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Designation and Authority
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A. Single State Agency

1. State Name: Mississippi

 2. As a condition for receipt of Federal funds under title XIX of the Social Security Act, the single state agency named here agrees to administer the Medicaid program in 
accordance with the provisions of this state plan, the requirements of titles XI and XIX of the Act, and all applicable Federal regulations and other official issuances of the 
Centers for Medicare and Medicaid Services (CMS).

3. Name of single state agency:

Office of the Governor

4. This agency is the single state agency designated to administer or supervise the administration of the Medicaid program under title XIX of the Social Security Act. (All 
references in this plan to "the Medicaid agency" mean the agency named as the single state agency.)

B. Attorney General Certification:

 The certification signed by the state Attorney General identifying the single state agency and citing the legal authority under which it administers or supervises 
administration of the program has been provided.

Name Date Created

MS SPA 18-0003 Medicaid Administration Attorney General Certification 3/28/2018 10:59 AM EDT

C. Administration of the Medicaid Program

The state plan may be administered solely by the single state agency, or some portions may be administered by other agencies.

1. The single state agency is the sole administrator of the state plan (i.e. no other state or local agency administers any part of it). The agency administers the state plan 
directly, not through local government entities.

2. The single state agency administers portions of the state plan directly and other governmental entity or entities administer a portion of the state plan.

a. The single state agency supervises the administration through counties or local government entities.

b. The single state agency supervises the administration through other state agencies. The other state agency implements the
state plan through counties and local government entities.

 c. Another state agency administers a portion of the state plan through a waiver under the Intergovernmental Cooperation Act of 
1968.
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D. Additional information (optional)

Pursuant to Miss. Code Ann. § 43-13-107, the Division of Medicaid in the Office of the Governor administers the Medicaid program as prescribed by law.
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A. Intergovernmental Cooperation Act Waivers

The state has the following Intergovernmental Cooperation Act Waivers:

View Waiver - Mississippi Department of Human Services

1. Name of state agency to which responsibility is delegated:

Mississippi Department of Human Services

2. Date waiver granted:

6/21/2018

3. The type of responsibility delegated is (check all that apply):

 a. Conducting fair hearings

b. Other

4. The scope of the delegation (i.e. all fair hearings) includes:

The Mississippi Division of Medicaid delegates all fair hearings for eligibility determinations and services/benefits for IV-E and non IV-E foster care and adoption assistance-
related children to the MS Department of Child Protective Services (MDCPS) which is a sub-agency of the Mississippi Department of Human Services (MDHS) the IV-A/TANF 
agency. MDCPS issues the final hearing decisions for this sub-population for IV-e and non-IV-e foster care and adoption assistance Medicaid categories. The Division will 
enter into a Memorandum of Understanding with MDCPS detailing the scope and responsibilities of the Division and MDCPS as well as quality control and oversight. 

5. Methods for coordinating responsibilities between the agencies include:

 a. The Medicaid agency retains oversight of the state plan, as well as the development and issuance of all policies, rules and regulations on all program matters.

 b. The Medicaid agency has established a process to monitor the entire appeals process, including the quality and accuracy of the hearing decisions made by the 
delegated entity.

 c. The Medicaid agency informs every applicant and beneficiary in writing of the fair hearing process and how to directly contact and obtain information from the 
Medicaid agency.

 d. The Medicaid agency ensures that the delegated entity complies with all applicable federal and state laws, rules, regulations, policies and guidance governing the 
Medicaid program.

 e.The Medicaid agency has written authorization specifying the scope of the delegated authority and description of roles and responsibilities between itself and the 
delegated entity through:

 i. A written agreement between the agencies.

ii. State statutory and/or regulatory provisions.

6. The single state agency has established a review process whereby the agency reviews fair hearing decisions made by the delegated entity.

Yes

No

7. Additional methods for coordinating responsibilities among the agencies (optional):

   Approval Date:          Effective Date: 01/01/2018TN No.: 18-0003-MM4    
Superseded 76-16 Page 

06/28/18

Supersedes Section 1.1: page 4



Intergovernmental Cooperation Act Waivers
MEDICAID | Medicaid State Plan | Administration, Eligibility | MS2018MS0004O | MS-18-0003

Package Header
Package ID MS2018MS0004O

Submission Type Official

Approval Date N/A

Superseded SPA ID 76-16

User-Entered

SPA ID MS-18-0003

Initial Submission Date 3/30/2018

Effective Date 5/31/2018

B. Additional information (optional)
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A. Eligibility Determinations (including any delegations)

1. The entity or entities that conduct determinations of eligibility for families, adults, and individuals under 21 are:

 a. The Medicaid agency

 b. Delegated governmental agency

 i. Single state agency under Title IV-A (TANF) (in the 50 states or the District of 
Columbia) or under Title I or XVI (AABD) in Guam, Puerto Rico, or the Virgin Islands

ii. An Exchange that is a government agency established under sections 1311(b)
(1) or 1321(c)(1) of the Affordable Care Act

iii. Other

2. The entity or entities that conduct determinations of eligibility based on age, blindness, and disability are:

 a. The Medicaid agency

 b. Delegated governmental agency

i. Single state agency under Title IV-A (TANF) (in the 50 states or the District of 
Columbia) or under Title I or XVI (AABD) in Guam, Puerto Rico, or the Virgin Islands

ii. An Exchange that is a government agency established under sections 1311(b)
(1) or 1321(c)(1) of the Affordable Care Act

 iii. The Social Security Administration determines Medicaid eligibility for SSI
beneficiaries

iv. Other

3. Assurances:

 a. The Medicaid agency is responsible for all Medicaid eligibility determinations.

 b. There is a written agreement between the Medicaid agency and the Exchange or any other state or local agency that has been 
delegated authority to determine eligibility for Medicaid eligibility in compliance with 42 CFR 431.10(d).

 c. The Medicaid agency does not delegate authority to make eligibility determinations to entities other than government agencies 
which maintain personnel standards on a merit basis.

 d. The delegated entity is capable of performing the delegated functions.
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B. Fair Hearings (including any delegations)

 The Medicaid agency has a system of hearings that meets all of the requirements of 42 CFR Part 431, Subpart E.

 The Medicaid agency is responsible for all Medicaid fair hearings.

1. The entity or entities that conduct fair hearings with respect to eligibility based on applicable modified adjusted gross income (MAGI) are:

 a. Medicaid agency

b. State agency to which fair hearing authority is delegated under an Intergovernmental Cooperation Act waiver.

c. Local governmental entities

d. Delegated governmental agency

3. For all other Medicaid fair hearings (not related to an eligibility determination based on MAGI):

 All other Medicaid fair hearings are conducted at the Medicaid agency or at another state agency authorized under an ICA waiver.
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C. Evidentiary Hearings

The Medicaid agency uses local governmental entities to conduct local evidentiary hearings.

Yes

No

D. Additional information (optional)
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A. Description of the Organization and Functions of the Single State Agency

1. The single state agency is:

a. A stand-alone agency, separate from every other state agency

b. Also the Title IV-A (TANF) agency

c. Also the state health department

d. Other:

2. The main functions of the Medicaid agency and where these functions are located within the agency are described below. This description should be
consistent with the accompanying organizational chart attachment. (If the function is not performed by the Medicaid agency, indicate in the description which 
other agency performs the function.)

a. Eligibility Determinations

The Office of Eligibility, consisting of thirty (30) Regional Offices (ROs), is responsible for determining all Medicaid eligibility for all applicants and beneficiaries except for (1) 
IV-E and non IV-E foster care and adoption assistance-related children, and (2) individuals eligible for SSI. The Office of Eligibility includes:
-Office of State Operations is responsible for overseeing eligibility systems and policy and training for Medicaid and CHIP.
-Office of Provider Enrollment is responsible for enrolling and credentialing health service providers.
-Office of RO Administration is responsible for overseeing the thirty (30) ROs as well as supervising all of the Outstation Sites.

b. Fair Hearings (including expedited fair hearings)

The Office of Appeals in the Division of Medicaid conducts all Medicaid fair hearings for all applicants and beneficiaries except for IV-E and non IV-E foster care and adoption 
assistance-related children.

c. Health Care Delivery, including benefits and services, managed care (if applicable)

The Office of Executive Administrator is responsible for the core administrative functions of Procurement, Contract Compliance, Policy, Appeals and managing the 
coordinated care program, MississippiCAN.

The Office of Health Services is responsible for the overall development, implementation and operation of all Medicaid health-care services and benefits and includes the 
following:
-Office of Medical Services is responsible for overseeing the delivery of healthcare in over thirty (30) medical program areas and includes: medical and operational services; 
expanded EPSDT, professional/ancillary services, and preventative services.
-Office of Pharmacy is responsible for the development and administration of evidence-based medication use strategies that enhance eligible beneficiary and population 
health outcomes while optimizing health care resources. The Medicaid prescription drug programs include application of systems and data collection necessary to manage, 
analyze, and review of drug adherence, management of quality and cost-effective pharmacy benefits, and the Medicaid Drug Rebate Program including supplemental 
rebates. The P&T Committee and the DUR Board are directed by the Office of Pharmacy. Other responsibilities include the management and oversight of contracted 
vendors including: pharmacy point of sale claims processing, rate setting and reimbursement, DUR related projects, pharmacoeconomic modeling and analysis for the 
Universal Preferred Drug List, in addition to both the Prior Authorization and the Complex Pharmaceutical Care Programs.
-Office of Community-Based Services is responsible for administering the Bridge to Independence (B2I) program, the Housing Locator, and administering the State’s e-LTSS 
system.
-Office of Hospital Programs and Services is responsible for managing the policies governing prior authorization, the rendering of prior authorized services, and validating 
the adjudication or coordination of the federally mandated auditing programs associated with these claim types. This Office is also responsible for analyzing trends in claim 
processing to assist in identifying and quantifying issues, conducting ongoing assessments and investigations of claim payments and operations, and monitoring managed 
care plans to assure contracting and regulatory obligations are met.
-Office of Clinical Support Services is responsible for overseeing the Division of Medicaid’s fee schedules and rates, ensuring compliance with coding and billing regulations, 
monitoring contractor compliance with the Division of Medicaid coding coverage and adjudication, responding to requests for coverage information, and overseeing 
MississippiCAN quality activities.
-Office of Long-Term Care is responsible for overseeing the following programs: institutional settings for nursing homes, the hospice program and the following HCBS 
waivers: E&D, IL, AL, and TBI/SCI. 
-Office of Mental Health is composed of two divisions. The Division of Mental Health Services is responsible for overseeing PASRR, acute freestanding psychiatric facilities, 
community/private mental health centers, therapeutic and evaluative mental health services for children, outpatient mental health hospital services, PRTFs, and psychiatric 
units at hospital’s inpatient detox for chemical dependency. The Division of Special Mental Health Initiatives is responsible for overseeing autism services, mental health 
services provided by FQHCs and RHCs, ICF/IIDs, MYPAC, psychiatric services by a physician, and 1915(i) community support programs.
-Office of Program Integrity is responsible for investigating potential provider and beneficiary fraud, waste, and abuse of Medicaid programs and services as well as 
identifying vulnerabilities in policies and systems and making recommendations for improvements.
-Medical Director is responsible for serving as a resource in the review of policy, interpreting clinical best practices, and communicating with the medical provider 
community.

d. Program and policy support including state plan, waivers, and demonstrations (if applicable)
TN No.: 18-0003-MM4                   Approval Date:     Effective Date: 01/01/2018
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The Office of Policy is responsible for developing and maintaining policies for Mississippi Medicaid programs, submissions of State Plan Amendments (SPA), Waivers, and 
Administrative Code filings.

e. Administration, including budget, legal counsel

Executive Leadership- the Executive Director, appointed by the Governor, serves as full-time director of the Mississippi Division of Medicaid to administer the Medicaid 
program, subject to federal and state laws and regulations and duties as approved by the Governor.

The Office of Legal, staffed by attorneys from the Office of the Attorney General, is responsible for providing legal consultation and representing the Division of Medicaid in 
a variety of areas including personnel matters, statutory and regulatory issues, procurement and contracting, recovery efforts, garnishments, levies, bankruptcies and tax 
liens. The attorneys are responsible for drafting all Division of Medicaid contracts, representing the agency at various administrative hearings, providing guidance on policy 
drafting and filing, assisting the RFI Officer with public records requests, and serving as liaisons to the Medicaid Fraud Control Unit (MFCU). In addition to administrative 
hearings, the attorneys are also responsible for representing the Division of Medicaid before the Employee Appeals Board, United States Equal Employment Opportunity 
Commission (EEOC) and state and federal courts. 

The Office of Government Relations is responsible for serving as the primary point of contact for legislative inquiries, handling requests, and leading the government 
relations team.
-Requests for Information is responsible for processing information in accordance with the Mississippi Public Records Act and the Division of Medicaid’s policy. 

f. Financial management, including processing of provider claims and other health care financing

The Office of Finance is responsible for effective fiscal management of the agency. This office provides fiscal oversight for the managed care contracts.

-Office of Financial and Performance Review is responsible for conducting financial and performance reviews and is composed of three units: the Provider Review Unit, the 
Contracts Monitoring Unit, and the Certified Electronic Health Records Unit.
-Office of Reimbursement is responsible for payment policy and rate setting for long-term care facilities, home health agencies, hospitals, rural health clinics, federally 
qualified health centers, end-stage renal disease centers, hospices, and Mississippi State Department of Health clinics. 
-Chief Financial Office is responsible for overseeing the Office of Financial Reporting, the Office of Accounting and the Office of Third Party Recovery.
-Office of Financial Reporting is responsible for state and federal financial reporting.
-Office of Accounting is composed of three units: Purchasing, Accounts Payable and Cash Receipts. 
-Office of Third Party Recovery is responsible for ensuring Medicaid is the payer of last resort on medical claims, recovering any monies reimbursed prior to the knowledge 
of a liable third party, and verifying accurate and complete third party records and files in accordance with state and federal requirements.

g. Systems administration, including MMIS, eligibility systems

The Office of Information Technology Management (iTECH) is responsible for overseeing the Medicaid Eligibility Determination System (MEDS), the Medicaid Management 
Information System (MMIS), the Data Warehouse/Decision Support System (DW/DSS), and is comprised of the following areas:

-Legacy Enterprise Systems is responsible for managing the Fiscal Agent who operates and maintains the MEDS for Medicaid’s eligibility determinations and the MMIS for 
claims processing and payment, the Pharmacy Benefits Management (PBM) system, analyzing data to support state health policy changes and healthcare reform, and 
providing reporting capabilities through the DW/DSS. 
-Eligibility Systems is responsible for enhancing and maintaining the electronic MEDS as well as the coordination of cross agency collaboration on the eligibility and fraud 
and abuse initiatives set forth in the HOPE bill. 
-Medicaid Enterprise Systems is responsible for managing the implementation of the new Medicaid Enterprise System (MES) which includes Fiscal Agent services, claims
processing and payment systems, and the PBM system; managing and coordinating associated vendor contracts (PMO, IV&V, SI, etc.); and providing maintenance and 
operational support of the MES.
-Health Information Technology is responsible for the design, development, implementation, and maintenance of the Medicaid Clinical Information (MCI) architecture.  The 
MCI houses transformed claims and clinical information on Medicaid beneficiaries for use in analytics, reporting, and point of care by providers. 
-Project Administration, Systems and Structure is responsible for establishing and ensuring compliance with industry standard project management guidelines, structure 
and process for all projects that fall within iTECH that are internally or externally initiated. This office also is responsible for coordination of business and technical process 
improvements.
-Infrastructure Support is responsible for monitoring and maintaining the performance of the network infrastructure comprised of the hardware, software, and tools that
connect the central office and 30 regional offices located throughout the state. This area manages the Division of Medicaid’s data and telephonic network through 
coordination with the state information technology systems infrastructure team.
-Administrative Oversight is responsible for strategic planning, budgeting, developing and updating funds for Advanced Planning Documents (APDs) for all IT-related 
projects. This office is also responsible for developing and implementing iTECH’s internal policies and IT planning and acquisition management. 
-Cyber-Security is responsible for protecting and maintaining the Division of Medicaid’s electronic and physical security as well as gatekeeping of electronic Personal Health 
Information (PHI) and Personally Identifiable Information (PII) of beneficiaries. This office is also responsible for ensuring compliance with the regulatory oversight agencies, 
responding to external audit requests, and developing and enforcing cyber security policies.
-Special Projects is responsible for overseeing the Medicaid Information Technology Architecture (MITA) initiative, change management, provider incentive payments, site
build-out and property tracking.
-Technical Support & User Assistance is responsible for supporting access control management and providing help desk assistance related to hardware and software issues 
for the Division of Medicaid’s employees both in the central office and ROs.

h. Other functions, e.g., TPL, utilization management (optional)

Office of Third Party Recovery is responsible for ensuring Medicaid is the payer of last resort on medical claims, recovering any monies reimbursed prior to the knowledge 
of a liable third party, and verifying accurate and complete third party records and files in accordance with state and federal requirements.

The Office of Human Resources is responsible for coordinating all personnel matters including: recruiting of personnel, classifying of positions, verifying fair and adequate 
compensation, ensuring all disciplinary actions are carried out in a fair and legal manner, validating that the agency complies with relevant federal and state laws and 
regulations, overseeing leave and benefit matters, facilitating training of current employees and maintaining personnel files. Human Resources is composed of recruitment 
and selection, benefits and leave, administration, workforce development, and human capital strategy.

The Office of Communications is responsible for disseminating information to internal and external audiences including the designing, writing, formatting, editing, and 
distributing process for the Division of Medicaid’s external website, publications, collateral materials, and digital media. This area is responsible for public relations, issuing 
official statements and serving as the primary contact for news media requests.

The Office of Project Coordination is responsible is responsible for defining agency project expectations and goals, ensuring clear communication and creating efficient ways 
to work together and includes the following:
-Office of Operations is responsible for providing support to the Agency and ROs and is comprised of warehouse management, postal services unit, document imaging and 
records management.
-Office of Property Management, which includes fixed assets, is responsible for scheduling and conducting internal agency property audits, recording inventory of all new 
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property acquisition, facilitating selection, approval and execution of all real property leases, execution of janitorial and other related contractual agreements, facilities 
maintenance liaison, agency fleet management, ITECH warehouse management, garage/parking assignments, office renovations, and maintaining the vehicle policy manual.
-Office of Provider Beneficiary Relations is responsible for all outreach to and conducting educational events for providers and beneficiaries about Medicaid programs, 
services and eligibility. This office is responsible for maintaining the Division of Medicaid’s switchboard which is the primary contact for provider, beneficiary, and general
inquirers. 

3. An organizational chart of the Medicaid agency has been uploaded:

Name Date Created

MS SPA 18-0003 Medicaid Administration Organizational Chart 6/5/2018 2:58 PM EDT
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B. Entities that Determine Eligibility or Conduct Fair Hearings Other than the Medicaid Agency

Title

Single state agency under Title IV-A (TANF)

Description of the functions the delegated entity performs in carrying out its 
responsibilities:

The Division of Medicaid delegates the authority to conduct all eligibility 
determinations and redeterminations and all fair hearings for IV-E and non IV-E 
foster care and adoption assistance-related children to the Mississippi Department 
of Child Protective Services (MDCPS) a sub-agency of the Mississippi Department of 
Human Services (MDHS) which is the IV-A/TANF state agency. All fair hearing 
decisions made by MDCPS are final. The Division of Medicaid has a Memorandum 
of Understanding with MDCPS that describes the scope, the relationship between 
the Division and MDCPS and their respective responsibilities.

Title

The Social Security Administration

Description of the functions the delegated entity performs in carrying out its 
responsibilities:

The state has an agreement under section 1634 of the Social Security Act for the 
Social Security Administration to determine Medicaid eligibility of SSI beneficiaries.
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E. Coordination with Other Executive Agencies

The Medicaid agency coordinates with any other Executive agency related to any Medicaid functions or activities not described elsewhere in the Organization 
and Administration portion of the state plan (e.g. public health, aging, substance abuse, developmental disability agencies):.

Yes

No
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F. Additional information (optional)
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A. Assurances

 1. The state plan is in operation on a statewide basis, in accordance with all the requirements of 42 CFR 431.50.

 2. All requirements of 42 CFR 431.10 are met.

 3. There is a Medical Care Advisory Committee to the agency director on health and medical services established in accordance with 42 CFR 431.12. All requirements of 
42 CFR 431.12 are met.

 4. The Medicaid agency does not delegate, other than to its own officials, the authority to supervise the plan or to develop or issue policies, rules, and regulations on 
program matters.

 5. The Medicaid agency has established and maintains methods of personnel administration on a merit basis in accordance with the standards described at 5 USC 2301, 
and regulations at 5 CFR Part 900, Subpart F. All requirements of 42 CFR 432.10 are met.

 6. All requirements of 42 CFR Part 432, Subpart B are met, with respect to a training program for Medicaid agency personnel and the training and use of sub-
professional staff and volunteers.

B. Additional information (optional)

  Approval Date:      Effective Date: 01/01/2018TN No.: 18-0003-MM4 
Superseded 76-16, 

 74-7, 77-13, 
                78-2, 17-0004

Page 
06/28/18

Supersedes Section 1.1: page 6
   Section 1.3: page 8
   Section 5.1: page 80
   Section 5.3: page 82

Partially supersedes Section 1.4: page 9
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State of Mississippi 

TN No.  17-0004          Date Received: 11/14/17 
Supersedes          Date Approved: 01/16/18 
TN No.  2010-035  Date Effective: 10/01/17 

1.4        State of Mississippi Medical Care Advisory Committee 

There is an advisory committee to the Mississippi Division of Medicaid on health and medical care services 
established in accordance with and meeting all the requirements of 42 C.F.R § 431.12. 

Tribal Consultation Requirements 

The Mississippi Division of Medicaid complies with Section 1902(a)(73) and Section 2107(e)(I) of the 
Social Security Act by seeking advice on a regular, ongoing basis from a designee of the Indian health 
programs concerning Medicaid and Children’s Health Insurance Program (CHIP) matters having a direct 
impact on Indian health programs and urban Indian organizations. Mississippi has only one federally 
recognized Tribe and that is the Mississippi Band of Choctaw Indians (MBCI). 

