OKLAHOMA HEALTH CARE AUTHORITY
REGULARLY SCHEDULED BOARD MEETING
March 24, 2016 at 1:00 P.M.
Oklahoma Health Care Authority
4345 N. Lincoln Blvd.

Oklahoma City, OK

AGENDA

Items to be presented by Ed McFall, Chairman

1. Call to Order / Determination of Quorum
2. Action Item — Approval of the Approval of February 11, 2016 OHCA Board Meeting Minutes

Item to be presented by Nico Gomez, Chief Executive Officer

3. Discussion Item — Chief Executive Officer's Report
a) All-Star Introduction

o December 2015 All-Star — Linda Callaway, Community Strategist (Lisa Gifford)
e January 2016 All-Star — Ryan Morlock, Statistician (Lisa Gifford)

b) Financial Update — Gloria Hudson, Director of General Accounting

¢) Medicaid Director's Update — Becky Pasternik-lkard, State Medicaid Director

d) Legislative Update — Emily Shipley, Director of Government Relations

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

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

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

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

Item to be presented by Tywanda Cox, Chief of Federal and State Policy

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

The following permanent rules HAVE previously been approved by the Board and the Governor
under Emergency rulemaking. These rules HAVE NOT been revised for Permanent Rulemaking.

A. AMENDING Agency rules at OAC 317:30-3-59 and 317:30-5-42.17 to revise policy payment for
general program exclusions for adults and for non-covered services for hospitals to revoke



payment for removal of benign skin lesions for adults and eliminate coverage for adult sleep
studies.

Budget Impact: Savings were approved during promulgation of the emergency rule; the rule
change will not result in any additional costs and/or savings to the agency.

(Reference APA WF # 15-04)

AMENDING Agency rules at OAC 317:30-5-210.2 to restrict coverage for continuous positive
airway pressure devices (CPAP) to children only.

Budget Impact: Savings were approved during promulgation of the emergency rule; the rule
change will not result in any additional costs and/or savings to the agency.

(Reference APA WF # 15-06)

The following permanent rules HAVE previously been approved by the Board and the Governor
under Emergency rulemaking. These rules have been REVISED for Permanent Rulemaking.

C.

AMENDING Agency rules at OAC 317:30-5-696 to add limited dental services for adult
SoonerCare members who meet all medical criteria, but need dental clearance to obtain organ
transplant approval. The proposed rule states that services must be prior authorized and are
limited to: comprehensive oral evaluation, two radiographic bitewings, prophylaxis, fluoride
application, limited restorative procedures, and periodontal scaling/root planing. The
aforementioned changes were approved during promulgation of the emergency rule. The
following are proposed changes not previously reviewed: The proposed Dental policy is
revised to mirror new terminology from the Code on Dental Procedures and Nomenclature (CDT)
and to clean up outdated language. Revisions also include removing the 36 month language for
comprehensive oral evaluations. Appropriate utilization parameters for comprehensive evaluations
are identified in the CDT and eliminating limits in policy will allow the agency to continue to align
with parameters set forth in the CDT without future promulgation of rules. In addition, a change
includes removing language which restricts emergency examination/limited oral evaluation from
being performed within two months, the new proposed language will allow dentist to perform
emergency evaluations as medically necessary. Proposed revisions also clarify the documentation
requirements regarding the 5A's for tobacco cessation counseling, and that one office note
signature provided at the end of the visit is sufficient.

Budget Impact: The cost for services rendered for a member to gain organ transplant
clearance was approved during promulgation of the emergency rule and no additional cost
will be incurred.

The proposed rule to remove restrictions on when dentist can perform emergency
examination/limited oral evaluation will result in additional costs to the agency. The rule
change has total projected cost of $130,597 with a projected state share of $51,442 for SFY
2017. The agency has identified administrative cost savings that could offset the cost of
implementing the proposed policy change. There is an expenditure of approximately
$42,000 a year in staff costs to manually process claims for emergency examination/limited
oral evaluation. The impact of these administrative dollars could be better utilized by the
agency permitting the Dental Services Unit to devote resources to other duties.

(Reference APA WF # 15-01)

AMENDING Agency rules at OAC 317:30-5-2, 317:30-5-22, 317:30-5-22.1, 317:30-5-226, 317:30-
5-229, 317:30-5-356, and 317:30-5-664.8 to decrease the number of units allowed for ultrasounds
from six to three; decrease the number of units for a singleton fetus for biophysical profiles/non-
stress tests or any combination thereof to a total of five, with one test per week beginning at 34
weeks gestation and continuing to 38 weeks; and, to decrease the number of ultrasounds
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currently granted to the Maternal Fetal Medicine (MFM) doctors to assist in the diagnosis of a high
risk condition from six to one. These decreases align with the current standards of care and reflect
the current number of ultrasounds and biophysical profiles currently being utilized. Additionally,
proposed changes to General Coverage policy revokes payment for removal of benign skin lesions
for adults and eliminates coverage for adult sleep studies. The aforementioned changes were
approved during promulgation of the emergency rule. The following are proposed changes
not previously reviewed: Further proposed revisions to Obstetrical policy amend the
reimbursement structure for OB services. Currently the agency utilizes the global care CPT codes
for routine obstetrical care billing, which can be used if the provider rendered care for a member for
greater than one trimester. The proposed policy will require obstetrical care be billed using the
appropriate evaluation and management codes for antepartum care, as well as the appropriate
delivery only and postpartum care services when rendered. The change allows for more accurate
tracking of antepartum and postpartum services. Additionally, proposed General Coverage policy is
amended to clarify the separate note and signature requirement for providers performing tobacco
use cessation counseling. Proposed revisions clarify the separate note requirement must address
the 5A's and that the signature is one office note signature provided at the end of the visit. Other
revisions to General Coverage policy include striking reimbursement language for clinical fellows or
chief residents in an outpatient academic setting. OHCA reimburses chief residents the same as
residents and the separate payment distinction based on practice setting is not needed. Further
changes include general language clean-up to terms and services to ensure language is consistent
throughout Chapter 30.

Budget Impact: Savings identified with decreasing the number of ultrasounds and
biophysical profiles/non-stress test for pregnant women, revoking payment for the removal
of benign skin lesions for adults, and eliminating coverage for adult sleep studies were
approved during the promulgation of the emergency rule. No additional savings or cost will
beincurred.

Restructuring the reimbursement for OB services will result in additional savings to the
agency. There would be an estimated total savings for SFY 2016 of $3,831,661; total state
savings are projected as $1,444,537.

(Reference APA WF # 15-07A)

E. AMENDING Agency rules at OAC 317:30-5-20 and ADDING Agency Rules at OAC 317:30-5-20.1
to establish rules for the appropriate administration of urine drug screening and testing to align with
recommended allowances based on clinical evidence and standards of care. Criteria include:
purpose for urine testing, coverage requirements, non-covered testing, provider qualifications, and
medical record documentation requirements necessary to support medical necessity. Additionally,
revisions include clean-up to reimbursement language from general laboratory services policy. The
aforementioned changes were approved during promulgation of the emergency rule. The
following are proposed changes not previously reviewed: Further proposed revisions to Urine
Drug Screening policy clarifies the difference between quantitative and qualitative testing and when
guantitative urine drug screening is an appropriate test to utilize. Changes are also proposed to
general laboratory services policy to clarify appropriate billing for detection of individual infectious
organisms.

Budget Impact: Savings were approved during promulgation of the emergency rule; the rule
change will not result in any additional costs and/or savings to the agency.

(Reference APA WF # 15-08)
The following permanent rule HAS NOT previously been approved by the Board.

DHS Initiated



AMENDING Agency rules at OAC 317:40-1-1 to allow active military personnel who applied for
Home and Community-Based Services (HCBS) in another state to have the application date
honored in the state of Oklahoma. Proposed revisions also include language clean up.

DHS Budget Impact: Budget neutral

(Reference APA WF # 15-66)

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

G.

AMENDING Agency rules at OAC 317:35-5-2 and 317:35-22-2 to amend the reimbursement
structure for OB services. Currently the agency utilizes the global care CPT codes for routine
obstetrical care billing, which can be used if the provider rendered care for a member for greater
than one trimester. The proposed policy will require obstetrical care be billed using the appropriate
evaluation and management codes for antepartum care, as well as the appropriate delivery only
and postpartum care services when rendered. The change allows for more accurate tracking of
antepartum and postpartum services.

Budget Impact: Restructuring the payment for OB services will result in savings to the
agency which have been identified in WF 15-07A.

(Reference APA WF # 15-07B)

AMENDING Agency rules at OAC 317:30-5-432.1 and at OAC 317:30-5-450 to clarify that
eyeglasses meant as a backup are not covered, and high-index lenses require prior authorization..
Proposed policy changes clarify that members can select eyeglasses with special features that
exceed the SoonerCare allowable fee as long as the provider obtains signed consent from the
member. The member will be responsible for the excess cost and the provider must be able to
dispense standard eyeglasses for which SoonerCare would fully reimburse. Proposed revisions
also include language clean up.

Budget Impact: Budget neutral

(Reference APA WF # 15-17)

AMENDING Agency rules at OAC 317:30-5-210 and 317:30-5-211.1 to establish focused
regulations and policies for Complex Rehabilitation Technology (CRT) products and services to
comply with state legislation. The proposed revisions designate specific HCPCS billing codes as
CRT and establish specific supplier standards for companies that provide CRT. The revisions
establish requirements and restrict the provision of CRT to only qualified CRT suppliers.

Budget Impact: Budget neutral

(Reference APA WF # 15-18)

AMENDING Agency rules at OAC 317:30-5-907, 317:30-5-907.1, and 317:30-5-907.3 to define
services that fall within the scope of authority for independent diagnostic testing facilities (IDTF).
The proposed changes clarify reimbursement for the professional and technical components for
rendered services and physician oversight. The language requires that IDTF supervising
physicians must: oversee non-physician personnel, monitor the quality of the testing performed,
and monitor the operation and calibration of equipment.

Budget Impact: Budget neutral

(Reference APA WF # 15-21)

AMENDING Agency rules at OAC 317:30-5-695, 317:30-5-696.1, 317:30-5-698 through 317:30-5-
700.1, 317:30-5-704, and 317:30-5-705 to mirror new terminology from the Code on Dental
Procedures and Nomenclature (CDT), to clean-up outdated terms, and to add oversight
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requirements for dentist who supervise certified registered nurse anesthetist during the
administration of anesthesia to members. The oversight requirement would align OHCA policy with
requirements set forth by the Oklahoma Board of Dentistry. In addition, revisions include updating
policy to reflect that diagnosis codes must appear on the dental form when requesting a prior
authorization and the removal of language for the recoupment of restoration services. The removal
of recoupment language will mirror other policy sections concerning dental services that are silent
to the recoupment process. Recoupment for inappropriate restorations will still occur as deemed
appropriate by the agency's Program Integrity Division.

Budget Impact: Budget neutral

(Reference APA WF # 15-24)

AMENDING Agency rules at OAC 317:30-5-1085, 317:30-5-1086, 317:30-5-1087, 317:30-5-1088,
317:30-5-1089, 317:30-5-1090, 317:30-5-1091, 317:30-5-1093, 317:30-5-1094, 317:30-5-1095,
317:30-5-1096, 317:30-5-1098, 317:30-5-1099, and 317:30-5-1100 to update Indian Health
Services, Tribal Programs, and Urban Indian Clinics (I/T/U) policy for clarity and consistency with
other sections of Chapter 30. Proposed revisions update professional staff titles, clarify
requirements for providers to contract with OHCA and appear on the IHS listing of tribal facilities,
update language to include the use of OHCA's EPE system and clarify professional staff
recognized by OHCA. Additional revisions would remove language on telemedicine originating site
fees, define homebound individuals, require documentation of treatment and add requirements for
licensure candidates. Proposed revisions include clean-up to remove outdated policy to align with
current practice and to clarify I/T/U encounters and outpatient encounters, inpatient practitioner
services and prior authorization procedures.

Budget Impact: Budget neutral

(Reference APA WF # 15-28)

AMENDING Agency rules at OAC 317:30-5-211.15 to remove specific quantity limits to diabetic
testing supplies to replace with more general language about testing supplies being based on
insulin use or type of diabetes. Proposed revisions also specify that a prior authorization may be
required for supplies beyond the standard allowance.

Budget Impact: Budget neutral

(Reference APA WF # 15-36)

AMENDING Agency rules at OAC 317:30-5-131.2 to clarify procedures for the completion and
submission of the Quality of Care (QOC) Report. Rules will be amended to correctly list the types
of employee positions that are counted in staffing ratios and outline procedures for counting non-
direct care workers when those employees are rendering direct care. Language will also be
updated to eliminate references to outdated submission methods such as certified mail, diskettes
and electronic mail, while adding a requirement to submit QOC reports via the provider portal.
Proposed policy will clarify the types of information required in the QOC report and update staff unit
terminology.

Budget Impact: Budget neutral

(Reference APA WF # 15-38)

AMENDING Agency rules at OAC 317:30-3-24 to clarify the payer of last resort provisions when
third party liability claims are involved. Revisions include adding exceptions to policy for medical
expenses incurred in relation to a claim or lawsuit for which third party responsibility is involved.
Policy revisions include clarification concerning certain denials by private insurance companies.
Proposed revisions also include language to prohibit billing more than the Medicaid rate for a
covered service, and that the payments made by OHCA represent payment in full.



Budget Impact: Budget neutral
(Reference APA WF # 15-41)

AMENDING Agency rules at OAC 317:30-3-2.1 to update program integrity audit and review policy
to clarify OHCA audit procedures and address issues such as extrapolation, reconsideration and
audits. Definitions will be expanded to include universe, sample and error rate. Language will be
amended to clarify those items included in the audit/review process, the provider's options after an
initial audit/review, and the process for selecting sample claims in a probability sample audit.
Budget Impact: Budget neutral

(Reference APA WF # 15-42)

AMENDING Agency rules at OAC 317:30-3-20 to clarify and make corrections to instructions for
the submission of claim inquiries by providers. Proposed changes include title change of section
from appeals procedures to claim inquiry procedures, removal of incorrect references to revoked
policy, and guidance on the proper form to use for claim inquiries. Proposed policy changes should
result in decreased confusion for providers inquiring about payment for services provided to
members.

Budget Impact: Budget neutral

(Reference APA WF # 15-43)

AMENDING Agency rules at OAC 317:30-5-740, 317:30-5-740.1, 317:30-5-741, 317:30-5-742,
317:30-5-742.2, and 317:30-5-743.1 to replace Inspection of Care language with the more
appropriate Service Quality Review language to mirror practice and other policy changes. In
addition, minor cleanup changes were made and the term outpatient was removed where
referenced regarding behavioral health services to minimize confusion for Therapeutic Foster Care
(TFC) providers. Rules are also revised broaden the definition of employment to align with TFC
agencies' employment practices with Treatment Parent Specialist (TPS). Current policy language
regarding employment status of TPS in a TFC is problematic for TFC agencies as there are
different variations of “employment” among the agencies. Changing policy language from
“employment” to “employment relationship” will create more inclusive terminology which will reflect
the various arrangements TFC agencies have with TPS (i.e., full-time employment, contractual
employment, etc.).

Budget Impact: Budget neutral

(Reference APA WF # 15-48)

AMENDING Agency rules at OAC 317:35-5-41.1 and 317:35-5-41.6 to modify countable resource
rules which stated that home property in a revocable trust retained certain exemptions outlined in
another section of policy. Home property in a revocable trust does not retain those exemptions
thus it was deleted from policy.

Budget Impact: Budget neutral

(Reference APA WF # 15-50)

AMENDING Agency rules at OAC 317:2-1-2 and 317:2-1-13 to correct citations and references to
state statutes, specify that policy addresses appeals and not grievances which are addressed in
other sections, remove provisions related to the Administrative Law Judge's jurisdiction to match
other rules and statutes and language clean-up for clarity and accuracy.

Budget Impact: Budget neutral

(Reference APA WF # 15-52)



AMENDING Agency rules at OAC 317:2-1-7 and REVOKING OAC 317:2-1-8 to clarify the purpose
of the Program Integrity audit appeal hearings, clarifies which issues are appealable, and
streamlines the process of audit appeal hearings. In addition, OHCA proposes to revoke rules in
nursing home provider contract appeals policy.

Budget Impact: Budget neutral

(Reference APA WF # 15-53)

AMENDING Agency rules at OAC 317:45-1-3, 317:45-1-4, 317:45-3-1, 317:45-3-2, 317:45-5-1,
317:45-5-2, 317:45-7-1, 317:45-7-3, 317:45-7-5, 317:45-7-7, 317:45-7-8, 317:45-9-1, 317:45-9-4,
317:45-9-6, 317:45-9-7, 317:45-9-8, 317:45-11-11, 317:45-11-20, 317:45-11-21, 317:45-11-23,
317:45-11-24, 317:45-11-26, 317:45-11-27, and 317:45-11-28 to clarify inconsistent and conflicting
language. Proposed revisions include clean-up to remove outdated policy to align with current
business practices. Proposed revisions also add new coverage for emergency transportation for
the Insure Oklahoma Individual Plan Members.

Budget Impact: There is no budget impact for language clean-up. The rule change to add
emergency transportation has a projected cost of $163,452, with a projected state share of
$63,763. This is an average cost of about $40.67 per adult member. This will be funded by
the dedicated revenue source for Insure Oklahoma and will not require state appropriations.

(Reference APA WF # 15-54)

AMENDING Agency rules at OAC 317:35-18-5 and 317:35-18-8 to provide clarification on
enrollment standards for members who voluntarily dis-enroll and wish to transfer from one PACE
site to another PACE site to align with current business practices.

Budget Impact: Budget neutral

(Reference APA WF # 15-55)

AMENDING Agency rules at OAC 317:30-3-14 to clarify and enhance lock-in procedures.
Proposed revisions would strengthen the consequences of not adhering to the lock-in restrictions
by sanctioning members who have been locked in with a single prescriber and pharmacy.

Budget Impact: Budget neutral

(Reference APA WF # 15-56)

AMENDING Agency rules at OAC 317:50-1-3, 317:50-1-4, 317:50-1-5, 317:50-1-10, 317:50-1-13,
317:50-1-14, and 317:50-1-16 to assure that the Long Term Care waiver language and policy are
the same. Additional revisions are to detail operation and procedural changes that have occurred
since receiving the five year renewal.

Budget Impact: Budget neutral

(Reference APA WF # 15-57)

AMENDING Agency rules at OAC 317:30-5-95.25, 317:30-5-95.26, 317:30-5-95.33, 317:30-5-
95.34, 317:30-5-95.41, and 317:30-5-95.42 to remove outdated references to Axis | and Il
diagnosis language to align with changes to the Diagnostic and Statistical Manual of Mental
Disorders (DSM). Additional revisions clarify assessment and evaluation criterion and include
cleanup to outdated language. Rules are also revised to remove outdated references to the
provider manual to reflect current procedures for out-of-state reviews. In addition policy is revised
to include Service Quality Review requirements for Ad Hoc reviews.

Budget Impact: Budget neutral



AA.

BB.

CC.

(Reference APA WF # 15-58)

AMENDING Agency rules at OAC 317:2-1-12 to clarify the appeals process for a 30 day for cause
and immediate contract termination and to remove references to suspended contracts. Proposed
changes also add language to rules addressing 60 day without cause termination. The
amendments makes clear that pursuant to contract terms, either party may terminate the contract
with a 30 day written notice when it is a for cause termination, or with a 60 day notice if the
termination is without cause. Additional changes detail the post-termination panel committee
composition and functions, and add language that specifies the timeframe for which a provider
must submit a written response to OHCA requesting reconsideration.

Budget Impact: Budget neutral

(Reference APA WF # 15-61)

AMENDING Agency rules at OAC 317:30-5-95.24 to clarify nurse staffing ratio, 24 hour nursing
care requirements and to outline supervisions requirements for psychiatric facilities. In addition,
revisions clarify that any unit that does not allow clear line of site due to presence of walls or doors
is a separate unit. Additionally, revisions include adding a requirement that admission assessments
for inpatient psychiatric care both acute and residential levels must be provided in accordance to
federal regulations.

Budget Impact: Budget neutral

(Reference APA WF # 15-62)

AMENDING Agency rules at OAC 317:30-5-95.35 and 317:30-5-95.37 to clarify that a candidate
for licensure can perform assessments and psychosocial evaluations when appropriate and
medically necessary. In addition, revisions clarify that for existing evaluations of 30 days or less,
must be reviewed, when a member changes provider or level of care. The evaluation(s) must be
updated as necessary and signed and dated by the appropriate level of professional.

Budget Impact: Budget neutral

(Reference APA WF # 15-65)

Item to be presented by Nancy Nesser, Member of the State Plan Amendment Rate Committee

7.

Action Item — Consideration and Vote Upon the Recommendations of the State Plan Amendment
Rate Committee.

a) Consideration and vote to implement a rate change setting the target rate for the Potentially
Preventable Readmissions program to 102% for CY 2015 data and decreasing 1% per year
until the target is 100% (101% for CY 2016 data, 100% for CY 2017 data and beyond). The
penalties assessed for the Hospital PPR program are expected to result in a state fiscal year
2016 budget savings of approximately $1,571,145 total dollars, $612,904 state share.

b) Consideration and vote to implement a rate method change to pay outlier payments on
Diagnosis-Related Group (DRG) transfer claim. On July 1, 2015, OHCA implemented a new
reimbursement method for DRG transfers. At that time, OHCA stated that outlier payments
would not be allowed for the transferring facility. Due to the resulting unintentional and negative
impact, OHCA reversed that decision. The transfer payment method is still in place, the only
change is outlier payments are allowed when applicable. There is no budget impact for this
change. The anticipated savings from the prior SPARC was never accounted for in the budget
since the outlier piece of the transfer policy was never fully implemented.

Item to be presented by Nancy Nesser, Pharmacy Director




Action Item - Consideration and Vote Regarding Recommendations Made by the Drug Utilization
Review Board Under 63 Oklahoma Statutes 5030.3.

a) Consideration and vote to add Duopa™ (Carbidopa/Levodopa Enteral Suspension) and
Rytary™ (Carbidopa/Levodopa Extended-Release Capsules) to the utilization and scope prior
authorization program under OAC 317:30-5-77.2(e).

(b) Consideration and vote to add Strensig™ (Asfotase Alfa) to the utilization and scope prior
authorization program under OAC 317:30-5-77.2(e).

(c) Consideration and vote to add Varubi™ (Rolapitant) to the utilization and scope prior
authorization program under OAC 317:30-5-77.2(e).

(d) Consideration and vote to add Xuriden™ (Uridine Triacetate) to the utilization and scope prior
authorization program under OAC 317:30-5-77.2(e).

(e) Consideration and vote to add Spritam® (Levetiracetam), Vimpat® (Lacosamide), Banzel®
(Rufinamide), and Fycompa® (Perampanel) to the utilization and scope prior authorization
program under OAC 317:30-5-77.2(e).

(f) Consideration and vote to add Solaraze® (Diclofenac 3% Gel) to the utilization and scope prior
authorization program under OAC 317:30-5-77.2(e).

(g) Consideration and vote to add Uceris® (Budesonide Extended-Release Tablets), Uceris®
(Budesonide Rectal Foam), and Various Mesalamine Products to the utilization and scope prior
authorization program under OAC 317:30-5-77.2(e).

(h) Consideration and vote to add Mitigare™ (Colchicine Capsules) and Zurampic™
(Lesinurad) to the utilization and scope prior authorization program under OAC 317:30-5-77.2(e).

Item to be presented by Ed McFall, Chairman

9.

10.

New Business

ADJOURNMENT

NEXT BOARD MEETING (SPECIAL)
April 28, 2016
Oklahoma Health Care Authority
Charles Ed McFall Boardroom
4345 N. Lincoln Blvd.
Oklahoma City, OK



MINUTES OF A REGULARLY SCHEDULED BOARD MEETING
OF THE HEALTH CARE AUTHORITY BOARD
February 11, 2016
Oklahoma Health Care Authority
Oklahoma City, Oklahoma

Manner and Time of Notice of Meeting: A statutorily required public meeting notice was placed on the front door of the
Oklahoma Health Care Authority on February 10, 2016 at 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 February 8, 2016 at 3:57 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 1:01 p.m.

BOARD MEMBERS PRESENT: Chairman McFall, Vice-Chairman Armstrong, Member Case, Member
Bryant, Member Robison, Member Nuttle, Member McVay

OTHERS PRESENT: OTHERS PRESENT:

Judy Goforth Parker, Chickasaw Nation Terry Cothran, COP

Nichole Burland, OHCA Melissa Pratt, OHCA

Charles Brodt, HPE Carolyn Reconnu Shoffner, OHCA

Stephanie Stuckert, SOFS Jean Ann Ingram, SOFS

Sherry Doyle, Orion Net Systems Tyler Talley, eCapitol

Ken Larson, Zerox Gov't HC Systems Traylor Rains-Sims, ODMHSAS

David Dude, American Cancer Society Becky Moore, OAHCP

Mary Brinkley, LeadingAge OK Rick Snyder, OHA

Maria Maule, Governor’s office Jim Claflin, MD, OHCA

Jim Fowler, AZ Melanie Lawrence, OHCA

Sherris H Ososanya, OHCA Kimrey McGinnis, OHCA

Jennifer King, OHCA Sandra Puebla

DISCUSSION AND POSSIBLE VOTE ON APPROVAL OF BOARD MINUTES OF THE REGULARY SCHEDULED
BOARD MEETING HELD JANUARY 14, 2016.

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: Member Case moved for approval of the January 14, 2016 board
meeting minutes as published. The motion was seconded by Member
Bryant.

FOR THE MOTION: Chairman McFall, Member Robison

ABSTAINED: Vice-Chairman Armstrong, Member McVay, Member Nuttle

NICO GOMEZ, CHIEF EXECUTIVE OFFEICER’'S REPORT

Mr. Gomez thanked the board members for their time and service to the OHCA Board. He mentioned that March 24" will
be our regularly scheduled board meeting and that we will have a special board meeting on April 1* for the licensed
individual behavioral health provider permanent rule.

ITEM 3a/ALL STARS INTRODUCTION
Nico Gomez, Chief Executive Officer

The following OHCA All-Stars were recognized.

e September 2015 All-Star — Andy Garnand, Reporting Manager (Ed Long presented)
e November 2015 All-Star — Lisa Cole, Payroll Specialist (Carrie Evans presented)

ITEM 3b / FINANCIAL UPDATE




Carrie Evans, Chief Financial Officer

Ms. Evans reported on the final financial transactions through the month of December 2015. She stated that we finished
with an $8 million state dollar positive variance after we submitted a revised budget January 7" to report the revenue
failure that we were given of $27.3 million that we built into our budget. Program variance is at $2 million state dollars and
$2.6 million in administration and some of our revenues continue to be slightly over budget. She predicted to be under
budget for January. For more detailed information, see Item 3b in the board packet.

Mr. Gomez mentioned that agency directors received an email this week from the Secretary of Finance advising agencies
to expect a deepening of the current year revenue failure in March. Mr. Gomez said that we are trying to figure out what
that means for the agency. He said that the Board of Equalization meets next week to determine how much money the
legislature will be able to spend on state government. He noted that the Governor recognized OHCA as a priority in her
budget and we were considered for the least amount. We are still anticipating cuts for SFY17 and to expect a provider
rate cut probably effective June 1* to balance the budget for 2017, we just do not know how deep at this point.

ITEM 3c / MEDICAID DIRECTOR'’'S UPDATE
Becky Pasternik-lkard, State Medicaid Director

Ms. Ikard provided an update for December 2015 data that'included a report on the number of SoonerCare enrollees in
different areas of the Medicaid program. She discussed the charts provided for the per member per month costs by
groups. Ms. lkard discussed the SoonerCare member satisfaction (CAHPS) surveys as well as the call center statistics.
For more detailed information, see Item 3c in the board packet.

ITEM 3d / LEGISLATIVE UPDATE
Emily Shipley, Director of Government Relations

Ms. Shipley updated the board members on the number of bills as well as Senate and House deadlines. She mentioned
that we are currently tracking 59 bills that have a direct impact.on OHCA. Ms. Shipley stated that OHCA presented our
budget to the House Appropriations and Budget Subcommittee on Health and that we have a $0 request for SFY 2017.
She discussed SB1340 and SB1548. For more detailed information, see ltem 3d in the in the board packet.

ITEM 4 / ANNOUNCEMENTS OF CONFLICTS OF INTEREST PANEL RECOMMENDATIONS FOR ALL ACTION
ITEMS
Nicole Nantois, Chief of Legal Services

There were no recommendations regarding conflicts.

ITEM 5b.A-M / CONSIDERATION AND VOTE OF AGENCY RECOMMENDED RULEMAKING PURSUANT TO
ARTICLE | OF THE ADMINISTRATIVE PROCEDURES ACT. THE AGENCY REQUESTS THE ADOPTION OF THE
FOLLOWING PERMANENT RULES:

5. Action ltem — Consideration and Vote of Agency Recommended Rulemaking Pursuant to Article | of the
Administrative Procedures Act. The Agency Requests the Adoption of the Following Permanent Rules:

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 Permanent Rules:

ODMHSAS Initiated

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

A. AMENDING Agency rules at OAC 317:30-5-240.3, 317:30-5-249, 317:30-5-660.3, 317:30-5-661.4, 317:30-5-664.1,
317:30-5-664.5, and 317:30-5-1043, REVOKING 317:30-5-595, 317:30-5-596, 317:30-5-599, and ADDING 317:30-5-
241.6 to transfer coverage guidelines and provider requirements for case management services to another Part of
rules addressing guidelines for services provided by Outpatient Behavioral Health Agencies. This change is being
made to reduce provider confusion and to organize outpatient behavioral health agency service rules in a way that is
more comprehensive and easily understood by SoonerCare providers and members.

ODMHSAS Budget Impact: Budget neutral

(Reference APA WF # 15-29)



B.

AMENDING Agency rules at OAC 317:30-5-241.1 to allow providers more flexibility in conducting biopsychosocial
assessments by removing specific required elements. This change in policy will align the assessment requirements in
OHCA rules with those in the Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAS)
contract.

ODMHSAS Budget Impact: Budget neutral

(Reference APA WF # 15-30)

C. AMENDING Agency rules at OAC 317:30-5-251 and 317:30-5-252 to clean up and clarify inconsistencies between
OHCA rules and Health Home Certification. SoonerCare Health Homes for. adults with Serious Mental lliness (SMI)
and Children with Serious Emotional Disturbances (SED) were implemented in February, 2015. Since implementation,
some inconsistencies between OHCA rules and Health Home Certification rules administered by the Oklahoma
Department of Mental Health and Substance Abuse Services (ODMHSAS) have been identified, and are clarified in
the revisions.

ODMHSAS Budget Impact: Budget neutral
(Reference APA WF # 15-32)
MOTION: Member:McVay moved for approval of item 5b.A, B & C as published.
The motion was seconded by Member Robison.
FOR THE MOTION: Chairman McFall, Vice-Chairman Armstrong, Member Bryant, Member
Nuttle, Member Case

DHS Initiated

The following permanent rule HAS previously been approved by the Board and the Governor under Emergency

rulemaking.

D. AMENDING Agency rules at OAC 317:35-17-5 and 317:30-5-763 to comply with federal regulation. The proposed

changes adhere to the CMS conflict free case management requirements further changes adhere to Home and
Community Based settings requirements for Medicaid Assisted Living Programs that are directly related to the
Assisted Living Service Option in ADvantage program.

DHS Budget Impact: Budget neutral

(Reference APA WF # 15-14A&B)

MOTION: Member Nuttle moved for approval of item 5b.D as published. The

motion was seconded by Vice-Chairman Armstrong.

FOR THE MOTION: Chairman McFall, Member Bryant, Member Robison, Member Case,

Member McVay

OHCA Initiated

The following permanent rules HAVE previously been approved by the Board and the Governor under Emergency
rulemaking. These rules HAVE NOT been revised for Permanent Rulemaking.

E.

F.

AMENDING Agency rules at OAC 317:30-3-11, 317:30-3-11.1, 317:30-5-44, 317:30-5-744, 317:30-5-893, 317:30-5-
973, 317:30-5-993, and 317:30-5-1045 to restrict the timely filing of claims for reimbursement from 12 months to six
months. In addition, policy regarding resubmission is revised to update the deadline from 24 months to 12 months.
Changes to the timely filing restrictions are in accordance with federal authority.

Budget Impact: Budget neutral

(Reference APA WF # 15-09)

AMENDING Agency rules at OAC 317:35-5-41.8 to revise long-term care eligibility rules to be consistent with federal
regulations. Changes include allowing the home equity resource limit to be increased annually based on the
consumer price index. In addition, proposed revisions allow an individual to reduce their home equity through the use

3



of a reverse mortgage or home equity loan. Revisions also clarify home exemption criteria for persons living in the
home and update financial eligibility determination regarding how annuities are counted.
Budget Impact: Budget neutral

(Reference APA WF # 15-10)

MOTION: Member Case moved for approval of item 5b.E & F as published. The

motion was seconded by Member Bryant.

FOR THE MOTION: Chairman MckFall, Vice-Chairman Armstrong, Member McVay, Member

Nuttle, Member Robison

The following permanent rule HAS previously been approved by the Board and the Governor under Emergency
rulemaking. This rule has been REVISED for Permanent Rulemaking.

G.

AMENDING Agency rules at OAC 317:30-5-41 and 317:30-5-47 to clarify reimbursement methodology for diagnosis-
related group (DRG) hospitals. Rules state that covered inpatient services provided to eligible members admitted to
acute care and critical access hospitals will be reimbursed the lesser of the billed charges or the DRG amount. The
aforementioned changes were approved during promulgation of the emergency rule. Elimination of certain DRG
outlier payments, also approved in the emergency rule; is restored in the permanent rule. Certain DRG outlier
payments will continue to be paid in the case of a qualifying transfer.

Budget Impact: Budget neutral

(Reference APA WF # 15-03)

MOTION: Vice-Chairman Armstrong moved for approval of item 5b.G as published.

The motion was seconded by Member Case.

FOR THE MOTION: Chairman McFall, Member Bryant, Member Nuttle, Member Robison,

Member McVay.

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

H.

ADDING Agency rules at OAC 317:35-6-37, 317:35-6-39, 317:35-6-64.1, and 317:35-7-48 to clean up language
where policy references Appendix C-1 (Maximum Income, Resource, and Payment Standards) which is a Department
of Human Services (DHS) document. The language Appendix C-1 will be replaced with SoonerCare Income
Guidelines when referencing eligibility groups for which the Oklahoma Health Care Authority (OHCA) now determines
eligibility. AMENDING Agency.rules at OAC 317:35-6-64.1 and 317:35-7-48 to update Transitional Medical Assistance
(TMA) policy to mirror Federal regulations on MAGI eligibility determinations. Policy states that health benefits are
continued when SoonerCare case closure is due to the receipt of new or increased child support. However, under
MAGI rules, a case would never be closed due to child support income because child support income is not counted
for determining income eligibility.

Budget Impact: Budget neutral

(Reference APA WF # 15-02)

AMENDING Agency rules at OAC 317:30-5-9 to allow payment for a joint injection and office visit if the claim is billed
appropriately and medical documentation supports separate payments. Further, current policy states that payment is
made for joint injections without a global coverage designation; however, all joint injection codes have a global
coverage designation.

Budget Impact: Budget neutral

(Reference APA WF # 15-13)

AMENDING Agency rules at OAC 317:30-5-72.1 to reflect guidance in federal law regarding included and excluded
prescription drug coverage and to update the list of covered over-the-counter drugs. This proposal will also update
items within the State Plan to reflect most recent federal guidance.

Budget Impact: Budget Neutral



(Reference APA WF # 15-15)

. AMENDING Agency rules at OAC 317:30-3-4.1, 317:30-3-15, 317:30-3-30, and 317:30-5-3 to specify electronic and
paper based medical records must be authenticated on the same day the record is completed or, if completed by
someone else, the record must be signed within three business days. Current rules only address signature
requirements for edits of a medical record.

Budget Impact: Budget neutral

(Reference APA WF # 15-22)

AMENDING Agency rules at OAC 317:25-7-5 and 317:30-5-660.5 to remove language identifying medical residents
as Primary Care Providers (PCP). Cleanup of language would accurately reflect OHCA practices and requirements for
all facility types.

Budget Impact: Budget neutral

(Reference APA WF # 15-27A&B)

. AMENDING Agency rules at OAC 317:35-9-95 and 317:35-19-26 to remove language allowing reimbursement for
hospital leave, which was eliminated during the 2014 rulemaking process. Cleanup. of language will clarify OHCA
policy on reimbursement for hospital leave and accurately reflect current practices.

Budget Impact: Budget neutral

(Reference APA WF # 15-40)

MOTION: Member Nuttle moved for approval of item 5b.H-M as published. The

motion was seconded by Member Robison.

FOR THE MOTION: Chairman McFall, Vice-Chairman Armstrong, Member Bryant, Member

McVay, Member Case

ITEM 6 / CONSIDERATION AND VOTE REGARDING RECOMMENDATIONS MADE BY THE DRUG UTILIZATION

REVIEW BOARD UNDER 63 OKLAHOMA STATUTES 85030.3.

Nancy Nesser, Pharmacy Director

a) Consideration and vote to add Daklinza™ (Daclatasvir) and Technivie™
(Ombitasvir/Paritaprevir/Ritonavir) to the utilization and scope prior authorization program under OAC
317:30-5-77.2(¢).

b) Consideration and vote to add Noxafil® (Posaconazole) and Cresemba® (Isavuconazonium Sulfate) to
the utilization and scope prior authorization program under OAC 317:30-5-77.2(e).

c) Consideration and vote to add Neulasta® (Pegfilgrastim), Granix® (Tbo-filgrastim), and Zarxio™
(Filgrastim-sndz) to the utilization and scope prior authorization program under OAC 317:30-5-77.2(e).

d) Consideration and vote to add Aggrenox® (Aspirin/Dipyridamole Extended-Release) to the utilization and
scope prior authorization program under OAC 317:30-5-77.2(e).

e) Consideration and vote to add Nucala® (Mepolizumab) to the utilization and scope prior authorization
program under OAC 317:30-5-77.2(e).

MOTION: Member Case moved for approval of item 6a-e as published. The

motion was seconded by Member Bryant.

FOR THE MOTION: Chairman McFall, Vice-Chairman Armstrong, Member Robison, Member

Nuttle, Member McVay

ITEM 7/ NEW BUSINESS

There was no new business.



ITEM 8 / ADJOURNMENT

MOTION:

FOR THE MOTION:

Meeting adjourned at 1:50 p.m., 1/14/16

Lindsey Bateman
Board Secretary

Minutes Approved:

Initials:

Vice-Chairman Armstrong moved for approval for adjournment. The
motion was seconded by Member Robison.

Chairman McFall, Member Case, Member Nuttle, Member McVay,
Member Bryant

NEXT BOARD MEETING
March 24, 2016
Oklahoma Health Care Authority
OKC, OK
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FINANCIAL REPORT
For the Seven Months Ended January 31, 2016
Submitted to the CEO & Board

e Revenues for OHCA through January, accounting for receivables, were
$2,375,487,743 or at budget.

e Expenditures for OHCA, accounting for encumbrances, were
$2,315,841,488 or .5% under budget.

e The state dollar budget variance through January is a positive
$10,784,259.

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

Expenditures:
Medicaid Program Variance 2.7
Administration 2.7
Revenues:
Drug Rebate 3.0
Taxes and Fees 2.5
Overpayments/Settlements (.1)
Total FY 16 Variance $ 10.8
ATTACHMENTS
Summary of Revenue and Expenditures: OHCA 1
Medicaid Program Expenditures by Source of Funds 2
Other State Agencies Medicaid Payments 3
Fund 205: Supplemental Hospital Offset Payment Program Fund 4
Fund 230: Quality of Care Fund Summary 5
Fund 245: Health Employee and Economy Act Revolving Fund 6
Fund 250: Belle Maxine Hilliard Breast and Cervical Cancer
Treatment Revolving Fund 7



OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures: OHCA
SFY 2016, For the Seven Month Period Ending January 31, 2016

FY16 FY16

% Over/

Actual YTD
547,324,629 $

REVENUES Budget YTD

$ 547,324,629 $

State Appropriations

Federal Funds

Tobacco Tax Collections

Quality of Care Collections

Prior Year Carryover

Federal Deferral - Interest

Drug Rebates

Medical Refunds

Supplemental Hospital Offset Payment Program
Other Revenues

TOTAL REVENUES

EXPENDITURES
ADMINISTRATION - OPERATING $
ADMINISTRATION - CONTRACTS $

MEDICAID PROGRAMS
Managed Care:
SoonerCare Choice

Acute Fee for Service Payments:
Hospital Services
Behavioral Health
Physicians
Dentists
Other Practitioners
Home Health Care
Lab & Radiology
Medical Supplies
Ambulatory/Clinics
Prescription Drugs
OHCA Therapeutic Foster Care

Other Payments:
Nursing Facilities
Intermediate Care Facilities for Individuals with Intellectual Disabilities Private
Medicare Buy-In
Transportation
Money Follows the Person-OHCA
Electonic Health Records-Incentive Payments
Part D Phase-In Contribution
Supplemental Hospital Offset Payment Program
Telligen

Total OHCA Medical Programs
OHCA Non-Title XIX Medical Payments

TOTAL OHCA

1,362,872,491

26,985,095
44,844,814
67,016,727
179,979
138,821,582
24,850,350
151,139,051
12,031,799

FY16

Budget YTD
32,121,735 $
54,736,325 $

23,619,630

516,060,805
11,420,979
266,105,994
75,854,850
25,366,021
11,498,490
35,532,100
26,593,903
74,590,007
300,616,113
497,937

330,674,360
35,052,027
80,649,243
37,944,658

410,392
3,981,987
47,042,109
333,326,339
3,499,359

2,240,337,302

9,158

1,352,355,915

29,534,859
44,374,297
67,016,727
179,979
146,529,495
24,600,770
151,139,051
12,432,022

$2,376,066,516 $ 2,375,487,743 $

FY16

Actual YTD
29,144529 $

51,472,388

23,169,161

515,082,541
11,471,231
265,762,703
75,362,811
25,363,616
11,479,804
35,251,546
26,161,146
74,021,157
300,099,305
261,418

330,166,938
35,190,656
80,762,709
37,533,418

240,819
3,981,987
47,035,908
333,326,339
3,499,359

2,235,224,571

$2,327,204,520 $ 2,315,841,488

Variance

(10,516,576)
2,549,764
(470,517)

7,707,913
(249,580)

400,223

(578,774)

Variance
2,977,206
3,263,937

450,469

978,264

(50,252)
343,291
492,040
2,405
18,686
280,554
432,757
568,850
516,807
236,519

507,422

(138,629)

(113,466)
411,240
169,573

6,201

5,112,731
9,158

11,363,032

(Under)
0.0%
(0.8)%
9.4%
(1.0)%
0.0%
0.0%
5.6%
(1.0)%
0.0%
3.3%

(0.0)%

% (Over)/
Under

9.3%

6.0%

1.9%

0.2%
(0.4)%
0.1%
0.6%
0.0%
0.2%
0.8%
1.6%
0.8%
0.2%
47.5%

0.2%
(0.4)%
(0.1)%
1.1%
0.0%
0.0%
0.0%
0.0%
0.0%

0.2%
0.0%

0.5%

REVENUES OVER/(UNDER) EXPENDITURES $

Page 1

48,861,996 $

59,646,255

10,784,259



OKLAHOMA HEALTH CARE AUTHORITY

Total Medicaid Program Expenditures
by Source of State Funds
SFY 2016, For the Seven Month Period Ending January 31, 2016

Health Care

Quality of
Care Fund

HEEIA

BCC

Other State

Category of Service

SoonerCare Choice

Inpatient Acute Care

Outpatient Acute Care

Behavioral Health - Inpatient

Behavioral Health - Psychiatrist

Behavioral Health - Outpatient

Behaviorial Health-Health Home

Behavioral Health Facility- Rehab

Behavioral Health - Case Management

Behavioral Health - PRTF

Residential Behavioral Management

Targeted Case Management

Therapeutic Foster Care

Physicians

Dentists

Mid Level Practitioners

Other Practitioners

Home Health Care

Lab & Radiology

Medical Supplies

Clinic Services

Ambulatory Surgery Centers

Personal Care Services

Nursing Facilities

Transportation

GME/IME/DME

ICF/IID Private

ICF/IID Public

CMS Payments

Prescription Drugs

Miscellaneous Medical Payments

Home and Community Based Waiver

Homeward Bound Waiver

Money Follows the Person

In-Home Support Waiver

ADvantage Waiver

Family Planning/Family Planning Waiver

Premium Assistance*

Telligen

Electronic Health Records Incentive Payments
Total Medicaid Expenditures

* Includes $26,169,149 paid out of Fund 245

$

23,248,044
754,572,578
235,969,437

31,653,987

5,685,325

16,170,373

12,470,424
144,084,343

10,470,635

46,793,696

11,806,182

39,268,572

261,418
299,914,127
75,371,903
1,452,865

23,964,331

11,485,603

36,003,092

26,309,684

74,279,386

4,094,222
7,365,636
330,166,938

37,433,599

61,536,864

35,190,656

19,046,296
127,798,617
306,630,882

99,819
115,046,836
50,322,759
3,320,567

14,881,942

104,398,963

3,192,198
26,352,676
3,499,359
3,981,987

$ 3,135,596,820

$

Authority

23,161,747
351,374,374
160,191,339

6,824,199
4,647,031

261,418
262,564,194
75,352,798
1,444,554
23,654,652
11,474,672
35,027,258
24,558,199
69,906,799
4,014,055
207,704,655
35,867,257

28,751,162
127,376,203
299,129,017

99,311

240,819

3,499,359
3,981,987

$1,761,107,060

23,169,161 $

594,102,869
233,835,052
26,256,864
5,685,325

261,418
265,762,703
75,362,811
1,444,888
23,918,727
11,479,804
35,251,546
26,161,146
69,998,781
4,022,377

330,166,938
37,433,599

35,190,656
127,798,617
300,099,305

99,819

240,819

3,499,359
3,981,987
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283,901
24,269

260,379

1,581,727

122,456,420
1,541,190

6,439,494

422,414

$ 2,235,224,571 $ 133,043,686

$ 39,650,506

78,883
2,155,769
2,134,385

145,877

863,843
9,092
7,976

45,604
5,799

751,546

148,539

347,095

71,845

26,352,676

$ 333,326,339

241,196,494
71,658,886
19,432,665

1,038,294

Revolving Fund

$ 7,414
1,248,100
1,960,558

44,560

3,164,617
10,012
334
3,696
5,132
224,288
21,220
91,982
8,322
5,863
25,152

970,288
508

7,792,046

$

$

Agencies

158,313,939

5,251,246
16,170,373
12,470,424

144,084,343
10,470,635
46,793,696
11,806,182
39,268,572

33,287,581

3,933,510

7,365,636

61,536,864

19,046,296

115,046,836
50,322,759
3,079,748
14,881,942
104,398,963
3,192,198

860,721,743



OKLAHOMA HEALTH CARE AUTHORITY
Summary of Revenues & Expenditures:
Other State Agencies

SFY 2016, For the Seven Month Period Ending January 31, 2016

REVENUE

Federal Funds

Revenues from Other State Agencies

FY16
Actual YTD
$ 360,372,740
530,095,740

TOTAL REVENUES

$ 890,468,480

EXPENDITURES

Department of Human Services

Home and Community Based Waiver
Money Follows the Person
Homeward Bound Waiver

In-Home Support Waivers
ADvantage Waiver

Intermediate Care Facilities for Individuals with Intellectual Disabilities Public

Personal Care

Residential Behavioral Management
Targeted Case Management
Total Department of Human Services

State Employees Physician Payment
Physician Payments
Total State Employees Physician Payment

Education Payments
Graduate Medical Education

Graduate Medical Education - Physicians Manpower Training Commission

Indirect Medical Education
Direct Medical Education
Total Education Payments

Office of Juvenile Affairs
Targeted Case Management
Residential Behavioral Management
Total Office of Juvenile Affairs

Department of Mental Health
Case Management
Inpatient Psychiatric Free-standing

Outpatient
Health Homes

Psychiatric Residential Treatment Facility
Rehabilitation Centers
Total Department of Mental Health

State Department of Health

Children's First
Sooner Start

Early Intervention

Early and Periodic Screening, Diagnosis, and Treatment Clinic

Family Planning

Family Planning Waiver

Maternity Clinic

Total Department of Health

County Health Departments

EPSDT Clinic

Family Planning Waiver
Total County Health Departments

State Department of Education

Public Schools

Medicare DRG Limit
Native American Tribal Agreements
Department of Corrections

JD McCarty

Actual YTD

$ 115,046,836
3,079,748
50,322,759
14,881,942
104,398,963
19,046,296
7,365,636
8,860,988
33,022,598

356,025,766

33,287,581

33,287,581

22,912,701
2,436,996
32,248,316
3,938,851

61,536,864

1,825,686
2,945,193

4,770,879

10,470,635
5,251,246
16,170,373
12,470,424
46,793,696
144,084,343

235,240,717

921,255
1,395,652
2,894,151
1,174,842

87,603
3,090,739
6,803

9,571,045

436,740
13,856

450,596

114,265
490,617
151,783,776
919,472
735,918
5,776,245

Total OSA Medicaid Programs

$ 860,703,743

OSA Non-Medicaid Programs

Accounts Receivable from OSA

Page 3
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OKLAHOMA HEALTH CARE AUTHORITY

