interest in or are employed by a provider of HCBS for the individual, must not provide case management services or
develop the person centered service plan. Without the recommended changes, the State is out of compliance with CMS
and may be at risk of losing federal funding.

Budget Impact: Budget Neutral

(Reference APA WF # 14-14)



B. Amending Agency rules at OAC 317:35-5-41.2, OAC 317:35-5-41.3, and OAC 317:35-5-42 to come into compliance with

federal regulations regarding eligibility determinations for Aged, Blind, and Disabled (ABD) individuals applying for
Medicaid services. OHCA is transitioning from a 209(b) State to the Supplemental Security Income (SSI) Criteria
administrative option. This change includes amending current policy, the State Plan, and 1915(c) Home and Community
Based Services Waivers pertaining to financial criteria for determining countable income and resources for ABD
populations and matching that to current Social Security Administration regulations for persons receiving SSI.

Budget Impact: $10,988,587 total; $4,142,697 state; $6,845,890 federal.

(Reference APA WF # 14-17)

Amending Agency rules at OAC 317:30-5-241, OAC 317:30-5-276, and OAC 317:30-5-281 to limit the number of hours
that outpatient behavioral health rendering providers can be reimbursed to 35 hours per week.
ODMHSAS Budget Savings: $14,335,949.42 total; $5,404,652 state; $8,931,297 federal.

(Reference APA WF # 14-15)

Adding Agency rules at OAC 317:30-5-250, OAC 317:30-5-251, OAC 317:30-5-252, OAC 317:30-5-253, and OAC
317:30-5-254 to create coverage guidelines for Health Homes. Health Homes are created to promote enhanced
integration and coordination of primary, acute, behavioral health, and long-term services and supports for persons across
the lifespan with chronic illness.

ODHMSAS Budget Savings: $1,900,000 total; $716,300 state; $1,183,700 federal.

(Reference APA WF # 14-16)

Item to be presented by Chairman McFall

9.

10.

11.

12.

Discussion Item — Proposed Executive Session as Recommended by the Chief of Legal Services and Authorized by the
Open Meetings Act, 25 Oklahoma Statutes § 307(B) (1), (4), (7) and (9).

a) Discussion of Pending Litigation, Investigations and Claims
Franz v. OHCA
Gragert v. OHCA
Martin-Barber v. OHCA

Action Item — Election of the Oklahoma Health Care Authority 2014-2015 Board Officers
New Business

ADJOURNMENT

NEXT BOARD MEETING
October 9, 2014
Oklahoma Health Care Authority
Charles Ed McFall Boardroom
4345 N. Lincoln Blvd.
Oklahoma City, OK



MINUTES OF A REGULARLY SCHEDULED BOARD MEETING & STRATEGIC PLANNING CONFERENCE

OF THE HEALTH CARE AUTHORITY BOARD

August 13-15, 2014

Held at OUHSC Samis Education Center

Oklahoma City, Oklahoma

Manner and Time of Notice of Meeting: A statutorily required public meeting notice was placed on the front door of the Oklahoma Health Care
Authority and the Samis Education Center on August 12, 2014, 10:30 a.m. Advance public meeting notice was provided to the Oklahoma
Secretary of State. In addition to the posting of the statutory public notice, the agency placed its agenda on its website on August 6, 2014, 4:30

p.m.

Pursuant to a roll call of the members, a quorum was declared to be present, and Chairman McFall called the meeting to order at 1:00 p.m.

BOARD MEMBERS PRESENT:

BOARD MEMBERS ABSENT:

OTHERS PRESENT:
Carolyn Reconnu, OHCA
Marlene Asmussen, OHCA
Mike Fogarty

Tywanda Cox, OHCA

Anne Roberts, Integris Health
Sylvia Lopez, OHCA

Susan Crooke, OHCA
Melody Anthony, OHCA
Emily S., JRLR

Rick Snyder, OHA

Lisa Moses, OHCA

Terry Cothran, COP

Deborah Ogles, DMHSAS
Michael Tillman, MATF
Stephanie Mavredes, OHCA
Ivoria Holt, OHCA

Jennie Melendez, OHCA
Becky Moore, OAHCP

Gloria Hudson, OHCA

Nancy Nesser, OHCA

Becky Pasternik-lkard, OHCA
Joni Bruce, MATF/OFN
Charles Brodt, HP

Lisa Rhoades, CDRB/OCCY
Jimmy Durant, SSMOK
Melanie Maxwell, PPOK
Troy H., Wellcare Health Plan
Brandy Tillman, MATF

Chairman McFall, Member Miller, Member Bryant, Member Nuttle, Member Robison
Vice Chairman Armstrong, Member McVay

OTHERS PRESENT:

Stan Ruffner, OHCA

Vickie Kersey, OHCA

LeKenya Antwine, OHCA

Mary Triplet, OHCA

Mike Herndon, OHCA

Yasmine Barve, OHCA

Kelly Taylor, OHCA

Traylor Rains, ODMHSAS

Wanda Felty, MATF

Jimmy Witcosky, OHCA

Mary Brinkley, LeadingAge OK

Chris Surrell

Vickie White Rankin

Lisa Jack, OHCA

Nicole Altobello, OHCA

Carter Kimble, OHCA

Tanesha Hooks, OHCA

Dr. Mehta, OHCA

Carrie Evans, OHCA

Burl Beasley, OHCA

David Dude, American Cancer Society
Will Widman, HP

Edward D., Saint Francis Health System
Lec Sell, DLO

Casey Dunham, OHCA

Ginger Clayton, OHCA

Eric Polak, OSU Center for Health Sciences

DISCUSSION AND POSSIBLE VOTE ON APPROVAL OF BOARD MINUTES OF THE REGULARY SCHEDULED BOARD MEETING HELD

JUNE 26, 2014 AND SPECIAL BOARD MEETING HELD JULY 1,2014.

The Board routinely reviews and approves a synopsis of all its meetings. The full-length recordings of the meetings of the Board are retained at
the Board Offices and may be reviewed upon written request.

MOTION:

FOR THE MOTION:

BOARD MEMBERS ABSENT:

ITEM 3/ CHIEF EXECUTIVE OFFICER'S REPORT

Nico Gomez, Chief Executive Officer

Member Robison moved for approval of the June 26, 2014 board meeting minutes
and July 1, 2014 special board meeting minutes as published. The motion was
seconded by Member Miller.

Chairman McFall, Member Bryant, Member Nuttle

Vice Chairman Armstrong, Member McVay

Mr. Gomez noted that this meeting will be Member Miller’'s last meeting to attend. He also noted that Vice Chairman Armstrong is doing well
and is recovering from some health issues. Mr. Gomez congratulated Ann Bryant on her reappointment by the Governor to the OHCA board.

Mr. Gomez thanked the board members for taking the time out of their schedules to attend the board meeting and strategic planning

conference over the next three days.

3a. ALL STARS INTRODUCTION
Nico Gomez, Chief Executive Officer




Mr. Gomez introduced the OHCA Employee All-Star and Supervisor of the Quarter for April and June 2014 through Ms. Evans and Ms.
Pasternik-lkard.

Carrie Evans presented the April All Star — Jimmy Witcosky, Financial Manager I
Becky Pasternik-lkard presented the June Supervisor of the Quarter — Mary Triplet, Member Services Assistant Director
Becky Pasternik-lkard presented the June All Star — Stephanie Mavredes, Provider Education Specialist

3b. FINANCIAL UPDATE
Carrie Evans, Chief Financial Officer

Ms. Evans reported on the final financial transactions for fiscal year 2014 with a positive variance of $56.4 million dollars which is about $21
million more from the previous month. Most of that was from the drug rebate collections. We did continue to run under budget with our
program spending as well as administrative spending. We had anticipated ending the year with $40 million, so $40 of $56 million is already
budgeted in fiscal year 2015 so we have $16million we are able to carryover for the next year. For the month of July, it appears we are running
under budget. For more detailed information, see Item 3b in the board packet.

3c. MEDICAID DIRECOR’S UPDATE
Garth Splinter, State Medicaid Director

Dr. Splinter provided an update for May and June that included a report on the number of enrollees in the Medicaid program. He reported on
the drop in Insure Oklahoma due to the loss of the upper income bracket in the individual plan, dual enrollees, total providers, percentage of
capacity and total primary care providers and patient centered medical homes. For more detailed information, see Item 3c in the board packet.

ITEM 4 /| STRONG START UPDATE
Dr. Sylvia Lopez, Chief Medical Director & Jackie Keyser, Project Manager

Dr. Lopez and Ms. Keyser reported on the background and history of the Strong Start program and played a video success story. For more
detailed information, see Item 5 in the board packet.

ITEM 5/ ANNOUNCEMENTS OF CONFLICTS OF INTEREST PANEL RECOMMENDATIONS FOR ALL ACTION ITEMS
Nicole Nantois, Chief of Legal Services

There were no recommendations regarding conflicts.

ITEM 6 / CONSIDERATION AND VOTE FOR THE SERVICES OF A VENDOR TO PROVIDE ASSET VERIFICATION SERVICES (AVS) IN
ACCORDANCE WITH 42 USC 1396W FOR ELIGIBILITY DETERMINATION FOR INDIVIDUALS CATEGORIZED AS AGED, BLIND OR
DISABLED.

Vickie Kersey, Director of Fiscal Planning and Procurement

MOTION: Member Nuttle moved for approval of Item 6 as presented.
The motion was seconded by Member Bryant.

FOR THE MOTION: Chairman McFall, Member Robison, Member Miller

BOARD MEMBERS ABSENT: Vice Chairman Armstrong, Member McVay

ITEM 7A-G / CONSIDERATION AND VOTE UPON THE RECOMMENDATIONS OF THE STATE PLAN AMENDMENT RATE COMMITTEE
Cindy Roberts, Chairperson of State Plan Amendment Rate Committee

MOTION: Member Bryant moved for approval of Iltems 7a-g as presented.
The motion was seconded by Member Robison.

FOR THE MOTION: Chairman McFall, Member Nuttle, Member Miller

BOARD MEMBERS ABSENT: Vice Chairman Armstrong, Member McVay

ITEM 8 / PROPOSED EXECUTIVE SESSION AS RECOMMENDED BY THE CHIEF OF LEGAL SERVICES AND AUTHORIZED BY THE
OPEN MEETINGS ACT, 25 OKLAHOMA STATUTES 8307(B) (1), (4), (7) AND (9).
Nicole Nantois, Chief of Legal Services

Chairman McFall entertained a motion to go into Executive Session at this time.

MOTION: Member Robison moved for approval to go into Executive Session. The motion was
seconded by Member Nuttle.

FOR THE MOTION: Chairman McFall, Member Bryant, Member Miller
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BOARD MEMBERS ABSENT: Vice Chairman Armstrong, Member McVay

8. Discussion Item — Proposed Executive Session as Recommended by the Director of Legal Services and Authorized by the Open
Meetings Act, 25 Oklahoma Statutes § 307(B) (1), (4), (7) and (9)

a) Discussion of Pending Litigation, Investigations and Claims:
Gragert vs. OHCA
McNutt vs. OHCA
Marshall vs. OHCA
Moorehead vs. OHCA
Peterson vs. OHCA
EEOC claim

ITEM 9 / NEW BUSINESS

There was no new business.

RECESS

RECONVENE BOARD MEETING/STRATEGIC PLANNING CONFERENCE AT 2:30PM, WEDNESDAY, AUGUST 13, 2014
10. Wednesday: Session 1 (2:30-2:45 p.m.)

Welcome / Opening Remarks

®m Ed McFall, OHCA Board Chairman
® Nico Gomez, CEO, OHCA

11. Wednesday: Session 2 (2:45-3 p.m.)

OHCA Overarching Goals & Agenda Highlights

During this session, recent revisions to the agency’s seven overarching goals were described, major categories and new themes of staff
responses to this year's OHCA Strategic Planning Survey were highlighted, and sessions to look forward to attending during this year’s
Strategic Planning Conference (SPC) were also highlighted.

Moderator:
m  Cindy Roberts, Deputy CEO, Policy, Planning & Integrity, OHCA

12. Wednesday: Session 3 (3-4:30 p.m.)
Goal #7 — Collaboration
To foster collaboration among public and private individuals and entities to build a responsive health care system for Oklahoma.

Partnering through collaboration continues to serve the OHCA well. The combined efforts of OHCA, private payers, public and behavioral
health, as well as economic and workforce partners can be coordinated around a common vision for the future. This session explored what the
shared vision is for all OHCA collaborators over the next five years and the future plans necessary to achieve that vision. Attendees observed a
live-action “SWOT” (strengths, weaknesses, opportunities, threats) exercise and heard remarks on what each collaborator feels is being done
well, needs improvement, and specific actions to move us forward.

Moderator:
® Nico Gomez, CEO, OHCA
Panelists:
m  Julie Cox-Kain, Deputy Secretary of Health, OSDH
m  Terri White, Commissioner, ODMHSAS
m Deidre Myers, Deputy Secretary, Oklahoma Department of Commerce
m Charles Grim, Senior Director of Health Services, Cherokee Nation
B Ted Haynes, President, BlueCross BlueShield of Oklahoma
B Becky Pasternik-lkard, Deputy State Medicaid Director, OHCA

13. Wednesday: Session 4 (4:30-5 p.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on collaboration. During this session participants were asked to suggest new activities and actions, as well as to help identify
key stakeholders aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency to consider in
its ongoing strategic planning for future years.

RECESS 5 p.m.
RECONVENE BOARD MEETING/STRATEGIC PLANNING CONFERENCE AT 8:30AM, THURSDAY, AUGUST 14, 2014

14. Thursday: Session 5 (8:30-8:45 a.m.)
Welcome
®m Ed McFall, OHCA Board Chairman
® Nico Gomez, CEO, OHCA




15. Thursday: Session 6 (8:45-10 a.m.)

Goal #1 — Financing and Reimbursement

To responsibly purchase cost effective health care for members by maintaining appropriate rates and to continue to strengthen health care
infrastructure.

The ways the OHCA purchases health care have been undergoing change. Establishing of programs such as the Health Access Networks and
piloting the Comprehensive Primary Care Initiative have moved the agency further down the path of pursuing value-based purchasing
arrangements. The agency continues to strive for positive results from the investments being made today. More work is needed, and new
opportunities are being identified. Panelists in this session offered comments on agency health care purchases, their return-on-investment, and
ideas to continue a cost-effective future.

Moderator:
B Carrie Evans, Chief Financial Officer
Panelists:
m Lisa Gifford, Chief of Business Enterprise Services, OHCA
m  Melody Anthony, Director of Provider and Medical Home Services, OHCA
m  Kelly Taylor, Director of Financial Services, OHCA
®m  Andrew Cohen, Principal and Founder, Pacific Health Policy Group

16. Thursday: Session 7 (10-10:15a.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on financing and reimbursement. During this session participants were asked to suggest new activities and actions, as well as
to help identify key stakeholders, aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency
to consider in its ongoing strategic planning for future years.

Break 10:15-10:45 a.m.

17. Thursday: Session 8 (10:45-11:45 a.m.)
Goal #3 — Personal Responsibility
To educate and engage members regarding personal responsibilities for their health services utilization, behaviors, and outcomes.

Every Oklahoman plays a role in the health outcomes for our state. Choosing to stop using tobacco or seeking appropriate care at a primary
care provider in lieu of the emergency room are just a few ways personal decisions can contribute to better health. Each person is responsible
for their own health behaviors. However, no one has to go it alone. The OHCA has many efforts aimed at educating and promoting healthy
lifestyles. New ways of communication like mobile messaging and online functions make information available at ones fingertips, anytime day
or night. Advisement from members themselves, and their advocates, offers valuable perspective to the agency efforts. Attendees at this
session learned more about these topics and future plans for the agency to continue promoting personal responsibility and a culture of good
health.
Moderator:

m  Ed Long, Chief Communications Officer, OHCA
Panelists:

®  Sylvia Lopez, Chief Medical Officer, OHCA
Kevin Rupe, Director of Member Services, OHCA
Wanda Felty, Co-Chairperson, OHCA Member Advisory Task Force
James Allen, Director of Partnerships for Health Improvement, OSDH

18. Thursday: Session 9 (11:45 a.m.-12 p.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on personal responsibility. During this session participants were asked to suggest new activities and actions, as well as to help
identify key stakeholders, aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency to
consider in its ongoing strategic planning for future years.

Networking Lunch (on your own) 12-1:15 p.m.

19. Thursday: Session 10 (1:15-2:45 p.m.)
Goal #4 — Satisfaction and Quality
To protect and improve member health and satisfaction, as well as ensure quality, with programs, services and care.

There are many dimensions comprising the topic of quality. In health care terms, quality can be viewed through completeness of benefit
packages, service delivery systems and processes, member and provider satisfaction, all yielding overall assessment of how well (or poorly)
health care programs operate. The OHCA views quality through a multi-dimensional lens. This session provided specific insight into quality
areas including agency survey efforts and their results; the adult health quality grant project; federal requirements of adult and child core quality
measures; and aspects of quality measurement in the agency’s Patient Centered Medical Home, Health Access Network and Population Care
Management programs.

Moderator:

®  Becky Pasternik-lkard, Deputy State Medicaid Director, OHCA
Panelists:
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m Connie Steffee, Director of Reporting and Statistics, OHCA
® Chello Rogers, AMHQ Grant Manager, OHCA
®m  Rosemary Klepper, Partnership for Healthy Central Communities Health Access Network

20. Thursday: Session 11 (2:45-3 p.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on satisfaction and quality. During this session participants were asked to suggest new activities and actions, as well as to help
identify key stakeholders, aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency to
consider in its ongoing strategic planning for future years.

Break 3-3:30 p.m.

21. Thursday: Session 12 (3:30-4:45 p.m.)
Goal #6 — Administration
To foster excellence and innovation in the administration of the OHCA

Operating an efficient and effective agency to administer the many programs and services offered to qualified Oklahomans is a daily goal of the
OHCA. Essentially operating as a state-run managed care organization, the OHCA through its core functional areas is responsible for ensuring
cost-efficient and accurate program oversight. The agency in its quest for efficiency strives to identify and utilize advanced technological
approaches that are proven as both effective and, more importantly, cost effective. Additionally, the OHCA embodies a culture of ethical
behavior, one common value being that our integrity starts when staff walks through the door. Panelists at this session provided additional
details on the topics mentioned above, as well as provided an update on future ways the OHCA will continue to demonstrate administrative
excellence.

Moderator:
m Nicole Nantois, Chief of Legal Services
Panelists:
m  Kelly Shropshire, Director of Program Integrity
m  Andrew Cohen, Founder and Corporate Director, Pacific Health Policy Group
m Lisa Gifford, Chief of Business Enterprise Services

22. Thursday: Session 13 (4:45-5 p.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on administration. During this session participants were asked to suggest new activities and actions, as well as to help identify
key stakeholders, aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency to consider in
its ongoing strategic planning for future years.

RECESS 5 p.m.
RECONVENE BOARD MEETING/STRATEGIC PLANNING CONFERENCE AT 8:30AM, FRIDAY, AUGUST 15, 2014

23. Friday: Session 14 (8:30-9:45 a.m.)
Goal #2 — Program Development
To ensure that medically necessary benefits and services are responsive to the health care needs of our members.

The agency is responsible to ensure all SoonerCare benefits and services available to members are medically appropriate and in accordance
with current evidence-based guidelines. Ongoing review and modifications to programs, as well as pursuit of enhancement projects, is
necessary as a usual course of business. The OHCA has 38 functional units, each sharing a piece of this responsibility. As projects are
identified all agency units must work together, sharing expertise and common processes, to implement the modifications. Current processes for
policy changes, legal opinions, financial estimates and others combine to allow agency expertise to inform project development. During this
session panelists discussed roles and responsibilities in the agency’s approach to projects, provided examples of ways the agency has
coordinated and tracked projects, and noted what improvements could be made.

Moderator:
m  Buffy Heater, Director of Planning & Performance, OHCA
Panelists
®m  Tywanda Cox, Director of Policy, OHCA
Sylvia Lopez, Chief Medical Officer , OHCA
Carrie Evans, Chief Financial Officer, OHCA
Nicole Nantois, Chief of Legal Services, OHCA

24, Friday: Session 15 (9:45-10 a.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on program development. During this session participants were asked to suggest new activities and actions, as well as to help
identify key stakeholders, aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency to
consider in its ongoing strategic planning for future years.

Break 10-10:30 a.m.



25. Friday: Session 16(10:30-11:45a.m.)
Goal #5 — Eligibility and Enrollment
To provide and improve health care coverage to the qualified populations of Oklahoma

The OHCA provides health care coverage to qualified Oklahomans who due to their income, age and/or disability status are entitled to
SoonerCare services. Over time enrollment into SoonerCare is a reflection of the overall economic well-being of Oklahoma. Data indicating
eligibility trends are a powerful tool when identifying areas of economic support and improvement. People seek out the program during times of
need and the agency recognizes the need to meet members where they are in terms of providing access to applications in online and mobile
applications, while generating efficiencies from call center support with the vision of chat-type functions. On the other hand, the OHCA as a
normal course of business performs validations of applicant information to ensure only those qualified for the program are allowed to
participate. The agency’s audit efforts help monitor the accuracy of eligibility information. This session shed light on both the application and
enrollment features as well as ways the OHCA maintains accuracy determining those eligible for the program.

Moderator:
m Lisa Gifford, Chief of Business Enterprise Services, OHCA
Panelists:
®  Andy Garnand, Reporting Manager, OHCA
Kevin Rupe, Director of Member Services, OHCA
Derek Lieser, Director of Eligibility and Enrollment Automation, OHCA
Ginger Clayton, Member Audit Supervisor, OHCA

26. Friday: Session 17 (11:45 a.m. -12 p.m.)

Facilitated Planning

This session provided an opportunity for all conference participants to ask questions and participate in a strategic planning exercise related to
the agency goal on eligibility and enrollment. During this session participants were asked to suggest new activities and actions, as well as to
help identify key stakeholders, aimed at accomplishing this agency goal. Staff recorded comments to formulate an action plan for the agency to
consider in its ongoing strategic planning for future years.

Wrap-up / Closing Remarks
m Ed McFall, OHCA Board Chairman
® Nico Gomez, CEO, OHCA

ITEM 27 / NEW BUSINESS

There was no new business.

ITEM 28 / ADJOURNMENT

MOTION: Member Nuttle moved for adjournment. The motion was seconded by Member
Bryant.