The Mississippi Division of Medicaid consults with the MBCI by notifying the MBCI’s designee in writing 
with a description of the proposed change and direct impact, at least thirty (30) days prior to each 
submission by the State of any Medicaid State Plan Amendment (SPA), and at least sixty (60) days prior to 
each submission of any waiver proposals, waiver extensions, waiver amendments, waiver renewals and 
proposals for demonstration projects likely to have a direct impact on Indian health programs, Tribal 
organizations, or urban Indian organizations (I/T/U) by email. Direct impact is defined as any Medicaid or 
CHIP program changes that are more restrictive for eligibility determinations, changes that reduce payment 
rates or payment methodologies to I/T/U providers, reductions in covered services, changes in consultation 
policies, and proposals for demonstrations or waivers that may impact I/T/U providers.  If no response is 
received from the MBCI within the notification time-frames listed above, the Division of Medicaid will 
proceed with the submission to the Centers for Medicare and Medicaid Services (CMS). 

MBCI designees are the Choctaw Health Center’s Deputy Health Director and Director of Financial 
Services.    

If the Mississippi Division of Medicaid is not able to consult with the Tribe within the notification time-
frames prior to a submission the Division of Medicaid must e-mail a copy of the proposed submission 
along with the reason for the urgency to the MBCI designee. The Tribe may waive this notification time-
frame requirement in writing via e-mail. If requested, a conference call with the MBCI designee and/or 
other Tribal representatives will be held to review the submission and its impact on the Tribe. In the event 
of a conference call, the Division of Medicaid will then confirm the discussion via email and request a 
response from the designee to ensure agreement on the submission. This documentation will be provided as 
part of the submission information to CMS. 

If the tribe does not respond to the request or responds that they do not agree to the expedited process, the 
Division of Medicaid will follow the normal consultation timeframes articulated in the preceding 
paragraph. 

*Page Partially Superseded by approved SPA # 18-0003-MM4

BPEAK
Cross-Out
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Package Header
Package ID MS2018MS0004O

Submission Type Official

Approval Date N/A

Superseded SPA ID NEW

User-Entered

SPA ID MS-18-0003

Initial Submission Date 3/30/2018

Effective Date 1/1/2018

The state applies the following financial methodologies for all eligibility groups whose eligibility is not based on modified adjusted gross income (MAGI) rules (described in 
42 C.F.R. §435.603):

A. Financial Eligibility Methodologies

 The state determines financial eligibility consistent with the methodologies described in 42 C.F.R. §435.601.

B. Eligibility Determinations of Aged, Blind and Disabled Individuals
Eligibility is determined for aged, blind and disabled individuals based on one of the following:

SSA Eligibility Determination State (1634 State)

The state has an agreement under section 1634 of the Social Security Act for the Social Security Administration to determine Medicaid 
eligibility of SSI beneficiaries.  For all other individuals who seek Medicaid eligibility on the basis of being aged, blind or disabled, the 
state requires a separate Medicaid application and determines financial eligibility based on SSI income and resource methodologies.

State Eligibility Determination (SSI Criteria State)

The state requires all individuals who seek Medicaid eligibility on the basis of being aged, blind or disabled, including SSI beneficiaries, 
to file a separate Medicaid application, and determines financial eligibility based on SSI income and resource methodologies.

State Eligibility Determination (209(b) State)

The state requires all individuals who seek Medicaid eligibility on the basis of being aged, blind or disabled, including SSI beneficiaries, 
to file a separate Medicaid application, and determines financial eligibility using income and resource methodologies more restrictive 
than SSI.

C. Financial Responsibility of Relatives

 The state determines the financial responsibility of relatives consistent with the requirements and methodologies described in 42 C.F.R. §435.602.

D. Additional Information (optional)

Approval Date: Effective Date: 01/01/2018TN No.: 18-0003-MM4 
Superseded New Page 

06/28/18



PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number. The valid OMB control number for this information collection is 0938-1188. The time required to complete this information collection is estimated to average 40 hours per 
response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments 
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-
05, Baltimore, Maryland 21244-1850.

This view was generated on 6/26/2018 12:18 PM EDT

TN No.: 18-0003-MM4                    Approval Date:           Effective Date: 01/01/2018
Superseded None Page 
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Revision: HCFA-PM-94-3 (MB) 
APRIL 1994 
State/Territory: Mississippi 

Citation 

1928 of the Act 

TN No. 94-15 

1. 5 Pediatric Inununization Program 

1. The State has implemented a program for the 
distribution of pediatric vaccines to program 
registered providers for the immunization of 
federally vaccine-eligible children in accordance 
with section 1928 as indicated below. 

a. The State program will provide each vaccine­
eligible child with medically appropriate vaccines 
according to the schedule developed by the 
Advisory Committee on :ImmiJ.nization Practices and 
without charge for the vaccines. 

b. The State will outreach and encourage a variety of 
providers to participate in the program and to 
administer vaccines in multiple settings, e.g., 
private health care providers, providers that 
receive funds under Title V of the Indian Health 
Care Improvement Act, health programs or 
facilities operated by Indian tribes, and maintain 
a list of program-registered providers. 

c. With respect to any population of vaccine eligible 
children a substantial portion of whose parents 
have limited ability to speak the English 
language, the State will identify program­
registered providers who are able to communicate 
with this vaccine-eligible population in the 
language and cultural context which is most 
appropriate. 

d. The State will instruct program-registered 
providers to determine eligibility in accordance 
with section 1928(b) and (h) of the Social 
Security Act. 

e. The State will assure that no program-registered 
provider will charge more for the administration 
of the vaccine than the regional maximum 
established by the Secretary. The State will 
inform program-registered providers of the maxi11IU1U 
fee for the administration of vaccines. 

f. The State will assure that no vaccine e l igible 
child is denied vaccines because of an inability 
to pay an administration fee. 

g. Except as authorized under section 1915 (b) of the 
Social Security Act or as permitted by the 
Secretary to prevent fraud or abuse, the State 
will not impose any additional qualifications or 
conditions, in addition to those indicated above, 
in order for a provider to qualify as a program­
registered provider . 

Supersedes Approval · Oate 
TN No. ~~-NEW=-~~ Date Received 

FEB 0 3 l995 
12-30-94 

Effective Date 10-1-94 
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Revision: HCFA-PM-94-3 (MB ) 
APRIL 1994 
State/Territory: Mississippi 

Citat ion 
1 92 8 of the Act 2. The State has not modified or repealed any 

TN No. 94-15 
Supersedes 
TN No. NEW 

Immunization Law in effect as of May l , 19 9 3 t o 
reduce the amount of health insurance coverage o f 
pediatric vaccines . 

3. The Stat e Medicaid Agency has coordinated with the 
State l?ubli c Health Agency in the completion of 
this preprint page . 

4. The State agency with over all responsibility f or 
the implementation and enforcement of the 
provisions of section 1928 is : 

State Medicaid Agency 

~ State Public Health Agency 

Approval Date FEB 0 3 J 995 
Date Received 1 2-30-94 

Effective Date 10-1-94 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE/TERRITORY: Mississippi Section 1.6 
Pa e ia 

Citation 

Section 1932 A(1) State Option to Use Managed Care -
Population Health Management Program 

Section 1932 of 
the Social Security Act 

Maternity care provided to Medicaid beneficiaries is provided through the 
provisions of Section l 932(a) of the Social Security Act enacted through 
provisions of the Balanced Budget Act of 1997. Population Health 
Management Program will provide services for pregnant women and 
infants under one year of age. This program is primarily for inpatient and 
outpatient obstetrical care associated with low birth-weight and pre-term 
babies. The Population Health Management Program will operate on a 
statewide basis, through the state's public health districts that are currently 
recognized by the State Public Health Department. The state contracts 
with entities who have arrangements with health care professionals to 
provide case management related services to pregnant women and infants 
one year and under who are in the program. 

I. Assurances 
A. All requirements will be met for 1932 and l 905(t) of the Social 

Security act. There will be public involvement in the design and 
implementation of the program. Public comments and 
involvement will be solicited on an on-going basis through 
surveys, focus groups and other means. 

TN No. 2002-17 
Supersede TN No. NfilY 

B. The following categories of Beneficiaries are not eligible to enroll 
in the Plan: 
(1) Beneficiaries who are, at the time of application for 

enrollment or at the time of enrollment, domiciled or 
residing in an institution, including nursing facilities, 
hospital swing bed units, intermediate care facilities for the 
mentally retarded, mental institutions, psychiatric 
residential treatment facilities, or correctional institutions; 

(2) Beneficiaries enrolled in Home and Community-Based 
(HCBS) Waiver programs. HCBS beneficiaries can 
dis-enroll from the HCBS program and can choose to 
enroll. 

DateApproved October 8, 2002 
DateEffective October 1 , 2002 
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STATE/TERRITORY: Mississippi Sect ion 1.6 
Pa e 1b 

TN No. 2002-17 
Supersedes TN No. New 

(3) Disabled workers at 200% poverty level; 
(4) Individuals who meet the eligibility requirements for 

receipt of both Medicaid and Medicare benefits. 
(5) Indians who are members of Federally-recognized tribes; 
(6) Children under 19 years of age who are: 

(1) eligible for SSI under Title XVI except children 
under one oflow birthweight (< 2500 grams). 

(2) described in Section 1902(e)(3) of the Social 
Security Act; 

(3) in foster care or other out-of-home placement; 
( 4) receiving foster care or adoption assistance; or 
(5) receiving services through a family-centered, 

community-based, coordinated care system 
receiving grant funds under Section 50 l(a)(l )(0) of 
Title V. 

C. Each Public Health Region will have one entity known as the 
Population Health Management Contractor responsible for the 
Population Health Management Program in that region. These 
public health regions will be comprised of public health districts as 
follows: 

Region I - Districts l, 2 and 3 
Region II - Districts 4, 5 and 6 
Region III - Districts 7, 8 and 9 

Each pregnant beneficiary will be enrolled in the PHM in the 
county of her residence. Individuals will have a choice of at least 
two (2) delivering health care professionals from within the 
system. Population Health Management Contractor (PHMC) must 
ensure that each beneficiary has the ability to choose among 
delivering health care professionals enrolled in the entity. 

4. Beneficiaries will be permitted to change delivering health care 
professionals at any time for cause and without cause once in the 
first 90 days beginning on the date the beneficiary receives official 
notification of enrollment and at least 12 months after emollment 
with the entity. Beneficiaries may elect to change providers within 
the system but may not elect to dis-enroll from the Population 
Health Management Program (PHM). Beneficiaries who refuse to 
enroll or follow program guidelines will be responsible for 
payment of services provided. 

Date Approved October 8 , 2002 
Date Effective October 1, 2002 
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ST ATE/TERRITORY: Mississippi Section 1.6 
Pae 1c 

E. Default Enrolhnent Process 
Default enrollment by the PHMC in a PHM Program area will be 
through equivalent distribution among delivering health care 
professionals who are enrolled in the Maternity Program and have 
the capacity to serve additional beneficiaries. At program 
implementation and 30 days post implementation, PHM 
Contractors are required to offer participation to qualified 
delivering Health Care Professionals who agree to participation 
requirements. Afterwards the PHMC will offer open enrollment 
annually. The state has established a policy that each provider 
meets required qualifications to participate as a program provider. 
Beneficiaries will be required to select a provider or be assigned to 
one within two weeks after contractor's notification. 

F. Information will be provided to beneficiaries on the PHMC, 
enrollee rights and responsibilities, grievance and appeal 
procedures, covered items and services, benefits not covered 
through the Population Health Management Program, cost sharing, 
service areas and quality performance to the extent available. This 
information will be provided to all Medicaid eligible women of 
childbearing age and infants under one year of age upon 
implementation of the program. Additionally, this information 
will be updated if PHMC(s) change. This information will be 
available on an ongoing basis in key places within the state such as 
physician's offices, clinics, and local Department of Human 
Services. Medicaid will retain approval authority for all marketing 
materials. 

II The number of Population Health Management Contractors will be restricted to 
one in each of the public health regions within the state. The State will assure that 
the contractor provider network is adequate and available during procurement of 
Population Health Management Contractors for each region. Assurance of access 
to care is accomplished through review of the number of beneficiaries and 
delivering health care professionals within each district and county. 
Consideration will be given to the number of providers that practice in the county, 
tra-vel times, national standards such as published by the American College of 
Obstetrics and Gynecology and other factors that may be present in the health care 
infrastructure in the area. The PHMC will be required to continuously monitor 
access to care to ensure that standards are met on an ongoing basis. Monitoring is 

TN No. 2002-17 
Supersede TN No. NEW 

Date Approved October 8, 2002 
Date Effective October L, 2002 
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STATE/TERRITORY: Mississippi Section 1.6 
Pa e 1d 

also accomplished through. the grievance process. Medicaid will monitor the 
PHMC annually through the administrative review process to ensure access to 
care is available. Public Health districts are based on county designation and 
cQnsist of one or more counties per district. 

ill. Population Health Management Contractors will be selected through evaluation of 
the contractor's ability to provide required components of the Population Health 
Management Program. These include, but are not limited to, private entities, non­
profit corporations, Provider Service Organizations, Health Departments, or 
similar entities that meet Population Health Management Contractor 
Qualifications. Assurance is provided that Population Health Management 
Contractor contracts will contain, at a minimum, terms required under Sections 
1932 and 1905 (t) (3) of the Social Security Act. 

Contracts with such entities require: 

TN No. 2002-1 7 
Supersede TN No. NEW 

A. PHM Contractors will provide reasonable and adequate hours of 
operation, including 24 hour 7 day availability of information 
referral and treatment with respect to medical emergencies; 

B. The PHM Contractors will enroll only those individuals residing 
sufficiently near a service delivery site to be able to reach that site 
within a reasonable time using available and affordable means of 
transportation; 

C. The PHM Contractors will provide for arrangements with or 
referrals to a sufficient number of physicians and other appropriate 
health care professionals to ensure that services under the contract 
will be delivered promptly and without compromising quality of 

D. 

E. 

F. 

care; 
The PHM Contractors will not discriminate on the basis of health 
status or requirements for health care services in enrolling, 
disenrolling or re-enrolling Medicaid beneficiaries; 
The PHM Contractors will pennit individuals to change delivering 
health care professionals in accordance with the provisions in 
Section 1932 (a) (4); and . 
The PHM Contractors will comply with other applicable 
provisions of Section 1932, including requirements and provisions 
of marketing. 

Date Approved October 8, 2002 
Date Effective October l, 2002 
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TN No. 2002-17 
Supersede TN No. NEW 

G. The state assures that the contract with Population Health 
Management Contractors meets all the terms required under 
Section 1905(t)(3). Reimbursement for the contractors will be 
based on a global rate determined by the cost reports. 

Date Approved Oct ob er 8, 2002 
Date Effective Oc tab er 1, 2002 
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(BPD) OMB No. : 0938-
August 1991 

State=~-------Mi~·s~s~i~ss~i.P~P~i ______________________________________________ ~ 

Citation 
42 CFR 
435 .10 and 
Subpart J 

SECTION 2 - COVERAGE AND ELIGIBILITY 

2 .1 Application, Determination of Eligibility and Furnishing 
Medicaid 

(a) The Medicaid agency meets all requirements of 42 CFR 
Part 435, Subpart J for processing applications, 
determining eligibility, and furnishing Medicaid. 

TN No. 92-02 
Supersedes TN No. 75-7 

Effective Date J anuary 1, 19 92 
Approval Date Ma rch 1 6 , 1 99 2 
Date Received January 3 O, 1 99 2 

HCF A ID: 79 82E 
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Revision: HCFA-PM-93-2 (MB) 

Citation 
42 CFR 
435.914 
1902 (a) ( 34) 
of the Act 

March 1993 

State: 

19 0 2 ( e) ( 8) and 
1905 (a) of the 
Act 

1902 (a) ( 47) and 
1920 of the Act 

42 CFR 
434.20 

TN No. 95-14 

Mississippi 

2.1 (b) (1) Except as provided in items 2.l(b) (2) and 
(3) below, individuals are entitled to 
Medicaid services under the plan during the 
three months preceding the month of 
application, if they were, or on application 
would have been, eligible. The effective 
date of prospective and retroactive 
eligibility is specified in ATTACHMENT 
~-

(2) For individuals who are eligible for 
Medicare cost-sharing expenses as 
qualified Medicare beneficiaries under 
section 1902 (a) (10) (E) ( i) of the Act, 
coverage is available for services fu r n ished 
after the end of the month i n which the 
individual is first determined to be a 
qualified Medicare beneficiary . 
ATTACHMENT 2.6-A specifies the requirements 
for determination of eligibility for this 
group . 

. (3) Pregnant women are entitled to ambulatory 
prenatal care under the plan during a 
presumptive eligibil ity period in accordance 
with section 1920 of the Act. 
ATTACHMENT 2.6-A specifies the requirements 
for determination of eligi bility for this 
group. 

(c) The Medicaid agency elects to enter into a risk 
contract with an HMO that is--

_K._ Qualified under title XIII of the Public 
Health Service Act or is provisionally 
qualif ied as an HMO pursuant to section 
1903(m) (3) of the Social Security Act. 

_K._ Not Federally qualified, but meets the 
requirements of 42 CFR 434.20(c) and is 
defined in ATTACHMENT 2.1-A . 

Not applicable. 

Supersedes Approval Date 11-21-95 Effective Date 7-01-95 
Date Received 9-29-95 TN No. ~9""3_-.... o~s'--------



ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM Page 1 la 
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State of Mississippi 
Section 2- Coverage and Eligibility 

I 902(a)(SS) 2. l(d) The M«licaid agenc.y bas procedures to t.ake flpplicatie~s, E!SSlst appli~ and 
perform initial pr~sing of applieatl<,'lnS ft'O.lll UlOS!i! low ineome pr~gnaut 
women, infants, and children under age 19~ described in SI 902(il)(I OX A.Xi) (JV), 
(a)( tO)(A)(i) (Vf). (a)( I O)(A){i)(Vlll ). and (a~ I B)(A)(ii)(JJO at locations Qtl)er 
than tho.~ used b} the title IV -A program jndudi~g FQHCs and disproportionate 
sh;Jre hospitals, Such ap~licatio.n fonµs do not include the ADfC form except as 
petm itted by l:J Cf A i rurtnictiQns. 

Mi~issippi has Implemented Seetion 1902(a) (55) of the Act b~ operating 
r.egional district offices and out.stationing worlrets:0r developing ptQCedutes to 
as&ur¢ tftat applications are taken and clients are assiste.d i.o completion. of 
same ~i sit~ odter tlmp the single state agcmcy1

$ primary plal.':'e of buSiu.ess: 

• lite agency malntams mirtr (..>OJ ilJ.ll ~n'iet: regional otf!<:e5 tnrou$hoUt iue 
state wbioh are open from 7:~0 ~u1. ro S:JO p.m. (CXGluding holidays) during 
the normal business week. These offices are staffed by ~1t1pl.oye~ of the 
agency who t:lSsist clienr.; and applicants with th.e pro1..+essing. review and 
determination of appUcaiions. · 

• In addition to the regirm~l off;ce~ tlie agency operates a network ~f 
outsiationed l<>eations v. ithin facilities not owned, leased or operated by the 
a$enq·. Such loeatiens include co1mt)' dep»rtmerits of health tWIC 
lOQatJon.s)~ FQHt;s, disproportionate share b~spitals and t'l)ral h.eA)th ~lini:es. 

• The agency ~$ eith~ an autstationed location or a regional off ice in 8 l of 
the state's 82 cqupties. Tbe one e6unty without an office shares many 
government services (including a co.Uined school district, health department 
office, a11d human sel\1ioes otfiu) with a neighboring epurtt~ be®~se both 
counties are se small in f)Op\llation. ln ad.ditjpn, the agency has Ull'ee 
tegjoti.al effic.es within a thirt} !JO) minute d.rive~fthat county. 
Approitimat.el}· sixLy..fo~r (M) oul Qf ei~ty two (82) counties have QlOre 
tbaJl olie L~ion. 

e Post~ -and nllrnnltl~ts wHI be ~JAC~d in l"!romineot !l'laaes in all admissio11 
otllces and emergency rooms of dispropurtlo.nate sJ1~te ho!ipitals, as well as 
in 4ll FQHCs arid rural health cJinics. lnfomtatio:n despribe:S the ofosest 
J.oc~on of the full serviee regional office.sand autSta.tlon locations and 
provides telephone numl:Jers fbr additional assistance. 

How-s of operation are pested at eaeb outst.ationed locatie.n and on the agenc)"s 
website and are avail&hle at each .regional Dffic~. Appl ioa1rts are directed to #le 
closest ou.tstatkm s.i~ or regional office to fiJe,. an applicati~n. Applicants may 
apply or be seen or assisted in any location. rega~less of regional e>ff~ 
boundary lines. Health faeiltties 'that do not particip~t{' in the 0nts.tationiog of 
workers have access to tbe outstation schedules of each regienal offioe. 

----------;·~-__.~_......,.;_.,...._....,._..,.._ ....-,,. -·· . .. ... ... 1 c...~·~·-· 

TN No: mQS -OOl 
Supercedes 
TN No: 93 - 20 

Dat~ lteceived : D8(2.!LQ! 
Date Approved: l lf?4iOS 
Da~.tB:ffective: 01/01/0B 



(1141B b)• Revision: HCFA-PM-91-8 OMB No.:
October 1991

State/Territory: Mississippi

Citation
1902(a)(55) 2.1(e) The Medicaid agency has procedures to take
of the Act applications, assist applicants, and perform initial

processing of applications from those low income
pregnant women, infants, and children under age 19,
described in 01902(a)(10)(A)(i)(IV), (a)(10)(A)(i)
(VI), (a)(10)(A)(i)(VII), and (a)(10)(A)(ii)(IX) at
locations other than those used by the title IV -A
program including FQHCs and disproportionate share
hospitals. Such application forms do not include the
AFDC form except as permitted by HCFA instructions.