SUMMARY OF REVENUES & EXPENDITURES:
Fund 205: Supplemental Hospital Offset Payment Program Fund
SFY 2016, For the Seven Month Period Ending January 31, 2016

FY 16
REVENUES Revenue
SHOPP Assessment Fee $ 150,858,793
Federal Draws 204,767,500
Interest 71,234
Penalties 209,024
State Appropriations (22,600,000)
TOTAL REVENUES $ 333,306,551
FY 16
EXPENDITURES Quarter Quarter Quarter Expenditures
Program Costs: 7/1/15 - 9/30/15 10/1/15-12/31/15 1/1/16 - 3/31/16
Hospital - Inpatient Care 83,225,354 84,459,469 73,511,671 $ 241,196,494
Hospital -Outpatient Care 22,465,442 22,826,470 26,366,973 71,658,886
Psychiatric Facilities-Inpatient 6,265,547 6,748,918 6,418,199 19,432,665
Rehabilitation Facilities-Inpatient 392,213 397,771 248,311 1,038,294
Total OHCA Program Costs 112,348,555 114,432,629 106,545,155 $ 333,326,339
Total Expenditures $ 333,326,339
CASH BALANCE $ (19,788)
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 230: Nursing Facility Quality of Care Fund
SFY 2016, For the Seven Month Period Ending January 31, 2016

Total State
REVENUES Revenue Share
Quiality of Care Assessment $ 44,349,113 $ 44,349,113
Interest Earned 25,185 25,185
TOTAL REVENUES $ 44,374,297 $ 44,374,297
FY 16 FY 16 Total
EXPENDITURES Total $ YTD State $ YTD  State $ Cost
Program Costs
Nursing Facility Rate Adjustment $ 120,345,114 $ 46,272,696
Eyeglasses and Dentures 159,346 61,268
Personal Allowance Increase 1,951,960 750,529
Coverage for Durable Medical Equipment and Supplies 1,581,727 608,174
Coverage of Qualified Medicare Beneficiary 602,441 231,638
Part D Phase-In 422,414 162,418
ICF/IID Rate Adjustment 3,046,209 1,171,267
Acute Services ICF/IID 3,393,285 1,304,718
Non-emergency Transportation - Soonerride 1,541,190 592,588
Total Program Costs $ 133,043,686 $ 51,155,297 $ 51,155,297

Administration
OHCA Administration Costs $ 305,217 $ 152,609
DHS-Ombudsmen - -
OSDH-Nursing Facility Inspectors - -

Mike Fine, CPA - -
Total Administration Costs $ 305,217 $ 152,609 $ 152,609
Total Quality of Care Fee Costs $ 133,348,903 $ 51,307,906
TOTAL STATE SHARE OF COSTS $ 51,307,906

Note: Expenditure amounts are for informational purposes only. Actual payments are made from
Fund 340. Revenues deposited into the fund are tranferred to Fund 340 to support the costs, not
to exceed the calculated state share amount.
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OKLAHOMA HEALTH CARE AUTHORITY

SUMMARY OF REVENUES & EXPENDITURES:
Fund 245: Health Employee and Economy Improvement Act Revolving Fund
SFY 2016, For the Seven Month Period Ending January 31, 2016

FY 15 FY 16 Total
REVENUES Carryover Revenue Revenue
Prior Year Balance $ 27,746,235 $ - $ 1,498,834
State Appropriations (25,000,000) - -
Tobacco Tax Collections - 24,292,307 24,292,307
Interest Income - 123,932 123,932
Federal Draws 235,637 17,189,684 17,189,684
TOTAL REVENUES $ 2,981,872 $ 41,605,923 $ 43,104,757
FY 15 FY 16
EXPENDITURES Expenditures Expenditures Total $ YTD
Program Costs:
Employer Sponsored Insurance $ 26,169,149 $ 26,169,149
College Students 183,528 70,566
Individual Plan
SoonerCare Choice $ 75,324 $ 28,962
Inpatient Hospital 2,141,887 823,556
Outpatient Hospital 2,100,567 807,668
BH - Inpatient Services-DRG 142,186 54,670
BH -Psychiatrist - -
Physicians 836,846 321,767
Dentists 5,431 2,088
Mid Level Practitioner 7,877 3,029
Other Practitioners 45,067 17,328
Home Health 5,799 2,230
Lab and Radiology 736,942 283,354
Medical Supplies 142,597 54,829
Clinic Services 342,640 131,745
Ambulatory Surgery Center 71,597 27,529
Prescription Drugs 6,442,010 2,476,953
Miscellaneous Medical - -
Premiums Collected - (261,320)
Total Individual Plan $ 13,096,771 $ 4,774,388
College Students-Service Costs $ 201,059 $ 77,126
Total OHCA Program Costs $ 39,650,506 $ 31,091,229
Administrative Costs
Salaries $ 73,467 $ 1,249,302 $ 1,322,769
Operating Costs 60,069 462,029 522,097
Health Dept-Postponing - - -
Contract - HP 1,349,503 5,717,442 7,066,944
Total Administrative Costs $ 1,483,038 $ 7,428,773 $ 8,911,811
Total Expenditures $ 40,003,041
NET CASH BALANCE $ 1,498,834 $ 3,101,717
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OKLAHOMA HEALTH CARE AUTHORITY
SUMMARY OF REVENUES & EXPENDITURES:
Fund 250: Belle Maxine Hilliard Breast and Cervical Cancer Treatment Revolving Fund
SFY 2016, For the Seven Month Period Ending January 31, 2016

FY 16 State

REVENUES Revenue Share
Tobacco Tax Collections $ 484654 $ 484,654
TOTAL REVENUES $ 484654 $ 484,654

FY 16 FY 16 Total
EXPENDITURES Total $ YTD State $ YTD State $ Cost
Program Costs
SoonerCare Choice $ 7,414 % 1,021
Inpatient Hospital 1,248,100 171,863
Outpatient Hospital 1,960,558 269,969

Inpatient Services-DRG - -
Psychiatrist - -

TFC-OHCA - -
Nursing Facility 5,863 807
Physicians 3,164,617 435,768
Dentists 10,012 1,379
Mid-level Practitioner 334 46
Other Practitioners 3,696 509
Home Health 5,132 707
Lab & Radiology 224,288 30,885
Medical Supplies 21,220 2,922
Clinic Services 91,982 12,666
Ambulatory Surgery Center 8,322 1,146
Prescription Drugs 970,288 133,609
Transportation 25,152 3,463
Miscellaneous Medical 508 70
Total OHCA Program Costs $ 7,747,486 $ 1,066,829
OSA DMHSAS Rehab $ 44560 $ 11,759
Total Medicaid Program Costs $ 7,792,046 $ 1,078,588
TOTAL STATE SHARE OF COSTS $ 1,078,588

Note: Expenditure amounts are for informational purposes only. Actual payments are made from
Fund 340. Revenues deposited into the fund are tranferred to Fund 340 to support the costs, not
to exceed the calculated state share amount.
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OHCA Board Meeting

March 24, 2016

(January 2016 Data)

SOONERCARE ENROLLMENT/EXPENDITURES

; Total Forecasted
Delivery System Enrollment Children Adults Enrollment B ETEES PMPM Jan 2016
January 2016(January 2016|January 2016/ Change January 2016 |January 2016| Trend PMPM
SoonerCare Choice Patient-Centered
Medical Home 523,546 430,896 92,650 -4,656 $125,767,749
Lower Cost (C““‘f’e”’Pa"e"‘S? Other) 479,491 416,927 62,564 -4,751 $87,739,743 $183 $202
Higher Cost | #¢% B Desedi TEFRA [ 44 055 13,969 30,086 95 $38,028,006 $863 $1,012
SoonerCare Traditional 235,372 89,155 146,217 -70 $157,506,761
Lower Cost (Ch”éfer‘/Paf‘em: Other) 123,938 84,085 39,853 -307 $34,833,893 $281 $356
Higher Cost | "% 00 ot memeen | 111,434 5,070 106,364 237 $122,672,867 $1,101 $1,259
SoonerPlan 36,001 2,857 33,144 -1,231 $171,176 $5 $8
Insure Oklahoma 19,232 551 18,681 788 $5,129,270
Employer-Sponsored Insurance 15,299 363 14,936 701 $3,702,062 $242 $266
Individual Plan 3,933 188 3,745 87 $1,427,208 $363 $471
TOTAL 814,151 523,459 290,692 -5,169 $288,574,956

Enroliment totals include all members enrolled during the report month. Members may not have expenditure data. Children are members aged 0 - 20 or for Insure Oklahoma enrolled as Students or Dependents.

Total In-State Providers: 34,316 (+170)

(In-State Providers counted multiple times due to multiple locations,

rograms, types, and specialties)

Physician Pharmacy Dentist Hospital Mental Health | Optometrist | Extended Care| Total PCPs PCMH
9,805 947 1,221 198 5,457 643 241 6,756 2,575
DUAL ENROLLEES & LONG-TERM CARE MEMBERS
112,000 15,500
111,493
111,500 —— 15,300
111,000 110,772
110,619 - 15,100
14,972
110,500 14,932 ~ 5
M 14,861 - 14,900
110,000 o —
109,500 - 14,700
109,000 T T T T T T T T T T T T 14,500
Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16

—&—Dual Enrollees

—4—Long-Term Care Members

CHILDREN & ADULTS ENROLLMENT

500,000
451,401
445,475 430.896
450,000 | g——_————% — e e e
400,000
350,000
300,000
250,000
200,000
144,155 145,896 146,217
150,000 @& O ® ® O O & O O ® o o
97,866 92,650
100,000 - *fEE * * o ——t S . 3 - >
50,000 88,120 92,448 89.155
Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15  Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16
—&—Choice - Child Choice - Adult ~ =—e—Traditional - Child  —@=Traditional - Adult

Data Set 4 of 4, 3/7/2016



INSURE OKLAHOMA

Insure Oklahoma Enrollment (Jul 2015 - Feb 2016)

25,000
19,232 19321
20,000 18,152 18,444 2
17,327 17,138 17,008 17,438
— —i -
—— 15,299 15,302
14,274 , N A
15,000 .
13,165 13,085 13,117 13,518
10,000
5,000 4,162 4,053 3,981 3,920 3,878 3,846 3,933 4,019
~— - o— ° TS o— — — L
0+ :
Jul-15 Aug-15 Sep-15* Oct-15 Nov-15 Dec-15 Jan-16 Feb-16

-0 Total Enrollees —4—ESI -e=IP

*In September 2015, ESI increased its employer size limit from 99 to 250 employees.
Source: Insure Oklahoma Fast Facts

Data Set 4 of 4, 3/7/2016
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As of March 16, 2106, the Oklahoma Legislature is considering 858 active bills. This number is down
from the approximate 3,467 that were initially introduced on February 1, 2016. OHCA is currently
tracking 84 bills, of which two are OHCA request bills and 18 are carryover bills remaining.

OHCA REQUEST BILLS:
e SB1340 - Sen. A.J. Griffin, Rep. David Derby - OHCA to develop and implement a Insure
Oklahoma plan to assist eligible Oklahomans in purchasing health savings accounts.
o Passed unanimously in both Senate committees (Appropriations & HHS)
o0 Passed unanimously on the Senate floor on March 8
e HB2803 — Rep. David Derby, Sen. A.J. Griffin - Allows students up to age 26 to receive
coverage through Insure Oklahoma if they are an enrolled student in a technology center
school, university or college.
o0 Passed unanimously in House Appropriations and Budget (February 24)
0 Passed 84-6 on the House floor on March 8

The following are the remaining Senate and House deadlines for 2016:

SENATE AND HOUSE DEADLINES

April 07, 2016 Senate deadline for reporting House bills and joint resolutions from committee

April 08, 2016 House deadline for reporting Senate bills and Joint Resolutions from committee

April 21, 2016 Deadline for Third Reading of Bills and Joint Resolutions from Opposite
Chamber

May 27, 2015 Sine Die Adjournment, No later than 5:00 p.m.

A Legislative Bill Tracking Report will be included in your handout at the Board Meeting.



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

SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 3. GENERAL MEDICAL PROGRAM INFORMATION

317:30-3-59. General program exclusions - adults
The fTollowing are excluded from SoonerCare coverage for
adults:
(1) Inpatient admission for diagnostic studies that could be
performed on an outpatient basis.
(2) Services or any expense incurred for cosmetic surgery.
(3) Services of two physicians for the same type of service
to the same member on the same day, except when supplemental
skills are required and different specialties are involved.
(4) Refractions and visual aids.
(5) Pre-operative care within 24 hours of the day of
admission for surgery and routine post-operative care as
defined under the global surgery guidelines promulgated by
Current Procedural Terminology (CPT) and the Centers for
Medicare and Medicaid Services (CMS).
(6) Sterilization of members who are under 21 years of age,
mentally i1ncompetent, or institutionalized or reversal of
sterilization procedures for the purposes of conception.
(7) Non-therapeutic hysterectomies.
(8) Induced abortions, except when certified In writing by a
physician that the abortion was necessary due to a physical
disorder, 1injury or 1illness, including a life-endangering
physical condition caused by or arising from the pregnancy
itself, that would place the woman iIn danger of death unless
an abortion i1s performed, or that the pregnancy is the result
of an act of rape or incest. (Refer to OAC 317:30-5-6 or
317:30-5-50.)

(€)) Medical services considered experimental or
investigational.

(10) Services of a Certified Surgical Assistant.

(11) Services of a Chiropractor. Payment is made for

Chiropractor services on Crossover claims for coinsurance
and/or deductible only.

(12) Services of an iIndependent licensed Physical and/or
Occupational Therapist.

(13) Services of a Psychologist.

(14) Services of an independent licensed Speech and Hearing
Therapist.

(15) Payment for more than four outpatient visits per month
(home or office) per member, except those visits in

1



connection with Tfamily planning or related to emergency
medical conditions.

(16) Payment for more than two nursing TfTacility visits per
month.

(17) More than one inpatient visit per day per physician.

(18) Payment for removal of benign skin lesions—unless

(19) Physician services which are administrative iIn nature
and not a direct service to the member including such i1tems
as quality assurance, utilization review, treatment staffing,
tumor board review or multidisciplinary opinion, dictation,
and similar functions.

(20) Charges for completion of insurance forms, abstracts,
narrative reports or telephone calls.

(21) Payment for the services of social workers, licensed
family counselors, registered nurses or other ancillary
staff, except as specifically set out in OHCA rules.

(22) Mileage.

(23) A routine hospital visit on the date of discharge unless
the member expired.

(24) Direct payment to perfusionist as this i1s considered
part of the hospital reimbursement.

(25) Inpatient chemical dependency treatment.

(26) Fertility treatment.

(27) Payment to the same physician for both an outpatient
visit and admission to hospital on the same date.

(28) Sleep studies.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 3. HOSPITALS

317:30-5-42_.17. Non-covered services
In addition to the general program exclusions [OAC 317:30-5-
2(a)(2)] the following are excluded from coverage:
(1) Inpatient admission for diagnostic studies that could be
performed on an outpatient basis.
(2) Procedures that result in sterilization which do not meet
the guidelines set forth in this Chapter of rules.
(3) Reversal of sterilization procedures for the purposes of
conception are not covered.
(C)) Medical services considered experimental or
investigational.
(5) Payment for removal of benign skin lesions—unless
medicallly—necessary for adults.

(6) Refractions and visual aids.




(7) Charges incurred while the member is in a skilled nursing
or swing bed.
(8) Sleep studies for adults.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 17. MEDICAL SUPPLIERS

317:30-5-210.2. Coverage for children
(a) Coverage. Coverage of durable medical equipment,
prosthetics, orthotics, and supplies (DMEPOS) for children
includes the specified coverage for adults found iIn OAC 317:30-
5-211.1 through OAC 317:30-5-211.18. In addition the following
are covered items for children only:
(1) Orthotics and prosthetics.
(2) Enteral nutrition is considered medically necessary for
certain conditions in which, without the products, the
member®"s condition would deteriorate to the point of severe
malnutrition.
(A) Enteral nutrition must be prior authorized. PA
requests must include:
(i) the member®s diagnosis;
(i1) the mmpairment that prevents adequate nutrition by
conventional means;
(if1) the member®s weight history before initiating
enteral nutrition that demonstrates oral intake without
enteral nutrition is inadequate;
(iv) the percentage of the member®s average daily
nutrition taken by mouth and by tube; and
(v) prescribed daily caloric intake.
(B) Enteral nutrition products that are administered
orally and related supplies are not covered.
(3) Continuous positive airway pressure devices (CPAP).
(b) EPSDT. Services deemed medically necessary and allowable
under Tfederal regulations may be covered by the EPSDT Child
Health program even though those services may not be part of the
SoonerCare program. These services must be prior authorized.
(c) Medical necessity. Federal regulations require OHCA to make
the determination as to whether the service is medically
necessary and do not require the provision of any items or
services that the State determines are not safe and effective or
that are considered experimental.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 79. DENTISTS

317:30-5-696. Coverage by category
Payment is made for dental services as set forth iIn this
Section.
(1) Adults.
(A) Dental coverage for adults is limited to:
(i) medically necessary extractions and approved boney
adjustments. Tooth extraction must have medical need
documented;
(i1) Smoking and Tobacco Use Cessation Counseling; and
(ii1) medical and surgical services performed by a dentist
or physician to the extent such services may be performed
under State law when those services would be covered if
performed by a physician.
(B) Payment is made for dental care for adults residing iIn
private Intermediate Care Facilities for Individuals with
Intellectual Disabilities (ICF/IID) and who have been
approved for ICF/I1ID level of care, similar to the scope of
services available to individuals under age 21.
(C) Limited dental services are available for members who
meet all medical criteria, but need dental clearance to
obtain organ transplant approval. Providers must obtain prior
authorization before delivery of dental service, with the
exception of evaluation and extractions. All requests must
be filed on the currently approved ADA form and must include
diagnostic images, six-point periodontal charting, narratives
and comprehensive treatment plans. The OHCA will notify the
provider of determination using OHCA Prior Authorization
Request Decision form. Prior authorized services must be
billed exactly as they appear on the prior authorization
request. The following dental services are available:
(1) Comprehensive oral evaluation,
(i1) two image bitewings,
(i11) prophylaxis,
(iv) fluoride application,
(v) limited restorative procedures, and
(vi) periodontal scaling/root planing.
(2) Home and community based wailver services (HCBWS) for the
intellectually disabled. All providers participating in the
HCBWS must have a separate contract with the OHCA to provide
services under the HCBWS. Dental services are defined in each
waiver and must be prior authorized.
(3) Children. The OHCA Dental Program provides the basic
medically necessary treatment. The services listed below are
compensable for members under 21 years of age without prior
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authorization. All other dental services must be prior
authorized. Anesthesia services are covered for children in the
same manner as adults. All providers performing preventive
services must be available to perform needed restorative
services fTor those members receiving any evaluation and
preventive services.

(A) Comprehensuve oral evaluatlon-—Ih+s—p¥eeedupe—may—be

procedure should precede any images, and chart documentation
must include Image interpretations, caries risk assessment
and both medical and dental health history of member. The
comprehensive treatment plan should be the final results of
this procedure.

(B) Periodic oral evaluation. This procedure may be provided
for a member of record if not seen by aany dentist for more
than six months. An examination should precede any
radtographsimages, and chart documentation must include
radiographicimages interpretations, caries risk assessment
and both medical and dental health history of member. The
comprehensive treatment plan should be the final results of
this procedure.

(C) Emergency—examination/Hmited-oral-evaluatienLimited oral
evaluation.—Fhis—procedure—is—hot—compensable—within—two

involved n active treatment unless trauma or acute infection
+s—the—presenting—complaint- This procedure 1i1s only
compensable to the same dentist or practice for two visits
prior to ana comprehensive or periodic evaluation examination
being completed.

(D) Radiegraphs—(x—rays)Images. To be SoonerCare compensable,
Xx—raysimages must be of diagnostic quality and medically
necessary. A clinical examination must precede any
radtographsimages, and chart documentation must include
member history, prior radiographsimages, caries risk
assessment and both dental and general health needs of the
member. The referring dentist is responsible for providing
properly identified x—raysimages of acceptable quality with a
referral, if that provider chooses to expose and submit for
reimbursement prior to referral. Periapical radtographimages
must include at least 3three millimeters beyond the apex of
the tooth belng x—Fayedlmaged —PaneFam+e—f+lms—and—£ull—meuth

Panoramlc fllms and two blteW|ngs
are considered full mouth images. Full mouth images as noted
above or traditional (minimum of 12 periapical films and two
posterior bitewings) are allowable once in a three year
period and must be of diagnostic quality. Individually listed
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intraoral radiegraphsimages by the same dentist/dental office
are considered a complete series if the fee—Ffornumber of
individual radiegraphsimages equals or exceeds the
Feetraditional number for a complete series. Panoramic films
are only compensable when chart documentation clearly
indicates reasons Tfor the exposure based on clinical
findings. This type of exposure i1s not to rule out or
evaluate caries. Prior authorization and a detailed medical
need narrative are required for additional panoramic films
taken within three years of the original set.

(E) Dental sealants. Tooth numbers 2, 3, 14, 15, 18, 19, 30
and 31 must be caries free on the interproximal and occlusal
surfaces to be eligible for this service. This service is
available through 18 years of age and is compensable once
every 36 months if medical necessity iIs documented.

(F) Dental prophylaxis. This procedure is provided once every
184 days including topical application of fluoride.

(G) Stainless steel crowns for primary teeth. The use of any
stainless steel crowns is allowed as follows:

(1) Stainless steel crowns are allowed if:

(1) the child is five years of age or under;

(11) 70 percent or more of the root structure remains;
or

(111) the procedure i1s provided more than 12 months
prior to normal exfoliation.

(i1) Stainless steel crowns are treatment of choice for:
(1) primary teeth treated with pulpal therapy, if the
above conditions exist;

(11) primary teeth where three surfaces of extensive
decay exist; or

(111) primary teeth where cuspal occlusion is lost due
to decay or accident.

(ii11) Preoperative periapical x—raysimages and/or written

documentation explaining the extent of decay must be

available for review, iIf requested.

(iv) Placement of a stainless steel crown is allowed once

for a minimum period of 24 months. No other restoration

on that tooth is compensable during that period of time.

A stainless steel crown is not a temporizing treatment to

be used while a permanent crown Is being fabricated.

(H) Stainless steel crowns for permanent teeth. The use of
any stainless steel crowns is allowed as follows:

(1) Stainless steel crowns are the treatment of choice

for:

(1) posterior permanent teeth that have completed
endodontic therapy if three or more surfaces of tooth
IS destroyed;

(11) posterior permanent teeth that have three or more
surfaces of extensive decay; or

(111) where cuspal occlusion is lost due to decay prior
to age 16 years.

(i1) Preoperative periapical x—raysimages and/or written
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documentation explaining the extent of decay must be
available for review, If requested.

(i11) Placement of a stainless steel crown excludes
placement of any other type of crown for a period of 24
months. No other restoration on that tooth is compensable
durlng that perlod of tlme —A—sta+nless—steel—e¥ewn—+s—net

(1) Pulpotomies and pulpectomies.
(1) Therapeutic pulpotomies and pulpal debridement are
allowable once per lifetime. Pre-and post-operative
periapical x-raysimages must be available for review, if
requested. Therapeutic pulpotomies and pulpal debridement
is available for the following:
(1) Primary molars having at least 70 percent or more
of their root structure remaining or more than 12
months prior to normal exfoliation;
(11) Tooth numbers O and P before age 5five years;
(111) Tooth numbers E and F before 6six years;
(1V) Tooth numbers N and Q before 5five years;
(V) Tooth numbers D and G before 5five years.
(i1) Therapeutic pulpotomies and pulpal debridement are
allowed for primary teeth if exfoliation of the teeth is
not expected to occur for at least one year or 1f 70
percent or more of root structure iIs remaining.
(J) Endodontics. Payment is made for the services provided
in accordance with the following:
(i) This procedure is allowed when there are no other
missing anterior teeth 1In the same arch requiring
replacement.
(i1) The provider documents history of member®s improved
oral hygiene and flossing ability in records.
(i111) Prior authorization is required for members who have
a treatment plan requiring more than two anterior and/or
two posterior root canals.
(iv) Pre and post-operative periapical x-raysimages must
be available for review.
(v) Pulpal debridement may be performed for the relief of
pain while waiting for the decision from the OHCA.
(vi) Providers are responsible for any follow-up treatment
required due to a failed root canal therapy for 24 month
post completion.
(vii1) Endodontically treated teeth should be restored to
limited occlusal function and all contours should be
replaced. These teeth are not automatically approved for
any type of crown.
(K) Space maintainers. Certain limitations apply with regard
to this procedure. Providers are responsible for
recementation of any maintainer placed by them for six months
post insertion.
(i) Band and loop type space maintenance. This procedure
must be provided 1in accordance with the Tfollowing
4




guidelines:
(1) This procedure is compensable for all primary
molars where permanent successor iIs missing or where
succedaneous tooth is more than 5mm below the crest of
the alveolar ridge.
(11) First primary molars are not allowed space
maintenance if the second primary and first permanent
molars are present and in cuspal interlocking occlusion
regardless of the presence or absence of normal
relationship.
(111) 1If there are missing posterior teeth bilaterally
in the same arch, under the above guidelines, bilateral
space maintainer iIs the treatment of choice.
(1V) The teeth numbers shown on the claim should be
those of the missing teeth.
(V) Post-operative bitewing x-raysimages must be
available for review.
(V1) Bilateral band and loop space maintainer 1is
allowed 1T member does not have eruption of the four
mandibular anterior teeth iIn position or if sedation
case that presents limitations to fabricate other space
maintenance appliances.
(i1) Lingual arch bar. Payment is made for the services
provided in accordance with the following:
(1) Lingual arch bar is used when permanent incisors
are erupted and the second primary molar (K or T) 1is
missing In the same arch.
(11) The requirements are the same as for band and loop
space maintainer.
(111) Pre and post-operative x-Faysimages must be
available.
(L) Analgesia. Analgesia services are reimbursable 1in
accordance with the following:
(i) Inhalation of nitrous oxide. Use of nitrous oxide is
compensable for four occurrences per year and is not
separately reimbursable, if provided on the same date by
the same provider as 1V sedation, non-intravenous
conscious sedation or general anesthesia. The medical need
for this service must be documented in the member~s
record.
(i1) Non-intravenous conscious sedation. Non-intravenous
conscious sedation is not separately reimbursable, if
provided on the same date by the same provider as
analgesia, anxiolysis, inhalation of nitrous oxide, 1V
sedation or general anesthesia. Non-intravenous conscious
sedation is reimbursable when determined to be medically
necessary for documented handicapped members,
uncontrollable members or justifiable medical or dental
conditions. The report must detail the member®s condition.
No services are reimbursable when provided primarily for
the convenience of the member and/or the dentist, i1t must
be medically necessary.
5



(M) Pulp caps. Indirect and direct pulp cap must be ADA
accepted calcium hydroxide or Mineral Trioxide Aggregate
materials, not a cavity liner or chemical used for dentinal
hypersensitivity. Indirect and direct pulp cap codes require
specific narrative support addressing materials used, intent
and reasons for use. Application of chemicals used for
dentinal hypersensitivity is not allowed as indirect pulp
cap. Utilization of these codes i1s verified by post payment
review.

(N) Protective restorations. This restoration includes
removal of decay, i1f present, and is reimbursable for the
same tooth on the same date of service with a direct or
indirect pulp cap, 1f needed. Permanent restoration of the
tooth i1s allowed after 60 days unless the tooth becomes
symptomatic and requires pain relieving treatment.

(0) Smoking and Tobacco Use Cessation Counseling. Smoking and
Tobacco Use Cessation Counseling is covered when performed
utilizing the five intervention steps of asking the member to
describe his/her smoking, advising the member to quit,
assessing the willingness of the member to quit, assisting
with referrals and plans to quit, and arranging for follow-
up. Up to eight sessions are covered per year per individual
who has documented tobacco use. It is a covered service when
provided by physicians, physician assistants, nurse
practitioners, nurse midwives, Oklahoma State Health
Department and FQHC nursing, and Maternal/Child Health
Licensed Clinical Social Workers with a certification as a
Tobacco Treatment Specialist Certification (CTTS) staff iIn
addition to other appropriate services rendered. Chart
documentation must include a separate note; that addresses
the bA"s, separate signature, and the member specific
information addressed iIn the five steps and the time spent by
the practitioner performing the counseling. Anything under
three minutes i1s considered part of a routine visit.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 1. PHYSICIANS

317:30-5-2. General coverage by category

(a) Adults. Payment for adults 1s made to physicians for medical
and surgical services within the scope of the Oklahoma Health
Care Authority"s (OHCA) SoonerCare program, provided the
services are reasonable and necessary for the diagnosis and
treatment of i1llness or injury, or to improve the functioning of
a malformed body member. Coverage of certain services must be
based on a determination made by the OHCA®"s medical consultant
in individual circumstances.

(1) Coverage includes the fTollowing medically necessary

services:
(A) Inpatient hospital visits for all SoonerCare covered
stays. All inpatient services are subject to post-payment
review by the OHCA, or its designated agent.
(B) Inpatient psychotherapy by a physician.
(C) Inpatient psychological testing by a physician.
(D) One inpatient visit per day, per physician.
(E) Certain surgical procedures performed in a Medicare
certified free-standing ambulatory surgery center (ASC) or
a Medicare certified hospital that offers outpatient
surgical services.
(F) Therapeutic radiology or chemotherapy on an outpatient
basis without limitation to the number of treatments per
month for members with proven malignancies—or
opportunistic infections.
(G) Direct physician services on an outpatient basis. A
maximum of four visits are allowed per month per member iIn
office or home regardless of the number of physicians
providing treatment. Additional visits per month are
allowed for those services related to emergency medical
conditions and for services 1In connection with Family
Planning.
(H) Direct physician services in a nursing facility for
those members residing in a long-term care fTacility. A
maximum of two nursing Tacility visits per month are
allowed. To receive payment for a second nursing facility
visit in a month denied by Medicare for a
Medicare/SoonerCare member, attach the EOMB from Medicare
showing denial and mark *carrier denied coverage'.
(1) Diagnostic x-ray and laboratory services.
(J) Mammography screening and additional follow-up

1



mammograms as per current guidelines.

(K) Obstetrical care.

(L) Pacemakers and prostheses inserted during the course
of a surgical procedure.

(M) Prior authorized examinations for the purpose of
determining medical eligibility for programs administered
by OHCA. A copy of the authorization, OKDHS form
O8MAO16E, Authorization for Examination and Billing, must
accompany the claim.

(N) If a physician renders direct care to a member on the
same day as a dialysis treatment, payment is allowed for a
separately i1dentifiable service unrelated to the dialysis.
(0) Family planning includes sterilization procedures for
legally competent members 21 years of age and over who
voluntarily request such a procedure and execute the
federally mandated consent form with his/her physician. A
copy of the consent form must be attached to the claim
form. Separate payment is allowed for the insertion and/or
implantation of contraceptive devices during an office
visit. Certain fTamily planning products may be obtained
through the Vendor Drug Program. Reversal of sterilization
procedures for the purposes of conception is not allowed.
Reversal of sterilization procedures are allowed when
medically indicated and substantiating documentation 1is
attached to the claim.

(P) Genetic counseling.

(Q) Laboratory testing—(such—as—complete—blood—ecount
(CBC)s——platelet—count;—or—urinalysis)—For—monitoring

(R) Payment for ultrasounds for pregnant women as
specified in OAC 317:30-5-22.

(S) Payment to the attending physician in a teaching
medical facility for compensable services when the
physician signs as claimant and renders personal and
identifiable services to the member in conformity with
federal regulations.
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€H(T) Payment to the attending physician for the services
of a currently Oklahoma licensed physician in training
when the following conditions are met.
(i) Attending physician performs chart review and signs
off on the billed encounter;
(i1) Attending physician i1s present in the clinic/or
hospital setting and available for consultation;
(i1i1) Documentation of written policy and applicable
training of physicians 1In the training program
regarding when to seek the consultation of the
attending physician.
&H(U) Payment to the attending physician for the
outpatient services of an unlicensed physician iIn a
training program when the following conditions are met:
(1) The member must be at least minimally examined by
the attending physician or a licensed physician under
the supervision of the attending physician;
(i1) The contact must be documented iIn the medical
record.
(V) The payment to a physician for medically directing
the services of a CRNA or for the direct supervision of
the services of an Anesthesiologist Assistant (AA) 1s
limited. The maximum allowable fee for the services of
both providers combined is limited to the maximum
allowable had the service been performed solely by the
anesthesiologist.

#hciecated-(W) Screening and follow up Pap Smears as per
current guidelines.

O Medically necessary solid organ and bone
marrow/stem cell transplantation services for children and
adults are covered services based upon the conditions

listed in (1)-(iv) of this subparagraph:
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(1) Transplant procedures, except kidney and cornea,
must be prior authorized to be compensable.
(i1) To be prior authorized all procedures are reviewed
based on appropriate medical criteria.
(iti1) To be compensable under the SoonerCare program,
all organ transplants must be performed at a facility
which meets the requirements contained iIn Section 1138
of the Social Security Act.
(iv)Procedures considered experimental or
investigational are not covered.
S (Y) Donor search and procurement services are covered
for transplants consistent with the methods used by the
Medicare program for organ acquisition costs.

" _ £ Licati

(Z2) Donor expenses incurred for complications are covered
only 1f they are directly and immediately attributable to
the donation procedure. Donor expenses that occur after
the 90 day global reimbursement period must be submitted
to the OHCA for review.
(AA) Total parenteral nutritional therapy (TPN) for
identified diagnoses and when prior authorized.
(BB) Ventilator equipment.
(CC) Home dialysis equipment and supplies.
(DD) Ambulatory services for treatment of members with
tuberculosis (TB). This includes, but is not limited to,
physician visits, outpatient hospital services, rural
health clinic visits and prescriptions. Drugs prescribed
for the treatment of TB beyond the prescriptions covered
under SoonerCare require prior authorization by the
University of Oklahoma College of Pharmacy Help Desk using
form "Petition for TB Related Therapy”™. Ambulatory
services to members infected with TB are not limited to
the scope of the SoonerCare program, but require prior
authorization when the scope Is exceeded.
(EE) Smoking and Tobacco Use Cessation Counseling for
treatment of #ndivdualsmembers using tobacco.
(i) Smoking and Tobacco Use Cessation Counseling
consists of the 5As:

(1) Asking the member to describe their smoking use;

(11) Advising the member to quit;

(111) Assessing the willingness of the member to

quit;




(1V) Assisting the member with referrals and plans
to quit; and
(V) Arranging for follow-up.
(i1) Up to eight sessions are covered per year per
individual.
(it1) Smoking and Tobacco Use Cessation Counseling is a
covered service when performed by physicians, physician
assistants, advanced registered nurse practitioners,
certified nurse midwives, dentists, Oklahoma State
Health Department and FQHC nursing staff, and
Maternal/Child Health Licensed Clinical Social Workers
with a certification as a Tobacco Treatment Specialist
Certification (CTTS). It i1s reimbursed In addition to
any other appropriate glebal—paymentsclaims for
obstetrical care, PCP care coordination payments,
evaluation and management codes, or other appropriate
services rendered. It must be a significant, separately
identifiable service, unique from any other service
provided on the same day.
(iv) Chart documentation must include a separate note
andthat addresses the 5A"s and office note signature
along with the member specific information addressed iIn
the five steps and the time spent by the practitioner
performing the counseling. Anything under three minutes
iIs considered part of a routine visit and not
separately billable.
(FF) Immunizations as specified by the Advisory Committee
on Immunization Practices (ACIP) guidelines.
(GG) Genetic testing is covered when medically necessary.
Genetic testing may be considered medically necessary when
the following conditions are met:
(i) The member displays clinical features of a
suspected genetic condition or 1is at direct risk of
inheriting the genetic condition In question (e.g., a
causative familial variant has been identified); and
(i1) Clinical studies published 1In peer-reviewed
literature have established strong evidence that the
result of the test will positively impact the clinical
decision-making or clinical outcome for the member; and
(i11) The testing method i1s proven to be scientifically
valid for the identification of a specific genetically-
linked 1nheritable disease or clinically important
molecular marker; and
(1v) Documentation s provided fTrom a licensed genetic
. i -
eeunsele“ o1 phzsuelan P'Ehlge“TE'e that %HBBG'ES F“F
factorss——cHmnical—scenarios—and—Ffamily —history-A
medical geneticist physician or licensed genetic
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counselor provides documentation that supports the
recommendation for testing based on a review of risk
factors, clinical scenario, and family history.
(2) General coverage exclusions include the following:
(A) Inpatient admission for diagnostic studies that could
be performed on an outpatient basis.
(B) Services or any expense incurred for cosmetic surgery.
(C) Services of two physicians for the same type of
service to the same member on the same day, except when
supplemental skills are required and different specialties
are involved.
(D) Refractions—and—visuval—atlds-Routine eye examinations
for the sole purpose of prescribing glasses or visual
aids, determination of refractive state, treatment of
refractive errors or purchase of lenses, frames or visual
aids.
(E) Pre-operative care within 24 hours of the day of
admission for surgery and routine post-operative care as
defined under the global surgery guidelines promulgated by
Current Procedural Terminology (CPT) and the Centers for
Medicare and Medicaid Services (CMS).
(F) Payment to the same physician for both an outpatient
visit and admission to hospital on the same date.
(G) Sterilization of members who are under 21 years of

age, mentally incompetent, or institutionalized or
reversal of sterilization procedures for the purposes of
conception.

(H) Non-therapeutic hysterectomies.

(1)Medical services considered experimental or
investigational.

(J) Payment for more than four outpatient visits per month
(home or office) per member, except those visits 1iIn
connection with family planning or related to emergency
medical conditions.

(K) Payment for more than two nursing facility visits per
month.

(L) More than one inpatient visit per day per physician.
(M) Physician services which are administrative iIn nature
and not a direct service to the member 1including such
items as quality assurance, utilization review, treatment
staffing, tumor board review or multidisciplinary opinion,
dictation, and similar functions.

(N) Charges for completion of insurance forms, abstracts,
narrative reports or telephone calls.

(0) Payment for the services of social workers, licensed
family counselors, registered nurses or other ancillary
staff, except as specifically set out In OHCA rules.

(P) Induced abortions, except when certified in writing by
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a physician that the abortion was necessary due to a
physical disorder, injury or 1illness, including a life-
endangering physical condition caused by or arising from
the pregnancy itself, that would place the woman in danger
of death unless an abortion 1is performed, or that the
pregnancy 1is the result of an act of rape or 1iIncest.
(Refer to OAC 317:30-5-6 or 317:30-5-50.)

(Q) Speech and Hearing services.

(R) Mileage.

(S5 A routine hospital visit on the date of discharge
unless the member expired.

(T) Direct payment to perfusionist as this is considered
part of the hospital reimbursement.

(U) Inpatient chemical dependency treatment.

(V) Fertility treatment.

(W) Payment for removal of benign skin Ilesions—unless

(X) Sleep studies.
(b) Children. Payment 1i1s made to physicians for medical and
surgical services for members under the age of 21 within the
scope of the Authority®"s SoonerCare program, provided the
services are medically necessary for the diagnosis and treatment
of illness or 1injury, or to improve the Tfunctioning of a
malformed body member. Medical and surgical services for
children are comparable to those listed for adults. For services
rendered to a minor child, the child"s parent or court-appointed
legal guardian must provide written authorization prior to the
service being rendered, unless there i1s an explicit state or
federal exception to this requirement. In addition to those
services listed for adults, the following services are covered
for children.
(1) Pre-authorization of iInpatient psychiatric services. All
inpatient psychiatric services for members under 21 years of
age must be prior authorized by an agency designated by the
Oklahoma Health Care Authority. All psychiatric services are
prior authorized for an approved length of stay. Non-
authorized inpatient psychiatric services are not SoonerCare
compensable.
(A) All residential and acute psychiatric services are
authorized based on the medical necessity criteria as
described in OAC 317:30-5-95.25,317:30-5-95.27 and 317:30-
5-95.29.
(B) Out of state placements are not authorized unless it
iIs determined that the needed medical services are more
readily available in another state or 1t i1s a general
practice for members in a particular border locality to
use resources iIn another state. If a medical emergency
occurs while a member i1s out of the State, treatment for
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medical services 1s covered as 1T provided within the
State. A prime consideration for placements is proximity
to the family or guardian in order to involve the family
or guardian in discharge and reintegration planning.
(2) General acute care iInpatient service Ilimitations. All
general acute care inpatient hospital services for members
under the age of 21 are not limited. All i1npatient care must
be medically necessary.
(3) Procedures for requesting extensions Tfor inpatient
services. The physician and/or facility must provide
necessary justification to enable OHCA, or 1its designated
agent, to make a determination of medical necessity and
appropriateness of treatment options. Extension requests for
psychiatric admissions must be submitted to the OHCA or its
designated agent. Extension requests must contain the
appropriate documentation validating the need for continued
treatment iIn accordance with the medical necessity criteria
described iIn OAC 317:30-5-95.26, 317:30-5-95.28 and 317:30-5-
95.30. Requests must be made prior to the expiration of the
approved inpatient stay. All decisions of OHCA or 1its
designated agent are final.
(4) Utilization control requirements fTor psychiatric beds.
utilization control requirements for inpatient psychiatric
services fTor members under 21 years of age apply to all
hospitals and residential psychiatric treatment facilities.
(5) Early and periodic screening diagnosis and treatment
program. Payment is made to eligible providers for Early and
Periodic Screening, Diagnosis, and Treatment (EPSDT) of
members under age 21. These services include medical, dental,
vision, hearing and other necessary health care. Refer to OAC
317:30-3-65.2 through 317:30-3-65.11 for specific guidelines.
(6) Child abuse/neglect findings. Instances of child abuse
and/or neglect discovered through screenings and regular
exams are to be reported iIn accordance with State Law.
Section 7103 of Title 10 of the Oklahoma Statutes mandates
reporting suspected abuse or neglect to the Oklahoma
Department of Human Services. Section 7104 of Title 10 of the
Oklahoma Statutes Turther requires reporting of criminally
injurious conduct to the nearest law enforcement agency.
(7) General exclusions. The following are excluded from
coverage for members under the age of 21:

(A) Inpatient admission for diagnostic studies that could
be performed on an outpatient basis.

(B) Services or any expense incurred for cosmetic surgery
unless the physician certifies the procedure emotionally
necessary.

(C) Services of two physicians for the same type of
service to the same member on the same day, except when
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supplemental skills are required and different specialties
are involved.

(D) Pre-operative care within 24 hours of the day of
admission fTor surgery and routine post-operative care as
defined under the global surgery guidelines promulgated by
Current Procedural Terminology (CPT) and the Centers for
Medicare and Medicaid Services (CMS).

(E) Payment to the same physician for both an outpatient
visit and admission to hospital on the same date.

(F) Sterilization of members who are under 21 years of

age, mentally incompetent, or institutionalized or
reversal of sterilization procedures for the purposes of
conception.

(G) Non-therapeutic hysterectomies.

(H) Medical Services considered experimental or
investigational.

(1) More than one inpatient visit per day per physician.
(J) Induced abortions, except when certified In writing by
a physician that the abortion was necessary due to a
physical disorder, injury or 1illness, including a life-
endangering physical condition caused by or arising from
the pregnancy itself, that would place the woman in danger
of death unless an abortion 1is performed, or that the
pregnancy is the result of an act of rape or incest.
(Refer to OAC 317:30-5-6 or 317:30-5-50.)

(K) Physician services which are administrative iIn nature
and not a direct service to the member 1including such
items as quality assurance, utilization review, treatment
staffing, tumor board review or multidisciplinary opinion,
dictation, and similar functions.

(L) Payment for the services of social workers, licensed
family counselors, registered nurses or other ancillary
staff, except as specifically set out in OHCA rules.

(M) Direct payment to perfusionist as this is considered
part of the hospital reimbursement.

(N) Charges for completion of insurance forms, abstracts,
narrative reports or telephone calls.

(0) Mileage.

(P) A routine hospital visit on date of discharge unless
the member expired.

Individuals eligible for Part B of Medicare. Payment is made

utilizing the OHCA allowable for comparable services. Claims
filed with Medicare Part B should automatically cross over to

OHCA.

The explanation of Medicare Benefits (EOMB) reflects a

message that the claim was referred to SoonerCare. If such a
message is not present, a claim for coinsurance and deductible
must be Tfiled with the OHCA within 90 days of the date of
Medicare payment erand within one year of the date of service iIn

9



order to be considered timely filed.

(D In certain circumstances, some claims do not
automatically 'cross over™. Providers must file a claim for
coinsurance and/or deductible to SoonerCare within 90 days of
the Medicare payment erand within one year from the date of
service.

(2) If payment was denied by Medicare Part B and the service
iIs a SoonerCare covered service, mark the claim "denied by
Medicare™ and attach the Medicare EOMB showing the reason for
the denial.

317:30-5-22_. Obstetrical care

L A 8y of thi | :

(a) Providers of obstetrical services must bill each antepartum

visit separately, utilizing the appropriate evaluation and
management service code. The OHCA does not recognize the codes
for ""global obstetrical care" which bundle these services under
a single procedure code. Delivery only and postpartum care
services are also billed separately by the rendering provider.
(b) The following routine obstetrical services are covered as
detailed below:
(1) The completion of an American College of Obstetricians
and Gynecologist (ACOG) assessment form or form covering same
elements as ACOG and the most recent version of the Oklahoma
Health Care Authority"s Prenatal Psychosocial Assessment are
reimbursable when both documents are included i1In the prenatal
record. SoonerCare allows one assessment per provider and no
more than two per pregnancy.
(2) Medically necessary real time ante—partumantepartum
diagnostic ultrasounds will be paid forF iIn addition to ante
partumantepartum care, delivery and poest—partumpostpartum
10




obstetrical care under defined circumstances. To be eligible
for payment,_all ultrasound reports must meet the guideline
standards published by the American Institute of Ultrasound
Medicine (AIUM).
(A) One abdominal or vaginal ultrasound will be covered in
the fTirst trimester of pregnancy. The ultrasound must be
performed by a beard——~certifiedBoard Eligible/Board
Certified Obstetrician-Gynecologist (OB-GYN), Radiologist,
or a Board Eligible/Board Certified Maternal-Fetal
Medicine specialist. In addition, this ultrasound may be
performed by a Nurse Midwife, Family Practice Physician or
Advance Practice Nurse Practitioner in Obstetrics with a
certification iIn obstetrical ultrasonography.
(B)One ultrasound after the Ffirst trimester will be
covered. This ultrasound must be performed by a beard
certifiedBoard Eligible/Board Certified Obstetrician-
Gynecologist (OB-GYN), Radiologist, or a Board
Eligible/Board Certified Maternal -Fetal Medicine
specialist. In addition, this ultrasound may be performed
by a Nurse Midwife, Family Practice Physician or Advance
Practice Nurse Practitioner in Obstetrics with
certification iIn obstetrical ultrasonography.

(C) Addrtional ultrasounds, i1ncluding detailed ultrasounds

hich. ori horization i = od

(C) One additional detailed ultrasound is allowed by a
Board Eligible/Board Certified Maternal Fetal Specialist
or general obstetrician with documented specialty training
in performing detailed ultrasounds. This additional
ultrasound is allowed to identify or confirm a suspected
fetal/maternal anomaly. This additional ultrasound does
not require prior authorization. Any subsequent
ultrasounds will require prior authorization.
(3) Standby attendance at Cesarean Section (C-Section), for
the purpose of attending the baby, Is compensable when billed
by a physician or qualified health care provider not
participating in the delivery.
(4) Spinal—anesthestaAnesthesia administered by the attending
physician is a compensable service and +#smay be billed
separately from the delivery.
(5) Amniocentesis i1s not included In routine obstetrical care
and—is—biHled—separately—Payment may be made for an
evaluation and management service and a medically indicated
amniocentesis on the same date of service. This 1Is an
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exception to general information regarding surgery fTound at
OAC 317:30-5-8.

(6) Additional payment 1is not made for the delivery of
twinsmultiple gestations. If one #winfetus 1s delivered
vaginally and ene—#sadditional fetus(es)are delivered by C-
section by the same physician, the higher level procedure 1is
paid. ITf one ®twinfetus is delivered vaginally and ene—twin—is
additional fetus(es)are delivered by C-Section, by different
physicians, each should bill the appropriate procedure codes
without a modifier. Payment is not made to the same physician
for both standby and assistant at C-Section.

7 or bicol ' il -

8)(7) Reimbursement is allowed for nutritional counseling in
a group setting for members with gestational diabetes. Refer
to OAC 317:30-5-1076(5).
(c) Assistant surgeons are paid for C-Sections which include
only 1in-hospital post-operative care. Family practitioners who
provide prenatal care and assist at C-Section may bill
separately for the prenatalantenatal and +the—six—weeks
postpartum office wvisktvisits.
(d) Procedures listed Iin (1) - (5) of this subsection are not
L I i . I I seal
eareseparately reimbursable.
(1) Addrtronal-non—stress—testsNon stress test, unless the
pregnancy is determined medically high risk. See OAC 317:30-
5-22.1.
(2) Standby at C-Section is not compensable when billed by a
physician participating in delivery.
- -
(f) Pay ert ¥S |“9E ?de Je'l ?“ a55|sE?nE surgeon—¥ot
care-
(4) An additional allowance 1is not made for induction of
labor, double set-up examinations, Tfetal stress tests, or
pudendal anesthetic. Providers must not bill separately for
these procedures.
(5) Fetal scalp blood sampling 1is considered part of #he
total - OB—careDRG reimbursement.

children is the same as for adults. Additional procedures may be

covered under EPSDT provisions 1f determined to be medically
necessary.
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(1) Services deemed medically necessary and allowable under
federal Medicaid regulations are covered by the EPSDT/OHCA
Child Health Program even though those services may not be
part of the Oklahoma Health Care Authority SoonerCare
program. Such services must be prior authorized.