FOR THE MOTION: Chairman McFall

BOARD MEMBERS ABSENT: Vice Chairman Armstrong, Member Robison, Member McVay, Member Miller

Meeting adjourned at 12:05 p.m., 8/15/2014
NEXT BOARD MEETING
September 11, 2014
Oklahoma Health Care Authority
Charles Ed McFall Boardroom
4345 N. Lincoln Blvd.
OKC, OK

Lindsey Bateman
Board Secretary

Minutes Approved:

Initials:




SOONERCARE ENROLLMENT/EXPENDITURES

SoonerCare Programs
July 2014 Data for September 2014 Board Meeting

. LB 7 Enrollment July| | Total Expenditures July | Average Dollars Per
Delivery System Enrollment 2014 Member Per Month
Average SFY2014 2014 July 2014
SoonerCare Choice Patient-Centered
_ ! ! 559,363 531,147 $170,850,620
Medical Home
Lower Cost (Children/Parents; Other) 483’844 $120’487’940 $249
Higher Cost  (Aged, Biind or Disabled; TEFRA; BCC) 47,302 $50,362,681 $1,065
SoonerCare Traditional 196,936 235,759 $205,677,435
Lower Cost (Children/Parents; Other) 124,742 $45,394,330 $364
Higher Cost ~ “ ™ 0 o ney oo ® 109,985 $160,283,105 $1,457
SoonerPlan* 48,266 41,532 $579,088 $14
Insure Oklahoma 23,567 17,996 $6,331,487
Employer-Sponsored Insurance 14,795 13,197 $3,715,521 $282
Individual Plan* 8,772 4,799 $2,615,966 $545
TOTAL 828,131 826,434 $383,438,630

The enroliment totals above include all members enrolled during the report month; therefore, some members may not have expenditure data.
Custody expenditures are excluded. Non-member specific expenditures of $156,848,071 are excluded.

Effective July 2014, members with other forms of credible health insurance coverage were no longer eligible for Choice PCMH. This led to a decrease in Choice PCMH
enrollment and an increase in Traditional enroliment when comparing June and July enroliment numbers.

*In January 2014, SoonerPlan's qualifying income guidelines decreased from 185% to 133% of FPL and Insure Oklahoma IP's qualifying income guidelines decreased

from 200% to 100% of FPL.

Net Enrollee Count Change from

Previous Month Total

2,659

New Enrollees

[ 16,533 |

Dual Enrollees & Long-Term Care Members (subset of data above)

Medicare and XAV(;':;Z'Z Enrolled July
SoonerCare SFY2014 2014
Dual Enrollees 109,653 110,466
Child 192 187
Adult 109,461 110,279

Child is defined as an individual under the age of 21.

SOONERCARE CONTRACTED PROVIDER INFORMATION

Monthly
. Enrolled Jul
Provider Counts  Average 014 uly
SFY2014
Total Providers 38,330 39,726
In-State 29,277 29,162
Out-of-State 9,053 10,564

Provider Network includes providers who are contracted to
provide health care services by locations, programs, types,
and specialties. Providers are being counted multiple times
if they have multiple locations, programs, types, and

specialties.

Program % of Capacity Used
SoonerCare Choice 42%
SoonerCare Choice I/T/U 19%
Insure Oklahoma IP 1%

Members that have not been enrolled in the past 6 months.

Monthly FACILITY PER
Average EnellEd MEMBER PER
SFY2014 July 2014 MONTH
Long-Term Care
9 15,358 15185 | $4,168
Members
Child 63 57
Adult 15,295 15,090

In-State Totals
Select Provider Type Counts Monthly Enrolled Monthly | £ lied July
Average July 2014* Average 2014
SFY2014 SFY2014
Physician 8,452 8,795 13,597 14,567
Pharmacy 936 877 1,266 1,142
Mental Health Provider** 4,864 4,101 4,902 4,144
Dentist 1,069 1,056 1,206 1,197
Hospital 183 188 685 838
Optometrist 565 591 594 622
Extended Care Facility 356 351 356 352
Above counts are for specific provider types and are not all-inclusive.
Total Primary Care Providers** 5,410 5,692 7,011 7,414
Patient-Centered Medical Home 2,099 2,237 2,188 2,335
**Including Physicians, Physician Assistants and Advance Nurse Practitioners.

*ltems shaded above represent a 10% or more increase (green) or decrease (red) from the previous fiscal year's average.

**OHCA made revisions to its provider qualifications for certified behavioral health case managers and behavioral health
rehabilition specialists that went into effect July 2013. Individuals certified on or before June 2013 had until July 2014 to meetthe
new requirements. This led to a decrease in Mental Health Providers in July 2014 due to some providers not meeting the new

requirements.

9/5/2014



Oklahoma

E@A:\EJCare

Ay B0 &

o ' , & =N , : "y
uthority » "\ O
AR

OHCA QUALITY EFFORTS IN
MATERNAL & INFANT HEALTH

Sept 2014 I Shelly Patterson, MPH




Care
Authority

US nfant Mortality 2010  pisses

U.S. rate = 6.15

l.‘

B 8.00 or greater [ 5.00-5.99
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SoonerCare & Pregnancy Authority

20 I 2 Oklahoma Births Compared to SoonerCare Deliveries
for

Calendar Year
o 51,859 Total R
o K B i rth s @ Oklahoma Births

50,000

o 32,517
Deliveries o
Covered by
SoonerCare

20,000 A

10,000 -

2004 2005 2006 2007 2008 2009* 2010* 2011*

Oklahoma Births figures are from OSHD and SconerCare Deliveries figures are from OHCA

#2009, 2010, and 2011 Oklahoma Births data are preliminary figures. 4/2/2012
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Improving Birth Outcomes "™
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National Focus

o HRSA Collaborative Improvement & Innovation
Network to Reduce Infant Mortality (COIIN)

0 CMS Initiatives

o Expert Panel on Improving Infant Health
Outcomes in Medicaid/CHIP

o Strong Start for Mothers and Newborns
o Text for Baby Partnership
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_ ImBroving Birth Outcomes

State Focus

o OHCA-OSDH Perinatal Advisory Taskforce
(2005-2014)

o Oklahoma Perinatal Quality Collaborative
(Initiated Spring 2014)

o OSDH Preparing for a Lifetime Preparing

fora
¢ Lifetime

s Everyone’s Responsibility
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OHCA C-section Reduction
Strong Start

OHCA Fetal/Infant Mortality Reduction
Interconception Care for Adolescent Mothers
SoonerQuit

Baby Friendly Hospitals

Text for Baby

LARC Payment Outside of DRG
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Reduction Quality Initiative "™
]

Reduce rate of C-section with no medical
indication among SoonerCare members

o Established January 201 |

\

o Rate reports to providers and hospitals . Q
o Medical review Y \ ")
o Reduced payment for deliveries with no -\ |

medical indication B
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OHCA C-=section Reduction %witv

Cesarean Section Rates Among
SoonerCare Providers

SoonerCare SFY SFY SFY SFY
Rates 2009 2011 2012 2013

Total

C-Section Rate 32.16% 33.1% 30.9% 31.3%
Primary

C-Section Rate 20.3% 19.5%  16.6% 16.9%
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CMS grant

o Group prenatal care
o0 Reduce rate of preterm birth

o Improve health outcomes for pregnant
women and newborns

o0 Decrease associated costs during
pregnancy and first year of life of
newborn
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Reduction Initiative (FIMR) """

Ten counties with highest infant mortality
rates

o Care Management

= For mother during pregnancy and
postpartum

= For newborn’s first year

Fetal & Infant Mortality  oisw
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Interconception Care (ICC) v
S

7 Mothers |18 years and less in FIMR
counties

o0 Health needs related to adolescent
pregnancy

o Promote postpartum care

o0 Promote preventive care for mother
for one year following birth
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soonerquit Authority

OHCA Tobacco Cessation
Initiatives

7 OKTobacco Helpline Agreement
0 SoonerQuit for Women Media

o Internal Linkages & Process
Improvement

0 SoonerQuit Prenatal/Provider
Engagement




* Pre -29%

SoonerQuit Prenatal @ -«
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Practice Facilitation
Self-Help * Pre - 67%
Outcomes

Facilitation . * Pre - 79%
erapy

(e * Post - 89%

* Pre - 29%
e Post - 79%

Assist-

Source- PHPG, SoonerQuit Prenatal Tobacco Heln
Cessation Evaluation Report, March 2013 Re(:'ei:':'ralias « Post 58%
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SoonerCare Members Oklahoma

Care
& OK Tobacco Helpline Use Authority
-

Number of Helpline callers with SoonerCare,
by month, FY2009-2013 (n=23,430)
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600 -
500+
400+
300+

32%0

100 ~

Number of Helpline callers with Medicaid

0_
JUL2008 JUL2009 JUL2010 JUL2011 JUL2012 JUL2013

Source- Oklahoma Tobacco Research Center, December 2013
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in Okiahoma Authority

o Collaboration with OK State
Department of Health to increase
breastfeeding initiation and duration

o Increase the number of “Baby-
Friendly” hospitals in Oklahoma

o Ten hospitals annually to implement
American Academy of Pediatrics
endorsed Ten Steps to Successful
Breastfeeding to achieve Baby-Friendly
designation

Becoming Baby Friendly o




Oklahoma
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Authority

Text4baby

o Collaboration with National
Healthy Mothers Healthy Babies
Coalition

o Free mobile health information ' i\

service for pregnant women and new
parents

o Text Baby or Bebe to 511411

7 Receive 3 messages per week timed
to due date or baby’s It birthday

text4baby-



QOklahoma
Care

Text4baby Althority

N
Three year pilot awarded by CMS

o Implement a customized version of
Text4Baby

o Increase enrollment of pregnant SoonerCare
members in Text4baby (20-25% of pregnant
SC members)

o Integration into related programs
o0 Media promotion, partner events
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Questions? Authority
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Shelly Patterson, MPH

Director, Health Promotion & Community Relations
Oklahoma Health Care Authority

4345 N. Lincoin Blvd.

Oklahoma City, OK 73105

405-522-7332

Shelly.Patterson@okhca.org
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Submitted to the C.E.O. and Board on September 11, 2014

AUTHORITY FOR EXPENDITURE OF PROGRAM FUNDS
Health Homes

BACKGROUND

OHCA is issuing this Request for Proposal (RFP) on behalf of the Department of Mental Health
and Substance Abuse Services to identify and select behavioral health providers to deliver Health
services statewide for adults with serious mental illness and children with serious emotional
disturbance.

SCOPE OF WORK
e Provide Health Home services for adults and children, or Contractor may provide
services for adults or children in an entire service area, or a specific county/ies;
e Health Home core services ensure that behavioral health and physical health services are
delivered in a coordinated and comprehensive manner. The core services are:
Comprehensive Care Management;
Care Coordination;
Health Promotion;
Comprehensive Transitional Care Services;
Individual and Family Support Services; and
Referral to Community and Social Support Services.

S~ wd P

CONTRACT PERIOD
Date of Award through June 30, 2015 with annual options to renew through June 30, 2019

CONTRACT AMOUNT AND PROCUREMENT METHOD
e Will be awarded through competitive bidding conducted by OHCA

e States receive 90% enhanced Federal Medicaid Assistance Percentage (FMAP) for the
specific health home services they provide. The 90% enhanced FMAP is good for the first
eight quarters the program is effective. Due to the enhanced FMAP and conversion of
currently reimbursable services (i.e. case management, medication training and support, etc.)
ODMHSAS estimates the state budget impact for the first 8 quarters to be a savings to
ODMHSAS of ($1.9) million for Year 1 and ($1.5) million for year 2. The budget impact is
neutral to Oklahoma Health Care Authority.

RECOMMENDATION
e Board approval to procure the services discussed above.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 50. HOME AND COMMUNITY BASED SERVICES WAIVERS
SUBCHAPTER 1. MEDICALLY FRAGILE WAIVER SERVICES

317:50-1-14. Description of services
Services included in the Medically Fragile Waiver Program are
as follows:
(1) Case Management.
(A) Case Management services are services that assist a
member in gaining access to medical, social, educational
or other services, regardless of payment source of
services, that may benefit the member 1In maintaining
health and safety. Case managers initiate and oversee
necessary assessments and reassessments to establish or
reestablish Waiver program eligibility. Case managers
develop the member®s comprehensive plan of care, listing
only services which are necessary to prevent
institutionalization of the member, as determined through
assessments. Case managers initiate the addition of
necessary services or deletion of unnecessary services, as
dictated by the member®s condition and available support.
Case managers monitor the member®s condition to ensure
delivery and appropriateness of services and initiate plan

of care reviews. |If a member requires hospital or skilled
nursing Tacility services, the case manager assists the
member in accessing institutional care and, as

appropriate, periodically monitors the member®"s progress
during the institutional stay and helps the member
transition from iInstitution to home by wupdating the
service plan and preparing services to start on the date
the member 1s discharged from the institution. Case
Managers must meet Medically Fragile Waiver Program
minimum requirements for qualification and training prior
to providing services to members. Prior to providing
services to members choosing to Self-Direct their
services, Case Managers are required to receive training
and demonstrate knowledge regarding the Self-Directed
Service delivery model.
(B) Providers may only claim time for billable Case
Management activities described as follows:
(i) A billable case management activity is any task or
function defined under OAC 317:50-1-15(1)(A)that only a
Medically Fragile case manager because of skill,
training or authority, can perform on behalf of a
member ;
(i1) Ancillary activities such as clerical tasks like
mailing, copying, Ffiling, faxing, drive time or



supervisory/administrative activities are not billable
case management activities, although the administrative
cost of these activities and other normal and customary
business overhead costs have been 1included in the
reimbursement rate for billable activities.
(C) 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: Case Management services are billed
using a Standard rate for reimbursement for billable
service activities provided to a member who resides iIn
a county with population density greater than 25
persons per square mile.
(i1) Very Rural/Difficult Service Area Rate: Case
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 population density equal to or less than 25
persons per square mile. An exception would be
services to members that reside in OHCA identified zip
codes in Osage County adjacent to metropolitan areas of
Tulsa and Washington Counties. Services to these
members are prior authorized and billed using the
Standard rate.
(i11) The [latest United States Census, Oklahoma
Counties population data is the source for
determination of whether a member resides in 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.
(D) Providers of Home and Community Based Services (HCBS)
for the member, or those who have an interest iIn 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 and/or develop person-centered service plans in
a geographic area also provides HCBS.
(2) Institutional Transition Services.
(A) Institutional Transition Case Management Services are
Services required by the member®s plan of care, which are
necessary to ensure the health, welfare and safety of the
member, or to enable the member to function with greater
independence in the home, and without which, the member
would continue to require institutionalization.




(B) Waiver Transition Case Management services assist
institutionalized members that are eligible to receive
waiver services 1In gaining access to needed wailver and
other State plan services, as well as needed medical,
social, educational and other services to assist the
transition, regardless of the funding source fTor the
services which access 1s gained.

(C) Transition Case Management services may be authorized
for periodic monitoring of a walver member®s progress
during an institutional stay, and for assisting the member
transition from institution to home by updating the
services plan, including preparing for necessary services
and supports to be in place or to start on the date the
member is discharged from the institution.

(3) Respite.

(A) Respite services are provided to members who are
unable to care for themselves. They are provided on a
short-term basis because of the absence or need for relief
of the primary caregiver. Payment for respite care does
not include room and board costs unless more than seven
hours are provided in a nursing TfTacility. Respite care
will only be utilized when other sources of care and
support have been exhausted. Respite care will only be
listed on the plan of care when It IS necessary to prevent
institutionalization of the member. Units of services are
limited to the number of units approved on the plan of

care.
(B) In-Home Respite services are billed per 15-minute unit
service. Within any one-day period, a minimum of eight

units must be provided with a maximum of 28 units
provided. The service is provided in the member®s home.
(C) Facility-Based Extended Respite i1s fTiled for a per
diem rate, if provided in Nursing Facility. Extended
Respite must be at least eight hours in duration.
(D) In-Home Extended Respite i1s fTiled for a per diem rate.
A minimum of eight hours must be provided in the member-®s
home .

(4) Environmental Modifications.
(A) Environmental Modifications are physical adaptations
to the home, required by the member"s plan of care, which
are necessary to ensure the health, welfare and safety of
the individual, or which enable the individual to function
with greater iIndependence i1n the home and without which,
the member would require institutionalization.
Adaptations or improvements to the home which are 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 in the plan of
care, which enable members to iIncrease their abilities to
perform activities of daily living, or to perceive,
control, or communicate with the environment in which they
live. Also included are items necessary for life support,
ancillary supplies and equipment necessary to the proper
functioning of such 1i1tems, and durable and non-durable
medical equipment not available under the Medicaid state
plan. This service excludes any equipment and/or supply
items which are not of direct medical or remedial benefit
to the Waiver member. This service 1Is necessary to
prevent institutionalization.
(B) Specialized Medical Equipment and Supplies are billed
using the appropriate HCPC procedure code. Reoccurring
supplies which are shipped to the member are compensable
only when the member remains eligible for Waiver services,
continues to reside in the home and Is not
institutionalized In a hospital, skilled nursing facility
or nursing home. It is the provider®s responsibility to
verify the member®s status prior to shipping these items.
Payment for medical supplies is limited to the Medicare
rate, or the SoonerCare rate, or actual acquisition cost
plus 30 percent.

(6) Advanced Supportive/Restorative Assistance.
(A) Advanced Supportive/Restorative Assistance services
are maintenance services to assist a member who has a

chronic, yet stable, condition. These services assist
with activities of daily living which require devices and
procedures related to altered body functions. This

service i1s for maintenance only and is not utilized as a
treatment service.

(B) Advanced Supportive/Restorative Assistance service 1S
billed per 15-minute unit of service. The number of units
of this service a member may receive i1s limited to the
number of units approved on the plan of care.

(7) Nursing.

(A) Nursing services are services listed in the plan of
care which are within the scope of the Oklahoma Nursing
Practice Act and are provided by a registered professional
nurse, or licensed practical or vocational nurse under the
supervision of a registered nurse, licensed to practice 1iIn
the State. Nursing services 1includes skilled nursing
and/or private duty nursing. Skilled nursing is provided
on an intermittent or part-time basis. Private duty



nursing 1s individual and continuous care provided to a
participant at home by licensed nurses. The provision of
the nursing service will work to prevent or postpone the
institutionalization of the member.
(B) Nursing services are services of a maintenance or
preventive nature provided to members with stable, chronic
conditions. These services are not intended to treat an
acute health condition and may not include services which
would be reimbursable under erther Medicaid or Medicare®s
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 that they meet the member"s needs as
specified 1n the plan of care. A skilled nursing
assessment/evaluation on-site visit is made to each member
for whom  Advanced Supportive/Restorative Assistance
services are authorized to evaluate the condition of the
member and medical appropriateness of services. An
assessment/evaluation visit report will be made to the
Medically Fragile Waiver case manager 1In accordance with
review schedule determined in consultation between the
Case Manager and the Skilled Nurse, to report the member-®s
condition or other significant information concerning each
advanced supportive/restorative care member.
(1) The case manager may recommend authorization of
Skilled Nursing services as part of the
interdisciplinary team planning for the member-"s
service plan and/or assessment/evaluation of:
(1) the member®s general health, functional ability
and needs and/or
(11) the adequacy of personal care and/or advanced
supportive/restorative assistance services to meet
the member®s needs including providing on-the-job
training and competency testing for personal care or
advanced supportive/restorative care aldes in
accordance with rules and regulations for delegation
of nursing tasks as established by the Oklahoma
Board of Nursing.
(i1) In addition to assessment/evaluation, the case
manager may recommend authorization of Skilled Nursing
services for the following:
(1) preparing a one-week supply of insulin syringes
for a blind diabetic, who can safely self-inject the
medication but cannot TfTill his/her own syringe.
This service would include monitoring the member-®s
continued ability to self-administer the insulin;



(11) preparing oral medications iIn 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) monitoring a member®s skin condition when a
member 1s 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) providing nail care for the diabetic member or
member with circulatory or neurological compromise;
(V) providing consultation and education to the
member, member®s family and/or other informal
caregivers identified iIn the service plan, regarding
the nature of the member®s chronic condition.
Provide skills training (including return skills
demonstration to establish competency) to the
member, Tfamily and/or other informal caregivers as
specified i1In the service plan for preventive and
rehabilitative care procedures.
(C) Nursing service can be billed for service plan
development and/or assessment/evaluation services 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 iIs used to bill for
assessment/evaluation/service plan development skilled
nursing services and other procedure codes are used to
bill for all other authorized nursing services. A maximum
of eight units per day of skilled nursing for
assessment/evaluation and/or service plan development are
allowed. An agreement by a provider to perform a nurse
evaluation 1s also an agreement, to provide the nurse
assessment i1dentified in the Medicaid 1in-home care
services for which the provider 1is certified and
contracted. Reimbursement for a nurse evaluation iIs denied
ifT 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) Home Delivered Meals.
(A) Home Delivered Meals provide one meal per day. A home
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 Recommended
Daily Allowance as established by the Food and Nutrition



Board of the National Academy of Sciences. Meals are only
provided to members who are unable to prepare meals and
lack an informal provider to do meal preparation.
(B) Home Delivered Meals are billed per meal, with one
meal equaling one unit of service. The Tlimit of the
number of units a member is allowed to receive i1s limited
on the member"s plan of care. The provider must obtain a
signature from the member or the member®s representative
at the time the meals are delivered. In the event that
the member 1is temporarily unavailable (i.e., doctor"s
appointment, etc.) and the meal is left, the provider must
document the reason a sighature is not obtained. The
signature logs must be available for review.

(9) Occupational Therapy services.
(A) Occupational Therapy services are those 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 i1Impairments. Services are
provided in the member®s home and are intended to help the
member achieve greater 1iIndependence to reside and
participate in the community. Treatment 1involves the
therapeutic use of self-care, work and play activities and
may include modification of the tasks or environment to
enable the member to achieve maximum independence, prevent
further disability, and maintain health. Under a
physician®s order, a Jlicensed 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 limits of their practice,
working under the supervision of the licensed occupational
therapist. The regimen includes education and training
for informal caregivers to assist with and/or maintain
services, where appropriate. The therapist will ensure
monitoring and documentation of the member*~s
rehabilitative progress and will report to the member-®s
case manager and physician to coordinate necessary
addition and/or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
(B) Occupational Therapy services are billed per 15-minute
unit of service. Payment 1is not allowed solely for
written reports or record documentation.