(

TN No. 92-02 Effective Date January 1, 1992

Supersedes TN No. 91 -25 Approval Date March 16 . 1992
Date Received January 30, 19 9 2

HCFA ID: 7982E



12 

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-

Citation 
42 CFR 
435.10 

August 1991 

2 . 2 Coverage and Conditions of Eligibility 

Medicaid is available to the groups specified in ATTACHMENT 
2.2-A. 

I I 

r1 

P{I ~Kt 
llCJW J·/'1 ~t;~ 

r1 

Mandatory categorically needy and other required 
special groups only. 

Mandatory categorically needy, other require~ special 
groups, and the medically needy, but no other optional 
groups. 

Mandatory categorically needy, other required special 
groups, and specified optional groups. 

Mandatory categorically needy, other required special 
groups, specified optional groups, and the medically 
needy. 

The conditions of eligibility that must be met are specified in 
ATTACHMENT 2.6-A. 

All applicable requirements of 42 CFR Part 435 and sections 
l902(a)(lO)(A)(i)(IV), (V), and (VI), l902(a) (lO)(A)(ii) 
(XI), 1902(a)(lO)(E), 1902(1) and (m), 1905(p), (q) and (s), 
19 20, and 19 25 of the Act are met. 

TN No. 92-02 
Supersedes TN No. 87-9 

Effective Date January 1, 19 9 2 
Approval Date March 16 , 19 9 2 
Date Received January 30, 1992 

HCFA ID: 7982E 
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MARCH 1987 

State: 

(:BKRC) 

Mississippi 

13 

OMB No.: 093&-0193 

Citation 2.3 Residence 
435 .10 and 
435.403, and 
l902(b) of the 

. Act, P.L. 99-272 
(Section 9529 ) 
and P. L. 99-509 
(Section 9405 ) 

TN },lo. Q':' -'g 
Supersedes 
TN No. 

Medicaid is fut"l1ished to eligible individuals who 
are residents of the State under 42. CFR. 435.403 • 
reg~niless of whether or not the individuals 
maintain the residence pen:nanently or maintain it 
at a fixed address. 

Appro~al Date t r & /o Effective Date r/-d? 
HCFA ID: l006P/0010P 
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https://medicaid.ms.gov/wp-content/uploads/2014/06/SPA2013-022.pdf
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Revision: HCFA-PK-87--4 CBBRC ) OHB !lo . : I 0938-0193 
MARCH 1987 

State: Mississipoi 

Ci tation 2. 4 Blindness 
42 CFR 435.530(b) 
.42 CFR 435 . 531 
·A'l'-78-90 
A'l'-79-29 

TN J.l o . ...81.:.E.. 
Supersedes 
TN Yo. 

All of the requirements of 42 CFR 435 . 530 and 
42 CFR 435.531 are met. The more restrictive 
definition of blindness in terms of ophthalmic 
measurement used in this plan is specifi ed in 
ATTACHMENT 2.2-A. 

Approval Dat:.e Effective Date 

HCFA TD: 1006P/0010P 
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-

Citation 
42 CFR 
435.121, 
435 .540(b) 
435.541 

August 1991 

2. 5 Disability 

All of the requirements of 42 CFR 435. 540 and 435. 541 are 
met. The State uses the same definition of disability used 
under the SSI program unless a more restrictive definition of 
disability is specified in Item A.13. b. of ATTACHMENT 2.2-A 
of this plan. 

TN No. 92-02 
Supersedes TN No. 87-9 

Effective Date January 1, 19 9 2 
Approval Date March 16, 19 92 
Date Received January 30, 1992 

HCFA ID: 7982E 
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Revision: HCFA-PM-92-1 (MB) 

FEBRUARY 1992 

State: Mississippi 

Citation(s) 2.6 Financial Eligibility 

42 CFR 
435.10 and 
Subparts G & H 
1902(a) (lO)(A) (i) 
(III), (IV), (V) , 
(VI), and (VII), 
1902(a) (10) (A) (ii) 
(IX), 1902(a)(l0) 
(A) (ii) (X) I 1902 
(a)(lO)(C), 
1902(f), 1902(1) 
and (m), 
1905 (p) and (s), 
1902 (r) (2), 
and 1920 

TN No. 93-19 

(a) The financial eligibility conditions for 
Medicaid-only eligibility groups and for 
persons deemed to be cash assistance 
recipients are described in ATTACHMENT 2.6-A. 

3-7-94 
Effective Date 10-1-93 Supersedes Approval Date 

TN No. 92-02 Date Received 12-8-94 ------



Revision: HCFA-PH-86-20 
SEPTE!:raEB l 986 

CBERC) 

l.8 

OHB-No. 09JS-Oi93 

State/Tet""t"itory: Mississipoi 

Citation 

-431.52 mid 
l902(b) of the 
Act, P.L. 99-272 
(Section 9529) · 

:rn NO. 8fj-S 
Supersedes a ~ 
TN NO . <D -I 

2.7 Medicaid Furnished Out · of State 

Medicaid is furnished .under the conditions 
specified in ~2 CF~ ~31.52 to an e1itib1e 
individual who is a resident of the State 
while the individual is in another Seate, t~ the 
same extent that Medicaid is fuI'T"lished to residents 
in the State. 

Approval Date_F_E_B_l _3_1_9_87 ..Ef.f ec ti ve .Date 0 CT 

HCFA ID:D053C/0061E 
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Revision: HCFA-PM-94-5 
APRIJ;. 1994 

(MB) 

State/Territory: Mississippi 

Citation 

42 CFR 
Part 440, 
Subpart B 
1902(a), 1902(e), 
1905 (a), 1905 (p), 
1915, 1920, and 
1925 of the Act 

1902(a) (10) (A) and 
1905(a) of the Act 

TN No. 94-10 
Supersedes 
TN No. 92-02 

SECTION 3 - SERVICES: GENERAL PROVISIONS 

3.1 Amount, Duration, and Scope of Services 

(a) Medicaid is provided in accordance with the 
requirements of 42 CFR Part 440, Subpart B and 
sections 1902(a), 1902(e), 1905(a), 1905(p), 
1915, 1920, and 1925 of the Act. 

(1) Categorically needy. 

Services for the categorically needy are described 
below and in ATTACHMENT 3.1-A. These services include: 

(i) Each item or service listed in section 
1905 (a) (1) through (5) and (21) of the Act, 
is provided as defined in 42 CFR Part 440, 
Subpart A, or, for EPSDT services, section 
1905(r) and 42 CFR Part 441, Subpart B. 

(ii) Nurse-midwife services listed in section 
1905(a) (17) of the Act, are provided to the 
extent that nurse-midwives are authorized to 
practice under State law or regulation and . 
without regard to whether the services are 
furnished in the' area of management of the 
care of mothers and babies throughout the 
maternity cycle. Nurse-midwives are permitted 
to enter into independent provider agreements 
with the Medicaid agency without regard to 
whether the nurse-midwife is under th.e 
supervision of, or associated with, a 
physician or other health care provider. 

Not applicable. Nurse-midwives are not 
authorized to practice in this State. 

Approval Date ___ s_-_i~s_-__ 9~4.--~ 
Date Received ___ 7_-_1 __ 1_-_9_4 ____ _ 

Effective Date _7_-_o_l_-_9_4 __ _ 



Revision: HCFA-PM-91-4 
August 1991 

19a 

(BPD) OMB No.: 0938-

State/Territ~~y: __ ~ ____ Mi_'_ss_i_s_si_p_p_i ____________________________________ ~ 

Citation 3.l(a)(l) Amount, Duration, and Scope of Services: 
Categorically Needy (Continued) 

1902 (e) (5) 
of the Act (iii) 

Ix/ (iv) 

.A ~· 
l~ .k r ""i. 

1902(a)(10)
1 

lY-) :F)\-),..f 
1 
~\'18-- (v) 

ela~se (VII) ~ 'i 
of the matter 
following (E) 
of the Act 

TN No. 92-02 
Supersedes TN No. 90-12 

Pregnancy-related, including family planning 
services, and postpartum services for a 60-day 
period (beginning on the day pregnancy ends) 
and any remaining days in the month in which 
the 60th day falls are provided to women who, 
while pregnant, were eligible for, applied for, 
and received medical assistance on the day the 
pregnancy ends. 

Services for medical conditions that may 
complicate the . pregnancy (other than 
pregnancy-related or postpartum services) are 
provided to pregnant women . 

Services related to pregnancy (including 
prenatal, delivery, postpartum, and family 
planning services) and to other conditions that 
may complicate pregnancy are the same services 
provided to poverty level pregnant women 
eligible under the provision of sections 
1902(a) (10) (A) (i) (IV) and 1902(a) (10) (A) (ii) 
(IX) of the Act. 

Effective Date January 1, 19 92 
Approval Date March 16, 199 2 
Date Received January 3 O, 199 2 

HCFA ID: 7982E 



~ev1s10~: ~CFA-?X-92-- i X31 

s:ate/ 'rerr !. :.o:::-y: Mississippi 

c:.~a~i.cn 

!902(e) (7) o! 
the Act 

l902(e)(9) c! the 
i\C':. 

!902{a) {S2l 
and 1925 c! :~e 
AC1". 

!.905(al (2 3 ) 
and 1929 

TN No. 93-18 
supersed~s 
':'N No. n-02 

J. l ( a ) ( :i..) i\mou:--.:., :luratio:-:, anC s::=-=>e ~= se~·::.-::es: 
Ca:.eaor:.cal:v Nee~~ ( C=~:.;..~~ec, 

(vi.) . Home health services are ;:::-ovided -w 

individuals entitled :.o ncrs1n; fac;..li:y 
services as indicated in ;..:em 3.l ( b ) c: 
-:!lie plan. 

(vi.i.) Inpatient services that are being furnished 
:o infants and child:::-en described in 
section 1902Cl)(l)(B) through ( 0 ) , or 
eec:.ion l9CS(n )( 2) cf c~e Ac~ on the date 
the infant or thild attains the ma~unmrr age 
for coverage under the approved State plan 
will continue until the end of the scay for 
which the inpatient services are :~rn1shed. 

(viii) Respiratory care services are provided 
:o ventilator dependent individuals as 
:.~dicated i~ i:em J.: (h} c! this plan. 

\ :.x) 

( x) 

Services are ~=-c~1ded =~ !amilies 
eligible ~nder sect:on :sis of 1".he Ac: 
as · 1ndica1".ed ;..~ item J.5 o! ~!lis plan. 

Home and Community Care for Func:.ional~y 
Disabled Elder~y Individuals, as defined, 
described and li.rniced in Supplement 2 to 
Attachment 3. l-A· and Appendices A-G to 
Suppl ement 2 :o Attacnment 3.l-A. 

ATTAC!fr!ENT 3.1-A identifies the medical and remedial 
serv4ces provided to the categorically needy, spec~fies all 
limitations on the amount, duration and scope o! ~hose 
services, and lists the additional coverage (that ie in 
excess of established service !.i.m1ts) !er pregnancy-related 
serv4ces and services for condi~ions that may complicate 
the pregnancy. 