(2) Federal Medicaid regulations also require the State to
make the determination as to whether the service is medically
necessary and do not require the provision of any items or
services that the State determines are not safe and effective
or which are considered experimental.

317:30-5-22.1. Enhanced services for medically high risk
pregnancies
(a) Enhanced services. Enhanced services are available for
pregnant women eligible for SoonerCare and are in addition to
services fTor uncomplicated maternity cases. Women deemed high
risk based on criteria established by the OHCA maymust receive
prior authorization for medically necessary enhanced benefits
which i1nclude:
(1) prenatal at risk ante—partumantepartum management;
(2) a combined maximum of I2five fetal non stress test(s) and
biophysical profiles (additional units can be prior
authorized for multiple fetuses);—andwith one test per week
beginning at 32 weeks gestation and continuing to 38 weeks;
and
(3) a maximum of 6—repeatthree follow-up ultrasounds not
covered under OAC 317:30-5-22(b)(2).
(b) Prior authorization. To receive enhanced services, the
following documentation must be received by the OHCA Medical
Authorizations Unit for review and approval:
(1) ACOG or other comparable comprehensive prenatal
assessment;
(2) chart note 1identifying and detailing the qualifying high
risk condition; and
(3) an OHCA High Risk OB Treatment Plan/Prior Authorization
Request (CH-17) signed by a Board Eligible/Board Certified
Maternal Fetal Medicine (MFM) specialist, or Board
Eligible/Board Certified Obstetrician-Gynecologist (0OB-GYN).
(c) Reimbursement. When prior authorized, enhanced benefits will
be reimbursed as follows:
(1) Ante—partumAntepartum management for high risk 1is
reimbursed to the primary obstetrical provider. If the
primary provider of obstetrical care 1i1s not the MFM and
wishes to request authorization of the ante—partumantepartum
management fee, the OHCA CH-17 must be signed by the primary
provider of OB care. Additionally, reimbursement for enhanced
at risk ante—partumantepartum management is not made during
an in-patient hospital stay.
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(2) Non stress tests, biophysical profiles and ultrasounds
€[in addition to those covered under OAC 317:30-5-22(a)(2)
subparagraphs (A) through (C)] are reimbursed when prior
authorized.

(3) Reimbursement for enhanced at risk ante—partumantepartum
management is not available to physicians who already qualify
for enhanced reimbursement as state employed physicians.

PART 19. CERTIFIED NURSE MIDWIVES

317:30-5-226. Coverage by category

(a) Adults and children 21 and under. Payment 1is made for
certified nurse midwife services within the scope of practice as
defined by state law 1including obstetrical care such as
antepartum care, delivery, postpartum care, and care of the
normal newborn during the first 28 days of life. Obstetrical
care should be billed using the appropriate evaluation and
management codes for antepartum care, as well as the appropriate
delivery only and postpartum care services when rendered.
Ultrasounds and other procedures for obstetrical care are paid
in accordance with OAC 317:30-5-22(b).

(%)—TPFeyider——must——ase——@KDHS—?FeFm——FSS—§B—&T——GF——the——eNB}
application—on—the Secure—Website—to—notibyr—the—county DHS

unrelated to the pregnhancy.

(b) Newborn. Payment to nurse midwives for services to newborn
is the same as for adults and children under 21. A newborn Is an
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infant during the first 28 days following birth.
(1) Providers must use OKDHS Form FSS-NB-1, or the eNBl
application on the Secure Website to notify the county DHS
office of the child"s birth. A claim may then be filed for
charges for the baby under the case number and the baby"s
name and assigned person code.
(2) Charges billed on the mother"s person code for services
rendered to the child will be denied.

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

utilizing the Medicaid allowable for comparable services.

317:30-5-229. Reimbursement

In accordance with the Omnibus Budget Reconciliation Act of
1993, effective October 1, 1993, certified nurse midwife
services include maternity services, as well as services outside
the maternity cycle within the scope of their practice under
state law.

(1) Medical verification of pregnancy i1s required. A Jletter

er—written statement from the physician or certified nurse

midwife verifying the applicant i1s pregnant and the expected

date of delivery 1is acceptable. Pregnancy may also be

verified by submission of a copy of a Ilaboratory report

indicating the individual is pregnant.

(2) Newborn charges billed on the mother®s person code will

be denied.

(3) Providers must use OKDHS Form FSS-NB-1 to notify the

county DHS office of the child"s birth.

(4)—Obstetrical—care—should—be biHed using—the—appropriate
%@MM&%@H%—W—G&F@—&M—MH*&W—-FM—W i )

care by the OB provider except major illness distinctly
uvhrelated—to—the pregnaney- Obstetrical care should be billed

using the appropriate evaluation and management codes for
antepartum care, as well as the appropriate delivery only and
postpartum care services when rendered.

PART 35. RURAL HEALTH CLINICS
15



317:30-5-356. Coverage for adults
Payment is made to rural health clinics for adult services as
set forth iIn this Section.
(1) RHC services. Payment i1s made for one encounter per
member per day. Payment is also limited to four visits per
member per month. Refer to OAC 317:30-1, General Provisions,
and OAC 317:30-3-65.2 for exceptions to the four visit limit
for children wunder the Early and Periodic Screening,
Diagnosis and Treatment Program (EPSDT). Additional
preventive service exceptions include:
(A) Obstetrical care. A Rural Health Clinic should have a
written contract with 1its physician, nurse midwife,
advanced practice nurse, or physician assistant that
specifically identifies how obstetrical care will be
billed to SoonerCare, 1In order to avoid duplicative
billing situations. The agreement should also specifically
identify the physician®s compensation for rural health and
non-rural health clinic (other ambulatory) services.
(i) If the clinic compensates the physician, nurse
midwife or advanced ©practice nurse to provide
obstetrical care, then the clinic must bill the
SoonerCare program for each prenatal visit using the
appropriate CPT evaluation and management codes.

(11) H—the—chiic—does—not—~compensate—ts

3&1—3@—5—22}—If the clinic does not compensate its
practitioners to provide obstetrical care, then the
independent practitioner must bill the SoonerCare
program for each prenatal visit using the appropriate
CPT code described in the SoonerCare provider specific
rules for physicians, certified nurse midwives,
physician assistants, and advanced practice nurses
(refer to OAC 317: 30 5 22).

(B) Family planning services. Family planning services are
available only to members with reproductive capability.
Family planning visits do not count as one of the four RHC
visits per month.
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(2) Other ambulatory services. Services defined as '"other
ambulatory™ services are not considered a part of a RHC visit
and are therefore billable to the SoonerCare program by the
RHC or provider of service on the appropriate claim forms.
Other ambulatory services are subject to the same scope of
coverage as other SoonerCare services billed to the program,
1.e., limited adult services and some services for under 21
subject to same prior authorization process. Refer to OAC
317:30-1, General Provisions, and OAC 317:30-3-57, 317:30-5-
59, and 317:30-3-60 for general coverage and exclusions under
the SoonerCare program. Some specific [limitations are
applicable to other ambulatory services as set forth 1iIn
specific provider rules and excerpted as fTollows: Coverage
under optometrists for adults is limited to treatment of eye
disease not related to refractive errors. There 1i1s no
coverage Tfor eye exams for the purpose of prescribing
eyeglasses, contact lenses or other visual aids. (See OAC
317:30-5-431.)

PART 75. FEDERALLY QUALIFIED HEALTH CENTERS

317:30-5-664.8. Obstetrical care provided by Health Centers
(a) Billing written agreement. In order to avoid duplicative
billing situations, a Health Center must have a written
agreement with its physician, certified nurse midwife, advanced
practice nurse, or physician assistant that specifically
identifies how obstetrical care will be billed. The agreement
must specifically identify the service provider®s compensation
for Health Center core services and other health services that
may be provided by the Center.
(b) Prenatal or postpartum services.
(1) If the Health Center compensates the physician, certified
nurse midwife or advanced practice nurse for the provision of
obstetrical care, then the Health Center bills the OHCA for
each prenatal and postpartum visit separately using the
appropriate CPT evaluation and management code(s) as provided
in the Health Center billing manual.
(2) 1T the chlinic does not compensate the provider Tor the
provision of obstetrical care, then the provider must bill

- ’ I I I _ rof
317:30-5-22)-If the clinic does not compensate its
practitioners to provide obstetrical care, then the
independent practitioner must bill the SoonerCare program for
each prenatal visit using the appropriate CPT code described
in the SoonerCare provider specific rules for physicians,
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certified nurse midwives, physician assistants, and advanced
practice nurses (refer to OAC 317:30-5-22).

(3) Under both billing methods, payment Tor prenatal care

(c) Delivery services. Delivery services are billed using the
appropriate CPT codes for delivery. If the clinic does not
compensate the provider for the provision of obstetrical care,
then the provider must be iIndividually enrolled and bill for
those services using his or her assigned provider number. The
costs associated with the delivery must be excluded from the
cost settlement/encounter rate setting process (see OAC 317:300-
5-664.11).
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 1. PHYSICIANS

317:30-5-20. Laboratory services
This Section covers the guidelines for payment of laboratory
services by a provider iIn his/her office, a certified laboratory
and for a pathologist™s interpretation of laboratory procedures.
(1) Cevered—labCompensable services. Providers may be
patdreimbursed for eeoeveredcompensable clinical diagnostic
laboratory services only when they personally perform or
supervise the performance of the test. If a provider refers
specimen to a certified laboratory or a hospital laboratory
serving outpatients, the certified laboratory or the hospital
must bill for performing the test.
(A) Reimbursement for lab services iIs made in accordance
with the Clinical Laboratory Improvement Amendment of 1988
(CL1A). These regulations provide that payment may be made
only for services furnished by a [laboratory that meets
CLIA conditions, including those furnished in physicians®
offices. Eligible providers must be certified under the
CLIA program and have obtained a CLIA ID number from CMS
and have a current contract on file with the OHCA.

(B) Only medically necessary laboratory services are
compensable.

2 51 . Lol n _ licald
3)(2) Non-compensable laboratory services.
(A) Separate payment is not made Tfor blood specimens
obtained by venipuncture or urine specimens collected by a
laboratory. These services are considered part of the
laboratory analysis.
(B) Claims for inpatient  full service laboratory
procedures are not covered since this is considered a part
of the hospital rate.

permissible.
(C) Billing multiple units of nucleic acid detection for
individual infectious organisms when testing for more than

1




one iInfectious organism In a specimen Is not permissible.
Instead, OHCA considers it appropriate to bill a single
unit of a procedure code indicated for multiple organism
testing.

(D) Laboratory services—hot—considered—medically/—necessary
are—not—ecovered- must be medically indicated to be
compensable.

€4)(3) Covered services by a pathologist.

(A) A pathologist may be paid for the interpretation of
inpatient surgical pathology specimen—Fhe appropriate CPT
procedure—code—and—modiFier—is—used- when the appropriate

CPT procedure code and modifier iIs used.
(B) Full service or interpretation of surgical pathology
for outpatient surgery performed in an outpatient hospital
or Ambulatory Surgery Center setting.
€5)(4) Non-compensable services by a pathologist. The
following are non-compensable pathologist services:

A A - _ . id L Fi i . I I
B)(A) Experimental or investigational procedures.
€©>)(B) Interpretation of clinical laboratory procedures.

317:30-5-20.1. Urine drug screening and testing
(a) Purpose. Urine Drug Testing (UDT) 1i1s performed for
undisclosed drug use and/or abuse, and to verify compliance with
treatment. Testing for drugs of abuse to monitor treatment
compliance should be included in the treatment plan for pain
management when chronic opioid therapy is involved.
(1) Qualitative (presumptive) drug testing may be used to
determine the presence or absence of a drug or drug
metabolite in the urine sample and Is expressed as a positive
or negative result. Qualitative testing can be performed by
a CLIA waived or moderate complexity test, or by a high
complexity testing method.
(2) Quantitative (definitive) drug testing is specific to the
drug or metabolite being tested and is expressed as a numeric
result or numeric level which verifies concentration.
(3) Specimen validity testing is used to determine if a urine
specimen has been diluted, adulterated or substituted.
Specimen validity tests 1include, but are not limited to,
creatinine, oxidants, specific gravity, urine pH, nitrates
and alkaloids.
(b) Eligible providers. Providers performing urine drug testing
should have CLIA certification specific to the level of testing
performed as described in 317:30-5-20(1)(A).
(c) Compensable services. Urine drug testing must be ordered by
the physician or non-physician provider and must be
individualized to the patient and the patient®"s medical history
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or assessment indicators as evidenced in the medical
documentation.
(1) Compensable testing must be medically indicated as
evidenced by patient specific indications in the medical
record.
(A) Testing i1s only compensable 1f the results will affect
patient care.
(B) Drugs or drug classes being tested should reflect only
those likely to be present.
(2) The frequency of urine drug screening and/or testing 1s
determined by the patient™s history, patient®s physical
assessment, behavioral assessment, risk assessment, treatment
plan and medication history.
(3) OQuantitative (definitive) urine drug testing may be
indicated for the following:
(A) To identify a specific substance or metabolite that is
inadequately detected or undetectable by a qualitative
(presumptive) test; or
(B) To definitively 1identify specific drugs in a large
family of drugs; or
(C) To i1dentify drugs when a definitive concentration of a
drug is needed to guide management; or
(D) To 1identify a negative, or confirm a positive,
qualitative (presumptive) result that is inconsistent with
a patient"s self-report, presentation, medical history or
current prescribed medication plan; or
(E) To identify a non-prescribed medication or illicit use
for ongoing safe prescribing of controlled substances.
(d) Non-compensable services. The following tests are not
medically necessary and therefore not covered by the OHCA:
(1) Specimen validity testing is considered a quality control
measure and Is not separately compensable;
(2) Drug testing for patient sample sources of saliva, oral
fluids, or hair;
(3) Testing of two different specimen types (urine and blood)
from the same patient on the same date of service;
(4) Drug testing for medico-legal purposes (court ordered
drug screening) or for employment purposes;
(5) Non-specific, blanket panel or standing orders for urine
drug testing, custom panels specific for the ordering
provider, routine testing of therapeutic drug levels or drug
panels which have no impact to the member®s plan of care;
(6) Scheduled and routine urine drug testing (i.e. testing
should be random);
(7) Reflex testing for any drug i1s not medically indicated
without specific documented indications;
(8) Confirmatory testing exceeding three specific drug
classes at an interval of greater than every 30 days will

3



require specific documentation in the medical record to

justify the medical necessity of testing; and

(9) Quantitative (definitive) testing of multiple drug levels

that are not specific to the patient"s medical history and

presentation are not allowed. Justification for testing for

each individual drug or drug class level must be medically

indicated as reflected in the medical record documentation.
(e) Documentation requirements. The medical record must contain
documents to support the medical necessity of drug screening
and/or testing. Medical records must be furnished on request and
may include, but are not limited to, the following:

(1) A current treatment plan;

(2) Patient history and physical;

(3) Review of previous medical records i1f treated by a

different physician for pain management;

(4) Review of all radiographs and/or laboratory studies

pertinent to the patient”s condition;

(5) Opioid agreement and i1nformed consent of UDT, as

applicable;

(6) List of prescribed medications;

(7) Risk assessment, as identified by use of a validated risk

assessment tool/questionnaire, with appropriate risk

stratification noted and utilized;

(8) Office/provider monitoring protocols, such as random pill

counts; and

(9) Review of prescription drug monitoring data or pharmacy

profile as warranted.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 40. DEVELOPMENTAL DISABILITIES SERVICES
SUBCHAPTER 1. GENERAL PROVISIONS

317:40-1-1. Home and Community-Based Services (HCBS) Waivers for
persons with iIntellectual disabilities or certain persons with
related conditions
(a) Applicability. The rules in this Section apply to services
funded through Medicaid HCBS Waivers per Oklahoma Administrative
Code (OAC) 317:35-9-5 and per Section 1915(c) of the Social
Security Act. The specific wakversWaivers are the In-Home
Supports Waiver (IHSW) for Adults, the In-Home Supports Waiver
(IHSW) for Children, the Community Waiver, and the Homeward
Bound Waiver.
(b) Program provisions. Each individual requesting services
provided through an HCBS Waiver and his or her family or
guardian are responsible for:
(1) accessing, with the assistance of OkKBHSthe Oklahoma
Department of Human Services (DHS) staff, all benefits
available under Oklahoma®s Medicaid State Plan or other
payment sources prior to accessing Tfunding for those same
services under a HCBS Waiver program;
(2) cooperating in the determination of medical and financial
eligibility, including prompt reporting of changes in iIncome
Or resources;
(3) choosing between services provided through aan HCBS
Waiver and institutional care; and
(4) reporting to DHS within 30 calendar days of moving any
changes 1In address or other contact information.
(c) Waiver Ehigibihiteyeligibility. To be eligible for Waiver
services, an applicant must meet the criteria established 1in
paragraph(l) of this Subsection and the criteria for one of the
Waivers established in (1)(A),(B), or (C) of this Subsection.
(1) Services provided through an HCBS Waiver are available to
Oklahoma residents meeting SoonerCare eligibility
requirements established by law, regulatory authority, and
policy within funding available through State or Federal
resources. To be eligible for and receive services funded
through any of the Waivers listed in (a) of this Section, a
person must meet conditions per OAC 317:35-9-5. The
individual must be determined Tfinancially eligible for
SoonerCare per OAC 317:35-9-68. The SoonerCare eligible
individual may not simultaneously be enrolled In any other
Medicaid Waiver program oOr recelving services 1In an
institution 1including a hospital, rehabilitation Tfacility,




mental health facility, nursing TfTacility, residential care
facility per Section 1-819 of Title 63 of the Oklahoma
Statutes (63 0.S. 8§ 1-819), or Intermediate Care fTacility for
individuals with intellectual disabilities (ICF/IID). The
individual may not be receiving Developmental Disabilities
Services (DDS) state-funded services, such as the Family
Support Assistance Payment, Respite Voucher Program,
sheltered workshop services, community integrated employment
services, or assisted living without wakverWaliver supports
per OAC 340:100-5-22.2. The individual must also meet other
Waiver-specific eligibility criteria.
(A) In-Home Supports Waivers(I1HSW). To be eligible for
services fTunded through the JMnr-Home—Supperts—Wakver
HHSWY THSW, a person must:
(1) meet all criteria listed In (c) of this Section;
and
(i1) be determined to have a disability and a diagnosis
of i1ntellectual disability by the Social Security
Administration (SSA); or
(i11) be determined to have a disability, and a
diagnosis of intellectual disability as defined iIn the
Diagnostic and Statistical Manual of Mental Disorders
by the OHCGAOklahoma Health Care Authority (OHCA) Level
of Care Evaluation Unit (LOCEU);
(1v) be #hree3 years of age or older;
(v) be determined by the OHCA/LOCEU to meet the ICF/IID
Institutional Level of Care requirements per OAC
317:30-5-122;
(vi) reside in:
(1) the home of a family member or friend;
(11) his or her own home;
(111) a DHS Child Wwelfare ServieceServices (CWS)
foster home; or
(1V) a CWS group home; and
(vii1) have critical support needs that can be met
through a combination of non-paid, non-Waiver, and
SoonerCare resources available to the individual, and
with HCBS Waiver resources within the annual per capita
Waiver limit agreed between the State of Oklahoma and
the Centers for Medicare and Medicaid Services (CMS).
(B) Community Waiver. To be eligible for services funded
through the Community Waiver, the person must:
(1) meet all criteria listed in (c) of this Section;
(i1) be determined to have a disability and a diagnosis
of intellectual disability by the SSA; or
(i11) have an intellectual disability as defined in the
Diagnostic and Statistical Manual of Mental Disorders




or a related condition by DDS and be covered under the
State"s alternative disposition plan adopted under
Section 1919(e)(7)(E) of the Social Security Act; or
(iv) be determined to have a disability and a diagnosis
of intellectual disability as defined in the Diagnostic
and Statistical Manual of Mental Disorders or the
OHCA/LOCEU; and
(v) be #hree3 years of age or older; and
(vi) be determined by the OHCA/LOCEU, to meet the
ICF/11D Institutional Level of Care requirements per
OAC 317:30-5-122; and
(vii) have critical support needs that can be met by
the Community Waiver and cannot be met by IHSW services
or other service alternatives, as determined by the DDS
director or designee.
(C) Homeward Bound Waiver. To be eligible for services
funded through the Homeward Bound Waiver, the person must:
(1) be certified by the United States District Court
for the Northern District of Oklahoma as a member of
the plaintiff class i1n Homeward Bound et al. v. The
Hissom Memorial Center, Case No. 85-C-437-E;
(i1) meet all criteria for HCBS Waiver services listed
in (c) of this Section; and
(iti) be determined to have a disability and a
diagnosis of intellectual disability by SSA; or
(iv) have an intellectual disability as defined iIn the
Diagnostic and Statistical Manual of Mental Disorders
or a related condition per OAC 317:35-9-45 by DDS, and
to be covered under the State®"s alternative disposition
plan adopted under Section 1919(e)(7)(E) of the Social
Security Act; or
(v) have a disability as defined in the Diagnostic and
Statistical Manual of Mental Disorders by the
OHCA/LOCEU; and
(vi) meet ICF/11D Institutional Level of Care
requirements per OAC 317:30-5-122 by the OHCA/LOCEU.
(2) The person desiring services through any of the Waivers
listed Iin (a) of this Section participates iIn diagnostic
evaluations and provides iInformation necessary to determine
HCBS Waiver services eligibility, including:
(A) a psychological evaluation, by a licensed psychologist
that includes:
(1) a F#aH—sealeftull-scale, functional and/or adaptive
assessment; and
(i1) a statement of age of onset of the disability; and
(inn) intelligence testing that yields a +H#uH
sealefull-scale, intelligence quotient.




(1) Intelligence testing results obtained at 16
years of age or older are considered valid of the
current status, provided they are compatible with
current behavior. Intelligence testing results
obtained between 7 to 16 years of age are considered
current for four vyears when the Tfull scale
intelligence quotient is less than 40, and for two
years when the intelligence quotient is 40 or above.
(11) DDS may require a current psychological
evaluation when a significant change of condition,
disability, or psychological status is noted;
(B) a social service summary, current within 12 months of
requested approval date, that 1includes a developmental
history; and
(C) a medical evaluation current within 90—ealendar90-
calendar days of requested approval date; and
(D) a completed ICF/1ID Level of Care Assessment form
(LTC-300); and
(E) proof of disability according to SSA guidelines.
+FVhen a disability determination hasis not been made by
SSA, OHCA/LOCEU may make a disability determination using
the same guidelines as SSA.
(3) OHCA reviews the diagnostic reports listed In (2) of this
subsection and makes a determination of eligibility for DDS
HCBS Waivers.
(4) For individuals who are determined to have an
intellectual disability or a related condition by DDS #n
accordance—withper the State"s alternative disposition plan
adopted under Section 1919(e)(7)(E) of the Social Security
Act, DDS reviews the diagnostic reports listed in (2) of this
subsection and, on behalf of #he OHCA, makes a determination
of eligibility for DDS HCBS Waiver services and ICF/1ID level
of care.
(5) A determination of need for ICF/IID Institutional Level
of Care does not Ilimit the opportunities of the person
receiving services to participate in community services.
Individuals are assured of the opportunity to exercise
informed choice iIn the selection of services.
(d) Request list. When state DDS resources are unavailable for
new persons to be added to services funded through an HCBS
Waiver, persons are placed on a statewide Request for Waiver
Services List.
(1) The Request for Waiver Services List is maintained 1in
chronological order, based on the date of receipt of a
written request for services on Form O06MPOOlE, Request for
Developmental Disabilities Services. The applicant must
submit the required documentation per Form O6MPOO1E, Request




for Developmental Disabilities Services for initial
consideration of potential eligibility. Active United States
Armed Forces personnel, who have a pending HCBS Waiver
application in another state for an immediate family member,
may be placed on the list in accordance with the date they
applied 1n the other state. The person®s name Is added to the
list when they provide proof of application date from the
other state.
(2) The Request for Waiver Services List for persons
requesting services provided through an HCBS Wailver 1is
administered by DDS uniformly throughout the state.
(3) An individual 1is removed from the Request for Waiver
Services List when the individual:
(A) 1s found to be ineligible for services;
(B) cannot be located by DHS;
(C) fails to respond or does not provide requested
information to DHS;
(D) 1s not a resident of the state of Oklahoma at the time
of requested Waiver approval date; or
(E) declines an offer of Waiver services.
(4) An individual removed from the Request for Waiver
Services List due to the inability to locate the individual
by DHS, may later submit to DDS a written request to be
returned to the Request for Waiver Services List. The
individual wiH-—beis returned at the same chronological place
on the Request for Waiver Services List that the individual
had prior to removal, provided that the individual was on the
list prior to January 1, 2015.
(e) Applications. When resources are sufficient for iInitiation
of HCBS Wailver services, DDS ensures action regarding a request
for services occurs within 45—calendar45-calendar days. When
action i1s not taken within the required 45—calendar45-calendar
days, the applicant may seek resolution per OAC 340:2-5.
(1) Applicants are allowed 60—ealendar60-calendar days to
provide information requested by DDS to determine eligibility
for services.
(2) When requested 1information is not provided within 66
calendar60-calendar days, the applicant is notified that the
request was denied, and the individual is removed from the
Request for Wailver Services List.
() Admission protocol. Initiation of services funded through
an HCBS Waiver occurs in chronological order from the Request
for Waiver Services List +#hr—acecordance—withper (d) of this
Section based on the date of DDS receipt of a completed request
for services, as a result of the informed choice of the person
requesting services or the individual acting on the member-"s
behalf, and upon determination of eligibility, J#n—accordance




withper (c) of this Section. Exceptions to the chronological
requirement may be made when:
(1) an emergency situation exists in which the health or
safety of the person needing services, or of others, 1is
endangered, and there 1iIs no other resolution to the
emergency. An emergency exists when:
(A) the person i1s unable to care for himself or herself
and:
(i) the person"s caretaker, as—defined—inr—Section—10-
103—oF Title43AoF the Oklahoma—Statutes=per 43A 0.S.
8§ 10-103:
(1) 1s hospitalized;
(11) has moved iInto a nursing facility;
(111) is permanently incapacitated; or
(1V) has died; and
(i1) there is no caretaker to provide needed care to
the individual; or
(i11) an eligible person 1i1s living at a homeless
shelter or on the street;
(B) DHS finds the person needs protective services due to
experiencing ongoing physical, sexual, or emotional abuse
or neglect in his or her present living situation,
resulting In serious jeopardy to the person®s health or
safety;
(C) the behavior or condition of the person needing
services 1s such that others in the home are at risk of
being seriously harmed by the person. For example, the
person is routinely physically assaultive to the caretaker
or others living in the home and sufficient supervision
cannot be provided to ensure the safety of those iIn the
home or community; or
(D) the person"s medical, psychiatric, or behavioral
challenges are such that the person is seriously injuring
or harming himself or herself, or is in imminent danger of
doing so;
(2) the Legislature has appropriated special funds with which
to serve a specific group or a specific class of individuals
under the provisions of an HCBS Waiver;
(3) Waiver services are required for people who transition to
the community from a public e ICF/IID or who are children in
the State"s custody receiving services from DHS. Under some
circumstances Waiver services related to accessibility may be
authorized iIn advance of transition, but may not be billed
until the day the member leaves the ICF/1ID and enters the
Waiver;
(4) individuals subject to the provisions of Public Law 100-
203 residing in nursing TfTacilities for at least 30




eoentinyous30-continuous months prior to January 1, 1989, and
whe are determined by Preadmission Screening and Resident

Review (PASRR) evaluation conducted pursyant—to—the

provisitons—oF 42 CFR 483.-100—et—segper Title 42 Section
483.100 of the Federal Code of Regulations to have an

intellectual disability or a related condition, who are
covered under the State"s alternative disposition plan
adopted under Section 1919(e)(7)(E) of the Social Security
Act, choose to receive services funded through the Community
or Homeward Bound Waiver.
(g) Movement between DDS HCBS Wailver programs. A person's
movement from services funded through one DDS-administered HCBS
Waiver, to services funded through another DDS-administered HCBS
Waiver i1s explained in this subsection.
(1) When a member receiving services funded through the IHSW
for children becomes 18 years of age, services through the
IHSW for adults become effective.
(2) Change to services funded through the Community Waiver
from services funded through the IHSW occurs only when:
(A) a member has critical health and safety support needs
that cannot be met by IHSW services, non-Waiver services,
or other resources as determined by the DDS director or
designee; and
(B) funding is available per OAC 317:35-9-5.
(3) Change to services funded through the IHSW from services
funded through the Community Waiver may only occur when a
member®s history of annual service utilization has—beerwas
within the IHSW per capita allowance of—theIHSW.
(4) When a member served through the Community Waiver has
support needs that can be met within the per capita Waiver
allowance of the applicable IHSW and through a combination of
non-Waiver resources, the individual may choose to receive
services through the IHSW.
(h) Continued eligibility for HCBS Waiver services. Eligibility
for members receiving services provided through the HCBS Waiver
iIs re-determined by the OHCA/LOCEU when a determination of
disability haswas not been made by the Social Security

Administration. The OHCA/LOCEU determines categorical
relationship to the SoonerCare disabled category according to
Social Security Administration guidelines. OHCA/LOCEU also

approves the level of care per OAC 317:30-5-122 and confirms a
diagnosis of intellectual disability as—defined—inper the
Diagnostic and Statistical Manual of Mental Disorders. DDS may
require a new psychological evaluation and re-determination of
eligibility at any time when a significant change of condition,
disability, or psychological status has—beeris noted.

(i) HCBS Waiver services case closure. Services provided



through an HCBS Waiver are terminated, when:
(1) a member or the individual action on the member®s behalf
chooses to no longer receive Waiver services;
(2) a member i1s incarcerated;
(3) a member 1is Tfinancially ineligible to receive Waiver
services;
(4) a member 1s determined by the Social Security
Administration to no longer have a disability qualifying the
individual for services under these Wailvers;
(5) a member is determined by the OHCA/LOCEU to no longer be
eligible;
(6) a member moves out of state, or the custodial parent or
guardian of a member who is a minor moves out of state;
(7) a member 1i1s admitted to a nursing Tfacility, ICF/I1ID,
residential care facility, hospital, rehabilitation facility,
or mental health Tfacility for more than 30 consecutive
calendar days;
(8) the guardian of a member who is a minor or adjudicated
adult fails to cooperate during the annual review process per
OAC 340:100-5-50 through 340:100-5-58;
(9) the guardian of a member who is a minor or adjudicated
adult fails to cooperate in the implementation of DHS policy
or service delivery in a manner that places the health or
welfare of the member at risk, after efforts to remedy the
situation through Adult Protective Services or Child
Protective Services havewere not been effective;
(10) the member 1is determined to no Hlonger be SoonerCare
eligible; or
(11) there 1s sufficient evidence the member or the
individual acting on the member®s behalf has engaged in fraud
or misrepresentation, failed to use resources as agreed on 1iIn
the Individual Plan, or knowingly misused public funds
associated with these services;
(12) the member or the iIndividual acting on the member®s
behalf either cannot be located, hasdid not respendedrespond
to, or hasdid not alewedallow case management to complete
plan development or monitoring activities as required by
policy and the member or the individual acting on the
member*s behalf:
(A) does not respond to the notice of intent to terminate;
or
(B) the response prohibits the case manager from being
able to complete plan development or monitoring activities
as required by policy;
(13) the member or the iIndividual acting on the member®s
behalf fails to cooperate with the case manager to implement
a Fair Hearing decision;




(14) 1t 1s determined that services provided through an HCBS
Waiver are no longer necessary to meet the member"s needs and
professional documentation provides assurance the member-s
health, safety, and welfare can be maintained without Waiver
supports;
(15) the member or the iIndividual acting on the member®s
behalf fails to cooperate with service delivery;
(16) a family member, the individual acting on the member~s
behalf, other individual iIn the member®s household, or
persons who routinely visit, pose a threat of harm or iInjury
to provider staff or official DHS representatives; or
(17) a member no longer receives a minimum of one Waiver
service per month and DDS is unable to monitor member on a
monthly basis.

(J) Reinstatement of services. Wailver services are reinstated

when:
(1) the situation resulting in case closure of a Hissom class
member 1s resolved;
(2) a member is iIncarcerated for 90—calendar90-calendar days
or less;
(3) a member 1i1s admitted to a nursing TfTacility, ICF/I1ID,
residential care facility, hospital, rehabilitation facility,
or mental health facility for 90—ealendar—90-calendar days or
less; or
(4) a member®s SoonerCare eligibility 1is re-established
within 90—calendar90-calendar days of the date—of SoonerCare
ineligibility-date.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY

CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBILITY

SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME
PART 1. DETERMINATION OF QUALIFYING CATEGORICAL RELATIONSHIPS

317:35-5-2. Categorically related programs

(a) In order to be eligible for SoonerCare, an individual must
first meet the description of a member eligibility group. For
individuals related to the aged, blind, or disabled groups,
categorical relationship is established using the same
definitions of age, disability and blindness as used by the
Social Security Administration (SSA) in determining eligibility
for Supplemental Security Income (SS1) or SSA benefits. If the
individual 1s a SSA/SSI recipient 1In current payment status
(including presumptive eligibility), a TANF recipient, an
adoption assistance or kinship guardianship assistance
recipient, or 1i1s under age 19, categorical relationship 1is
automatically established. Categorical relationship to the
preghanecygrouppregnancy group is established when the
determination is made by medical evidence that the individual is
or has been pregnant. Effective January 1, 2014, verification of
pregnancy is only required iIf the individual®s declaration that
she 1s pregnant 1i1s not reasonably compatible with other
information available to the agency. Pregnancy-related services
include all medical services provided within the scope of the
program during the prenatal, delivery and postpartum periods for
women In this pregnhancy group; see Subchapter 22 of this Chapter
for services for unborn children covered under Title XXI. For an
individual age 19 or over to be related to the parent and
caretaker relative group, the iIndividual must have a minor
dependent child. For an individual to be related to the former
foster care children group, the individual must not be eligible
for the Title XIX pregnancy or parent or caretaker relative
groups, must be aged 19-26, and must have been receiving
SoonerCare as a foster care child when he/she aged out of foster
care i1n Oklahoma. There iIs no iIncome or resource test for the
former foster care children group. Categorical relationship to
Refugee services is established in accordance with OAC 317:35-5-
25. Categorical relationship for the Breast and Cervical Cancer
Treatment program is established in accordance with OAC 317:35-
21. Categorical relationship for the SoonerPlan Family Planning
Program is established 1i1n accordance with OAC 317:35-5-8.
Categorical relationship for pregnancy related benefits covered
under Title XX1 is established In accordance with OAC 317:35-22.
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ehigibihity groups-Benefits for pregnancies covered under Title

XX1I medical services are provided within the limited scope of
this particular program for antenatal care and delivery only.
Each service must be billed using the appropriate CPT codes. To
be eligible for SoonerCare benefits, an individual must be
related to one of the following eligibility groups:
(1) Aged
(2) Disabled
(3) Blind
(4) Pregnancy
(5) Children, also including
(A) Newborns deemed eligible, and
(B) Grandfathered CHIP children
(6) Parents and Caretaker Relatives
(7) Refugee
(8) Breast and Cervical Cancer Treatment program
(9) SoonerPlan Family Planning Program
(10) Benefits for pregnancies covered under Title XXI
(11) Former foster care children.
(b) The Authority may provide SoonerCare to reasonable
categories of individuals under age 21.
(1) Individuals eligible for SoonerCare benefits include
individuals between the ages of 19 and 21:
(A) for whom a public agency is assuming full or partial
financial responsibility who are in custody as reported by
the Oklahoma Department of Human Services (OKDHS) and 1in
foster homes, private institutions or public facilities;
or
(B)i1n adoptions subsidized in full or in part by a public
agency; or
(C) individuals under age 21 receiving active treatment as
inpatients in public psychiatric facilities or programs if
inpatient psychiatric services for individuals under age
21 are provided under the State Plan and the individuals
are supported in full or in part by a public agency; or
(2) Individuals eligible for SoonerCare benefits include
individuals between the ages of 18 and 21 if they are 1in
custody as reported by OKDHS on their 18 birthday and living
in an out of home placement.

SUBCHAPTER 22. PREGNANCY RELATED BENEFITS COVERED UNDER TITLE
XX1



317:35-22-2. Scope of coverage for Tltle XX1 Pregnancy

related services provided are for antepartum and delivery only.

(b) only—two—vistts per—month forotherrelated—services—to
I Y it I I v I

preghancy—are—covered-Only two additional visits per month to

other medical consultants, such as a dietitian or licensed
genetic counselor for related services to evaluate and/or treat
conditions that may adversely impact the fetus are covered.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 45. OPTOMETRISTS

317:30-5-432.1. Corrective Ienses and optical supplies

te—be4%ed+ealiy—neeessa¥y—when medlcally necessary payment Wl|| be

made for lenses, frames, low vision aids and certain tints for
children. Coverage includes lenses and frames to protect children
with monocular vision. Coverage includes two sets of non-high-index
lenses and frames per year. Any high-index lenses or glasses beyond
this limit must be prior authorized and determined to be medically
necessary.
(b) Corrective lenses must be based on medical need. Medical need
includes a significant change in prescription or replacement due to
normal lens wear.
(c) SoonerCare provides frames when medically necessary. Frames are
expected to last at least one year and must be reusable. If a lens
prescription changes, the same frame must be used i1If possible.
Payment for frames includes the dispensing fee.
gd) SeeneFGaFeefeimbu#sementéfeFéﬁFames~er—¥enses—FepFesentsrpayment
+Hr—FuH-—No—difFference—canbecolHected From—the patients—Family
er—guardians-Providers must accept SoonerCare”s payment as payment
in full for services rendered, except when authorized by SoonerCare
(e.g., copayments, other cost sharing arrangements authorized by the
State).
(1) Providers must be able to dispense standard eyeglasses which
SoonerCare would fully reimburse with no cost to the eligible
member .
(2) If the member wishes to select eyeglasses with special
features which exceed the SoonerCare allowable fee, the member
may be billed the excess cost. The provider must obtain signed
consent from the member acknowledging that they are selecting
eyeglasses that will not be covered in full by SoonerCare and that
they will be responsible to pay the excess cost. The signed
consent must be included in the member"s medical record.
(e) Replacement of or additional lenses and frames are allowed when
medically necessary. The OHCA does not cover lenses or frames meant
as a backup for the initial lenses/frames. Prior authorization is
not required unless the number of glasses exceeds two per year. The
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provider must always document in the patient record the reason for
the replacement or additional eyeglasses. The OHCA or 1its
designated agent will conduct ongoing monitoring of replacement
frequencies to ensure gutdelines—areOHCA policy is TfTollowed.
Payment adjustments will be made on claims not meeting these
requirements.

() Bifocal lenses for the treatment of accommodative esotropia are
a covered benefit. Progressive lenses, trifocals, photochromic
lenses and tints for children require prior authorization and must
satisfy the medical necessity standard. Polycarbonate lenses are
covered for children when medically necessary. Payment is limited
to two glasses per year. Any glasses beyond this limit must be prior
authorized and determined to be medically necessary.

(g) Progressive lenses, aspheric lenses, tints, coatings and
photochromic lenses for adults are not compensable and may be billed
to the patient.

(h) Replacement of lenses and frames due to abuse and neglect by the
member i1s not covered.

(i) Bandage contact lenses are a covered benefit for adults and
children. Contact lenses for medically necessary treatment of
conditions such as aphakia, keratoconus, following keratoplasty,
aniseikoniaZanisometropia or albinism are a covered benefit for
adults and children. Other contact lenses for children require
prior authorization and must satisfy the medical necessity standard.

PART 47. OPTICAL GOMPANAESSUPPLIERS

317:30-5-450. Eligible providers
Payment can be made to optical suppliers who have a current

Memerandum—oF—-AgreementSoonerCare contract with this—Authoritythe
OHCA.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 17. MEDICAL SUPPLIERS

317:30-5-210. Eligible providers
All eligible medical suppliers must have a current contract
with the Oklahoma Health Care Authority. The supplier must
comply with all applicable State and Federal laws. Effective
January 1, 2011, all suppliers of durable medical equipment,
prosthetics, orthotics and supplies (DMEPOS) must be accredited
by a Medicare deemed accreditation organization Tfor quality
standards for DMEPOS suppliers in order to bill the SoonerCare
program. OHCA may make exceptions to this standard based on the
exemptions provided by the Centers for Medicare and Medicaid
Services (CMS) for Medicare accreditation, i1f the provider i1s a
government-owned entity, or at a provider"s request and at the
discretion of OHCA based on access 1issues and/or agency needs
for SoonerCare members. Additionally, unless an exception 1is
granted from the OHCA, all DMEPOS providers must meet the
following criteria:
(1) DMEPOS providers are required to have a physical location
in the State of Oklahoma, or within a designated range of the
Oklahoma State border, as determined by the OHCA. The OHCA
may make exceptions to this requirement if a DMEPOS provider
provides a specialty item, product, or service, which is not
otherwise available to SoonerCare members within the State of
Oklahoma. Provider contracts for out-of-state DMEPOS
providers will be reviewed on a case-by-case basis for
specialty i1tems only. The OHCA has discretion and the final
authority to approve or deny any provider contract.
(2) DMEPOS providers are required to comply with Medicare
DMEPOS Supplier Standards for DMEPOS provided to SoonerCare
members, except the requirement to meet surety bond
requirements, as specified iIn 42 C.F.R. 424.57(c).-
(3) Complex Rehabilitation Technology (CRT) suppliers are
considered DMEPOS providers. Only CRT suppliers may bill CRT
procedure codes. A CRT supplier means a company or entity
that:
(A) Is accredited by a recognized accrediting organization
as a supplier of CRT;
(B) Is an enrolled Medicare supplier and meets the
supplier and quality standards established for DME
suppliers, 1including those for CRT, under the Medicare
program;




(C) Employs as a W-2 employee at least one qualified CRT
professional for each location to:
(i) Analyze the needs and capacities of complex-needs
patients i1n consultation with qualified health care
professionals;
(i1) Participate iIn selecting appropriate CRT items for
such needs and capacities; and
(iii1) Provide the complex-needs patient technology
related training In the proper use and maintenance of
the CRT i1tems.
(D) Requires a qualified CRT professional be physically
present for the evaluation and determination of the
appropriate CRT;
(E) Has the capability to provide service and repair by
qualified technicians for all CRT items it sells; and
(F) Provides written information to the complex-needs
patient prior to ordering CRT as to how to access service
and repailr.

317:30-5-211.1. Definitions

The fTollowing words and terms, when used in this Part, have
the TfTollowing meaning, unless the context clearly indicates
otherwise.

"Adaptive equipment" means devices, aids, controls,
appliances or supplies of either a communication or adaptive
type, determined necessary to enable the person to iIncrease his
or her ability to function in a home and community based setting
or private Intermediate Care Facilities for Individuals with
Intellectual Disabilities (IFC/IID) with 1Independence and
safety.

"Basic activities of daily living” means a series of
activities performed on a day-to-day basis that are necessary to
care for oneself (e.g., personal hygiene, dressing, eating,
maintaining continence and transferring).

"Capped rental”™ means monthly payments for the use of the
Durable Medical Equipment (DME) for a limited period of time not
to exceed 13 months. Iltems are considered purchased after 13
months of continuous rental.

"Certificate of medical necessity (CMN)"™ means a certificate
required to help document the medical necessity and other
coverage criteria for selected items. Those i1tems are defined iIn
this Chapter. The physician®s certification must include the
member®s diagnosis, the reason the equipment 1i1s required, and
the physician®s estimate, iIn months, of the duration of its
need.

"Complex-needs patient” means an individual with a diagnhosis
or medical condition that results in significant physical or
functional needs and capacities.
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"Complex rehabilitation technology'™ means medically necessary
durable medical equipment and 1items that are individually
configured to meet specific and unique medical, physical, and
functional needs and capacities fTor basic activities of daily
living and instrumental activities of daily living of a complex
needs patient. Such equipment and items include, but are not
limited to, 1individually configured power wheelchairs and
accessories, individually configured manual wheelchairs and
accessories, adaptive seating and positioning systems and
accessories, and other specialized equipment such as standing
frames and gait trainers.

"Customized DME™ means items of DME which have been uniquely
constructed or substantially modified for a specific member
according to the description and orders of the member®s treating
physician or other qualified medical professional. For instance,
a wheelchair would be considered *customized™ if it has been:

(A) measured, fTitted, or adapted iIn consideration of #he
member-sthe member"s body size, disability, period of
need, or intended use;

(B) assembled by a supplier or ordered from a manufacturer
who makes available customized features, modifications, or
components for wheelchairs; and

(C) intended for an individual member®"s use In accordance
with instructions from the member"s physician.

"Durable medical equipment (DME)" means equipment that can
withstand repeated use (e.g. a type of item that could normally
be rented), i1s used to serve a medical purpose, is not useful to
a person in the absence of an illness or iInjury, and is used iIn
the most appropriate setting, including the home or workplace.

"Instrumental activities of daily living" means activities
that are not necessarily required on a daily basis, but are

important to being able to live independently (e.g., basic
communication skills, transportation, meal preparation,
shopping, housework, managing medication and managing personal
finances).

"Invoice" means a document that provides the following
information when applicable: the description of product,
quantity, quantity 1In box, purchase price, NDC, strength,
dosage, provider, seller®"s name and address, purchaser®s name
and address, and date of purchase. At times, visit notes will be
required to determine how much of the supply was expended. When
possible, the provider should identify the SoonerCare member
receiving the equipment or supply on the invoice.

"Medical supplies”™ means an article used 1In the cure,
mitigation, treatment, prevention, or diagnosis of 1i1llnesses.
Disposable medical supplies are medical supplies consumed iIn a
single usage and do not include skin care creams or cleansers.
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Medical supplies do not include surgical supplies or medical or
surgical equipment.

"OHCA CMN"™ means a certificate required to help document the
medical necessity and other coverage criteria fTor selected
items. Those items are defined iIn this chapter. The physician®s
certification must include the member®s diagnosis, the reason
equipment Is required, and the physician®s estimate, In months,
of the duration of its need. This certificate is used when the
OHCA requires a CMN and one has not been established by CMS.

"Orthotics™ means an 1item used for the correction or
prevention of skeletal deformities.

"Prosthetic devices”™ means a replacement, corrective, or
supportive device (including repair and replacement parts of the
same) worn on or In the body to artificially replace a missing
portion of the body, prevent or correct physical deformity or
malfunction, or support a weak or deformed portion of the body.

"Qualified complex rehabilitation technology professional”
means an individual who i1s certified as an Assistive Technology
Professional (ATP) by the Rehabilitation Engineering and
Assistive Technology Society of North America (RESNA).




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 90. DIAGNOSTIC TESTING ENTITIES

317:30-5-907 . Ehigibleproviders Provider requirements

(a) An Independent Diagnostic Testing Facility (IDTF) is either a
fixed location or mobile entity iIndependent of a hospital or
physician®s office where diagnostic services are performed by
licensed certified non-physician personnel under appropriate
physician supervision. Diagnostic testing entities must be Medicare
certified as Mobile X-ray or an IDTF and have a current contract on
file with the Oklahoma Health Care Authority.

(b) An IDTF must have one or more supervising physicians who are
responsible for the direct and ongoing oversight of the quality of
the testing performed, the proper operation and calibration of the
equipment used to perform tests and the qualifications of non-
physician personnel who use the equipment.

(c) An IDTF enrolled in the SoonerCare program must comply with all
applicable federal regulations, including applicable provisions of
42 CFR 410.32 and 42 CFR 410.33.

317:30-5-907.1.Ceverage—by—category Coverage and limitations
(a) AduIts-——Payment——+s——made——fe¥——the——teehn+eal——eempenent——en

set—#eFth—+n—9AG—3&¥—39—5—24— For IDTF services to be covered
(1) Services must be medically necessary;
(2) The treating physician®s order must specify the procedures
to be performed and the reason for the service; and
(3) The IDTF may not add any procedures based on internal
protocols without a written order by the treating physician.
(b) Children. Coverage i1s the same as adults.

317: 30 5-907.3. Relmbursement

(a) Diagnostic procedure are reimbursable 1f the services were
rendered to a non-hospital patient and the IDTF provided all
services (professional and technical) associated with the total
procedure as defined iIn the CPT. When separate CPT codes itemize a
service by i1ts professional and technical components, the IDTF may
bill and be reimbursed for the components of the procedure it
actually performed.