(10) Physical Therapy services.
(A) Physical Therapy services are those services that
prevent 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 use of physical therapeutic means such
as massage, manipulation, therapeutic exercise, cold 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. The regimen utilizes paraprofessional physical
therapy assistant services, within the limits of their
practice, working under the supervision of the Ilicensed
physical therapist. The regimen includes education and
training fTor informal caregivers to assist with and/or
maintain services, where appropriate. The therapist will
ensure monitoring and documentation of the member-"s
rehabilitative progress and will report to the member-s
case manager and physician to coordinate necessary
addition and/or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
(B) Physical Therapy services are billed per 15-minute
units of service. Payment 1i1s not allowed solely for
written reports or record documentation.
(11) Speech and Language Therapy services.

(A) Speech/Language Therapy services are those that
prevent speech and Qlanguage communication 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 1iIndependence to reside and

participate in the community. Services 1involve use of
therapeutic means  such as evaluation, specialized
treatment, and/or development and oversight of a
therapeutic maintenance program. Under a physician®s

order, a licensed Speech/Language Pathologist evaluates
the member®s rehabilitation potential and develops an
appropriate, written therapeutic regimen. The regimen
utilizes paraprofessional therapy assistant services
within the limits of their practice, working under the
supervision of the licensed Speech/Language Pathologist.
The regimen iIncludes education and training for informal
caregivers to assist with and/or maintain services, where
appropriate. The Pathologist will ensure monitoring and
documentation of the member"s rehabilitative progress and
will report to the member®s case manager and physician to
coordinate necessary addition and/or deletion of services,
based on the member®s condition and ongoing rehabilitation



potential.
(B) Speech/Language Therapy services are billed per 15-
minute unit of service. Payment is not allowed solely for
written reports or record documentation.

(12) Respiratory Therapy Services.
(A) Respiratory therapy services are provided for a member
who, but for the availability of in-home respiratory
services, would require respiratory care as an Iinpatient
in a hospital or nursing facility. Services are provided
in the member®s home under the care of a physician who is
familiar with the technical and medical components of home
ventilator support and the physician must determine
medically that 1in-home respiratory care 1is safe and
feasible for the member. Treatment 1involves use of
therapeutic means such as: evaluation, respiratory
treatments, chest physiotherapy, and/or development and
oversight of a therapeutic maintenance program. Under a
physician®"s order, a registered respiratory therapist
evaluates the member and develops an appropriate, written
therapeutic regimen. The regimen iIncludes education and
training fTor informal caregivers to assist with and/or
maintain services, where appropriate. The therapist will
ensure monitoring and documentation of the member-®s
progress and will report to the member®s case manager and
physician to coordinate necessary addition and/or deletion
of services, based on the member®s condition and ongoing
rehabilitation potential.
(B) Respiratory Therapy services are billed per 15-minute
unit of service. Payment 1i1s not allowed solely for
written reports or record documentation.

(13) Hospice Services.
(A) Hospice is palliative and/or comfort care provided to
the member and his/her family when a physician certifies
that the member has a terminal i1llness and has six months
or less to live and orders hospice Care. Medically Fragile
Waiver Hospice Care is authorized for a six month period
and requires a physician certification of a terminal
illness and orders of hospice care. IT 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 thirty days prior to the iInitial hospice
authorization end date and re-certify that the member has
a terminal i1llness and has six months or less to live and
orders additional hospice care. After the initial
authorization period, additional periods of hospice may be
authorized for a maximum of 60 day increments with
physician certification that the member has a terminal



illness and has six months or less to live. A member®s
service plan that includes hospice care must comply with
waiver requirements to be within total 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 which are
experienced during the final stages of illness and during
dying and bereavement. The member signs a statement
choosing hospice care instead of routine medical care that
has the objective to treat and cure the member"s illness.
Once the member has elected hospice care, the hospice
medical team assumes vresponsibility for the member-"s
medical care for the terminal 1illness in the home
environment. Hospice care services include nursing care,
physician services, medical equipment and supplies, drugs
for symptom control and pain relief, home health aide and
personal care services, physical, occupational and/or
speech therapy, medical social services, dietary
counseling and grief and bereavement counseling to the
member and/or family. A Hospice plan of care must be
developed by the hospice team 1in conjunction with the
member®s case manager before hospice services are
provided. The hospice services must be related to the
palliation or management of the member®s terminal i1llness,
symptom control, or to enable the individual to maintain
activities of daily living and basic functional skills.
Hospice may be provided to the member 1iUn a Nursing
Facility (NF) only when the member is placed in the NF for
Medically Fragile Facility Based Extended Respite.
Hospice provided as part of Facility Based Extended
Respite may not be reimbursed for more than Tfive days
during any 30 day period. A member that is eligible for
Medicare Hospice provided as a Medicare Part A benefit, is
not eligible to receive Medically Fragile Hospice
services.
(C) Hospice services are billed per diem of service for
days covered by a Hospice plan of care and during which
the hospice provider is responsible for providing hospice
services as needed by the member or member®s family.

(14) Medically Fragile Waiver Personal Care.
(A) Medically Fragile Personal Care 1is assistance to a
member 1n carrying out activities of daily living such as
bathing, grooming and toileting, or in carrying out
instrumental activities of daily living, such as preparing
meals and doing Blaundry, to assure personal health and
safety of the individual or to prevent or minimize

10



physical health regression or deterioration. Personal
Care services do not include service provision of a
technical nature, i.e. tracheal suctioning, bladder
catheterization, colostomy irrigation, and
operation/maintenance of equipment of a technical nature.
(B) Medically Fragile Home Care Agency Skilled Nursing
staff working iIn coordination with a Case Manager are
responsible for development and monitoring of the member-®s
Personal Care plan.
(C) Medically Fragile 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
approved plan of care.
(15) Personal Emergency Response System.

(A) Personal Emergency Response System (PERS) 1i1s an
electronic device which enables certain individuals at
high risk of institutionalization to secure help iIn an
emergency. The individual may also wear a portable "help”
button to allow for mobility. The system is connected to
the person®s phone and programmed to signal, In accordance
with member preference, a friend, a relative or a response
center once a "help” button is activated. The response
center 1s staffed by trained professionals. For an
Medically Fragile Program member to be eligible to receive
PERS service, the member must meet all of the following
service criteria:

(i) a recent history of falls as a result of an

existing medical condition that prevents the individual

from getting up from a fall unassisted;

(i1) lives alone and has no regular caregiver, paid or

unpaid, and therefore is left alone for long periods of

time;

(i11) demonstrates capability to comprehend the purpose

of and activate the PERS;

(iv) has a health and safety plan detailing the

interventions beyond the PERS to assure the member-®s

health and safety iIn his/her home;

(v) 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) the service avoids premature or unnecessary

institutionalization of the member.
(B) PERS services are billed using the appropriate HCPC
procedure code for installation, monthly service or
purchase of PERS. All services are prior authorized 1in
accordance with the Medically Fragile approved plan of
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care.
(16) Prescription drugs. Members are eligible for a maximum
of six prescriptions per month with a limit of three brand
name prescriptions. Seven additional generic prescriptions
per month are allowed if medically necessary. Medically
necessary prescriptions beyond the three brand name or
thirteen total prescriptions will be covered with prior
authorization. More information on prescription drugs is
provided at 317:30-5-72.
(17) Self-Direction.
(A) Self-Direction is a method of service delivery that
allows waiver members to determine supports and services
they need to live successfully in a home or community
based setting. A member choosing Self-Direction is the
employer of record for his/her Personal Care and Advanced
Supportive/Restorative Care service providers and must
have an approved plan of care prior to initiation of any
Self-Directed activities.
(B) The OHCA uses the following criteria to determine a
member®s service eligibility to participate iIn the Self-
Directed Services program:
(i) residence iIn the Self-Directed services approved
area;
(i1) member®s health and safety with Self-Directed
services can reasonably be assured based on a review of
service history records and a review of member capacity
and readiness to assume employer responsibilities under
Self-Direction with any one of the following findings
as basis to deny a request for Self-Direction due to
inability to assure member health and safety;
(1) the member does not have the ability to make
decisions about his/her care or service planning and
the member"s ‘'authorized representative” is not
willing to assume Self-Directed services
responsibilities, or
(11) the member is not willing to assume
responsibility, or to enlist an "authorized
representative’” to assume responsibility, in one or
more areas of Self-Direction such as 1iIn service
planning, or in assuming the role of employer of the
Personal Services Assistant (PSA) or Advanced
Personal Services Assistant (APSA) service provider,
or iIn monitoring and managing health or 1In
preparation for emergency backup, or
(111) the member has a recent history of self-
neglect or self-abuse as evidenced by Adult
Protective Services intervention within the past 12
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months and does not have an "authorized
representative” with capacity to assist with Self-
Direction responsibilities;
(C) The member voluntarily makes an iInformed choice to
Self-Direct services. As part of the informed choice,
decision making process for Self-Direction, the OHCA staff
or the Case Manager provides consultation and assistance
as the member completes a self-assessment of preparedness
to assume the role of employer for their Personal Services
Assistant. The orientation and enrollment process will
provide the member with a basic understanding of what will
be expected of them under Self-Direction, the supports
available to assist them to successfully perform employer
responsibilities and an overview of the potential risks
involved.
(D) The OHCA uses the following criteria to determine that
based upon documentation, a person is no longer allowed to
participate in the Self-Directed Services option:
(i) the member does not have the ability to make
decisions about his/her care or service planning and
the member®s "authorized representative™ is not willing
to assume Self-Direction responsibilities; or
(in) the member Is not willing to assume
responsibility, or to enlist an "authorized
representative’” to assume responsibility, in one or
more areas of Self-Direction such as 1In service
planning, or in assuming the role of employer of the
PSA or APSA service providers, or in monitoring and
managing health or in preparation for emergency backup;
or
(i11) the member has a recent history of self-neglect
or self-abuse as evidenced by Adult Protective Services
intervention and does not have an ‘authorized
representative’” with capacity to assist with Self-
Direction responsibilities; or
(iv) the member abuses or exploits their employee; or
(v) the member fTalsifies time-sheets or other work
records; or
(vi) the member, even with Case Manager and Financial
Management Services assistance, 1s unable to operate
successfully within their Individual Budget Allocation;
or
(vin) inferior quality of services provided by
member/employer®s employee, or the inability of the
member/employer®s employee to provide the number of
service units the member requires, jeopardizes the
member~s health and/or safety.
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(E) The member may designate a family member or friend as
an "authorized representative” to assist iIn the service
planning process and in executing member employer
responsibilities. IT the member chooses to designate an
"authorized representative'™, the designation and agreement
identifying the "willing adult"™ to assume this role and
responsibility Is documented with dated signatures of the
member, the designee and the member"s Case Manager or the
OHCA 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 "authorized representative™.
(i1) An individual hired to provide Personal Services
Assistance to a member may not be designated the
"authorized representative™ for the member.
(F) Self-Directed Services are delivered as authorized on
the service plan and are limited to Personal Care, Respite
and Advanced Supportive/Restorative Care. The member
employs the Respite or Personal Services Assistant (PSA)
and/or the Advanced Personal Services Assistant (APSA) and
iIs responsible, with assistance from the Administrative
Financial Management Services (FMS), for ensuring that the
employment complies with State and Federal Labor Law
requirements. The member:
(1) recruits, hires and, as necessary, discharges the
PSA and APSA;
(i1) provides instruction and training to the PSA or
APSA on tasks to be done and works with the Case
Manager to obtain skilled nursing services assistance
with training when necessary. Prior to performing an
Advanced Personal Services Assistance task for the
first time, the APSA must demonstrate competency in the
tasks i1n an on-the-job training session conducted by
the member and the member must document the attendant®s

competency iIn performing each task 1iIn the APSA s
personnel file;
(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.
(G) Financial Management Services are program
administrative services provided to participating Self-
Directed Service employer/members by agencies contracted
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with the OHCA. Financial Management Services are employer
related assistance that provides Internal Revenue Service
(IRS)  fiscal reporting agent and other financial
management tasks and functions iIncluding, but not limited
to:
(1) employer payroll, 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 and in accordance with the
member®s Individual Budget Allocation;
(i11) responsibility for obtaining criminal and abuse
registry background checks, on behalf of the member, on
prospective hires for PSAs or APSAs;
(iv) providing to the member, as needed, assistance
with employer related cognitive tasks, decision-making
and specialized skills that may include assistance with
Individual Budget Allocation planning and support for
making decisions including training and providing
reference material and consultation regarding employee
management tasks such as recruiting, hiring, training
and supervising the member"s Respite or Personal
Services Assistant or Advanced Personal Services
Assistant; and
(H) The service of Respite or Personal Services Assistance
is 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 Service Plan.
(1) The service of Advanced Personal Services Assistance
is billed per 15-minute unit of service. The number of
units of APSA a member may receive 1s limited to the
number of units approved on the Service Plan.
(J) Self-Directed Services rates are determined using the
Individual Budget Allocation (IBA) Expenditure Accounts
Determination process for each member. The 1BA
Expenditure  Accounts Determination process includes
consideration and decisions about the following:
(i) The Individual Budget Allocation (IBA) Expenditure
Accounts Determination constrains total SoonerCare
reimbursement for Self-Directed services to be less
than expenditures for equivalent services using agency
providers.
(i1) The PSA and APSA service unit rates are calculated
by the OHCA during the Self-Directed service
eligibility determination process. The OHCA sets the
PSA and APSA unit rates at a level that is not less
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than 80 percent and not more than 95 percent of the
comparable Agency Personal Care (for PSA) or Advanced
Supportive/Restorative (for APSA) service rate. The
allocation of portions of the PSA and/or APSA rate to
cover salary, mandatory taxes, and optional benefits
(including Worker*®s Compensation insurance, it
available) 1s determined individually for each member
using the Self-Directed Services Individualized Budget
Allocation Expenditure Accounts Determination Process.
(i11) The IBA Expenditure Accounts Determination
process defines the [level of program financial
resources required to meet the member"s need for Self-
Directed services. IT the member®s need for services
changes due to a change iIn health/disability status
and/or a change in the level of support available from
other sources, the Case Manager, based upon an updated
assessment, amends the service plan to iIncrease Self-
Directed service units appropriate to meet additional
member need. The OHCA, upon favorable review,
authorizes the amended plan and updates the member-®s
IBA. Service amendments based on changes 1In member
need for services do not change an existing PSA or APSA
rate. The member, with assistance from the FMS,
reviews and revises the |[IBA Expenditure Accounts
calculation annually or more often to the extent
appropriate and necessary.
(18) Self-Directed Goods and Services (SD-GS).

(A) Self-Directed Goods and Services (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

in the member®"s plan of care.

(B) These goods and services are purchased from the self-

directed budget.

SUBCHAPTER 3. My Life, My Choice

317:50-3-14. Description of services
Services included in the My Life, My Choice Waiver Program
are as fTollows:
(1) Case Management.
(A) Case Management services are services that assist a
member in gaining access to medical, social, educational
or other services, regardless of payment source of
services, that may benefit the member iIn maintaining
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health and safety. Case managers initiate and oversee
necessary assessments and reassessments to establish or
reestablish Waiver program eligibility. Case managers
develop the member®s comprehensive plan of care, listing
only services which are necessary to prevent
institutionalization of the member, as determined through
assessments. Case managers initiate the addition of
necessary services or deletion of unnecessary services, as
dictated by the member®s condition and available support.
Case managers monitor the member®s condition to ensure
delivery and appropriateness of services and initiate plan
of care reviews. |If a member requires hospital or nursing
facility services, the case manager assists the member 1in
accessing institutional care and, as appropriate,
periodically monitors the member®s progress during the
institutional stay and helps the member transition from
institution to home by updating the service plan and
preparing services to start on the date the member is
discharged from the institution. Case Managers must meet
My Life, My Choice Waiver Program minimum requirements for
qualification and training prior to providing services to
members. Prior to providing services to members choosing
to Self-Direct their services, Case Managers are required
to receive training and demonstrate knowledge regarding
the Self-Directed Service delivery model.
(B) Providers may only claim time for billable Case
Management activities described as follows:
(i) A billable case management activity is any task or
function defined under OAC 317:50-3-14(1)(A) that only
a My Life, My Choice case manager because of skill,
training or authority, can perform on behalf of a
member ;
(i1) Ancillary activities such as clerical tasks like
mailing, copying, Ffiling, Tfaxing, drive time or
supervisory/administrative activities are not billable
case management activities, although the administrative
cost of these activities and other normal and customary
business overhead costs have been 1included 1iIn the
reimbursement rate for billable activities.
(C) Case Management services are prior authorized and
billed per 15-minute unit of service using the rate
associated with the Ilocation of residence of the member
served.
(i) Standard Rate: Case Management services are billed
using a Standard rate for reimbursement for billable
service activities provided to a member who resides iIn
a county with population density greater than 25
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persons per square mile.
(i1) Very Rural/Difficult Service Area Rate: Case
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 population density equal to or less than 25
persons per square mile. An exception would be
services to members that reside in OHCA identified zip
codes in Osage County adjacent to 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.
(D) Providers of Home and Community Based Services (HCBS)
for the member, or those who have an interest iIn 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 and/or develop person-centered service plans in
a geographic area also provides HCBS.
(2) Institutional Transition Services.
(A) Institutional Transition Case Management Services are
Services required by the member®s plan of care, which are
necessary to ensure the health, welfare and safety of the
member, or to enable the member to function with greater
independence in the home, and without which, the member
would continue to require institutionalization.
(B) Wairver Transition Case Management services assist
institutionalized members that are eligible to receive
waiver services 1In gaining access to needed wailver and
other State plan services, as well as needed medical,
social, educational and other services to assist the
transition, regardless of the funding source fTor the
services which access is gained.
(C) Transition Case Management services may be authorized
for periodic monitoring of a walver member"s progress
during an institutional stay, and for assisting the member
transition from iInstitution to home by updating the
services plan, including preparing for necessary services
and supports to be in place or to start on the date the
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member is discharged from the institution.
(3) Respite.

(A) Respite services are provided to members who are
unable to care for themselves. They are provided on a
short-term basis because of the absence or need for relief
of the primary caregiver. Payment for respite care does
not include room and board costs unless more than seven
hours are provided iIn a nursing Tacility. Respite care
will only be utilized when other sources of care and
support have been exhausted. Respite care will only be
listed on the plan of care when it IS necessary to prevent
institutionalization of the member. Units of services are
limited to the number of units approved on the plan of

care.
(B) In-Home Respite services are billed per 15-minute unit
service. Within any one-day period, a minimum of eight

units must be provided with a maximum of 28 units
provided. The service is provided in the member®s home.
(C) Facility-Based Extended Respite is TfTiled for a per
diem rate, 1f provided iIn Nursing Facility. Extended
Respite must be at least eight hours in duration.
(D) In-Home Extended Respite is fTiled for a per diem rate.
A minimum of eight hours must be provided in the member-®s
home.

(4) Environmental Modifications.
(A) Environmental Modifications are physical adaptations
to the home, required by the member®s plan of care, which
are necessary to ensure the health, welfare and safety of
the i1ndividual, or which enable the individual to function
with greater iIndependence in the home and without which,
the member would require institutionalization.
Adaptations or improvements to the home which are 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 in the plan of
care, which enable members to iIncrease their abilities to
perform activities of daily living, or to perceive,
control, or communicate with the environment in which they
live. Also included are items necessary for life support,
ancillary supplies and equipment necessary to the proper
functioning of such 1items, and durable and non-durable
medical equipment not available under the Medicaid state
plan. This service excludes any equipment and/or supply
items which are not of direct medical or remedial benefit
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to the Waiver member. This service 1S necessary to
prevent institutionalization.

(B) Specialized Medical Equipment and Supplies are billed
using the appropriate HCPC procedure code. Reoccurring
supplies which are shipped to the member are compensable
only when the member remains eligible for Waiver services,
continues to reside in the home and IS not
institutionalized In a hospital or nursing home. It is
the provider®s responsibility to verify the member®s
status prior to shipping these items. Payment for medical
supplies 1is limited to the Medicare rate, or the
SoonerCare rate, or actual acquisition cost plus 30
percent.

(6) Advanced Supportive/Restorative Assistance.

(A) Advanced Supportive/Restorative Assistance services
are maintenance services to assist a member who has a

chronic, yet stable, condition. These services assist
with activities of daily living which require devices and
procedures related to altered body functions. This

service 1s fTor maintenance only and i1s not utilized as a
treatment service.
(B) Advanced Supportive/Restorative Assistance service 1s
billed per 15-minute unit of service. The number of units
of this service a member may receive is limited to the
number of units approved on the plan of care.