Approval Cate l-3-94 Effective Oa~e 
~~~~~~~~ 

10-1-93 
Date Received: 12-8-93 



Revision: H CF A-PM-91-4 
August 1991 

20 

(BPD) OMB No.: 0938-

Citation 3.1 Amount, Duration, and Scope of Services (Continued) 

42 CFR Part 440, 
Subpart B 

1902(a)(10) (C)(iv) 
of the Act 
42 CFR 440. 220 

1902(e)(5) of 
the Act 

(a) (2)Medically needy 

I I This State plan covers the medically needy. The 
services described below and in ATTACHMENT 3.1-B 
are provided. 

Services for the medically needy include: . (.) 
?~\ ~ If services in an institution for mental 
1l~~t;.i.l'l- diseases (42 CFR 440.140 and 440.160) or an 

intermediate care facility for the mentally 
retarded (or both) are provided to any medically 
needy group, then each medically needy group 
is provided either the services listed in section 
1905(a)(l) through (5) and (17) of the Act, or 
seven of the services listed in section 1905(a)' (1) 
through (20). The services are provided as 
defined in 42 CFR Part 440, Subpart A and in 
sections 1902, 1905, and 1915 of the Act. 

I I Not .applicable with respect to nurse­
midwife services under section 1902(a) 
(17). Nurse-midwives are not authorized 
to practice in this State. 

(ii) Prenatal care and delivery services for pregnant 
women. 

TN No. 92-02 
Supersedes TN No. 87-9 

Effective Date 
Approval Date 
Date Received 

January 1, 1992 
March 16, 1992 
January 30, 1992 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 
August 1991 

(BPD) OMB No. : 0938-

Citation 3 .1(a)(2) Amount, Duration, and Scope of Services: Medically 
Needy (Continued) 

(ill) Pregnancy-related, including family planning 
services, and postpartum services for a 60-day 
period (beginning on the day the pregnancy 
ends) and any remaining days in the month in 
which the 60th day falls are provided to women 
who, while pregnant, were eligible for, applied 
for, and received medical assistance on the day 
the· pregnancy ends . 

/ / (iv) Services for any other medical condition that may 
complicate the pregnancy (other than 
pregnancy-related and postpartum services) are 
provided to pregnant ~omen. 

42 CFR 440.140, I I 
440.150, 440.160, 
Subpart B, 
442 .441. I I 
Subpart C c / o) ( C) -
1902{a)f20) and lfCFA fU!'t ·~· 
(-2:17-of the Act I I 

. fI> #fJ-'I, r/ 1i;.- -

TN No . 92-02 
Supersedes TN .No. 87-9 

(v) Ambulatory services, as defined in 
ATTACHMENT 3 .1-B for recipients under age 18 
and recipients entitled to institutional services. 

I I Not applicable with respect to recipients 
entitled to institutional services; the plan 
does not cover those services for the 
medically needy. 

(vi) Home health services to recipients entitled to 
nursing facility services as indicated in item 
3.l(b) of this plan. 

(vii) Services in an institution for mental diseases 
for individuals over age 65. 

(viii) Services in an intermediate care facility 
for the mentally retarded. 

(ix)- Inpatient psychiatric services for individuals 
under age 21 . 

Effective Date January 1, 19 9 2 
Approval Date March 16 , 19 9 2 
Date Received Janaur y 30 , 1 9 92 

HCFA ID: 7982E 
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~evLsion: 5CFA-?M-93-5 (MB) 
May 1993 

State: Mississippi 

Citation 

1902(e)(9) of the 
Act 

190S(a)(23) 
and 1929 of the Act 

TN No. 93-15 
Supersedes 
TN No. 92-02 

A.mou.nt, O.uration, and Scope of Services: 
Medicallv Needy (Continued) 

(x) Respiratory care services are 
provided to ventilator dependent 
individuals as indicated in item 3.l(h) 
of this plan. 

(xi) Home and Community Care for 
Functionally Disabled Elderly 
Individuals, as defined, described and 
limited in Supplement 2 to Attachment 
3.1-A and Appendices A-G to Supplement 2 
to Attachment 3.1-A. 

ATTACHMENT 3.1-B identifies the services provided to each 
covered group of the medically needy; specifies all 
limitations on the amount, duration, and scope of those 
items; and specifies the ambulatory services provided 
under this plan and any limitations on them. It also 
lists the additional coverage (that is in excess of 
established service limits) for pregnancy-related 
services and services for conditions that may complicate 
the pregnancy. 

Approval Date 
Date Received 

1-11-94 
12-8-93 

Effective Date 10-01-93 --------



,, 

STA TE PLAN UNDER TITLE XIX OF TilE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM Page 21 

State of Mississippi 
Section 3 - Services: General Provisions 

Citation 

l 902(a)(l O)(E)(i) and 
clause (VIII) of the matter 
following (F), and l 905(p )(3) 
of the Act 

l 902(a)(l 0) 
(E)(ii) and 
1905(s) of the 

I 902(a)(l 0) 
(E)(iii) and 
1905(p)(3)(A)(ii) 
of the Act 

l 902(a)(l 0) 
(E)(iv) l 905(p )(3) 
(A)(ii), and 1933 of 
the Act 

1925 of the Act 

TN No. 2008-003 
Supersedes 
TN No. 98-01 

3.1 Amount, Duration, and Scgpe of Services (oontinued) 

(a){3) Other Required Special Grol!PS: Qualified Medicare 
Beneficiaries 

Medicare cost sharing for qualifi~ Medicare 
benefi¥iati~ d(}Serihed in section 19~.S(p) o.fthe Act is 
prO\>ided only as indicated in item 3.2 of this plan. 

(a)(4)(i) Qth\7t Regu!hxi SpeciE\! GtQYps.: Ql:Jalified Disabled 
and Working Individuals 

(ii) 

(iii) 

workJng individuals described in section 
1902(a)OO)(E)(H) of the Act are provided as indicated 
~item 32 of this plan. 

Ollie! Rqn1ired ~oW Groyps; Speei:fied Low­
Income Medicare gp.netlciaries 

Medicare Pert B premiums for specified I-ow-income 
Medicate henefic)aries described in section 
1902(a)(10}(E)(iii) of the Act are provided as indicated 
in item '.3 .2 of this plan. 

Other Re<iJUired Sgeojal Groups: Qualifying 
ln~ividµal11 - 1 

Medicare Part B premiums for qualifying individuals 
described in 1904(a)(lO)(E}(iv)(l) and su\ljeet to 1933 
of the Act are provided as intli'1ated in item 3.2 of this 
µian. 

(a)(5) Oth~r Required. Sp(!Qial G:rOU;Q~: . Families Receiving 
Ex.tended Medieaid Bene.fits 

Extended Medicaid benefits for fa.miliCi? described in 
section 1925 of the Act are provided as indicated in 
item 3.5 of th.is plan. 

Date Received: 08/27/08 
Dat~' Approved: 11 /24/08 
Date Effective: 07/01/08 



Revision: HCF A-PM- (CMSO) 

State: Mississippi 

Citation 

Sec. 245A(h) 
of the 
Immigration and 

21 (continued) 

(a)(6) Limited Coverage for Certain Aliens 

An alien who is not a qualified alien or who is a 
qualified alien as defined in section 43 I (b) of P .L. 
104-193, but is not eligible for Medicaid based on 
alien.age status, and who would otherwise qualify 
for Medicaid are provided Medicaid only for the 
treatment of an emergency medical condition 
(including emergency labor and deli very) as defined 
in section 1903(v)(3) of the Act. 

Transmittal# 21~-0J ~ ~ 
Supersedes Approval Date Qe> Effective Date qg 
TN No. 93-05 



Revision: HCFA-PM-91-4 
August 1991 

21a 

(BPD} OMB No.: 0938· 

State/TerritQ~Y=---'--~~Mi_._s_si_s_s~iP~P~i~~~~~~~~~~~~~~~~~~~ 

Citation 3 .1 Amount, Duration, and Scope of Services (continued 

Sec. 245A(h) 
of the 
Immigration and 
Nationality Act 

TN No. 92-02 

(a)( 6) 

Supersedes TN No. 87-22 

Limited Coverage for Certain Aliens 

(1) Aliens granted lawful ter;nporary resident 
status under section 245A of the 
Immigration and Nationality Act who meet 
the financial and categorical eligibility 
requirements under the approved State 
Medicaid plan are provided the services 
covered under the plan if they--

(A) Are aged, blind, or disabled 
individuals as defined in section 
1614 (a) (1) of the Act; 

( B} Are children under 18 years of age; 
or 

(C) Are Cuban or Haitian entrants as 
defined in section 501(e) (1) and 

' (2)(A) of P.L. 96-422 in effect on 
April 1, 1983. 

(ii) Except for emergency servJces and 
pregnancy-related services, as defined in 
42 CFR 447.53(b) aliens granted lawful 
temporary resident status under section 
245A of the Immigration and Nationality 
Act who · are not identified in items 
3.l(a)(6)(i)(A) through (C) above, and 
who meet the financial and categorical 
eligibility requirements under the 
approved State plan are provided services 
under the plan no earlier th.an five years 
from the date the alien is granted lawful 
temporary resident status. 

Effective Date January 1, 19 92 
Approval Date March 16, 199 2 
Date Received January 30, 1992 

HCFA ID: 7982E 
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21b 

(BPD) OMB No.: 0938-

State/Territory :_,__ _ _.;;;..Mi='.;;;;..ss'""'i'-s..;..s1"""'p""'p=i'--:------------------

Citation 3.1(a)(6) Amount, Duration, and Scope of Services: Limited 
Coverage for Certain Aliens (continued) 

1902(a) and 
1903(v) of 
the Act 

1905(a) (9) of 
the Act 

1902(a)(47) I I 
and 1920 of 
the Act 

{a}(7) 

(a)(8) 

42 CFR 441.55 (a) (9) 
50 FR 43654 
1902(8)(43), 
1905 (a){ 4)(B), 
and 1905(r) of 
the Act 

TN No. 92-02 
Supersedes TN No. NEW 

(iii) Aliens who are not lawfully admitted for 
permanent residence or otherwise permanently 
residing in the United States under color of law 
who meet the eligibility conditions under this 
plan, except for the requirement for receipt of 
AFDC, SSI, or a State supplementary payment, 
are provided Medicaid only for care and services 
necessary for the treatment of an emergency 
medical condition (including emergency labor and 
delivery) as defined in section 1903(v)(3) of the 
Act. 

Homeless Individuals 

Clinic services furnished to eligible individuals who do 
not reside in a permanent dwelling or do not have a 
fixed home or mailing address are provided · without 
restrictions regarding the site at which the services 
are furnished. 

Presumptively Eligible Pregnant Women 

Ambulatory prenatal care for pregnant women is 
provided during a presumptive eligibility period if the 
care is furnished by a provider that is eligible for 
payment under the State plan. 

EPSDT Services 

The Medicaid agency meets the requirements of 
sections 1902(a)(43), 1905(a)(4)(B), and 1905(r) 
of the Act with respect to early and periodic · 
screening, diagnostic, and treatment (EPSDT) 
services. 

Effective Date January I, 19 9 2 
Approval Date March 16, 19 9 2 
Date Received January 30, 1992 

HCFA ID: 7982E 



Revision: HCFA-PM-91-4 
August 1991 

Citation 

42 CFR 441. 60 

42 CFR 440 . 240 
and 440.50 

(a)(lO) 

1902(a) and 1902 
(a)(lO), 1902(a)(52), 
1903(v), 1915(g), and 
1925 (b )( 4) of the Act 

22 

(BPD) OMB No.: 0938-

Amount, Duration, and Scope of Services: EPSDT 
Services (continued) 

The Medicaid agency has in effect agreements with 
continuing care providers. Described below are the 
methods employed to assure the providers' compliance 
with their agreements.* 

Comparability of Services 

Except for those items or services for which sections 
1902(a), 1902(a)( 10), 1903( v), 1915 and 1925 of the 
Act, 42 CFR 440. 250, and section 245A of the 
Immigration and Nationality Act, perniit exceptions: 

(i) Services made available to the categorically 
needy are equal in amount, duration, and scope 
for each categorically needy person. 

(ii) The amount, duration, and scope of services 
made available to th.e categorically needy are 
equal to or greater th.an th.ose ma.de available to 
the medically needy. 

(iii) Services made available to the medically needy 
are equal in amount, duration, and scope for 
each person in a medically needy coverage 
group. 

I I (iv) Additional coverage for Fregnancy-related 

*Described on Page 22a 

TN No. 92-02 
Supersedes TN No. 90-13 

services and services for conditions that may 
complicate the pregnancy are equal for 
categorically and medially needy. 

Effective Date January 1 , 19 9 2 
Approval Date .March 16, 1992 
Date Received January 30, 19 9 2 

HCF A ID: 7982E 
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22a 

(BERC) OMB No. : 0938-0193 

State/Territq_ry: Mississippi 
~--~---~---~~~------------------~------------~---------------~------

A continuing care provider is one who formally agrees: to provide to individuals 
formally enrolled, screening, diagnosis and treatment for conditions identified during 
screening (within the provider's capacity) or referral to a provider capable of providing 
the appropriate services; maintain a complete health history, including information 
received from other providers; is responsible for providing needed physician services 
for acute, episodic and/or chronic illnesses and conditions. 

A continuing care provider will function as a health care manager, performing the entiN3 
set of EPSDT functions. Providing screening, information, and referral services is par-t 
of but does not constitute a complete continuing care set. 

Continuing care providers may have to arrange for certain specialty services that aN3 
beyond the scope of their practice and may agree, at their option, to provide dental 
services or to make direct dental referrals. 

The continuing care provider may provide assistance with transportation or refer 
, recipients to the agency responsible for this service. 

The agency will maintain a description of the services provided and ensure adequate 
tracking of these services. The agency will also have performance standards that will 
be monitored by on site reviews. 

TN No . 92-02 
Supersedes TN No. 90-13 

Effective Date 
Approval Date 
Date Received 

-.. 

January 1 , 1 9 92 
March 16, 1992 
January 30, l992 

IICFA ID: 7982E 



Revisiau HCFA - Region VI 
November l 990 

State Mississippi 

C1tatic:n 3.l(b) 
42 era Part 
440 , Sul::part .! 
42 ~ «l.15 
M-78-90 
M-S0-34 

Seccicn l905(a)(4)(A) 
of Ace (Sec. 42ll(f) 
of P .L. 100-203), 

BOlll hMlth services are provided l.n 
cccrdance with the rac;uuemnc.s of 42 cm 
4-61.l!. 

Cl) Bcm9 tw&l.th •rvic:es ue prc:wtded to 
all e&tSJCZic::ally nMdy indi vidlal.s 
2l 1'9&C• of a;e ar ewer. 

(2) Bane hMl.tb sarviees ue titovided to 
·ill cata;ccically rwedy i.:.CiviCual.s 
undar 2l years of age. 

@ 

D 
Yes 

Not a;:pllcable. ~e St.J.t~ -::!.ln 
does net ?rQYide f:ir 
nursinq facility ser•rices f:r 
such in:U vidual.s. 

(3) Sam health sa:vices ue provi~ to 
the medically needy: 

a 
a 
a 

Y .. , tc aU 

Y•, to in!iviclala -.;e 2l or 
OV'efJ nursing facility services are 
provided. 
Y•, to individuals undtl1" aa• 
211 ·a.urain1 facility services are provic 

Nat o.urain1 facility aarvicH are not 
provided. 
Not a;pUcabler the medic:ally 
r.-!y are nat 1n:luded \rder 
tbil pl.Jn 

~ • .91-23 
~se&· 

1N t 79-28 
~rOYl.l cate_s_-""'4~-... 9 .... 3 ~ 

Date Receivea __ 9_-_1_2_-_9_l~ 
Effective Date 7-l- 9 l 



Revision: 

Citation 

HCFA-PM-93-4 
December 1993 

(BPD) 

24 

Stateff erritory: ---~Mi~· s~s~is~s1 .... ·p __ p_i -------

3.1 Amount, Duration, and Scope of Services (continued) 

42 CFR 431.53 (c) (1) Assurance ofTranspbrtation 

42 CPR 483. 10 

Provision is made for assuring necessary transportation of 
recipients to and from providers. Methods used to assure such 
transportation are described in Attachments 3 .1-D and 3. 1-A, 
Exhibit 24a . 

(c) (2) Payment for Nursing Facility Services 

The State includes in nursing facility services at least the items and 
services specified in 42 CFR 483 .10 ( c) (8) (i). 

TN No. 2003-011 
Supersedes · 

TNNo. 95-10 

Date Received 12/05 /03 
Date Approved 01/13/04 
Date Effective 10/ 30/03 



25 

Revisicn: B:FA-AT-80-38(BPP) 
May 22, 1980 

Citaticn 
42 CFR 440.260 
1'5:-78-90 

w # 2& .;S: 
Supersedes 
'lli # ..;;._ ___ _ 

3.l(d) Methcds and Sta'"ldards to Assure 
Quality of Services 

The standards established and the 
methcds used to assure · high quality 
care are described in A.CTAOiMENT 3.1-C. 

AH?roval Date ")-bl/? 2 Effective Date J/ j;.3)7J. 



{ 
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Revisicn: ID'A-AT-80-38 (BPP) 
May 22; 1980 

Citatioo 
42 CFR 441. 20 
AT-78-90 

'IN t 1l,j.~ 
Supersedes 
'lN t "'"------

3,l(e) Family Planning Services 

The requirements of 42 cm 441. 20 are met 
regarding f reed:rn f ran coercicn or pressure 
of mird and ronscience, and freedctn of 
choice of rneth<x3 to be used for f arnily 
planning. 

AWroval Date Effective Date 



TN No. 2012-002 
Supersedes 
TN No. 87-9                                Approval Date:10-19-12                         Effective Date  7/1/12

27

State/ Territory:  Mississippi

Revision:   HCFA-PM-87-5          (BERC)                                                                 OMB No.:  0938-0193 
                   April 1987 

State:  Mississippi 

Citation 
42  CFR  441.30 
AT-78-90 

3.1 (f)          (1)  Optometric Services

Optometric services (other than those provided under 
§435.531 and 436.531) are not now but were previously 
provided under the plan. Services of the type an optometrist is 
legally authorized to perform are specifically included in the 
term “physicians’ services” under this plan and are 
reimbursed whether furnished by a physician or an 
optometrist.

Yes.

No. The conditions described in the first sentence apply 
but the term “physicians’ services” does not specifically 
include services of the type an optometrist is legally 
authorized to perform. 

Not applicable. The conditions in the first sentence do not 
apply.

1903 (i) (1) of the 
Act, P.L. 99-272       
( Section 9507) 

(2) Organ Transplant Procedures

Organ transplant procedures are provided.

No.

Yes. Similarly situated individuals are treated alike and 
any restriction on the facilities that may, or practitioners 
who may, provide those procedures is consistent with the 
accessibility of high quality care to individuals eligible 
for the procedures under this plan. Standards for the 
coverage of organ transplant procedures are described at 
Attachment 3.1-E.
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Revision: HCFA-PK-87-4 
MARCH 1987 

(BERC ) o~ No.: 0938-0193 

State/Territory: Mississippi 

Citation 
42 CFR 431 .llO(b) 
AT-78-90 

l902(e)(9) of 
the Act,, 
P . L. 9g_509 
(Section 9408) 

TN No. ~7 -9 

Supersedes 
TN No. 

3.1 (g) Participation bv Indian Health Service Facilities 

Indian Health Set"Vice facilities are accepted as 
·providers, in accordance with 42 CFR 431 ~ 110(b), on 
the ·same basis as other qualified pr-oviders. 

(h) Respirator-v Care Services for Ventilator-Deuendent 
lndi.viduals 

Respiratory cal:"e services., as defined in 
section 1902(e) (9) (C)· of the Act, ar-e provided 
under the plan to individuals who--

(1) Are medically dependent on a ·ventilator for 
life support at least six houl:"s per day; 

(2) Have .been so d~endent as inpatients during a 
single stay or a continuous ·stay in .one or more 
hospitals, .SNFs. or .ICF.s .. for .the_.lesser: ._of-. -

!.._! 30 consecutive days; 

!.._! ___ days (the maximum number of inpatient . 
days- ·all9wed under .the State .. plan) .. · 

(3) Except for home_respir,:atory;-:-cacer would.;.: r:~quir"e 
re$piraton ·care on --an :. inpatient ·-b~is ::.i:n ' a 
hospital, 'SNF; or- ICF- :fot". which Medicrid 
payments would be mad~; 

(·4) Have adequate social=;support :cservice~-'to ·:be · 
cared for at home; _and _. 

(5) Wish to be cared ·for at home. 

!.._! Yes. The I"equirements of:::section=J.;;/.0.2(.e)(9) ~af .: t.he 
Act ·are met. . 

~I No't .applicable. These.:.serv.ices.::are ·noLinclucied:: in. 
the .Plan . 

Approval Date E.ffecti ve Date 

HCFA ID: l008P/OOllP 
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~evision: ECF~-PM-93-5 (MB) 
May 1993 

stat:e: 

Citation 

1902 (a) (10 ) (E ) ( i) and 
1905(p)(l ) of the Act 

TN No. 93-15 

Mississippi 

3.2 Coordination of Medicaid with Medicare and Other 
:Lnsurance . ... 

.. ( ~·) .. Prem'iums 

(1) Medicare Part A and Part B 

( i) Qualified Medicare Beneficiary 
(QMB) 

The Medicaid agency pays Medicare Part A 
premiums (if applicable) and Part B premiums 
for individuals in the QMB group defined in 
Item A.25 of ATTACHMENT 2.2-A, through the 
group premium payment arrangement, unless the 
agency has a Buy-in agreement for such 
payment, as indicated below. 

Buy-In agreement for: 

x Part A x Part B 

The Medicaid agency pays premiums, for 
which the beneficiary would be liable, 
for enrollment in an HMO participating 
in Medicare. 

Supersedes 
TN No. 92-02 

Approval Date 
Date Received 

1-11-94 Effective Date 10-01-93 
12-8-93 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM Page 29a 

State of Mississippi 
Section 3 - Services: General Provisions 

Citation 

1902(a)(l O)(E)(ii) 
and 1905(s) of the Act 

1902(a)(10)(E)(ili) and 
1905(p )(3)(A)(II) 
of the Act 

1902(a)(10)(E)(iv) 
1905(p )(3)(A)(ii), and 
1933 of the Act 

1N No. 2008-003 
Supersedes 
1N No. 98-01 

(ii) Qualified Disabled and Working Individtlal (QDWI) 

The Medicaid agency pays Medicare Part A premiums 
under a group premium payment arrangement, subject 
to any contribution required as described in 
ATTACHMENT 4.18-E. for individuals in the QDWI 
group defined in item A.26 ATTACHMENT 2.2-A of 
this plan. 

(iii) Specified Low-Income Medicare Beneficiary (SLMB) 

The Medicaid agency pays Medicare Part B premiums 
under the State buy-in process for individuals in the 
SLMB group defined in item A.27 of ATTACHMENT 
2.2-A of this plan. 

(iv) Qualifying Individual - I COI-1) 

The Medicaid agency pays Medicare Part B premiums 
under the State buy-in process for individuals 
described in 1902(a)(10)(E)(iv) and subject to 1933 of 
the Act. 

DcJfe R eceived: 08/27 /08 
Date Approved: 11/24/08 
Dale Effective 07/01/08 



Enclosure 3 continued 

Revision: HCF A-PM-97-3 (CMSO) 
December 1997 

State: Mississippi 

Citation 

l 843(b) and 1905(a) 
of the Act and 
42 CFR431.625 

benefits 

1902(a)(30) and 
1905(a) of the Act 

(vi) 

(2) 

29b 

Other Medicaid Recipients 

The Medicaid agency pays Medicare Part B 
premiums to make Medicare Part B coverage 
available to the following individuals: 

-L All individuals who are: (a) receiving 

under titles I, IV-A, X, XIV, or XVI (AABD 
or SSI)~ (b) receiving State supplements 
under title XVI; or (c) within a group listed 
at 42 CFR 431 .625( d)(2). 

Individuals receiving title II or Railroad 
benefits. 

Medically needy individuals (FFP is not 
available for this group). 

Other Health Insurance 

The Medicaid agency pays insurance premiums 
for medical or any other type of remedial care 
to maintain a third party resource for Medicaid 
covered services provided to eligible individuals 
(except individuals 65 years of age or older and 
disabled individuals, entitled to Medicare Part A, 
but not enrolled in Medicare Part B). 

Transmittal# .q g -0 1 ~ ~ 
Supersedes Approval Date Effective Date l q 
TN No. 93-05 



Revision: HCFA-PM-93-2TC 
June B98 

29c 

(M3) 

State: ~ississiooi 

c i ta::ion 
(b) Ceductibles/Coinsuranc~ 

1905 (a) 
1902 (a) (30) I 1902 (:1) I 

1905(a),and 1916 oE 
the A::c 

sactions 1902 
c a> ( la > < :c: > C i > a.."ld 
l905(p) (3) of the ACt 

1902 (a l (10). 1902 (a) (30), 
a..,d 1?05(a) of t~e Ac~ 

42 ·:=~ 431.525 

1. 1:::: 2 •. a J ( !. ·J l , : 3 '.J 2 (a l l 3 3 ) , 
_ 05 (a i , a.;d :3J3 tp l 
:J :~.: A:::: 

TN ~To. 98-15 
suce=sec.as 
·nr"No. 98-08 

( l ) Medicare Part A ar.d B 

Suool~ent i to ATTACHMENT 4.19-B 
descrines cne rnetnods and standa:ds Ear 
establishing oayrnent rates for ser;ices covered 