(b) Payment i1s made for the technical component on outpatient
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diagnostic procedures in accordance with the guidelines set forth
in OAC 317:30-5-24.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 79. DENTISTS

317:30-5-695. Eligible dental providers and definitions
(a) Eligible dental providers in Oklahoma®"s SoonerCare program
are:
(1) individuals licensed as dentists under 59 Oklahoma
Statutes 88 328.21, 328.22, and 328.23 (licensed dentists,
specialty dentists and out of state dentists);
(2) individuals 1issued permits as dental interns under 59
Oklahoma Statute 8§ 328.26;
(3) individuals who are third and fourth year dental students
at an accredited Oklahoma dental college; and
(4) any individual 1issued a license iIn another state as a
dentist.
(b) All eligible providers must be iIn good standing with regard
to their license. Any revocation or suspension status of a
provider referenced in subsection (a) above renders the provider
ineligible for payment or subject to recoupment under
SoonerCare.
(c) Eligible providers must document and sign records of
services rendered in accordance with guidelines found at OAC
317:30-3-15.
(d) The American Dental Association®s version of Current-Dental
Ferminology—(Eb1HCode on Dental Procedures and Nomenclature
(CDT) 1s used by the OHCA to communicate information related to
codes, and procedures for administration. Definitions,
nomenclature, and descriptors as listed in the CDT will apply,
with the exception of more specific definitions or limitations
set forth.
(1) "Decay"™ means carious lesions in a tooth; decomposition
and/or dissolution of the calcified and organic components of
the tooth structure.
(2) "Emergency Dental Care'™ includes, but is not limited to,
the i1mmediate service that must be provided to relieve the
member from pain due to an acute infection, swelling, trismus
or trauma.
(3) "Palliative Treatment"” means action that relieves pain
but 1is not curative. Palliative Treatment 1is an alk
+nelusiveall-inclusive service. No other codes are
reimbursable on the same date of service.
(4) "Radiographic Caries”™ means dissolution of the calcified
and organic components of tooth tissue that has penetrated
the enamel and i1s approaching the dentinoenamel junction.
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(5) "Upcoding™ means reporting a more complex and/or higher
cost procedure than actually performed.

(6) "Unbinding”™ means Dbilling separately for several
individual procedures that are included within one Current
Dental Terminology or Current Procedural Terminology (CPT)
code.

317:30-5-696.1. Censecrous—SedationAnesthesia
Payment i1s made for medical and surgical services performed
by a dentist to the extent such services may be performed under
State law either by a doctor of dental surgery or dental
medicine, when those services would be covered i1f performed by a
physician. Payment 1is made to Dentists who have received
appropriate formal education in conscious {nederate) sedations
deep—sedations and general anesthesia.—and—are—qualified—to—use
these modalities i1n practice.
(1) Training to competency in conscious {mederate) sedation
techniques may be acquired at the predoctoral, postgraduate,
graduate, or continuing education level. Dentists who wish
to utilize conscious moderate) sedation are expected to
successfully complete formal training which is structured in
accordance with the American Dental Association®s educational
guidelines as well as the board of Dentistry for the State in
which they practice.
(2) The knowledge and skills required for the administration
of deep sedation and general anesthesia are beyond the scope
of pre-doctoral and continuing education. Only dentists who
have successfully completed an accredited/approved residency
program in anesthesiology, for the administration of
anesthetic agents will be permitted to provide and bill for
this service.
(3) AIll anesthesia services must be provided i1In accordance
with OAC 317:30-5-7.
(A) Dentists who provide or supervise deep sedation or
general anesthesia are required to have training 1in
anesthesiology, oral surgery or pediatric dentistry, such
as In a residency curriculum.
(B) To be considered qualified to supervise the
administration of general anesthesia or deep sedation,
OHCA requires a minimum of eighteen (18) hours of courses
related to the administration of anesthesia, deep sedation
or medical emergencies iIn the dental office every three
(3) years.

317:30-5-698. Services requiring prior authorization
(a) Providers must have prior authorization for certain
specified services before delivery of that service, unless the

service 1s provided on an emergency basis (See—OAC—317:30-5-
895> [See OAC 317:30-5-695(d)(2)]. Requests for dental
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services requiring prior authorization must be accompanied by
sufficient documentation. Images with an indication of the left
side of member, six point periodontal charting and copy of the
comprehensive treatment plans are required. Study models are
usually not required, but models and narratives may be requested
by OHCA or representatives of OHCA. If the quality of the
supporting material is such that a determination of
authorization cannot be made, the material is returned to the
provider. Any new documentation must be provided at the
provider®s expense. Submitted documentation used to base a
decision will not be returned.
(b) Requests for prior authorization are filed on the currently
approved ADA form. OHCA notifies the provider on the
determination of prior authorization using OHCA  Prior
Authorization Request Decision form. Prior authorized services
must be billed exactly as they appear on the prior
authorization. Payment is not made for any services provided
prior to receiving authorization except for the relief of pain.
(c) Prosthodontic services provided to members who have become
ineligible mid-treatment are covered i1f the member was eligible
for SoonerCare on the date the final Impressions were made.
(d) Listed below are examples of services requiring prior
authorization for members under 21 and eligible ICF/1ID
residents. Minimum required records to be submitted with each
request are right and left mounted bitewingbitewings—x—rays—or
+mages and periapical films or images of tooth/teeth i1nvolved or
the edentulous areas if not visible 1iIn the bitewings. X-
rayslmages must be submitted with film mounts and each film or
print must be of diagnostic quality. X-rays—and/fer—imageslmages
must be identified by the tooth number and include date of
exposure, member name, member 1D, provider name, and provider
ID. All—x—¥rays—o¥F 1mages, regardless of the media, must be
submitted together with a completed and signed comprehensive
treatment plan that details all needed treatment at the time of
examination, and a completed current ADA form requesting all
treatments requiring prior authorization. The HHmimages,
digital media, photographs, or priateutprintouts must be of
sufficient quality to clearly demonstrate for the reviewer, the
pathology which is the basis for the authorization request. IFf
radiographs are not taken, provider must include 1In narrative
sufficient information to confirm diagnosis and treatment plan.
(1) Endodontics. Root canal therapy 1i1s not considered an
emergency procedure unless due to trauma to an anterior
tooth. The provider must document the member®s oral hygiene
and flossing ability ever—a minimum—ofF two—menths; 1In the
member®s records.Pulpal Pulpal debridement may be performed
for the relief of pain while waiting for the decision from
the OHCA on request for endodontics.
(A) Prior authorization is required for members who have a
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treatment plan requiring more than two anterior—and/for—two
posterior root canals. All rampant, active caries must be
removed prior to requesting anterior endodontics. Payment
iIs made Tfor services provided in accordance with the
following:
(1) Permanent teeth only.
(i1) Accepted ADA materials must be used.
(if1) Pre and post-operative periapical x-raysimages
must be available for review.
(iv) Providers are responsible for any follow-up
treatment required by a failed endodontically treated
tooth within 24 months post completion.
(v) A tooth will not be approved if It appears there is
not adequate natural tooth structure vremaining to
establish good tooth/restorative margins or if crown to
root ratio iIs poor.
(vi) An endodontic procedure may not be approved if the
tooth requires a post and core to retain a crown.
(B) Posterior endodontics. The guidelines for this
procedure are as follows:
(i) The provider must document the member"s oral
hygiene and flossing ability ever—a—minbnum—oF—two
menthss 1In the member®s records.
(i1) Teeth that require pre-fabricated post and cores
to retain a restoration due to lack of natural tooth
structure should not be treatment planned for root
canal therapy.
(i11) Pre and post-operative periapical x-raysimages
must be available for review.
(iv) Providers are responsible for any Tfollow-up
treatment required by a failed endodontically treated
tooth within 24 months post completion.
(v) A tooth will not be approved if It appears there is
not adequate natural tooth structure vremaining to
establish good tooth/restorative margins or if there 1is
a poor crown to root ratio or weakened root furcation
area. Approval of second molars 1is contingent upon
proof of medical necessity.
(vi) Only ADA accepted materials are acceptable under
the OHCA policy.
(vii) Posterior endodontic procedure may not be
approved if the tooth requires a post and core in order
to present adequate structure to retain a crown.
(viiil) Endodontics will not be considered if:
(1) an opposing tooth has super erupted;
(11) loss of tooth space is one third or greater;
(111) opposing second molars are involved unless
prior authorized; or
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(1V) the member has multiple teeth failing due to
previous inadequate root canal therapy or follow-up;
(V) all rampant, active caries must be removed prior
to requesting posterior endodontics.
(ix) Endodontically treated teeth must be restored to
limited occlusal function and all contours must be
replaced. Core build-up code i1s only available for use
iT other restorative codes are not sufficient. These
teeth will not be approved for a crown i1f It appears
the apex 1s not adequately sealed.

(2) Crowns for permanent teeth. Crowns are compensable for
restoration of natural teeth for members who are 16 years of
age or older and adults residing In private Intermediate Care
Facilities for Individuals with Intellectual Disabilities
(ICF/11D) and who have been approved for (ICF/11D) level of
care. Certain criteria and limitations apply.

(A) The Tfollowing conditions must exist Tfor approval of
this procedure.
(1) aHAIll rampant, active caries must be removed prior
to requesting any type of crown.
(i1) The tooth must be decayed to such an extent to
prevent proper cuspal or incisal function.
(i11) The clinical crown i1s fractured or destroyed by
one-half or more.
(iv) Endodontically treated teeth must have three or
more surfaces restored or lost due to carious activity
to be considered for a crown.
(B) The conditions listed in (A)(i) through (A)(iv) of
this paragraph should be clearly visible on the submitted
X—Faysimages when a request is made for any type of crown.
(C) Routine build-up(s) for authorized crowns are included
in the fee for the crown. Non authorized restorative codes
may be used if available.
(D) A crown will not be approved i1f adequate tooth
structure does not remain to establish cleanable margins,
there 1is invasion of the biologic width, poor crown to
root ratio, or the tooth appears to retain insufficient
amounts of natural tooth structure. Cast dowel cores are
not allowed for molar or pre-molar teeth.
(E) Preformed post(s) and core build-up(s) are not
routinely provided with crowns for endodontically treated
teeth.
(F) Provider is responsible for replacement or repair of
all crowns if failure 1i1s caused by poor laboratory
processes or procedure by provider for 48 months post
insertion.
(3) Cast frame partial dentures. This appliance 1is the
treatment of choice for replacement of missing anterior
permanent teeth or two or more missing posterior teeth in the
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same arch for members 16 through 20 years of age. Provider
must indicate which teeth will be replaced.Members—must—have

excellent oral hygiene documented Tor at least 18 months In
I _ dor” I I b | il _
advthorization—request—to—be —considered- Members must have

improved oral hygiene documented for at least 12 months 1in
the provider"s records and submitted with prior authorization
request to be considered. Provider is responsible for any
needed follow up for a period of two years post insertion.

(4) Acrylic partial. This appliance 1is the treatment of
choice for replacement of three or more missing teeth in the
same arch for members 12 through 16 years of age. Provider
must indicate tooth numbers to be replaced. This appliance
includes all necessary clasps and rests.

(5) Occlusal guard. Narrative of medical necessity must be
sent with prior authorization. Model should not be made or
sent unless requested.

(6) Fixed cast non-precious metal or porcelain/metal bridges.
Only members 17 through 20 years of age will be considered
for this treatment. Destruction of healthy teeth to replace a
single missing tooth 1is not considered medically necessary.
Members must have excellent oral hygiene documented for at
least 18 months 1n the requesting provider®s records and
submitted with prior authorization request to be considered.
Provider is responsible for any needed follow up until member
loses eligibility.

(7) Periodontal scaling and root planing. Procedure 1is
designed fTor the removal of calculus or tissue that is
contaminated and requires anesthesia and some soft tissue
removal. This procedure requires that each tooth have 3three
or more of the six point measurements 5five millimeters or
greater, or have multiple areas of Fradiegraphicimage
supported bone loss ahd, subgingival calculus and must
involve two or more teeth per quadrant for consideration.
This procedure is not allowed on members under the age 1012.
This procedure is not allowed iIn conjunction with any other
periodontal surgery.

317:30-5-699. Restorations

(a) Utilization parameters. The Oklahoma Health Care Authority
utilization parameters allow only one permanent restorative
service to be provided per tooth per 24 months. Additional
restorations may be authorized upon approval of OHCA in cases of
trauma. Teeth receiving a restoration are eligible within three
months for consideration of single crown 11f endodontically
treated. Providers must document type of isolation used 1iIn
treatment progress notes. The provider 1is responsible for
follow-up or any required replacement of a failed restoration,
if the member is currently SoonerCare eligible.—Fees—patd—For
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(b) Coverage for dental restorations. Restoration of incipient
lesions i1s not considered medically necessary treatment. Any
diagnosis not supported by radHographsimages requires
documentation of the medical need on which the diagnosis was
made. Services for dental restorations are covered as follows:
(1) 1Tt the mesial occlusal pit and the distal occlusal pit on
an upper molar tooth are restored at the same appointment,
this 1s a one surface restoration.
(2) If any two separate surfaces on a posterior tooth are
restored at the same appointment, It 1iIs a two surface
restoration.
(3) ITf any three separate surfaces on a posterior tooth are
restored at the same appointment, it 1iIs a three surface
restoration.
(4) If the mesial, distal, facial and/or lingual of an upper
anterior tooth iIs restored at the same appointment, this iIs a
four surface restoration.
(5 If any two separate surfaces on an anterior tooth are
restored at the same appointment, 11t 1iIs a two surface
restoration.
(6) IT any three separate surfaces on an anterior tooth are
restored at the same appointment, i1t iIs a three surface
restoration.
(7) An incisal angle restoration i1s defined as one of the
angles formed by the junction of the incisal and the mesial
or distal surface of an anterior tooth. IT any of these
surfaces are restored at the same appointment, even if
separate, it 1s considered as a single incisal angle
restoration.
(8) When four or more separate surfaces on a posterior tooth
are restored at the same appointment it is a four surface
restoration.
(9) Wide embrasure cavity preparations do not become extra
surfaces unless at least one half of cusp or surface is
involved in the restoration. An MODFL restoration would have
to iInclude the mesial-occlusal-distal surfaces as well as
either the buccal groove pit or buccal surface or at least
one half the surface of one of the buccal cusps. The same
logic applies for the lingual surface.

317:30-5-700. Orthodontic services
(a) In order to be eligible for SoonerCare Orthodontic services,

-



members must be referred through a primary care dentist; a
member can receive a referral from a primary care dentist to the
orthodontist only after meeting the following:
(1) the member has had a caries free iInitial visit; or
(2) has all decayed areas restored and has remained caries
free for 12 months; and
(3) has demonstrated competency iIn maintaining an appropriate
level of oral hygiene.
(b) Member with cleft palate can be referred directly by their
treating physician without a dental referral and are exempt from
above requirements.
(c) The Oklahoma SoonerCare Orthodontic Program limits
orthodontic services to handicapping malocclusions determined to
be severe enough to warrant medically necessary treatment. The
orthodontic provider has the ability to determine if members may
qualify with a visual screening. Diagnostic record accumulation
and/or submission should only occur for members with high
potential for acceptance. These orthodontic services include the
following:
(1) a handicapping malocclusion, as measured on the
Handicapping Labio-Lingual Deviation Index (HLD) with a
minimum score of 30;
(2) any classification secondary to cleft palate or other
maxillofacial deformity;
(3) if a single tooth or anterior crossbite is the only
medical need finding, service will be limited to iInterceptive
treatment;
(4) fixed appliances only; and
(5) permanent dentition with the exception of cleft defects.
(d) Reimbursement for Orthodontic services is limited to:
(1) Orthodontists, or
(2) General or Pediatric dental practitioners who have
completed at least 200 certified hours of continuing
education in the fTield of orthodontics practice and submit
for review at least 25 successfully completed comprehensive
cases. Of these 25 comprehensive cases, ten or more must be
extraction cases. An applicant for this certification must
practice in an OHCA deemed under—servedunder-served area. The
comprehensive cases submitted should be of a complexity
consistent with type of handicapping Maleeclustonmalocclusion
likely to be treated in the SoonerCare program.
(A) Cases submitted must include at least one of each of
the following types:
(i) deep overbite where multiple teeth are impinging
upon the soft tissue of the palate;
(i1) 1mpacted canine or molar requiring surgical
exposure;
(ii1) Dbilateral posterior crossbite requiring Tfixed
rapid palatal expansion; and
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(iv) skeletal class Il or 111 requiring orthognathic
surgery.
(B) As with all dental or orthodontia treatment performed
and reimbursed by SoonerCare, all pre and post orthodontic
records must be available for review.
(C) The Oklahoema—Health—Care—AuthorityOHCA requires all
Generalgeneral dentists providing comprehensive
orthodontic care to submit a copy of the Oklahoma Board of
Dentistry continuing education report and verification
that at least 20 continuing education hours in the field
of orthodontics has been completed per reporting period.
All verification reports must be submitted to OHCA Dental
unit every three years, no later than August 30. 1In
addition, verification of adequate progress for all active
orthodontic cases will be reviewed by the OHCA Dental Unit
upon completion of 24 months of therapy.
(e) The following limitations apply to orthodontic services:
(1) Cosmetic orthodontic services are not a covered benefit
of the SoonerCare Program and no requests should be
submitted;
(2) All orthodontic procedures require prior authorization
for payment;
(3) Prior authorization for orthodontic treatment Is not a
notification of the member®s eligibility and does not
guarantee payment. Payment for authorized services depends on
the member®s eligibility at the beginning of each treatment
year. Treatment year is determined by date of banding;
(4) The member must be SoonerCare-eligible and under 18 years
of age at the time the request for prior authorization for
treatment is received by the OHCA. Services cannot be added
or approved after eligibility has expired. It 1s the
orthodontist™s responsibility to verify that the member has
current SoonerCare eligibility and the date of birth
indicates the member is under age 18.
(f) Orthodontic services are an elective procedure. The
orthodontist must interview the prospective member as to his/her
understanding of and willingness to cooperate fully In a lengthy
treatment program.
(g) The 1interview information 1is unavailable to OHCA except
through the provider®™s recommendation of treatment. The
interview process for OHCA members 1is equivalent to that of
private pay patients.
(h) Providers are not obligated to accept a member when it
appears that the member will not cooperate in the orthodontic
hygiene treatment program, does not return to the general
dentist for preventive visits or 1i1s not willing to Kkeep
eligibility for SoonerCare current.

317:30-5-700.1. Orthodontic prior authorization
9



(a) The TfTollowing records and documentation, plainly Ilabeled
with the member®s Tfull name, recipient identification number
(RID), and the orthodontist®s name are required for prior
authorization of orthodontic services and must be submitted to
the Dental Unit of the OHCA when the member has a total score of
not less than 30 points or meets other eligibility criteria In
paragraph (d).

(1) Completed currently approved ADA dental claim form;

(2) Complete and scored Handicapping Labio-Lingual Deviations

Index with Diagnosis of Angle®s classification;

(3) Detailed description of any oral maxillofacial anomaly;

(4) Estimated length of treatment;

(5) Intraoral photographs showing teeth in centric occlusion

and/or photographs of trimmed anatomically occluded

diagnostic casts. A lingual view of casts may be included to

verify impinging overbites;

(6) Cephalometric x-raysimages with tracing, and panoramic

film, with a request for prior authorization of comprehensive

orthodontic treatment;

(7) If diagnosed as a surgical case, submit an oral surgeon®s

written opinion that orthognathic surgery 1is indicated and

the surgeon is willing to provide this service;

(8) Additional pertinent information as determined necessary

by the orthodontist or as requested by the OHCA.
(b) AIll imagess—x—¥rayss; and required documentation must be
submitted In one package. OHCA 1is not responsible for lost or
damaged materials.
(c) All records and documentation submitted in a request for
prior authorization for orthodontic treatment are reviewed by
the OHCA Orthodontic Consultant for compensability and length of
treatment. Any documentation on which a decision i1s made will
not be returned.
(d) Some children not receiving a minimum score of 30 on the
Handicapping Labio-Lingual Deviation Index (HLD) may have other
conditions to be considered. In the event an orthodontist
believes there are other medical, social, or emotional
conditions impacting the general health of the child, he/she
refers to the conditions listed on the EPSDT exception section
found on the HLD. The following guidelines and restrictions
apply to other conditions:

(1) Other medical, social, or emotional conditions are

limited to those conditions that affect the medical, social

or emotional function of the child.

(2) Other medical, social, or emotional conditions are not

scored 1f the sole condition sought to be 1mproved 1is the

cosmetic appearance of the child.

(3) Such other medical, social, or emotional conditions must

be demonstrated by objective evidence such as supported

documentation outside the child"s i1mmediate family (i.e., a
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child®s teacher, primary care physician, behavioral health
provider, school counselor).
(4) Objective evidence must be submitted with the HLD.
(5) When such other medical, social, or emotional conditions
are reflected on the HLD, the OHCA Orthodontic Consultant
must review the data and use his or her professional judgment
to score the value of the conditions.
(6) The OHCA Orthodontic Consultant may consult with and
utilize the opinion of the orthodontist who completes the
form.
(e) IT it i1s determined that the malocclusion is not severe
enough to warrant medically necessary orthodontic services or
the member®s age precludes approval, a computer generated notice
is iIssued to the provider and member with notice of the denial,
the reason for the denial, and appeal rights (see OAC 317:2-1
for grievance procedures and process).
() Orthodontic treatment and payment for the services are
approved within the scope of SoonerCare. |If orthodontic
treatment is approved, a computer generated notice 1is 1issued
authorizing the first year of treatment.
(1) Approval of orthodontic treatment iIs given iIn accordance
with the following:
(A) Authorization for the fTirst year begins on the date of
banding and includes the placement of appliances, arch
wires, and a minimum of six adjustments. It is expected
that orthodontic members be seen every four to eight weeks
for the duration of active treatment.
(B) Subsequent adjustments will be authorized in one year
intervals and the treating orthodontist must provide a
comprehensive progress report at the 24 month interval.
(C) AIll approved treatment 1is 1included on the original
prior authorization and will include the total payment for
that treatment year.
(2) Claim and payment are made as follows:
(A) Payment for comprehensive treatment 1includes the
banding, wires, and adjustments as well as all ancillary
services, 1including the removal of appliances, and the
construction and placing of retainers.
(B) Payment is not made for comprehensive treatment beyond
36 months.
(g) If the member moves from the geographic area or shows a need
to change their provider, then the provider who received the
yearly payment 1is Tinancially responsible until completion of
that member®s orthodontic treatment for the current year.
(h) 1f the provider who received yearly payment does not agree
to be financially responsible, then the Oklahoma Health Care
Authority will recoup funds paid for the member®s orthodontic
treatment.
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(i) All orthodontic services are subject to post-utilization
review. This review may include a request by the OHCA to submit
medical documentation necessary to complete the review. After
review 1s completed, these materials are returned to the
orthodontist.
(J) Study models must be diagnostic and meet the Tollowing
requirements:
(1) Study models must be properly poured and adequately
trimmed without large voids or positive bubbles present.
(2) Centric occlusion must be clearly iIndicated by pencil
lines on the study models, making it possible to occlude the
teeth on the models i1n centric occlusion.
(3) 3-D model images are preferred.
(4) Study models not in compliance with the above described
diagnostic guidelines are not accepted. The provider may send
new images that meet these requirements. If the provider does
not respond, the request for treatment is denied.
(5) All measurements are made or judged on the basis of
greater than or more than the minimal criteria. Measurement,
counting, recording, or consideration is performed only on
teeth that have erupted and may be seen on the study models.

317:30-5-704. Billing instructions

(a) HCPCS Codes. The Oklahoma Health Care Authority utilizes the
Medicare Level 11 HCPCS Codes. All claim submissions must be 1in
compliance with this coding system.

(b) Prior authorization. Where applicable, the appropriate arch,
quadrant, or tooth surface and tooth number must be included on
the claim. Diagnosis codes are requested to be listed In box 34
of ADA form 2012.

(c) X—rays-Images. Any type of film or prints submitted will not
be returned. All x-raysimages must be dated, mounted and have
patient™s name, recipient identification number (RID), provider
name and provider number.

317:30-5-705. Billing

Billing for dental services may be submitted on the currently
approved version of the American Dental Association (ADA) claim
form. Diagnosis codes are requested to be listed in box 34 of
ADA form 2012. Electronic submission must be made on the HIPPA
compliant Form 837D.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 110. INDIAN HEALTH SERVICES, TRIBAL PROGRAMS, AND
URBAN INDIAN CLINICS (1/T/Us)

317:30-5-1085. General provisions

(a) Indian Health Services (IHS) provide health care to
Certificate of Degree of Indian Blood (CDIB) eligible American
Indian and Alaska Natives (A1/AN). The IHS is a division of the
Department of Health and Human Services that administers a
system of hospitals and Indian health outpatient services.
Urban Indian Clinics are considered fTacilities of the IHS.
Under the Indian Self-Determination Act, Public Law 93-638, as
amended, Tribes may also provide health care to EBHBIHS eligible
Al/ANs.

(b) The rules at OAC 317:30-3 apply to IHS, Tribal, and Urban
Indian facilities. Additionally, unless otherwise stated, all
other SoonerCare rules apply to IHS, Tribal, and Urban Indian
facilities.

317:30-5-1086. Eligible 1/T/U providers
T 1t - , ihal , I I r

health—nsurance-
Indian Health Services, Tribal Programs, and Urban Indian

Clinics (1/T7/Us) are considered eligible for participation 1in
the SoonerCare Program. To receive SoonerCare reimbursement, an
1/T/U must be contracted as a provider with the Oklahoma Health
Care Authority and appear on the IHS maintained listing of IHS-
operated and Indian health care facilities under a 638
agreement. OHCA recognizes that 1/T/Us are the payer of last
resort, and are not considered creditable health insurance. It
iIs the sole responsibility of the facility to petition IHS for
placement on the Qlist of facilities operating under a 638
agreement.

317:30-5-1087. Terms and definitions

The fTollowing words and terms, when used in this Part, have
the TfTollowing meaning, unless the context clearly indicates
otherwise:



(1) "American Indian/Alaska Native (AIZAN)"" means an
individual of Native American descent who has or is eligible
for a Certificate of Degree of Indian Blood (CDIB) card.

(2) "Behavioral Health services"™ means professional medical
services fTor the treatment of a mental health and/or
addiction disorder(s).

(3) "CFR™ means the Code of Federal Regulations.

(4) "CMS"™ means the Centers for Medicare and Medicaid
Services.

(5) "Encounter™ means a face to face contact between a health
care professional and a—cblB—eardan IHS eligible SoonerCare
member for the provision of medically necessary Title XIX or
Title XX1 covered services through an IHS or Tribal 638
facility or an urban Indian clinic within a 24-hour period
ending at midnight, as documented in the patient®s record.

(6) "Licensed Behavioral Health Professional (LBHP)" means a
licensed psychologist, licensed clinical social worker LSW-
S (LCSW), Dlicensed marital and fTamily therapist (LMFT),
licensed professional counselor (LPC), licensed behavioral
practitioner (LBP) or licensed alcohol and drug counselor
(LADC) .

(7) "OHCA™ means the Oklahoma Health Care Authority.

(8) "OMB rate” means the Medicaid reimbursement rate
negotiated between CMS and [IHS. Inpatient and outpatient
Medicaid reimbursement vrates for [1/T/Us are published
annually in the Federal Register or Federal Register Notices.
The outpatient rate 1is also known as the 1/T/U encounter
rate. The encounter rate 1is available only to [1/T/U
facilities that appear on the IHS maintained listing of IHS-
operated and Indian health care facilities operating under a
638 agreement. It is the sole responsibility of the facility
to petition IHS for placement on this list.

(9) "Physician™ means a doctor of medicine or osteopathy
legally authorized to practice medicine and surgery or who is
a licensed physician employed by the Federal Government In an
IHS facility or who provides services iIn a 638 Tribal
Facility.

(10) "State Administering Agency (SAA)" 1i1s the Oklahoma
Health Care Authority.

(11) 638 Tribal Facility” is a facility that is operated by
a tribe or tribal organization and funded by Title I or Title
111 of the Indian Self Determination and Education Assistance
Act (Public Law 93-638).

317:30-5-1088. 1/T/U provider participation requirements

1/T/Us must edther—directly employ er—centract—the services
legally credentialed professional staff that are authorized

within their scope of practice under state law to provide the
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services for which claims are submitted to SoonerCare; or 1/T/U
Physicians may meet all requirements for employment by the
Federal Government as a physician and be employed by the Federal
Government in an IHS facility or affiliated with a 638 Tribal
Facility.

behalFofthe /) wiH-be made—to—the FaciHhity-

(b) The facility 1is required to contract with OHCA all
professional staff employed by the 1/T/U. Participating 1/T/Us
are required to submit contracts for all practitioners working
within the facility via Oklahoma®s Electronic Provider
Enrollment (EPE) web-based system. The reimbursement for
services rendered at or on behalf of the I/T/U will be made to
the facility.

E)—ticensed—alecoholand-drugcounselors (LADO) -

(c) Only professional staff listed as eligible provfders in OAC

317:30-5 are recognized by OHCA.

317:30-5-1089. I/T/U multiple sites
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(a) 1I/T/Us may contract as a PCP/CM under SoonerCare Choice (See
OAC 317:25-7-5).

(b 1/T/Us are required to contract with all fTacilities
affiliated or owned by the 1/T/U to be eligible for SoonerCare
reimbursement.

317:30-5-1090. Provision of other health services outside of the
1/T/U encounter

)(a) Medically necessary SoonerCare covered services that are
not included in the 1/T/U outpatient encounter rate may be
billed outside the encounter rate within the scope of the
SoonerCare fTee-for-service ratecontract. The services will be

reimbursed at the fee-for-service rate, and will be subject to
any limitations, restrictions or prior authorization
requirements. Examples of these services iInclude but are not
limited to:

(1) pharmaceuticals/drugs;

(2) durable medical equipment;

(3) glasses;

(4) ambulance;

(5) home health;

(6) iInpatient practitioner services;

(7) non-emergency transportation [refer to OAC 317:35-3-2];

(8) behavioral health case management [refer to OAC—317:30-5-

585—through—317:-30-5-589—andOAC—317:30-5-595—through—317:30-

5-5990AC 317:30-5-240 through 317:30-5-249];

(9) psychosocial rehabilitative services [refer to OAC

317:30-5-240 through 317:36-5-248317:30-5-249]; and

(10) psychiatric residential treatment TfTacility services

[refer to OAC 317:30-5-96.3].
€)(b) ITf the I/T/U facility chooses to provide other SoonerCare
State Plan covered health services which are not included in the
1/T/U encounter definition, those service providers must be
contracted with OHCA and bill for those services under their
assigned provider number consistent with program coverage
limitations and billing procedures described by the OHCA.
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317:30-5-1091. Definition of 1/T/U services

(a) As described 1n Frtle42 ofF the Codeof Federal Regulations
CCFRY—136-11a)42 CFR 136.11(a), the 1/T/U services may include

hospital and medical care, dental care, public health nursing,
and—preventive care (including iImmunizations);—and—health
examination of special groups such as school children.
(b) Further, T#+tle—42 CFR 136.11(c) allows that the scope and
availability of 1I/T/U services will depend upon the resources of
the facility.
(c) I/T/U services may be covered when furnished to a patient at
the clinic or other location, including a mobile clinic, or the
patient™s place of residence. Provider contracts must meet the
provider participation requirements found at OAC 317:30-5-1096.
(d) 1I/T7/U outpatient encounters include but are not limited to:
(1) Physicians®™ services and supplies incidental to a
physician™s services;
(2) within limitations as to the specific services furnished,
a doctor of dentistry or oral surgery, a doctor of optometry,
or a doctor of podiatry [Refer to Section 1861(r) of the Act
for specific limitations];

3H—Fhe——services—ofF arestdent—as—defined—In—OAC—3E/ 257

€4)(3) Services of advanced practice nurses (APNs), physician
assistants (PAs), certified nurse midwives (CNMs), or
specialized advanced practice nurse practitioners;
€5)(4) Services and supplies incidental to the services of
APNs and PAs (including services furnished by certified nurse
midwives);
€6)(5) Public health nursing services, within the scope of
their licensure, include but are not limited to services in
the following areas:

(A) Phlebotomy;

(B) Wound care;

(C) Public health education;

(D) Administration of immunizations;

(E) Administration of medication;

(F) Child health screenings meeting EPSDT criteria;

(G) Smoking and Tobacco Use Cessation Counseling;

H Prenatal, newborn and postpartum assessments,
including case management services for first time mothers;
and



(1) General health assessments and management of
conditions such as tuberculosis, diabetes and
hypertension.

H(6) Visiting nurse services to the homebound;

€8)(7) Behavioral health professional services and services

and supplies incidental to the services of LBHPs; and

€9)(8) Dental services.

317:30-5-1093. I/T/U visiting nurses services
(a) Visiting nurse services may be covered if:
(1) The services are rendered to a homebound individuals who
is permanently or temporarily confined to his or her place of
residence because of a medical or health condition. The
individual may be considered homebound if he or she leaves
the place of residence iInfrequently. For this purpose, place
of residence does not include a hospital or long term care
facility; and
(2) The services are fTurnished by a registered nurse,
licensed practical nurse, or licensed vocational nurse who is
employed by, e¥rand receives compensation fTor the services
from the 1/T7/U; and
(3) The services are furnished under a written plan of
treatment that 1is:
(A) established and reviewed at least every 60 days by a
supervising physician of the I/T/U or established by a
nurse practitioner, physician assistant, nurse midwife, or
specialized nurse practitioner and reviewed at least every
60 days by a supervising physician; and
(B) signed by the nurse practitioner, physician assistant,
nurse midwife, specialized nurse practitioner, or the
supervising physician of the clinic.
(b) The nursing care covered in this Section includes:
(1) Services that must be performed by a registered nurse,
licensed practical nurse, or licensed vocational nurse 1f the
safety of the patient #s—to—be—assuredcan be assured iIn the
home and the medically desired results achieved; and
(2) Personal care services, to the extent covered under
Medicare as home health services. These services include
helping the patient to bathe, to get in and out of bed, to
exercise and to take medications.
(c) This benefit does not cover household and housekeeping
services or other services that would constitute custodial care.
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317:30-5-1094. Behavioral health services provided at 1/T/Us
(a) Behavioral health services that are primary, preventive, and
therapeutic and would be covered i1t provided in another setting
may be provided by 1/T/U providers. Services provided by an
1/T/U (refer to OAC 317:30-5-241 for a description of services)
must meet the same requirements as services provided by another
provider. Services include:

(1) Mental Health Assessment/Evaluation Testing;

(2) Alcohol and/or Substance Abuse Services Assessment and

Treatment Plan Development;

(3) Crisis Intervention Services;

(4) Medication Training and Support;

(5) Individual/interactive Psychotherapy;

(6) Group Psychotherapy; and

(7) Family Psychotherapy.
(b) Behavioral health professional therapy services are covered
when provided i1n accordance with a documented individualized
treatment plan, developed to treat the identified mental health
and/or substance abuse disorder(s). A minimum of a 45 to 50
minute standard clinical session must be completed by an 1/T/U
in order to bill an encounter for the session. Treatment must be
documented in accordance with OAC 317:30-5-248.
(c) In order to support access to mental health services, these
services may be provided 1in settings outside of the I/T/U.
Offsite services must take place in a confidential setting.
(d) The outpatient behavioral health services” provider
enrollment and reimbursement process iIn no way changes the
OHCA®"s policy with regard to reimbursement of practitioners.
Licensed clinical social workers {LSW-S)(LCSW), licensed marital
and family therapists (LMFT), licensed professional counselors
(LPC), licensed behavioral practitioners (LBP),—and licensed
alcohol and drug counselors (LADC), and licensure candidates are
not eligible for direct reimbursement as practitioners. Their
services are compensable only when billed by their employers and
when provided i1n those clinical settings iIn which they are
currently approved to render services. Licensure candidates must
meet the requirements contained in OAC 317:30-5-240.3.
(e) For the provision of behavioral health related case
management services, 1/T/U providers must meet the requirements

found at OAC 31+:306-5-585—through—317/:-30-5-589—andO0AC317/:-30-5-
595 threugh—317:-30-5-599317:30-5-240 through 317:30-5-249, and

be contracted as such. The provision of these services 1is
considered to be outside of the 1/T/U encounter. Contracted
behavioral health case management providers are responsible for
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obtaining all necessary prior authorizations, i1f needed, and
will be paid at the current fee-for-service rate.

() For the provision of psychosocial rehabilitation services,
1/T/U facilities meet the requirements found at OAC 317:30-5-240
through 317:30-5-248317:30-5-249, and must contract as an
outpatient behavioral health agency. The provision of these
services 1s considered to be outside of the I1/T/U encounter.
Contracted psychosocial rehabilitation service providers are
responsible for obtaining all necessary prior authorizations, if
needed, and will be paid at the current fee-for-service rate.

317:30-5-1095. 1/T/U services not compensable under outpatient
encounters
G)— 1/T/U services that are not compensable under outpatient
encounters include:
(1) group or mass iInformation programs, health education
classes, or group education activities, including media
productions and publications;
(2) vaccines covered by the Vaccines for Children program
[refer to OAC 317:30-5-14(a)(1)];
(3) group or sports physicals and medical reports;
(4) drug samples or other prescription drugs provided to the
clinic free of charge;
(5) administrative medical examinations and report services;
and
(6) ogauze, band-aids, or other disposable products used
during an office visit.

b . . ho definiti e LT/ s relud




317:30-5-1096. 1/T/U off-site services

1/T/U covered services provided off-site or outside of the
1/T/U setting, including mobile clinics or places of residence,
are compensable when billed by the I/T/U.—Fhe b+ J—must—have—a

written—contract—with—the physician—and-other practitioners—that

The 1/T7/U must meet provider participation requirements listed
in 317:30-5-1088. 1/T7/U off-site services may be covered if the
services rendered were within the provider®s scope of practice
and are of the same integrity of services rendered at the 1/T/U
facility.

317:30-5-1098. 1/T7/U outpatient encounters

(a) 1/7/U outpatient encounters that are billed to the OHCA must
meet the definition in this Section and are limited to services
covered by the OHCA. These services include health services
included in the State Plan under Title XIX or Title XX1 of the
Social Security Act.

(b) The Tfollowing words and terms have the following meaning
unless the context clearly indicates otherwise:

AT/ outpatient—encounter—is—a face-to-Face—contact

patient-s—medical record-

(1) An 1/T/U encounter means a face to face or telemedicine
contact between a health care professional and an IHS
eligible SoonerCare member for the provision of medically
necessary Title XIX or Title XX1 covered services through an
IHS or Tribal 638 facility or an urban Indian clinic within a
24-hour period ending at midnight, as documented in the
patient™s record.

> =7 ) _ : :

focili I T/U facili I I son._includi
thepatient-s place ofF residence-

(2) An 1/T/U outpatient encounter means outpatient services
that may be covered when furnished to a patient by a
contracted SoonerCare provider employed by the 1/T/U facility
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and rendered at the I/T/U facility or other location,

including the patient®s place of residence.

The Tfollowing services may be considered reimbursable

encounters subject to the limitations of the Oklahoma State Plan

and
cou

include any related medical supplies provided during the
rse of the encounter:
(1) Medical;
(2) Diagnostic;
(3) Behavioral Health services [refer to OAC 317:30-5-1094];
(4) Dental, Medical and Mental Health Screenings;
(5) Vision;
(6) Physical Therapy;
(7) Occupational Therapy;
(8) Podiatry;
(9) Speech;
(10) Hearing;
(11) Visiting Nurse Service [refer to OAC 317:30-5-1093];
(12) Smoking and Tobacco Use Cessation Counseling
(13) Other Title XIX or XXI services as allowed under OHCA®s
SoonerCare State Plan and OHCA Administrative Rules;
(14) Drugs or medication treatments provided during a clinic
visit are part of the encounter rate. For example, a member
has come into the clinic with high blood pressure and 1is
treated at the clinic with a hypertensive drug or drug
sample. Drug samples are included in the encounter rate.
Prescriptions are not included In the encounter rate and must
be billed through the pharmacy program by a qualified
enrolled pharmacy;
(15) Encounters with a registered professional nurse or a
licensed practical nurse and related medical supplies (other
than drugs and biologicals) furnished on a part-time or
intermittent basis to home-bound members; and
(16) 1/T7/U Multiple Outpatient Encounters.
(A) OHCA will cover one medically necessary outpatient
medical encounter per member per day unless 1If due to an
emergency, the same member returns on the same day for a
second visit with a different diagnosis. Then, a second
encounter is allowed.
(B) OHCA will cover one dental encounter per member per
day regardless of how many procedures are done or how many
providers are seen unless If due to an emergency, the same
member returns on the same day for a second visit and has
a different diagnosis. Then, a second encounter 1is
allowed.
(C) OHCA will cover one behavioral health professional
outpatient encounter per member per day unless 1If due to
an emergency, the same member returns on the same day for
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a second visit and has a different diagnosis. Then, a
second encounter is allowed.

(D) Each service must have distinctly different diagnoses
in order to meet the criteria for multiple [1/T/U

outpatient encounters.—For—example;,—amedicalvisitanda
: " e : I i d | diff

(d) More than one outpatient visit with a medical professional
within a 24-hour period for distinctly different diagnoses may
be reported as two encounters. This does not imply that if a
member is seen at a single office visit with multiple problems
that multiple encounters can be billed. For example, a member
comes to the clinic in the morning for an immunization, and in
the afternoon, the member falls and breaks an arm. This would
be considered multiple medical encounters and can be billed as
two encounters. However, a member who comes to the 1/T/U
facility for a diabetic wellness screening and is then referred
to a podiatrist within the clinic for diabetes-related follow-up
on the same date of service would not be considered a distinctly
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different diagnosis and can only be billed as a single
encounter.
(e) The fTollowing services may be considered as separate or
multiple encounters when two or more services are provided on
the same date of service with distinctly different diagnoses:
(1) Medical Services;
(2) Dental Services;
(3) Mental Health and addiction services with similar
diagnoses can only be billed as one encounter. [In addition,
iT the member i1s also seen for a medical office visit with a
mental health or addiction diagnosis, then it is considered a
single encounter;
(4) Physical or occupational therapy (PT/0T). IT this
service is also performed on the same date of service as the
medical encounter that determined the need for PT/0T (initial
referral), then it is considered a single encounter;

(5) Administration of iImmunizations. IT no other medical
office visit occurs on the same date of services; and
(6) Tobacco cessation limited to state plan services. If no

other medical or addiction encounter occurs on the same date

of service.
(f) 1/T7/U outpatient encounters for EBHBIHS eligible SoonerCare
members whether medical, dental, or behavioral health, are not
subject to prior authorization. Other State Plan covered
services that the I1/T/U fTacility chooses to provide but which
are not part of the 1/T/U encounter are subject to all
applicable SoonerCare regulations which govern the provision and
coverage for that service.

317:30-5-1099. I/T/U service limitations
Service limitations governing the provision of all Oklahoma
SoonerCare services will apply pursuant to Chapter 30 of the
OHCA rules. In addition, the following Ilimitations and
requirements apply to services provided by 1/T/U facilities:
(1) Multiple encounters. An I/T/U facility may bill for more
than one encounter per 24 hour period under certain
conditions.
(2) Behavioral Health services. Behavioral Health Services
are limited to those services furnished to members at or on
behalf of the 1/T/U facility.
(3) Laboratory procedures. Laboratory procedures performed
by an 1/T/U outpatient fTacility (nhot an independently
certified enrolled laboratory) on the same date of service
are considered part of the health care practitioner®s service
and are included in the 1/T/U encounter.

317:30-5-1100. Inpatient care provided by IHS facilities
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Inpatient practitioner services are separately contracted and
paid at a fee-for-service rate. Each individual 1inpatient
practitioner must be contracted with SoorerCare and attached to
a SoonerCare contracted medical group. The Inpatient hospital
per diem rate fTor inpatient medical care provided by [IHS
facilities 1is published annually iIn the Federal Register or
Federal Register Notices. In order to receive the inpatient
hospital per diem rate, the IHS or Tribal 638 facility must:

(1) be contracted as a provider with the Oklahoma Health Care

Authority; and

(2) appear on the IHS maintained listing of IHS-operated and

Indian health care TfTacilities operating under a 638

agreement. It is the sole responsibility of the facility to

petition IHS for placement on this list.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 17. MEDICAL SUPPLIERS

317:30-5-211.15. Supplies

&) The OHCA provides coverage for medically necessary supplies
that are prescribed by the appropriate medical providers
medtecally—necessary and meet the special requirements below-:

(1) Intravenous therapy. Supplies for intravenous therapy are
covered items. Drugs for 1V therapy are covered items only as
specified by the Vendor Drug program.

(2) Dirabetic supplies. Glucose test strips and lancets are
covered when medically necessary and prescribed by a
physician, physician assistant, or an advanced practice

nurse. A maximum of 100 glucose test strips and 100 lancets

ol - i f aboti iy - g
parameters—must—be prior—authorized-Testing supplies may be

limited based on insulin use or type of diabetes. Prior
authorization may be required for supplies beyond the
standard allowance.

(3) Catheters. Permanent indwelling catheters, male external
catheters, drain bags and irrigation trays are covered i1tems.
Single use self catheters when the member has a history of
urinary tract infections iIs a covered i1tem. The prescription
from the attending physician must i1ndicate such documentation
is available in the member®s medical record.

(4) Colostomy and urostomy supplies. Colostomy and urostomy
bags and accessories are covered items.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 9. LONG TERM CARE FACILITIES

317:30-5-131.2. Quality of care fund requirements and report
(a) Definitions. The following words and terms, when used in
this Section, have the TfTollowing meaning, unless the context
clearly indicates otherwise:
(1) “Nursing Facility and Intermediate Care Facility for
Individuals with Intellectual Disabilities” means any home,
establishment, or iInstitution or any portion thereof,
licensed by the State Department of Health as defined 1iIn
Section 1-1902 of Title 63 of the Oklahoma Statutes.
(2) "Quality of Care Fee" means the fee assessment created
for the purpose of quality care enhancements pursuant to
Section 2002 of Title 56 of the Oklahoma Statutes upon each
nursing facility and intermediate care facility for
individuals with intellectual disabilities licensed iIn this
State.
(3) "Quality of Care Fund"™ means a revolving fund established
in the State Treasury pursuant to Section 2002 of Title 56 of
the Oklahoma Statutes.
(4) "Quality of Care Report”™ means the monthly report
developed by the Oklahoma Health Care Authority to document
the staffing ratios, total patient gross receipts, total
patient days, and minimum wage compliance for specified staff
for each nursing facility and intermediate care facility for
individuals with iIntellectual disabilities licensed iIn the
State.
(5) "Staffing ratios' means the minimum direct-care-staff-to-
resident ratios pursuant to Section 1-1925.2 of Title 63 of
the Oklahoma Statutes and pursuant to OAC 310:675-1 et seq.-
(6) "Peak In-House Resident Count"™ means the maximum number
of 1i1n-house residents at any point 1In time during the
applicable shift.
(7) "Staff Hours worked by Shift"” means the number of hours
worked during the applicable shift by direct-care staff.
(8) '"Direct-Care Staff" means any nursing or therapy staff
who provides direct, hands-on care to residents in a nursing
facility and intermediate care facility for individuals with
intellectual disabilities pursuant to Section 1-1925.2 of
Title 63 of the Oklahoma Statues, pursuant to OAC 310:675-1
et seq., and as defined iIn subsection (c) of this Section.
(9) "Major Fraction Thereof” 1s defined as an additional
threshold for direct-care-staff-to-resident ratios at which
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another direct-care staff person(s) iIs required due to the
peak in-house resident count exceeding one-half of the
minimum direct-care-staff-to-resident ratio pursuant to
Section 1-1925.2 of Title 63 of the Oklahoma Statutes.
(10) "Minimum wage" means the amount paid per hour to
specified staff pursuant to Section 5022.1 of Title 63 of the
Oklahoma Statutes.
(11) "Specified staff” means the employee positions listed in
the Oklahoma Statutes under Section 5022.1 of Title 63 and as
defined iIn subsection (d) of this Section.
(12) "Total Patient Days'™ means the monthly patient days that
are compensable for the current monthly Quality of Care
Report.
(13) "Total Gross Receipts”™ means all cash received iIn the
current Quality of Care Report month for services rendered to
all residents in the facility. Receipts should include all
Medicaid, Medicare, Private Pay and Insurance including
receipts for 1i1tems not in the normal per diem rate.
Charitable contributions received by the nursing facility are
not included.
(14) Service rate” means the minimum direct-care-staff-to-
resident rate pursuant to Section 1-1925.2 of Title 63 of
Oklahoma Statutes and pursuant to OAC 310:675-1 et seq.

(b) Quality of care fund assessments.
(1) The Oklahoma Health Care Authority (OHCA) was mandated by
the Oklahoma Legislature to assess a monthly service fee to
each Licensed Nursing Facility iIn the State. The fee is
assessed on a per patient day basis. The amount of the fee is
uniform for each facility type. The fee is determined as six
percent (6%) of the average total gross receipts divided by
the total days for each facility type.
(2) In determination of the fee for the time period beginning
October 1, 2000, a survey was mailed to each licensed nursing
facility requesting calendar year 1999 Total Patient Days,
Gross Revenues and Contractual Allowances and Discounts. This
data is used to determine the amount of the fee to be
assessed for the period of 10-01-00 through 06-30-01. The fee
is determined by totaling the ™"annualized" gross revenue and
dividing by the T™annualized™ total days of service.
"Annualized” means that the surveys received that do not
cover the whole year of 1999 are divided by the total number
of days that are covered and multiplied by 365.
(3) The fee for subsequent State Fiscal Years is determined
by using the monthly gross receipts and census reports for
the six month period October 1 through March 31 of the prior
fiscal year, annualizing those figures, and then determining
the fee as defined above. As per 56 0.S. Section 2002, as
amended, the fees are frozen at the amount in effect at July
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1, 2004. Also, the fee will be monitored to never surpass the
federal maximum.
(4) The fee is authorized through the Medicaid State Plan and
by the Centers for Medicare and Medicaid Services (CMS)
regarding waiver of uniformity requirements related to the
fee.
(5) Monthly reports of Gross Receipts and Census are included
in the monthly Quality of Care Report. The data required
includes, but 1s not limited to, the Total Gross Receipts and
Total Patient Days for the current monthly report.
(6) The method of collection is as follows:
(A) The Oklahoma Health Care Authority assesses each
facility monthly based on the reported patient days from
the Quality of Care Report filed two months prior to the
month of the fee assessment billing. As defined iIn this
subsection, the total assessment 1i1s the fTee times the
total days of service. The Oklahoma Health Care Authority
notifies the facility of i1ts assessment by the end of the
month of the Quality of Care Report submission date.
(B) Payment is due to the Oklahoma Health Care Authority

h
by the 15t of 'tEe following month. Failure to pay the
t
amount by the 15 or failure to have the payment mailing

h
postmarked by the 13t will result In a debt to the State
of Oklahoma and is subject to penalties of 10% of the
amount and interest of 1.25% per month. The Quality of

h
Care Fee must be submitted no later than the 15t of the

month. [If the 15th falls upon a holiday or weekend
(Saturday-Sunday), the Tfee is due by 5 p.m. (Central
Standard Time) of the following business day (Monday-
Friday).