(7) Nursing.
(A) Nursing services are services listed in the plan of
care which are within the scope of the Oklahoma Nursing
Practice Act and are provided by a registered professional
nurse, or licensed practical or vocational nurse under the
supervision of a registered nurse, licensed to practice in
the State. Nursing services 1include skilled nursing
and/or private duty nursing. Skilled nursing is provided
on an intermittent or part-time basis. Private duty
nursing 1s individual and continuous care provided to a
participant at home by licensed nurses. The provision of
the nursing service will work to prevent or postpone the
institutionalization of the member.
(B) Nursing services are services of a maintenance or
preventive nature provided to members with stable, chronic
conditions. These services are not intended to treat an
acute health condition and may not include services which
would be reimbursable under either Medicaid or Medicare®s
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
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services to ensure that they meet the member"s needs as
specified in the plan of care. A skilled nursing
assessment/evaluation on-site visit is made to each member
for whom  Advanced Supportive/Restorative Assistance
services are authorized to evaluate the condition of the
member and medical appropriateness of services. An
assessment/evaluation visit report will be made to the My
Life, My Choice Waiver case manager in accordance with
review schedule determined 1iIn consultation between the
Case Manager and the Skilled Nurse, to report the member-®s
condition or other significant information concerning each
advanced supportive/restorative care member.
(i) The case manager may recommend authorization of
Skilled Nursing services as part of the
interdisciplinary team planning for the member-"s
service plan and/or assessment/evaluation of:
(1) the member®s general health, functional ability
and needs and/or
(11) the adequacy of personal care and/or advanced
supportive/restorative assistance services to meet
the member®s needs including providing on-the-job
training and competency testing for personal care or
advanced supportive/restorative care aides in
accordance with rules and regulations for delegation
of nursing tasks as established by the Oklahoma
Board of Nursing.
(i1) In addition to assessment/evaluation, the case
manager may recommend authorization of Skilled Nursing
services for the following:
(1) preparing a one-week supply of insulin syringes
for a blind diabetic, who can safely self-inject the
medication but cannot Tfill his/her own syringe.
This service would include monitoring the member-®s
continued ability to self-administer the insulin;
(11) preparing oral medications iIn 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) monitoring a member®s skin condition when a
member 1is 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) providing nail care for the diabetic member or
member with circulatory or neurological compromise;
(V) providing consultation and education to the
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member, member®"s family and/or other i1nformal
caregivers identified in the service plan, regarding
the nature of the member®s chronic condition.
Provide skills training (including return skills
demonstration to establish competency) to the
member, Tfamily and/or other i1nformal caregivers as
specified i1In the service plan for preventive and
rehabilitative care procedures.
(C) Nursing service can be billed for service plan
development and/or assessment/evaluation services 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 iIs used to bill for
assessment/evaluation/service plan development skilled
nursing services and other procedure codes are used to
bill for all other authorized nursing services. A maximum
of eight units per day of skilled nursing for
assessment/evaluation and/or service plan development are
allowed. An agreement by a provider to perform a nurse
evaluation 1s also an agreement, to provide the nurse
assessment i1dentified in the Medicaid 1n-home care
services for which the provider 1s certified and
contracted. Reimbursement for a nurse evaluation is denied
ifT 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) Home Delivered Meals.
(A) Home Delivered Meals provide one meal per day. A home
delivered meal i1s a meal prepared iIn advance and brought
to the member®"s home. Each meal must have a nutritional
content equal to at least one third of the Recommended
Daily Allowance as established by the Food and Nutrition
Board of the National Academy of Sciences. Meals are only
provided to members who are unable to prepare meals and
lack an informal provider to do meal preparation.
(B) Home Delivered Meals are billed per meal, with one
meal equaling one unit of service. The Tlimit of the
number of units a member is allowed to receive is limited
on the member®s plan of care. The provider must obtain a
signature from the member or the member®s representative
at the time the meals are delivered. In the event that
the member 1is temporarily unavailable (i.e., doctor"s
appointment, etc.) and the meal i1s left, the provider must
document the reason a sighature is not obtained. The
signature logs must be available for review.

22



(9) Occupational Therapy services.
(A) Occupational Therapy services are those 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 (iIndependence to reside and
participate iIn the community. Treatment i1nvolves the
therapeutic use of self-care, work and play activities and
may include modification of the tasks or environment to
enable the member to achieve maximum independence, prevent
further disability, and maintain health. Under a
physician®s order, a Qlicensed 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 limits of their practice,
working under the supervision of the licensed occupational
therapist. The regimen includes education and training
for informal caregivers to assist with and/or maintain
services, where appropriate. The therapist will ensure
monitoring and documentation of the member*®s
rehabilitative progress and will report to the member-s
case manager and physician to coordinate necessary
addition and/or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
(B) Occupational Therapy services are billed per 15-minute
unit of service. Payment 1i1s not allowed solely for
written reports or record documentation.
(10) Physical Therapy services.

(A) Physical Therapy services are those services that
prevent 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 use of physical therapeutic means such
as massage, manipulation, therapeutic exercise, cold 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. The regimen utilizes paraprofessional physical
therapy assistant services, within the limits of their
practice, working under the supervision of the Ilicensed
physical therapist. The regimen includes education and
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training fTor informal caregivers to assist with and/or
maintain services, where appropriate. The therapist will
ensure monitoring and documentation of the member-"s
rehabilitative progress and will report to the member-®s
case manager and physician to coordinate necessary
addition and/or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
(B) Physical Therapy services are billed per 15-minute
units of service. Payment 1s not allowed solely for
written reports or record documentation.

(11) Speech and Language Therapy services.
(A) Speech/Language Therapy services are those that
prevent speech and Qlanguage communication disability
through the evaluation and rehabilitation of members
disabled by pain, disease or iInjury. Services are
provided in the member®s home and are intended to help the
member achieve greater 1iIndependence to reside and

participate in the community. Services 1involve use of
therapeutic means  such as evaluation, specialized
treatment, and/or development and oversight of a
therapeutic maintenance program. Under a physician®s

order, a licensed Speech/Language Pathologist evaluates
the member®s rehabilitation potential and develops an
appropriate, written therapeutic regimen. The regimen
utilizes paraprofessional therapy assistant services
within the limits of their practice, working under the
supervision of the licensed Speech/Language Pathologist.
The regimen iIncludes education and training for informal
caregivers to assist with and/or maintain services, where
appropriate. The Pathologist will ensure monitoring and
documentation of the member"s rehabilitative progress and
will report to the member®s case manager and physician to
coordinate necessary addition and/or deletion of services,
based on the member®s condition and ongoing rehabilitation
potential.

(B) Speech/Language Therapy services are billed per 15-
minute unit of service. Payment is not allowed solely for
written reports or record documentation.

(12) Respiratory Therapy services.

(A) Respiratory therapy services are provided for a member
who, but for the availability of in-home respiratory
services, would require respiratory care as an Iinpatient
in a hospital or nursing facility. Services are provided
in the member®s home under the care of a physician who is
familiar with the technical and medical components of home
ventilator support and the physician must determine
medically that 1in-home respiratory care 1is safe and
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feasible for the member. Treatment involves use of

therapeutic means such as: evaluation, respiratory
treatments, chest physiotherapy, and/or development and
oversight of a therapeutic maintenance program. Under a

physician®s order, a registered respiratory therapist
evaluates the member and develops an appropriate, written
therapeutic regimen. The regimen iIncludes education and
training fTor informal caregivers to assist with and/or
maintain services, where appropriate. The therapist will
ensure monitoring and documentation of the member-®s
progress and will report to the member®"s case manager and
physician to coordinate necessary addition and/or deletion
of services, based on the member®s condition and ongoing
rehabilitation potential.
(B) Respiratory Therapy services are billed per 15-minute
unit of service. Payment 1is not allowed solely for
written reports or record documentation.

(13) Hospice services.
(A) Hospice is palliative and/or comfort care provided to
the member and his/her family when a physician certifies
that the member has a terminal i1llness and has six months
or less to live and orders hospice Care. My Life, My
Choice Hospice Care is authorized for a six month period
and requires a physician certification of a terminal
illness and orders of hospice care. IT 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 thirty days prior to the iInitial hospice
authorization end date and re-certify that the member has
a terminal i1llness and has six months or less to live and
orders additional hospice care. After the 1nitial
authorization period, additional periods of hospice may be
authorized for a maximum of 60 day increments with
physician certification that the member has a terminal
illness and has six months or less to live. A member®s
service plan that includes hospice care must comply with
waiver requirements to be within total 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 which are
experienced during the final stages of illness and during
dying and bereavement. The member signs a statement
choosing hospice care instead of routine medical care that
has the objective to treat and cure the member®s illness.
Once the member has elected hospice care, the hospice
medical team assumes responsibility for the member-®s
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medical care for the terminal 1llness i1In the home
environment. Hospice care services include nursing care,
physician services, medical equipment and supplies, drugs
for symptom control and pain relief, home health aide and
personal care services, physical, occupational and/or
speech therapy, medical social services, dietary
counseling and grief and bereavement counseling to the
member and/or fTamily. A Hospice plan of care must be
developed by the hospice team 1In conjunction with the
member®s case manager before hospice services are
provided. The hospice services must be related to the
palliation or management of the member®s terminal i1llness,
symptom control, or to enable the individual to maintain
activities of daily living and basic functional skills.
Hospice may be provided to the member 1in a Nursing
Facility (NF) only when the member is placed in the NF for
My Life, My Choice Facility Based Extended Respite.
Hospice provided as part of Facility Based Extended
respite may not be reimbursed for more than five days
during any 30 day period. A member that is eligible for
Medicare Hospice provided as a Medicare Part A benefit, is
not eligible to receive My Life, My Choice Hospice
services.

(C) Hospice services are billed per diem of service for
days covered by a Hospice plan of care and during which
the hospice provider is responsible for providing hospice
services as needed by the member or member®s family.

(14) My Life, My Choice Waiver Personal Care.

(A) My Life, My Choice Personal Care is assistance to a
member In carrying out activities of daily living such as
bathing, grooming and toileting, or 1iIn carrying out
instrumental activities of daily living, such as preparing
meals and doing laundry, to assure personal health and
safety of the individual or to prevent or minimize

physical health regression or deterioration. Personal
Care services do not include service provision of a
technical nature, i.e. tracheal suctioning, bladder
catheterization, colostomy irrigation, and

operation/maintenance of equipment of a technical nature.
(B) My Life, My Choice Home Care Agency Skilled Nursing
staff working 1iIn coordination with a Case Manager are
responsible for development and monitoring of the member-®s
Personal Care plan.

(C) My Life, My Choice 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
approved plan of care.
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(15) Assisted Living Services.
(A) Assisted Living Services are personal care and
supportive services that are furnished to the member who
reside in a homelike, non-institutional setting that
includes 24-hour on-site response capability to meet
scheduled or unpredictable resident needs and to provide
supervision, safety and security.
(B) Assisted Living Services includes services of
personal care, housekeeping, Blaundry, meal preparation,
periodic nursing evaluation, nursing supervision during
nursing intervention, intermittent 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 coordination of
transportation to and from medical appointments.
© Services, except for planned programs for
socialization, activities and exercise, are to meet
specific needs of the member as determined throughout
individualized assessment and documented on the member=s
service plan.
(D) Payment is not made for 24 hour skilled care.
(16) Adult Day Health. Adult Day Health services are
scheduled for one or more days per week, iIn a community
setting, encompassing both health and social services needed
in order to provide optimal functioning of the member.
(17) Assistive Technology. Assistive technology enables the
member to maintain or increase functional capabilities.
Assistive technology devices are in addition to equipment and
supplies readily available through traditional State Plan
services and exclude i1tems that are not of direct medical or
remedial benefit to the member. Assistive technology
includes the purchase, rental, customization, maintenance and
repair of such devices.
(18) Audiology Treatment and Evaluation. Services include
evaluation, treatment and consultation related to auditory
functioning and are iIntended to maximize the member®s hearing
abilities.
(19) Agency Companion. Agency companion services provide a
living arrangement developed to meet the specific needs of
the member that 1include a Hlive-in companion providing
supervision, supportive assistance, and training 1in daily
living skills provided in a shared home owned or rented by
the member, companion, or in a mutually rented or owned home;
(20) Dental services. Dental services include maintenance or
improvement of dental health as well as relief of pain and
infection. Coverage of dental services may not exceed $1,000
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per plan year of care. These services may include:
(A) oral examination;
(B) bite-wing x-rays;
(C) prophylaxis;
(D) topical fluoride treatment;
(E) development of a sequenced treatment plan that
prioritizes:
(i) elimination of pain;
(i1) adequate oral hygiene; and
(i11) restoration or improved ability to chew;
(F) routine training of member or primary caregiver
regarding oral hygiene; and
(G) preventive restorative, replacement and repair
services to achieve or restore functionality are provided
after appropriate review if applicable.
(21) Family Training. Family training services are for
families of the member being served through the waiver. For
purposes of this service, "family"™ i1s defined as the persons
who Hlive with or provide care to a walver member and may
include a parent, spouse, children relatives, foster fTamily
or in-laws. Training 1includes 1instruction for the family
member in skills and knowledge pertaining to the support and
assistance of the waiver member. This training is specific to
an individual member®s needs. It is intended to allow the
member®s family to become more proficient iIn meeting the
needs of the member. Specific family training services are
included in the member®"s service plan.
(22) Family Counseling. Family counseling helps to develop
and maintain healthy, stable relationships among all fTamily
members in order to support meeting the needs of the member.
Emphasis i1s placed on the acquisition of coping skills by
building upon family strengths. Knowledge and skills gained
through family counseling services increase the likelihood
that the member remains In or returns to his or her own home.
Services are iIntended to maximize the member/family's
emotional/social adjustment and well-being. All  family
counseling needs are documented in the member®s plan of care.
Individual counseling cannot exceed 400, 15-minute units per
plan of care year. Group counseling cannot exceed 225, 30-
minute units per plan of care year. Case Managers assist the
member to identity other alternatives to meet identified
needs above the limit.
(23) Nutritional Education services. Nutritional Education
services focus on assisting the member and/or primary
caregiver with the dietary aspects of the member®"s disease
management. These services 1include dietary evaluation and
consultation with 1individuals or their care provider.
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Services are provided in the member®"s home or when
appropriate in a class situation. Services are intended to
maximize the individual®s nutritional health. Services must
be expressly for diagnosing, treating or preventing, or
minimizing the effects of i1llness.

(24) Vision services. Vision services must be listed iIn the
member®s plan of care and include a routine eye examination
for the purpose of prescribing glasses or visual aids,
determination of refractive state, treatment of refractive
errors or purchase of glasses to iInclude lenses and frames;
exceptions are made on the individual basis as deemed
medically necessary. Amount, frequency and duration of
services is prior authorized iIn accordance with the member~s
service plan, with a limit of one pair of glasses to include
lenses and frames annually.

(25) Independent Living Skills training. Independent living
skills training is a service to support the 1individual®s
self-care, daily living, adaptive skills and leisure skills
needed to reside successfully in the community. Services are
provided iIn community based settings in a manner that

contributes to the individual s independence, self-
sufficiency, community 1i1nclusion and well-being. This
service is intended to train members with significant
cognitive problems living skills such as selecting clothing,
dressing, and personal shopping.
(26) Personal Emergency Response System.
(A) Personal Emergency Response System (PERS) 1is an
electronic device which enables certain individuals at
high risk of institutionalization to secure help iIn an
emergency. The individual may also wear a portable "help”
button to allow for mobility. The system i1s connected to
the person®s phone and programmed to signal, in accordance
with member preference, a friend, a relative or a response
center once a "help" button is activated. The response
center 1is staffed by trained professionals. For a My
Life, My Choice Program member to be eligible to receive
PERS service, the member must meet all of the following
service criteria:
(1) a recent history of falls as a result of an
existing medical condition that prevents the individual
from getting up from a fall unassisted;
(i1) lives alone and has no regular caregiver, paid or
unpaid, and therefore is left alone for long periods of
time;
(111) demonstrates capability to comprehend the purpose
of and activate the PERS;
(iv) has a health and safety plan detailing the
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interventions beyond the PERS to assure the member-®s
health and safety iIn his/her home;
(v) has a disease management plan to implement medical
and health iInterventions that reduce the possibility of
falls by managing the member®s underlying medical
condition causing the falls; and,
(vi) the service avoids premature or unnecessary
institutionalization of the member.
(B) PERS services are billed using the appropriate HCPC
procedure code for installation, monthly service or

purchase of PERS. All services are prior authorized 1in
accordance with the My Life, My Choice approved plan of
care.

(27) Prescription drugs. Members are eligible for a maximum
of six prescriptions per month with a limit of three brand
name prescriptions. Seven additional generic prescriptions
per month are allowed if medically necessary. Medically
necessary prescriptions beyond the three brand name or
thirteen total prescriptions will be covered with prior
authorization. More 1information on prescription drugs 1is
provided at 317:30-5-72.

(28) Psychiatry. Psychiatry provides outpatient psychiatric
services provided by a licensed psychiatrist and will be
comprised of diagnosis, treatment and prevention of mental
illness. These services will also include review, assessment
and monitoring of psychiatric conditions, evaluation of the
current plan of treatment and recommendations for a continued
and/or revised plan of treatment and/or therapy, including
required documentation. Psychiatrists may provide
instruction and training to individuals, family members, case
management staff and/or provider staff iIn recognition of
psychiatric illness and adverse reactions to medications.

(29) Psychological services. Psychological services include
evaluation, psychotherapy, consultation and behavioral
treatment. Services are provided In any community setting as
specified in the member®s service plan. Services are
intended to maximize the member®"s psychological and
behavioral well-being. Services are provided 1in both
individual and group (8 person maximum) Tformats. The OHCA
Care Management Team will review service plans to ensure that
duplication of services does not occur.

(30) Pharmacological Therapy Management. Pharmacological
Therapy Management will utilize individual case management
techniques for qualifying waiver members. Medication profiles
will be reviewed for therapeutic duplication, drug-drug
interactions, drug-disease interactions, contraindications,
appropriate dosing and other measures of therapeutic
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appropriateness using principles of evidence-based medicine
from peer-reviewed literature. Members are selected for
therapy management based on medication utilization, or if
they are referred to the program by a care manager.

(31) Non-emergency Transportation. Non-emergency, non-
ambulance transportation services are available through the
SoonerRide Non-Emergency Transportation (NET) program.
SoonerRide NET 1is available on a statewide basis to all

eligible members. SoonerRide NET 1i1ncludes non-emergency,
non-ambulance transportation for members to and from
SoonerCare providers of health care services. The NET must

be for the purpose of accessing medically necessary covered
services fTor which a member has available Dbenefits.
Additionally, SoonerRide NET may also be provided for
eligible members to providers other than SoonerCare providers
if the transportation 1is to access medically necessary
services covered by SoonerCare. More information on
SoonerRice NET services i1s located at 317:30-5-326.
(32) Self-Direction.
(A) Self-Direction i1s a method of service delivery that
allows waiver members to determine supports and services
they need to live successfully in a home or community
based setting. A member choosing Self-Direction is the
employer of record for his/her Personal Care and Advanced
Supportive/Restorative Care service providers and must
have an approved plan of care prior to initiation of any
Self-Directed activities.
(B) The OHCA uses the following criteria to determine a
member®s service eligibility to participate iIn the Self-
Directed Services program:
(1) residence in the Self-Directed services area;
(i1) member®s health and safety with Self-Directed
services can reasonably be assured based on a review of
service history records and a review of member capacity
and readiness to assume employer responsibilities under
Self-Direction with any one of the following findings
as basis to deny a request for Self-Direction due to
inability to assure member health and safety;
(1) the member does not have the ability to make
decisions about his/her care or service planning and
the member"s ‘'authorized representative” is not
willing to assume Self-Directed services
responsibilities, or
(11) the member is not willing to assume
responsibility, or to enlist an "authorized
representative”™ to assume responsibility, In one or
more areas of Self-Direction such as 1iIn service

31



planning, or in assuming the role of employer of the
Personal Services Assistant (PSA) or Advanced
Personal Services Assistant (APSA) service provider,
or iIn monitoring and managing health or 1In
preparation for emergency backup, or
(111) the member 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 "authorized
representative’” with capacity to assist with Self-
Direction responsibilities;
(C) The member voluntarily makes an iInformed choice to
Self-Direct services. As part of the informed choice,
decision making process for Self-Direction, the OHCA staff
or the Case Manager provides consultation and assistance
as the member completes a self-assessment of preparedness
to assume the role of employer for their Personal Services
Assistant. The orientation and enrollment process will
provide the member with a basic understanding of what will
be expected of them under Self-Direction, the supports
available to assist them to successfully perform employer
responsibilities and an overview of the potential risks
involved.
(D) The OHCA uses the following criteria to determine that
based upon documentation, a person is no longer allowed to
participate in the Self-Directed Services option:
(i) the member does not have the ability to make
decisions about his/her care or service planning and
the member®s "authorized representative™ is not willing
to assume Self-Direction responsibilities; or
(in) the member Is not willing to assume
responsibility, or to enlist an "authorized
representative’” to assume responsibility, in one or
more areas of Self-Direction such as 1In service
planning, or in assuming the role of employer of the
PSA or APSA service providers, or in monitoring and
managing health or in preparation for emergency backup;
or
(i1i1) the member has a recent history of self-neglect
or self-abuse as evidenced by Adult Protective Services
intervention and does not have an ‘authorized
representative’” with capacity to assist with Self-
Direction responsibilities; or
(iv) the member abuses or exploits their employee; or
(v) the member fTalsifies time-sheets or other work
records; or
(vi) the member, even with Case Manager and Financial
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Management Services assistance, 1s unable to operate
successfully within their Individual Budget Allocation;
or
(vin) inferior quality of services provided by
member/employer®s employee, or the inability of the
member/employer®s employee to provide the number of
service units the member requires, jeopardizes the
member~s health and/or safety.
(E) The member may designate a family member or friend as
an "authorized representative'” to assist In the service
planning process and 1in executing member employer
responsibilities. IT the member chooses to designate an
"authorized representative'™, the designation and agreement
identifying the "willing adult™ to assume this role and
responsibility Is documented with dated signatures of the
member, the designee and the member"s Case Manager or the
OHCA stafft.
(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 "authorized representative'.
(i1) An individual hired to provide Personal Services
Assistance to a member may not be designated the
"authorized representative™ for the member.
(F) Self-Directed Services are delivered as authorized on
the service plan and are Jlimited to Personal Care,
Advanced Supportive/Restorative Care and Respite. The
member employs the Respite or Personal Services Assistant
(PSA) and/or the Advanced Personal Services Assistant
(APSA) and 1is responsible, with assistance from the
Administrative Financial Management Services (FMS), for
ensuring that the employment complies with State and
Federal Labor Law requirements. The member:
(1) recruits, hires and, as necessary, discharges the
PSA and APSA;
(i1) provides instruction and training to the PSA or
APSA on tasks to be done and works with the Case
Manager to obtain skilled nursing services assistance
with training when necessary. Prior to performing an
Advanced Personal Services Assistance task for the
first time, the APSA must demonstrate competency in the
tasks iIn an on-the-job training session conducted by
the member and the member must document the attendant®s
competency iIn performing each task 1iIn the APSA’s
personnel file;
(i11) determines where and how the PSA or APSA works,
hours of work, what is to be accomplished and, within
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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.
(©)) Financial Management Services are program
administrative services provided to participating Self-
Directed Service employer/members by agencies contracted
with the OHCA. Financial Management Services are employer
related assistance that provides Internal Revenue Service
(IRS)  fiscal reporting agent and other financial
management tasks and functions iIncluding, but not limited
to:
(i) employer payroll, 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 and in accordance with the
member®s Individual Budget Allocation;
(i11) responsibility for obtaining criminal and abuse
registry background checks, on behalf of the member, on
prospective hires for PSAs or APSAs;
(iv) providing to the member, as needed, assistance
with employer related cognitive tasks, decision-making
and specialized skills that may include assistance with
Individual Budget Allocation planning and support for
making decisions including training and providing
reference material and consultation regarding employee
management tasks such as recruiting, hiring, training
and supervising the member"s Respite or Personal
Services Assistant or Advanced Personal Services
Assistant; and
(H) The service of Respite Personal Services Assistance 1s
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 Service Plan.
(1) The service of Advanced Personal Services Assistance
is billed per 15-minute unit of service. The number of
units of APSA a member may receive 1i1s limited to the
number of units approved on the Service Plan.
(J) Self-Directed Services rates are determined using the
Individual Budget Allocation (IBA) Expenditure Accounts
Determination process for each member. The 1BA
Expenditure  Accounts Determination process includes
consideration and decisions about the following:
(i) The Individual Budget Allocation (IBA) Expenditure
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Accounts Determination constrains total SoonerCare
reimbursement for Self-Directed services to be less
than expenditures for equivalent services using agency
providers.
(i1) The PSA and APSA service unit rates are calculated
by the OHCA during the Self-Directed service
eligibility determination process. The OHCA 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 PSA) or Advanced
Supportive/Restorative (for APSA) service rate. The
allocation of portions of the PSA and/or APSA rate to
cover salary, mandatory taxes, and optional benefits
(including Worker*s Compensation insurance, it
available) 1i1s determined individually for each member
using the Self-Directed Services Individualized Budget
Allocation Expenditure Accounts Determination Process.
(i11) The IBA Expenditure Accounts Determination
process defines the [level of program financial
resources required to meet the member"s need for Self-
Directed services. IT the member®s need for services
changes due to a change iIn health/disability status
and/or a change i1n the level of support available from
other sources, the Case Manager, based upon an updated
assessment, amends the service plan to iIncrease Self-
Directed service units appropriate to meet additional
member need. The OHCA, upon favorable review,
authorizes the amended plan and updates the member-®s
IBA. Service amendments based on changes i1n member
need for services do not change an existing PSA or APSA
rate. The member, with assistance from the FMS,
reviews and revises the [IBA Expenditure Accounts
calculation annually or more often to the extent
appropriate and necessary.
(33) Self-Directed Goods and Services (SD-GS).