under Medicarec a.~d/or the methodo~ogy fe r 
oayment of Medicare deductible ~~d coinsu=a.~ce 
amounts, to the ex:ent available for each of 
the following g::-~ups . 

( i ) 

(ii) 

( :.:.i i 

9~alified ~edicare Beneficiaries 
_oMBs 1 

The Medicaid agenc;:y· pays Medicare Par: A. 
and Part 3 deductiole and coinsura..~ca 
amounts Eo= QM:Bs (subject to any nominal 
Medicaid co~ayment)only for the a.I:'~U..~t, 
duration a.,a scene of services otharNise 
a 'J·ai.lable U..""lde:- chis ~la.11. 

Ocher Medicaid Recioients 

?he ~!ad.i=a:.~ ager:.c.,/ oa·/s f:= Madi~aid_ 
s=>,_.,.; ~==-s "' : so ,...o•t<>-;...=>a t0 .,<ia'" ~rec!; '"'a-=> a."''"' 
f~=~ISEac..-~c r2ci;I.ancs .. en:i ~led-:;- .-. 
:-!edi.::a::-e (s·~j act:" to a..-:.J( r:cr:tinal 
Medica:d =~oayme~t). :o::- sa~;ices 
f:J.r:iis;;;d. :"2> i.nd:'..,rid.uals w'.:":.c are 
desc=i::::ed. ±.:-. sec don J. 2 (a ) ( 1) ( i •;) , 
pay:ne~~ is mada as follows: 

::= ~:.a enci== ran~e c: se~ii=as 
a··a1·, ,.·-1"' .. ...,~,,,- "'f0 ica-0 ::ia,...- 3 

I _........., __ ~-'-""-- ••- - -- - -- ~ 

Da::e ~=ca~':l'aC 
-~t:ic=~val Da~a 
;:::ac::i~ .. ·: Da\:a 
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Revision: HCFA-PM-91-8 
October 1991 

(MB) OMB No.: 

State/Territory: Mi ssi ssi ppi 

Citation 

1906 of the 
Act 

1902(a) (10) (F) 
of the Act 

TN No . 92-16 
Supercedes 
TN No. NEW 

Condition or Requirement 

(c) Premiums, Deductibles, Coinsurance 
and Other Cost Sharing Obligations 

The Medicaid agency p~ys all 
·premiums, deductibles, coinsurance and 
other cost sharing obligations for items 
and services covered under the State 
plan (subject to any nominal Medicaid 
copayment) for eligible individuals in 
employer-based cost-effective group 
health plans. 

When coverage for eligible family 
members is not possible unless 
ineligible family members enroll, the 
Medicaid agency pays premiums for 
enrollment of other family members when 
cost-effective. In addition, the 
eligible individual is entitled to 
services covered by the State plan which 
are not included in the group health 
plan. Guidelines for determining cost 
effectiveness are described in section 
4.22(h). 

(d) / __ / The Medicaid agency pays premiums 
for individuals described in item 
19 of Attachment 2.2-A. 

Approval Date ll- 3- 93 Effective Date -----
7-1-92 

Date Received 9-30-92 HCFA ID: 7983E 
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Revisicn: R:FA-AT-80-38(BPP) 
May 22, 1980 

State~----~-1_i_s_si_s_s~ip~p_i _____________ ~ 

Citatic:n 
42 CFR 441.101, 
42 CFR 431.620(c) 
and (d) 
AT-79-29 

'IN t 1&-15 
Supersedes 
'IN,.;;..t ___ _ 

3.3 Medicaid for Individuals Age 65 or over in 
Institutions for Mental Diseases 

Medicaid is provided for individuals 65 years 
of age or older wh:> ar.e patients in 
institutions for mental diseases. 

D Yes. The requirerrents of 42 CFR Pait 441, 
Sul:part C, arrl 42 CFR 431.620(c) and (d) 
are met. 

[iJ Not applicable. Medicaid is rot prov ide<l 
to aged individuals in su:::h institutims 
under this plan. 

Afproval Date ")_/1t / 11 . ' 
Effective Date // p3/ /l 
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Revisiai: H:FA-AT-80-38 (BPP) 
May 22, 1980 

Citation 
42 CFR .441.252 
AT-78-99 

'IN i 7q ... 3 
Supersedes 
'IN t --------

3~4 Special Requirenents Ae;:ilicable to 
Sterilizaticn Procedures 

All requirements of 42 CFR Part 441, Subpart F 
are met. 

Approval Date Effective Date ~/t ,b/ 



Revision: 

Citation 

1902(a)(52) 
and 1925 of 
the Act 

3la 

HCFA-PM-91-4 
August 19~1 

(BPD) OMB No. : 0938· 

3.5 Families Receiving Extended Medicaid Benefits 

(a) Services provided to families during the first 6-month 
period of extended Medicaid benefits under Section 
1925 of the Act are equal in amount, duration, and 
scope to services provided to categorically needy AFDC 
recipients as described in ATTACHMENT 3 .1-A (or may 
be greater if provided through a caretaker relative 
employer's health insurance plan) . 

(b) Services provided to families during the second 6· 
month period of extended Medicaid benefits under 
section 1925 of the Act are-· 

/xi 

I I 

Equal in amount, duration, and scope to services 
provided to categorically needy AFDC recipients 
as described in ATTACHMENT 3 .1-A (o'r may be 
greater if provided through a caretaker relative 
employer's health insurance plan). 

Equal in amount, duration, and scope to services 
provided to categorically needy AFDC 
recipients, (or may be greater if provided 
through a caretaker relative employer's health 
insurance plan) minus any one or more of the 
following acute services: 

I I Nursing facility services (other than 
services in an institution for mental 
diseases) for individuals 21 years of age 
or older. 

I I Medical or remedial care provided by 
licensed practitioners . 

rt Home health services . 

TN No. 92·02 Effective Date January 1, 1992 
Approval Date March 16 , 1 99 2 
Date Received January 30, 199 2 

Supersedes TN No. 90-15 

HCFA ID: 7982E 



Revision: HCFA-PM-91-4 
August 1991 

3lb 

(BPD) OMB No. : 0938-

Citation 3.5 Families Receiving Extended Medicaid Benefits (continued) 

TN No. 92-02 
Supersedes TN No. 87-9 

I I Private duty nursing services. 

I I Physical therapy and related services . 

I I Other diagnostic, screening, preventive, a nd 
rehabilitation services. 

I I Inpatient hospital services and nursing facility 
services for individuals 65 years of age or over 
in an institution for mental diseases. 

I I Intermediate care facility services for the 
men tally retarded. 

I I Inpatient psychiatric services for individuals 
under age 21. 

I I Hospice services. 

I I Respiratory care services. 

I / Any other medical care and any other type of 
remedial care recognized under State law and 
specified by the Secretary. 

Effective Date January 1, 1992 
Approval Date March 16, 19 92 
Date Received January 30, 1992 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 
August 1991 

(BPD) OMB No.: 0938-

Citation 3.5 Families Receiving Extended Medicaid Benefits (continued) 

TN No. 92-02 

(c} rt The agency pays the family's premiums 
1 

enrollment fees, deductibles 1 coinsurance, and 
similar costs for health plans offered by the 
caretaker's employer as payments . for medical 
assistance- -

I I 1st 6 months I I 2nd 6 months 

rt The agency requires caretakers to enroll in 
employers' health plans as a condition of 
eligibility. 

Cd> ri 

I I 1st 6 months I I 2nd 6 months 

(1) The Medicaid agency provides assistance 
to families during the second 6-month 
period of extended Medicaid benefits 
through the following alternative 01ethods: 

I I Enrollment in the family option of an 
employer's health plan. 

I I Enrollment in the family option of a 
State employee health plan . 

I I Enrollment in the State health plan 
for the uninsured. · 

I I Enrollment in an eligible health 
maintenance organization (HMO) 
with a prepaid enrollment of less 
than 50 percent Medicaid recipients 
(except recipients of ·extended 
Medicaid). 

Supersedes TN No. 90-12 
Effective Date January 1, 1 992 
Approval Date March 16, 19 92 
Date Received J anuary 3 0, 199 2 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 (BPD) OMB No. : 0938-
August 1991 

Citation 3. 5 Families Receiving Extended Medicaid Benefits (continued) 

TN No. 92-02 

Supplement 2 to ATTACHMENT 3.1-A specifies and 
describes the alternative health care plan(s) offered, 
including requirements for assuring that r:ecipients 
have access to services of adequate quality. 

C 2) The agency- -

(i) Pays all premiums and enrollment fees imposed on 
the family for such plan(s). 

/ / (ii) Pays all deductibles and coinsurance imposed on 
the family for such plan(s). 

Effective Date January 11 1992 

Supersedes TN No. 90-12 Approval Date March 16, 199 2 
Date Received January 3 O, 199 2 

HCFA ID: 7982E 
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Revision: HCFA-PM-87-41 
MARCH 1987 

CBERC) OKB No.: 0938-0193 

State/TerTitory: 
!Viississippi 

Citation 
42 CFR 431.15 
AT-7~-29 

Tli lfo. ~ 
Superzsedes 
TN lilo. 

SECTION ~ - GENERAL PROGRAM ADKINISTRA.TIOH 

4.1 Methods of Administration 

"The Medicaid. agency employs methods of admi.nistration 
. found by the Secretacy of Health and Human Services to 
be necessary for the proper and efficient operation of 
the plan. 

Approval Date (~~~~ 
) 

Effective Date 

~CFA ID: l010P/0012P 



( 
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Revisicn: H:'.Fh-AT-B0-38(BPP) 
May 22, 1980 

State~~-----M_i_ss_i_s_Sl_·P_P_i __________ ~~ 

Citatioo 
42 CFR 431. 202 
AT-79-29 
AT-B0-34 

'IN • 1t, L 
Supersedes 
'IN I 
~----

4.2 Hearings for Ae;>licants arrl Recipients 

The Medicaid agenC'J has a system of hearings 
that meets all the requirements of 42 CFR Paz:-t 

. 431, Subpart E. 

Approval Date 7,4 /2 </-
. I 

Effective Date~¥ 
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Revision: HCFA-AT-87-9 
AUGUST1987 

(BERC} OMB No.: 0938-0193 

State/TerC'itory: Mississippi 

Citation 
42 CFR 431. 301 
AT-79-29 

52 FR 5967 

T!t lilo . 87-22 
Supet"sed~,/ 
T!t !:lo. 1_v_-T_ 

4.3 ~afeguardlng Infonnation on Applicants and Recipients 

Under State statute which imposes legal sanctions, 
safeguat"ds at"e pr-ovided that ~est.rlct the use or 
disclosur-e of lnfonnatlon concerning app lie an ts and 
recipients to purposes . directly connected wicn the 
administr-ation of the plan . 

All other- t'equiC'ements of 42 CFR Part. 431 , Subpart. F 
are met.. 

Appt"oval DatJUN 15 1990 Effective Dat.e 

HCFA IO: l010P/ 0012P 
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Revision: HCF.A-PM-87-4 CBE'.BC) OMB ~o.: . 0938-0193 
KARCH 1987 

State~ler:-itct""Y: 
Mississippi 

Citation 
42 CFR 431.BOO(c) 

·50 FR Zl8J9 
1903(u)(l)(D) of · 
the Ac:.. 
p .!. . 9~-509 

(Sec;ion 9407) 

'!N N c . -8..8=.fi 
Supe:-secies 
~Ne. ---

~.~ Medicai~ Qua!itv Control 

(a) A system of quality control is implemented in 
acconla.nce with 42 CFi P&rt 431, Subpart P. 

Cb) The State operates a claims ~recessing assess:ment 
sys~e:n t~ft meets the requirements of 431.BOO(e), 
(g) , (h)~iind Ck>. 

I 

LI ~e.s. 

1.:f:! Not llJ'plicable . The State has an appc-oved 
Medicaid Hanagement 1nformat.i.on Synem (!SKIS) . 

rEs 10 198S 
A.'FProval Date · 

~------

. JA~1 0 f 1929 
~!fective Date . . -

1ic:'A It>: lOlOP/OO~ZP 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  
State:  Mississippi                                                                               OMB Control Memo Number:  0938-1151 
 

 
 
 

4.46 Provider Screening and Enrollment 
 

Citation The State Medicaid agency gives the following assurances: 
1902(a)(77) 
1902(a)(39) 
1902(kk); 
P.L. 111-148 and 
P.L. 111-152 
 
42 CFR 455 PROVIDER SCREENING 
Subpart E    X    Assures that the Mississippi Division of Medicaid complies 
 with the process for screening providers under section 1902(a)
 (39), 1902(a)(77) and 1902(kk) of the Act. 
 
42 CFR 455.410 ENROLLMENT AND SCREENING OF PROVIDERS 
    X    Assures enrolled providers will be screened in accordance 
 with 42 CFR 455.400 et seq. 
 
    X    Assures that the Mississippi Division of Medicaid requires 

all ordering or referring physicians or other professionals to be 
enrolled under the State plan or under a waiver of the Plan as a  
participating provider. 
 

42 CFR 455.412 VERIFICATION OF PROVIDER LICENSES 
    X  Assures that the Mississippi Division of Medicaid has a 
 method for verifying providers licensed by a State and that such
 providers licenses have not expired or have no current limitations. 
 
42 CFR 455.414 REVALIDATION OF ENROLLMENT 
    X   Assures that providers will be revalidated regardless of  
 provider type at least every 5 years. 
 
42 CFR 455.416 TERMINATION OR DENIAL OF ENROLLMENT 
    X   Assures that the Mississippi Division of Medicaid will  
 comply with section 1902(a)(39) of the Act and with the  
 requirements outlined in 42 CFR 455.416 for all terminations 
 or denials of provider enrollment. 
 



 
TN No.   2012-004                                                                                                               Date Received: 09-25-12 
 
Supercedes                                                                                                                           Date Approved:10-12-12 
 
TN No.  New                                                                                                                        Date Effective  10/1/2012 
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42 CFR 455.420 REACTIVATION OF PROVIDER ENROLLMENT 
    X   Assures that any reactivation of a provider will include  
 re-screening and payment of application fees as required by 42  
 CFR 455.460.    
 
42 CFR 455.422 APPEAL RIGHTS 
    X   Assures that all terminated providers and providers denied  
 Enrollment as a result of the requirements of 42 CFR 455.416 will  
 have appeal rights available under procedures established by State  
 law or regulation. 
 
42 CFR 455.432 SITE VISITS 
    X   Assures that pre-enrollment and post-enrollment site visits of 
 providers who are in “moderate” or “high” risk categories will  
 Occur. 
 
42 CFR 455.434 CRIMINAL BACKGROUND CHECKS 
    X   Assures that providers, as a condition of enrollment, will be  
 required to consent to criminal background checks including  
 fingerprints, if required to do so under State law, or by the level of  
 screening based on risk of fraud, waste or abuse for that category  
 of provider. 
 
42 CFR 455.436 FEDERAL DATABASE CHECKS 
    X   Assures that the Mississippi Division of Medicaid will  
 perform Federal database checks on all providers or any person  
 with an ownership or controlling interest or who is an agent or  
 managing employee of the provider.   
      
42 CFR 455.440 NATIONAL PROVIDER IDENTIFIER 
    X   Assures that the Mississippi Division of Medicaid requires  
 the National Provider Identifier of any ordering or referring  

physician or other professional to be specified on any claim for 
payment that is based on an order or referral of the physician or 
other professional. 
 

42 CFR 455.450 SCREENING LEVELS FOR MEDICAID PROVIDERS 
    X   Assures that the Mississippi Division of Medicaid complies  

with 1902(a)(77) and 1902(kk) of the Act and with the 
requirements outlined in 42 CFR 455.450 for screening levels 
based upon the categorical risk level determined for a provider. 
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Supercedes                                                                                                                           Date Approved:10-12-12 
 
TN No.  New                                                                                                                        Date Effective  10/1/2012 
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42 CFR 455.460 APPLICATION FEE 
    X   Assures that the Mississippi Division of Medicaid complies  
 with the requirements for collection of the application fee set  
 forth in section 1866(j)(2)(C) of the Act and 42 CFR 455.460.    
 
42 CFR 455.470 TEMPORARY MORATORIUM ON ENROLLMENT OF  
 NEW PROVIDERS OR SUPPLIERS 
    X   Assures that the Mississippi Division of Medicaid complies 
 with any temporary moratorium on the enrollment of new    
 providers or provider types imposed by the Secretary under section 
 1866(j)(7) and 1902(kk)(4) of the Act, subject to any determination 
 by the State and written notice to the Secretary that such a  
 temporary moratorium would not adversely impact beneficiaries’ 
 access to medical assistance. 
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R1vi1ion: HCFA-PM-88-10 (BERC) 
SEPTEMB!tR l 988 

OKB Vo.: 0938-0193 

State/Territory: Mississippi 

Ci ta ti on 
42 CFR 455.12 
AT-78-90 
48 FR 3742 
52 FR 48817 

Tli lio. 88-13 
Suparsede1 
Tll lfo. ~ 

4.5 Hedicaid AJ,ency Fraud Oet•ctlon and Investigation 
Program 

The Medicaid agency has established and will maintain 
methods, criteria, and procedures that meet all 
requlrementa of 42 CFR 455 . 13 through 455.21 and 455 . 23 
for prevention and control of progr~ fraud and abuse . 

JAN o 9 mas 
Appr ov3l Date ----- Bffectlve Oat• OCT 0 l 1988 

~A<-C.·~ i.y'g;f~ i HCFA 10: 1010P/0012P 
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New: HCF A-PM-99-3 (CMSO) 
JUNE 1999 

State: Mississippi 

Citation 
Section 1902(a)(64) of 
the Social Secunty Act 
P .L. 105-33 

4.Sa Medicaid Agency Fraud Detection and Investigation 
Program 

The Medicaid agency has established a mechanism to receive 
reports from beneficiaries and others and compile data 
concerning alleged instances of waste, fraud, and abuse relating 
to the operation of this title. 

TN No. 99-18 OCT 2 6 ms 
Supersedes Approval Date Effective Date 8-5-97 
TNNo. NEW 



36b 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT          
MEDICAL ASSISTANCE PROGRAM    

 

 
TN No. 17-0014                                                                                                         Date Received:  11/07/2017 
Supersedes                                                                                                                  Date Approved: 11/17/2017    
TN No.16-0015                                  Date Effective: 10/01/2017 

 
State of Mississippi 
 
4.5 Medicaid Recovery Audit Contractor Program 
 

Citation 
 
Section 1902(a)(42)(B)(i) 
of the Social Security Act 
 
 
 
 
 
 
 
 
 
 
 
Section 1902 
(a)(42)(B)(ii)(I) of the 
Act 
 
 
 
 
 
 
 
 
 
Section 
1902(a)(42)(B)(ii)(II)(aa) 
of the Act 
 
 
 
 
 
 
 
 

  X   Effective April 1, 2017, the State has established a program under which it 
will contract with one or more recovery audit contractors (RACs) for the purpose 
of identifying underpayments and overpayments of Medicaid Claims under the 
State plan and under any waiver of the State Plan. 
 
        The State is seeking an exception to establishing such program for the 
following reasons: 
 
  X  The State/Medicaid agency has contracts of the type(s) listed in section 
1902(a) (42) (B)(ii)(I) of the Act. All contracts meet the requirements of the 
statute. RACs are consistent with the statute.  
 
       Place a check mark to provide assurance of the following: 
 
  X   The State will make payments to RAC(s) only from amounts recovered. 
 
  X  The State will make payments to the RAC(s) on a contingent basis for 
collecting over payments. 
 
The following payment methodology shall be used to determine State Payments 
to Medicaid RACs for identification and recovery of overpayments (e.g., the 
percentage of the contingency fee):  
 
  X   The State attests that the contingency fee rate paid to the Medicaid RAC 
will not exceed the highest rate paid to Medicare RACs, as published in the 
Federal Register. 
 
____ The State attests that the contingency fee rate paid to the Medicaid RAC 
will exceed the highest rate paid to Medicare RACs as published in the Federal 
Register. The State will only submit for FFP up to the amount equivalent to that 
published rate. 
 
____ The contingency fee rate paid to the Medicaid RAC that will exceed the 
highest rate paid to Medicare RACs, as published in the Federal Register. The 
state will submit a justification for that rate and will submit for FFP for the full 
amount of the contingency fee. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT          
MEDICAL ASSISTANCE PROGRAM    

 

 
TN No.17-0014                                                                                                            Date Received: 11/07/17 
Supersedes                                                                                                                    Date Approved: 11/17/17     
TN No.16-0015                                    Date Effective: 10/01/2017 

 
 
 
Section 
1902(a)(42)(B)(ii)(II)(bb) 
of the Act 
 
Section 
1902(a)(42)(B)(ii)(III) of 
the Act 
 
Section 
1902(a)(42)(B)(ii)(IV)(aa) 
of the Act 
 
Section 
1902(a)(42)(B)(ii)(IV)(bb) 
of the Act 
 
Section 
1902(a)(42)(B)(ii)(N)(cc) of 
the Act 

 
 
  X  The following payment methodology shall be used to determine State 
payments to Medicaid RACs for the identification of underpayments (e.g., 
amount of flat fee, the percentage of the contingency fee): Percentage of 
recovery established through procurement process. 
 
  X   The State has an adequate appeal process in place for entities to appeal any 
adverse determination made by the Medicaid RAC(s). 
 
  X   The state assures that the amounts expended by the State to carry out the 
program will be amounts expended as necessary for the proper and efficient 
administration of the State Plan or waiver of the plan. 
 
  X  The state assures that the recovered amounts will be subject to a State’s 
quarterly expenditure estimates and funding of the State’s share. 
 
  X   Efforts of the Medicaid RAC(s) will be coordinated with other contractors 
or entities performing audits of entities receiving payments under the State plan 
or waiver in the State, and/or State and Federal law enforcement entities and 
the CMS Medicaid Integrity Program. 



I 

Revisicn: OCFA-~80-38{BP.P) 
May 22, 1980 

37 

Citaticn 4.6 Reports 
42 CFR 431.16 
AT-79-29 

'IN i 11·'12 
Supersedes 
'IN.::...'----

The Medicaid agency will submit all 
reports in the form and with the content 
required ~ the Secretary,· and will cx::mply 
with any provisions that the Secretary 
f.ioos necessary to verify and assure the 
correctness of the reports. All 
requirements of 42 CFR 431.16 are met. 

Approval Date Ef fee ti ve Date 
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Revisicn: HCFA-AT-80-38 (BPP) 
May 22 I 1980 . 

Citatic.n 
42 cm 431.17 
T>:r-79-29 

·w i 2 7-17 
Supersedes 
'IN t -----

4.7 Maintenance of Records 

The Medicaid agency maintains or supervises 
the maintenance of records necessary for the 
proper and efficient operation of the plan, 
inclu::ling records regarding awlications, 
determinati01 of eligibility, the provisicn of 
medical assistance, arrl crlrninistrative costs, 
and statistical, fiscal and other records 
necessary for reporting arrl accountability, 
and retains these recor~s in aca:irdance with 
Federal requirements. All requiresnents of 42 
CFR 431.17 are met. 

AWroval Date Ef fee ti ve Date 1~ /, /77 
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Revisioo: HCFA-AT-80-38(BPP) 
May 22, 1980 

State _________ t-.1~is_s_i_s_s_ip_n_i~------~---~---~---------~------~ 

Citation 
42 CFR 431.18(b) 
AT-79-29 

'IN i 11- )-
Supersedes 
'IN..::..•----

4.8 Availability of Agency Program Manuals 

Program manuals and other policy issuances that 
affect the pJblic, including the Medicaid 
agency's rules and regulations governing 
eligibility, need arrl amount of assistance, 
recipient rights and resp::nsibilities, and 
services offered by the agency are maintained 
in the State office and in each local and 
district office for examination, upon request, 
by irrlividuals for review, study, or 
reproouction, All requirerne!'lts of 42 CFR 
431.18 are met. 

Ap;;:>roval Date '1/t /7tJ Effective Date tj. Jr/1y 
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Revisioo: OCFA-AT-80-38 (BPP) 