(C) The monthly assessment including applicable penalties
and interest must be paid regardless of any appeals action
requested by the facility. If a provider fails to pay the
Authority the assessment within the time frames noted on
the second 1invoice to the provider, the assessment,
applicable penalty, and interest will be deducted from the
facility™s payment. Any change in payment amount resulting
from an appeals decision will be adjusted 1in future
payments. Adjustments to prior months® reported amounts
for gross receipts or patient days may be made by filing
an amended part C of the Quality of Care Report.

(D) The Quality of Care fee assessments excluding
penalties and iInterest are an allowable cost for Oklahoma
Health Care Authority Cost Reporting purposes.

(E) The Quality of Care fund which contains assessments
collected excluding penalties and iInterest as described in
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this subsection and any interest attributable to

investment of any money in the fund must be deposited iIn a

revolving fund established iIn the State Treasury. The

funds will be used pursuant to Section 2002 of Title 56 of

the Oklahoma Statutes.

(c) Quality of care direct-care-staff-to resident-ratios.

(1) Effective September 1, 2000, all nursing facilities and
intermediate care facilities for individuals with
intellectual disabilities (ICFs/11D) subject to the Nursing
Home Care Act, 1in addition to other state and fTederal
staffing requirements, must maintain the minimum direct-care-
staff-to-resident ratios or direct-care service rates as
cited in Section 1-1925.2 of Title 63 of the Oklahoma
Statutes and pursuant to OAC 310:675-1 et seq.
(2) For purposes of staff-to-resident ratios, direct-care
staff are limited to the following employee positions:

(A) Registered Nurse

(B) Licensed Practical Nurse

(C) Nurse Aide

(D) Certified Medication Aide

(BE) Qualified Intellectual Disability Professional

(ICFs/11D only)

(F) Physical Therapist

(G) Occupational Therapist

(H) Respiratory Therapist

(1) Speech Therapist

(J) Therapy Aide/Assistant

P ial - - , ial |

direct care rendered by persons Tilling non-direct -care
positions may be used when those persons are certified and
rendering direct care in the positions listed in OAC 317:30-
5-131.2(c)(2) when documented iIn the records and time sheets
of the facility.

(4) In any shift when the direct-care-staff-to-resident ratio
computation results In a major fraction thereof, direct-care
staff 1s rounded to the next higher whole number.

(5) To document and report compliance with the provisions of
this subsection, nursing Tacilities and iIntermediate care
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facilities for 1iIndividuals with intellectual disabilities

must submit the monthly Quality of Care Report pursuant to

subsection (e) of this Section.
(d) Quality of care minimum wage for specified staff. Effective
November 1, 2000, all nursing facilities and private
intermediate care fTacilities for individuals with intellectual
disabilities receiving Medicaid payments, In addition to other
federal and state regulations, must pay specified staff not less
than iIn the amount of $6.65 per hour. Employee positions
included for purposes of minimum wage for specified staff are as
follows:

(1) Registered Nurse

(2) Licensed Practical Nurse

(3) Nurse Aide

(4) Certified Medication Aide

(5) Other Social Service Staff

(6) Other Activities Staff

(7) Combined Social Services/Activities

(8) Other Dietary Staff

(9) Housekeeping Supervisor and Staff

(10) Maintenance Supervisor and Staff

(11) Laundry Supervisor and Staff
(e) Quality of care reports. Effective September 1, 2000, all
nursing TfTacilities and intermediate care Tfacilities for
individuals with intellectual disabilities must submit a monthly
report developed by the Oklahoma Health Care Authority, the
Quality of Care Report, for the purposes of documenting the
extent to which such facilities are compliant with the minimum
direct-care-staff-to-resident ratios or direct-care service
rates.

(1) The monthly report must be signed by the preparer and by

the Owner, authorized Corporate Officer or Administrator of

the Tfacility for verification and attestation that the

reports were compiled in accordance with this section.

(2) The Owner or authorized Corporate Officer of the facility

must retain full accountability for the report®s accuracy and

completeness regardless of report submission method.

(3) Penalties for false statements or misrepresentation made

by or on behalf of the provider are provided at 42 U.S.C.

Section 1320a-7b which states, iIn part, "Whoever...(2) at any

time knowingly and willfully makes or causes to be made any

false statement of a material fact for use iIn determining

rights to such benefit or payment...shall (i) In the case of

such statement, representation, concealment, failure, or

conversion by any person in connection with Tfurnishing (by

that person) of items or services for which payment iIs or may

be made under this title (42 U.S.C. "1320 et seq.), be guilty

of a felony and upon conviction thereof fined not more than
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$25,000 or imprisoned for not more than five years or both,
or (i1) in the case of such a statement, representation,
concealment, failure or conversion by any other person, be
guilty of a misdemeanor and upon conviction thereof fined not
more than $10,000 or imprisoned for not more than one year,
or both."

(4) The Quality of Care Report must be submitted by 5 p.m.

(CST) on the 15th of the fTollowing month. If the 15th falls
upon a holiday or a weekend (Saturday-Sunday), the report is
due by 5 p.m. (CST) of the following business day (Monday -
Friday).

(5) The Quality of Care Report will be made available In an
electronic version for uniform submission of the required
data elements.

(6) Facilities must submit the monthly report ekther—through

recorded—on—the—certified—matl—recetptthrough the OHCA

Provider Portal.
(7) Should a facility discover an error 1iIn its submitted
report for the previous month only, the facility must provide

to the Opportunities Tor Living Life Division, Long Term Care
Quahlity—nitiatives—Unitlong Term Care Financial Management

Unit written notification with adequate, objective and
substantive documentation within five business days following
the submission deadline. Any documentation received after the
five business day period will not be considered 1iIn
determining compliance and for reporting purposes by the
Oklahoma Health Care Authority.

(8) An initial administrative penalty of $150.00 is imposed
upon the facility for incomplete, unauthorized, or non-timely
filing of the Quality of Care Report. Additionally, a daily
administrative penalty will Dbegin upon the Authority
notifying the facility in writing that the report was not
complete or not timely submitted as required. The $150.00
daily administrative penalty accrues for each calendar day
after the date the notification is received. The penalties
are deducted from the Medicaid facility"s payment. For 100%
private pay facilities, the penalty amount(s) is included and
collected 1In the fee assessment billings process. Imposed
penalties for incomplete reports or non-timely filing are not
considered for Oklahoma Health Care Authority Cost Reporting
purposes.




(9) The Quality of Care Report includes, but i1s not limited
to, information pertaining to the necessary reporting
requirements in order to determine the facility"s compliance
with subsections (b) and (c) of this Section. Such reported
information includes, but is not limited to: stafFfingratioss
peak 1n-house resident count; staff hours worked by shift;
total —patient—days; —available bed days; Medicarebed days;
1cal ; i total gross
receipts, patient days, available bed days, direct -care
hours, Medicare days, Medicaid days, number of employees,
monthly resident census, and tenure of Certified Nursing
Assistants, nurses, directors of nursing, and administrators.
(10) Audits may be performed to determine compliance pursuant
to subsections (b), (c) and (d) of this Section.
Announced/unannounced on-site audits of reported iInformation
may also be performed.
(11) Direct-care-staff-to-resident iInformation and on-site
audit findings pursuant to subsection (c), will be reported
to the Oklahoma State Department of Health for their review
in order to determine "willful™ non-compliance and assess
penalties accordingly pursuant to Title 63 Section 1-1912
through Section 1-1917 of the Oklahoma Statutes. The Oklahoma
State Department of Health iInforms the Oklahoma Health Care
Authority of all final penalties as required iIn order to
deduct from the Medicaid Tfacility"s payment. Imposed
penalties are not considered for Oklahoma Health Care
Authority Cost Reporting purposes.
(12) If a Medicaid provider is found non-compliant pursuant
to subsection (d) based upon a desk audit and/or an on-site
audit, for each hour paid to specified staff that does not
meet the regulatory minimum wage of $6.65, the facility must
reimburse the employee(s) retroactively to meet the
regulatory wage  for hours  worked. Additionally, an
administrative penalty of $25.00 is imposed for each non-
compliant staff hour worked. For Medicaid TfTacilities, a
deduction is made to their payment. Imposed penalties for
non-compliance with minimum wage requirements are not
considered for Oklahoma Health Care Authority Cost Reporting
purposes.
(13) Under OAC 317:2-1-2, Long Term Care facility providers
may appeal the administrative penalty described in (b)(5)(B)
and (e)(8) and (e)(12) of this section.
(14) Facilities that have been authorized by the Oklahoma
State Department of Health (OSDH) to implement flexible staff
scheduling must comply with OAC 310:675-1 et seq. The
authorized facility 1is required to complete the flexible
staff scheduling section of Part A of the Quality of Care
Report. The Owner, authorized Corporate Officer or

-




Administrator of the fTacility must complete the fTlexible
staff scheduling signature block, acknowledging their OSDH
authorization for Flexible Staff Scheduling.



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

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

317:30-3-24. Third party liability
As—the Medicatd—Agency;,—OHCA—Is—the payer—ofF last resort;

As the Medicaid Agency, OHCA is the payer of last resort,
with few exceptions. When other resources are available, those
resources must Tirst be utilized. Exceptions to this policy
include, but are not [Timited to, those receiving medical
treatment through Indian Health Services, those eligible for the
Crime Victims Compensation Act, and those medical expenses
incurred 1n relation to a claim or lawsuit for which a third
party may be responsible and for which the OHCA will have a
right to subrogation of medical expense payments. Guidance for
third party liability under the Insure Oklahoma program is found
in OAC 317:45, Insure Oklahoma.

(1) ITf a member has healthcare coverage by an absent parent®s

insurance program or any other policy holder, that iInsurance

resource must be used prior to filing a SoonerCare claim.

This includes Health Maintenance Organizations (HMO),

Preferred Provider Organizations (PPO) and any other insuring

arrangements that provide a member access to healthcare.

Members must comply with all requirements of their primary

insurance as well as SoonerCare requirements in order to take

advantage of both coverages. For—example;,—a—member—must
I  eh I oo F both €l

-For example, a member must comply with all
healthcare network restrictions, as well as prior
authorization requirements. If the member does not comply
with the requirements of the primary plan, he/she will be
responsible for the charges incurred. Denials by private
insurance companies because the member did not secure a
preautherizationnecessary prior authorization or use a
network or participating provider 1s not a sufficient reason
for SoonerCare to make payment. |If the provider is aware of
private healthcare insurance or healthcare liability, a claim
must first be filed with that source. When private insurance
information is known to the OHCA, the eligibility
verification system will reflect that information. It
payment Is denied by the primary insurance, except as stated
above, the provider must attach the Explanation of Benefits
(EOB), stating the reason for the denial, to the claim
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submitted to the Fiscal Agent. When payment is received from
another source, that payment amount must be reflected on the
claim form.

(2) 1t 1s possible that other resources are available but are

unknown to OHCA. Providers will routinely question
SoonerCare members to determine whether any other resources
are available. In some 1instances, coverage may not be

obvious, for example, the member may be covered by a policy
on which he/she is not the subscriber (e.g., a child whose
absent parent maintains medical and hospital coverage).
(3) If the provider receives payment fTrom another source
after OHCA has made payment, it 1Is necessary that the
provider reimburse OHCA for the SoonerCare payment. The
provider may retain the primary insurance payment, if any,
that represents payment for services that are not covered
services under SoonerCare. By accepting the OHCA®"s payment,
the provider agrees to accept it as payment in full and,
therefore, cannot retain any portion of other resource money
as payment Tor reduced charges on covered services. Other
than SoonerCare copayments, a provider cannot bill a member
for any unpaid portion of the bill or for a claim that iIs not
paid because of provider administrative error. |If, after
reimbursing OHCA and retaining a portion of the other payment
in satisfaction of any non-covered services there is money
remaining, it must be refunded to the member.
(4) If a member is covered by a private health 1insurance
policy or plan, he/she 1i1s required to iInform medical
providers of the coverage, including:

(A) provision of applicable policy numbers;

(B) assignment payments to medical providers;

(C) provision of information to OHCA of any coverage

changes; and

(D) release of money received from a health insurance plan

to the provider i1t the provider has not already received

payment or to the OHCA i1f the provider has already been

paid by the OHCA.
(5) Members are responsible for notifying their providers of
the i1ntent to make application for SoonerCare coverage and of
any retroactive eligibility determinations. Members may be
responsible for any financial liability 1f they fail to
notify the provider of the eligibility determinations and as
a result, the provider is unable to secure payment from OHCA.
(6) Members must present evidence of SoonerCare and any other
health 1Insurance coverage to a medical provider each time
services are requested. Members may be responsible for any
financial liability i1t they fail to furnish the necessary
information before the receipt of services and as a result,
the provider is unable to secure payment from OHCA.
(7) Regarding SoonerCare compensable services, when there is
a third party (whether an i1ndividual, entity or 1nsurance
carrier) who may be Iirable for the medical expenses i1ncurred
by a member (based upon Injury and/or damages, whether or not
a claim for damages or a lawsuit have been pursued by the
member), the medical provider rendering the medical services
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can elect to bill the third party liability carrier directly
or to bill SoonerCare directly. However, the provider cannot
bill more than the SoonerCare rate for that covered service.
Otherwise, the subrogation rights of the OHCA against that
third party may be adversely affected. Those having Provider
Agreements with the OHCA are prohibited from recovering more
than the SoonerCare rate. See 42 CFR 447.15. The Medical
providers are prohibited from recovering an amount exceeding
the SoonerCare rate for SoonerCare compensable services even
when the provider does not seek payment from the OHCA. As a
result of the claimant/member utilizing SoonerCare for
healthcare, medical providers who contract with the OHCA are
paid significantly 1less than they ordinarily bill and
prohibited by state and federal law from pursuing additional
payments from the claimant/member. Regarding SoonerCare
compensable services, providers who seek to collect an amount
greater than the SoonerCare allowable from a member may be
subjected to penalties pursuant to 42 CFR 447.21. Penalties
can be a reduction 1In SoonerCare payments due the provider,
which 1s equal to three times the amount the provider sought
to collect. Pursuant to 42 CFR 447.15, payments made by the
OHCA shall be considered payment 1n Tull for all covered
services provided to a SoonerCare member. Medical Providers
shall not bill a SoonerCare member for such service and shall
not be relieved of this provision by electing not to bill
OHCA for the service. This provision shall not apply to co-
payments allowed by OHCA.




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

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

317:30-3-2.1. Program Integrity Audits/Reviews

(a) This section applies to all contractors/providers:
(1) "Contractor/provider™ means any person oOr organization
that has signed a provider agreement with the Oklahoma Health
Care Authority (OHCA).
(2) "Extrapolation”™ means the methodology of estimating an
unknown value by projecting, with a calculated precision
(i.e., margin of error), the results of a probability sample
to the universe from which the sample was drawn.
(3) "Probability sample”™ means the standard statistical
methodology in which a sample is selected based on the theory
of probability (a mathematical theory used to study the
occurrence of random events).
(4) "Universe”™ means all paid claims or types of paid claims
audited/reviewed during a specified timeframe.
(5) "Sample”™ means a statistically valid number of claims
obtained from the universe of claims audited/reviewed.
(6) "Error Rate"™ means the percentage of dollars of audited
claims found to be billed iIn error.

(b) An OHCA audit/review includes the following:
1 . - : i s | - n

medical-necessity-

(1) An examination of provider records, by either an on-site
or desk audit. Claims may be examined for compliance with
provider contracts, relevant federal and state laws and
regulations, including but not Ilimited to the Oklahoma
Administrative Code.

> rof Gtlinitial - , hicl -

(2) An initial audit/review report contains preliminary
findings. Upon receipt of the findings, a provider may elect
to:
(A) Remit the identified overpayment to OHCA;
(B) Request informal reconsideration of the initial report
per OAC 317:30-3-2.1(b)(3); or
(C) Request a formal appeal of the initial report per OAC
317:30-3-2.1(b)(4).




n _ _ i, _ i, i,
)—An ||He?nal |eien5|de|atte$ pe"?d H—which Eue provides
(3) An informal reconsideratio period. If a provider
requests an informal reconsideration, the provider shall
provide any and all documentation or relevant information to
clear any misunderstandings and/or findings identified In the
initial report. Only claims identified by the provider for
reconsideration will be reviewed by the OHCA. Any claims or
findings not identified by the provider for reconsideration
will be deemed waived by the provider if the provider chooses
to later appeal the reconsideration finding. The
reconsideration Tfindings will replace the initial findings
and be identified as the final report.

DT o - I —r Y : .

regquests—t-

(4) The right to a formal appeal, if requested by the
provider. A request for reconsideration does not limit a
provider®s right to a formal appeal. However, all claims not
specifically identified by the provider for further
audit/review at reconsideration will be deemed waived by the
provider for purposes of a formal audit appeal. Additionally,
the provider must specifically identify each claim to be
contested on appeal and any claim not 1identified in the
appeal will be deemed waived on appeal.
SH)AFinalavdit,freviiewreport-

(5) If the provider does not request either a reconsideration
or a fTormal appeal within the specified timeframe, the
initial report will become the final report and the provider
will be obligated to reimburse OHCA for any identified
overpayment, which amount shall be immediately due and

payable to OHCA.

(c) When OHCA conducts a probability sample audit, the sample
claims are selected on the basis of recognized and generally
accepted sampling methods. IT an audit reveals an error rate
exceeding 10%, OHCA shall extrapolate the error rate to the
universe of the dollar amount of the audited paid claims.




(1) When using statistical sampling, OHCA uses a sample that
is sufficient to ensure a minimum confidence level of 95%.

(2) When calculating the amount to be recovered, OHCA ensures
that all overpayments and underpayments reflected 1i1n the
probability sample are totaled and extrapolated to the
universe from which the sample was drawn.

(3) OHCA does not consider non-billed services or supplies
when calculating underpayments and overpayments.

D—H—sampling—reveals—an—error—rate—ofF 10% orless;—the

(d) If a probability sample audit reveals an error rate of 10%
or less, the provider will be required to reimburse OHCA for any
overpayments noted during the audit/review.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 3. GENERAL PROVIDER POLICIES

PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-20. AppealsClaim inquiry procedures (excluding nursing
homes and hospitals)

OHCA has established administrative procedures whereby aA
medical provider may request a review of the decision of the
amount paid or the non-payment of medical services provided an
eligible recipientmember. 1T the medical provider does not agree
with the original payment from the Fiscal Agent, he/she may
submit a written explanation on HCA-17 (Claim Inquiry Form) as
to why the adjustment is being requested and what action is to
be taken, a copy of the paid remittance statement and/or
detailed explanation of the paid information and a copy of the
original claim with the corrections to be made for consideration
of additional payment. The claim should be +*iledsubmitted 1In
accordance with the instructions in the OAC—317:30-7 forthe
type—ofF —medical—provider—involvedOHCA Provider Billing and

Procedures Manual.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 83. RESIDENTIAL BEHAVIOR MANAGEMENT SERVICES IN FOSTER CARE
SETTINGS

317:30-5-740. Eligible providers

(a) Definitions. The following words or terms used In this Part

shall have the following meaning, unless the context clearly

indicates otherwise:

(1) Therapeutic foster care (TFC) agencies. A foster care
agency iIs an agency that provides foster care as defined 1iIn
the Code of Federal Regulations (CFR) as '"24-hour substitute
care fTor children outside their own homes."”™ Therapeutic
foster care settings are foster family homes.

(2) Therapeutic foster care homes. Agency-supervised private
family homes i1n which foster parents have been trained to
provide individualized, structured services 1In a safe,
nurturing family living environment for children and
adolescents with significant emotional or behavioral problems
who vrequire a higher level of care than 1s found iIn a
conventional foster home but do not require placement iIn a
more restrictive setting. Therapeutic foster care homes are
considered the least restrictive out-of-home placement for
children with severe emotional disorders.

(b) TFC Agency Requirements. Eligible TFC agencies must have:
(1) current certification from the Oklahoma Department of
Human services (OKDHS) as a child placing agency;

(2) a contract with the Division of Children and Family
Services of the Oklahoma Department of Human Services, or
0JA;
(3) a contract with the Oklahoma Health Care Authority; and
(4) a current accreditation status appropriate to provide
outpatient—behavioral health services 1iIn a foster care
setting from:

(A) The Joint Commission formerly the Joint Commission on

Accreditation (JCAHO), or

(B) the Rehabilitation Accreditation Commission (CARF), or

(C) the Council on Accreditation (COA), or

(D) the American Osteopathic Association (AOCA).

317:30-5-740.1. Provider qualifications and requirements

(a) Therapeutic foster care model. Children 1in the TFC
environment receive IiIntensive individualized behavioral health
and other support services from qualified staff. Because TFC
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children require exceptional levels of skill, time and
supervision, the number of unrelated children placed per home is
limited; no more than two TFC children in a home at any one time
unless additional cases are specifically authorized by OKDHS,
Division of Children and Family Services or OJA.

(b) Treatment team. TFC agencies are primarily responsible for
treatment planning and coordination of the child®"s treatment
team. This team 1is typically composed of an OKDHS or O0JA
caseworker, the child, the child"s parents, others closely

involved with the child and family. It also 1includes the
following:
(1) Certified Behavioral Health Case Manager 11 (CM). A

bachelors level team member that may provide support services
and case management. In addition to the minimum requirements
at OAC 317:30-5-240.3 (c), the CM must have:

(A) a minimum of one year of experience in providing

direct care and/or treatment to children and/or families,

and

(B) have access to weekly consultation with a licensed

behavioral health professional or Licensure Candidate.

(C) CM must also follow requirements at OAC 317:30-5-241.3

for providing psychosocial rehabilitation services.
(2) Licensed Behavioral Health Professional (LBHP). A
masters level professional that provides treatment and
supervision for the treatment staff to maintain clinical
standards of care and provide direct clinical services. In
addition to the requirements at OAC 317:30-5-240.3(a) and
(b), the LBHP or Licensure Candidate in a TFC setting must
demonstrate a general professional or educational background
in the following areas:

(A) case management, assessment and treatment planning;

(B) treatment of victims of physical, emotional, and

sexual abuse;

(C) treatment of children with attachment disorders;

(D) treatment of children with hyperactivity or attention

deficit disorders;

(E) treatment methodologies for emotionally disturbed

children and youth;

(F) normal childhood development and the effect of abuse

and/or neglect on childhood development;

(G) anger management;

(H) crisis intervention; and

(1) trauma informed methodology.
(3) Licensed Psychiatrist and/or psychologist. TFC agencies
must provide staff with access to professional psychiatric or
psychological consultation as deemed necessary for the
planning, iImplementation and appropriate management of the
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resident"s treatment. See OAC 317:30-5-240.3(a) and OAC
317:25-275.

(4) Treatment Parent Specialist (TPS). The TPS serve as
integral members of the team of professionals providing
services for the child. The TPS receives special training in
mental health 1issues, behavior management and parenting
techniques; and implements the 1in-home portion of the
treatment plan with close supervision and support. They
provide services for the child, get the child to therapy and
other treatment appointments, write daily notes about
interventions and attend treatment team meetings. The TPS
must be under the supervision of a licensed behavioral health
professional of the foster care agency and meet the following
criteria:

(A) have a high school diploma or equivalent;

N comnnloteo weth (O
have an employment relationship with the foster care
agency as a foster parent complete with 0SBl and OKDHS
background screening;
(C) completion of therapeutic foster parent training
outlined in this section;
(D) have a minimum of twice monthly face to fTace
supervision with the licensed, or under-supervision for
licensure, LBHP, iIndependent of the child"s family
therapy;
(E) have weekly contact with the foster care agency
professional staff; and
(F) complete required annual trainings.
(c) Agency assurances. The TFC agency must ensure that each
individual that renders treatment services (whether employed by
or contracted by the agency) meets the minimum provider
qualifications for the service. Individuals eligible for direct
enrollment must have a contract on file with the Oklahoma Health
Care Authority.
(d) Policies and Procedures. Eligible TFC agency providers that
are defined i1n section OAC 317:30-5-740(a) shall have written
policies and procedures for the orientation of new staff and
foster parents which s reviewed and updated annually, for the
following:
(1) pre-service training of foster parents 1iIn treatment
methodologies and service needs of emotionally and
behaviorally disturbed children;
(2) treatment of victims of physical, emotional, and sexual
abuse;
(3) treatment of children with attachment disorders;
(4) treatment of children with hyperactive or attention
deficit disorders;




(5) normal childhood development and the effect of abuse
and/or neglect on childhood development;

(6) treatment of children and families with substance use
disorders;

(7) the Inpatient Mental Health and Substance Abuse Treatment
of Minors Act;

(8) anger management;

(9) i1npatient authorization procedures;

(10) crisis intervention;

(11) grief and loss issues for children in foster care;

(12) the significance/value of birth families to children
receiving outpatient—behavioral health services iIn a foster
care setting; and

(13) trauma informed methodology.

317:30-5-741. Coverage by category

(a) Adults. Outpatient—BehavioralHealth—ServicesBehavioral
health services i1n—TFherapeutic—Foster therapeutic foster care
settings are not covered for adults.
(b) Children. Outpatient—behavioralBehavioral health services
are allowed 1In therapeutic foster care settings for certain
children and youth as medically necessary. The children and
youth receiving services in this setting have special
psychological, social and emotional needs, requiring more
intensive, therapeutic care than can be found in the traditional
foster care setting. The designated children and youth must
continually meet medical necessity criteria to be eligible for
coverage in this setting.
(c) Medical necessity criteria. Medical necessity criteria is
delineated as follows:
(1) A diagnosis from the most recent edition of "The
Diagnostic and Statistical Manual of Mental Disorders™ (DSM),
with the exception of V codes and adjustment disorders, with
a detailed description of the symptoms supporting the
diagnosis. Children with a provisional diagnosis may be
admitted for a maximum of 30 days. An assessment must be
completed by a Licensed Behavioral Health Professional (LBHP)
or Licensure Candidate as defined in OAC 317:30-5-240.3(a)
and (b) within the 30 day period resulting in a diagnosis
from the most recent edition of '"the Diagnostic and
Statistical Manual of Mental Disorders”™(DSM) with the
exception of V codes and adjustments disorders, with a
detailed description of the symptoms supporting the diagnosis
to continue RBMS iIn a foster care setting.
(2) Conditions are directly attributed to a mental
illness/serious emotional disturbance as the primary need for
professional attention.




(3) It has been determined by the 1iInpatient authorization
reviewer that the current disabling symptoms could not have
been or have not been manageable iIn a less intensive
treatment program.

(4) Evidence that the child®"s presenting emotional and/or
behavioral problems prohibit  full integration in a
family/home setting without the availability of 24 hour
crisis response/behavior management and intensive clinical
interventions from professional staff, preventing the child
from living in a traditional family home.

(5) The child is medically stable and not actively suicidal
or homicidal and not in need of substance abuse
detoxification services.

(6) The 1legal guardian/parent of the child (OKDHS/O0JA if
custody child) agrees to actively participate in the child"s
treatment needs and planning.

317:30-5-742. Description of services
(a) Treatment services must be provided in the least
restrictive, non-institutional therapeutic milieu. The foster
care setting 1Is restorative iIn nature, allowing children with
emotional and psychological problems to develop the necessary
control to function in a less restrictive setting.
(b) OutpatientbehavioralBehavioral health services must include
an individual plan of care for each member served. The
individual plan of care requirements are set out in OAC 317:30-
5-742.2(b)(1). Treatment services iIn a therapeutic Tfoster care
setting may include an array of services listed in (1) - (6) of
this subsection as provided in the individual plan of care.
Services include, but may not be limited to:

(1) Individual, family and group therapy;

(2) Substance abuse/chemical dependency education,

prevention, and therapy;

(3) Psychosocial rehabilitation and support services;

(4) Behavior management

(5) Crisis intervention; and

(6) Case Management.

317:30-5-742_.2. Individual plan of care and prior authorization
of services

(a) All eoutpatient—behavioral health services must be prior
authorized by the designated agent of the Oklahoma Health Care
Authority before the service is rendered by an eligible service
provider. Without prior authorization, payment is not
authorized. Requests for behavioral health services In a foster
care setting may be approved for a maximum of three months per
extension request.




(b) All outpatient—behavioral health services iIn a foster care

setting are provided as a result of an individual assessment of

the members needs and documented in the individual plan of care.

(1)Assessment.

(A) Definition. Gathering and assessment of historical
and current bio-psycho-social i1nformation which i1ncludes
face-to-face contact with the person and/or the person®s
family or other informants, or group of persons resulting
in a written summary report, diagnosis and
recommendations. All agencies must assess the medical
necessity of each individual to determine the appropriate
level of care.
(B) Qualified professional. This service is performed by
an LBHP or Licensure Candidate.
(C) Time requirements. The minimum face-to-face time
spent iIn assessment session(s) with the member and others
for a low complexity Behavioral Health Assessment by a
Non-Physician 1s one and one half hours.
(D) Documentation requirements. The assessment must
include all elements and tools required by the OHCA. In
the case of children under the age of 18, i1t i1s performed
with the direct, active face-to-face participation of the
child and parent or guardian. The child"s Jlevel of
participation is based on age, developmental and clinical
appropriateness. The assessment must include all related
diagnoses from the most recent DSM edition. The assessment
must contain but is not limited to the following:

(i) Date, to include month, day and year of the

assessment session(s);

(i1) Source of information;

(i11) Member"s Ffirst name, middle initial and last

name;

(iv) Gender;

(v) Birth Date;

(vi) Home address;

(vii) Telephone number;

(viiir) Referral source;

(ix) Reason for referral;

(xX) Person to be notified In case of emergency;

(x1) Presenting reason for seeking services;

(xi1) Start and stop time for each unit billed;

(x1i1) Signature of parent or guardian participating in

face-to-face assessment. Sighature required for members

over the age of 14;

(xiv) Bio-Psychosocial information which must include:
(1) Ildentification of the member®s strengths, needs,
abilities and preferences;

(11) History of the presenting problem;
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arn Previous psychiatric treatment history,
include treatment for psychiatric; substance use;
drug and alcohol addiction; and other addictions;
(v Health history and current biomedical
conditions and complications;
(V) Alcohol, Drug, and/or other addictions history;
(V1) Trauma, abuse, neglect, violence, and/or sexual
assault history of self and/or others, including
Department of Human Services involvement;
(vI1) Family and social history, include MH, SA,
Addictions, Trauma/Abuse/Neglect;
(VI11) Educational attainment, difficulties and
history;
(1X) Cultural and religious orientation;
(X) Vocational, occupational and military history;
(X1) Sexual history, including HIV, AIDS, and STD
at-risk behaviors;
(XI11) Marital or significant other relationship
history;
(XI'11) Recreation and leisure history;
(X1V) Legal or criminal record, 1including the
identification of key contacts, (e.g. attorneys,
probation officerss—ete);
(XV) Present living arrangements;
(XV1) Economic resources;
(XV11) Current support system 1including peer and
other recovery supports.
(xv) Mental status and Level of Functioning
information, iIncluding questions vregarding but not
limited to the following:
€D Physical presentation, such as general
appearance, motor activity, attention and alertnesss
ete-;
(11) Affective process, such as mood, affect, manner
and attitudes—ete-;
(111) Cognitive process, such as intellectual
ability, social-adaptive behavior, thought
processes, thought content, and memorys—ete-; and
(1V) All related diagnoses from the most recent
addition of the DSM.
(xvi) Pharmaceutical information to include the
following for both current and past medications;
(1) Name of medication;
(11) Strength and dosage of medication;
(111) Length of time on the medication; and
(1V) Benefit(s) and side effects of medication.
(xviil) LBHP"s interpretation of findings and diagnosis;
(xviii) Signature and credentials of the qualified
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practitioner who performed the face-to-face behavioral

assessment.
(2) Individual plan of care requirement.
(A) Signature Requirement. A written individual plan of

care following a comprehensive evaluation for each member
must be formulated by the provider agency staff within 30
days of admission with documented i1nput from the member,
legal guardian (OKDHS/0JA) staff, the foster parent (when
applicable) and the treatment provider(s). It is
acceptable i1n circumstances where it iIs necessary to fax a
service plan to someone for review and have them fax back
their signature; however, the provider must obtain the
original signature for the clinical file within 30 days.
No stamped or photocopied signhatures are allowed. This
plan must be revised and updated each—90-daysevery three
months with documented involvement of the legal guardian
and resident.

(B) Individualization. The individual plan of care must
be individualized and take into account the member"s age,
history, diagnosis, assessed functional Ilevels, culture,
and the effect of past and current traumatic experiences
in the life of the member. It 1includes the member~s
documented diagnosis, appropriate goals, and corresponding
reasonable and attainable objectives and action steps
within the expected time lines. Each member®s individual
plan of care is to also address the provider agency®s
plans with regard to the provision of services. Each plan
of care must clearly identify the type of services
required to meet the child"s treatment needs and frequency
over a given period of time.

o c behavioral _ _

; _ Ll £ > .
three-months-

B (0) Quali%ied professional. This service is performed
by an LBHP or Licensure Candidate.
(D) Time requirements. Individual plan of care

updates must be conducted face-to-face and are required
every three months during active treatment. Updates can be
conducted whenever it is clinically needed as determined
by the qualified practitioner and member.

- (E) Documentation requirements. Comprehensive and
integrated service plan content must address the
following:
(i) member strengths, needs, abilities, and
preferences(SNAP) ;

(i1) i1dentified presenting challenges, problems, needs
and diagnosis;
(i11) specific goals for the member;
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(iv) objectives that are specific, attainable,
realistic, and time-limited;
(v) each type of service and estimated frequency to be
received;
(vi) the practitioner(s) name and credentials that will
be providing and responsible for each service;
(vii) any needed referrals for service;
(viii) specific discharge criteria;
(ix) description of the member"s involvement 1in, and
responses to, the treatment plan, and his/her sighature
and date;
(X) updates to goals, objectives, service provider,
services, and service Tfrequency, must be documented
within the individual plan of care until the
review/update is due.
(x1) individual plan of care updates must address the
following:
(1) update to the bio-psychosocial assessment, re-
evaluation of diagnosis, individual plan of -care
goals and/ or objectives;
(11) progress, or lack of, on previous individual
plan of care goals and/or objectives;
(111) a statement documenting a review of the
current individual plan of care and an explanation
iT no changes are to be made to the individual plan
of care and a statement addressing the status of
identified problem behaviors that lead to placement
must be included;
(1V) change 1i1n goals and/or objectives (including
target dates) based upon member®s progress or
identification of new need, challenges and problems;
(V) change 1in frequency and/or type of services
provided;
) change in practitioner(s) who will be
responsible for providing services on the plan;
(VI1) change iIn discharge criteria;
(VI11) description of the member®s involvement 1in,
and responses to, the treatment plan, and his/her
signature and date.
(3) Description of Services. Agency services include:
(A) Individual, family and group therapy. See OAC 317:30-
5-241.2(a), (b), and (c).
(B) Crisis/behavior management and redirection. The
provider agency must provide crisis/behavior redirection
by agency staff as needed 24 hours per day, 7 days per
week. The agency must ensure staff availability to respond
to the residential foster parents in a crisis to stabilize
members® behavior and prevent placement disruption. This
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service 1s to be provided to the member by an LBHP.
(C) Discharge planning. The provider agency must develop
a discharge plan for each member. The discharge plan must
be i1ndividualized, child-specific and 1include an after
care plan that 1is appropriate to the member"s needs,
identifies the member-®s needs, includes specific
recommendations for follow-up care and outlines plans that
are in place at the time of discharge. The plan for
children in parental custody must include, when
appropriate, reunification plans with the parent(s)/legal
guardian. The plan for children who remain in the custody
of the Oklahoma Department of Human Services or the Office
of Juvenile Affairs must be developed in collaboration
with the case worker and 1in place at the time of
discharge. The discharge plan is to include at a minimum,
recommendations for continued treatment services,
educational services, and other appropriate community
resources. Discharge planning provides a transition from
foster care placement iInto a lesser restrictive setting
within the community.
(D) Substance use /chemical dependency use therapy.
Substance use/chemical dependency therapy can be provided
if a member 1is identified by diagnosis or documented
social history as having emotional or behavioral problems
directly related to substance use and/or chemical
dependency. The modalities employed are provided iIn order
to begin, maintain and enhance recovery from alcoholism,
problem drinking, addiction or nicotine use and addiction.
This service iIs to be provided to the member by an LBHP or
Licensure Candidate.
(E) Substance Use Rehabilitation Services.
Definttron—Covered outpatient———substance use
rehabilitation services are provided 1In non-residential
settings in regularly scheduled sessions intended for
individuals not requiring a more intensive level of care
or those who require continuing services fTollowing more
intensive treatment regimes. The purpose of substance use
rehabilitation services 1s to begin, maintain, and/or
enhance recovery from alcoholism, problem drinking, drug
use, drug dependency addiction or nicotine use and
addiction. Rehabilitation services may be provided
individually or 1in group sessions, and they take the
format of an agency approved curriculum based education
and skills training. This service is to be provided to the
member by a CM I1.
(F) Psychosocial rehabilitation (PSR).

(i) Definstion. PSR services are face-to-face

Behavioral Health Rehabilitation services which are
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necessary to 1mprove the member®s ability to function
in the community. They are performed to improve the
skills and abilities of members to live
interdependently i1n the community, improve self-care
and social skills, and promote lifestyle change and
recovery practices. Rehabilitation services may be
provided individually or in group sessions, and they
take the format of an agency approved curriculum based
education and skills training.

(i1) CGhnteal—restrictions—This service i1s generally
performed with only the members and the qualified
provider, but may include a member and the member®s
family/support system group that focuses on the
member®s diagnosis, symptom management, and recovery
based curriculum. A member who at the time of service
is not able to cognitively benefit from the treatment
due to active hallucinations, substance use, or other
impairments is not suitable for this service. Family
involvement i1s allowed for support of the member and
education regarding his/her recovery, but does not
constitute family therapy, which requires a licensed
provider.

(i11) QualifFred—providers—CM 11, LBHP or a Licensure
Candidate and LBHP may perform PSR, following
development of an individual plan of care curriculum
approved by an LBHP or Licensure Candidate. PSR staff
must be appropriately and currently trained 1in a
recognized behavioral/ management intervention program
such as MANDT or CAPE or trauma informed methodology.

The CM Il must have immediate access to an LBHP who can
provide clinical oversight of the CM Il and collaborate
with the CM 11 i1n the provision of services. A minimum

of one monthly face-to-face consultation with an LBHP

IS required.

(iv) Groeup—sizes——The maximum staffing ratio is eight

to one for children under the age of eighteen.

(v) Limitations.
(1) Lecation—In order to develop and improve the
member®s community and interpersonal functioning and
self-care abilities, PSR services may take place in
settings away from the eutpatient—behavioral health
agency site as long as the setting protects and
assures confidentiality. When this occurs, the
qualified provider must be present and interacting,

teaching, or supporting the defined learning
objectives of the member for the entire claimed
time.

(11) Ehgibility For PSR—servieces—PSR services are
11



intended for children with Serious Emotional
Disturbance (SED), and children with other emotional
or behavioral disorders. Children under age 6,
unless a prior authorization for children ages 4 and
5 has been granted by OHCA or its designated agent
based on a finding of medical necessity, are not
eligible for PSR services.

(111) BiHHHnrg—Hmits—PSR services are time-limited
services designed to be provided over the briefest
and most effective period possible and as adjunct
(enhancing) interventions to compliment more
intensive Dbehavioral health therapies. Service
limits are based on the member®s needs according to
the CAR or other approved tool, the requested
placement based on the level of functioning rating,
medical necessity, and best practice. Service

limitations are designed to help prevent
rehabilitation diminishing return by remaining
within reasonable age and developmentally

appropriate daily limits.
(vi) Progress—Notes-—In accordance with OAC 317:30-5-
241.1, the behavioral health individual plan of care
developed by the LBHP must include the member"s
strengths, functional assets, weaknesses or
liabilities, treatment goals, objectives and
methodologies that are specific and time-limited, and
defines the services to be performed by the
practitioners and others who comprise the treatment
team. When PSR services are prescribed, the plan must
address objectives that are specific, attainable,
realistic, measurable, and time-limited. The plan must
include the appropriate treatment coordination to
achieve the maximum reduction of the mental and/or
behavioral health disability and to restore the member
to theilr best possible functional level.

(1) Start and stop times for each day attended and

the physical location in which the service was

rendered;

(11) Specific goal(s) and objectives addressed

during the session/group;

(111) Type of Skills Training provided each day

and/or during the week 1including the specific

curriculum used with member;

(1V) Member satisfaction with staff intervention(s);

(V) Progress, or Dbarriers made towards goals,

objectives;

(V1) New goal(s) or objective(s) identified;

(VIl) Signature of the qualified provider; and
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(VI11) Credentials of the qualified provider;
(vii) Additional documentation requirements.
Documentation of ongoing consultation and/or
collaboration with an LBHP or Licensure Candidate
related to the provision of PSR services.
(viii) Non-Covered Services. The following services are
not considered PSR and are not reimbursable:
(1) room and board;
(11) educational costs;
(111) supported employment; and
(1V) respite.
(G) Social skills redevelopment. Goal directed activities
for each member to restore, retain and improve the self-
help, communication, socialization, and adaptive skills
necessary to reside successfully iIn home and community
based settings. These will be daily activities that are
age appropriate, culturally sensitive and relevant to the
goals of the individual plan of care. These may include
self-esteenm enhancement, violence alternatives,
communication skills or other related skill development.
This service is to be provided to the member by the
Treatment Parent Specialist (TPS). Services rendered by
the TPS are limited to 1.5 hours daily.

317:30-5-743.1. Htnspection—ofF CareService Quality Review

Fhere—wiH—be—an—on—stte—Inspection—oF Care—oF —each




There will be an on-site Service Quality Review (SQR)
performed by the OHCA or 1its designated agent of each
Therapeutic Foster Care (TFC) agency that provides care to
members. The OHCA will designate the members of the SQR Team.
This team will consist of at least two team members and will be
comprised of Licensed Behavioral Health Professionals and/or
Registered Nurses. The SQR will consist of a survey of current
members receiving services as well as members for which claims
have been filed with OHCA for TFC services. Observation and
contact with members may be iIncorporated. The review includes
validation of certain factors, all of which must be met for the
services to be compensable. Following the on-site inspection,
the SQR Team will report its findings to the agency. The agency
will be provided with written notification if the findings of
the SQR have resulted in any deficiencies. A copy of the final
report will be sent to the agency"s accrediting body.
Deficiencies found during the SQR may result In a recoupment of
the compensation received for that service. The individual plan
of care i1s considered to be critical to the integrity of care
and treatment and must be completed within the time lines
designated at OAC 317:30-5-742_.2. If the individual plan of care
IS missing or it is found that the child did not meet medical
necessity criteria at any time, all paid services will be
recouped for each day the individual plan of care was missing
from the date the plan of care was due for completion or the
date from which medical necessity criteria was no longer met.
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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

317:35-5-41.1. Home/real property

(a) Home property is excluded from resources regardless of value
unless the individual 1s applying for long-term care services.
[See 317:35-5-41.8(a) (relating to eligibility for long-term
care services)]

(b) For purposes of the home property resource exclusion, a home
is defined as any shelter in which the individual has an
ownership 1interest and which 1i1s used by the individual as

his/her principal place of residence. The home may be either
real or personal property, fixed or mobile. Home property
includes all property which 1s adjacent to the home. Home

individual. ; I N l I
exemption—as g”t|.ned_+n_gAg_341_35_5_41_8(3)(2}———Property has

a value regardless of whether there 1is an actual offer to
purchase. Verification of home/real property value 1is
established by collateral contacts with specialized individuals
knowledgeable in the type and location of property being
considered.
(1) The home may be retained without affecting eligibility
during periods when it is necessary to be absent for illness
or other necessity. When it i1s determined that the member
does not have a feasible plan for and cannot be expected to
return to his/her home, the market value of the property is

considered 1in relation to the resource. The member is
responsible for taking all steps necessary to convert the
resource for use iIn meeting current needs. If the member is

making an effort to make the resource available, a reasonable
period of time is given (nhot to exceed 90 days) to convert
the resource. He/she is advised in writing that the 90-day
period begins with the determination that the property be
considered iIn relation to the resource. The 90-day period is
given only i1f efforts are iIn progress to make the resource
available. Any extension beyond the initial 90-day period is
justified only after interviewing the member, determining
that a good faith effort to sell 1i1s still being made and
failure to sell is due to circumstances beyond the control of
the member. A written notification is also provided to the



member at any time an extension 1is allowed. Detailed
documentation in the case record is required.

(2) If the member fails or 1is unwilling to take steps
necessary to convert the resource for use iIn meeting current
needs, continuing eligibility cannot be established and the
member i1s advised as to the effective date of closure and of
the right to receive assistance when the resources are within
the maximum allowable resources provided other conditions of
eligibility continue to be met.

(3) When a member sells his/her home with the intention of
purchasing another home or when an 1insurance payment for
damage to the home 1i1s received, a reasonable period of time
iIs given to reinvest the money in another home. A reasonable
period of time is considered to be not in excess of a 90-day
period. Extensions beyond the 90 days may be justified only
after interviewing the member, determining that a good faith
effort 1i1s still being made and that completion of the
transaction 1is beyond his/her control. This must be
documented in the case record.

(4) At the point a member decides not to reinvest the
proceeds from the sale of his/her home in another home, the
member®s plan for use of the proceeds 1is evaluated in
relation to rules on resources disposed of while receiving
assistance.

(5) A home traded for another home of equal value does not
affect the member"s eligibility status. IT the home 1s
traded for a home of lesser value, the difference may be
invested In improvement of the new home.

(6) Absences from home for up to 90 days for trips or visits
or six months for medical care (other than nursing
facilities) do not affect receipt of assistance or the home
exclusion as long as the individual iIntends to return home.
Such absences, 1f they extend beyond those Hlimits, may
indicate the home no longer serves as the principal place of
residence.

(7) Mineral rights associated with the home property are
considered along with the surface rights and are excluded as
a resource. However, mineral rights which are not associated
with the home property are considered as a resource. Since
evaluation and scalability of mineral rights fluctuate, the
establishment of the value of mineral rights are established
based on the opinion of collateral sources. Actual offers of
purchase are used when established as a legitimate offer

through a collateral source. Mineral rights not associated
with home property which are income producing are considered
in the same way as i1ncome producing property. Refer to

(11)(B) of this subsection for treatment of mineral rights as



non-trade or non-business property.
(8) The market value of real estate other than home property
owned by the member or legal dependent and encumbrances
against such property are ascertained 1iIn determining the
equity (including the cost to the member of a merchantable
title to be determined when the resource approaches the
maximum) . The market value of real estate other than the
home owned by the applicant is established on the basis of
oral or written information which the applicant has on hand
andand counsel with persons who have specialized knowledge
about this kind of resource. Refer to (11) of this
subsection for exclusion of real estate that produces iIncome.
(9) Land which i1s held by an enrolled member of an Indian
tribe i1s excluded from resources as it cannot be sold or
transferred without the permission of other individuals, the
tribe, or a federal agency. IT permission is needed, the
land is excluded as a resource.
(10) A life estate conveys upon an individual or individuals
for his/her lifetime, certain rights 1iIn property. Its
duration 1i1s measured by the lifetime of the tenant or of
another person; or by the occurrence of some specific event,
such as remarriage of the tenant. The owner of a life estate
has the right of possession, the right to use the property,
the right to obtain profits from the property and the right
to sell his/her life estate interest. However, the contract
establishing the life estate may restrain one or more rights
of the individual. The individual does not have title to all
interest in the property and does not have the right to sell
the property other than the interest owned during his/her
lifetime. He/she may not usually pass 1t on to heirs in the
form of an i1nheritance.
(A) When a life estate in property i1s not used as the
member®s home, it is necessary to establish the value. A
computer procedure i1s available to compute the value of a
life estate by input of the current market value of the
property and the age of the life estate owner.
(B) The value of a life estate on mortgaged property 1is
based on equity rather than market value and the age of
the individual.
(C) In the event the member does not accept as valid the
value of the life estate as established through this
method, the member must secure written appraisal by two
persons who are familiar with current values. |If there is
substantial unexplained divergence between these
appraisals, the worker and the member will jointly arrange
for the market value to be established by an appraisal
made by a third person who is familiar with current market



values and who i1s acceptable to both the member and the
worker .
(11) Real and/or personal property which produces income is
excluded i1f it meets the following conditions.
(A) Trade or business property. The existence of a trade
or business may be established through business tax
returns that would be used to compute self-employment

earnings. IT the current business tax return 1is
unavailable, the existence of the business may be
determined through other business forms, records,

partnership, a detailed description of the business and
iIts activities, etc. Once it i1s established that a trade
or business exists, any property (real or personal)

connected to it and iIn current use 1iIs excluded. This
exclusion 1i1ncludes Iliquid assets, such as a bank
account(s) necessary fTor the business operation. All

property used by a trade or business and all property used
by an employee iIn connection with employment is excluded
as property essential to self support. The 1ncome from
the trade or business is determined as any other self-
employment Income.