(A) Self-Directed Goods and Services (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

in the member’s plan of care.

(B) These goods and services are purchased from the self-

directed budget.
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SUBCHAPTER 5. SOONER SENIORS

317:50-5-14. Description of services
Services included in the Sooner Seniors Waiver Program are as
follows:
(1) Case Management.
(A) Case Management services are services that assist a
member in gaining access to medical, social, educational
or other services, regardless of payment source of
services, that may benefit the member 1In maintaining
health and safety. Case managers initiate and oversee
necessary assessments and reassessments to establish or
reestablish Waiver program eligibility. Case managers
develop the member®s comprehensive plan of care, listing
only services which are necessary to prevent
institutionalization of the member, as determined through
assessments. Case managers initiate the addition of
necessary services or deletion of unnecessary services, as
dictated by the member®s condition and available support.
Case managers monitor the member®s condition to ensure
delivery and appropriateness of services and initiate plan
of care reviews. |If a member requires hospital or nursing
facility services, the case manager assists the member in
accessing institutional care and, as appropriate,
periodically monitors the member®s progress during the
institutional stay and helps the member transition from
institution to home by updating the service plan and
preparing services to start on the date the member is
discharged from the institution. Case Managers must meet
Sooner Seniors Wailver Program minimum requirements for
qualification and training prior to providing services to
members. Prior to providing services to members choosing
to Self-Direct their services, Case Managers are required
to receive training and demonstrate knowledge regarding
the Self-Directed Service delivery model.
(B) Providers may only claim time for billable Case
Management activities described as follows:
(i) A billable case management activity is any task or
function defined under OAC 317:50-5-14(1)(A) that only
a Sooner Seniors case manager because of skill,
training or authority, can perform on behalf of a
member ;
(i1) Ancillary activities such as clerical tasks like
mailing, copying, Ffiling, faxing, drive time or
supervisory/administrative activities are not billable
case management activities, although the administrative
cost of these activities and other normal and customary
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business overhead costs have been included in the
reimbursement rate for billable activities.
(C) Case Management services are prior authorized and
billed per 15-minute unit of service using the rate
associated with the Ilocation of residence of the member
served.
(1) Standard Rate: Case Management services are billed
using a Standard rate for reimbursement for billable
service activities provided to a member who resides iIn
a county with population density greater than 25
persons per square mile.
(i1) Very Rural/Difficult Service Area Rate: Case
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 population density equal to or less than 25
persons per square mile. An exception would be
services to members that reside in OHCA identified zip
codes in Osage County adjacent to metropolitan areas of
Tulsa and Washington Counties. Services to these
members are prior authorized and billed using the
Standard rate.
(i11) 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 square
mile.
(D) Providers of Home and Community Based Services (HCBS)
for the member, or those who have an interest iIn 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 and/or develop person-centered service plans in
a geographic area also provides HCBS.
(2) Institutional Transition Services.
(A) Institutional Transition Case Management Services are
services required by the member®s plan of care, which are
necessary to ensure the health, welfare and safety of the
member, or to enable the member to function with greater
independence in the home, and without which, the member
would continue to require institutionalization.
(B) Waiver Transition Case Management services assist
institutionalized members that are eligible to receive
waiver services 1In gaining access to needed wailver and
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other State plan services, as well as needed medical,
social, educational and other services to assist the
transition, regardless of the funding source for the
services which access 1s gained.

(C) Transition case management services may be authorized
for periodic monitoring of a walver member®s progress
during an institutional stay, and for assisting the member
transition from institution to home by updating the
services plan, including preparing for necessary services
and supports to be in place or to start on the date the
member is discharged from the institution.

(3) Respite.

(A) Respite services are provided to members who are
unable to care for themselves. They are provided on a
short-term basis because of the absence or need for relief
of the primary caregiver. Payment for respite care does
not include room and board costs unless more than seven
hours are provided in a nursing TfTacility. Respite care
will only be utilized when other sources of care and
support have been exhausted. Respite care will only be
listed on the plan of care when 1t is necessary to prevent
institutionalization of the member. Units of services are
limited to the number of units approved on the plan of

care.
(B) In-Home Respite services are billed per 15-minute unit
service. Within any one-day period, a minimum of eight

units must be provided with a maximum of 28 units
provided. The service is provided in the member®s home.
(C) Facility-Based Extended Respite i1s fTiled for a per
diem rate, if provided in Nursing Facility. Extended
Respite must be at least eight hours in duration.
(D) In-Home Extended Respite i1s fTiled for a per diem rate.
A minimum of eight hours must be provided in the member-®s
home..

(4) Environmental Modifications.
(A) Environmental Modifications are physical adaptations
to the home, required by the member"s plan of care, which
are necessary to ensure the health, welfare and safety of
the individual, or which enable the individual to function
with greater iIndependence i1n the home and without which,
the member would require institutionalization.
Adaptations or improvements to the home which are 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
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devices, controls, or appliances specified in the plan of
care, which enable members to iIncrease their abilities to
perform activities of daily living, or to perceive,
control, or communicate with the environment in which they
live. Also included are items necessary for life support,
ancillary supplies and equipment necessary to the proper
functioning of such 1i1tems, and durable and non-durable
medical equipment not available under the Medicaid state
plan. This service excludes any equipment and/or supply
items which are not of direct medical or remedial benefit
to the Waiver member. This service 1Is necessary to
prevent institutionalization.

(B) Specialized Medical Equipment and Supplies are billed
using the appropriate HCPC procedure code. Reoccurring
supplies which are shipped to the member are compensable
only when the member remains eligible for Waiver services,
continues to reside in the home and iIs not
institutionalized 1n a hospital or nursing home. It is
the provider®s responsibility to verify the member-"s
status prior to shipping these items. Payment for medical
supplies 1s limited to the Medicare rate, or the
SoonerCare rate, or actual acquisition cost plus 30
percent.

(6) Advanced Supportive/Restorative Assistance.

(A) Advanced Supportive/Restorative Assistance services
are maintenance services to assist a member who has a

chronic, yet stable, condition. These services assist
with activities of daily living which require devices and
procedures related to altered body functions. This

service i1s for maintenance only and is not utilized as a
treatment service.

(B) Advanced Supportive/Restorative Assistance service 1S
billed per 15-minute unit of service. The number of units
of this service a member may receive i1s limited to the
number of units approved on the plan of care.

(7) Nursing.

(A) Nursing services are services listed in the plan of
care which are within the scope of the Oklahoma Nursing
Practice Act and are provided by a registered professional
nurse, or licensed practical or vocational nurse under the
supervision of a registered nurse, licensed to practice iIn

the State. Nursing services include skilled nursing
and/or private duty nursing. Skilled nursing is provided
on an intermittent or part-time basis. Private duty

nursing 1s individual and continuous care provided to a
participant at home by licensed nurses. The provision of
the nursing service will work to prevent or postpone the
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institutionalization of the member.
(B) Nursing services are services of a maintenance or
preventive nature provided to members with stable, chronic
conditions. These services are not intended to treat an
acute health condition and may not include services which
would be reimbursable under erther Medicaid or Medicare®s
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 that they meet the member"s needs as
specified in the plan of <care. A skilled nursing
assessment/evaluation on-site visit is made to each member
for whom  Advanced Supportive/Restorative Assistance
services are authorized to evaluate the condition of the
member and medical appropriateness of services. An
assessment/evaluation visit report will be made to the
Sooner Seniors Waiver case manager 1In accordance with
review schedule determined in consultation between the
Case Manager and the Skilled Nurse, to report the member-®s
condition or other significant information concerning each
advanced supportive/restorative care member.
(1) The case manager may recommend authorization of
Skilled Nursing services as part of the
interdisciplinary team planning for the member-"s
service plan and/or assessment/evaluation of:
(1) the member®s general health, functional ability
and needs and/or
(11) the adequacy of personal care and/or advanced
supportive/restorative assistance services to meet
the member®s needs including providing on-the-job
training and competency testing for personal care or
advanced supportive/restorative care aldes in
accordance with rules and regulations for delegation
of nursing tasks as established by the Oklahoma
Board of Nursing.
(i1) In addition to assessment/evaluation, the case
manager may recommend authorization of Skilled Nursing
services for the following:
(1) preparing a one-week supply of insulin syringes
for a blind diabetic, who can safely self-inject the
medication but cannot Tfill his/her own syringe.
This service would include monitoring the member-®s
continued ability to self-administer the insulin;
(11) preparing oral medications iIn divided daily
compartments for a member who self-administers
prescribed medications but needs assistance and
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monitoring due to a minimal level of disorientation
or confusion;
(111) monitoring a member®s skin condition when a
member 1s 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) providing nail care for the diabetic member or
member with circulatory or neurological compromise;
(V) providing consultation and education to the
member, member®s family and/or other informal
caregivers identified in the service plan, regarding
the nature of the member®s chronic condition.
Provide skills training (including return skills
demonstration to establish competency) to the
member, Tfamily and/or other informal caregivers as
specified in the service plan for preventive and
rehabilitative care procedures.
(C) Nursing service can be billed for service plan
development and/or assessment/evaluation services 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 iIs used to bill for
assessment/evaluation/service plan development skilled
nursing services and other procedure codes are used to
bill for all other authorized nursing services. A maximum
of eight units per day of skilled nursing for
assessment/evaluation and/or service plan development are
allowed. An agreement by a provider to perform a nurse
evaluation 1s also an agreement, to provide the nurse
assessment i1dentified in the Medicaid 1in-home care
services for which the provider 1is certified and
contracted. Reimbursement for a nurse evaluation iIs denied
iT 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) Home Delivered Meals.
(A) Home Delivered Meals provide one meal per day. A home
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 Recommended
Daily Allowance as established by the Food and Nutrition
Board of the National Academy of Sciences. Meals are only
provided to members who are unable to prepare meals and
lack an informal provider to do meal preparation.
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(B) Home Delivered Meals are billed per meal, with one
meal equaling one unit of service. The Tlimit of the
number of units a member is allowed to receive i1s limited
on the member"s plan of care. The provider must obtain a
signature from the member or the member®s representative
at the time the meals are delivered. In the event that
the member 1is temporarily unavailable (i.e., doctor"s
appointment, etc.) and the meal is left, the provider must
document the reason a signhature is not obtained. The
signature logs must be available for review.

(9) Occupational Therapy services.
(A) Occupational Therapy services are those 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 i1Impairments. Services are
provided in the member®s home and are intended to help the
member achieve greater i1ndependence to reside and
participate in the community. Treatment 1involves the
therapeutic use of self-care, work and play activities and
may i1nclude modification of the tasks or environment to
enable the member to achieve maximum independence, prevent
further disability, and maintain health. Under a
physician®s order, a Qlicensed 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 limits of their practice,
working under the supervision of the licensed occupational
therapist. The regimen 1includes education and training
for informal caregivers to assist with and/or maintain
services, where appropriate. The therapist will ensure
monitoring and documentation of the member-~s
rehabilitative progress and will report to the member-®s
case manager and physician to coordinate necessary
addition and/or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
(B) Occupational Therapy services are billed per 15-minute
unit of service. Payment 1is not allowed solely for
written reports or record documentation.

(10) Physical Therapy services.
(A) Physical Therapy services are those services that
prevent 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 iIntended to help the member achieve (greater
independence to reside and participate in the community.
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Treatment involves use of physical therapeutic means such
as massage, manipulation, therapeutic exercise, cold 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. The regimen utilizes paraprofessional physical
therapy assistant services, within the limits of their
practice, working under the supervision of the licensed
physical therapist. The regimen 1includes education and
training fTor informal caregivers to assist with and/or
maintain services, where appropriate. The therapist will
ensure monitoring and documentation of the member-"s
rehabilitative progress and will report to the member-s
case manager and physician to coordinate necessary
addition and/or deletion of services, based on the
member~®s condition and ongoing rehabilitation potential.
(B) Physical Therapy services are billed per 15-minute
units of service. Payment 1i1s not allowed solely for
written reports or record documentation.
(11) Speech and Language Therapy services.

(A) Speech/Language Therapy services are those that
prevent speech and Qlanguage communication 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 1iIndependence to reside and

participate in the community. Services involve use of
therapeutic means  such as evaluation, specialized
treatment, and/or development and oversight of a
therapeutic maintenance program. Under a physician®s

order, a licensed Speech/Language Pathologist evaluates
the member®s rehabilitation potential and develops an
appropriate, written therapeutic regimen. The regimen
utilizes paraprofessional therapy assistant services
within the limits of their practice, working under the
supervision of the licensed Speech/Language Pathologist.
The regimen iIncludes education and training for informal
caregivers to assist with and/or maintain services, where
appropriate. The Pathologist will ensure monitoring and
documentation of the member"s rehabilitative progress and
will report to the member®s case manager and physician to
coordinate necessary addition and/or deletion of services,
based on the member®s condition and ongoing rehabilitation
potential.

(B) Speech/Language Therapy services are billed per 15-
minute unit of service. Payment is not allowed solely for
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written reports or record documentation.
(12) Respiratory therapy services.

(A) Respiratory therapy services are provided for a member
who, but for the availability of in-home respiratory
services, would require respiratory care as an Iinpatient
in a hospital or nursing facility. Services are provided
in the member®s home under the care of a physician who is
familiar with the technical and medical components of home
ventilator support and the physician must determine
medically that 1n-home respiratory care 1is safe and
feasible for the member. Treatment 1involves use of
therapeutic means such as: evaluation, respiratory
treatments, chest physiotherapy, and/or development and
oversight of a therapeutic maintenance program. Under a
physician®"s order, a registered respiratory therapist
evaluates the member and develops an appropriate, written
therapeutic regimen. The regimen iIncludes education and
training fTor informal caregivers to assist with and/or
maintain services, where appropriate. The therapist will
ensure monitoring and documentation of the member®s
progress and will report to the member®s case manager and
physician to coordinate necessary addition and/or deletion
of services, based on the member®s condition and ongoing
rehabilitation potential.

(B) Respiratory Therapy services are billed per 15-minute
unit of service. Payment 1i1s not allowed solely for
written reports or record documentation.

(13) Hospice services.

(A) Hospice is palliative and/or comfort care provided to
the member and his/her family when a physician certifies
that the member has a terminal i1llness and has six months
or less to live and orders hospice Care. Sooner Seniors
Hospice Care 1is authorized for a six month period and
requires a physician certification of a terminal illness
and orders of hospice care. If the member requires more
than six months of hospice care, a physician or nurse
practitioner must have a fTace-to-face visit with the
member thirty days prior to the initial hospice
authorization end date and re-certify that the member has
a terminal i1llness and has six months or less to live and
orders additional hospice care. After the initial
authorization period, additional periods of hospice may be
authorized for a maximum of 60 day increments with
physician certification that the member has a terminal
illness and has six months or less to live. A member®s
service plan that includes hospice care must comply with
waiver requirements to be within total service plan cost
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limits.
(B) A hospice program offers palliative and supportive
care to meet the special needs arising out of the
physical, emotional and spiritual stresses which are
experienced during the final stages of illness and during
dying and bereavement. The member signs a statement
choosing hospice care instead of routine medical care that
has the objective to treat and cure the member"s illness.
Once the member has elected hospice care, the hospice
medical team assumes responsibility for the member"s
medical care for the terminal 1illness in the home
environment. Hospice care services include nursing care,
physician services, medical equipment and supplies, drugs
for symptom control and pain relief, home health aide and
personal care services, physical, occupational and/or
speech therapy, medical social services, dietary
counseling and grief and bereavement counseling to the
member and/or family. A Hospice plan of care must be
developed by the hospice team 1in conjunction with the
member®s case manager before hospice services are
provided. The hospice services must be related to the
palliation or management of the member®s terminal i1llness,
symptom control, or to enable the individual to maintain
activities of daily living and basic functional skills.
Hospice may be provided to the member 1i1n a Nursing
Facility (NF) only when the member is placed in the NF for
Sooner Seniors Facility Based Extended Respite. Hospice
provided as part of Facility Based Extended respite may
not be reimbursed for more than five days during any 30
day period. A member that is eligible for Medicare Hospice
provided as a Medicare Part A benefit, i1s not eligible to
receive Sooner Seniors Hospice services.
(C) Hospice services are billed per diem of service for
days covered by a Hospice plan of care and during which
the hospice provider is responsible for providing hospice
services as needed by the member or member®s family.

(14) Sooner Seniors Waiver Personal Care.
(A) Sooner Seniors Personal Care is assistance to a member
in carrying out activities of daily Hliving such as
bathing, grooming and toileting, or 1In carrying out
instrumental activities of daily living, such as preparing
meals and doing laundry, to assure personal health and
safety of the individual or to prevent or minimize

physical health regression or deterioration. Personal
Care services do not include service provision of a
technical nature, i.e. tracheal suctioning, bladder
catheterization, colostomy irrigation, and
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operation/maintenance of equipment of a technical nature.
(B) Sooner Seniors Home Care Agency Skilled Nursing staff
working in coordination with a Case Manager are
responsible for development and monitoring of the member-®s
Personal Care plan.
(C) Sooner Seniors 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
approved plan of care.
(15) Assisted Living Services.
(A) Assisted Living Services are personal care and
supportive services that are furnished to the member who
reside in a homelike, non-institutional setting that
includes 24-hour on-site response capability to meet
scheduled or unpredictable resident needs and to provide
supervision, safety and security.
(B) Assisted Living Services includes services of
personal care, housekeeping, Blaundry, meal preparation,
periodic nursing evaluation, nursing supervision during
nursing intervention, intermittent 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 coordination of
transportation to and from medical appointments.
© Services, except for planned programs for
socialization, activities and exercise, are to meet
specific needs of the member as determined throughout
individualized assessment and documented on the member=s
service plan.
(D) Payment i1s not made for 24 hour skilled care.
(16) Adult Day Health. Adult Day Health services are
scheduled for one or more days per week, iIn a community
setting, encompassing both health and social services needed
in order to provide optimal functioning of the member.
(17) Agency companion. Agency companion services provide a
living arrangement developed to meet the specific needs of
the member that 1include a Hlive-in companion providing
supervision, supportive assistance, and training 1in daily
living skills provided in a shared home owned or rented by
the member, companion, or in a mutually rented or owned home;
(18) Dental services. Dental services include maintenance or
improvement of dental health as well as relief of pain and
infection. Coverage of dental services may not exceed $1,000
per plan year of care. These services may include:
(A) oral examination;
(B) bite-wing x-rays;
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(C) prophylaxis;
(D) topical fluoride treatment;
(E) development of a sequenced treatment plan that
prioritizes:
(i) elimination of pain;
(i1) adequate oral hygiene; and
(i11) restoration or improved ability to chew;
(F) routine training of member or primary caregiver
regarding oral hygiene; and
(©)) preventive restorative, replacement and repair
services to achieve or restore functionality are provided
after appropriate review if applicable.
(19) Family training. Family training services are for
families of the member being served through the waiver. For
purposes of this service, "family"™ i1s defined as the persons
who Hlive with or provide care to a walver member and may
include a parent, spouse, children relatives, foster family
or in-laws. Training 1iIncludes 1instruction for the Tfamily
member in skills and knowledge pertaining to the support and
assistance of the waiver member. This training is specific to
an i1ndividual member"s needs. It i1s iIntended to allow the
member®s family to become more proficient In meeting the
needs of the member. Specific family training services are
included in the member®"s service plan.
(20) Nutritional Education services. Nutritional Education
services focus on assisting the member and/or primary
caregiver with the dietary aspects of the member®s disease
management. These services include dietary evaluation and
consultation with 1individuals or their care provider.
Services are provided iIn the member®s home or when
appropriate In a class situation. Services are intended to
maximize the individual®s nutritional health. Services must
be expressly for diagnosing, treating or preventing, or
minimizing the effects of i1llness.
(21) Vision services. Vision services must be listed iIn the
member®s plan of care and include a routine eye examination
for the purpose of prescribing glasses or visual aids,
determination of refractive state, treatment of refractive
errors or purchase of glasses to include lenses and frames;
exceptions are made on the individual basis as deemed
medically necessary. Amount, frequency and duration of
services is prior authorized iIn accordance with the member~s
service plan, with a limit of one pair of glasses to include
lenses and frames annually.
(22) Personal Emergency Response System.
(A) Personal Emergency Response System (PERS) 1i1s an
electronic device which enables certain individuals at
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high risk of institutionalization to secure help 1In an
emergency. The individual may also wear a portable "help”
button to allow for mobility. The system is connected to
the person®s phone and programmed to signal, In accordance
with member preference, a friend, a relative or a response
center once a "help" button is activated. The response
center i1s staffed by trained professionals. For a Sooner
Seniors Program member to be eligible to receive PERS
service, the member must meet all of the following service
criteria:
(i) a recent history of falls as a result of an
existing medical condition that prevents the individual
from getting up from a fall unassisted;
(i1) lives alone and has no regular caregiver, paid or
unpaid, and therefore is left alone for long periods of
time;
(i11) demonstrates capability to comprehend the purpose
of and activate the PERS;
(iv) has a health and safety plan detailing the
interventions beyond the PERS to assure the member-®s
health and safety iIn his/her home;
(v) has a disease management plan to implement medical
and health iInterventions that reduce the possibility of
falls by managing the member®s underlying medical
condition causing the falls; and,
(vi) the service avoids premature or unnecessary
institutionalization of the member.
(B) PERS services are billed using the appropriate HCPC
procedure code for installation, monthly service or
purchase of PERS. All services are prior authorized 1in
accordance with the Sooner Seniors approved plan of care.
(23) Prescription drugs. Members are eligible for a maximum
of six prescriptions per month with a limit of three brand
name prescriptions. Seven additional generic prescriptions
per month are allowed i1f medically necessary. Medically
necessary prescriptions beyond the three brand name or
thirteen total prescriptions will be covered with prior
authorization. More information on prescription drugs is
provided at 317:30-5-72.
(24) Pharmacological Therapy Management. Pharmacological
Therapy Management will utilize individual case management
techniques for qualifying waiver members. Medication profiles
will be reviewed for therapeutic duplication, drug-drug
interactions, drug-disease interactions, contraindications,
appropriate dosing and other measures of therapeutic
appropriateness using principles of evidence-based medicine
from peer-reviewed literature. Members are selected for
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therapy management based on medication utilization, or if
they are referred to the program by a care manager.