May 22, ·1980 

State _______ M~i~s~s1~·s~s~iP~P~i ____________ _ 

Citatioo 
42 CTR 433.37 
AT-78-90 

mt 'ZY--;}-
superseaes 
'lN .::..i ___ _ 

4.9 Reporting Provider Payments to Internal 
Revenue Service 

There are procedures implemented in 
accordance with 42 CFR 433.37 for 
identification of providers of services by 
social security number or by employer 
identification number and for reporting 
the info~atim required by the Internal 
Revenue CcOe (26 u.s.c. 6041) with respect 
to payment for services under the plan. 

~roval Date 7/r)7 f Effective Date '-/ /f' /;'f 
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Revision: HCFA-PM-99-3 (CMSO) 
JUNE 1999 

State: Mississippi 

Citation 4.10 Free Choice of Providers 
42 CFR431. 51 
AT-78-90 
46 FR48524 
48 FR23212 
1902 (a) (23) 
of the Act 
P.L. 100-93 
(section 8(±)) 
P.L. 100-203 
(Section 4113) 

Section 1902(a)(23) 
of the Social Security Act 
P.L. 105-33 

(a) Except as provided in paragraph (b), the Medicaid agency assures 
that an individual' eligible under the plan may obtain Medicaid 
services from any institution, agency, pharmacy, person, or 
organization that is qualified to perform the services, including 
an organization that provides these services or arranges for their 
availability on a prepayment basis. 

(b) Paragraph (a) does not apply to services furnished to an 
individual--

(c) 

(1) Under an exception allowed under 42 CFR 431.54, subject 
to the limitations in paragraph (c), or 

(2) Under a waiver approved under 42 CFR 431.55, 
subject to the limitations in paragraph ( c ), or 

(3) By an individual or entity excluded from 
participation in accordance with section 
1902(p) of the Act, or 

( 4) By individuals or entities who have been convicted 
of a felony under Federal or State law and for which 
the State detennines that the offense is inconsistent 
with the best interests of the individual eligible to 
obtain Medicaid services. 

Enrollment of an individual eligible for medical assistance 
in a .Primary care case management system described in 
section 1915(b)(l), a health maintenance organization, or a 
similar entity shall not restrict the choice of the qualified 
person from whom the individual may receive emergency 
services or services under section 1905(a)( 4)( c). 

TN No. 99-18 M., -, r. .. . ., 
Supersedes Approval Date ~v 1 ~ .: ,·~"Effective Date 8-5-97 
TNNo. 92205 



Revisicn: B::Th-~80-38 (BPP) 
May 22, 1980 

Citaticn 
Q G?. 431. 610 
AT-78-90 
AT-80-34 

'IN ; 87-!2 . 
St.."'D""..rsea:s 
'IN- i 71- J. 0 

t..ll Relations with Star:de.rc··Set-=.ina ane Su:vev 
Aoe.."l::ies 

{a) Tne State agency utilized by the 
Secretary to determine qualifications of 
ins ti tutio."15 and S!J?Plie.!:s of services to' 
participate in Medicare is res::c~sible 
for establishi~ a.id maim:.aining hetl th 
standards for o:ivate o: 'DUblic 
instituticns (exclusive of Cnristian 
Science sanatc:ia) t hat provi6e services 
to Medicaid reci?ients. Tnis agency 
is Mississippi State Department of 

Health 

(b) Tne State authority(ies) respo~sible for 
establishing 2.r!d ~in-.::.aining s~andards, 

o-:.her tha1 those relating to health, for 
~lie or private irstitutior.s thc:it 
proviae services to l'l..edicaid reci?ien:S 
is (are): Social Se!"vices Division rChild 

Welfare), Depz.rtment of Public Welfare. sets 

stand2.rds fo:; Foste:; Care . 

(c) ~-TI'A:=~IT 4.. 1.l-A cSescribes the stanaarc5.s 
specified in ~2g~c?js (a) a.id (b) 
a!:x:>ve, that are keDt o~ £ile arr.5 maae 
available to tile Beel.th ,care ?iren::ing 
A.Oministraticn en reques~. 

J\p?roval Date Eff ec':.i ve· Date 



Revisicn: H:FA-AT-80-38 (BPP) 
Hay 22, 1980 

Citatim 
42 CF'R 431. 610 
AT-78-90 
A'.I'-89-34 

'IN ~ 87 - 1 ') 
S u::>e:: secies 
w- * 79-20 

4.ll(d) 

J>.;:9roval Date 

The __ M_i ..... s_s1_· s_s_.ip_..p_i_S_t_a_t _e_D_e_.p'-a""'r_t...;..m...;..e;;...n...;..t __ _ 

of Health (agency) 
whic.~ is the Sta~e agenc; responsible 
for licensing health in2titutio.-.s, 
&.=termino_s if insti tutic.'15 an:::J 
agen=ies meet the requiremo_nts for 
participaticn in the Medicaid 
program. T"ne requirements in Q al\ 
431. 610 (e), (f) a'Y.i (g) are met . 

E!:f e:::ti ve Date 
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Revisicn: ff:FA-AT-80-38 (BPP) 
May 22, 1980 

44 

Citatioo 4.12 Ccnsultati01 to Medical Facili ties 
4 2 CFR 431.105 (b ) 
M-78-90 

'IN ~ /3. /0 
Supersedes 
'IN __ t ___ _ 

(a) Consultative services are provided 
by health ard other ai;:propriate 
State agencies to hospitals, nursiN; 
facilities, hare health agen:::ies, 
clinics and lalx>rator ies in · 
accordance with 42 CFR 431.lOS(b). 

(b) Similar services are provided to 
other types of facillties providing 
medical care to irdividuals 
rece1v1ng services under the 
programs specified in 42 CFR 
431.105 (b) • 

D Yes, as listed bel™: 

@ Not atplicable . Similar 
servi ces are rot provided to 
o t her types of medical 
facilities. 

AEProval Date lf / f / 7'-f Effective Date /)_ )1t )73 
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
August 1991 

Citation 4 .13 Required Provider Agreement 

42 CFR 431.107 

42 CFR part 483 
1919 of the Act 

42 CFR part 483, 
Subpart D 

1920 of tl;le Act 

With respect to agreements between the Medicaid agency and 
each provider furnishing services under the plan: 

(a) For all providers, the requirements of 42 CFR 431.107 
and 42 CFR Part 442, Subpart A and B (if applicable ) 
are met. 

(b) For providers of NF services, the requirements of 42 
CFR Part 483, ·subpart B, and section 1919 of the Act 
are also met. 

(c) For providers of ICF/MR services, the requirements 
of participation in 42 CFR Part 483, Subpart D are also 
met . 

(d) For each provider that is eligible under the plan to 
furnish ambulatory prenatal care to pregnant women 
during a presumptive eligibility period, all the 
requirements of section 1920(b)(2) and (c) are met . 

/x/ Not applicable. Ambulatory prenatal care is not 
provided to pregnant women during a 
presumptive eligibility period. 

TN No. 92-02 
Supersedes TN No. 88-6 

Effective Date January 1, 199 2 
Approval Date March 16, 19 92 
DateReceived January 30, 1992 

HCFA ID: 7982E 



Revision: HCFA-PM-91-9 
October 1991 

45(4) 

(MB) OMS No.: 

state/Territory: ______ M_1_s_si_s_s_i~p~p1 ________________________ __ 

Citation 
1902 (a) (58) 
1902 (w) 4. 13 (e) For each provider receiving funds under 

the plan, all the requirements for 
advance directives of section 1902(w) are 
met: 

(l) Hospitals, nursing facilities, 
providers of home health care or 
personal care services, hospice 
programs, health maintenance 
organizations and health insuring 
organizations are required to do the 
following: 

{a)Maintain written policies and 
procedures with respect to all 
adult individuals receiving 
medical care by or through the 
provider or organization about 
their rights under State law to 
make decisions concerning medical 
care, including the right to 
accept or refuse medical or 
surgical treatment and the right 
to formulate advance directives. 

(b)Provide written information to all 
adult individuals on their 
policies concerning implementation 
of such rights 1 

{c)Document in the individual'• 
m&dical records whether or not the 
individual has executed an advance 
directive; 

(d)Not condition the provision of 
care or otherwise discriminate 
against an individual based on 
whether or not the individual has 
executed an advance directive; 

(e)Eneure compliance with 
requirements of State Law (whether 

TN No. 91-29 8 /)~ I n; 
supersedes Approval Date /.· 2 · 7L- Effective Date /{}- /- 7 
TN No. New 

Date Received l°.2~JJ-"' 9/ HCFA ID: 7982E 



Revision: HCFA-PM-91-9 
October 1991 

45(b) 

(MB) OMB No.: 

State/Territory: __ ~~M_i~s~si_s_s~i-P~P~i---~~~~~~------~---~~ 

statutory or recognized by the 
courts) concerning advance 
directives; and 

(!)Provide (individually or with 
others) for education for staff 
and the community on issues 
concerning advance directives. 

(2) Providers will furnish the written 
information described in paragraph 
(l)(a) to all adult individuals at 
the time specified below: 

(a)Hospitals at the time an 
individual is admitted as an 
inpatient. 

(b)Nursinq facilities when the 
individual is admitted as a 
resident . 

(c)Providers of home health care or 
personal care services before the 
individual comes under the care of 
the provider; 

(d)Hospice program at the time of 
initial receipt of hospice care by 
the individual from the program; 
and 

(e)Health maintenance organizations 
at the time of enrollment of the 
individual with the or9anization. 

(3) Attachment 4.34A describes law of the 
State (whether statutory or as 
recognized by the courts of the 
State) concerning advance dir~ctlves . 

Not applicable. No State law 
or court decision exist 
regarding advance directives. 

TN No. 91-29 / 1')0 l?b //I J OJ 
Supersedes Approval Date ·-<..5 _:~_,,Effective Date 1v - - i / 

TN No . New Date Received /_,Z-}/·9/ HCFA ID: 7982E 
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Revision: HCFA-PM-91-10 (MB) 
December 1991 

State/Territory: Mississippi 

Citation 

42 CFR 431. 60 
42 CFR 456.2 
50 FR 15312 
1902 (a) (30) (C) and 
1902(d) of the 
Act, P.L. 99-509 
Section 9431) 

1902 (a) (30) (C} 
and 1902(d) of the 
Act, P.L. 99-509 
(section 9431} 

TN No. 95-14 
Supersedes 
TN No. 92- 05 

4.14 Utilization/Quality Control 

{a) A Statewide program of surveillance and 
utilization control has been implemented that 
safeguards against unnecessary or 
inappropriate use of Medicaid services 
available under this plan and against excess 
payments, and that assesses the quality of 
services. The requirements of 42 CFR Part 456 
are met: 

Directly 

-1L. By undertaking medical and utilization 
review requirements through a contract 
with a Utilization and Quality Control 
Peer Review Organization {PRO) designated 
under 42 CFR Part 462. The contract with 
the PRO- -

Approval Date 

(1) Meets the requirements of §434.6(a); 

(2) Includes a monitoring and evaluation 
plan to ensure satisfactory perfor­
mance; 

(3) Identifies the services and providers 
subject to PRO review; 

(4) Ensures that PRO review activities 
are not inconsistent with the PRO 
review of Medicare services; and 

(5) Includes a description of the extent 
to which PRO determinations are con­
sidered conclusive for payment 
purposes. 

Quality review requirements described in 
section 1902(a) (30) (C) of the Act relating 
to services furnished by HMOs under 
contract are undertaken through contract 
with the PRO designed under 42 CFR Part 
462. 

By undertaking quality review of services 
furnished under each contract with an HMO 
through a private accreditation body. 

11-21-95 Effective Date 7 - 01 -9 5 
Date Received 09 -29 -95 



Revision: HCFA-P~-85-3 
KAY 1985 

Citation 
42 CFR 456.2 
SO FR 15312 

TN Ho. _..§U 
Supersedes 
TY !lo. 

State: 

4.14 

(BBRC) 

Mississippi 

OKB NO. 0938-0193 

(b) The Medical~ agency meets the requirements 
of 42 CFR Part 456, Subpart C, for 
control of the utilization of inpatient 
hospital services. 

IYI Utilization and medical review are 
performed by a Utilization and Quality 
Control Pee~ Review Organization designated 
under 42 CFR Part 462 that has a contract 
with the agency to perform those revie~s. 

!_/ Utilization review is performed in 
accordance with 42 CFR Part 456, Subpart H, 
that specifies the conditions of a waiver 
of the requirements of Subpart C for: 

{._/ All hospitals (other than mental 
hospitals). 

I I Those specif led in tbe waiver. 

/.._/ No waivers have been granted. 

Approval Date ------ Effective Date -----

HCFA ID: 0048P/0002P 



Revieion: HCFA-PH-85-7 
JULY 1985 

Citation 
42 CFR 456.2 
50 FR 15312 

TY Uo. _2:3_ 
Ouporoodeo :5 
T1l Yo .• ~ 

4.H 

48 

(BERC) OMB NO.: 0938-0193 

Mississippi 

(c) The Medicaid agency meets the requirements 
of 42 CFR Part 456, Subpart D, lor control 
of utilization of inpatient services in mental 
hospitals. 

f__I Utilization and medical review are 
performed by a Utilization and Quality 
Control Peer Review Organization designated 
under 42 CFR Part 462 that has a contract 
with the agency to perform those reviews. 

f__I Utilization review is perfonued in 
accordance with 42 CFR Part 456, Subpart H, 
that specifies the conditions of a waiver 
of the requirements of Subpart D for: 

f__/ All mental hospitals. 

/__/ Those specified in the waiver. 

LI No waivers have been granted. 

IX( Not applicable. Inpatient services in mental 
hospitals are not provided under this plan. 

Approval Date Effective Date '/b -/ ~ ef 
HCFA ID: 0048P/0002P 



Rev ls ion: HCl"A-P~-85-3 (BERC) 
MA.'! 1985 

State: Mississippi 

Citation 
42 CFR 456. 2 
SO FR 15312 

T!l !lo. o 
Supersedes 
TH 110. 1a-t~ 

4.14 

OMB HO. 0938--0193 

(d) The Medicaid agency meets the requirements of 
42 CFR Part ~56, Subpart B, for the control of 
~tillzation of skilled nursing facility 
services. 

LI Utilization and medical review are 
performed by a Utilization and Quallt7 
Control Peer Review Organization designated 
under 42 CFR PaC"t 462 that has a contt·act 
with the agency to perfonu those reviews. 

IX/ Utilization review is performed in 
accordance with 42 CFR Part 456, Subpa~t H, 
that specifies ~he conditions of a waiver 
of the requirements of Subpart E for: 

/__,YI All skilled nursing facilities. 

L_I Those specified in the waiver. 

LI No waivers have been granted. 

Approval Date g -tO -~ 5 Effective Date J- I ./~5 

HCFA ID: 0048P/0002P 



· AUG 2 4 1987 

so 

Reviaion: n~r~-r~-~~-3 
KA.! 1985 

(BKRC) 

Ci ta ti on 
42. CFR 456.2 
50 F.R 15312 

'Ill!lo. A'i- 17 

Sta ta: 

Su-oe::-sedes 
Tl:i. 'Bo. S5-.5 

Mississino} 

OHE YO. 0938-0193 

~.14 l2,i(e) The Medicaid agency meets the requirements 
of 42 CFR Part 456, subpart F, for control 
of the utillzatlon of intennediate care 
facility services. Utilization review in 
facilities is pr-ovided "through.: 

f__I Facility-based r-eview. 

L_I Direct review by personnel of the medical 
assistance unit of the State agency. 

IX/ Personnel under cont~act to the medical 
assistance unit of the State agency. 

j__I Utilization and Quality Control Peer Revie~ 
-Or-sanizatlon&. 

L_I Anotber method as desc~ibed in ATTACT-:::S1i7 
~ .1!-A.. 

L_I Two or more of t he above methods . 
J.TTACK'-!"E:1;'!' 4 . 11.-B describes th~ 
circumstances unde~ which each method is 
used. 

L_I Not applicable. lntennediate care facility 
ser-vices. are not provided under this plan. 

SEP o 8 1987 
Approval Date ~~-~-~ E:f fect.lve Date ------

JUL O l 1987 

HC?A ID: OO~BP/0002? 
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Revision : HCFA-PM- 91- 10 {MB) 
December 1991 

State/Territory: Mississippi 

Citation 

1902(a){30) 
and 1902(d) of 
the Act, 
P .L. 99-509 
{Section 9431) 
P.L. 99- 203 
{section 4113) 

TN No . 95 - 14 
Supersedes 
TN No . 92 - 05 

4.14 Utilization/Quality Control (Continued) 

{f) The Medicaid agency meets the requirements of 
sect i on 1902{a) {30) of section 1902(a) (30) of 
the Act for control of the assurance of 
quality furnished by each health maintenance 
organization under contract with the Medicaid 
agency. Independent , external quality reviews 
are performed annually by : 

..JL A Util ization and Quality Control Peer 
Review Organization designated under 42 
CFR Part 462 that has a contract with the 
agency to perform those reviews. 

A private accreditation. body. 

An entity that mee ts t h e r equirements of 
the A~t, as determined b y the Secretary. 

The Medicaid agency certifies that the entity 
in the preceding subcategory under 4.14(f) is 
not an agency of the State. 

Approval Date 11-21-95 Ef fective Date 7-1- 95 
Date Received ~~~9~-~2~9~-__._9~5-



Revision: HCFA-PM-92-2 
March l.992 

state/Territo:;y: 

Citation 

42 CFR Part 
456 Subpart 
I, and 
l.902 (a) (31) 
and l.903 (g) 
of the Act 

42 CFR Part 
456 Subpart 
A and 
1902 (a) (30) 
of the Act 

TN No . _:..9.=.8_-...:.0...:.6 __ _ 
Supersedes 
TN No . _...9""'4_-~o~s __ _ 

4.l.5 

Sl. 

(HSQB) 

.Mississippi 

Inspection of Care in Intermediate Care Facilities 
for the Mentally Retarded, Facilities Providing 
Innatient Psychiatric Services for Individuals 
Under 21 , and Mental Hospitals 

The State has contracted with a Peer 
Review Organization (PRO) to perform 
inspection of care for: 

ICFs/MR; 

Inpatient p.sychiatric facilities for 
recipients under age 21.; and 

Mental Hospitals. 

All applicable requirements of 42 CFR Part 
456, Subpart I, are met with respect to 
periodic inspections of care and services. 

Not applicable with respect to intermediate 
care facilities for the mentally retarded 
services; such services are not provided under 
this plan. 

_K_ Not applicable with respect to services for 
individuals age 65 or over in insti t utions for 
mental disease; such services are not provided . 
under this plan. 

Not applicable with respect to inpatient psy­
chiatric services for individuals under age 
21; such services are not provi ded W1.der this 
plan. 

_K_ Not applicable wi th respect to ICF/MR 
services . 

_K_ All applicable requirements of 42 CFR part 
456, Subpart I, are met with respect to 
periodic inspections of care and services to 
facilities providing inpatient psychiatric 
services for individuals under the age of 21 . 

Effect i ve Date 
Approval Date 
Date Recei,red 
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Revisioo: HCFA-AT-80-38 (BPP) 
May 22, 1980 

State~ __________ ?v1_i_s_s_is_s_i_p_p1_·---------------------------

Citatic:n 
42 CTR 431.615 (c) 
M-78-90 

w t (o -1 
Supersedes 
'IN.._t ___ _ 

4.16 Relations with State Health and Vocational 
Rehabilitation Agencies and Title V 
Grantees 

'!he Medicaid agency has o:x:>perative 
arrangements with State health and 
vocational rehabilitation agencies and 
with title V grantees, that meet the 
requirements of 42 CFR 431.615. 

ATOCHMENI' 4.16-A describes the 
o:x:>perative arrangements with the health 
and vocational rehabilitaticn agencies. 

AHJroval Date S/;_1--/f 0 Effective Date 
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Revision: HCFA-PM-9 5-3 (ME) 
MAY 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

Citation 
42 CFR 433.36(c) 
1902(a) (18) and 
1917(a) and (b) of 
the Act 

4.17 Liens and Adiustments or Recoveries 

TN No. 95-13 
Supersedes 
TN No. 83-4 

(a) Liens 

The State imposes liens against an 
individual's real property on account of 
medical assistance paid or to be paid. 

The State complies with the requirements 
of section 1917(a) of the Act and 
regulations at 42 CFR 433.36(c) - (g) with 
respect to any lien imposed against the 
property of any individual prior to h is 
or her· death on account of medical 
assistance paid or to be paid on his or 
her behalf. 

The State imposes liens on real property 
on account of benefits incorrectly paid. 

The State i mposes TEFRA liens 
1917(a) (1) (BJ on real property of an 
individual who is an inpatient of a 
nursing facility, ICF/MR, or other 
medical institution, where the . 
individual is required to contribute 
toward the cost of institutional care 
all but a minimal amount of income 
required for personal needs. 

The procedures by the State for 
detennining that an institutionalized 
individual cannot reasonably be expected 
to be discharged are specified in 
Attachment 4.17-A. (NOTE: If the State 
indicates in its State plan that it is 
imposing TEFRA liens, then the State i s · 
required to determine whether an 
institutionalized individual is 
permanently institutionalized and afford 
these individuals 'notice, hearing 
procedures, and due process 
requirements.) 

The State imposes liens on both real and 
personal property of an individual after 
the individual's death. 

Approval Date 11-21-95 
Date Received 9-21-95 

Effective Date 7-1-95 
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Revision: HCFA-PM-95-3 {MB) 
MAY 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

TN No. 95-13 
Supersedes 
TN No. 83-4 

(b) Adjustments or Recoveries 

Approval Date 
Date Received 

The State Division of Medicaid complies with 
the requirements of section 1917{b) of the Act 
and regulations at 42 CFR 433.36{h)-(i). 

Adjustments or recoveries for Medicaid claims 
correctly paid are as · follows: 

(1) For permanently institutionalized 
individuals, adjustments or recoveries 
are made from the individual ··s estate or 
upon sale of the property subject to a 
lien imposed because of medical 
assistance paid on behalf of the 
individual for services prov.ided in a 
nursing facility, ICF/MR, or other 
medical institution. 

Adjustments or recoveries are made 
for all other medical assistance 
paid on behalf of the individual. 

( 2) The State determines •permanent 
institutional status• of 
individuals under the age of 55 
other than those with respect to 
whom it imposes liens on real 
property under §1917 (a) {1) {B) (even 
if it does not impose those liens). 

(3) For any individual who received medical 
assistance at age 55 or older, 
adjustments or recoveries of payments are 
made from the individual's estate for 
nursing facility services, home and 
community-based services, and related 
hospital and prescription drug services. 

11-21-95 
9-21-95 

In addition to adjustment or 
recovery of payments for services 
listed abov e, payments are adjusted 
or recovered for other services 
under the State plan as listed 
below: 

Effective Date 7-1-95 
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Revision:  HCFA-PM-95-3   (MB) 
                 May 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory:   Mississippi   

     

                                                    
                                                               4.17  (b) Adjustments or Recoveries 

                                                                        (3) (Continued) 

Limitations on Estate Recovery - Medicare Cost Sharing:  

(i) Medical assistance for Medicare cost sharing is 
protected from estate recovery for the following 
categories of dual eligibles: QMB, SLMB, QI, 
QDWI, QMB+, SLMB+. This protection extends 
to medical assistance for four Medicare cost 
sharing benefits: (Part A and B premiums, 
deductibles, coinsurance, co-payments) with dates 
of service on or after January 1,2010. The date of 
service for deductibles, coinsurance, and co-
payments is the date the request for payment is 
received by the State Medicaid Agency. The date 
of service for premiums is the date the State 
Medicaid Agency paid the premium. 

(ii) In addition to being a qualified dual eligible the 
individual must also be age 55 or over. The above 
protection from estate recovery for Medicare cost 
sharing benefits (premiums, deductibles, 
coinsurance, co-payments) applies to approved 
mandatory (i.e., nursing facility, home and 
community-based services, and related prescription 
drugs and hospital services) as well as optional 
Medicaid services identified in the State plan, 
which are applicable to the categories of duals 