(B) Non-trade or non-business property. Property which
produces income but is not used In a trade or business is
excluded if the total equity value does not exceed $6000,
and the net return equals at least 6% of the equity
annually. An equity value 1iIn excess of $6000 is a
countable resource. IT the equity exceeds $6000 and 6%
return is received on the total equity, only the amount iIn
excess of $6000 is a countable resource. An annual return
of less than 6% 1is acceptable if i1t 1is beyond the
individual®s control, and there Is a reasonable
expectation of a future 6% return. Liquid resources
cannot be excluded as income producing property or meeting
the $6000/6% rule (mortgages, including contract for deed,
and notes which are 1i1ncome producing are considered as
liquid resources). The $6000/6% rule applies to all
resources in total, and not separately. Examples of non-
business 1income producing property are rental property,
timber rights, mineral rights, etc.

317:35-5-41.6. Trust accounts

Monies held 1in trust for an individual applying for or
receiving SoonerCare must have the availability of the Tfunds
determined. Funds held iIn trust are considered available when
they are under the direct control of the individual or his/her
spouse, and disbursement i1s at their sole discretion. Funds may
also be held iIn trust and under the control of someone other



than the iIndividual or his/her spouse, such as the -courts,
agencies, other individuals, etc., or the Bureau of Indian
Affairs (BIA).
(1) Availability determinations. The worker should be able to
determine the availability of a trust using the definitions
and explanations listed iIn (2) of this subsection. However,
In some cases, the worker may wish to submit a trust to the
OKDHS State Office for determination of availability. 1In
these instances, all pertinent data i1s submitted to Family
Support Services Division, Attention: Health Related and
Medical Services Section, for a decision.
(2) Definition of terms. The following words and terms, when
used in this paragraph, have the following meaning, unless
the context clearly indicates otherwise:
(A) Beneficiary. Beneficiary means the person(s) who is to
receive distributions of either income or principal, or on
behalf of whom the trustee is to make payments.
(B) Corpus/principal. Corpus/principal means the body of
the trust or the original asset used to establish the
trust, such as a sum of money or real property.
(C) Discretionary powers. Discretionary powers means the
grantor gives the trustee the power to make an iIndependent
determination whether to distribute income and/or
principal to the beneficiary(ies) or to retain the income
and add it to the principal of the trust.
(D) Distributions. Distributions means payments or
allocations made from the trust from the principal or from
the income produced by the principal (e.g., interest on a
bank account).
(E) Grantor (trustor/settlor). Grantor (trustor/settlor)
means the individual who establishes the trust by
transferring certain assets.
(F) Irrevocable trust. Irrevocable trust means a trust in
which the grantor has expressly not retained the right to
terminate or revoke the trust and reclaim the trust
principal and income.
(G) Pour over or open trust. Pour over or open trust means
a trust which may be expanded from time to time by the
addition to the trust principal (e.g., a trust established
to receive the monthly payment of an annuity, a workers”
compensation settlement, a disability benefit or other
periodic receivable). The principal may accumulate or grow
depending upon whether the trustee distributes the
receivable or permits i1t to accumulate. Generally, the
terms of the trust will determine the availability of the
income iIn the month of receipt and the availability of the
principal in subsequent months.



(H) Primary beneficiary. Primary beneficiary means the
first person or class of persons to receive the benefits
of the trust.
(1) Revocable trust. Revocable trust means a trust 1in
which the grantor has retained the right to terminate or
revoke the trust and reclaim the trust principal and
income. Unlless a trust is specifically made irrevocable,
it iIs revocable. Even an 1irrevocable trust is revocable
upon the written consent of all living persons with an
interest In the trust.
(J) Secondary beneficiary. Secondary beneficiary means the
person or class of persons who will receive the benefits
of the trust after the primary beneficiary has died or is
otherwise no longer entitled to benefits.
(K) Testamentary trust. Testamentary trust means a trust
created by a will and effective upon the death of the
individual making the will.
(L) Trustee. Trustee means an individual, individuals, a
corporation, court, bank or combination thereof with
responsibility for carrying out the terms of the trust.
(3) Documents needed. To determine the availability of a
trust for an individual applying for or receiving SoonerCare,
copies of the following documents are obtained:
(A) Trust document;
(B) When applicable, all relevant court documents
including the Order establishing the trust, Settlement
Agreement, Journal Entry, etc.; and
(C) Documentation reflecting prior disbursements (date,
amount, purpose).
(4) Trust accounts established on or before August 10, 1993.
The rules found in (A) - (C) of this paragraph apply to trust
accounts established on or before August 10, 1993.
(A) Support trust. The purpose of a support trust iIs the
provision of support or care of a beneficiary. A support
trust will generally contain language such as "to provide
for the care, support and maintenance of ..., "to provide
as necessary for the support of ...", or "as my trustee
may deem necessary Tfor the support, maintenance, medical
expenses, care, comfort and general welfare.' Except as
provided in (1)-(i11) of this subparagraph, the amount
from a support trust deemed available to the beneficiary
is the maximum amount of payments that may be permitted
under the terms of the trust to be distributed to the
beneficiary, assuming the full exercise of discretion by
the trustee(s) for distribution of the maximum amount to
the beneficiary. The beneficiary of a support trust, under
which the distribution of payments to the beneficiary 1is



determined by one or more trustees who are permitted to
exercise discretion with respect to distributions, may
show that the amounts deemed available are not actually
available by:
(i) Commencing proceedings against the trustee(s) in a
court of competent jurisdiction;
(i1) Diligently and i1n good faith asserting in the
proceedings that the trustee(s) iIs required to provide
support out of the trust; and
(i11) Showing that the court has made a determination,
not reasonably subject to appeal, that the trustee must
pay some amount less than the amount deemed available.
IT the beneficiary makes the showing, the amount deemed
available from the trust is the amount determined by
the court. Any action by a beneficiary or the
beneficiary®s representative, or by the trustee or the
trustee®s representative, 1in attempting a showing to
make the Agency or the State of Oklahoma a party to the
proceeding, or to show to the court that SoonerCare
benefits may be available 1f the court Ilimits the
amounts deemed available under the trust, precludes the
showing of good faith required.
(B) Medicaid Qualifying Trust (MQT). A Medicaid Qualifying
Trust is a trust, or similar legal device, established
(other than by will) by an individual or an individual®s
spouse, under which the individual may be the beneficiary
of all or part of the distributions from the trust and
such distributions are determined by one or more trustees
who are permitted to exercise any discretion with respect
to distributions to the individual. A trust established by
an individual or an individual®s spouse includes trusts
created or approved by a representative of the individual
(parent, guardian or person holding power of attorney) or
the court where the property placed in trust i1s intended
to satisfty or settle a claim made by or on behalf of the
individual or the individual®s spouse. This includes trust
accounts or similar devices established for a minor child
pursuant to 12 0.S. 83. In addition, a trust established
jointly by at Uleast one of the individuals who can
establish an MQT and another party or parties (who do not
qualify as one of these individuals) is an MQT as long as
it meets the other MQT criteria. The amount from an
irrevocable MQT deemed available to the individual 1s the
maximum amount of payments that may be permitted under the
terms of the trust to be distributed to the individual
assuming the full exercise of discretion by the
trustee(s). The provisions regarding MQT apply even though



an MQT #s irrevocable or i1s established for purposes other

than enabling an individual to qualify for SoonerCare,

and, whether or not discretion is actually exercised.
(i) Similar legal device. MQT rules listed in this
subsection also apply to "“similar legal devices"” or
arrangements having all the characteristics of an MQT
except that there 1i1s no actual trust document. An
example is the member petitioning the court to
irrevocably assign all or part of his/her 1income to
another party (usually the spouse). The determination
whether a given document or arrangement constitutes a
"similar legal device" should be made by the OKDHS
Office of General Counsel, Legal Unit.
(i1) MQT resource treatment. For revocable MQTs, the
entire principal 1i1s an available resource to the
member. Resources comprising the principal are subject
to the individual resource exclusions (e.g., the home
property exclusion) since the member can access those
resource items without the intervention of the trustee.
For irrevocable MQTs, the countable amount of the
principal 1i1s the maximum amount the trustee can
disburse to (or for the benefit of) the member, using
his/her TfTull discretionary powers under the terms of
the trust. If the trustee has unrestricted access to
the principal and has discretionary power to disburse
the entire principal to the member (or to use it for
the member®s benefit), the entire principal 1iIs an
available resource to the member. Resources transferred
to such a trust lose individual resource consideration
(e.g., home property transferred to such a trust is no
longer home property and the home property exclusions
do not apply). The value of the property is included iIn
the value of the principal. If the MQT permits a
specified amount of trust 1i1ncome to be distributed
periodically to the member (or to be used for his/her
benefit), but those distributions are not made, the
member®s countable resources 1iIncrease cumulatively by
the undistributed amount.

(inn) Income  treatment. Amounts of MQT income
distributed to the member are countable 1income when
distributed. Amounts of income distributed to third

parties for the member®s benefit are countable income
when distributed.

(iv) Transfer of resources. If the MQT i1s irrevocable,
a transfer of resources has occurred to the extent that
the trustee®s access to the principal (for purposes of
distributing i1t to the member or using it for the



member®s benefit) is restricted (e.g., 1If the trust
stipulates that the trustee cannot access the principal
but must distribute the 1ncome produced by that
principal to the member, the principal 1s not an
available resource and has, therefore, been
transferred).
(C) Special needs trusts. Some trusts may provide that
trust benefits are intended only for a beneficiary"s
"special needs'” and require the trustee to take 1iInto
consideration the availability of public benefits and
resources, iIncluding SoonerCare benefits. Some trusts may
provide that the trust i1s not to be used to supplant or
replace public benefits, iIncluding SoonerCare benefits.
IT a trust contains such terms and is not an MQT, the
trust 1s not an available resource.
(5) Trust accounts established after August 10, 1993. The
rules found in (A) - (C) of this paragraph apply to trust
accounts established after August 10, 1993.
(A) For purposes of this subparagraph, the term "trust”
includes any legal document or device that is similar to a
trust. An individual i1s considered to have established a
trust iIf assets of the individual were used to form all or
part of the principal of the trust and i1f the trust was
established other than by will and by any of the following
individuals:
(1) the individual;
(i1) the individual™s spouse;
(it1) a person, including a court or administrative
body, with legal authority to act iIn place of or on
behalf of the individual or the individual®s spouse; or
(iv) a person, including a court or administrative
body, acting at the direction or upon the request of
the individual or the individual®s spouse.
(B) Where trust principal includes assets of an individual
described i1n this subparagraph and assets of any other
person(s), the provisions of this subparagraph apply to
the portion of the trust attributable to the assets of the
individual. This subparagraph applies without regard to
the purposes for which the trust is established, whether
the trustees have or exercise any discretion under the
trust, and restrictions on when or whether distributions
may be made from the trust, or any restrictions on the use
of the distribution from the trust.
(C) There are two types of trusts, revocable trusts and
irrevocable trusts.
(i) In the case of a revocable trust, the principal is
considered an available resource to the individual.



317:35-5-41-8Ca)2)—Payments from the trust to or for

the benefit of the individual are considered income of
the individual. Other payments from the trust are
considered assets disposed of by the individual for
purposes of the transfer of assets rule and are subject
to the 60 months look back period.
(i1) In the case of an irrevocable trust, if there are
any circumstances under which payments from the trust
could be made to or for the benefit of the individual,
the portion of the principal of the trust, or the
income on the principal, from which payment to the
individual could be made 1s considered available
resources. Payments from the principal or income of the
trust is considered income of the individual. Payments
for any other purpose are considered a transfer of
assets by the individual and are subject to the 60
months look back period. Any portion of the trust from
which, or any 1income on the principal from which no
payment could under any circumstances be made to the
individual iIs considered as of the date of
establishment of the trust (or if later, the date on
which payment to the individual was foreclosed) to be
assets disposed by the individual for purposes of the
asset transfer rules and are subject to the 60 months
look back period.
(6) Exempt trusts. Paragraph (5) of this subsection does not
apply to the following trusts:
(A) A trust containing the assets of a disabled individual
under the age of 65 which was established for the benefit
of such individual by the parent, grandparent, legal
guardian of the individual or a court 11f the State
receives all amounts remaining in the trust on the death
of the individual up to an amount equal to the total
medical assistance paid on behalf of the individual. This
type of trust requires:
(i) The trust may only contain the assets of the
disabled individual.
(i1) The trust must be 1irrevocable and cannot be
amended or dissolved without the written agreement of
the Oklahoma Department of Human Services or the
Oklahoma Health Care Authority.
(i11) Trust records must be open at all reasonable
times to inspection by an authorized representative of
the OHCA or OKDHS.
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(iv) The exception for the trust continues after the
disabled individual reaches age 65. However, any
addition or augmentation after age 65 involves assets
that were not the assets of an individual under age 65;
therefore, those assets are not subject to the
exemption.

(v) Establishment of this type of trust does not
constitute a transfer of assets for less than fTair
market value 1f the transfer 1s made i1nto a trust
established solely for the benefit of a disabled
individual under the age of 65.

(vi) Payments from the trust are counted according to
SSI rules. According to these rules, countable income
is anything the individual receives In cash or in kind
that can be used to meet the iIndividual®™s needs for
food, clothing and shelter. Accordingly, any payments
made directly to the individual are counted as income
to the individual because the payments could be used
for food, clothing, or shelter for the individual. This
rule applies whether or not the payments are actually
used for these purposes, as long as there is no legal
impediment which would prevent the iIndividual from
using the payments 1in this way. In addition, any
payments made by the trustee to a third party to
purchase food, clothing, or shelter for the individual
can also count as 1i1ncome to the 1individual. For
example, 1f the trustee makes a mortgage payment for
the individual, that payment is a shelter expense and
counts as i1ncome.

(vii) A corporate trustee may charge a reasonable fee
for services 1In accordance with 1its published fee
schedule.

(viii) The OKDHS Form O08MAO18E, Supplemental Needs
Trust, is an example of the trust. Workers may give the
sample form to the member or his/her representative to
use or for their attorney®"s use.

(ix) To terminate or dissolve a Supplemental Needs
Trust, the worker sends a copy of the trust instrument
and a memorandum to OKDHS Family Support Services

Division, Attention: Health Related and Medical
Services (HR&MS) explaining the reason for the
requested termination or dissolution of the

Supplemental Needs Trust, and giving the name and
address of the trustee. The name and address of the
financial iInstitution and current balance are also
required. Health Related and Medical Services notifies
OHCA/TPL to initiate the recovery process.

11



(B) A trust (known as the Medicaid Income Pension Trust)

established for the benefit of an individual if:
(i) The individual is in need of long-term care and has
countable income above the categorically needy standard
for long-term care (OKDHS Appendix C-1 Schedule VIII.B)
but less than the average cost of nursing home care per
month (OKDHS Appendix C-1 Schedule VII1I.B).
(i1) The Trust 1is composed only of pension, social
security, or other income of the individual along with
accumulated i1ncome in the trust. Resources cannot be
included in the trust.
(it1) All income 1s paid into the trust and the
applicant is not eligible until the trust Iis
established and the monthly income has been paid iInto
the trust.
(iv) The trust must retain an amount equal to the
member®s gross monthly 1income less the current
categorically needy standard of OKDHS Appendix C-1. The
Trustee distributes the remainder.
(v) The 1income disbursed from the trust i1s considered
as the monthly income to determine the cost of their
care, and can be used in the computations for spousal
diversion.
(vi) The trust must be 1irrevocable and cannot be
amended or dissolved without the written agreement of
the OHCA. Trust records must be open at all reasonable
times to inspection by an authorized representative of
the OHCA or OKDHS.
(vii) The State will receive all amounts remaining in
the trust up to an amount equal to the total SoonerCare
benefits paid on behalf of the individual subsequent to
the date of establishment of the trust.
(viil) Accumulated funds in the trust may only be used
for medically necessary items not covered by
SoonerCare, or other health programs or health
insurance and a reasonable cost of administrating the
trust. Reimbursements cannot be made for any medical
items to be furnished by the nursing facility. Use of
the accumulated funds iIn the trust for any other reason
will be considered as a transfer of assets and would be
subject to a penalty period.
(ix) The trustee may claim a fee of up to 3% of the
funds added to the trust that month as compensation.
(xX) An example trust 1is 1included on OKDHS Form
O8MAO11E. Workers may give this to the member or
his/her representative to use or for their attorney"s
use as a guide for the Medicaid Income Pension Trust.
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(x1) To terminate or dissolve a Medicaid Income Pension
Trust, the worker sends a memorandum with a copy of the
trust to OKDHS Family Support Services Division,
Attention: HR&MS, explaining the reason and effective
date for the requested termination or dissolution of
the Medicaid Income Pension Trust, and giving the name
and address of the trustee. The name and address of the
financial institution, account number, and current
balance are also required. Health Related and Medical
Services notifies OHCA/TPL to 1initiate the recovery
process.
(C) A trust containing the assets of a disabled individual
when all of the following are met:
(i) The trust is established and managed by a non-
profit association;
(i1) The trust must be made irrevocable;
(iti) The trust must be approved by the Oklahoma
Department of Human Services and may not be amended
without the permission of the Oklahoma Department of
Human Services;
(iv) The disabled person has no ability to control the
spending in the trust;
(v) A separate account 1is maintained for each
beneficiary of the trust but for the purposes of
investment and management of funds, the trust pools
these accounts;
(vi) The separate account on behalf of the disabled
person may not be liquidated without payment to OHCA
for the medical expenses incurred by the members;
(vii) Accounts iIn the trust are established by the
parent, grandparent, legal guardian of the individual,
the individual, or by a court;
(viii) To the extent that amounts remaining in the
beneficiary®s account on the death of the beneficiary
are not retained by the trust, the trust pays to the
State from such remaining amounts an amount equal to
the total medical assistance paid on behalf of the
individual. A maximum of 30% of the amount remaining in
the beneficiary"s account at the time of the
beneficiary®"s death may be retained by the trust.
(7) Funds held iIn trust by Bureau of Indian Affairs (BIA).
Interests of individual Indians iIn trust or restricted lands
are not considered in determining eligibility for assistance
under the Social Security Act or any other federal or
federally assisted program.
(8) Disbursement of trust. At any point that disbursement
occurs, the amount disbursed is counted as a non-recurring

13



lump sum payment in the month received. Some trusts generate
income on a regular basis and the 1income 1is sent to the
beneficiary. In those instances, the 1iIncome 1is treated as

unearned income i1In the month received.
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TITLE 317: OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 2. GRIEVANCE PROCEDURES AND PROCESS

317:2-1-2. Appeals

(a) Member Process Overview
(1) The appeals process allows a member to appeal a decision
which adversely affects their rights. Examples are decisions
involving medical services, prior authorizations for medical
services, or discrimination complaints.
(2) In order to file an appeal, the member files a LD-1 form
within 20 days of the triggering event. The triggering event
occurs at the time when the Appellant ((Appellant 1is the
person who files a grievance) knew or should have known of
such condition or circumstance for appeal.
(3) If the LD-1 form is not received within 20 days of the
triggering event, OHCA sends the Appellant a letter stating
the appeal will not be heard because it is untimely. In the
case of tax warrant intercept appeals, i1f the LD-1 form 1is
not received by OHCA within 30—days—ef writtennotice—sent by
OHCAacecording—the timeframe pursuant to Title 68 Okla-
Stat-0.S. § 205.2, OHCA sends the Appellant a letter stating
the appeal will not be heard because it is untimely.
(4) If the LD-1 form is not completely filled out andor if
necessary documentation is not included, then the appeal will
not be heard.
(5) The staff advises the Appellant that i1f there i1s a need
for assistance in reading or completing the grievance form
that arrangements will be made.
(6) Upon receipt of the member"s appeal, a fTair hearing
before the Administrative Law Judge (ALJ) will be scheduled.
The member will be notified In writing of the date and time
for this procedure. The member must appear at this hearing
and it is conducted according to 317:2-1-5. The ALJ"s
decision may be appealed to the Chief Executive Officer of
the OHCA, which 1s a record review at which the parties do
not appear (317:2-1-13).
(7) Member appeals are ordinarily decided within 90 days from
the date OHCA receives the member"s timely request for a fair
hearing unless the member wailves this requirement. [Title 42
G-F-R—SectionCFR 431.244(F)]
(8) Tax warrant intercept appeals will be heard directly by
the ALJ. A decision is normally rendered by the ALJ within 20
days of the hearing before the ALJ.

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

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

Administrative Law Judge under 317:2-1-2(c)(2).
(A) The Appellant (Appellant is the provider who files a
grievancean appeal) files an LD form requesting a
grtevancean appeal hearing within 20 days of the
triggering event. The triggering event occurs at the time
when the Appellant knew or should have known of such
condition or circumstance for appeal. (LD-2 forms are for
provider gritevancesappeals and LD-3 forms are for nursing
home wage enhancement grievances.)
(B) If the LD form is not received within 20 days of the
triggering event, OHCA sends the Appellant a letter
stating the appeal will not be heard because it 1is
untimely.

. . .

(S)llpe SE&[I &dulS?S Eher,ﬁpellant f“aF III E“e'? rs—a
Form—thatarrangements—wiHH-be made-
M)(C) A decision will be rendered by the ALJ ordinarily
within 45 days of the close of all evidence iIn the case.
€E)(D) Unless an exception is provided in 317:2-1-13, the
Administrative Law Judge®s decision 1is appealable to
OHCA®"s CEO under 317:2-1-13.

(c) ALJ jurisdiction. The administrative—law jJudgeAdministrative

Law Judge has jurisdiction of the following matters:

(1) Member Appeals:
(A) Discrimination complaints regarding the SoonerCare

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

SoonerCare Program;

(C) Fee for Service appeals regarding the furnishing of
services, including prior authorizations;

(D) Appeals which relate to the tax warrant iIntercept
system through the Oklahoma Health Care Authority. Tax
warrant intercept appeals will be heard directly by the
ALJ. A decision will be rendered by the Administrative Law
Judge within 20 days of the hearing before the ALJ;

E)—Complaints—regarding—the—possible—violation—of —the
e bl I bili i

1996 (HIPAA);
- (E) Proposed administrative sanction appeals pursuant
to 317:35-13-7. Proposed administrative sanction appeals

will be heard directly by the ALJ. A decision by the ALJ
will ordinarily be rendered within 20 days of the hearing
before the ALJ. This is the final and only appeals process
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for proposed administrative sanctions;
€)(F) Appeals which relate to eligibility determinations
made by OHCA;
D(G) Appeals of insureds participating 1in Insure
Oklahoma which are authorized by 317:45-9-8(a); and

(2) Provider Appeals:
(A) Whether Pre-admission Screening and Resident Review
(PASRR) was completed as required by law;
(B) Denial of request to disenroll member from provider-®s
SoonerCare Choice panel;
(C) Appeals by Long Term Care facilities for nonpayment of
wage enhancements, determinations of overpayment or
underpayment of wage enhancements, and administrative
penalty determinations as a result of findings made under
317:30-5-131.2(b)(5), (e)(8), and (e)(12);

) (D) Appeals—to—the deciston—made—by —the Contracts

contract;Appeals of Professional Service Contract awards
and other matters related to the Central Purchasing Act
pursuant to Title 74 O. S. § 85.1;

€ (E) Drug rebate appeals;

or non-renewed;

D (F) Proposed administrative sanction appeals pursuant
to 317:30-3-19. Proposed administrative sanction appeals
will be heard directly by the ALJ. A decision will
normally be rendered by the ALJ within 20 days of the
hearing before the ALJ. This i1s the final and only appeals
process for proposed administrative sanctions;

(1) Contract award appeals;

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

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

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

317:2-1-13. Appeal to the Chief Executive Officer
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(a) The Oklahoma Health Care Authority offers approximately 40
different types of administrative appeals. Some of the appeals
are appealable to the Chief Executive Officers and some are not.
The following appeals may be heard by the Chief Executive
Officer following the decision of an Administrative Law Judge:
(1) Appeals under 317:2-1-2(c)(1)(A) to (C)A)EHDH(G), with
the exception of Subseetion—(F)subsection (c)(1)(E);
(2) Appeals under 317:2-1-2(c)(2)(A) to ()¢ (), with
the exceptions of Subseetions—(Hsubsections (¢)(2)(F) and
€H(6); and
(3) Appeals under 317:2-1-8 and 317:2-1-10.
(b) Appeals to the Chief Executive Officer must be filed with
the OHCA within ®wenrty—(20)20 days of the date of the Order, or
decision by OHCA.
(c) No new evidence may be presented to the Chief Executive
Officer.
(d) Appeals to the Chief Executive Officer under (a) of this
Section may be filed by the provider, member, or agency. The
Chief Executive Officer will ordinarily render decisions within
sixty—(60)60 days of the receipt of the appeal.




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

317:2-1-7. Program Integrity Audit Appeals

All appeals related to audits originating from Program Integrity
resulting In overpayments are heard by an Administrative Law Judge
(ALJ) perpursuant to 56 okla—Stat-0.S. § 1011.9.

(1)-lf%%pF9V+de¥;d+SagFeeS4N}th4%£EEH€H%#¥9¥%H4£%%¥¥&HG+{—4Nh+eh

by—sabm+tt+ng—an—£9—2—feFm—te—QHGA—s—deeket—e#e#k—If the OHCA

determines a provider received an overpayment based upon audit
findings issued pursuant to OAC 317:30-3-2.1, the provider may
appeal the audit findings. |If a provider elects to appeal the
audit findings, the provider must file its appeal with the OHCA"s
Legal Docket Clerk, using Form LD-2. The LD-2 must be received
by the OHCA Legal Docket Clerk within 20 days of the date of the
initial audit findings or within 20 days of the date of the audit
findings following reconsideration. The computation of time
shall be calculated in accordance with 12 O. S 8§ 2006.

provider must attach a statement to the LD-2 that specifies what

findings and/or claims are being appealed, as well as all factual
and legal bases for the appeal. The provider shall attach the
following to the LD-2 form:
(A) Citations for any statute or rule that the provider
contends has been violated;
(B) The provider®s name, address, e-mail address, and
telephone number;
(C) The name, address, e-mail address, and phenetelephone
number of the provider®s authorized representative, if any;
and
(D) The LD-2 must be signed by the provider or provider-"s
authorized representative.
(i) For purposes of this section, "provider™ means the
person or entity against whichwhom the overpayment is
sought.

(i1) H—someone—other—than—an—inrdividual—provider—or
ider.he/s! be Li I - 1 : thi
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the-StateofF Oklahoema—Consistent with Oklahoma rules of
practice, an individual provider may appear on his/her own
behalf or may be represented by an attorney licensed to
practice law within the State of Oklahoma. In the case of
an entity, the provider entity must be represented by an
attorney licensed to practice within the State of Oklahoma.
Attorneys not licensed to practice in Oklahoma must comply
with 5 okla—S#at-0.S. Art 11, Sec. 5, and rules of the

Oklahoma Bar Assocuatlon

@klahema—SHpFeme—GeHFt—A prOV|der or the prOV|der S authorlzed

representative shall immediately report any change in contact
information during the course of the appeal to the OHCA Legal
Docket Clerk.

prejudice-The OHCA, on its own initiative or upon written request
of a party, may consolidate or join appeals if to do so will
expedite the processing of the appeals and not adversely affect
the iInterest of the partles

The prOV|der has the burden of:proof'to prove that'the overpayment

determination and the errors identified in the audit findings are
inaccurate. The provider must prove the relief sought by a
preponderance of the evidence standard, as defined by the Oklahoma
Supreme Court. In adjudicating an appeal under the preponderance
of the evidence standard, the ALJ will examine each piece of
evidence for relevance, probative value, and credibility, to
determine whether the fact to be proven is proved by the greater
weight of the evidence.

Hhterest-of the parties-Within approximately 45 days of receiving

the LD-2, the Legal Docket Clerk will schedule a prehearing
conference before an ALJ. This period of time is intended to
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provide the parties an opportunity to settle the dispute prior
to the prehearing. Settlement of audit appeals is encouraged and
can begin at any time of the audit appeal process between the
provider and OHCA"s Legal Division. |If a settlement i1s reached,
the terms shall be set out in writing and signed by both parties
and/or their authorized representatives. Unlless otherwise
warranted, an Agreed Order setting out the terms of the settlement
shall be presented to the ALJ for approval. In limited
situations, a settlement may be agreed to be a confidential
settlement by the parties and will not be submitted as an Agreed
Order to the ALJ. In the case of confidential settlements, the
Appellant shall file a motion to dismiss the appeal with prejudice
which informs the ALJ that the matter has been settled and that
the audit appeal 1s moot.
(7) Audit appeals which are not settled will commence with a
prehearing conference before the assigned administrative—law
JudgeALd as follows:
(A) At—theconference—the parties—shall-clarifyrandisolate
thetegal-andfactualissues—involvedin-theaudit-appeal-The
prehearing conference shall be informal, structured by the
ALJ, and not open to the public. The ALJ shall record the
prehearing conference by digital recording.
(1) Each party shall be notified of the date of the
prehearing conference at least 30 calendar days prior to
the scheduled prehearing conference.
(i1) Each party shall appear in person or through their
authorized representative.
(i1i) Witnesses, not including a named party, shall not
appear at the prehearing conference. Nor shall any witness
testimony be presented at the prehearing conference.
(B) Eachparty-shall-bepresent;ontime-andprepared—Fatlure
I Lt Gomi I of ¢ 1 I
sanctionsunless-good-cause-ks-shown-A request for continuance

of a prehearing conference can be made up to three (3) business
days prior to the scheduled prehearing conference date. A
lesser period of time may be permitted for good cause shown.
The ALJ shall rule on the request and iIn no case shall a
combination of continuance exceed a total of 30 calendar days
except for good cause shown.

(C) within f1fteen20 days prior to the prehearing conference,
the Appellant provider shall file a prehearing conference
statement with the decket-eclerklLegal Docket Clerk and provide
a copy to the other party; and within 10 days prior to the
prehearing conference, the OHCA shall file a prehearing
conference statement with the docket clerk and provide a copy
to the other party. Each party®s prehearing conference
statement shall include:




(1) A Dbrief statement of his—eF—herits case, +*o
#ncludeincluding a list of stipulations and legal and
factual issues to be heard;

(i1) A list of any witnesses who have direct knowledge of
the facts surrounding the issues of the appeal and who are
expected to be called at the hearing. The list shall
include a brief statement of the testimony each witness will
offer;

(i) A List of any documents and exhibits and the original,

er-acopys—ofFeach-documentor-exhibitall exhibits, together
with a copy thereof, which each party intends to be-offered

offer Into evidence erF—presented-at the hearing; and

(iv) Any reguirements—or-requests for discovery.

(D) At the prehearing conference, the parties shall clarify
and isolate the legal and factual issues involved in the audit
appeal.

Each party shall be present on tlme and prepared. Failure
to do so may result in dismissal of the appeal or other
sanctions unless good cause 1s shown. A prehearing conference
shall not be continued if a party fails to be prepared to
identify 1issues, propose witnesses, or provide exhibits,
unless the ALJ finds good cause is shown.

(F) Following the prehearing conference, the administrative
JudgeALJ shall issue ana Scheduling Order setting eut—the

for parties to complete discovery, submit briefs as directed
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by the ALJ, submit prehearing motions, and other deadlines as
may be needed. The ALJ should attempt to issue the Scheduling
Order within two (2) weeks of the prehearing conference. Upon
completion of discovery and the submission of any motions or
briefs, the ALJ shall issue a Prehearing Order that shall
identify all i1ssues to be presented at the hearing; a final
list of witnesses to be called by each party; a final list of
exhibits to be used by each party; and the hearing date and
anticipated duration of the hearing. The Prehearing Order
should be filed by the ALJ no later than 10 days prior to the
hearing.
(8) AdministrativeLawJudgeThe ALJ shall:

(A) Limit all decisions, rulings, and orders to matters
directly related to the contested overpayment determination
resulting from the audit findings issued pursuant to OAC
317:30-3-2.1 and procedural matters set forth within OAC
317:2-1-7;

A)(B) Hear and rule on pending requests or motions as
expeditiously as possible. This includes setting filing and
responsive deadlines in accordance with Title 12 of the
Oklahoma Statutes and the Rules for District Courts of
Oklahoma. To preserve judicial efficiency, a reply to a
response to a motion shall not be filed by a party without leave
of Court to do so and such permission shall not be routinely
granted;

B)(C) Rule on whether witnesses have knowledge of the facts
at issue;

oF Procedure;

(D) Rule on whether discovery requests and other motions and
requests are relevant;

(E) Rule on whether to grant a party"s request to depose a

witness. To preserve judicial efficiency, depositions shall
not be routinely permitted and shall only be permitted by order
of the ALJ;
(F) Strike or deny witnesses, documents, exhibits, discovery
requests, and other requests or motions which are cumulative,
not relevant, not material, used as a means of harassment,
unduly burdensome, or not timely filed; and
(G) ldentify and rule on errors being appealed and issues to
be heard at the administrative hearing.
(9) Fhe-hearingshall-be-digitallyrecordedand-closed—to—the
publie-As the purpose of the administrative process is to expedite
a limited appellate review of the audit findings, the ALJ shall
ensure a timely resolution of the appeal. The ALJ shall schedule
a hearing within 90 days of the prehearing conference. A party
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may request a continuance of the hearing by motion, which shall
only be permitted if the ALJ finds good cause exists and neither
party shall be prejudiced by the continuation.

(10) At the hearing:

(A) Each party shall appear iIn person or through their

authorized representative.

(B) All witnesses must appear In person to provide testimony.

(C) All relevant exhibits provided with each party"s

prehearing conference statement or final exhibit list, that

have not been objected to or stricken by the ALJ, shall be
deemed admissible at the hearing.

(D) Each party is responsible to provide a sufficient number

of copies of its own exhibits at the hearing.

(E) The hearing will be limited to one (1) day. Each side will

be allowed four (4) hours to present i1ts case-in-chief, which

is inclusive of any time needed for cross-examination of
witnesses by the opposing party. For good cause shown, the

ALJ may iIncrease or decrease the time limit for each party to

present its case-in-chief, taking into account the time limits

of the entire appeal process.
10)(11) The administrative—lawjudgeALJ should attempt to make
the final hearing decision within 38090 days from the date of the
prehearing—econferencehearing. Fhe—Final—order—shallbe—the

A e appeal ol -

e“E"ﬁ |eee|d, eﬂ Ehel apﬁeal IH'STa“E to ’fdm;U'ﬁF'aE'"i
fact or conclusions of law. The final order is the Tinal decision
and—is—not-appealable—tothe CEO-Any appeal of the final order
pursuant to 12 0.S. 8 951 must be filed with the District Court
of Oklahoma County within 30 days.

(A) The following 1tems shall constitute the record on appeal :
(1) all motions and orders fTiled with the Legal Docket
Clerk;

(i1) all exhibits admitted during the hearing; and
(i11) the transcripts of proceedings, if any.
(B) It shall be the duty of the Appellant in any District Court
appeal to order a written transcript of proceedings to be used
on appeal. The transcript must be ordered within 30 days of
the filing of an appeal in the District Court and any costs
associated with the preparation of the transcript shall be
borne by the Appellant.
(12) All orders and settlements are non-precedential decisions.
(13) The prehearing conference, the hearing, and any
supplementary hearings or conferences shall be digitally recorded
and closed to the public.
(14) The record of the appeal, confidential settlements, and any
audio recordings shall remain confidential.




317:2-1-8. Nursing home provider contract appeals [REVOKED]
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 45. INSURE OKLAHOMA

SUBCHAPTER 1. GENERAL PROVISIONS

317:45-1-3. Definitions

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

"Carrier' means:

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

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

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

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

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

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

"Covered Dependent” means the spouse of the approved
applicant and/or child under 19 years of age or his or her child
19 years through 22 years of age who i1s attending an Oklahoma
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qualified institution of higher education and relying upon the
insured employee or member for financial support.

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

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

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

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

“EOB“ means—an—Explanation—of Benefits-

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

"Full-time Employment” means a normal work week of 24 or more
hours.

"Full-time Employer”™ means the employer who employs an
employee for 24 hours or more per week to perform work 1In
exchange for wages or salary.

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

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

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

“Insure Oklahoma IP" means the Individual Plan program.

“asure—Oklahoma—ESH—means—the Employer—Sponsored—lnsurance
proegram—

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

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

"OESC"™ means the Oklahoma Employment Security Commission.

"OHCA"™ means the Oklahoma Health Care Authority.

"OKDHS'™ means the Oklahoma Department of Human Services.



“PEO“—or "Professional Employer Organization (PEO)"™ means any
person engaged in the business of providing professional

employer services. A person engaged iIn the business of
providing professional employer services shall be subject to
registration under the Oklahoma Professional Employer

Organization Recognition and Registration Act as provided 1iIn
Title 40, Chapter 16 of Oklahoma Statutes, Section 600.1 et.seq.

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

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

"Qualified Benefit Plan QHP)(OBP)" means a healthbenefit
plan that has been approved by the OHCA for participation in the
Insure Oklahoma program.

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

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

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

317:45-1-4. Reimbursement for out-of-pocket medical expenses

(a) Out-of-pocket medical expenses for all approved and eligible
members (and/or their approved and eligible dependents) will be
limited to 5 percent of their annual gross household income.
The OHCA will provide reimbursement for out-of-pocket mediecal
expenses 1In excess of the 5 percent annual gross household
income. A mediecal expense must be for an allowed and covered
service by a qualified healthbenefit plan@HP(QBP) to be
eligible for reimbursement. For the purpose of this Section, an
allowed and covered service is defined as an iIn-network service
covered in accordance with a qualified healthbenefit plan®s
benefit summary and policies. For 1instance, if a QHRQBP has
multiple in-network reimbursement percentage methodologies (80%
for level 1 provider and 70% for level 2 provider) the OHCA will
only reimburse expenses related to the highest percentage
network.

(b) For all eligible medical expenses as defined above in OAC
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317:45-1-4(a), the member must submit the OHCA required form and
all OHCA required documentation to support that the member
incurred and paid the out-of-pocket medical expense. The

required documentation must substantiate that the member
actually incurred and paid the eligible out-of-pocket expense.
The OHCA may request additional documentation at any time to
support a member®"s request for reimbursement of eligible out-of-
pocket mediecal expenses.

SUBCHAPTER 3. INSURE OKLAHOMA CARRIERS

317:45-3-1. Carrier eligibility

Carriers must be able to submit all required and requested
information and documentation to OHCA for each healthbenefit
plan to be considered for qualification. Carriers must be able
to supply specific claim payment scenarios as requested by OHCA.
Carriers must also provide the name, address, telephone number,
and, 1f available, email address of a contact individual who 1s
able to verify employer enrollment status iIn a qualified
healthbenefit plan.

317:45-3-2. AuditsReviews

Carriers are subject to aucHtsreviews related to
healthbenefit plan qualifications. These auditsreviews may be
conducted periodically to determine if each qualified
healthbenefit plan continues to meet all requirements as defined
in 317:45-5-1.

SUBCHAPTER 5. INSURE OKLAHOMA QUALIFIED HEALFHBENEFIT PLANS

317:45-5-1. Qualified HealthBenefit Plan requirements
(a) Participating qualified healthbenefit plans must offer, at a
minimum, benefits that include:

(1) hospital services;

(2) physician services;

(3) clinical laboratory and radiology;

(4) pharmacy;

(5) office visits;

(6) well baby/well child exams;

(7) age appropriate immunizations as required by law; and

(8) emergency services as required by law.
(b) The healthbenefit plan, if required, must be approved by the
Oklahoma Insurance Department for participation in the Oklahoma
market or a self-funded plan. All healthbenefit plans must share
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in the cost of covered services and pharmacy products 1In
addition to any negotiated discounts with network providers,
pharmacies, or pharmaceutical manufacturers. It the
healthbenefit plan requires co-payments or deductibles, the co-
payments or deductibles cannot exceed the limits described in
this subsection.

(1) An annual i1n-network out-of-pocket maximum cannot exceed

$3,000 per individual, excluding separate pharmacy
deductibles.

(2) Office visits cannot require a co-payment exceeding $50
per visit.

(3) Annual in-network pharmacy deductibles cannot exceed $500

per individual.
(c) Qualified healthbenefit plans will provide an EOB, an
expense summary, or required documentation for paid and/or
denied claims subject to member co-insurance or member
deductible calculations. The required documentation must
contain, at a minimum, the:

(1) provider®s name;

(2) patient®s name;

(3) date(s) of service;

(4) code(s) and/or description(s) indicating the service(s)

rendered, the amount(s) paid or the denied status of the

claim(s);

(5) reason code(s) and description(s) for any denied

service(s);

(6) amount due and/or paid from the patient or responsible

party; and

(7) provider network status (in-network or out-of-network

provider).

317:45-5-2. Closure criteria for healthbenefit plans
Eligibility for the carrier”s healthbenefit plans ends when:
(1) changes are made to the design er—benefits of the
healthbenefit plan such that 1t no Qlonger meets the
requirements to be considered a qualified healthbenefit plan.
Carriers are required to report to OHCA any changes in health
plans potentially affecting their qualification for
participation in the program not less than 90 days prior to
the effective date of such change(s).
(2) the carrier no longer meets the definition set forth in
317:45-1-3.
(3) the healthbenefit plan 1s no longer an available product
in the Oklahoma market.
(4) the healthbenefit plan fails to meet or comply with all
requirements for a qualified healthbenefit plan as defined iIn

5



317 : 45-5-1.
SUBCHAPTER 7. INSURE OKLAHOMA ESI EMPLOYER ELIGIBILITY

317:45-7-1. Employer application and eligibility requirements

for Insure Oklahoma ESI

(a) In order for an employer to be eligible to participate in

the Insure Oklahoma program the employer must:
(1) have no more than a total of 250 employees on its payroll
if the employer i1s a for-profit business entity. Not-for-
profit businesses may participate if the employer has no more
than a total of 500 employees on its payroll. The iIncrease in
the number of employees from 50250 to 250500 will be phased
in over a—period—of time as determined by the Oklahoma Health
Care Authority. The number of employees is determined based
on the third month employee count of the most recently filed
OES-3 form with the Oklahoma Employment Security Commission
(OESC). Employers may provide additional documentation
confirming terminated employees that will be excluded from
the OESC employee count. If the employer is exempt from
filing an OES-3 form or is contracted with a PEO or is a
Child Care Center 1iIn accordance with OHCA rules, this
determination is based on appropriate supporting
documentations;—such—as—the W-2 Summary Wage—and—Fax—Fform to
verify employee count. Employers must be in compliance with
all OESC requirements to be eligible for the program. As
requested by the OHCA, employers that do not file with the
OESC must submit documentation that proves compliance with
state law;
(2) have a business that is physically located in Oklahoma;
(3) be currently offering, or at the contracting stage to
offer a qualified healthbenefit plan. The qualified
healthbenefit plan coverage must begin on the first day of
the month and continue through the last day of the month;
(4) offer qualified healthbenefit plan coverage to employees;
and
(5) contribute a minimum 25 percent of the eligible employee
monthly healthbenefit plan premium or an equivalent 40
percent of premiums for eevered dependent children.

(b) An employer who meets all of the requirements listed in OAC

317:45-7-1(a) must complete and submit the OHCA required forms

and application to be considered for participation in the

program.

(c) The employer must provide its Federal Employee

Identification Number (FEIN).

(d) 1t 1s the employer®s responsibility to notify the OHCA of
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any changes that might impact eligibility 1iIn the program.
Employers must notify the OHCA of any participating employee
terminations, resignations, or new hires within five working

days of the occurrence.

317:45-7-3. Employer cost sharing

Employers are responsible for a portion of the eligible
employee®s monthly healthbenefit plan premium as defined 1in
317:45-7-1.

317:45-7-5. Reimbursement
In order to receive a premium subsidy, the employer must
submit all pages of the current healthbenefit plan invoice.

317:45-7-7. AuditsReviews

Employers are subject to auditsreviews related to program
eligibility requirements found at OAC 317:45-7-1 and subsidy
payments. Eligibility may be revoked at any time it
inconsistencies are found. Any monies paid in error are subject
to recoupment.

317:45-7-8. Closure
Eligibility provided under the Insure Oklahoma ESI program
may end during the eligibility period when:
(1) the employer no longer meets the eligibility requirements
in 317:45-7-1;
(2) the employer fails to pay premiums to the carrier;
(3) the employer fails to provide an invoice verifying the
monthly healthbenefit plan premium has been paid; or
(4) an—audita review iIndicates a discrepancy that makes the
employer ineligible.

SUBCHAPTER 9. INSURE OKLAHOMA ESI EMPLOYEE ELIGIBILITY

317:45-9-1. Employee eligibility requirements

(a) Employees must complete and submit the OHCA required forms
and application to be considered Tfor participation in the
program.

(b) The eligibility determination will be processed within 30
days from the date the application is received. The employee
will be notified in writing of the eligibility decision.

(c) All eligible employees described iIn this section must be
enrolled in their employer®s qualified healthbenefit plan.
Eligible employees must:




(1) have countable 1i1ncome at or below the appropriate

standard according to the family size on the Insure Oklahoma

ESI Income Guidelines form;
(A) Effective January 1, 2016, financial eligibility for
Insure Oklahoma ESI health benefits is determined using
the MAGI methodology. Unless questionable, the income of
applicants does not require verification. See OAC 317:35-
6-39 through OAC 317:35-6-54 for the applicable MAGI rules
for determining household composition and countable
income.
(B) Income 1is evaluated on a monthly basis for all
individuals iIncluded in the case for Insure Oklahoma ESI
Health Benefits.

(2) be a US citizen or alien as described in 317:35-5-25;

(3) be Oklahoma residents;

(4) fTurnish, or show documentation of an application for, a

Social Security number at the time of application for Insure

Oklahoma ESI health benefits;

(5) not be receiving benefits from SoonerCare or Medicare;

(6) be employed with a qualified employer at a business

location In Oklahoma;

(7) be age 19 through age 64

(8) be eligible for enrollment in the employer®s qualified

healthbenefit plan;

(9) not have full-time employment with any employer who

does not meet the eligible employer guidelines listed in

317:45-7-1(a) (D-(2);

(10) select one of the qualified healthbenefit plans the

employer i1s offering; and

(11) provide in a timely manner any and all documentation

that 1is requested by the Insure Oklahoma program by the

specified due date.

(d) An employee®s covered dependents are eligible when:

(1) the employer®"s healthbenefit plan i1ncludes coverage for
dependents;
(2) the employee is eligible;
(3) 1Tt employed, the spouse may not have full-time employment
with any employer who does not meet the eligible employer
guidelines listed in 317:45-7-1 (a) (1)-(2); and
(4) the eovered dependents are enrolled 1iIn the same
healthbenefit plan as the employee.

IT an employee or their cevered dependents are eligible for

multiple qualified healthbenefit plans, each may receive a
subsidy under only one healthbenefit plan.

(f) College students may enroll iIn the Insure Oklahoma ESI
program as ecovered dependents. Effective January 1, 2016,

8



financial eligibility for Insure Oklahoma ESI health benefits
for college students is determined using the MAGI methodology.
See OAC 317:35-6-39 through OAC 317:35-6-54 for the applicable
MAGI rules for determining household composition and countable
income.
(g) CeveredDependent children must have countable income at the
appropriate standard according to the family size on the Insure
Oklahoma ES1 Income Limits Guidelines form. Effective January 1,
2016, fTinancial eligibility for |Insure Oklahoma ESI health
benefits is determined using the MAGI methodology. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable MAGI
rules for determining household composition and countable
income.

(1) Children found to be eligible for SoonerCare may not

receive coverage through Insure Oklahoma.

(2) Children are not eligible for Insure Oklahoma if they are

a member of a Tfamily eligible for employer-sponsored

dependent health i1nsurance coverage under any Oklahoma State

Employee Health Insurance Plan.
(h) ES1 approved individuals must notify the OHCA of any
changes, including household status and 1income, that might
impact individual and/or dependent eligibility in the program
within 10 days of the change.
(i) When the agency responsible for determining eligibility for
the member becomes aware of a change 1In the member-s
circumstances, the agency will promptly redetermine eligibility
for all household members whose eligibility is affected by the
change.

317:45-9-4. Employee cost sharing

Employees are responsible for up to 15 percent of their
healthbenefit plan premium. The employees are also responsible
for up to 15 percent of their dependent®s healthbenefit plan
premium if the dependent 1i1s included 1i1n the program. The
combined portion of the employee®s cost sharing for
healthbenefit plan premiums cannot exceed three percent of
his/her annual gross household income computed monthly. Native
American children providing documentation of ethnicity are
exempt from cost-sharing requirements, including premium
payments and out-of-pocket expenses.

317:45-9-6. AudstsReviews

Individuals participating in the Insure Oklahoma program are
subject to audktsreviews related to their eligibility, subsidy
payments, and out-of-pocket reimbursements. Eligibility may be
reversed at any time 1f inconsistencies are found. Any monies



paid In error will be subject to recoupment.

317:45-9-7. Closure

(a) Employer and employee eligibility are tied together. If the

employer is no longer eligible, then the associated employees

enrolled under that employer are also i1neligible. Employees are
mailed a notice 10 days prior to closure of eligibility.