(25) Non-emergency Transportation. Non-emergency, non-
ambulance transportation services are available through the
SoonerRide Non-Emergency  Transportation (NET) program.
SoonerRide NET 1s available on a statewide basis to all
eligible members. SoonerRide NET 1i1ncludes non-emergency,
non-ambulance transportation for members to and from
SoonerCare providers of health care services. The NET must
be for the purpose of accessing medically necessary covered
services for which a member has available benefits.
Additionally, SoonerRide NET may also be provided for
eligible members to providers other than SoonerCare providers
if the transportation 1is to access medically necessary
services covered by SoonerCare. More information on
SoonerRide NET services is located at 317:30-5-326.

(26) Self-Direction.
(A) Self-Direction i1s a method of service delivery that
allows waiver members to determine supports and services
they need to live successfully iIn a home or community
based setting. A member choosing Self-Direction is the
employer of record for his/her Personal Care and Advanced
Supportive/Restorative Care service providers and must
have an approved plan of care prior to initiation of any
Self-Directed activities.
(B) The OHCA uses the fTollowing criteria to determine a
member"s service eligibility to participate in the Self-
Directed Services program:
(1) residence in the Self-Directed services area;
(i1) member®s health and safety with Self-Directed
services can reasonably be assured based on a review of
service history records and a review of member capacity
and readiness to assume employer responsibilities under
Self-Direction with any one of the following findings
as basis to deny a request for Self-Direction due to
inability to assure member health and safety;
(1) the member does not have the ability to make
decisions about his/her care or service planning and
the member"s ‘'authorized representative” is not
willing to assume Self-Directed services
responsibilities, or
(11) the member is not willing to assume
responsibility, or to enlist an "authorized
representative’” to assume responsibility, in one or
more areas of Self-Direction such as iIn service
planning, or in assuming the role of employer of the
Personal Services Assistant (PSA) or Advanced
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Personal Services Assistant (APSA) service provider,
or in monitoring and managing health or in
preparation for emergency backup, or
(111) the member 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 "authorized
representative” with capacity to assist with Self-
Direction responsibilities;
(C) The member voluntarily makes an iInformed choice to
Self-Direct services. As part of the informed choice,
decision making process for Self-Direction, the OHCA staff
or the Case Manager provides consultation and assistance
as the member completes a self-assessment of preparedness
to assume the role of employer for their Personal Services
Assistant. The orientation and enrollment process will
provide the member with a basic understanding of what will
be expected of them under Self-Direction, the supports
available to assist them to successfully perform employer
responsibilities and an overview of the potential risks
involved.
(D) The OHCA uses the following criteria to determine that
based upon documentation, a person is no longer allowed to
participate in the Self-Directed Services option:
(i) the member does not have the ability to make
decisions about his/her care or service planning and
the member®s ™"authorized representative™ is not willing
to assume Self-Direction responsibilities; or
(in) the member Is not willing to assume
responsibility, or to enlist an "authorized
representative”™ to assume responsibility, 1In one or
more areas of Self-Direction such as 1In service
planning, or in assuming the role of employer of the
PSA or APSA service providers, or in monitoring and
managing health or in preparation for emergency backup;
or
(i11) the member has a recent history of self-neglect
or self-abuse as evidenced by Adult Protective Services
intervention and does not have an ‘authorized
representative’” with capacity to assist with Self-
Direction responsibilities; or
(iv) the member abuses or exploits their employee; or
(v) the member fTalsifies time-sheets or other work
records; or
(vi) the member, even with Case Manager and Financial
Management Services assistance, 1s unable to operate
successfully within their Individual Budget Allocation;
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or
(vii) inferior quality of services provided by
member/employer®s employee, or the inability of the
member/employer®s employee to provide the number of
service units the member requires, jJeopardizes the
member®s health and/or safety.
(E) The member may designate a family member or friend as
an "authorized representative” to assist iIn the service
planning process and 1n executing member employer
responsibilities. IT the member chooses to designate an
"authorized representative'™, the designation and agreement
identifying the "willing adult"™ to assume this role and
responsibility is documented with dated signatures of the
member, the designee and the member"s Case Manager or the
OHCA 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 "authorized representative™.
(i1) An individual hired to provide Personal Services
Assistance to a member may not be designated the
"authorized representative™ for the member.
(F) Self-Directed Services are delivered as authorized on
the service plan and are Qlimited to Personal Care,
Advanced Supportive/Restorative Care and Respite. The
member employs the Respite or Personal Services Assistant
(PSA) and/or the Advanced Personal Services Assistant
(APSA) and 1is responsible, with assistance from the
Administrative Financial Management Services (FMS), for
ensuring that the employment complies with State and
Federal Labor Law requirements. The member:
(1) recruits, hires and, as necessary, discharges the
PSA and APSA;
(i1) provides instruction and training to the PSA or
APSA on tasks to be done and works with the Case
Manager to obtain skilled nursing services assistance
with training when necessary. Prior to performing an
Advanced Personal Services Assistance task for the
first time, the APSA must demonstrate competency in the
tasks i1n an on-the-job training session conducted by
the member and the member must document the attendant®s
competency iIn performing each task 1iIn the APSA s
personnel file;
(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;
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(iv) supervises and documents employee work time; and,
(v) provides tools and materials for work to be
accomplished.
(©)) Financial Management Services are program
administrative services provided to participating Self-
Directed Service employer/members by agencies contracted
with the OHCA. Financial Management Services are employer
related assistance that provides Internal Revenue Service
(IRS) fiscal reporting agent and other financial
management tasks and functions iIncluding, but not limited
to:
(1) employer payroll, 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 and in accordance with the
member®s Individual Budget Allocation;
(i11) responsibility for obtaining criminal and abuse
registry background checks, on behalf of the member, on
prospective hires for PSAs or APSAs;
(iv) providing to the member, as needed, assistance
with employer related cognitive tasks, decision-making
and specialized skills that may include assistance with
Individual Budget Allocation planning and support for
making decisions including training and providing
reference material and consultation regarding employee
management tasks such as recruiting, hiring, training
and supervising the member"s Respite or Personal
Services Assistant or Advanced Personal Services
Assistant; and
(H) The service of Respite or Personal Services Assistance
is 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 Service Plan.
(1) The service of Advanced Personal Services Assistance
is billed per 15-minute unit of service. The number of
units of APSA a member may receive 1is limited to the
number of units approved on the Service Plan.
(J) Self-Directed Services rates are determined using the
Individual Budget Allocation (IBA) Expenditure Accounts
Determination process for each member. The 1BA
Expenditure Accounts Determination process includes
consideration and decisions about the following:
(1) The Individual Budget Allocation (I1BA) Expenditure
Accounts Determination constrains total SoonerCare
reimbursement for Self-Directed services to be less
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than expenditures for equivalent services using agency
providers.
(i1) The PSA and APSA service unit rates are calculated
by the OHCA during the Self-Directed service
eligibility determination process. The OHCA sets the
PSA and APSA unit rates at a level that i1s not less
than 80 percent and not more than 95 percent of the
comparable Agency Personal Care (for PSA) or Advanced
Supportive/Restorative (for APSA) service rate. The
allocation of portions of the PSA and/or APSA rate to
cover salary, mandatory taxes, and optional benefits
(including Worker*®s Compensation insurance, it
available) 1i1s determined individually for each member
using the Self-Directed Services Individualized Budget
Allocation Expenditure Accounts Determination Process.
(iti) The IBA Expenditure Accounts Determination
process defines the [level of program financial
resources required to meet the member"s need for Self-
Directed services. IT the member®s need for services
changes due to a change i1in health/disability status
and/or a change i1n the level of support available from
other sources, the Case Manager, based upon an updated
assessment, amends the service plan to iIncrease Self-
Directed service units appropriate to meet additional
member need. The OHCA, upon favorable review,
authorizes the amended plan and updates the member-®s
IBA. Service amendments based on changes in member need
for services do not change an existing PSA or APSA
rate. The member, with assistance from the FMS,
reviews and revises the [IBA Expenditure Accounts
calculation annually or more often to the extent
appropriate and necessary.
(27) Self-Directed Goods and Services (SD-GS).

(A) Self-Directed Goods and Services (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

in the member®s plan of care.

(B) These goods and services are purchased from the self-

directed budget.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS
AND CHILDREN-ELIGIBILITY
SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME
PART 5. COUNTABLE INCOME AND RESOURCES

317:35-5-41.2. Miscellaneous Personal property

(a) Property used to produce goods and services. Personal property
necessary to perform daily activities or to produce goods for home
consumption is excluded if the equity value does not exceed $6000.
An equity value in excess of $6000 is a countable resource. The
property does not have to produce a 6% annual return. The $6000
equity maximum includes all such resources in total and does not
pertain to each i1tem separately. Examples of property used to
produce goods and services are tractors, wildcatting tools,
mechanized equipment Tfor gardening, Ulivestock grown Tfor home
consumption, etc.

(b) Cash savings and bank accounts. Money on hand or in a savings
account iIs considered as a countable resource. The member®s

have records to verifty the amount on deposit, verification is
obtainedFrombank—records- Verification of the member"s countable
income or resources held In bank accounts or at other financial
institutions can be established through an Asset Verification
System (AVS). Title 56, 0.S., Section 1671 provides that financial
records obtained for the purpose of establishing eligibility for
assistance or services must be furnished without cost to the member
or the Agency.
(1) Checking accounts may or may not represent savings. Current
bank statements are evaluated with the member to establish what,
if any, portion of the account represents savings. Any income
which has been deposited during the current month is not
considered unless it exceeds what is considered as ordinary
maintenance expense for the month.
(2) Accounts which are owned jointly by the member and a person
not receiving SoonerCare are considered available to the member
in their entirety unless it can be established what part of the
account actually belongs to each of the owners and the money 1is
actually separated and the joint account dissolved. When the
member Is In a nursing facility and the spouse is in the home or
ifT both are institutionalized, a joint bank account may be
maintained with one-half of the account considered available to
each.
(c) Life i1nsurance policies. |If the total face value of all life
insurance policies owned by an individual is $1500 or less, the
policies (both face value and cash surrender value) are excluded as
resources. Verification of the member®s countable 1i1ncome or
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resources held iIn bank accounts or at other financial iInstitutions
can be established through an AVS.
(1) If the total face value of all policies owned by an
individual exceeds $1500, the net cash surrender value of such
policies must be counted as resources. Life insurance policies
which do not provide a cash surrender value (e.g., term
insurance) are not used in determining whether the total face
value of all policies is over $1,500.
(2) The face value of a life iInsurance policy which has been
assigned to fund a prepaid burial contract must be evaluated and
counted according to the policy on burial funds or, if
applicable, the policy on the irrevocable burial contract.
(3) The net cash surrender value of 1insurance (i.e., cash
surrender value less any loans or unpaid interest thereon)
usually can be verified by inspection of the insurance policies
and documents In the member®s possession or by use of the OKDHS
Form O8MPO61E, Request to Insurance Company.
(4) Dividends which accrue and which remain with the insurance
company increase the amount of resource. Dividends which are
paid to the member are considered as income i1f the life
insurance policy is not an excluded resource.
(5) If an individual has a life insurance policy which allows
death benefits to be received while living, and the individual
meets the iInsurance company®s requirements for receiving such
proceeds, the individual 1s not required to Tfile for such
proceeds. However, if the individual does file for and receive
the benefits, the payment will be considered as income in the
month it 1is received and countable as a resource in the
following months to the extent it is available. The payment of
such benefits is not considered a conversion of a resource
because the cash surrender value of the insurance policy 1is
still available to the individual. The individual is in effect,
receiving the death benefits and not the cash surrender value.
(d) Burial spaces. The value of burial spaces for an individual,
the individual®s spouse or any member of the individual®s immediate
family will be excluded from resources. 'Burial spaces'™ means
conventional grave sites, crypts, mausoleums, urns, and other
repositories which are customarily and traditionally used for the
remains of deceased persons. “"Immediate family”™ means the
individual®s minor and adult children, including adopted children
and step-children; and the individual®s brothers, sisters, parents,
adoptive parents, and the spouse of these iIndividuals. Neither
dependency nor living in the same household will be a factor in
determining whether a person i1Is an immediate fTamily member.
Verification of the member®s countable income or resources held in
bank accounts or at other financial institutions can be established
through an AVS.
(e) Burial funds. Revocable burial funds not in excess of $1500
are excluded as a resource i1f the funds are specifically set aside
for the burial arrangements of the individual or the individual®s
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spouse. Any amount in excess of $1500 is considered as a resource.
Burial policies which require premium payments and do not
accumulate cash value are not considered to be prepaid burial
policies. Verification of the member"s countable 1income or
resources held i1In bank accounts or at other financial iInstitutions
can be established through the AVS.
(1) ""Burial funds"™ means a prepaid funeral contract or burial
trust with a funeral home or burial association which is for the
individual s or spouse®s burial expenses.
(2) The face value of a life insurance policy, when properly
assigned by the owner to a funeral home or burial association,
may be used for purchasing "burial funds™ as described in (1) of
this subsection. The $1500 burial fund exclusion must also be
reduced by the face value of a life insurance policy for which a
funeral provider has been made the irrevocable beneficiary, if
the life iInsurance policy owner has irrevocably waived his or
her right to, and cannot obtain, any cash surrender value the
life iInsurance policy may generate.
(3) The burial fund exclusion must be reduced by the face value
of life insurance policies owned by the individual or spouse;
and amounts 1In an 1irrevocable trust or other 1irrevocable
arrangement.
(4) Interest earned or appreciation on the value of any excluded
burial funds is excluded if left to accumulate and become a part
of the burial fund.
(5) ITf the member did not purchase his/her own prepaid burial,
even 1T his/her money was used for the purchase, the member is
not the "owner™ and the prepaid burial funds cannot be
considered a resource to him/her. However, i1f the member-®s
money was used by another to purchase the prepaid burial, the
rules on transfer of property must be applied since the
purchaser (owner) could withdraw the funds any time.
() Irrevocable burial contract. Oklahoma law provides that a
purchaser (buyer) of a prepaid funeral contract may elect to make
the contract irrevocable. The 1irrevocability cannot become
effective until 30 days after purchase. For an 1irrevocable
contract to be valid, the election to make it irrevocable must be
made by the purchaser (owner) or the purchaser®s guardian or an
individual with power of attorney for the purchaser (owner). In
instances where the OKDHS Form 08MAO84E, Management of Recipient”s
Funds, is on file in the nursing facility, the form serves as a
power of attorney for the administrator to purchase and/or elect to
make irrevocable the burial funds for the member. Verification of
the member®s countable income or resources held 1n bank accounts or
at other financial iInstitutions can be established through an AVS.
(1) If the i1rrevocable election was made prior to July 1, 1986,
and the member received assistance on July 1, 1986, the full
amount of the irrevocable contract is not considered a countable
resource. This exclusion applies only iIf the member does not
add to the amount of the contract. Interest accrued on the
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contract is not considered as added by the member. Any break in
assistance will require that the contract be evaluated at the
time of reapplication according to rules in (2) of this
subsection.
(2) If the effective date for the 1irrevocable election or
application for assistance is July 1, 1986, or later:
(A) the face value amount of an irrevocable burial contract
cannot exceed $6,000 plus accrued interest through August 4,
1998-;
(B) the face value amount of an irrevocable burial contract
cannot exceed $7,500 plus accrued interest for the period
August 5, 1998, through October 31, 2009-;
(C) after November 1, 2009, state statute excludes the face
value of an irrevocable burial contract, up to $10,000. This
exclusion includes any combination of irrevocable contract,
revocable prepaid account, designated account or cash value
in life 1insurance policies not used to fund the burial
policy, regardless of the face value, provided the cash value
in polucues and desugnated accounts does not exceed $1500

ass+stanee— After $10 OOO is excluded any remalnlng value
of the irrevocable burial contract i1Is counted against the
resource limit. Accrued interest is not counted as a part of
the $10,000 limit regardless of when it is accrued-; and
(D) the face value of life insurance policies used to fund
burial contracts is counted towards the $10,000 limit.
(g9) Medical insurance. |If a member is covered by Insurance other
than SoonerCare, then SoonerCare is the payer of last resort and
should not be b#Hbilled until all other payers have paid. It
payment is made directly to the member, the member must reimburse
OHCA up to the amount paid by SoonerCare. Any amount remaining
after payment to OHCA is considered as an available resource.
317:35-5-41.3. Automobiles, pickups, and trucks
Automobiles, pickups, and trucks are considered in the
eligibility determination for SoonerCare benefits. Verification of
the member®s countable resources held in bank accounts or at other
financial institutions can be established through an AVS.
(1) Exempt automobiles. One automobile 1i1s excluded from
counting as a resource—to—the—extent—its——current-market—value

(CMVY)—does notexceed$4,500. The CMY—in—excessof $4,500 s

(2) Other automobiles. The equity in other automobiles, pickups,
and trucks i1s considered as a countable resource. The current
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market value, less encumbrances on the vehicle, is the equity.
Only encumbrances that can be verified are considered 1iIn
computing equity.
(A) The market value of each year®s make and model is
established on the basis of the "Avg. Trade In" value as
shown in the current publication of the National Automobile
Dealers Association (NADA) on "'Cars, Trucks, and Imports™.
(B) If a vehicle®s listing has been discontinued in the NADA
book, the household®"s estimate of the value of the vehicle is
accepted unless the worker has reason to believe the estimate
IS Incorrect.
(C) The market value of a vehicle no longer operable is the
verified salvage value.
(D) In the event the member and worker cannot agree on the
value of the vehicle, the member secures written appraisal by
two persons who are familiar with current values. If there
i1s substantial unexplained divergence between these appraisals
or between the book value and one or more of these
appraisals, the worker and the member jointly arrange for the
market value to be established by an appraisal made by a third
person who 1i1s familiar with current values and who is
acceptable to both the member and the worker.
317:35-5-42. Determination of countable iIncome for individuals
categorically related to aged, blind and disabled
(a) General. The term income i1s defined as that gross gain or
gross recurrent benefit which is derived from labor, business,
property, retirement and other benefits, and many other forms which
can be counted on as currently available for use on a regular
basis. When an individual®s income is reduced due to recoupment of
an overpayment or garnishment, the gross amount before the
recoupment or garnishment is counted as income. Verification of the
member®s countable income or resources held in bank accounts or at
other financial institutions can be established through an AVS.
(1) If 1t appears the applicant or SoonerCare member 1is
eligible for any type of income (excluding SSI) or resources,
he/she must be notified in writing by the Agency of his/her
potential eligibility. The notice must contain the
information that failure to file for and take all appropriate
steps to obtain such benefit within 30 days from the date of
the notice will result in a determination of ineligibility.
(2) IT a husband and wife are living iIn their own home, the
couple®s total income and/or resource is divided equally
between the two cases. If they both enter a nursing facility,
their Income and resources are considered separately.
(3) IT only one spouse iIn a couple i1s eligible and the couple
ceases to live together, only the income and resources of the
ineligible spouse that are actually contributed to the
eligible spouse beginning with the month after the month which
they ceased to live together are considered.
(4) In calculating monthly income, cents are included in the
computation until the monthly amount of each individual®s
source of income has been established. When the monthly amount
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of each income source has been established, cents are rounded to
the nearest dollar (1 - 49 cents is rounded down, and 50 - 99
cents is rounded up). For example, an individual"s weekly earnings
of $99.90 are multiplied by 4.3 and the cents rounded to the
nearest dollar ($99.90 x 4.3 = $429.57 rounds to $430). See
rounding procedures in OAC 340:65-3-4 when using BENDEX to
verifty OASDI benefits.
(b) Income disregards. In determining need, the following are not
considered as income:
(1) Fhe——coupon—alHlotment—under—the Food—Stamp—-Act—-oF1977The
value of Supplemental Nutrition Assistance Program (food stamps)
received;
(2) Any payment received under Title 11 of the Uniform
Relocation Assistance and Real Property Acquisition Policies Act
of 1970;
(3) Educational grants (excluding work study), scholarships,
etc., that are contingent upon the student regularly attending
school. The student®"s classification (graduate or
undergraduate) is not a factor;
(4) Loans (regardless of wuse) 1f a bona fide debt or
obligation to pay can be established. Criteria to establish a
loan as bona fide includes:
(A) An acknowledgment of obligation to repay or evidence
that the loan was from an i1ndividual or financial
institution in the loan business. ITf the loan agreement is not
written, an OKDHS Form O8AD103E, Loan Verification, should be
completed by the borrower attesting that the loan is bona
fide and signed by the lender verifying the date and amount
of loan. When copies of written agreements or OKDHS Form
O8AD103E are not available, detailed case documentation must
include information that the loan is bona fide and how the
debt amount and date of receipt was verified.
(B) IT the loan was from a person(s) not in the loan
business, the borrower®s acknowledgment of obligation to
repay (with or without interest) and the lender®s
verification of the loan are required to indicate that the
loan is bona fide.
(C) Proceeds of a loan secured by an exempt asset are not an
asset;
(5) One-third of child support payments received on behalf of the
disabled minor child;
(6) Indian payments (including judgment funds or funds held in
trust) distributed by the Secretary of the Interior (BIA) or
distributed by the tribe subject to approval by the Secretary of
the Interior. Also, any interest or investment income accrued
on such funds while held iIn trust or any purchases made with
Jjudgment funds, trust funds, interest or investment income accrued
on such funds. Any income from mineral leases, from tribal
business investments, etc. However, any interest or income
derived from the principal or produced by purchases made with
funds after distribution iIs considered as any other income;
(7) Special allowance for school expenses made available upon
petition (in writing) for funds held iIn trust for the student;