referenced above.      

       

TN No.:  2011-001 
Supersedes     Approval Date:  03-28-11_____ 

 Effective Date:  January 1, 2011
TN No.: New 
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Revision: HCFA-PM-95-3 (MB) 
MAY 1995 

TN No . 95-13 
Supersedes 
TN No . NEW 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

(4) ___ The State disregards assets or 
resources for individuals who 
receive or are entitled to receive 
benefits under a long term care 
insurance policy as provided for in 
Attachment 2 .6-A, Supplement Sb. 

__ X~ The State Division of Medicaid 
adjusts or recovers from the 
individual's estate on account of 
all medical assistance paid for 
nursing facility and other long term 
care services provided on behalf of 
the individual. (States other than. 
California, Connecticut, Indiana, 
Iowa, and New York which provide 
long term care insurance policy­
based asset or resource disregard 
must select this entry. These five 
States may either check this entry 
or one of the following entries.) 

The State does not adjust or recover 
from the individual's estate on 
account of any medical assistance 
paid for nursing facility or other 
long term care services provided on 
behalf of the individual. 

The State adjusts or recovers from 
the assets or resources on account 
of medical assistance paid for 
nursing facility or other long term 
care services provided on behalf of 
the individual ·to the extent 
described below: 

Approva 1 Date _ _...1 .... 1._--=2-=1._-.... 9 .... 5.___ Effective Date 7 -1-95 
Date Approved 9-21-95 
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Revision: HCFA-PM-95-3 (MB) 
MAY 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TN' No. 95-13 
Supersedes 
TN No. NEW 

State/Territory: Mississippi 

(c) Adjustments or Recoveries: Limitations 

The State Division of Medicaid complies with 
the requirements of section 1917(b) (2) of the 
Act and regulations at 42 CPR §433.36(h)-(i). 

(1) Adjustment or recovery of medical 
assistance correctly paid will be made 
only after the death of the individual's 
surviving spouse, and only when the 
individual has no surviving child who is 
either under age 21 , blind, or disabled. 

(2) With respect to liens on the home of any 
individual who the State determines is 
permanently institutionalized and who 
must as a condition of receiving services 
in the institution apply their income to 
the cost of care, the State will not seek 
adjustment or recovery of medical 
assistance correctly paid on behalf of 
the individual until such time as none of 
the following individuals are residing in 
the individual 's home: 

(a) a sibling of the individual (who was 
residing in the individual's home 
for at l east one year immediately 
before the date that the individual 
was institutionalized), or 

(b) a child of the individual (who was 
residing i n the individual's home 
for at least two years immediately 
before the date that the individual 
was institutionalized) who 
establishes to the satisfaction of 
the State that the care the child 
provided permitted the individual to 
reside at home rather than become 
institutionalized. 

(3) No money payments under another program 
are reduced as a means of adjusting or 
recovering Medicaid claims incorrectly 
paid. 

Approval Date 11-21-95 Ef fee ti ve Date 7-1-95 
Date Received 9-21-95 
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Revision: HCFA-PM-95-3 (MB) 
MAY 1995 

TN No. 95-13 
Supersedes 
TN No. NEW 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: Mississippi 

(d) ATTACHMENT 4.17-A 

(1) Specifies the procedures for determining 
that an institutionalized individual 
cannot reasonably be expected to be 
discharged from the medical institution 
and return home. The description of the 
procedure meets the requirements of 42 
CFR 433. 36 (d) . 

(2) Specifies the criteria by which a son or 
a daughter can establish that he or she 
has been providing care, as specified 
under 42 CFR 433.36(f). 

(3) Defines the following terms: 

o estate (at a minimum, estate as 
defined under State probate law) . 
Except for the grandfathered States 
listed in section 4 . 17(b} (3 ) , if the 
State provides a disregard for assets 
or resources for any individual who 
received or is entitled to receive 
benefits under a long term care 
insurance policy, the definition of 
estate must include all real, personal 
property, and assets of an individual 
(including any property or assets in 
which the individual had any legal 
title or interest at the time of death 
to the extent of the interest and also 
including the assets conveyed through 
devices such as joint tenancy, life 
estate, living trust, or other 
arrangement) , 

o individual's home, 

o equity interest in the home, 

o residing in the home for at least 1 or 
2 years, 

o on a cont inuous basis, 

o discharge from the medical institution 
and return home , and 

o lawfully residing. 

Approval Date 11-21-95 Effective Date 7-1-95 
Date Received 9-21-95 
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MAY 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TN No. 95-13 
Supersedes 
TN No. NEW 

State/ Territory: Mississippi 

(4) Describes the standards and procedures 
for waiving estate recovery when it would 
cause undue hardship. 

(5) Defines when adjustment or recovery is 
not cost-effective. Defines cost­
effective and includes methodology or 
thresholds used to determine cost-
eff ectiveness. 

(6) Describes collection procedures. 
Includes advance notice requirements , 
specifies the method for applying for a 
waiver, hearing and appeals procedures, 
and the time frames involved. 

Approval Date 11-21-95 Effective Date ~--:.7_-~1--~9~5'-----
Date Received --~-9_-_2_1 __ -_9_5~-
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(BPD) OMB No. : 0938-
August 1991 

Citation 4 .18 Recipient Cost Sharing and Similar Charges 

42 CFR 447 .51 
through 447 . 58 

1916(a) and (b) 
of the Act 

(a) Unless a waiver under 42 CFR 431.55(g) applies, 
deductibles, coinsurance rates, and copayments do not 
exceed the maximum allowable charges under 42 CFR 
447 .54. 

(b) Except as specifiedinitems4.18(b)(4), (5), and (6) 
below, with · respect to individuals covered as 
categorically needy or as qualified Medicare 
beneficiaries (as defined in section 1905(p)(l) of the 
Act) under the plan: 

(1) No enrollment fee, premium, or similar charge is 
imposed under the plan. 

(2) No deductible, coinsurance, copayment, or 
similar charge is imposed under the plan for the 
following: 

( i) Services to individuals under age 18, or 
under--

I I Age 19 

I I Age 20 

I I Age 21 

Reasonable categories of individuals who 
are age 18 or older, but under age 21, to 
whom charges apply are listed below, if 
applicable. 

(ii) Services to pregnant women related to the 
pregnancy or any other medical condition 
that may complicate the pregnancy. 

TN No. 92-02 
Supersedes TN No. 87-9 

Effective Date January 1 , 19 9 2 
Approval Date March 16, 199 2 
Date Received Janu ary 30, 1992 

HCFA ID: 7982E 
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State/Territory: Mississippi 

55 

(BPD) OMB No . : 0938-

Citation 4.18(b)(2) (Continued) 

42 CFR 447. 51 
~hrough 447 .58 

1916 of the Act, 
P.L. 99-272, 
(Section 9505) 

TN No. 92-02 
Supersedes TN No. 86-9 

(iii) All services furnished to pregnant 
women. 

I I Not applicable. Charges apply for 
services to pregnant women 
unrelated to the pregnancy. 

(iv) Services furnished to any individual who 
is an inpatient in a hospital, long-term 
care facility, or other medical institution, 
if the individual is required, as a 
condition of receiving services in the 
institution, to spend for medical care 
costs all but a minimal amount of his or her 
income required for personal needs . 

(v) Emergency services if the services meet 
the requirements in 42 CFR 44 7 . 53 (b) ( 4). 

(vi) Family planning services and supplies 
furnished to individuals of childbearing 
age. 

(vii) Services furnished by a health 
maintenance organization in which the 
individual is enrolled. 

(viii) Services furnished to an individual 
receiving hospice care, as defined in 
section 1905(0) of the Act. 

Effective Date 
Approval Date 
Date Received 

January I, 1992 
March 16, 1992 
January 30, 1 992 

HCFA ID: 7982E 
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August 1991 

(BPD) OMB No. : 0 938-

State/ Territory: ___ _..:.;;Mi:;;;;.s;:..:s;;...:i..:o.s=si"""p:...i;p;..:;i _____________ _ 

Citation 4. 18(b) 

42 CFR 447 . 51 
through 
447.48 

TN No . 92-02 
Supersedes TN No. 87-16 

(Continued) 

(3) Unless a waiver under 42 CFR 431.SS (g ) applies, 
nominal deductible, coinsurance copayment, or 
similar charges are imposed for services that a re 
not excluded from such charges under ite m 
(b)(2) above. 

I I Not applicable. No such charges are 
imposed. 

(i) For any service, no more than one type of 
charge is imposed. 

(ii) Charges apply to services furnished to 
the following age groups: 

I I 18 or older 

I I 19 or older 

I I 20 or older 

I I 21 or older 

I I Charges apply t o services 
furnished t o the fol lowing; 
reasonable categories of individuals 
listed below who are 18 years of age 
or older but under age 21. 

Effective Date 
Approval Date 
Date Received 

J a nuary 1 , 199 2 
March 16 , 199 2 
,Tannary 30, 1 99 2 

HCFA ID: 7982E 
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(BPD) OMB No . : 0938-

State/Territq~y: Mississippi 

Citation 4.18(b) (3) (Continued) 

42 CFR 447. 51 
through 447 .58. 

TN No. 92-02 
Supersedes TN No. 90-12 

(ill) For the categorically needy and 
qualified Medicare beneficiaries, 
ATTACHMENT 4.18-A specifies the: 

(A) Service(s) for which a charge(s) is 
applied; 

(B) Nature of the charge imposed on 
each service; 

( C) Amount ( s) of and basis for 
determining the charge(s); 

(D) Method used to collect the 
charge(s); 

(E) 

(F) 

(G) 

·Basis for determining whether an 
individual is unable to pay the 
charge and the means by which 
such an individual is identified to 
providers; 

Procedures for implementing and 
enforcing the exclusions from cost 
sharing contained in 42 CFR 447. 53 
(b); and 

Cumulative maximum that applies to 
all deductible, coinsurance or 
copayment charges imposed on a 
specified time period . 

I/! Not applicable. There is no 
a;! 1-4t/P. maximum. 
r~ ~. it,·1 'l-

Effective Date January I, 1992 
Approval Date March 16, 19 9 2 
DateReceived January 3 0 , 1 992 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
August 1991 

State/ Territ~z:y: ____ Mi_·s_s_i_ss_i..._p_..p_i __________________ _ 

Citation 
1916(c) of 
the Act 

1902(a)(52) 
and 1925(b) 
of the Act 

1916(d) of 
the Act 

4.18(b)(4) I I 

4.18(b)(5) I I 

4.18(b)(6) I I 

TN No. 92-02 
Supersedes TN No. 86-9 

A monthly premium· is imposed on pregnant 
women and infants who are covered under 
section l902(a) (10) (A) (ii) (IX) of the Act and 
whose income equals or exceeds 150 percent of 
the Federal poverty level applicable to a family 
of the size involved. · The requirements of 
section 1916(c) of the Act are met. 
ATTACHMENT 4.18-D specifies the method the 
State uses for determining the premium and the 
criteria for determining what constitutes undue 
hardship for waiving payment of premiums by 
recipients. 

For families receiving extended b.enefits during 
a second 6-month period under section 1925 of 
the Act, a monthly premium is imposed in 
accordance with sections 1925 ( b )( 4) and ( 5) of 
the Act. 

A monthly premium, set on a sliding scale, 
imposed on qualified disabled and working 
individuals who are covered under section 
1902(a)(lO)(E)(ii) of the Act and whose income 
exceeds 150 percent (but does not exceed 200 
percent) of the Federal poverty level applicable 
to a family of the size involved. The 
requirements of section. 1916(d) of the Act are 
met. ATTACHMENT 4.18-E specifies the method 
and standards the State uses for determining the 
premium. 

Effective Date 
Approval Date 
Date Received 

January 1 , 1 9 9 2 
March 16, 19 9 2 
J' an {;a ry 3 0 ,- 199 2 

HCFA ID: 7982E 
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State/Territory: Mississippi 

56c 

(BPD) OMB No. : 0938-

Citation 4.18(c) // Individuals are covered as medically needy under the 
plan. 

42 CFR 447 .51 
though 447 .58 

447.51 througl;l. 
447. 58 

TN No. 92-02 
Supersedes TN No. 

(1} I I 

( 2) 

86-9 

An enrollment fee, premium or similar 
charge is imposed. ATTACHMENT 4 .18-B 
specifies the amount of and liability period 
for such charges subject to th.e maximum 
allowable charges in42 CFR 447 .52(b) and 
defines the State's policy regarding the 
effect on recipients of non-payment of the 
enrollment fee, premium, or similar 
charge. 

No deductible, coinsurance, copayment 
or similar charge is imposed under the 
plan for the following: 

(i} Services to individuals under age 
18, or under--

I I Age 19 

I I Age 20 

I I Age 21 

Reasonable categories of individuals 
who are age 18, but under age 21, 
to whom charges apply are listed 
below, if applicable: 

Effective Date 
Approval Date 
Date Received 

January l, 199 2 
March 16, 1992 
January 30, 1992 

HCFA ID: 7982E 
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State/Territory: 

Citation 

(Bl?D) OMB No.: 0938-

Mississippi 

4 .18(c) (2) (Continued) 

42 CFR 447.51 
through 
447.58 

1916 of the Act, 
P.L. 99-272 
(Section 9505) 

447.51 through 
447.58 

TN No. 95-19 
Supersedes 
TN No. 92-02 

(ii) 

(iii) 

Services to pregnant women related to 
the pregnancy or any other medical 
condition that rnay complicate the 
pregnancy. 

All services furnished to pregnant 
women. 

Not applicable . Charges apply 
for services to pregnant women 
unrelated to the pregnancy. 

(iv) Services furnished to any individual 
who is an inpatient in a hospital, 
iong-term care facility, or other 
medical institution, if the individual 
is required, as a condition of 
receiving services in the institution, 
to spend for medical care costs all · 
but a minimal amount of his income 
required for personal needs. 

(v) Emergency services if the services 
meet the requirements in 42 CFR 
44 7. 53 (b) (4) . 

(vi) Family planning services and supplies 
furnished to individuals of childbear­
ing age . 

(vii) Services furnished to an individual 
receiving hospice care, as defined in 
section 1905(0) of the Act . 

(viii) Services provided by a health 
maintenance organization (HMO) to en­
rolled individuals. 

_1L Not applicable . No such charges 
are imposed. 

Approval Date /-:t.2-9~ 
Date Received .....,12a_-J.....,9_·_9/.u:S.._~ 

Effective Date /0-/·9S" 



Revision: 

Citation 

HCFA-PM-91-4 
August 1991 

56e 

(BPD) OMB No.: 0938-

4.18(c)(3) Unless a waiver under 42 CFR 431.55(g) applies, 
nominal deductible, coinsurance, copayment, or similar 
charges are imposed on services that are not excluded 
from such char·ges under item (b) (2) above. 

r1 Not applicable. No such charges are imposed. 

(i) For any service, no more than one type of 
charge is imposed. 

(ii) Charges apply to services furnished to the 
following age group: 

I I 18 or older 

I I 19 or older 

I I 20 or older 

I I 21 or older 

Reasonable categories of individuals who are 18 
years of age, but under 21, to whom charges 
apply are listed below, if applicable. 

TNNo. 92-02 
Supersedes TN No. 86-9 

Effective Date January I ' 19 9 2 
Approval Date March 16 , 19 9 2 
Date Received January 3 O, 199 2 

HCFA ID: 7982E 
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(BPD) OMB No. : 0938-

State/TerritQry :_...__ _ __..:;;.M.;;;;;;i;;;..ss;;..;i=s~s~ip""'p;:.:i'--------------------

Citation· 4.18(c)(3) (continued) 

447 .51 through 
447.58 

TN No. 92-02 
Supersedes TN No. 86-9 

(ill) For the medically needy, and other optional 
groups, ATTACHMENT 4.18-C specifies the: 

(A) Service(s) for which charge(s) is applied; 

(B) Nature of the charge imposed on each 
service; 

(C) Amount(s) of and basis for determining 
the charge(s); 

(D) Method used to collect the charge(s); 

(E) Basis for determining whether an 
individual is unable to pay the charge(s) 
and the means by which such an individual 
is identified to providers; 

(F) Procedures for implementing and 
enforcing the exclusions from cost sharing 
contained in 42 CFR 447.53(b); and 

(G) Cumulative maximum that applies to all 
deductible, coinsurance, or copayment 
charges imposed on a family during a 
specified time period . 

I I Not applicable. 
maximum. 

There is no 

Effective Date January 1, 199 2 
Approval Date March 16, 19 9 2 
Date Received January 30 , 1992 

HCFA ID: 7982£ 



Revision: 

Citation 

HCFA-PM-91-4 
August 1991 

57 

(BPD) 

4 .19 Payment for Services 

OMB No.: 0938-

42 CFR 447. 252 le)("\) (a) The Medicaid agency meets the requirements of 42 CFR 
1902(a) (13) -1'11> ~ ~art 447, Subpart C, and sections 1902(a)(l3) and 1923 
and 1923 of> V ~l'"°r; of the Act with respect to payment for inpatient 
the Act · ~l~A ~ \ ~.) hospital services. 

~ ~)~\ 
~ ATTACHMENT 4 .19-A describes the methods and 

standards used to determine rates for payment for 
inpatient hospi,tal services. 

TN No. 92-02 
Supersedes TN No. 87-9 

I I Inappropriate level of care days are covered an.d 
are paid under the State plan at lower rates than 
other inpatient hospital services, reflecting the 
level of care actually received, in a manner 
consistent with section 1861(v) (l)(G) of the 
Act . 

Ix/ Inappropriate level of care days are not covered . 

Effective Date 
Approval Date 
Date Received 

January 1 , 19 92 
March 16, 1 992 
January 30, 1992 

HCFA ID : 7982E 
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Citation 

42 CFR 447. 201 
42 CFR 447. 302 
52 FR 28648 
l902(a) (13) (E) 
1903(a) (1) and 
(n), 1920 and 
1926 of the Act 

TN No. 92-02 

4.19(b) 

Supersedes TN No. 87-22 

58 

(BPD) OMB No. : 0938-

In addition to the services specified in 
paragraphs 4.19(a), (d), (k), (1), and (m), 
the Medicaid agency meets the following 
requirements: 

(1) Section l902(a)(13)(E) of the Act 
regarding payment for services furnished 
by Federally qualified health centers 
(FQHCs) under section 1905(a)(2)(c) of 
the Act. The agency meets the 
requirements of section 6303 of the State 
Medicaid Manual (HCFA-Pub. 45-6) 
regarding payment for FQHC services. 
ATTACHMENT 4 .19-B describes the 
method of payment and how the agency 
determines the reasonable costs of the 
services (for example, cost-reports, cost 
or budget reviews, or sample surveys) . 

(2) Sections l902(a)(13)(E) and 1926 of the 
Act, and 42 CFR Part 447, Subpart D, 
with respect to payment for all other types 
of ambulatory services provided by rural 
health clinics under the plan. 

ATTACHMENT 4.19-B describes the 
methods and standards used for the 
payment of each of these services except 
inpatient hospital, nursing facility 
services and services in intermediate care 
facilities for the mentally retarded that 
are described in other attachments. 

Effective Date 
Approval Date 
Date Received 

January I, 1992 
March 16, 1992 
January 30, 1992 

HCFA ID: 7982E 
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Revisi01: ICFA-AT-80-38{BPP) 
May 22, 1980 

Citati01 
42 CFR 447. 40 
M-78-90 

'JN I ? J_,J(, 
Supersedes 
'Il~ t ------

Mississippi 

4.19(c) Payment is made to reserve a bed during 
a recipient's terrporary absence frcm an 
inpatient facility. 

D 

Yes. The State's p::>licy is 
described in ATI'ACHMENl' 4.19-C. 

No. 

Afproval Date l~t/77 Effective Date 0c fa J 



Ravi1ion: HCFA - Region VI 
NO.Yembe r l 9 9 0 

State/Territory: 

Citation 
'42 CFR 447.252 
47 FR 47964 
48 FR 56046 
42 crR 447.280 
47 FR 31518 
S2 FR 28141 
Section l902(a) 
{ 13 ) ( A) of Act 
(Section 4211 (h) 
(2)(A) of P.L. 
l00-203). 

TM No. 91-23 

60 

Mississippi 

4.19 (d) 

(1) The M•d1ca1d aqency me•ts the 
requir•m•nt.1 of 42 CFR Part 447, 
Subpart c, with re1pect to 
payment• for nur•1ng facility 
••rvice1 and intermediate care 
facility service• for the 
mentally retarded. 

A'M'ACHMENT 4. 19-0 de•cribes the 
methods and standa.rds usec1 to 
determine rate• for payment for 
nur1in9 facility aervicaa and 
intermediate care tacility 
service• for . th• mentally 
retarded. 

(2) The M•dicaid agency provides 
payment tor routine nursing 
facility s•rvice1 furnished by 
a swing-bed hospital. 

r::g] At the average rate per 
patient d•y paid to NF• 
tor routine ••rvic•• 
furni1hecl during th• 
previou1 calendar year. 

CJ At a r•t• ••tablished by 
th• State, which meets th• 
requirement• of 42 C!'R Part 
441, Subpart c, a• 
applicable. 

CJ Not Applicable. Th• agency 
do•• not prov id• pay.en t 
for Hr ••rvic•• to a 1win9-
bed hospital. 

Supersede• 
~M No, 87-22 

Approval Date 5-4-93 Eftect1ve Date 7-1-9 1 
Date Received 9-12-91 
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Revisioo: OCFA-AT-80-38(BPP) 
May 22, 1980 

State Mississippi 

Citaticn 
42 crn 447 .45 (c} 
AT-79-50 

WI 29~/CJ 
Supersedes ' 

'IN .=-~ ----

4.19 (e) The Medicaid agency meets all requirements 
of 42 CER 447 .45 for timely payrrent of 
claims. 

ATI'ACHMENI' 4.19-E specifies, for each 
type of service, the definition of a 
claim for puq:oses of meeting these 
requirements·. 

Afproval Date le;{? lz '1 
' 

Effective Date t/i-3/t/ 
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Revision: HCFA-PH-87-4 (BERC) OHB No.: 0938-0193 
MARCH 1987 

Mississippi 
State/Territot"Y: 

Citation 
42 CFR 447 .15 
AT-78-90 
AT-80-34 
-48 FR 5730 

TN No. 27_q 

Supersedes 
TN No. 

~.19 (f) The Medicaid agency limits participation to 
p_roviders who meet the requirements of 
42 CFR 447.15 . 

No provider participating under this plan may deny 
services to any individual eligible ·under the plan 
on account of the individual's inability to pay a 
cost sharing amount imposed by the plan in. 
accordance with 42 CFR 431 .55(g) and 447.53. This 
service guarantee does not apply to an individual 
who is able to pay, nor does an individual's 
inability to pay eliminate his or her liability for 
the cost sharing change. 

Appr-oval Date Effective ·.Date/' &/6" 
HCFA ID: lOlOP/OOlZP 
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Revisiai.: B:FA-AT-80-38 (BPP) 
May 22, 1980 

Citatirn 
42 CFR 447.201 
42 CFR 447 I 202 
AT-78-90 

'IN i 19J17 
Supersedes 
'IN_,_t ___ _ 

4.19 (g) The Medicaid agency assures appropriate 
audit of records when pa.yrrent is based en 
costs of services or en a fee plus 
cost of materials. 

Af:pro'lal Date 9k1 h Y 
I I I 

.>r! l.,, 
Effective Date__:z_;LLJ 
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Revisicn: lICFA-,\T-80-60 (BPP) 
August 12, 1980 

State Mississippi 

Citaticn. 
42 CFR 447.201 
·42 em 447. 203 
AT-78-90 

wt 1fl? 
Supersedes 
Wt -------

4.19 {h) The Medicaid agency meets the requiranent. 
of 42 CTR 447 .203 for cX:curnentation and 
avaiJ ability of payment rates. 

Af.proval Date ,z?-1h7 · 
1 I 

Effective Date !Jih
1
z 
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Revisicn: OC'FA-AT-B0-38 (BPP) 
May 22, 1980 

State Mississippi 
~~~~~~~~~~~~~~~~~~~~~~ 