(b) The employee®s certification period may be terminated when:
(@D termination of employment, either voluntary or
involuntary, occurs;

(2) the employee moves out-of-state;

(3) the covered employee dies;

(4) the employer ends 1its contract with the qualified
healthbenefit plan;

(5) the employer®s eligibility ends;

(6) an—audita review iIndicates a discrepancy that makes the
employee or employer ineligible;

(7) the employer i1s terminated from the program;

(8) the employer fails to pay the premium;

(9) the qualified healthbenefit plan or carrier no longer
meets the requirements set forth in this Chapter;

(10) the employee Dbecomes eligible for SoonerCare or
Medicare;

(11) the employee or employer reports any change affecting
eligibility;

(12) the employee is no longer listed as a covered person on
the employer®s healthbenefit plan invoice;

(13) the employee requests closure; or

(14) the employee no longer meets the eligibility criteria
set forth in this Chapter.

317:45-9-8. Appeals
) Employee appeal procedures based on denial of eligibility
due to income are described at OAC 317:2-1-2.

SUBCHAPTER 11. INSURE OKLAHOMA 1P
PART 3. INSURE OKLAHOMA 1P MEMBER HEALTH CARE BENEFITS

317:45-11-11. Insure Oklahoma IP non-covered services

Certain health care services are not covered in the Insure
Oklahoma IP adult benefit package listed in 317:45-11-10. These
services iInclude, but are not limited to:
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(1) services not considered medically necessary;

(2) any medical service when the member refuses to authorize
release of information needed to make a medical decision;

(3) organ and tissue transplant services;

(4) weight loss intervention and treatment including, but not
limited to, bariatric surgical procedures or any other weight
loss surgery or procedure, drugs used primarily for the
treatment of weight loss including appetite suppressants and
supplements, and/or nutritional services prescribed only for
the treatment of weight loss;

(5) procedures, services and supplies related to sex
transformation;

(6) supportive devices for the feet (orthotics) except for
the diagnosis of diabetes;

(7) cosmetic surgery, except as medically necessary and as
covered in 317:30-3-59(19);

(8) over-the-counter drugs, medicines and supplies except
contraceptive devices and products, and diabetic supplies;

(9) experimental procedures, drugs or treatments;

(10) dental services (preventive, basic, major, orthodontia,
extractions or services related to dental accident) except
for pregnant women and as covered in 317:30-5-696;

(11) vision care and services (including glasses), except
services treating diseases or Injuries to the eye;

(12) physical medicine including chiropractic and acupuncture
therapy;

(13) hearing services;

(14) non-emergency and emergency air transportation
[emergency or non-emergency (aitr or ground)l];

(15) allergy testing and treatment;

(16) hospice regardless of location;

(17) Temporomandibular Joint Dysfunction (TMD) (TMJ);

(18) genetic counseling;

(19) fertility evaluation/treatment/and services;

(20) sterilization reversal;

(21) Christian Science Nurse;

(22) Christian Science Practitioner;

(23) skilled nursing facility;

(24) long-term care;

(25) stand by services;

(26) thermograms;

(27) abortions (for exceptions, refer to 317:30-5-6);

(28) services of a Lactation Consultant;

(29) services of a Maternal and Infant Health Licensed
Clinical Social Worker;

(30) enhanced services for medically high risk pregnancies as

11



found 1n 317:30-5-22.1;

(31) ultraviolet treatment-actinotherapy;—and

(32) private duty nursing-=;

(33) Payment for removal of benign skin lesions; and
(34) Sleep studies.

PART 5. INSURE OKLAHOMA 1P MEMBER ELIGIBILITY

317:45-11-20. Insure Oklahoma IP eligibility requirements
(a) Oklahoma employed working adults not eligible to participate
in an employer®s qualified healthbenefit plan, employees of non-
participating employers, self-employed, unemployed seeking work,
workers with a disability, and qualified college students may
apply for the Individual Plan. Applicants cannot obtain IP
coverage 1f they are eligible for ESI. Applicants, unless a
qualified college student, must be engaged in employment as
defined under state law, must be considered self-employed as
defined under federal and/or state law, or must be considered
unemployed as defined under state law.
(b) The eligibility determination will be processed within 30
days from the date the complete application i1s received. The
applicant will be notified of the eligibility decision.
(c) In order to be eligible for the IP, the applicant must:
(1) choose a valid PCP according to the guidelines listed in
317:45-11-22, at the time he/she completes application;
(2) be a US citizen or alien as described in 317:35-5-25;
(3) be an Oklahoma resident;
(4) fTurnish, or show documentation of an application for, a
Social Security number at the time of application for Insure
Oklahoma 1P health benefits;
(5) be not currently enrolled inSeenerCare—or—Medicare;, or
have an open application for SoonerCare or Medicare;
(6) be age 19 through 64;
(7) make premium payments by the due date on the invoice;
(8) not have full-time employment with any employer who does
not meet the eligible employer guidelines listed in 317:45-7-
1(a) (1)-(2);
(9) be not currently covered by a private health insurance
policy or plan; and
(10) provide 1n a timely manner any and all documentation
that 1is requested by the Insure Oklahoma program by the
specified due date.
(d) If employed and working for an approved Insure Oklahoma
employer who offers a qualified healthbenefit plan, the
applicant must meet the requirements in subsection (c) of this
Section and:
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(1) have countable 1i1ncome at or below the appropriate
standard according to the family size on the Insure Oklahoma
IP Income Guidelines form.
(A) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP health benefits i1s determined using the
MAGI methodology. Unless questionable, the i1ncome of
applicants do not require verification. See OAC 317:35-6-
39 through OAC 317:35-6-54 for the applicable MAGI rules
for determining household composition and countable
income.
(B) Income 1is evaluated on a monthly basis for all
individuals iIncluded in the case for Insure Oklahoma IP
Health Benefits;

(2) be 1ineligible for participation iIn their employer®s
qualified healthbenefit plan due to number of hours worked.
(e) If employed and working for an employer who does not offer a
qualified healthbenefit plan, the applicant must meet the
requirements 1In subsection (c) of this Section and have
countable income at or below the appropriate standard according
to the family size on the Insure Oklahoma IP Income Guidelines

form.
(1) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP health benefits is determined using the
MAGI  methodology. Unless questionable, the 1income of
applicants does not require verification. See OAC 317:35-6-39
through OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income.
(2) Income is evaluated on a monthly basis for all
individuals included iIn the case for Insure Oklahoma IP
Health Benefits.
() IT self-employed, the applicant must meet the requirements
in subsection (c) of this Section and:
(1) have countable 1income at or below the appropriate
standard according to the family size on the Insure Oklahoma
IP Income Guidelines form.
(A) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP health benefits i1s determined using the
MAGI methodology. Unless questionable, the 1income of
applicants does not require verification. See OAC 317:35-
6-39 through OAC 317:35-6-54 for the applicable MAGI rules
for determining household composition and countable
income.
(B) Income 1is evaluated on a monthly basis for all
individuals included in the case for Insure Oklahoma IP
Health Benefits.
(2) must not have full-time employment with any employer who
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does not meet the eligible employer guidelines listed in
317:45-7-1(a) (1)-(2).
(g) If unemployed seeking work, the applicant must meet the
requirements in subsection(c) of this Section and the following:
(1) Applicants must have countable income at or below the
appropriate standard according to the family size on the
Insure Oklahoma IP Income Guidelines form.
(2) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP health benefits i1s determined using the
MAGI  methodology. Unless questionable, the 1i1ncome of
applicants does not require verification. See OAC 317:35-6-39
through OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income.
(3) Income is evaluated on a monthly basis for all
individuals included iIn the case for Insure Oklahoma IP
Health Benefits.
(h) If working with a disability, the applicant must meet the
requirements iIn subsection (c) of this Section and the
following:
(1) Applicants must have countable i1ncome at or below the
appropriate standard according to the family size on the
Insure Oklahoma IP Income Guidelines form.
(2) Applicants may need to verify eligibility of their
enrollment in the Ticket to Work program.
(3) Effective January 1, 2016, financial eligibility for
Insure Oklahoma IP health benefits is determined using the
MAGI  methodology. Unless questionable, the 1income of
applicants does not require verification. See OAC 317:35-6-39
through OAC 317:35-6-54 for the applicable MAGI rules for
determining household composition and countable income.
(4) Income 1is evaluated on a monthly basis for all
individuals included iIn the case for Insure Oklahoma IP
Health Benefits.
(1) IP approved individuals must notify the OHCA of any changes,
including household status and 1ncome, that might i1mpact
individual and/or dependent eligibility in the program within 10
days of the change.
(J) When the agency responsible for determining eligibility for
the member becomes aware of a change 1In the member-s
circumstances, the agency will promptly redetermine eligibility
for all household members whose eligibility is affected by the
change.

317:45-11-21. Dependent eligibility
(a) If the spouse of an Insure Oklahoma IP approved individual
is eligible for Insure Oklahoma ESI, they must apply for Insure

14



Oklahoma ESI. Spouses cannot obtain Insure Oklahoma IP coverage
iT they are eligible for Insure Oklahoma ESI.

(b) The employed or self-employed spouse of an approved
applicant must meet the guidelines listed iIn 317:45-11-20 (&)
through (g) to be eligible for Insure Oklahoma IP.

(c) The covered dependent of an applicant approved according to
the guidelines Jlisted 1i1n 317:45-11-20(h) does not become
automatically eligible for Insure Oklahoma IP.

(d) The applicant and the dependents® eligibility are tied
together. 1Tt the applicant no longer meets the requirements for
Insure Oklahoma [P, then the associated eovered dependent
enrolled under that applicant is also ineligible.

(e) College students may enroll in the Insure Oklahoma IP
program. Effective January 1, 2016, Tfinancial eligibility for
Insure Oklahoma [IP health benefits for college students
#sstudents® are determined using the MAGI methodology. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable MAGI
rules for determining household composition and countable
income.

() IP approved individuals must notify the OHCA of any changes,
including household status and 1ncome, that might i1mpact
individual and/or dependent eligibility in the program within 10
days of the change.

(g) When the agency responsible for determining eligibility for
the member becomes aware of a change in the eevered dependents
circumstances, the agency will promptly redetermine eligibility
for all household members whose eligibility is affected by the
change.

317:45-11-23. EmployeeMember eligibility period
(a) The rules iIn this subsection apply to appHecants
ehigiblemembers eligibility according to 317:45-11-20(a) through

(e).
(1) The employee’s—coveragemember™s eligibility period begins
only after approval of the application and receipt of the
premium payment.
(A) +HFthe—apphicationis recelved—and—approved—before—the
e £ h—eligibili boai I - I e ¢l




begins—ApriHl—iIstH)IT the application is approved and the

premium payment is not made by the last day of the same
month, eligibility will begin the first day of the next
month.
(B) I —premiums—are—paid—early;—ehigibility still begins
as—scheduled-IT the application 1i1s approved and the
premium payment is made between the first and 15" day of
the next month, eligibility will begin the first day of
the second consecutive month.
(C) If the application is approved and the premium payment
is not made within 45 days, eligibility will not begin.
(2) Employee eligibility 1is contingent upon the employer
meeting the program guidelines.
(3) The employee®s eligibility is determined using the
eligibility requirements listed in 317:45-9-1 or 317:45-11-20
(a) through (e).
(4) 1If the employee 1is determined eligible for Insure
Oklahoma IP, he/she i1s approved for a period not greater than
12 months.
(b) The rules i1In this subsection apply to applicants eligible
according to 317:45-11-20(a) through (c) and 317:45-11-20(F)
through (h).
(1) The applicant™s eligibility 1is determined using the
eligibility requirements listed in 317:45-11-20(a) through
(c) and 317:45-11-20(F) through (h).
(2) It the applicant 1is determined eligible for Insure
Oklahoma IP, he/she is approved for a period not greater than
12 months.
(3) The applicant®™s eligibility period begins only after
receipt of the premium payment.
A F ¢l Li _ _ sved I | bof I

317:45-11-24_. Member cost sharing
(a) Members are given monthly invoices for healththeir benefit
plan premiums. IP health plan premiums are established by the
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OHCA. The premiums are dues monthly and must be paid in fulls—ne
later than the 15th day of the month prior to the month of IP
€overage.
(1) Members are responsible for their monthly premiums, iIn an
amount not to exceed four percent of their monthly gross
household i1ncome.
(2) Working disabled individuals are responsible for their
monthly premiums in an amount not to exceed four percent of
their monthly gross household income, based on a family size
of one and capped at 100 percent of the Federal Poverty
Level.
(3) Native Americans providing documentation of ethnicity are
exempt from premium payments.
(b) IP coverage is not provided until the premium and any other
amounts due are paid in full. Other amounts due may include but
are not limited to any fees, charges, or other costs incurred as
a result of hsufFficient/Non-sufFFicient—Ffundsreturned payments.

317:45-11-26. AuditsReviews

Members participating in the Insure Oklahoma program are
subject to auditsreviews related to their eligibility, subsidy
payments, premium payments and out-of-pocket reimbursements.
Eligibility may be reversed at any time if inconsistencies are
found. Any monies paid in error will be subject to recoupment.

317:45-11-27. Closure
(a) Members are mailed a notice 10 days prior to closure of
eligibility.
(b) The employer and employees® eligibility are tied together.
IT the employer no longer meets the requirements for Insure
Oklahoma then eligibility for the associated employees enrolled
under that employer are also ineligible.
(c) The employee®s certification period may be terminated when:
(1) the member requests closure;
(2) the member moves out-of-state;
(3) the covered member dies;
(4) the employer®™s eligibility ends;
(5) an—audita review iIndicates a discrepancy that makes the
member or employer ineligible;
(6) the employer is terminated from Insure Oklahoma;
(7) the member fTails to pay theamount—due—within60—days—of
the—date—on—the b their premium;
(8) the qualified healthbenefit plan or carrier no longer
meets the requirements set forth In this chapter;
(9) the member begins receiving SoonerCare or Medicare
benefits;
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(10) the member begins receiving coverage by a private
healthbenefit #nsuranece policy or plan;
(11) the member or employer reports any change affecting
eligibility; or
(12) the member no longer meets the eligibility criteria set
forth in this Chapter.
(d) This subsection applies to applicants eligible according to
317:45-11-20(a) through (c) and 317:45-11-20(f) through (h). The
member®s certification period may be terminated when:
(1) the member requests closure;
(2) the member moves out-of-state;
(3) the covered member dies;
(4) the employer~s eligibility ends;
(5) an—audita review iIndicates a discrepancy that makes the
member or employer ineligible;
(6) the member fails to pay the—amount-due—within60-days—of
the—date—on—thebiHtheir premium;
(7) the member becomes eligible for SoonerCare or Medicare;
(8) the member begins receiving coverage by a private
healthbenefit #nsurance policy or plan;
(9) the member or employer reports any change affecting
eligibility; or
(10) the member no longer meets the eligibility criteria set
forth in this Chapter.

317:45-11-28. Appeals
) Member appeal procedures based on denial of eligibility due
to Income are described at 317:2-1-2.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY

CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS
AND CHILDREN-ELIGIBILITY

SUBCHAPTER 18. PROGRAMS OF ALL-INCLUSIVE CARE FOR THE ELDERLY

317:35-18-5. Eligibility criteria
(a) To be eligible for participation in PACE, the applicant must:
(1) be age 55 years or older
(2) Llive 1In a PACE service area;
(3) be determined by the state to meet nursing facility level of
care-; and
(4) be determined by the PACE Interdisciplinary team as able to
be safely served in the community at the time of enrollment. If
the PACE provider denies enrollment because the IDT determines
that the applicant cannot be served safely In the community, the
PACE provider must:
(A) notify the applicant in writing of the reason for the
denial;
(B) refer the applicant to alternative services as
appropriate;
(C) maintain supporting documentation for the denial and
notify CMS and OHCA of the denial and make the supporting
documentation available for review; and
(D) advise the applicant orally and in writing of the grievance
and appeals process.
(b) To be eligible for SoonerCare capitated payments, the individual
must:
(1) meet categorical relationship to disability (reference OAC
317:35-5-4).
(2)be eligible for Title XIX services if institutionalized as
determined by the Oklahoma Department of Human Services;
(3) be eligible for SoonerCare State Plan services;
(4) meet the same financial eligibility criteria as set forth for
the SoonerCare Advantage program per OAC 317:35-17-10 and
317:30-17-11;and
(5) meet appropriate medical eligibility criteria.
(c) Medical-determinationofF EHgibiHty- The nurse designee makes
the medical determination utilizing professional judgment, the
Uniform Comprehensive Assessment Tool (UCAT) I, Part 111, and other
available medical information.
(1) When PACE services are requested:
(A) The PACE nurse or OKDHS nurse 1s responsible for completing
the UCAT assessment.
(B) The PACE intake staff is responsible for aiding the PACE
enrollee iIn contacting OKDHS to 1initiate the financial




eligibility application process.

(2) The nurse completes the UCAT, Part 111 visit with the PACE
enrollee within 10 days of receipt of the referral for PACE
services.

(3) The nurse sends the UCAT, Part 111 to the designated OHCA nurse
staff member for review and level of care determination.
(4) A new medical level of care determination may be required when
a member requests any of the following changes in service
programs:
(A) From PACE to Advantage.
(B) From RaecePACE to State Plan Personal Care Services.
(C) From Nursing Facility to PACE.
(D) From Advantage to PACE if previous UCAT was completed more
than 6 months prior to member requesting PACE enrollment.
(E) From PACE site to PACE site.
(d) To obtain and maintain eligibility, the individual must agree
to accept the PACE providers and its contractors as the individual s
only service provider. The individual may be held financially
liable for services received without prior authorization except for
emergency medical care.

317:35-18-8. Enrollment
(a) The provider determines whether the applicant meets PACE
enrollment requirements.
(b) The enrollment effective date is the first day of the month after
the provider receives the signed enrollment form.
(c) Enrollment continues until the participant™s death, regardless
of changes in health status, unless either of the following actions
occur:
(1) The participant voluntarily disenrolls and/or elects to
transfer to other eligible PACE program.
(2) The participant i1s involuntarily disenrolled.




TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-14. Freedom of choice
(a) Any Qualified provider. The Oklahoma Health Care Authority
(OHCA) assures that any individual eligible for SoonerCare, may
obtain services from any institution, agency, pharmacy, person, or
organization that is contracted with OHCA and qualified to perform
the services.
(b) Member lock-in. SoonerCare members who have demonstrated
utilization above the statistical norm, during a 6-month period, may
be ""locked-in" to a prescriber and/or one pharmacy for medications
classified as controlled dangerous substances In accordance with
Federal-Regulation 42 CFR 431.54.
(1) Over-utilization patterns by SoonerCare members may be
identified either by referral or by OHCA automated computer
systems. SoonerCare records, for a 6-month period, of those
identified members are then reviewed. Medical and pharmacy claim
histories are reviewed by OHCA pharmacy consultants to determine
it high-usage—ismedicallyJustifiedthe member has unreasonably
utilized SoonerCare provider and/or prescription services.
(2) IT i1t 1s determined that SoonerCare has been over-utilized,
the member may be notified, by letter, of the need to select a
prescriber and/or pharmacy and of their opportunity for a fair
hearing in accordance with OAC 317:2-1-2. |If they-dethe member
does not select a prescriber or pharmacy, one #swill be selected
for them—lr—some—cases;—members—maybe—sanctioned—under—OAC
317:35-13-7-the member.
(3) The prescriber and/or pharmacy of choice, unless the
aforementioned providers have been identified as having problems
with over-utilization, are notified by letter and given an
opportunity to accept or decline to be the member®s prescriber
and/or pharmacy.
(4) When the provider accepts, a confirmation letter is sent to
both member and provider showing the effective date of the
arrangement.
(5) After the lock-in arrangement is made, the provider may file
claims for services provided in accordance with OHCA guidelines.
(6) Locked-in members may obtain emergency services from an
emergency room facility for an emergency medical condition or as
part of an inpatient admission.




(7) 1Tt a claim for a controlled dangerous substance i1s filed by
another pharmacy, the claim will be denied.

(8) When a member s enrolled into the lock-in program, usage Is

i i i A
member placed in the lock-in program will remain in lock-in status
for a minimum of 24 months. While in lock-i1n status, the member-"s
usage shall be monitored periodically and shall be reviewed at
the end of 24 months.

(9) BuringFollowing a review, OHCA may elect to continue lock-in
for an additional period of up to 24 months, remove the member
from lock-in beeause—ofbased upon medical necessity, or remove
I I F o Cotils fon . . I
OAC—317/:-35-13-7-the member based upon program compliance. The
member will be provided written notice of OHCA"s decision and
afforded an opportunity to appeal. OHCA retains the right at any
time to Impose sanctions in an appropriate case pursuant to OAC
317:35-13-7 or to take other appropriate action for abusive
conduct.
(10) The member in the lock-in program may make a request to change
providers after the initial three months; when the member moves
to a different city or if the member feels irreconcilable
differences will prevent necessary medical care. Change of
providers based on irreconcilable differences must be approved
by OHCA staff or contractor.
(11) OHCA may make a provider change when the provider makes a
request for change or may 1initiate a change anytime it 1is
determined necessary to meet program goals.




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

317:50-1-3. Medically Fragile Program overview
(a) The Medically Fragile Waiver program is a Medicaid Home and
Community Based Services Waiver used to finance non-
institutional long-term care services for a targeted group of
physically disabled adults when there 1is a reasonable
expectation that the person®s health, due to disease process or
disability, would, without appropriate services, deteriorate and
require skilled nursing facility or hospital level of care to
arrest the deterioration. Medically Fragile Waiver program
members must be SoonerCare eligible and must not reside in an
institution; room and board licensed residential care facility,
or licensed assisted living facility. The number of members who
may receive Medically Fragile Waiver services is limited.
(1) To receive Medically Fragile Waiver services, individuals
must meet the following criteria:
(A) be 19 years of age or older;
(B) have a chronic medical condition which results 1in
prolonged dependency on medical care for which daily
skilled iIntervention is necessary and is characterized by
one or more of the following:
(i) a Ilife threatening condition characterized by
reasonably frequent periods of acute exacerbation which
requires frequent medical supervision and/or physician
consultation and which, in the absence of such
supervision or consultation, would require
hospitalization;
(i1) require frequent time consuming administration of
specialized treatments which are medically necessary;
(i11) be dependent on medical technology such that
without the technology, a reasonable level of health
could not be maintained.
(2) In addition, the individual must meet the Tfollowing

criteria:
(A) meet service eligibility criteria [see OAC 317:50-1-
3(d)]; and
(B) meet program eligibility criteria [see OAC 317:50-1-
3(e)]-
(b) Home and Community Based Waiver Services are outside the
scope of state plan Medicaid services. The Medicaid walver

allows the OHCA to offer certain Home and Community Based
services to an annually capped number of persons who are



categorically needy (refer to OKBPHSDHS form O08AXO001E, Schedule
VIIL. B. 1) and without such services would be
institutionalized. Services provided through the Medically
Fragile Waiver are approved based on medical necessity.
(c) Services provided through the Medically Fragile Waiver are:
(1) case management;
(2) institutional transition services;
(3) respite;
(4) environmental modifications;
(5) specialized medical equipment and supplies;
(6) physical therapy, occupational therapy, respiratory
therapy, speech therapy or consultation;
(7) advanced supportive/restorative assistance;
(8) skilled nursing;
(9) home delivered meals;
(10) hospice care;
(11) medically necessary prescription drugs within the limits
of the waiver;
(12) Medically Fragile Waiver personal care;
(13) Personal Emergency Response System (PERS);
(14) Self Directed personal care, respite and advanced
supportive/restorative assistance;
(15) Self Directed Goods and Services (SD-GS); and
(16) SoonerCare medical services within the scope of the
StatePlan-Transitional Case Management Services; and
(17) SoonerCare medical services within the scope of the
State Plan.
(d) A service eligibility determination is made using the
following criteria:
(1) an open Medically Fragile Waiver Program waiver slot, as
authorized by the waiver document approved by the Centers for
Medicare and Medicaid Services (CMS), i1s available to assure
federal participation in payment for services to the member.
IT it is determined that all Medically Fragile Waiver slots
are fTilled, the member cannot be certified as eligible for
Medically Fragile Waiver services and the member®s name 1is
placed on a waiting list for entry as an open slot becomes
available. Medically Fragile Waiver slots and corresponding
waiting lists, if necessary, are maintained.
(2) the member 1i1s In the Medically Fragile Waiver targeted
service group. The target group is an individual who is age
19 or older with a physical disability and may also have an
intellectual disability or a cognitive impairment.
(3) the individual does not pose a physical threat to self or
others as supported by professional documentation.
(4) members of the household or persons who routinely visit
the household, as supported by professional documentation, do




not pose a threat of harm or iInjury to the individual or
other household visitors.
(e) The Medically Fragile Waiver program eligibility
determination iIs made through the service plan approval process.
The fTollowing criteria are used to make the determination that
an individual is not eligible:
(1) 1f the individual™s needs as i1dentified by UCAT and other
professional assessments cannot be met through Medically
Fragile Waiver program services, SoonerCare State Plan
services and other formal or informal services. The State,
as part of the waiver program approval authorization, assures
CMS that each waiver member®s health, safety, or welfare can
be maintained in their home. IT an individual®s identified
needs cannot be met through provision of Medically Fragile
Waiver program or SoonerCare State Plan services and other
formal or informal services are not in place or iImmediately
available to meet those needs, the iIndividual®™s health,
safety or welfare in their home cannot be assured.
(2) 1f the individual poses a physical threat to self or
others as supported by professional documentation.
(3) 1f other members of the household or persons who
routinely visit the household who, as supported by
professional documentation, pose a threat of harm or iInjury
to the individual or other household visitors.
(4) if the individual®s needs are being met, or do not
require Medically Fragile Waiver services to be met, or 1if
the individual would not require institutionalization if
needs are not met.
(5) 1f, after the service and care plan is developed, the
risk to individual health and safety is not acceptable to the
individual, or to the iInterdisciplinary service plan team, or
to the OHCA.
() Professional documentation is provided to support the
recommendation for redetermination of program eligibility. The
service providers continue providing services according to the
service plan as provider safety permits until the member 1is
removed from the Medically Fragile Waiver program. As a part of
the procedures requesting redetermination of program
eligibility, the OHCA will provide technical assistance to the
Provider for transitioning the member to other services.

(9) Hndividuals—determined—ineHigible —for—Medically—Fragile
) : Fiod i At e 1
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deciston-Redetermination of program eligibility can be requested

for the following reasons:
(1) if the member fails to comply with the community service
plan;




(2) 1t the member"s health and safety cannot be ensured;
(3) if the member is unable or unwilling to accept the
negotiated risk of living in the community; or
(4) as deemed necessary by waiver review staff or the
member"s case manager.
(h) Individuals determined 1ineligible for Medically Fragile
Waiver program services are notified 1in writing of the
determination and of their right to appeal the decision.

317:50-1-4. Application for Medically Fragile Waiver services
(a) H—wakver—slots—are—availables—theThe application process

is initiated by the receipt of a UCAT, Part | or by an—oral
reguest—For—services-receipt of the initial waiver referral
form. A written financial application is not required for an
individual who 1is a SoonerCare member at the time of
application. A financial application for Medically Fragile
Waiver services consists of the Medical Assistance Application
form. The form 1is signed by the applicant, parent, spouse,
guardian or someone else acting on the applicant®s behalf.
(1) All conditions of financial eligibility must be verified
and documented iIn the case record. When current information
is already available that establishes financial eligibility,
such i1nformation may be used by recording source and date of
information. IT the applicant also wishes to apply for a
State Supplemental Payment, either the applicant or his/her
guardian must sign the application form.
(2) An individual residing In a NF or requesting waiver
services, or the individual®s community spouse may request an
assessment of resources available to each spouse by using
OKDBHSDHS form O8MAO11E, Assessment of Assets, when SoonerCare
application is not being made. The individual and/or spouse
must provide documentation of resources. The assessment
reflects all countable resources of the couple (owned
individually or as a couple) and establishes the spousal
share to be protected when subsequent determination of
SoonerCare long-term care eligibility is made.
(3) When SoonerCare application is being made, an assessment
of resources must be completed if 1t was not completed when
the individual entered the NF or began receiving waiver
services. For applicants of the Medically Fragile waiver,
those resources owned by the couple the month the application
was made determines the spousal share of resources. IT the
individual applies for SoonerCare at the time of entry into
the Medically Fragile \Waiver, Form O08MAOl1lE is not
appropriate. However, the spousal share must be determined
using the resource information provided on the SoonerCare
application form and computed using OKBHSDHS form O8MA12E,




Title XIX Worksheet.
(b) Date of application. The date of application is the date the
signed application is received or the date when the request for
SoonerCare i1s made orally and the financial application form 1is
signed later. The date of the oral request is noted above the
date the form is signed.
(c) Medically Fragile Waiver waiting list procedures. Medically
Fragile Waiver Program capacity is the number of members that
may be enrolled 1in the Program without exceeding, on an
annualized basis, the maximum number authorized by the waiver to
be served iIn the waiver year. If available wailver capacity has
been realized, requests for services are not processed as
applications, but placed on a waiting list. As available
capacity permits, the OHCA selects in chronological order (Ffirst
on, Tirst off) requests for services from the waiting list to
forward for application processing. When waiver capacity
exceeds the number on the waiting list and after all persons on
the waiting list have been processed, waiting list procedures
are suspended.

317:50-1-5. Medically Fragile Waiver program medical eligibility
determination
A medical eligibility determination is made for Medically
Fragile Waiver program services based on the Uniform
Comprehensive Assessment Tool (UCAT) i assessment,
professional judgment and the determination that the member has
unmet care needs that require Medically Fragile Waiver Program,
SNF or hospital services to assure member health and safety.
Medically Fragile Waiver services are initiated to support the
informal care that is being provided in the member®s home, or,
that based on the UCAT, can be expected to be provided in the
member®s home upon discharge of the member from a SNF or
hospital. These services are not intended to take the place of
regular care provided by family members and/or by significant
others. When there i1s an informal (not paid) system of care
available in the home, Medically Fragile Wailver service
provision will supplement the system within the limitations of
Medically Fragile Waiver Program policy.
(1) Categorical relationship must be established for
determination of eligibility for Medically Fragile Waiver
services. IT categorical relationship to disability has not
already been established, the Level of Care Evaluation Unit
(LOCEU) will render a decision on categorical relationship to
the disabled using the same definition used by Social
Security Administration. A fTollow-up 1i1s required with the
Social Security Administration to be sure their disability
decision agrees with the decision of LOCEU.



(2) Community agencies complete the UCAT, Part 1 and forward
the form to the OHCA. If the UCAT, Part 1 indicates that the
applicant does not qualify for SoonerCare long-term care
services, the applicant is referred to appropriate community
resources.
(3) The member and family are informed of agencies certified
to deliver Medically Fragile Waiver case management and 1in-
home care services iIn the local area to obtain the member-®s
primary and secondary informed choices.

(A) If the member and/or fTamily declines to make a

provider choice, that decision is documented on the member

choice form.

(B) A rotating system is used to select an agency for the

member from a list of all local certified case management

and 1n-home care agencies.
(4) The names of the chosen agencies and the agreement (by
dated signature) of the member to receive services provided
by the agencies are documented.
(5) If the needs of the member require an iImmediate
interdisciplinary team (IDT) meeting with home health agency
nurse participation to develop a care plan and service plan,
the need is documented.
(6) If, based upon the information obtained during the
assessment, the nurse determines that the member may be at
risk for health and safety, OKBHSDHS Adult Protective
Services (APS) staff are notified iImmediately and the
referral is documented on the UCAT.
(7) Within ten working days of receipt of a complete
Medically Fragile Waiver application, medical eligibility 1is
determined using Jlevel of care criteria and service
eligibility criteria.
(8) Once eligibility has been established, notification 1is
given to the member and the case management provider so that
care plan and service plan development may begin. The
member®s case management provider is notified of the member®s
name, address, case number and social security number, the
units of case management and, if applicable, the number of
units of home health agency nurse evaluation authorized for
care plan and service plan development, whether the needs of
the member require an immediate IDT meeting with home health
agency nurse participation and the effective date for member
entry into the Medically Fragile Waiver Program.

(9)—H—the—services—must-beinplaceto—ensure—the health-and




the—member-IT the member has a current certification and
requests a change to Medically Fragile Waiver services, a new
UCAT is required. The UCAT i1s updated when a member requests
a change from Medically Fragile Waiver services to Personal
Care services. IT a member is receiving Medically Fragile
Waiver services and requests to go to a nursing facility, a
new medical level of care decision is not needed.

(10) HH—the member—has—acurrent—certification—and reguests—a
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h Frcility Geal L of
care—decision—is—not—needed-When a UCAT assessment has been
completed more than 90 days prior to submission for
determination of a medical decision, a new assessment 1S
required.

317:50-1-10. Medically Fragile Waiver services during
hospitalization or NF placement
IT a member requires hospital or nursing facility services,
the case manager assists the member iIn accessing institutional
care, periodically monitors the member"s progress during the
institutional stay and, as appropriate, updates the service plan
and prepares services to start on the date the member 1is
discharged from the iInstitution and returns home.
(1) Hospital discharge. When the member returns home from a
hospital or when notified of the member"s anticipated
discharge date, the case manager notifies relevant providers
and coordinates the resumption of services.
(2) NF placement of less than 30 days. When the member
returns home from a NF stay of 30 days or less or when
notified of the member®s anticipated discharge date the case
manager notifies relevant providers and coordinates the
resumption of Medically Fragile Waiver services iIn the home.
(3) NF placement greater than 30 days. When the member is
scheduled to be discharged and return home from a SNENF stay
that is greater than 30 days, the member®s case manager



expedites the restart of Medically Fragile Wailver services
for the member.

317:50-1-13. Coverage

Individuals receiving Waiver services must have been
determined to be eligible for the program and must have an
approved planh—of—care-service plan. Any Medically Fragile
Program service provided must be listed on the approved plan—-of
€areservice plan and must be necessary to prevent
institutionalization of the member. Waiver services which are
expansions of Oklahoma Medicaid State Plan services may only be
provided after the member has exhausted these services available
under the State Plan.

2)(1) Case Managers within the Self-Directed Services

approved area will provide 1information and materials that
explain the service option to the members. The OHCA provides
information and material on Self-Direction to Case Managers
for distribution to members.

3)(2) The member may request to Self-Direct their services
from their Case Manager or call the Medically Fragile Program
toll-free number to request the Self-Directed Services
option.

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;service
plan, 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—careservice plan reviews. IT a member requires
hospital or skilled nursing facility services, the case
manager assists the member iIn 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 1is 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 included in the
reimbursement rate for billable activities. Payment is
not allowed for written reports or record
documentation.
(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 in
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 in a county with a
population density greater than 25 persons per square
mile.

a—geographtc—area—also—provides—HCBS . Case Managers
providing Case Management services to Medically Fragile
waiver members must submit monthly monitoring case notes
on a monthly basis to the OHCA Medically Fragile Waiver
Staff.
(E) 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) thstitutional—Transition—Servieces-Institutional

Transition Case Management.
(A) Institutional Transition Case Management Services are
Services required by the member®s plan—of—ecare;service
plan, which are necessary to ensure the health, welfare
and safety of the member, or to enable the member to
function with greater independence 1iIn the home, and
without which, the member would continue to require
institutionalization.
(B) Institutional Transition Case Management services
assist iInstitutionalized members that are eligible to
receive walver services in gaining access to needed waiver
and other State plan services, as well as needed medical,
social, educational and other services to assist the
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transition, regardless of the funding source fTor the
services which access is gained.
(C) Institutional Transition Case Management services may
be authorized for periodic monitoring of a waiver 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 iIn 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 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—oeF—ecareservice plan when it is
necessary to prevent institutionalization of the member.
Units of services are limited to the number of units
approved on the plan—eof-care-service plan.
(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, if provided in Nursing Facility. Extended
Respite must be at least eight hours in duration.
(D) In-Home Extended Respite is filed 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—oef-ecare;service
plan, which are necessary to ensure the health, welfare
and safety of the individual, or which enable the
individual to Tfunction with greater independence 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 iIn the plan—-of
earesservice plan, which enable members to increase their
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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 items, 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 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 iIn 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 1is determined through
manual pricing. ITf manual pricing iIs used, the provider 1is
reimbursed at the provider®s documented Manufacturer-s
Suggested Retail Price (MSRP) minus 30% or 1invoice cost
plus 30%, whichever is the lesser of the two. OHCA may
establish a fair market price through claims review and
analysis.

(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-service plan.

(7) Nursing.

(A) Nursing services are services listed in the plan——of
eareservice plan 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 1In the State. Nursing
services includes skilled nursing and/or private duty
nursing. Skilled nursing is provided on an intermittent
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or part-time basis. Private duty nursing 1is 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
services to ensure that they meet the member"s needs as
specified iIn the plan—of—ecare-service plan. A skilled
nursing assessment/evaluation on-site visit 1Is 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 Wailver 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 iInformation
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 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.
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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 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 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 IS 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 1is 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 is 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 i1s a meal prepared iIn advance and brought
to the member®s home. Each meal must have a nutritional
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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 limit of the
number of units a member is allowed to receive is limited
on the member®s plan—oF—care-service plan. 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 signature is not
obtained. The signature 1logs 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 1i1s not allowed solely for
written reports or record documentation.

(10) Physical Therapy services.
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(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 licensed
physical therapist. The regimen includes education and
training Tfor 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 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 includes 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
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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 for 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 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
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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 1In 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
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 1s assistance to a
member 1n carrying out activities of daily living such as
bathing, grooming and toileting, or in carrying out
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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) 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-service plan.
(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 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 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 fTalls 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 In 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
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procedure code for installation, monthly service or
purchase of PERS. All services are prior authorized 1in
accordance with the Medically Fragile approved plan—of
eare-service plan.
(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—ecareservice plan 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
Perseonal—Services—Assistant—(APSA)Personal Care

Assistant (PCA) or Advanced Supportive/Restorative
(ASR) service provider, or in monitoring and
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managing health or 1iIn 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 1i1nformed 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 PRersenal-Services
Assistant-Personal Care 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 iIs 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
PSAPCA or ARSAASR service providers, or in monitoring
and managing health or 1In 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 falsifies time-sheets or other work
records; or
(vi) the member, even with Case Manager and Financial
Management Services assistance, 1s unable to operate
successtully within their Individual Budget Allocation;
or
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(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 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 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 limited to Personal Care, Respite
and Advanced Supportive/Restorative Care. The member

employs the Respite or PRersonal—Services—Assistant—(RSA)
and/or—the—Advanced—Personal—Services—Assistant—(ARSA)PCA
and/or the ASR provider 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
PSAPCA and ARSASASR
(11) provides instruction and training to the PSAPCA or
ARPSAASR 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—PRersonal—Services—AssistanceASR provider task
for the first time, the ARSAASR must demonstrate
competency iIn the tasks 1iIn an on-the-job training
session conducted by the member and the member must
document the attendant"s competency in performing each
task in the ARSA=sASR provider personnel file;
(1i1) determines where and how the PSAPCA or ARSAASR
works, hours of work, what iIs to be accomplished and,
within Individual Budget Allocation limits, wages to be
paid for the work;
(iv) supervises and documents employee work time; and,
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(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—er-ARSA;PCA or ASR provider;
(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 —ARSAs;PCA or ASR
provider;
(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—orF —Advanced—Personal—Servieces
Assistant;—andPCA or ASR provider; and
(H) The service of Respite or Persoenal—Services
AsststancePCA is billed per 15-minute unit of service.
The number of units of PSAPCA a member may receive 1is
limited to the number of units approved on the Service
Plan.
(1) TFhe—service—oF AdvancedPersonal—Services—Assistance
+s—biHed per—15-minyte—unit—of -service-ASR services are
billed per 15-minute unit of service. The number of units
of ARPSAASR a member may receive is 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.

(11) The PRSAPCA and ARSAASR 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—nhot—more—than—95 percent—of —the
comparable—Ageney—PersonalCare—(For—PSA)—or—Advanced

Supportive/Restorative (for APSA) service rate. The
allocation of portions of the PRSAPCA and/or APRSAASR

rate to cover salary, mandatory taxes, and optional
benefits (including Worker®s Compensation insurance, if
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 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 1n member
need for services do not change an existing PRPSAPCA or
ARPSAASR 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-careservice plan.

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

directed budget.All goods and services must be approved by

the Medically Fragile wavier staff. Documentation must be

available upon request.

(19) Transitional Case Management Services.
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(A) Transitional Case Management Services are one-time
billable expenses for members who transition from within
the community to the Medically Fragile waiver.

(B) Transitional Case Management Services must be
reasonable and necessary as determined through the
transition plan development process and must be clearly
identified In the plan.

(C) Transitional Case Management Services assist members
that are eligible to receive walver services iIn gaining
access to needed waiver and 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 is gained.
Transitional Case Management Services may be authorized
for assisting the member transition to the Medically
Fragille Waiver by updating the service plan, including
preparing for necessary services and supports to be in
place or to start on the date the member is effective with
the waiver.

317:50-1-16. Billing procedures for Medically Fragile Waiver
services
(a) Billing procedures for long-term care medical services are
contained in the OKMMIS Billing and Procedure Manual. Questions
regarding billing procedures which cannot be resolved through a
study of the manual should be referred to the OHCA.
(b) The approved Medically Fragile Waiver service plan i1s the
basis for the MMIS service prior authorization, specifying:

(1) service;

(2) service provider;

(3) units authorized; and

(4) begin and end dates of service authorization.
(c) As part of Medically Fragile Waiver quality assurance,
provider audits are used to evaluate whether paid claims are
consistent with service plan authorizations and documentation of
service provision. Evidence of paid claims that are not
supported by service plan authorization and/or documentation of
service provision will be turned over to the OHCA Provider Audit
Unit for follow-up investigation.
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-95.25. Medical necessity criteria for acute psychiatric
admissions for children

Acute psychiatric admissions for children must meet the terms

or conditions contained in (1), (2), (3), (4) and one of (5)(A)
to (5)(D), and one of (6)(A) to (6)(C) of this subsection.

(1) ArAxis—A primary diagnosis from the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders'™ (DSM) with the exception of V-codes, adjustment
disorders, and substance related disorders, accompanied by a
detailed description of the symptoms supporting the
diagnosis. In lieu of a qualifying Axis—t-diagnosis, children
18-21 years of age may have an—Axis—H—a diagnosis of any
personality disorder.
(2) Conditions are directly attributable to a psychiatric
disorder as the primary need for professional attention (this
does not include placement issues, criminal behavior, status
offenses). Adjustment or substance related disorder may be a
secondary Axi#s—l-diagnosis.
(3) It has been determined by the OHCA designated agent that
the current disabling symptoms could not have been managed or
have not been manageable in a lesser iIntensive treatment
program.
(4) Child must be medically stable.
(5) Wwithin the past 48 hours, the behaviors present an
imminent life threatening emergency such as evidenced by:
(A) Specifically described suicide attempts, suicide
intent, or serious threat by the patient.
(B Specifically described patterns of escalating
incidents of self-mutilating behaviors.
© Specifically described episodes of unprovoked
significant physical aggression and patterns of escalating
physical aggression in intensity and duration.
(D) Specifically described episodes of 1Incapacitating
depression or psychosis that result 1n an 1i1nability to
function or care for basic needs.
(6) Requires secure 24-hour nursing/medical supervision as
evidenced by:
(A) Stabilization of acute psychiatric symptoms.
(B) Needs extensive treatment under physician direction.
(C) Physiological evidence or expectation of withdrawal



symptoms which require 24-hour medical supervision.

317:30-5-95.26. Medical necessity criteria for continued stay -
acute psychiatric admission for children
For continued stay acute psychiatric admissions for children
must meet all of the conditions set forth in (1) to (4) of this
subsection.
(1) Ar-Axis—A primary diagnosis from the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders'™ (DSM) with the exception of V-Codes, adjustment
disorders, and substance abuse related disorders, accompanied
by a detailed description of the symptoms supporting the
diagnosis. In lieu of a qualifying Axks—k—diagnosis,
children 18-20 years of age may have an—Axts—H—a diagnosis
of any personality disorder. Adjustment or substance related
disorders may be a secondary Axi#s—k-diagnosis.
(2) Patient continues to manifest a severity of illness that
requires an acute level of care as defined i1n the admission
criteria and which could not be provided iIn a |less
restrictive setting.
(A) Documentation of regression iIs measured in behavioral
terms.
(B) If condition 1is unchanged, evidence of re-evaluation
of treatment objectives and therapeutic interventions.
(3) Conditions are directly attributable to a mental disorder
as the primary need for professional attention (this does not
include placement issues, criminal behavior, status
offenses).
(4) Documented efforts of working with the child"s family,
legal guardians and/or custodians and other human service
agencies toward a tentative discharge date.

317:30-5-95.33. Individual plan of care for children

(a) The following words and terms, when used in this section,

shall have the following meaning, unless the context clearly

indicates otherwise:
(1) "Licensed Behavioral Health Professional (LBHP)"™ means
licensed psychologists, Hlicensed clinical social workers
(LCSW), licensed marital and fTamily therapists (LMFT),
licensed professional counselors (LPC), licensed behavioral
practitioners (LBP), [licensed alcohol and drug counselors
(LADC), and advanced practice nurses (APN).
(2) "Licensure Candidate™ means practitioners actively and
regularly receiving board approved supervision, and extended
supervision by a fully licensed clinician 1f Dboard"s
supervision requirement iIs met but the individual i1s not yet
licensed, to become Ilicensed by one of the following



licensing boards:
(A) Psychology,
(B) Social Work (clinical specialty only),
(C) Professional Counselor,
(D) Marriage and Family Therapist,
(E) Behavioral Practitioner, or
(F) Alcohol and Drug Counselor.
(3) "Individual plan of Care (IPC)" means a written plan
developed for each member within four calendar days of any
admission to an acute psychiatric facility or a PRTF and 1s
the document that directs the care and treatment of that
member. In Community Based Transitional RTC, the IPC must be
completed within 7 days. The individual plan of care must be
recovery focused, trauma informed, and specific to culture,
age and gender and includes:
(A) A primary diagnosis from the most recent edition of
"The Diagnostic and Statistical Manual of Mental
Disorders’™ (DSM) with the exception of V-Codes, adjustment
disorders, and substance abuse related disorders,
accompanied by a detailed description of the symptoms
supporting the diagnosis. Children 18-20 years of age may
have a diagnosis of any personality disorder. Adjustment
or substance related disorders may be a secondary
diagnosis.
(B) the current functional level of the individual;
© treatment goals and measurable  time limited
objectives;
(D) any orders for psychotropic medications, treatments,
restorative and rehabilitative services, activities,
therapies, social services, diet and special procedures
recommended for the health and safety of the member;
(E) plans for continuing care, iIncluding review and
modification to the plan of care; and
(F) plan for discharge, all of which 1s developed to
improve the child"s condition to the extent that the
inpatient care is no longer necessary.
(b) The individual plan of care:
(1) must be based on a diagnostic evaluation that includes
examination of the medical, psychological, social, behavioral
and developmental aspects of the 1iIndividual member and
reflects the need for inpatient psychiatric care;
(2) must be developed by a team of professionals as specified
in OAC 317:30-5-95.35 in collaboration with the member, and
his/her parents for members under the age of 18, legal
guardians, or others iIn whose care he/she will be released
after discharge;



(3) must establish treatment goals that are general outcome
statements and reflective of informed choices of the member
served. Additionally, the treatment goal must be appropriate
to the member"s age, culture, strengths, needs, abilities,
preferences and limitations;

(4) must establish measurable and time limited treatment
objectives that reflect the expectations of the member served
and parent/legal guardian (when applicable) as well as being
age, developmentally and culturally appropriate. When
modifications are being made to accommodate age,
developmental level or a cultural issue, the documentation
must be reflected on the individual plan of care. The
treatment objectives must be achievable and understandable to
the member and the parent/guardian (when applicable). The
treatment objectives also must be appropriate to the
treatment setting and list the frequency of the service;

(5) must prescribe an iIntegrated program of therapies,
activities and experiences designed to meet the objectives;
(6) must include specific discharge and after care plans that
are appropriate to the member®s needs and effective on the
day of discharge. At the time of discharge, after care plans
will include referral to medication management, out-patient
behavioral health counseling and case management to include
the specific appointment date(s), names and addresses of
service provider(s) and related community services to ensure
continuity of care and reintegration for the member iInto
their family, school, and community;

(7) must be reviewed every five to nine calendar days when in
acute care and a regular PRTF, every 11 to 16 calendar days
in the OHCA approved Ilonger term treatment programs or
specialty PRTF and every 30 days 1in Community Based
Transitional treatment programs by the team specified to
determine that services are being appropriately provided and
to recommend changes 1in the 1individual plan of care as
indicated by the member®s overall adjustment, progress,
symptoms, behavior, and response to treatment;

(8) development and review must satisfy the utilization
control requirements for physician re-certification and
establishment of periodic reviews of the individual plan of
care; and,

(9) each individual plan of care and plan of care review must
be clearly identified as such and be signed and dated
individually by the physician, LBHP or licensure candidate,
member, parent/guardian (for members under the age of 18),
registered nurse, and other required team members. All plans
of care and plan of care reviews must be signed by the member
upon completion, except when a member is too physically ill




or thekr—the member"s acuity level precludes #them—him/her
from signing. If the member was—is too physically ill or
thetr—the member"s acuity level precluded—them—precludes
him/her from signing the plan of care and/or the plan of care
review at the time of completion, the member must sign the
plan when #helr—his/her condition i1mproves but before
discharge. The documentation should indicate the reason the
member was unable to sign and when the next review will occur
to obtain the signature. Individual plans of care and
individual plan of care reviews are not valid until completed
and appropriately signed and dated. All requirements for the
individual plan of care or individual plan of care reviews
must be met or a partial per diem recoupment will be merited.
IT the member®s parent/guardian is unable to sign the IPC or
IPC review on the date it is completed, then within 72 hours
the Providerprovider must in good faith and with due
diligence attempt to telephonically notify the
parent/guardian of the document®s completion and review it
with them. Documentation of reasonable efforts to make
contact with the member®s parent/guardian must be included iIn
the clinical file. In those instances where i1t IS necessary
to mail or fax an HdividualPlan—of Care—or—thdividualPlan
ofCarelPC or IPC review to a parent or OKDHS/0JA worker for
review, the parent and/or OKDHS/0JA worker may fax back their
signature. The Previderprovider must obtain the original
signature for the clinical file within 30 days. Stamped or
photocopied signatures are not allowed for any parent or
member of the treatment team.