6




(8) Title 111 benefits from State and Community Programs on Aging;
(9) Payment for supportive services or reimbursement of out-of-
pocket expenses made to individual volunteers serving as foster
grandparents, senior health aides, or senior companions,
and to persons serving 1iIn the Service Corps of Retired
Executives (SCORE) and Active Corps of Executives (ACE);

(10) Payments to volunteers under the Domestic Volunteer
Services Act of 1973 (VISTA), unless the gross amount of VISTA
payments equals or exceeds the state or federal minimum wage,
whichever is greater;

(11) The value of supplemental food assistance received under
the Child Nutrition Act or the special food service program
for children under the national School Lunch Act;

(12) Any portion of payments made under the Alaska Native Claims
Settlement Act to an Alaska Native which are exempt from taxation
under the Settlement Act;

(13) Reimbursements from an employer for out-of-pocket
expenditures and allowances for travel or training to the extent
the funds are used for expenses directly related to such travel
or training and uniform allowance i1f the uniform is uniquely
identified with company names or logo;

(14) Assistance or services from the Vocational Rehabilitation
program such as transportation expenses to a rehabilitation
center, extra clothing, lunches, grooming needed for a
training program and any other such complementary payments;
(15) Experimental Housing Allowance Program (EHAP) payments made
under Annual Contributions Contracts entered into prior to
January 1, 1975, under Section 23 of the U.S. Housing Act of
1937, as amended;

(16) Payments made by a public or private non-profit child care
agency for a child placed in foster care or subsidized adoption;
(17) Governmental rental or housing subsidies by governmental
agencies, e.g., HUD (received in-kind or 1in cash) for rent,
mortgage payments, or utilities;

(18) LIHEAP payments for energy assistance and payments for
emergency situations under Emergency Assistance to Needy Families
with Children;

(19) Payments made from the Agent Orange Settlement Fund or any
other fund established pursuant to the settlement in the In Re
Agent Orange product liability Hlitigation, M.D.L. No. 381
(E.-D_.N.Y.);

(20) Payments made from the Radiation Exposure Compensation Trust
Fund as compensation for injuries or deaths resulting from the
exposure to radiation from nuclear testing and uranium mining;
(21) Federal major disaster and emergency assistance provided
under the Disaster Relief Act of 1974, and comparable disaster
assistance provided by States, local governments, and disaster
assistance organizations;

(22) Income of a sponsor to the sponsored eligible alien;

(23) Income that 1iIs set aside under an approved Plan for
Achieving Self-Support for Blind or Disabled People (PASS). The
Social Security Administration approves the plan, the amount of
income excluded and the period of time approved. A plan can be
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approved for an initial period of 18 months. The plan may be
extended for an additional 18 months if needed, and an
additional 12 months (total 48 months) when the objective
involves a lengthy educational or training program;
(24) Payments made to individuals because of their status as
victims of Nazi persecution (PL 103-286);
(25) Payments received under the Civil Liberties Act of 1988.
These payments are to be made to individuals of Japanese
ancestry who were detained in internment camps during World War
11;
(26) Payments received as a result of participation in a class
action lawsuit entitled "Factor VIII or IX Concentrate Blood
Products Litigation”. These payments are made to hemophilia
patients who are infected with HIV. However, if the payments are
placed in an interest-bearing account, or some other investment
medium that produces income, the 1income generated by the
account may be countable as income to the individual;
(27) Payments made to certain Vietnam veterans®™ children with
spina bifida (PL 104-204);
(28) Payments made to certain Korea service veterans®™ children
with spina bifida (PL 108-183);
(29) Payments made to the children of women Vietnam veterans who
suffer from certain birth defects (PL 106-419);
(30) Additional payments of regular unemployment compensation in
the amount of $25 per week ending June 30, 2010, and any amount
of emergency unemployment compensation paid through May 31, 2010,
as authorized under the American Recovery and Reinvestment Tax
Act of 2009;—and
(31) Wages paid by the Census Bureau for temporary employment
related to Census activities—;
(32) Income tax refunds;
(33) Home energy assistance;
(34) Food or shelter based on need provided by nonprofit
agencies;
(35) Money someone else spends to pay your expenses for items
other than food or shelter (e.g., someone pays for your
telephone or medical bills);
(36) Earnings up to $1,750 per month to a maximum of $7,060 per
year (effective January 2014) for a student under age 22;
(37) The cost of impairment-related work expenses for items or
services that a disabled person needs 1n order to work; and
(38) The fTirst $2,000 of compensation received per calendar year
for participating i1n certain clinical trials.
(c) Determination of i1ncome. The member 1s responsible for
reporting information regarding all sources of available income. This
information 1i1s verified and used by the worker 1In
determining eligibility.
(1) Gross income 1is listed for purposes of determining
eligibility. It may be derived from many sources, and some
items may be automatically disregarded by the computer when so
provided by state or federal law.
(2) IT a member is determined to be categorically needy and is
also an SSI recipient, any change in countable income (see OAC
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317:35-5-42(d)(3) to determine countable i1ncome) will not
affect receipt of SoonerCare and amount of State Supplemental
Payment (SSP) as 1long as the amount does not cause SSI
ineligibility. Income which will be considered by SSI in the
retrospective cycle 1is documented In the case with computer
update at the time that SSI makes the change (in order not to
penalize the member twice). ITf the SSI change i1s not timely, the
worker updates the computer using the appropriate date as if it
had been timely. If the receipt of the iIncome causes SSI
ineligibility, the income is considered immediately with proper
action taken to reduce or close the SoonerCare benefit and SSP
case. Any SSI overpayment caused by SSA not making timely
changes will result in recovery by SSI in the future. When the
worker becomes aware of iIncome changes which will affect SSI
eligibility or payment amount, the information is to be shared
with the SSA office.
(3 Some of the more common Income sources to be considered in
determining eligibility are as follows:
(A) Retirement and disability benefits. These i1nclude but
are not limited to OASDI, VA, Railroad Retirement, SSI, and
unemployment benefits. Federal and State benefits are
considered for the month they are iIntended when determining
eligibility.
(1) Verifying and documenting the receipt of the benefit and
the current benefit amount are achieved by:
(1) seeing the member"s award letter or warrant;
(11) obtaining a signed statement from the individual
who cashed the warrant; or
(111) by using BENDEX and SDX.
(i1) Determination of OASDI benefits to be considered
(disregarding COLA"s) for former State Supplemental
recipients who are reapplying for medical benefits under
the Pickle Amendment must be computed according to OKDHS
Form O8AXO11E.
(i11) The Veterans Administration allows their
recipients the opportunity to request a reimbursement
for medical expenses not covered by SoonerCare. If a
recipient is eligible for the readjustment payment, i1t is
paid in a lump sum for the entire past year. This
reimbursement is disregarded as income and a resource 1in
the month 1t is received; however, any amount retained
in the month following receipt is considered a resource.
(iv) Government financial assistance in the form of VA Aid
and Attendance or Champus payments 1is considered as
follows:
(1) Nursing facility care. VA Aid and Attendance or
Champus payment whether paid directly to the member
or to the facility, are considered as third party
resources and do not affect the income eligibility or
the vendor payment of the member.
(1) Own home care. The actual amount of VA Aid and
Attendance payment paid for an attendant in the home
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iIs disregarded as 1income. In all instances, the
amount of VA Aid and Attendance 1is shown on the
computer form.
(v) Veterans or their surviving spouse who receive a VA
pension may have their pension reduced to $90 by the VA if
the veteran does not have dependents, 1s SoonerCare
eligible, and is residing in a nursing facility that is
approved under SoonerCare. Section 8003 of Public Law
101-508 allows these veterans®™ pensions to be reduced to
$90 per month. None of the $90 may be used in computing
any vendor payment or spenddown. In these instances, the
nursing home resident is entitled to the $90 reduced VA
pension as well as the regular nursing Tacility
maintenance standard. Any vendor payment or spenddown
will be computed by using other income minus the monthly
nursing Tfacility maintenance standard minus any
applicable medical deduction(s). Veterans or their
surviving spouse who meet these conditions will have their
VA benefits reduced the month following the month of
admission to a SoonerCare approved nursing facility.
(B) SSI benefits. SSI benefits may be continued up to
three months for a recipient who enters a public medical or
psychiatric institution, a SoonerCare approved hospital,
extended care facility, iIntermediate care facility for the
mentally retarded or nursing facility. To be eligible for the
continuation of benefits, the SSI recipient must have a
physician®s certification that the institutionalization is not
expected to exceed three months and there must be a need
to maintain and provide expenses TfTor the home. These
continued payments are 1intended for the use of the
recipient and do not affect the vendor payment.
(C) Lump sum payments.
(i) Any income received in a lump sum (with the
exception of SSI lump sum) covering a period of more
than one month, whether received on a recurring or
nonrecurring basis, Is considered as income In the month it
iIs received. Any amount from any Hlump sum source,
including SS1I (with the exception of dedicated bank
accounts for disabled/blind children under age 18),
retained on the Tfirst day of the next month 1is
considered as a resource. Such lump sum payments may
include, but are not limited to, accumulation of wages,
retroactive OASDI, VA benefits, Workers® Compensation,
bonus lease payments and annual rentals from land and/or
minerals.
(i1) Lump sum payments used to establish dedicated bank
accounts by representative payees in order to receive
and maintain retroactive SSI benefits for disabled/blind
children under age 18 are excluded as 1i1ncome. The
interest income generated from dedicated bank accounts
is also excluded. The dedicated bank account consisting of
the retroactive SSI lump sum payment and accumulated
interest is excluded as a resource in both the month
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received and any subsequent months.
(iti) A life 1insurance death benefit received by an
individual while living i1s considered as income iIn the
month received and as a resource in the following months to
the extent 1t is available.
(iv) Changing a resource from one form to another, such
as converting personal property to cash, i1s not
considered a lump sum payment.
(D) Income from capital resources and rental property.
Income from capital resources can be derived from rental of a
house, rental from land (cash or crop rent), leasing of
minerals, life estate, homestead rights, or iInterest.
(i) If royalty income is received monthly but in irregular
amounts, an average based on the previous six months*
royalty income is computed and used to determine income
eligibility. When the difference between the gross and
net income represents a production or severance tax
(e.g., most oil royalties are reduced by this tax), the
OHCA only uses the net figure when determining iIncome
eligibility. The production or severance tax 1Is the
cost of producing the 1ncome, and, therefore, 1is
deducted from the gross i1ncome. Exception: At any time
that the county becomes aware of and can establish a
trend showing a dramatic increase or decrease 1in
royalty income, the previous two menth-smonths® royalty
income is averaged to compute countable monthly income.
(i1) Rental income may be treated as earned income when
the individual participates in the management of a trade or
business or i1nvests his/her own labor iIn producing the
income. The individual®s federal income tax return will
verifty whether or not the income is from self-employment.
Otherwise, income received from rentrental property is
treated as unearned iIncome.
(ii1) When preoperty—rentalrental property is handled by a
leasing agent who collects the rent and deducts a
management fee, only the rent actually received by the
member 1s considered as income.
(E) Earned 1income/self-employment. The term 'earned
income’™ 1i1ncludes 1i1ncome 1In cash earned by an 1individual
through the receipt of wages, salary, commission, or profit
from activities iIn which he/she 1s engaged as a self-
employed individual or as an employee. See subparagraph
(G) of this paragraph for earnings received in fluctuating
amounts. "Earned Income™ is also defined to include in-kind
benefits received by an employee from an employer in lieu of
wages or in conjunction with wages. Such benefits received
in-kind are considered as earned 1i1ncome only when the
employee/employer relationship has been established. The
cash value of the iIn-kind benefits must be verified by the
employer. Income from self-employment also includes in-kind
benefits for a work activity or service for which the self-
employed person ordinarily receives payment iIn his/her
business enterprise. An exchange of labor or servicess;,
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e.g., barter, is considered as an in-kind benefit. Medical
insurance secured through the employer, whether purchased or
as a benefit, 1s not considered in-kind but Is recorded on
the case computer input document Tfor coordination with
SoonerCare benefits.

() Work study received by an individual who is

attending school 1s considered as earned iIncome with

appropriate earned income disregards applied.

(i1) Money from the sale of whole blood or blood plasma

Is considered as self-employment income subject to

necessary business expenseexpenses and appropriate earned

income disregards.

(1i1) Self-employment income is determined as follows:
(1) Generally, the federal or state income tax form
for the most recent year is used for calculating the
self-employment income to project income on a monthly
basis for the certification period. The gross income
amount, as well as the allowable deductions, are the
same as can be claimed under the Internal Revenue
code for tax purposes.

(11) Self-employment 1income which represents a
household®s annual support is prorated over a 12-
month period, even i1f the income is received In a
short period of time. For example, self-employment
income received by crop farmers is averaged over a
12-month period if the income represents the farmer-s
annual support.

(111) If the household"s self-employment enterprise has
been 1n existence for less than a year, the income
from that self-employment enterprise is averaged over
the period of time the business has been in operation
to establish the monthly income amount.

(1IV) If a tax return is not available because one has
not been filed due to recent establishment of the
self-employment enterprise, a profit and loss
statement must be seen to establish the monthly
income amount.

(V) The purchase price and/or payment(s) on the
principal of loans for capital assets, equipment,
machinery, and other durable goods is not considered
as a cost of producing self-employed income. Also
not considered are net losses from previous periods,
depreciation of capital assets, equipment, machinery,
and other durable goods; and federal, state and local
income taxes, FICA, money set aside for retirement
purposes, and other work related personal expenses,
such as meals and necessary transportation (these
expenses are accounted for by the work related
expense deduction given in OAC 340:10-3-33(1)).-

(iv) Countable self-employment income is determined by

deducting allowable business expenses to determine the

adjusted gross income. The earned income deductions are
then applied to establish countable earned iIncome.
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(F) Inconsequential or irregular income. Inconsequential or
irregular receipt of income in the amount of $10 or less per
month or $30 or less per quarter is disregarded. The
disregard 1is applied per individual for each type of
inconsequential or irregular income. To determine whether the
income i1s inconsequential or irregular, the gross amount of
earned income and the gross minus business expense of self-
employed income are considered.
(G) Monthly income received in fluctuating amounts. Income
which 1s received monthly but 1i1n irregular amounts 1is
averaged using two menth-smonths®™ i1ncome, 1f possible, to
determine income eligibility. Less than two menth-smonths”
income may be wused when circumstances (e.g., new
employment, unpaid sick leave, etc.) would indicate that
previous i1ncome amounts would not be appropriate to
use 1n determining future iIncome amounts. Income received
more often than monthly is converted to monthly amounts as
follows:
(i) Daily. Income received on a daily basis is converted
to a weekly amount then multiplied by 4.3.
(i1) Weekly. Income received weekly is multiplied by
4.3.
(iti1) Twice a month. Income received twice a month is
multiplied by 2.
(1iv) Biweekly. Income received every two weeks 1is
multiplied by 2.15.
(H) Non-negotiable notes and mortgages. Installment
payments received on a note, mortgage, etc., are considered as
monthly iIncome.
(1) Income from the Job Training and Partnership Act
(JTPA). Unearned income received by an adult, such as a needs
based payment, cash assistance, compensation in lieu of
wages, allowances, etc., from a program funded by JTPA is
considered as any other unearned income. JTPA earned iIncome
received as wages is considered as any other earned income.
(J) Other 1income. Any other monies or payments which are
available for current living expenses must be considered.
(d) Computation of income.
(1) Earned income or unearned income. The general income
exclusion of $20 per month i1s allowed for earned or unearned
income, unless the unearned income is SSP, on the combined earned
income of the eligible individual and eligible or ineligible
spouse. See paragraph (6) of this subsection if there are
ineligible minor children. After the $20 exclusion, deduct $65
and one-half of the remaining combined earned income. The total
gross amount of unearned income of the eligible individual and
eligible or 1neligible spouse 1s considered.

2)—Ynearned—income—Thetotal gross—amount—of unearned
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3)(2) Countable income. The countable income is the sum of the
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earned i1ncome afFter—exclustons—and the total gross unearned
income after exclusions.
4> (3) Deeming computation for disabled or blind minor
child(ren). An automated calculation 1is available for
computing the income amount to be deemed from parent(s) and the
spouse of the parent to eligible disabled or blind minor
child(ren) by use of transaction CID. The i1neligible minor
child iIn the computation regarding allocation for 1ineligible
child(ren) is defined as: a dependent child under age 18.
(A) AAn intellectually disabled child living in the home who
is ineligible for SSP due to the deeming process may be
approved for SoonerCare under the Home and Community Based
Services Waiver (HCBS) Program as outlined in OAC 317:35-9-
5.
(B) For TEFRA, the income of child®s parent(s) is not deemed
to him/her.
€5)(4) Premature infants. Premature infants (i.e., 37 weeks or
less) whose birth weight 1s less than 1200 grams
(approximately 2 pounds 10 ounces) will be considered disabled
by SSA even 1f no other medical impairment(s) exist. In this
event, the parents” i1ncome Is not deemed to the child until the
month following the month in which the child leaves the hospital
and begins living with his/her parents.
€6>(5) Procedures for deducting ineligible minor child
allocation. When an eligible individual has an 1ineligible
spouse and ineligible minor children (not receiving TANF), the
computation is as follows:
(A) Each ineligible child"s allocation (OKDHS Form
O8AX001E, Schedule VII. C.) minus each child"s gross
countable income is deducted from the 1ineligible spouse®s
income. Deeming of i1ncome 1is not done from child to
parent.
(B) The deduction in subparagraph (A) of this paragraph is
prior to deduction of the general income exclusion and work
expense.
(C) After computations in subparagraphs (A) and (B) of this
paragraph, the remaining amount is the ineligible spouse®s
countable 1i1ncome considered available to the eligible
spouse.
H(6) Special exclusions for blind individuals. Any blind
individual who 1i1s employed may deduct the general 1ncome
exclusion and the work exclusion from the gross amount of
earned Income. After the application of these exclusions, one-half
of the remaining income is excluded. The actual work expense
is then deducted from the remaining half to arrive at the amount
of countable income. If this blind individual has a spouse who
is also eligible due to blindness and both are working, the
amount of ordinary and necessary expenses attributable to the
earning of income for each of the blind individuals may be
deducted. Expenses are deductible as paid but may not exceed
the amount of earned iIncome. To be deductible, an expense
need not relate directly to the blindness of the individual, it
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need only be an ordinary and necessary work expense of the blind
individual. Such expenses fall iInto three broad categories:
(A) transportation to and from work;
(B) job performance; and
(C) job improvement.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
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 1iIn 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.
(b) All services are to be for the goal of iImprovement of
functioning, independence, 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 is made only for services provided
while a current CDC is on file with OHCA or its designated agent.
For further information and iInstructions regarding the CDC, refer
to the Behavioral Health Provider 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 for
obtaining them, refer to the Behavioral Health Provider Manual.
Authorization of services is not a guarantee of payment. The
provider is 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 facility. Provision of these services
i1s the responsibility of the nursing facility and reimbursement is
included within the rate paid to the nursing facility for the
member®s care.
() In addition to individual service limitations, reimbursement
for outpatient behavioral health services i1s limited to 35 hours
per rendering provider per week. Service hours will be 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.

PART 25. PSYCHOLOGISTS

317:30-5-276. Coverage by category
(a) Outpatient Behavioral Health Services. Outpatient behavioral
health services are covered as set forth in this Section, when
provided in accordance with a documented individualized service
plan medical record, developed to treat the identified behavioral
health and/or substance use disorder(s), unless specified
otherwise.
(1) AIll services are to be for the goal of iImprovement of
functioning, independence, or wellbeing of the member. The
services and treatment plans are to be recovery focused, trauma
and co-occurring specific. The member must be able to actively
participate iIn 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.
(2) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or 1its
designated agent. The CDC must be reviewed, updated and
resubmitted by the provider every six months. Reimbursement is
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 Prior Authorization
Manual .
(3) Some outpatient behavioral health services may require
authorization. For information regarding services requiring
authorization and the process for obtaining them, refer to the
Prior Authorization Manual. Authorization of services is not a
guarantee of payment. The provider iIs 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.
(b) Adults. Coverage for adults by a psychologist i1s limited to
Bio-Psycho-Social Assessments when required by OHCA as part of a
preoperative prior authorization protocol for organ transplant or
bariatric surgical procedures.
(1) The interview and assessment is defined as a face-to-face
interaction with the member. Assessment includes a history,
mental status, full bio-psycho-social evaluation, a disposition,
communications with Tfamily or other sources, review of
laboratory or other pertinent medical information, and
medical/clinical consultations as necessary. The pre-op
evaluation should aim to assess the member®s psychological well-



being, ability to make informed decisions, and willingness to
participate actively in postoperative treatment.
(2) For bariatric preoperative assessments, issues to address
include, but are not limited to: Depression, self-esteem, stress
management, coping skills, binge eating, change 1In eating
habits, other eating disorders, change in social roles, changes
associated with return to work/school, body 1image, sexual
function, lifestyle issues, personality factors that may affect
treatment and recovery, alcohol or substance use disorders,
ability to make lasting behavior changes, and need for further
support and counseling.
(c) Children. Coverage for children includes the following
services:
(1) Biro-Psycho-Social Assessments. Psychiatric Diagnostic
Interview Examination (PDIE) initial assessment or Level of Care
Assessment. The iInterview and assessment is defined as a face-
to-face interaction with the member. Psychiatric diagnostic
interview examination includes a history, mental status, and a
disposition, and may include communication with family or other
sources, ordering and medical interpretation of laboratory or
other medical diagnostic studies. Only one PDIE is allowable per
provider per member. If there has been a break In service over a
six month period, then an additional unit of PDIE can be prior
authorized by OHCA, or theilr designated agent.
(2) Psychotherapy in an outpatient setting including an office,
clinic, or other confidential setting. The services may be
performed at the residence of the member if it is demonstrated
that 1t i1s clinically beneficial, or 1t the member is unable to
go to a clinic or office. Psychotherapy is defined as a one to
one treatment using a widely accepted modality or treatment
framework suited to the individual®s age, developmental
abilities and diagnosis. It may include specialized techniques
such as biofeedback or hypnosis. Psychotherapy is considered to
involve "interactive complexity™ when there are communication
factors during a visit that complicate delivery of the
psychotherapy by the psychologist. Sessions typically involve
members who have other individuals legally responsible for their
care (i.e. minors or adults with guardians); members who request
others to be involved iIn their care during the session (i.e.
adults accompanied by one or more participating family members
or interpreter or language translator); or members that require
involvement of other third parties (i.e. child welfare, juvenile
justice, parole/probation officers, schools, etc.).
Psychotherapy should only be reported as involving interactive
complexity when at least one of the following communication
factors 1s present:
(A) The need to manage maladaptive communication (i.e.
related to high anxiety, high reactivity, repeated questions,
or disagreement) among participants that complicate delivery
of care.



(B) Caregiver emotions/behavior that 1interfere with
implementation of the treatment plan.
(C) Evidence/disclosure of a sentinel event and mandated
report to a third party (i.e. abuse or neglect with report to
state agency) with initiation of discussion of the sentinel
event and/or report with patient and other Visit
participants.
(D) Use of play equipment, physical devices, interpreter or
translator to overcome barriers to therapeutic iInteraction
with a patient who is not fluent in the same language or who
has not developed or lost expressive or receptive language
skills to use or understand typical language.
(3) Family Psychotherapy is performed in an outpatient setting
limited to an office, clinic, or other confidential setting.
Family therapy i1s a face-to-face iInteraction between a therapist
and the patient/family to facilitate emotional, psychological or
behavioral changes and promote communication and understanding.
Family therapy must be provided for the benefit of a SoonerCare
eligible child as a specifically i1dentified component of an
individual treatment plan.
(4) Group and/or Interactive Group psychotherapy 1i1n an
outpatient setting must be performed in the psychologist®s
office, clinic, or other confidential setting. Group therapy is
a face to face interaction between a therapist and two or more
unrelated patients (though there may be siblings in the same
group, Jjust not siblings only) to facilitate emotional,
psychological, or behavioral changes. All group therapy records
must indicate group size. Maximum total group size IS SiX
patients for children four years of age up to the age of 18.
Groups 18-20 year olds can include eight individuals. Group
therapy must be provided for the benefit of a SoonerCare
eligible child four years of age or older as a specifically
identified component of an individual treatment plan. Multi-
family group therapy size is limited to eight family units.
(5) Assessment/Evaluation and testing 1i1s provided by a
psychological technician of a psychologist or a LBHP utilizing
tests selected from currently accepted assessment test
batteries. For assessments conducted in a school setting, the
Oklahoma State Department of Education requires that a licensed
supervisor sign the assessment. Eight hours/units of testing per
patient (over the age of two), per provider is allowed every 12
months. There may be instances when further testing is
appropriate based on established medical necessity criteria
found In the Prior Authorization Manual. Test results must be
reflected In the service plan or medical record. The service
must clearly document the need for the testing and what the
testing i1s expected to achieve. Testing for a child younger than
three must be medically necessary and meet established criteria
as set forth in the Prior Authorization Manual. Justification
for additional testing beyond allowed amount as specified in



this section must be clearly explained and documented iIn the
medical record. Testing units must be billed on the date the
testing, interpretation, scoring, and/or reporting was performed
and supported by documentation.
(6) Health and Behavior codes - behavioral health services are
available only to chronically and severely medically 1ill
children.
(7) Crisis intervention services for the purpose of
stabilization and hospital diversion as clinically appropriate.
(8) Payment for therapy services provided by a psychologist to
any one member is limited to eight sessions/units per month. A
maximum of 12 sessions/units of therapy and testing services per
day per provider are allowed. A maximum of 35 hours of therapy
per week per provider are allowed. The weekly service hour
limitation will be calculated using a rolling four week average.
Case Management services are considered an integral component of
the behavioral health services listed above.
(9) A child who is being treated iIn an acute psychiatric
inpatient setting can receive separate Psychological services as
the i1npatient per diem is for "non-physician™ services only.
(10) A child receiving Residential Behavioral Management in a
foster home, also known as therapeutic foster care, or a child
receiving Residential Behavioral Management in a group home,
also known as therapeutic group home, may not receive
individual, group or family counseling or psychological testing
unless allowed by the OHCA or its designated agent.
(d) Home and Community Based Waiver Services for 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 this Authority to provide services
under this program. All services are specified in the individual®s
plan of care.
(e) Individuals eligible for Part B of Medicare. Payment i1s made
utilizing the Medicaid allowable for comparable services.
() Nursing Facilities. Services provided to members residing in
nursing facilities may not be billed to SoonerCare.

PART 26. LICENSED BEHAVIORAL HEALTH PROVIDERS

317:30-5-281. Coverage by Category
(a) Outpatient Behavioral Health Services. Outpatient behavioral
health services are covered as set forth in this Section, and when
provided in accordance with a documented individualized service
plan and/or medical record, developed to treat the identified
behavioral health and/or substance use disorder(s), unless
specified otherwise.
(1) AIll services are to be for the goal of improvement of
functioning, iIndependence, or wellbeing of the member. The
services and treatment 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.
(2) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or 1its
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 Prior Authorization
Manual .
(3) Some outpatient behavioral health services may require
authorization. For 1information regarding services requiring
authorization and the process for obtaining them, refer to the
Prior Authorization Manual. Authorization of services iIs not a
guarantee of payment. The provider is 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.

(b) Adults. Coverage for adults by a LBHP is limited to Bio-Psycho-

Social Assessments when required by OHCA as part of a preoperative

prior authorization protocol for organ transplant or bariatric

surgical procedures.
(1) The i1nterview and assessment is defined as a face-to-face
interaction with the member. Assessment iIncludes a history,
mental status, full bio-psycho-social evaluation, a disposition,
communications with Tfamily or other sources, review of
laboratory or other pertinent medical information, and
medical/clinical consultations as necessary. The pre-op
evaluation should aim to assess the member®s psychological well-
being, ability to make informed decisions, and willingness to
participate actively in postoperative treatment.
(2) For bariatric preoperative assessments, issues to address
include, but are not limited to: depression, self-esteem, stress
management, coping skills, binge eating, change 1iIn eating
habits, other eating disorders, change in social roles, changes
associated with return to work/school, body 1image, sexual
function, lifestyle i1ssues, personality factors that may affect
treatment and recovery, alcohol or substance use disorders,
ability to make lasting behavior changes, and need for further
support and counseling.

(c) Children. Coverage for children includes the fTollowing

services:
(1) Bio-Psycho-Social and Level of Care Assessments.

(A) The iInterview and assessment iIs defined as a face-to-face
interaction with the member. Assessment includes a history,



mental status, Tull bio-psycho-social evaluation, a
disposition, communications with family or other sources,
review of laboratory or other pertinent medical information,
and medical/clinical consultations as necessary.
(B) Assessments for Children®s Level of Care determination of
medical necessity must follow a specified assessment process
through OHCA or their designated agent. Only one assessment
is allowable per provider per member. ITf there has been a
break 1n service over a six month period, or the assessment
is conducted for the purpose of determining a child"s need
for inpatient psychiatric admission, then an additional unit
can be authorized by OHCA, or their designated agent.
(2) Psychotherapy iIn an outpatient setting including an office,
clinic, or other confidential setting. The services may be
performed at the residence of the member i1If It Is demonstrated
that it is clinically beneficial, or if the member is unable to
go to a clinic or office. Individual psychotherapy is defined as
a one to one treatment using a widely accepted modality or
treatment framework suited to the individual®s age,
developmental abilities and diagnosis. It may include
specialized techniques such as biofeedback or hypnosis.
Psychotherapy is considered to involve "interactive complexity"
when there are communication Tfactors during a visit that
complicate delivery of the psychotherapy by the LBHP. Sessions
typically involve members who have other individuals legally
responsible for their care (i.e. minors or adults with
guardians); members who request others to be involved in their
care during the session (i.e. adults accompanied by one or more
participating TfTamily members or interpreter or language
translator); or members that require involvement of other third
parties (i.e. child welfare, juvenile justice, parole/probation
officers, schools, etc.). Psychotherapy should only be reported
as i1nvolving interactive complexity when at least one of the
following communication factors is present:
(A) The need to manage maladaptive communication (i.e.
related to high anxiety, high reactivity, repeated questions,
or disagreement) among participants that complicate delivery
of care.
(B) Caregiver emotions/behavior that 1interfere with
implementation of the treatment plan.
(C) Evidence/disclosure of a sentinel event and mandated
report to a third party (i.e. abuse or neglect with report to
state agency) with initiation of discussion of the sentinel
event and/or report with patient and other Visit
participants.
(D) Use of play equipment, physical devices, interpreter or
translator to overcome barriers to therapeutic iInteraction
with a patient who is not fluent in the same language or who
has not developed or lost expressive or receptive language
skills to use or understand typical language.



(3) Family Psychotherapy is performed in an outpatient setting
limited to an office, clinic, or other confidential setting.
Family therapy i1s a face-to-face iInteraction between a therapist
and the patient/family to facilitate emotional, psychological or
behavioral changes and promote communication and understanding.
Family therapy must be provided for the benefit of the member as
a specifically i1dentified component of an individual treatment
plan.

(4) Group and/or Interactive Group psychotherapy 1i1n an
outpatient setting must be performed in an office, clinic, or
other confidential setting. Group therapy is a face-to-face
interaction between a therapist and two or more unrelated
patients (though there may be siblings in the same group, just
not siblings only) to facilitate emotional, psychological, or
behavioral changes. All group therapy records must indicate
group size. Maximum total group size is six for ages four up to
18. Groups 18-20 year olds can include eight individuals. Group
therapy must be provided for the benefit of the member as a
specifically identified component of an individual treatment
plan. Multi-family group therapy size is limited to eight family
units.

(5) Assessment/Evaluation and testing 1is provided by a
psychologist, certified psychometrist, psychological technician
of a psychologist or a LBHP utilizing tests selected from
currently accepted assessment test batteries. For assessments
conducted in a school setting, the Oklahoma State Department of
Education requires that a [licensed supervisor sign the
assessment. Eight hours/units of testing per patient (over the
age of two), per provider is allowed every 12 months. There may
be instances when Tfurther testing is appropriate based on
established medical necessity criteria found i1n the Prior
Authorization Manual. Justification for additional testing
beyond allowed amount as specified iIn this section must be
clearly explained and documented in the medical record. Test
results must be reflected in the service plan or medical record.
The service plan must clearly document the need for the testing
and what the testing is expected to achieve. Testing for a child
younger than three must be medically necessary and meet
established Child (0-36 months of Age) criteria as set forth in
the Prior Authorization Manual. Testing units must be billed on
the date the testing, interpretation, scoring, and/or reporting
was performed and supported by documentation.

(6) Crisis intervention services for the purpose of
stabilization and hospitalization diversion as clinically
appropriate.

(7) Payment for therapy services provided by a LBHP to any one
member is limited to eight sessions/units per month. A maximum
of 12 sessions/units of therapy and testing services per day per
provider are allowed. A maximum of 35 hours of therapy per week
per provider are allowed. The weekly service hour limitation




will be calculated using a rolling four week average. Case
Management services are considered an integral component of the
behavioral health services listed above.
(8) A child receiving Residential Behavioral Management in a
foster home, also known as therapeutic foster care, or a child
receiving Residential Behavioral Management in a group home,
also known as therapeutic group home, may not receive
individual, group or family counseling or testing unless allowed
by the OHCA or their designated agent.
(d) Home and Community Based Waiver Services for 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 this Authority to provide services
under this program. All services are specified in the individual®s
plan of care.
(e) Individuals eligible for Part B of Medicare. Payment is made
utilizing the Medicaid allowable for comparable services.
() Nursing Facilities. Services provided to members residing iIn

nursing facilities may not be billed to SoonerCare.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 22. HEALTH HOMES

317:30-5-250. Purpose

Health Homes for Individuals with Chronic Conditions are
created to promote enhanced integration and coordination of
primary, acute, behavioral health, and long-term services and
supports for persons across the lifespan with chronic illness.
The purpose of the Health Home is to improve the health status
of SoonerCare members with Serious Mental Illness or Serious
Emotional Disturbance by promoting wellness and prevention and
to iImprove access and continuity in health care for these
members by supporting coordination and integration of primary
care services iIn specialty behavioral health settings.

317:30-5-251. Eligible providers
(a) Agency requirements. Providers of Health Home (HH) services
are responsible for providing HH services to qualifying
individuals within the provider®"s specified service area.
Qualifying providers must be:
(1) Certified by the Oklahoma Department of Mental Health and
Substance Abuse Services (ODMHSAS) as a Community Mental
Health Center under OAC 450:17; or
(2) Accredited as a provider of outpatient behavioral health
services from one of the national accrediting bodies; or
(3) Certified by ODMHSAS as a Mental Illness Service Program
pursuant to OAC 450:27; or
(4) Certified by ODMHSAS as a Program of Assertive Community
Treatment (PACT) pursuant to OAC 450:55.
(5) In addition to the accreditation/certification
requirements in (1) — (4), providers must also have provider
specific credentials from ODMHSAS for Health Home Services
(OAC 450:17; OAC 450:27; OAC 450:55).
(b) Health Home  team. Health Homes will utilize an
interdisciplinary team of professionals and paraprofessionals to
identify an individual®s strengths and needs, create a unified
plan to empower persons toward self-management and coordinate
the individual®s varied healthcare needs. HH teams will vary in
size depending on the size of the member panel and acuity of
members. HH team composition will vary slightly between
providers working with adults and children.
(1) Health Homes working with adults with Serious Mental
I1Iness (SM1)  will utilize a multidisciplinary team
consisting of the following:
(A) Project Director;




(B) Nurse Care Manager;

(C) Consulting Primary Care Practitioner (PCP);

(D) Psychiatric Consultant (317:30-5-11);

(E) Certified Behavioral Health Case Manager (CM)(OAC

450:50; 317:30-5-595);

(F) Wellness Coach/Peer Support Specialist (OAC 450:53;

317:30-5-240.3); and

(G) Administrative support.
(2) In addition to the individuals listed in (1)(A) through
(G) above, teams working with adults with SMI (PACT teams
only) will also have at least one of the following team

members:
(A) Licensed Behavioral Health Professional (317:30-5-
240.3);

(B) Substance abuse treatment specialist (Licensed Alcohol

and Drug Counselor (LADC) or Certified Alcohol and Drug

Counselor (CADC); or

(C) Employment specialist.
(3) Health Homes working with children with Serious Emotional
Disturbance (SED) will utilize a multidisciplinary team
consisting of the following:

(A) Project Director;

(B) Nurse Care Manager;

(C) Consulting Primary Care Practitioner (PCP);

(D) Psychiatric Consultant (317:30-5-11);

(E) Family Support Provider (317:30-5-240.3);

(F) Youth/Peer Support Specialist (OAC 450:53; 317:30-5-

240.3);

(G) Health Home specialist; and

(H) Administrative support.

317:30-5-252. Covered Services
Health Home services are covered for adults with Serious
Mental 1Illness (SMI) and children with Serious Emotional
Disturbance (SED) as set forth in this Section unless specified
otherwise, and when provided iIn accordance with a documented
care plan. Coverage includes the following services:
(1) Comprehensive Care Management.
(A) Definition. Comprehensive care management services
consist of developing a Comprehensive Care Plan to address
needs of the whole person and involves the active
participation of the Nurse Care Manager, certified
Behavioral Health Case Manager, Primary Care Practitioner,
the Health Home clinical support staff with participation
of other team members, family and caregivers.
(B) Service requirements. Comprehensive care management
services include the following, but are not limited to:
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(1) Ildentifying high-risk members and utilizing member
information to determine level of participation In care
management services;
(i1) Assessing preliminary service needs; participating
in comprehensive person-centered service plan
development; responsible for member physical health
goals, preferences and optimal clinical outcomes;
(iii1) Developing treatment guidelines that establish
clinical pathways for health teams to follow across
risk levels or health conditions;
(iv) Monitoring individual and population health status
and service use to determine adherence to or variance
from best practice guidelines; and
(v) Developing and disseminating reports that indicate
progress toward meeting outcomes for member
satisfaction, health status, service delivery and cost.
(C) Qualified professionals. Comprehensive care management
services are provided by a health care team with
participation from the client, Tfamily and caregivers,
consisting of the following required professionals and
paraprofessionals:
(i) Nurse Care Manager;
(i1) Certified Behavioral Health Case Manager; and
(i11) Primary Care Practitioner.
(2) Care Coordination.
(A) Definition. Care coordination is the implementation of
the Comprehensive Care Plan with active member involvement
through appropriate linkages, referrals, coordination, and
follow-up to needed services and supports.
(B) Service requirements. Care coordination services
include the following, but are not limited to:
(1) Care coordination for primary health care,
specialty health care, and transitional care from
emergency departments, hospitals and Psychiatric
Residential Treatment Facilities (PRTFs);
(i1) Ensuring integration and compatibility of mental
health and physical health activities;
(i1i1) Providing on-going service coordination and link
members to resources following training when
applicable;
(iv) Tracking completion of mental and physical health
goals In member®"s Comprehensive Care Plan;
(v) Coordinating with all team members to ensure all
objectives of the Comprehensive Care Plan are
progressing;
(vi) Appointment scheduling;
(vii) Conducting referrals and follow-up monitoring;
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(viii) Participating iIn hospital discharge processes;
and
(ix) Communicating with other providers and
members/family.
(C) Qualified professionals. Team members are responsible
to ensure i1mplementation of the Comprehensive Care Plan,
which i1ncludes mental health goals, physical health goals,
and other life domain goals for achievement of clinical
outcomes. Care coordination services are provided by a
physician-led team which includes the following
professionals:
(1) Nurse Care Manager;
(i1) Licensed Practical Nurse (LPN); and
(ii1i1) Certified Behavioral Health Case Managers.
(3) Health Promotion.
(A) Definition. Health promotion consists of providing
health education specific to the member®s chronic
condition.
(B) Service requirements. Health promotion will minimally
consist of the following, but i1s not limited to:
(1) Providing health education specific to member"s
condition;
(i1) Developing self-management plans with the member;
(iii1) Providing support for improving social networks
and providing health promoting lifestyle interventions
including:
(1) Substance use prevention;
(11) Smoking prevention and cessation;
(111) Obesity reduction and prevention;
(1V) Nutritional counseling; and
(V) Increasing physical activity.
(C) OQualified professionals. Health promotion services
must be provided by the Primary Care Practitioner,
Registered Nurse Care Manager (or LPN within full scope of
practice) and the Wellness Coach/Health Home specialist at
the direction of the Project Director.
(4) Comprehensive Transitional Care.
(A) Definition. Care coordination services for
comprehensive transitional care are designed to streamline
plans of care, reduce hospital admissions and interrupt
patterns of frequent hospital emergency department use.
(B) Service requirements. In conducting comprehensive
transitional care, the Nurse Care Manager and the case
manager will work as co-leads. The duties of the Nurse
Care Manager or the case manager include, but are not
limited to the following:




(1) Developing contracts or Memorandums of
Understanding (MOUs) with regional hospitals or
system(s) to ensure a Tformalized structure for
transitional care planning, to include communication of
inpatient admissions and discharges of Health Home
members;
(i1) Maintaining a mutual awareness and collaboration
to 1identify individuals seeking emergency department
services that may benefit from connection with a Health
Home site; and
(i1i) Motivate hospital staff to notify the Health Home
staff of such opportunities.
(5) Individual and Family Support Services
(A) Definition. Individual and family support services
assist individuals i1In accessing services that will reduce
barriers and improve health outcomes, with a primary focus
on increasing health literacy, the ability of the member
to self- manage their care, and facilitate participation
in the ongoing revision of their Comprehensive Care Plan.
(B) Service requirements. Individual and family support
services include, but are not limited to:
(i) Teaching individuals and families self-advocacy
skills;
(i1) Providing peer support groups;
(iiti1) Modeling and teaching how to access community
resources;
(iv) Assisting with obtaining and adhering to
medications and other prescribed treatments; and
(v) Ildentifying resources to support the member 1in
attaining their highest level of health and functioning
in their families and in the community, 1including
transportation to medically necessary services.
(C) Qualified individuals. Individual and family support
service activities must be provided by one of the
following:
(i) Wellness Coaches/Recovery support specialist/Health
Home specialist; or
(i1) Care coordinators; or
(iii1) Family Support Providers.
(6) Referral to Community and Social Support Services
(A) Definition. Provide members with referrals to
community and social support services in the community.
(B) Service requirements. Providing assistance for members
to obtain and maintain eligibility for the following
services as applicable, including but not limited to:
(1) Healthcare;
(i1) Disability benefits;
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(i11) Housing;

(iv) Transportation;

(v) Personal needs; and

(vi) Legal services.
(©) Limitations. For members with Developmental
Disabilities, the Health Home will refer to and coordinate
with the approved Developmental Disabilities case
management entity for these services.

317:30-5-253. Reimbursement

(a) In order to be eligible for payment, HHs must have an
approved Provider Agreement on Tfile with OHCA. Through this
agreement, the HH assures that OHCA®"s requirements are met and
assures compliance with all applicable Federal and State
regulations. These agreements are renewed annually with each
provider.

(b) A Health Home may bill up to three months for outreach and
engagement to a member attributed to but not yet enrolled in a
Health Home. The reimbursement for outreach and engagement 1is
limited to once per month and i1s not reimbursable 1In the same
month that the HH receives reimbursement for qualified HH
services.

(c) The HH will be reimbursed a monthly care coordination
payment upon successful submission of a claim for one or more of
the covered services listed in 317:30-5-251.

317:30-5-254. Limitations
(a) Children/families for whom case management services are
available through OKDHS/OJA staff are not eligible for
concurrent Health Home services.
(b) The following services will not be reimbursed separately for
individuals enrolled in a Health Home:

(1) Targeted case management;

(2) Service Plan Development, moderate and low complexity;

(3) Medication training and support;

(4) Peer recovery support;

(5) Peer to Peer support (Family support);

(6) Medication management and support and coordination

linkage when provided within a Program of Assertive Community

Treatment (PACT);

(7) Medication reminder;

(8) Medication administration;

(9) Outreach and engagement.
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