317:30-5-95.34_. Active treatment for children

@

The fTollowing words and terms, when used In this section,

shall have the following meaning, unless the context clearly
indicates otherwise:

(1) "Discharge/Transition Planning”™ means a patient-centered,
interdisciplinary process that begins with an initial
assessment of the patient"s potential needs at the time of
admission and continues throughout the patient®s stay. Active
collaboration with the patient, family and all 1involved
outpatient practitioners and agencies should be ongoing
throughout treatment so that effective connections remain
intact. Needed services may consist of the
Wrapareundwraparound process through Systems of Care,
counseling, case management and other supports in their
community. The linkages with these supports should be made
prior to discharge to allow for a smooth transition.

(2) "Expressive group therapy™ means art, music, dance,
movement, poetry, drama, psychodrama, structured therapeutic




physical activities, experiential (ROPES), recreational, or
occupational therapies that encourage the member to express
themselves emotionally and psychologically.
(3) "Family therapy"™ means interaction between an LBHP or
licensure candidate, member and family member(s) to
facilitate emotional, psychological or behavioral changes and
promote successftul communication and understanding.
(4) "Group rehabilitative treatment” means behavioral health
remedial services, as specified iIn the individual care plan
which are necessary for the treatment of the existing primary
behavioral health disorders and/or any secondary alcohol and
other drug (AOD) disorders in order to increase the skills
necessary to perform activities of daily living.
(5 "Individual rehabilitative treatment” means a face to
face, one on one interaction which 1is performed to assist
members who are experiencing significant functional
impairment due to the existing primary behavioral health
disorder and/or any secondary AOD disorder 1in order to
increase the skills necessary to perform activities of daily
living.
(6) "Individual therapy”™ means a method of treating existing
primary behavioral health disorders and/or any secondary AOD
disorders using face to face, one on one iInteraction between
an LBHP or Licensure—Candidatelicensure candidate and a
member to promote emotional or psychological change to
alleviate disorders.
(7) "Process group therapy”™ means a method of treating
existing primary behavioral health disorders and/or secondary
AOD disorders using the interaction between an LBHP or
licensure candidate as defined in OAC 317:30-5-240.3, and two
or more members to promote positive emotional and/or
behavioral change.
(b) Inpatient psychiatric programs must provide ‘'Active
Treatment”. Active Treatment involves the member and their
family or guardian from the time of an admission throughout the
treatment and discharge process. Families and/or guardians must
be notified of the dates and times of treatment team meetings
and be welcomed to attend. Family members must attend family
therapy weekly for continued SoonerCare reimbursement. Reasons
for exceptions to this requirement must be well documented 1iIn
the member®s treatment plan. For individuals in the age range of
18 up to 21, it is understood that family members and guardians
will not always be iInvolved iIn the member®s treatment. Active
Treatment also includes an ongoing program of assessment,
diagnosis, IiIntervention, evaluation of care and treatment, and
planning for discharge and aftercare under the direction of a
physician. Evidence based practices such as trauma informed




methodology should be utilized to minimize the use of seclusion
and restraint.
(c) For individuals age 18 up to 21, the Active Treatment
program must be appropriate to the needs of the member and be
directed toward restoring and maintaining optimal levels of
physical and psychiatric-social functioning. The services and
individual plan of care must be recovery focused, trauma
informed, specific to culture, age and gender, and provided
face-to-face. Services, including type and frequency, will be
specified in the Individual Plan of Care.
(d) For individuals under age 18, the components of Active
Treatment consist of face-to-face integrated therapies that are
provided on a regular basis and will remain consistent with the
member®s ongoing need for care. The services and individual plan
of care must be recovery focused, trauma iInformed, and specific
to culture, age, and gender. Individuals in acute care must
receive seventeen (17) hours of documented active treatment
services each week, with seven (7) of those hours being
dedicated to core services as described in (1) below.
Individuals in PRTFs must receive Tourteen (14) hours of
documented active treatment services each week, with four and a
half (4.5) of those hours being dedicated to core services as
described 1n (1) Dbelow. Individuals in Community Based
Transitional (CBT) must receive ten (10) hours of documented
active treatment services each week, with 4 of those hours being
dedicated to core services as described in (1) below. The
remainder of the active treatment services may include any or
all of the elective services listed In (2) below or additional
hours of any of the core services. Sixty minutes 1s the
expectation to equal one hour of treatment. When appropriate to
meet the needs of the child, the 60 minute timeframe may be
split iInto sessions of no less than 15 minutes each on the
condition that the Active Treatment requirements are fTully met
by the end of the treatment week. The following components meet
the minimum standards required for Active Treatment, although an
individual child®"s needs for treatment may exceed this minimum
standard:
(1) Core Services.
(A) Individual treatment provided by the physician.
Individual treatment provided by the physician is required
three times per week for acute care and one time a week iIn
Residential Treatment Facilities. Individual treatment
provided by the physician will never exceed ten calendar
days between sessions 1In PRTFs, never exceed seven
calendar days i1n a specialty PRTF and never exceed 30
calendar days in CBTs. Individual treatment provided by
the physician may consist of therapy or medication



management intervention for acute and residential
programs.

(B) Individual therapy. LBHPs or [licensure candidates
performing this service must use and document an approach
to treatment such as cognitive behavioral treatment,
narrative therapy, solution focused brief therapy or
another widely accepted theoretical framework  for
treatment. Ongoing assessment of the member®s status and
response to treatment as well as psycho-educational
intervention are appropriate components of individual
therapy. Individual therapy must be provided 1in a
confidential setting. The therapy must be goal directed
utilizing techniques appropriate to the individual
member®s plan of care and the member"s developmental and
cognitive abilities. Individual therapy must be provided
two hours per week in acute care and one hour per week iIn
residential treatment by an LBHP or licensure candidate as
described i1n OAC 317:30-5-240.3. One hour of fTamily
therapy may be substituted for one hour of individual
therapy at the treatment team"s discretion.

(C) Family therapy. The focus of family therapy must be
directly related to the goals and objectives on the
individual member®s plan of care. Family therapy must be
provided one hour per week for acute care and residential.
One hour of individual therapy addressing relevant family
issues may be substituted for a fTamily session 1iIn an
instance in which the Tfamily 1is unable to attend a
scheduled session by an LBHP or licensure candidate as
described in OAC 317:30-5-240.3.

(D) Process group therapy. The focus of process group
therapy must be directly related to goals and objectives
on the iIndividual member®s plan of care. The individual
member®s behavior and the focus of the group must be
included i1n each member"s medical record. This service
does not include social skills development or daily living
skills activities and must take place In an appropriate
confidential setting, limited to the therapist,
appropriate hospital staff, and group members. Group
therapy must be provided three hours per week iIn acute
care and two hours per week iIn residential treatment by an
LBHP or licensure candidate as defined in OAC 317:30-5-
240.3. In lieu of one hour of process group therapy, one
hour of expressive group therapy provided by an LBHP,
licensure candidate, or Licensed Therapeutic Recreation
Specialist may be substituted.

(E) Transition/Discharge Planning. Transition/discharge
planning must be provided one hour per week iIn acute care



and thirty minutes per week 1In residential and CBT.
Transition/Discharge planning can be provided by any level
of inpatient staff.

(2) Elective services.
(A) Expressive group therapy. Through active expression,
inner-strengths are discovered that can help the member
deal with past experiences and cope with present life
situations in more beneficial ways. The focus of the group
must be directly related to goals and objectives on the
individual member®"s plan of care. Documentation must
include how the member 1iIs processing emotions/feelings.
Expressive therapy must be a planned therapeutic activity,
facilitated by staff with a relevant Bachelor®s degree
and/or staff with relevant training, experience, or
certification to facilitate the therapy.
(B) Group rehabilitative treatment. Examples of
educational and supportive services, which may be covered
under the definition of group rehabilitative treatment
services, are basic living skills, social skills
(re)development, interdependent living, self-care,
lifestyle changes and recovery principles. Each service
provided under group rehabilitative treatment services
must have goals and objectives, directly related to the
individual plan of care.
(C) Individual rehabilitative treatment. Services will be
for the reduction of psychiatric and behavioral impairment
and the restoration of functioning consistent with the
requirements of 1independent living and enhanced self-
sufficiency. This service includes educational and
supportive services regarding independent [living, self-
care, social skills (re)development, lifestyle changes and
recovery principles and practices. Each individual
rehabilitative treatment service provided must have goals
and objectives directly related to the individualized plan
of care and the member®s diagnosis.
(D) Recreation therapy. Services will be provided to
reduce psychiatric and behavioral impairment as well as to
restore, remediate and rehabilitate an individual®s level
of functioning and independence iIn Jlife activities.
Services will also be provided in such a way as to promote
health and wellness as well as reduce or eliminate the
activity limitations and restrictions to participation 1in
life situations <caused by an 1i1llness or disabling
condition. Recreational therapy can be provided in an
individual or group setting. If the only activities
prescribed for the individual are primarily diversional in
nature, (i.e. to provide some social or recreational



outlet for the 1individual), 1t will not be regarded as
active treatment. If provided, recreational therapy must
be a planned therapeutic activity, fTacilitated by a
Licensed Therapeutic Recreation Specialist.
(E) Occupational therapy. Services will be provided to
address developmental and/or functional needs related to
the performance of self-help skills, adaptive behavioral,
and/or sensory, motor and postural development. Services
include therapeutic goal-directing activities and/or
exercises used to improve mobility and activities of daily
living (ADL) functions when such functions have been
impaired due to 1i1llness or iInjury. Services must be
provided by an occupational therapist appropriately
licensed In the state in which they practice.
(F) Wellness resource skills development. Services
include providing direction and coordinating support
activities that promote good physical health. The focus of
these activities should include areas such as nutrition,
exercise, support with averting or managing physical
health concerns like heart disease, diabetes, and
cholesterol, and support regarding the effects of
medications have on physical health. Services can include
support groups, exercise groups, and iIndividual physical
wellness plan development, implementation assistance and
support.
(3) Modifications to active treatment. When a member is too
physically ill or their acuity level precludes them from
active behavioral health treatment, documentation must
demonstrate that alternative clinically appropriate services
were provided.
(e) The expectation 1is that active treatment will occur
regularly throughout the treatment week. A treatment week 1In
Acute 1s based on the number of days of acute service, beginning
the day of admission (day 1). Required active treatment
components will be based upon the length of stay as described
below. A treatment week in RTC, PRTF and CBT is considered to be
a calendar week (i1.e. Sunday through Saturday). When a child 1is
admitted to RTC, PRTF or CBT level of care on a day other than
Sunday, or discharges on a day other than Saturday, the week
will be considered a partial week and services will be required
as described below. Active treatment components de—nret—may
include assessments/evaluations to serve as the initial
individual or fTamily session i1f completed by an LBHP or
licensure candidate. Start and stop time must be documented.
Active treatment begins the day of admission. Days noted are
calendar days.
(1) Individual treatment provided by the physician.
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(A) In acute, by day two, 1 visit iIs required. By day 4, 2
visits are required. By day 7, 3 visits are required.
(B) In RTC, PRTF or CBT, one visit during admission week
IS required. In RTCs, 1 visit during the admission week 1is
required, then once a week thereafter. In PRTFs, one visit
during the admission week 1is required, then once a week
thereafter. In CBT, 1 visit is required within 7 days of
admission. Individual treatment provided by the physician
will never exceed 10 days between sessions iIn PRTFs, never
exceed 7 days iIn a specialty PRTF and never exceed 30 days
in CBTs. The completion of a psychiatric evaluation or a
combined psychiatric evaluation and a History and Physical
(H&P) evaluation may count as the TFfirst visit by the
physician if the evaluation was personally rendered by the
psychiatrist. 1Tt the member i1s admitted on the last day of
the admission week, then the member must be seen by a
physician within 24 hours of admission time.

(2) Individual therapy.
(A) In acute, by day 3, 30 minutes of treatment are
required. By day 5, 1 hour of treatment 1iIs required.
Beginning on day 7, 2 hours of treatment are required each
week . This does not include admission
assessments/evaluations or Psychosocial Evaluations unless
personally (face to face) rendered by the LBHP or
licensure candidate.
(B) In residential treatment (including PRTF and CBT), by
day 6, 30 minutes of treatment must be documented.
Beginning on day 7, 1 hour of treatment is required each
week. The treatment week 1s defined as Sunday through
Saturday. Individual therapy may not exceed a total of 10
days between sessions. This does not iInclude admission
assessment/ evaluation or Psychosocial Evaluations unless
personally (face to face) rendered by the LBHP or
licensure candidate.

(3) Family therapy.
(A) In acute, by day 6, 30 minutes of treatment must be
documented. Beginning on day 7, 1 hour of treatment 1is
required each week. This does not include admission
assessments/evaluation or Psychosocial Evaluations unless
personally (face to face) rendered by the LBHP or
licensure candidate and the assessments/evaluation or
Psychosocial Evaluation has not been used to substitute
the initial individual therapy requirement.
(B) In residential treatment (including PRTF and CBT), by
day 6, 30 minutes of treatment must be documented.
Beginning on day 7, 1 hour of treatment is required each
week . This does not include admissions
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assessment/evaluation or Psychosocial Evaluations unless
personally (face to face) rendered by the LBHP or
licensure candidate and the assessment/evaluation or
Psychosocial Evaluation has not been used to substitute
the initial individual therapy requirement. Family therapy
provided by the LBHP or Hlicensure candidate should not
exceed 10 days iIn between sessions.
() When an individual 1is determined to be too 1ill to
participate in treatment, as determined by medical/nursing staff
(RN/LPN), documentation must be in the record clearly indicating
the reason, limitations, and timeframe for those services to be
excused without penalty.

317:30-5-95.41. Documentation  of records for children®s
inpatient services
(a) All documentation for services provided under active
treatment must be documented in an individual note and reflect
the content of each session provided. Individual, Family,
Process Group, Expressive Group, Individual Rehabilitative and
Group Rehabilitative Services documentation must include, at a
minimum, the following:

(1) date;

(2) start and stop time for each session;

(3) dated signature of the therapist and/or staff that

provided the service;

(4) credentials of the therapist;

(5) specific problem(s) addressed (problems must be

identified on the plan of care);

(6) method(s) used to address problems;

(7) progress made towards goals;

(8) member*®s response to the session or intervention; and

(9) any new problem(s) identified during the session.
(b) Signatures of the member, parent/guardian for members under
the age of 18, doctor, Licensed Behavioral Health Professional
(LBHP), and RN are required on the individual plan of care and
all plan of care reviews. The individual plan of care and plan
of care review are not valid until signed and separately dated
by the member, parent/legal guardian for members under the age
of 18, doctor, RN, LBHP, and all other requirements are met. All
treatment team staff providing individual therapy, Tamily
therapy and process group therapy must sign the individual plan
of care and all plan of care reviews. All plans of care and plan
of care reviews must be signed by the member upon completion,
except when a member 1is too physically ill, or the member-s
acuity level precludes him/her from signing. If the member 1is
too physically 1ll or the member"s acuity level precludes
him/her from signing the plan of care and/or the plan of care
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review at the time of completion, the member must sign the plan
when his/her condition improves but before discharge.
Documentation should indicate the reason the member was unable
to sign and when the next review will occur to obtain the
signature.

317:30-5-95.42. Service quality review of psychiatric facilities
providing services to children
(a) The Service Quality Review conducted by OHCA or 1its
designated agent meets the utilization control requirements as
set forth in 42 CFR 456.
(b) There will be an on-site Service Quality Review (SQR) of
each i1n-state psychiatric facility that provides care to
SoonerCare eligible children which will be performed by the OHCA
or 1ts designated agent. Out-of-state psychiatric Tacilities
that provide care to SoonerCare eligible children will be
reviewed according to the procedures outlined in the provider
mandal—TFhe—Oklahoma—Health—Care—Authority—wiHH—desighate—the
members—of —the—Service—Quality Review—team-Medical Necessity
Manual . OHCA or its designated agent may conduct ad hoc reviews.
Ad hoc reviews may be conducted at the discretion of the agency.
(c) The Oklahoma Health Care Authority will designate the
members of the Service Quality Review team. The SQR team will
consist of one to three team members and will be comprised of
Licensed Behavioral Health Professionals (LBHP) or Registered
Nurses.
(d) The review will 1include observation and contact with
members. The Service Quality Review will consist of members
present or listed as facility residents at the beginning of the
Service Quality Review visit as well as members on which claims
have been filed with OHCA for acute or PRTF levels of care. The
review includes validation of certain factors, all of which must
be met for the services to be compensable.
(e) Following the on-site iInspection, the SQR Team will report
its findings to the facility. The facility will be provided with
written notification if the findings of the review have resulted
in any deficiencies. A copy of the final report will be sent to
the facility™s accrediting agency.
(f) Deficiencies found during the SQR may result in a partial
per-diem recoupment or a full per-diem recoupment of the
compensation received. The following documents are considered to
be critical to the integrity of care and treatment, must be
completed within the time Ilines designated in OAC 317:30-5-
95.37, and cannot be substituted with any other
evaluation/assessments not specifically mentioned:

(1) History and physical evaluation;

(2) Psychiatric evaluation;
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(3) Psychosocial evaluation; and

(4) Individual Plan of Care.
(g) For each day that the History and Physical evaluation,
Psychiatric evaluation, Psychosocial evaluation and/or
Individual Plan of Care are not contained within the member-®s
records, those days will warrant a partial per-diem recoupment.
(h) If the review findings have resulted iIn a partial per-diem
recoupment of $50.00 per event, the days of service involved
will be reported in the notification. If the review findings
have resulted in Tull per-diem recoupment status, the non-
compensable days of service will be reported in the
notification. In the case of non-compensable days full per diem
or partial per diem, the facility will be required to refund the
amount.
(i) In the event that CMS recoups from OHCA an amount that
exceeds the provider®s liability for findings described in this
Section, the provider will not be held harmless and will be
required to reimburse OHCA the total federal amount identified
by CMS and/or its designated audit contractor.

PHPRenaltiesofF non—compensable—days—which—are—the resultofthe

Ffamiby=(jJ)Penalties of non-compensable days which are the result
of the facility"s failure to appropriately provide and document
the services described herein, or adhere to applicable
accreditation, certification, and/or state licensing standards,
are not compensable or billable to the member or the member-"s
family.
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TITLE 317: OKLAHOMA HEALTH CARE AUTHORITY

CHAPTER 2. GRIEVANCE PROCEDURES AND PROCESS

317:2-1-12. For Cause provider contract suspenston/termination
appeals—processFor Cause and Immediate provider contract
termination appeals process

This Seetionsection explains the appeals process for providers
whose SoonerCare contracts have been suspended/terminated by the

(¢H) PFeeeduFe—feF—saspend+nglteFm+nat+ng—p¥e¥+de¥—s—eent¥aet—3O
day for cause termination. Pursuant to the terms of all provider
contracts with the OHCA, either party may terminate the contract
for cause with a 30 day written notice to the other party.
(A) Notice of proposed suspension—or termination. The OHCA
will provide notice to the medical-services provider of the
proposed suspenston—or termination of providerthe provider®s
contract. The written notice of suspenstonftermination will
state:
(i) the reasons for the proposed suspenstonrftermination;
(i1) the date upon which the suspenstenftermination will
be effective; and
(111) a statement that the medical-servrices provider has a
right to OHCA review prior to the suspensionrftermination

of the provider®s contract—(refer—to—subparagraph—(B)—of

this—paragraph).

(B) Right to OHCA review prior to suspenstonftermination of
provider contract. Before the medical-servieces provider®s
contract is suspended—or terminated, the OHCA will give the
medical-services provider the opportunity to submit documents
and written arguments against the suspenston/Ztermination of
the provider®s contract. The provider"s written response
requesting a review must be submitted within 20 days from the
date of the notice. If a written response iIs not received
within 20 days, the notice of termination will become final
and there will be no further right to review or appeal post-
termination.

(C) Notice of suspenston—or termination.
(1) After the review of the medical services provider™s
written—response;——the—OHCA—wiHl—make—a——Final

administrative decision subject to a post-suspension or
termination—hearing-After the OHCA review of the

provider®s written response, the OHCA will make a final
administrative decision regarding the contract
termination.




(i) After—the reviewof the medical-services provider-s
- , - -
W“'FE?“ '9599“5? —the QT%‘ wiH ake—a—+Final
hearing= Should the OHCA decide net—to—suspend—or
terminatethat the provider®™s contract should not be
terminated, the medical-services provider will be notified

in writing of the reasons for the OHCA®"s decision.
(i11) Should the OHCA make a decision to suspend—or
terminate the medical-services provider®s contract, the
OHCA will send a subsequent notice stating:
(1) the reasons for the decision;
(11) the effective date of the suspenaston—or
termination of the contract; and

LD lical lor*s ricl

(111) the providers right to request a post
termination panel committee desk review within 20 days
of the date of the termination letter.




(2) Immediate termination. The OHCA will provide notice to the
provider of the termination of the provider®s contract. The
written notice of termination will state:
(A) the reasons for the proposed termination;
(B) the date upon which the termination will be effective;
and
(C) a statement that the provider has a right to appeal the
termination of the provider®s contract in a post-termination
panel committee desk review within 20 days of the date of the
termination letter.
(3) Post-termination panel committee desk review.
After the effective date of the termination of the provider"s
contract, the provider is entitled to receive a post-termination
panel committee desk review. The panel review committee for the
OHCA will be comprised of three (3) employees of the OHCA as
designated by the Chief Executive Officer or his/her designee.
Any OHCA employee who was i1nvolved with the underlying
investigation of the provider®s case for purpose of the
termination will not be a panel review committee member. The
purpose and scope of the panel committee desk review will be
limited to issues raised in the OHCA"s letter of termination as
the basis of terminating the provider®s contract. The panel
committee does not have jJurisdiction to hear issues not
addressed 1n the termination notice.
(A) The provider must request a panel committee desk review
within 20 days of the date of the termination letter. The
provider must submit a brief written statement detailing the
facts which are refuted by the provider. Any documentation
the provider requests consideration of by the panel review
committee must also be submitted with the written statement.
(B) The OHCA may submit any additional documents to the panel
committee for the desk review that may contradict the
documents submitted by the provider for the purposes of the
desk review. Any additional information that OHCA submits to
the panel review committee will also be provided to the
provider.
(C) The panel review committee will 1ssue a written decision
regarding the provider®s contract termination approximately
60 days from receipt of the provider®s written statement and
documentation.
(4) 60 day without cause termination. Pursuant to the terms of
all provider contracts with the OHCA, either party may terminate
the contract without cause with a 60 day written notice to the
other party. As such, there i1s no right to appeal or review of a
60 day contract termination.




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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 6. INPATIENT PSYCHIATRIC HOSPITALS

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

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

(b) Staffing ratios shall always be present for each individual
unit not by facility or program. Patients shall be grouped for
accommodation by gender, age, and treatment needs. At a minimum,
children, adolescent, and adult treatment programs shall be
separate with distinct units for each population. A unit 1is
determined by separate and distinct sleeping, [living, and
treatment areas often separated by walls and/or doors. A unit
that does not allow clear line of site due to the presence of
walls or doors is considered a separate unit. Each i1ndividual
unit shall have assigned staff to allow for appropriate and safe
monitoring of patients and to provide active treatment.

(c) In an acute care setting, at least one Registered Nurse (RN)
must be on duty per unit at all times, with additional RNs to
meet program needs. RNs must adhere to Oklahoma Department of
Health policy at OAC 310:667-15-3 and OAC 310:667-33-2(a)(3).
€e)(d) Regular residential treatment programs require a staffing
ratio of 1:6 during routine waking hours and 1:8 during time
residents are asleep with 24 hour nursing care supervised by an
RN for management of behaviors and medical complications. At a
minimum, the supervising RN must be available by phone and on-
site within one hour. If the supervising RN is off-site, then an
RN or LPN must be on-site to adhere to a 24 hour nursing care
coverage ratio of 1:30 during routine waking hours and 1:40
during time residents are asleep.

€ (e) Speciralty residential treatment at this level i1s a longer
term treatment that requires a higher staff to member ratio
because of the need for constant, 1iIntense, and i1Immediate
reinforcement of new behaviors to develop an understanding of
the behaviors. The environment of specialized residential




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

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

intrusive enough that management and treatment iIn a less
restrictive environment places the child and others in danger
but, do not meet acute medical necessity criteria. These
symptoms which are exhibited across multiple environments
must include at least two or more of the following:
(A) Marked impairments in the use of multiple nonverbal
behaviors such as eye-to-eye gaze, facial expression, body
postures, and gestures to regulate social iInteraction;
(B) Inability to regulate impulse control with frequent
displays of aggression or other dangerous behavior toward
self and/or others regularly;
(C) Failure to develop peer relationships appropriate to
developmental level;
(D) Lack of spontaneously seeking to share enjoyment,
interests, or achievements with other people;
(E) Lack of social or emotional reciprocity;
(F) Lack of attachment to caretakers;



(G) Require a higher level of assistance with activities
of daily living requiring multiple verbal cues 50 percent
of the time to complete tasks;
(H) Delay, or total lack of, the development of spoken
language which 1Is not accompanied by an attempt to
compensate through alternative modes of communication such
as gesture or mime;
(1) Marked impairment in individuals with adequate speech
in the ability to initiate or sustain a conversation with
others;
(J) Stereotyped and repetitive use of language or
idiosyncratic language;
(K) Lack of varied, spontaneous make-believe play or
social imitative play appropriate to developmental level;
(L) Encompassing preoccupation with one or more
stereotyped and restricted pattern and interest that 1is
abnormal in intensity of focus;
) Inflexible adherence to specific, nonfunctional
routines or rituals;
(N) Stereotyped and repetitive motor mannerisms (e.g.,
hand or finger flapping or twisting or complex whole body
movements) ;
(0) Persistent occupation with parts of objects;
(3) Member 1is medically stable, but has co-morbid medical
conditions which vrequire specialized medical care during
treatment;
(4) Full scale 1Q below 40 (profound mental retardation
intellectual disability).
) (1) Non-authorized inpatient psychiatric services will not be
SoonerCare compensable.
() The designated agent will prior authorize all services
for an approved length of stay based on the medical necessity
criteria described in OAC 317:30-5-95.25 through 317:30-5-95.31.
GH)(k) Out of state placements must be approved by the agent
designated by the OHCA and subsequently approved by the OHCA,
Medical Services Behavioral Health Division. Requests for
admission to Psychiatric Residential Treatment Facilities or
acute care units will be reviewed for consideration of level of
care, availability, suitability, and proximity of suitable
services. A prime consideration for placements will be proximity
to the family or guardian in order to involve the family or
guardian in Active Treatment, including discharge and
reintegration planning. Out of state facilities are responsible
for insuring appropriate medical care as needed under SoonerCare
provisions as part of the per-diem rate.
o (1) Inpatient psychiatric services in all acute hospitals and
psychiatric residential treatment facilities are limited to the



approved length of stay. OHCA, or its designated agent, will
approve lengths of stay using the current OHCA Behavioral Health
medical necessity criteria as described iIn OAC 317:30-5-95.25
through OAC 317:30-5-95.31. The approved length of stay applies
to both hospital and physician services. The Child and
Adolescent Level of Care Utilization System (CALOCUS®) 1s a
level of care assessment that will be used as a tool to
determine the most appropriate level of care treatment for a
member by LBHPs in the community.



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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-95.35. Credentialing requirements for treatment team
members for children
(a) The team developing the individual plan of care for the
child must include, at a minimum, the following:
(1) Allopathic or Osteopathic Physician with a current
license and a board certification/eligible in psychiatry, or
a current resident iIn psychiatry practicing as described 1in
OAC 317:30-5-2(a)(1))(U), and
(2) a behavioral health professional licensed to practice by
one of the following boards: Psychology (health service
specialty only); Social Work (clinical specialty only);
Licensed Professional Counselor, Licensed Behavioral
Practitioner; Licensed Alcohol and Drug Counselor (LADC),
(or) Licensed Marital and Family Therapist or Advanced
Practice Nurse (certified in a psychiatric mental health
specialty, licensed as a registered nurse with a current
certification of recognition from the Board of Nursing in the
state In which the services are provided), and
(3) a registered nurse with a minimum of two years of
experience in a mental health treatment setting.
(b) Candidates for licensure for Licensed Professional
Counselor, Social Work (clinical specialty only), Licensed
Marital and Family Therapist, Licensed Behavioral Practitioner,
Licensed Alcohol and Drug Counselor and Psychology (health
services specialty only) can provide assessments, psychosocial
evaluations, individual therapy, family therapy and process
group therapy as long as they are involved iIn the supervision
that complies with their respective approved licensing
regulations and the Department of Health and their work must be
co-signed and dated by a licensed LBHP who 1s additionally a
member on the treatment team. Individuals who have met their
supervision requirements and are waiting to be licensed by one
of the licensing boards in OAC 317:30-5-95.35(a)(1) must have
their work co-signed by a licensed MHP who is additionally a
member on the treatment team. All co-signatures by Tully
licensed LBHPs must be accompanied by the date that the co-
signature was made. Documentation of the service 1is not
considered complete until i1t i1s signed and dated by a Tully
licensed LBHP.




(c) Services provided by treatment team members not meeting the
above credentialing requirements are not SoonerCare compensable
and can not be billed to the SoonerCare member.

317:30-5-95.37. Medical, psychiatric and social evaluations for
inpatient services for children
The member®s medical record must contain complete medical,
psychiatric and social evaluations.
(1) These evaluations are considered critical documents to
the integrity of care and treatment and must be completed as
follows:
(A) History and physical evaluation must be completed
within 24 hours of admission by a licensed independent
practitioner (M.D., D.O., A.P.N., or P.A.) and within 7
days 1n a CBT.
(B) Psychiatric evaluation must be completed within 60
hours of admission by an allopathic or osteopathic
physician with a current license and a board
certification/eligible In psychiatry and within 7 calendar
days 1n a CBT.
(C) Psychosocial evaluation must be completed within 72
hours of an acute admission, within seven calendar days of
admission to a PRTF and within 7 calendar days in a CBT by
a licensed independent practitioner (M.D., D.O., A.P.N.,
or P.A.), a licensed behavioral health professional
(LBHP), or Licensure Candidate as defined in OAC 317:30-5-
240.3.
(2) Each of the evaluations must be clearly 1identified as
such and must be signed and dated by the evaluators.
(3) Each of the evaluations must be completed when the member
changes levels of care i1f the existing evaluation 1Is more
than 30 calendar days from admission. For continued stays at
the same level of care, evaluations remain current for 12
months from the date of admission and must be updated
annually within seven calendar days of that anniversary date.
(4) Existing evaluations of 30 days or less may be used when
a member changes provider or level of care. The evaluation(s)
must be reviewed, updated as necessary and signed and dated
by the appropriate level of professional as defined by the
type of evaluation.




State Plan Amendment Rate Committee (SPARC)

Hospital Potentially Preventable Readmissions (PPR)

1. Is this a “Rate Change” or a “Method Change”?
Rate change

2. Is this change an increase, decrease, or no impact?
Decrease

3. Presentation of issue — Why is change being made?
The Oklahoma Health Care Authority (OHCA) is implementing a Hospital Potentially
Preventable Readmissions (PPR) program. This program will include a PPR target rate,
which is different from the PPR rate that would be “expected” based on statewide data.
The target rate is expressed as a percentage of the expected rate.

4. Current methodology and/or rate structure.
There is no current target rate.

5. New methodology or rate.
The OHCA recommends setting the target rate for the Potentially Preventable
Readmissions program to 102% for CY 2015 data and decreasing 1% per year until the
target is 100% (101% for CY 2016 data, 100% for CY 2017 data and beyond). A target of
102% means OHCA would allow a hospital to have 102% of the potentially-preventable
admissions that we would expect (100%) based on statewide data (for all hospitals)
before we assess a penalty. In other words, a hospital can do slightly worse than would
be expected based on their case mix (and compared to all hospitals) and still not be
assessed a penalty.

6. Budget estimate.
The penalties assessed for the Hospital PPR program are expected to result in a state
fiscal year 2016 budget savings of approximately $1,571,145 total dollars, $612,904
state share.

7. Agency estimated impact on access to care.
The Oklahoma Health Care Authority does not anticipate any impact on access to care.
The Oklahoma Health Care Authority has appropriate measures in place to monitor any
positive or negative impact to access or quality of care.

8. Rate or Method change in the form of a motion.
The Oklahoma Health Care Authority requests the State Plan Amendment Rate
Committee approve the PPR target rate of 102% for CY 2015 data and decreasing 1% per
year until the target is 100% (101% for CY 2016 data, 100% for CY 2017 data and
beyond).




State Plan Amendment Rate Committee (SPARC)

9. Effective date of change.
March 24, 2016




State Plan Amendment Rate Committee (SPARC)

Diagnosis-Related Group (DRG) Transfer Outlier Payments

1. Is this a “Rate Change” or a “Method Change”?
Method change

2. Is this change an increase, decrease, or no impact?
No Impact

3. Presentation of issue — Why is change being made?
The Oklahoma Health Care Authority (OHCA) recommends a revision to the current
methodology and reimbursement structure for Diagnosis-Related Group (DRG) Hospital
Payments related to transfers.

OnJuly 1, 2015, OHCA implemented a new reimbursement method for DRG transfers.
At that time, OHCA stated that outlier payments would not be allowed for the
transferring facility. Due to the resulting unintentional and negative impact, OHCA
reversed that decision. The transfer payment method is still in place, the only change is
outlier payments are allowed when applicable.

4. Current methodology and/or rate structure.
Transfers pay the lesser of transfer fee or Diagnosis-Related Group (DRG). In the case of
a transfer, the Transfer Allowable Fee for the Transferring Facility shall be calculated as
follows: Transfer Allowable Fee = (MS-DRG Allowable Fee/Mean Length of Stay) X
(Length of Stay + 1 day). The total Transfer Allowable Fee paid to the transferring facility
shall be capped at the amount of the MS-DRG Allowable Fee for a non-transfer case. No
outlier payments will be paid to the transferring hospital on transfer cases. Payment to
the receiving facility, if it is also the discharging facility, will be at the DRG allowable plus
outlier if applicable.

*MS-DRG means Medical Severity Diagnosis Related Groups

5. New methodology or rate.
Same method, except outlier payments will be paid to the transferring hospital, if
applicable.

6. Budget estimate.
There is no budget impact for this change. The anticipated savings from the prior SPARC
was never accounted for in the budget since the outlier piece of the transfer policy was
never fully implemented.




State Plan Amendment Rate Committee (SPARC)

7. Agency estimated impact on access to care.
The Oklahoma Health Care Authority does not anticipate any impact on access to care.
The Oklahoma Health Care Authority has appropriate measures in place to monitor any
positive or negative impact to access or quality of care.

8. Rate or Method change in the form of a motion.
The Oklahoma Health Care Authority requests the State Plan Amendment Rate
Committee to approve the method change for the DRG Hospital payments related to
outliers paid for transfer cases.

9. Effective date of change.
March 24, 2016




Drug Used for Cost Notes

Duopa Parkinson's Disease $6400/month Feeding tube

Rytary Parkinson's Disease up to $915/month

Strensiq Enzyme replacement $142,000/month 1in 100,000 births

Varubi Anti-nausea for chemo $560/chemo cycle

Xuriden Rare genetic disease Up to $95,000/month 20 known cases

Spritam Anti-seizure $915/month

Vimpat Anti-seizure $845/month Current users grandfathered
Banzel Anti-seizure $4200/month Current users grandfathered
Fycompa Anti-seizure $713/month Current users grandfathered
Solaraze Actinic keratosis $717/tube Precancerous sun spot
Uceris Tablets Ulcerative colitis $1700/month

Uceris Rectal Foam |Ulcerative colitis $540/month

Mesalamines Ulcerative colitis Up to $1600/month

Mitigare Gout $362/month

Zurampic Gout Not yet available




Recommendation 1: Vote to Prior Authorize Duopa™ (Carbidopa/Levodopa
Enteral Suspension) and Rytary™ (Carbidopa/Levodopa Extended-Release

Capsules)

The Drug Utilization Review Board recommends the prior authorization of Duopa™
(carbidopa/levodopa enteral suspension) and Rytary™ (carbidopa/levodopa extended-release
capsules) with the following criteria:

Duopa™ (Carbidopa/Levodopa Enteral Suspension) Approval Criteria:

1. An FDA approved diagnosis of advanced Parkinson’s disease; and

2. Forlong-term administration, member or caregivers must be willing and able to
administer Duopa® through a percutaneous endoscopic gastrostomy; and

3. Patients must be experiencing three hours or more of “off” time on their current
Parkinson's disease drug treatment and they must have demonstrated a clear
responsiveness to treatment with levodopa; and

4. Approvals will be for a quantity of one cassette per day.

Rytary™ (Carbidopa/Levodopa Extended-Release Capsules) Approval Criteria
1. An FDA approved diagnosis of Parkinson’s disease, post-encephalitic parkinsonism, or
parkinsonism that may follow carbon monoxide intoxication or manganese intoxication;
and
2. A patient-specific, clinically significant reason why the member cannot use other generic
carbidopa/levodopa combinations including Sinemet® CR (carbidopa/levodopa
extended-release tablets).

Recommendation 2: Vote to Prior Authorize Strensiqg™ (Asfotase Alfa)

The Drug Utilization Review Board recommends the prior authorization of Strensig™ (asfotase
alfa) with the following criteria:

Strensiq™ (Asfotase Alfa) Approval Criteria:
1. An FDA approved indication for the treatment of patients with perinatal/infantile-onset
and juvenile-onset hypophosphatasia (HPP); and
2. Confirmed diagnosis by laboratory testing of:
a. Low age-adjusted ALP activity; and
b. Elevated pyridoxal 5’-phophate (PLP) levels; and
3. Member’s weight (kg) must be provided and have been taken within the last four weeks
to ensure accurate weight-based dosing; and
4. The 80mg/0.8mL vial should not be used in pediatric patients weighing less than 40kg.

Recommendation 3: Vote to Prior Authorize Varubi™ (Rolapitant)




The Drug Utilization Review Board recommends the prior authorization of Varubi™ (Rolapitant)
with the following criteria:

Varubi™ (Rolapitant) Approval Criteria:

1. An FDA approved indication for the prevention of delayed nausea and vomiting
associated with initial and repeat courses of emetogenic cancer chemotherapy; and

2. A previously failed trial of aprepitant (Emend®) that resulted in an inadequate response,
or a patient-specific, clinically significant reason why aprepitant cannot be used must be
provided; and

3. Approval length based on duration of need.

4. A quantity limit of two tablets per chemotherapy cycle will apply.

Recommendation 4: Vote to Prior Authorize Xuriden™ (Uridine Triacetate)

The Drug Utilization Review Board recommends the prior authorization of Xuriden™ (uridine
triacetate) with the following criteria:

Xuriden™ (Uridine Triacetate) Approval Criteria:
1. An FDA approved diagnosis of hereditary orotic aciduria defined by at least one of the
following:

a. Assay of the orotate phosphoribosyltransferase and orotidylic acid
decarboxylase enzymes in the patients erythrocytes showing deficiency in both
enzymes or deficiency in orotidylic acid decarboxylase alone; or

b. Evidence of megaloblastic anemia

i.  Normal serum folate and vitamin B12 levels and no evidence of
Transcobalamine Il deficiency; or
c. Orotic acid crystals visualized in the urine via microscopy; and
2. Current weight of member must be provided on the prior authorization request; and
a. Weights should be reassessed every six months to ensure proper dosing and
effectiveness; or
b. Prescriber can indicate urine orotic acid levels are within normal ranges and
dosing remains appropriate; and
3. The prescriber must verify that the patient/caregiver is able to properly measure and
administer medication; and
4. A quantity limit of four packets per day will apply.

Recommendation 5: Vote to Prior Authorize Spritam® (Levetiracetam), Vimpat®
(Lacosamide), Banzel® (Rufinamide), and Fycompa® (Perampanel)

The Drug Utilization Review Board recommends the following prior authorizations:

Spritam® (Levetiracetam) Approval Criteria:



An FDA approved diagnosis of partial-onset seizures, myoclonic seizures, or primary
generalized tonic-clonic (PGTC) seizures; and

A patient-specific, clinically significant reason why the member cannot use generic
formulations of levetiracetam.

A guantity limit of 60 tablets per 30 days will apply.

Vimpat® (Lacosamide) Approval Criteria:

1.
2.
3.

4.

An FDA approved diagnosis of partial-onset seizures; and

Initial prescription must be written by a neurologist; and

Member must have failed therapy with at least three other medications commonly used
for seizures.

Members currently stable on Vimpat® and who have a seizure diagnosis will be
grandfathered.

Banzel® (Rufinamide) Approval Criteria:

1.

An FDA approved indication of adjunctive therapy in the treatment of seizures
associated with Lennox-Gastaut Syndrome; and

Initial prescription must be written by a neurologist; and

Member must have failed therapy with at least three other medications commonly used
for seizures.

Members currently stable on Banzel® and who have a seizure diagnosis will be
grandfathered.

Fycompa® (Perampanel) Approval Criteria:

1.

An FDA approved indication of adjunctive therapy in the treatment of partial-onset
seizures with or without secondary generalized seizures or primary generalized tonic-
clonic (PGTC) seizures; and

Initial prescription must be written by a neurologist; and

Member must have failed therapy with at least three other medications commonly used
for seizures.

Members currently stable on Fycompa® and who have a seizure diagnosis will be
grandfathered.

Recommendation 6: Vote to Prior Authorize Solaraze® (Diclofenac 3% Gel)

The Drug Utilization Review Board recommends the prior authorization of Solaraze® (diclofenac
3% gel) with the following criteria:

Solaraze® (Diclofenac 3% Gel) Approval Criteria:

1.
2.

An FDA approved diagnosis of actinic keratosis (AK); and
Patient-specific information must be documented on the prior authorization form,
including all of the following:

a. Number of AK lesions being treated; and

b. Sizes of each lesion being treated; and

c. Anticipated duration of treatment; and



3. Approval quantity and length will be based on patient-specific information provided, in
accordance with Solaraze® prescribing information and FDA approved dosing regimen.

Recommendation 7: Vote to Prior Authorize Uceris® (Budesonide Extended-
Release Tablets), Uceris® (Budesonide Rectal Foam), and Various Mesalamine
Products

The Drug Utilization Review Board recommends the prior authorization of Uceris® extended-
release tablets, Uceris® rectal foam, and various mesalamine products with the following
criteria:

Uceris® (Budesonide) Extended-Release Tablets Approval Criteria:
1. An FDA approved diagnosis of induction of remission in patients with active, mild-to-
moderate ulcerative colitis; and
2. Previous failure of at least two of the following:
a. Oral aminosalicylates; or
b. Topical mesalamine; or
c. Topical steroids; or
d. A contraindication to all preferred medications; and
3. A patient-specific, clinically significant reason why the member cannot use other oral
corticosteroids available without prior authorization; and
4. Approvals will be for the duration of eight weeks in accordance with manufacturer
maximum recommended duration of therapy.
5. A quantity limit of 30 tablets per 30 days will apply.

Uceris® (Budesonide) Rectal Foam Approval Criteria:

1. An FDA approved diagnosis of induction of remission in patients with active, mild-to-
moderate distal ulcerative colitis extending up to 40cm from the anal verge; and

2. A patient-specific, clinically significant reason why the member cannot use oral
aminosalicylates, topical mesalamine, or other topical (rectally administered)
corticosteroids available without prior authorization; and

3. Approvals will be for the duration of six weeks in accordance with manufacturer
recommended duration of therapy.

4. A quantity limit of 133.6 grams per 42 days will apply.

Asacol® HD (Mesalamine) Delayed-Release Tablets Approval Criteria:
1. An FDA approved indication of the treatment of moderately active ulcerative colitis; and
2. A patient-specific, clinically significant reason the member cannot use other available
mesalamine products that do not require prior authorization; and
3. Approvals will be for the duration of six weeks in accordance with manufacturer
recommended duration of therapy; and
4. A quantity limit of 180 tablets per 30 days will apply.

Pentasa® (Mesalamine) 500mg Controlled-Release Capsules Approval Criteria:



1. An FDA approved indication for the induction of remission or for the treatment of
patients with mildly to moderately active ulcerative colitis; and

2. A patient-specific, clinically significant reason the member cannot use Pentasa® 250mg
controlled-release capsules or other available mesalamine products that do not require
prior authorization; and

3. Approvals will be for the duration of eight weeks in accordance with manufacturer
recommended duration of therapy; and

4. A quantity limit of 240 capsules per 30 days will apply.

Rowasa® (Mesalamine) Rectal Suspension Enema Approval Criteria:

1. The first three weeks of treatment would not require prior authorization.

2. An FDA approved indication for the treatment of active, mild-to-moderate distal
ulcerative colitis, proctosigmoiditis, or proctitis; and

3. A patient-specific, clinically significant reason the member cannot use Canasa®
(mesalamine suppositories) which do not require prior authorization; and

4. Provider documentation member is still having active symptoms after three weeks of
treatment; and

5. Approvals will be for the duration of six weeks in accordance with manufacturer
recommended duration of therapy; and

6. A quantity limit of 30 enemas (1,800mL) per 30 days will apply.

Lialda® (Mesalamine) Delayed-Release Capsules Quantity Limit Approval Criteria:
1. A gquantity limit of 60 capsules per 30 days will apply.
2. For quantity limit requests for greater than two capsules per day:
a. An FDA approved indication for the induction of remission in patients with
active, mild-to-moderate ulcerative colitis; and
b. A patient-specific, clinically significant reason the member cannot use other
available mesalamine products that are indicated to induce remission that do
not require prior authorization; and
c. Approvals will be for the duration of eight weeks in accordance with
manufacturer recommended duration of therapy; and
d. A maximum approval of 120 capsules per 30 days will apply.

Colazal® (Balsalazide) Capsules Quantity Limit Approval Criteria:
1. A quantity limit of 270 capsules per 30 days will apply.
2. The first twelve weeks of treatment would not require prior authorization.
3. After twelve weeks of treatment:
a. Provider must document a patient-specific, clinically significant reason member
needs longer duration of treatment.
4. An age restriction of five years and older will apply.

Pentasa® (Mesalamine) 250mg Controlled-Release Capsules Quantity Limit Approval Criteria:
1. A quantity limit of 480 capsules per 30 days will apply.
2. The first eight weeks of treatment would not require prior authorization.
3. After eight weeks of treatment:



a. Provider must document a patient-specific, clinically significant reason member
needs longer duration of treatment.
Canasa® (Mesalamine) Suppositories Quantity Limit Approval Criteria:
1. A guantity limit of 30 suppositories per 30 days will apply.
2. The first six weeks of treatment would not require prior authorization.
3. After six weeks of treatment:
a. Provider must document a patient-specific, clinically significant reason member
needs longer duration of treatment.

Recommendation 8: Vote to Prior Authorize Mitigare™ (Colchicine Capsules) and
Zurampic™ (Lesinurad)

The Drug Utilization Review Board recommends the prior authorization of Mitigare™ (colchicine
capsules) and Zurampic™ (Lesinurad) with the following criteria:

Mitigare™ (Colchicine Capsules) and Colcrys® (Colchicine Tablets) Approval Criteria:

1. A gquantity of six tablets for a three day supply is available without prior authorization
for treatment of acute gouty attacks; and

2. Failure of allopurinol after six months of treatment defined by persistent gouty attacks
with serum urate levels greater than 6.0mg/dL; and

3. Patient-specific, clinically significant reason why colchicine/probenecid would not be a
viable option for the member.

4. A quantity limit of 60 tablets per 30 days will apply for gout.

5. Members with the diagnosis of Familial Mediterranean Fever verified by genetic testing
will be approved for up to 2.4mg per day.

Zurampic™ (Lesinurad) Approval Criteria:

1. Member must be 18 years of age or older; and

2. An FDA approved diagnosis of gout in patients who have not achieved target serum uric
acid (sUA) levels with a xanthine oxidase inhibitor (XOl) alone; and

3. Failure of allopurinol or febuxostat alone defined by serum urate levels greater than
6.0mg/dL; and

4. Prescriber must verify that member has a creatinine clearance greater than 45mL/min
prior to initiating treatment and for continued approval; and

5. Prescriber must verify that member will take Zurampic™ concomitantly with a XOlI; and

6. Prescriber must document member is not taking more than 325mg of aspirin per day
and member is not taking any epoxide hydrolase inhibitors; and

7. Prescriber must document member has no contraindications for use of Zurampic™
including any of the following: Tumor lysis syndrome or Lesch-Nyhan syndrome, severe
renal impairment (CrCl less than 30mL/min), end stage renal disease, kidney transplant
recipients, or patients on dialysis.

8. A quantity limit of one tablet daily will apply.
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