Citatim 
42 cm 447 .201 
42 CFR 447. 204 
A'.l'-78-90 

'lNt 77~ J7 
Supersedes 
'lN t -------

~.19 (i) The Medicaid ager1cy's payments are 
sufficient to enli.st enough providers so 
that services under the plan are 
available to recipients at least to the 
extent that those services are available to 
the general population. 

AH>rovaJ,....Date Effective Date 



Revision: HCFA-PM-91-4 
August 1991 

66" 

(BPD) OMB No.: 0938-

State: Mississippi 
~~~~___..;.~__;; .......... ~~~~~~~~~~~~~~~~~~~~~-.-~~~ 

Citation 

42 CFR 
447.201 
and 44 7 . 20s· 

1903(v) of 
the Act 

TN No. 92-02 

4 .19(j) 

(k) 

Supersedes TN No. 87 -22 

The Medicaid agency meets the requirements of 42 CFR 
44 7. 205 for public notice of any changes in Statewide 
method or standards for setting payment rates. 

The Medicaid agency meets the requirements of section 
1903(v) of the Act with respect to payment for medical 
assistance furnished to an alien who is not lawfully 
admitted for permanent residence or otherwise 
permanently residing in the United States under color 
of law. Payment is made only for care and services that 
are necessary for the treatment of an emergency 
medical condition, as defined in section 1903(v) of the 
Act 

Effective Date 
Approval Date 
Date Received 

January 1, 1992 
March 16, 1992 
January 30, 1992 

HCFA ID: 7982E 
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Revision: HCFA-AT-81-34 (BPP) 10-81 

State~-----=M=-i=s~s=is~s=iP~P~i....._ ________________________________________ _ 

Citation 
42CFR447.342 
46 FR 42669 

TN # 81 - 25 
Supersedes 
TN # /'\\),W 

4.19 (k) Payments to Physicians for 
Clinical Laboratory Services 

For services performed by an 
outside laboratory for a physician 
who bills for the service, payment 
does not exceed the amount that 
would be authorized under Medicare 
in accordance with 42 CFR 
4 O 5 • 515 ( b) , ( c ) and ( d) • 

L_I Yes 

Not applicable. The 
Medicaid agency does not 
allow payment under the~ 
plan to physicians for 
outside laboratory 
services. 

Approval Date 1£ .,,. )0 .-gl Effective Date 1- /-K 7 · 
; 



~evisic~: ~CFA-?M-~2-- !-!Bl 
:::ooe~ :?92 

5tate / Ter:-:::.cry: Mississippi 

c.:..tat~on 

:903(i)(:~1 
of the Ac~ 

~.: 9 (::. ·: :'he Medicaid agency mee-i:.s the requirements 
ot section :903(i)(l4) of the Ac~ with respect 
::.o payment !or physician services !urnished to 
children under 21 and pregnant women. Payment 
!c= pnysician services furnished by a physican 
::.o a child or a pregnan-i:. woman is made only to 
onvsic~ans wno meet one of the reauirements 
:.:..sted under this section of the Act. 

TN No. 93-15 
Supersea~·~e~s ...... ...._~~-Approval Date 1-11-94 
TN No· NEW Date Received 12-8-93 

Effective Date 10-01-93 



Revision: 

66 (bl 

HCFA-PM-94-8 (MB) 
OCTOBER 1994 

State /Territory: Mississippi 

Citation 

1928 (c) (2) 
(C)(ii) of 
the Act 

1926 of 
the Act 

TN No. 94-15 
Supersedes 
TN No. NEW 

4.19 (m) Medicaid Reimbursement for Administration of 
Vaccines under the Pediatric Immunization 
Program 

(i) A provider may impose a charge for the 
administration of a qualified pediatric 
vaccine as stated in 1928(c) (2) (C) (ii) of 
the Act. Within this overall provision, 
Medicaid reimbursement to providers will be 
administered as follows. 

(ii) The State: 

sets a payment rate at the level of the 
regional maximum established by the DHHS 
Secretary. 

is a Universal Purchase State and sets a 
payment rate at the level of the regional 
maxi.mum established in accordance with State 
law . 

.JL. sets a payment rate below the level of the 
regional maximum established by the DHHS 
Secretary. 

is a Universal Purchase State and sets a 
payment rate below the level of the regional 
maximum established by the Universal 
Purchase State. 

The State pays the following rate for the 
administration of a vaccine: $10.00 

(iii) Medicaid beneficiary access to invmmi zations 
is assured through the following 
methodology: 

(1) adequate reimbursement for admini­
stration. 

(2) multiple provider/service sites. 

Approval Date fEB 0 a· ·llj5 
Date Received 12-30-

10-1-94 
Effective Date ~~~~~~~-
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Revisiai: S:FA-AT-80-38(BPP) 
May 22, 1980 

Citation 
42 CFR 447 .25 (b) 
AT-78-90 

'™ i ?2-Jt 
Supersedes 

'™.::..~----

Mississippi 

4.20 Direct Payments to Certain Recipients for 
Physicians' or Dentists' Services 

Direct payments are mada to certain recipients 
as specified by, arrl in accordance with, the 
requirements of 42 CFR 447.25. 

~ Yes, for L..J physicians 1 services 

l::J dentists 1 services 

ATI'PCHMENI' 4. 20-A specifies the 
o:mdi tions under which such payrrents are 
made. 

liJ Not applicable. No direct payments are 
made to recipients. 

Approval Date /J../, /z 7 Effective Date LJ/t/JJ 
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Revision: HCFA-AT-81-34 (BPP) 

State Mississippi 
--------------~ 

Ci tat ion 

42 CFR 447.lO(c) 
AT-78-90 
46 FR 42699 

4.21 Prohibition Against Reass i gnment of 
Provider Claims 

Payment for Medicaid services 
furnished by· any provider under this 
plan is made only in accordance with 
the requirements of 42 CFR 447.10. 

10-81 

-------------------
TN # 81-25 

Super1Edes 
TN # 1 1 ----

Approval Date I d.1u ( ~/ ---'"------ Effective Date 



Revision: HCFA-PM-94-1 (MB) 
FEBRUARY 1994 

State/Territory: Mississippi 

Citation 
4.22 Third Party Liability 

42 CFR 433 . 137 

1902(a)(25) (H) and (I) 

42 CFR 433.138(£) 
52 FR 5967 

42 CFF 433.138(g)(l)(ii) 

42 CFR 433.138(g)(3)(i) 

42 CFR 433.138(g)(4)(i) 
through (iii) 

(a) The Medicaid agency meets all requirements of: 

(1) 42 CFR 433.138 and 433.139. 
(2) 42 CFR. 433.145 through 433.148. 
(3) 42 CFR 433.151 through 433.154. 
(4) sections 1902(a) (25) (H) and (I) of the 

Aot. 

(b) ATTACHMENT 4.22-A --
(1) Specifies the frequency with which the 

data exchanges required in S433.138(d) (1), 
(d) (3) and (d) (4) and the diagnosis and 
trauma code edits required in S433.13B(e) 
are conducted; 

(2) Describes the methods the agency uses for 
meeting 'the follow-up requirements 
contained in S433.13B(g) (1) (i) and 
(g)(2)(i); 

(3) Describes the methods the agency uses for 
following up on information obtai.ned 
through the State motor vehicle accident 
report file data exchange required under 
S433.138(d)(4)(ii) and specifies the time 
frames for · incorporation into the 
eligibility case file and into its third 
party data base and third party recovery 
unit of all information obtained through 
the follow-up that identifies legally 
liable third party resources; and 

(4) Describes the methods the agency uses for 
on paid claims identified under 
S433 .13 B ( e) (methods include a procedure 
for periodically identifying third party 
collections and giving priority to 
following up on those codes) and specifies 
the time frames for incorporation into the 
eligibility case and third party recovery 
unit of all information obtained through 
the follow-up that identifies legally 
liable third party resources. 

TN No. 94-09 
Supersedes 
TN No. 90-11 

Approval Date B-lS- 94 
Date Received --1---1 ...... 1--~9~4----

Effective Date 7-1-94 -------



Revision; 

Citation 
42 CFR 433.139(b)(3) 

69a 

HCFA-PM-94-1 
FEBRUARY 1994 

State/Territory: 

(MB) 

Mississippi 

(c) Providers are required to bill liable third 
parties when services covered under the plan 
are furnished to an individual on whose 
behalf child support enforcement is being 
carried out by the State IV-D agency. 

(d) ATTACHMENT 4.22-B specifies the following: 

42 CFR 433.139(b) (3) (ii) (c) 
55 FR 46652 

(1) The method used in determining a 
provider's compliance with the third party 
billing requirements at 
S433.139(b) (3) (ii) (c). 

42 CFR 433.l39(f)(2) (2) The threshold amount or other guideline 
used in determining whether to seek 
recovery of reimbursement from a liable 
third party, or the process by which the 
agency determines that seeking recovery of 
reimbursement would not be cost effective. 

42 CFR 433.139(£)(3) (3) The dollar amount or time period the 
State uses to accumulate billings from a 
particular_ liable third party in making 
the decision to seek recovery of 
reimbursement. 

42 CFR 447 .20 

TN No. 94-09 
Supersedes 
TN No. 90-11 

(e) The Medicaid agency' ensures that the provider 
furnishing a service for which a third party is 
liable follows the restrictions specified in 42 
CFR 447.20. 

8-15-94 Approval Date 
Date Received --:7=---.,,.1""'1---9~4--

Effective Date 
7-1-94 



Revision: 

Citation 

42 CFR 433.lSl(a) 

HCFA-PM-94-1 
FEBRUARY 1994 

State/Territory: 

4.22 (continued) 

70 
(MB) 

Mississippi 

(f) The Medicaid agency has written cooperative 
agreements £or the enforcement of rights to and 
collection of third party benefits assigned to 
the State as a condition of eligibility for 
medical assistance with at least one of the 
following (Check as appropriate.) 

X state title IV-D agency. The requirements 
of 43 CFR 433.152(b) are met. 

other appropriate State agency(s)--

other appropriate agency ( s) of another 
State--

Courts and law enforcement officials. 

1902(a)(60) of the Act (g) The Medicaid agency assures that the State ·has 
in effect the laws relating to medical child 
support under section 1908 of the Act. 

1906 of the Act 

TN No. 94-09 
Supersedes 
TN No. 92-16 

(h) The Medicaid agency specifies the guidelines 
used in determining the cost effectiveness of 
selecting one of the following. 

The Secretary's method as provided in the 
State Medicaid Manual, Section 3910. 

X The State provides methods for determining 
cost effectiveness on Attachment 4.22-C. 

Approval Date 8-15-94 
Date Received 7-11-94 

Effective Date 7-1-94 -------



71

State/Territory:  Mississippi

Citation 4.23 Use of Contracts

42 CFR Part 434
448 FR 54013

The Medicaid agency has contracts of the type(s) listed in 42 CFR 
Part 434.  All Contracts meet the requirements of 42 CFR Part 
434.
___ Not applicable.  The State has no such contracts.

42 CFR Part 438 The Medicaid agency has contracts of the type(s) listed in 42 CFR 
Part 438.  All contracts meet the requirements of 42 CFR Part 
438.  Risk contracts are procured through an open, competitive 
procurement process that is consistent with 45 CFR Part 74.  The 
risk contract is with (check all that apply):

___   a Managed Care Organization that meets the definition of 
1903(m) of the Act and 42 CFR 438.2

___   a Prepaid Inpatient Health Plan that meets the definition of 
42 CFR 438.2

___ a Prepaid Ambulatory Health Plan that meets the definition 
of 42 CFR 438.2

___  Not applicable.

TN#:  2012-003 Effective Date       07/01/2012

Supersedes

TN#:  2003-04 Approval Date _01-04-13



. Revision: HCFA-PM-94-2 
APRIL 1994 

State/Territory: 

Citation 
42 CFR 442.10 
and 442.100 
AT-78-90 
AT-79-18 
AT-80-25 
AT-80-34 
52 FR 32544 
P.L 100-203 
(Sec. 4211) 
54 FR 5316 
56 FR 48826 

4 .24 

72 

(BPD) 

Mississippi 

Standards for Payments for Nursing Facility 
and Intermediate Care Facility for the Mentally 
Retarded Services 

With respect to nursing facilities and 
intermediate care facilities for the mentally 
retarded, all applicable requirements of 
42 CFR Part 442, Subparts E and c are met. 

___ Not applicable to intermediate care 
facilities for the mentally retarded; 
such services are not provided unde.r this 
plan. 

TN No . 94-05 
Supersedes Approval Date __ s_-__ i_s_-_9_4 ____ _ Effective Date 7-1-94 
TN No . 88-6 Date Received __,7~-..... 1~1--.-.9~4.._ __ _ 
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Revision: H:FA-AT-80-38{BP.l?) 
May 22, 1980 

Citation 
42 CFR 431. 702 
AT-78-90 

'IN t 23- JO 
Supersedes 
'IN ~ --------

4.25 Program for Licensing Administrators of Nursing 
Hanes 

The State has a program that, except with 
respect to Christian Science sanatoria, meets 
the requirements of 42 CFR Part 431, Subpart 
N, for the licensing of nursing heme 
administrators. 



Revision: HCFA-PM-93-3 
April 1993 

Citation 

1927(g) 
42 CFR 456.700 

1927(g) (l)(A) 

1927(g) (l)(a) 
42 CFR 456.705 (b) and 
456.709(b) 

1927 (g) (1) (B) 
42 CFR 456.703 
( d) and ( f) 

74 

(MB) 

State/Territory: Mississippi 

4 . 26 Drug Utilization Review Program 

A.l. The Medicaid agency meets the requirements of 
Section . 1927(g) of the Act for a drug use 
review {DUR) program for outpatient drug 
claims. 

2. The DUR program assures that prescriptions for 
outpatient drugs are: 

Appropriate 
- Medically necessary 

Are not likely to result in adverse medical 
results. 

B. The DUR program is designed to educate 
physicians and pharmacists to identify and 

· reduce the frequency of patters of fraud, 
abuse, gross overuse, or inappropriate or 
medically unnecessary care among physicians, 
pharmacists, and patients or associated with 
specific drugs and well as: 

- Potential and actual adverse drug reactions 
- Therapeutic appropriateness 
- overutilization and underutilization 
- Appropriate use of generic products 
- Therapeutic duplication 

c. 

- Drug disease contraindications 
- Drug-drug interactions 
- Incorrect drug dosage or duration of drug 

treatment 
- Drug-allergy interactions 
- Clinical abuse/misuse 

The DOR program shall assess data use against 
predetermined standards whose source materials 
for their development are consistent with peer­
reviewed medical literature which has been 
critically reviewed by unbiased independent 
experts and the following compendia: 

- American Hospital Formulary Service Drug 
Information 

- United States Pharmacopeia-Drug Information 
- American Medical Association Drug 

Evaluations 

TN No. 94-02 
Supersedes 
TN No. 93-06 

4/25/94 
Approval Date ~~~~~~~ Effective Date 

Date Received 

1-1-9 4 
3-31-94 



Revision: HCFA-PM-93-3 
April 1993 

Ci tation 

1927 (g) (l) (D) 
42 CFR 456. 703(b) 

1927 (g) (2) (A) 
42 CFR 456 . 705(b) 

1927(g) (2) (A) (i) 
42 CFR 456. 705(b) 
( 1)-(7) 

1927(g) (2) (A) (ii) 
42 CFR 4 56.70S(c) & (d) 

1927(g) (2) (8) 
·42 CFR 456.709(a) 

TN No. 94-02 

74a 

(MB) 

State/ Territory: Mississippi 

D. DUR is not required for drugs dispensed to 
residents of nursing facilities that are in 
compliance with drug regimen review procedures 
set forth in 42 CFR 4893. 60. The State has 
nevertheless chosen to include nursing home 
drugs in: 

x 
x 

Prospective DUR 
Retrospective DUR 

E . 1. The DUR program includes prospective review of 
drug therapy at the point of sale or point of 
distribution before each prescription is filled 
or delivered to he Medicaid recipient. 

2. Prospective DUR includes screening each 
prescription filled or delivered to an 
individual receiving benefits for potential 
drug therapy problems due to: 

- Therapeutic duplication 
Drug disease contraindications 

- Drug-drug interactions 
- Drug-interactions with non-prescription or 

over-the-counter drugs 
- Incorrect drug dosage or duration of drug 

treatment 
- Drug allergy interactions 
- Clinical abuse/misuse 

3. Prospective DUR includes counseling for 
Medicaid recipi ents based on standards 
established by state law and maintenance of 
patient profiles. 

F .1. The DOR . program includes retrospective DUR 
through its mechanized drug claims processing 
and information retrieval system or otherwise 
which undertakes ongoing periodic examination 
of claims data and other records to identify: 

- Patterns of fraud and abuse 
- Gross overuse 
- Inappropriate or medically unnecessary care 

among physicians, pharmacists, Medicaid 
recipients, or associated with specific 
drugs or groups of drugs. 

Supersedes 
TN No." 93-06 

Approval Date 4-25-94 Effective Date 1-1-94 
Date Received -,,,3--~3~1~-""""'""9~4~~-



Revision: HCF~-PM-93-3 
April 1993 

Citation 

1927 (g) (2) (C) 
42 CFR 456.709(b) 

1927 (g) (2) (D) 
42 CFR 456.716(a) 

1927 (g) (3 )(A) 
42 CFR 456.716(a) 

1927(g)(3)(B) 
42 CFR 456. 716 
(A) and ( B) 

1927 (g;) (3) (C) 
42 CFR 456.716(d) 

74b 

(MB) 

State/Territory: Miss i ssippi 

F. 2. The DUR program assesses data on drug use 
against explicit predetermined standards 
including but not limited to monitoring for: 

- Therapeutic appropriateness 
- Overutilization and underutilization 
- Appropriate use of generic products 
- Therapeutic duplication 
- Drug disease contraindications 
- Drug-drug interactions 
- Incorrect drug dosage or duration of drug 

treatment 
- Clinical abuse/misuse 

3. The DUR program through its State DUR Board, 
using data provided by the Board, provides for 
active and ongoing educational outreach 

·programs to educate practitioners on common 
drug therapy problems to improve prescribing 
and dispensing practices. 

G .1. The DUR program has established a State DUR 
Board either: 

x Directly, or 
Under contract with a private organization 

2. The DUR Board membership includes health 
professionals (one-third licensed actively 
practicing pharmacists and one-third but no 
more than 51 percent licensed and actively 
practicing physicians) with knowledge and 
experience in one or more of the following: 

- Clinically appropriate prescribing of 
covered outpatient drugs, 

- Clinically appropriate dispensing and 
monitoring of covered outpatient drugs, 

- Drug use review, evaluation and 
intervention, 

- Medical quality assurance. 

3 . The activities of the DOR Board include: 

- Retrospective DUR, 
- Application of Standards as defined in 

section l927(g){2)(C), and 
- Ongoing interventions for physicians and 

pharmacists targeted toward therapy 
problems or .individuals identified in the 
course of retrospective DUR. 

TN No. 94-02 
supersedes Approval Date 4-25-94 Effective Date 

Date Received 
1-1-94 
3-31-94 TN No. 93-06 



Revision: HCFA-PM-93-3 
April 1993 

Citation 

1927(g) (3) (C) 
42 CFR 456.711 
(a)-(d) 

1927(g) (3) (D) 
42 CFR 456.712 

l927(h)(l) 
42 CFR 456. 722 

1927(g)(2)(A)(i) 
42 CFR 456.705(b) 

1927(j)(2) 
42 CFR 456.703(c) 

74c 

(MB) 

State/Territory: Mississippi 

x 

G.4. The interventions include in appropriate 
instances: 

H. 

- Information dissemination 
- Written, oral, and electronic reminders 
- Face-to-face discussion 
- Intensified monitoring/review of 

prescribers/dispensers 

The State assures that it will prepare and 
submit an annual. report to the Secretary, which 
incorporates a report from the State DUR Board, 
and that the State- will adhere to the plans, 
steps, procedures as described in the report. 

I.l. The state establishes, as its principal means 
·of processing claims for covered outpatient 
drugs under this titl.e, a point-of-sale 
electronic claims system to perform on-line: 

J. 

- real time eligibility verification 
- claims data capture 
- adjudication of claims 
- assistance to pharmacists, etc. applying 

for and receiving _payment 

2. Prospective OUR is performed using and 
electronic point-of-sale drug claims 
processing. 

Hospitals which dispense covered outpatient 
drugs are exempted from the drug utilization 
review requirements of this section when 
facilities use drug formulary systems and bill 
the Medicaid program no more than the 
hospital's purchasing cost for such covered 
outpatient drugs. 

•u.s. G.P.O.: 1993-342-239:80043 

TN No. 94-02 
Supersede~EW 
TN No. . . - . 

Approval Date 
4-25-94 

Effective Date 
Oat~ Received 

1-1-94 

3-31-94 
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State/Territory:  Mississippi

TN No.:  19-0022 Received Date:
Supersedes     Approved Date:     
TN No.:  NEW Effective Date:  10/01/2019

1902(a)(85)

Section 1004 of the
Substance Use-Disorder 
Prevention that 
Promotes Opioid 
Recovery and 
Treatment (SUPPORT) 
Act for Patients and 
Communities

K.1. Claims Review Limitations: 
a. The Division of Medicaid’s opioid related prospective point-of-

sale (POS) safety edits are as follows except for those
beneficiaries with certain diagnoses as recommended by the
DUR Board:
1) Duplicate fill and early fill alerts: In addition to duplicate fill

and early fill alerts on all opioids, new opioid prescriptions
for opiate-naïve patients must be for a short-acting (SA)
opioid. SA opioid prescriptions for opiate-naïve patients are
limited to both day supply allowed per prescription fill and
number of times the prescription can be filled per month in
accordance with current DUR Board recommendations.

2) Quantity limits:  Monthly quantity limits for all opioids.
3) Dosage limits:  Maximum daily dosage limits for all opioids

in accordance within the FDA approved indications or
compendia supported guidelines.

4) MME limitations: Daily opioid doses, whether individual
and/or cumulative daily sum of all opioid prescriptions for
the patient, in excess of the Morphine Milligram Equivalents
(MME) as recommended by the DUR Board will require
prior authorization (PA) with documentation that the
benefits outweigh the risks and that the patient has been
counseled about the risks of overdose and death.

5) Concomitant use of opioids and benzodiazepines will
require PA

b. The Division of Medicaid’s opioid related retrospective reviews
are as follows:
1) Beneficiary claims are reviewed to identify prescriber(s)

who order the concomitant use of opioids/benzodiazepines
or opioids/antipsychotics.

2) Notification is made to those prescribers regarding the
appropriate accepted clinical use of these drugs and
suggested tapering guidelines.

3) Opioid prescriptions exceeding MME limitations on an
ongoing basis.

2. Program to Monitor Antipsychotic Medications by Children
Including Foster Children: The Division of Medicaid’s opioid
related retrospective reviews are as follows:
a. Beneficiary claims are reviewed to identify prescriber(s) who

order the concomitant use of opioids/benzodiazepines or
opioids/antipsychotics.

b. Notification is made to those prescribers regarding the
appropriate accepted clinical use of these drugs and suggested
tapering guidelines.

c. Antipsychotic agents are reviewed for appropriateness based on
approved indications and clinical guidelines.



74e

State/Territory:  Mississippi

TN No.:  19-0022
Supersedes     
TN No.:  NEW

Received Date: 
Approved Date: 

Effective Date: /01/2019

3. Fraud and Abuse Identification: The Division of Medicaid’s
Beneficiary Health Management (BHM) program is designed to:

a. Closely monitor program usage to identify beneficiaries who
may be potentially over-utilizing or misusing prescription drugs
by screening against criteria designed to identify drug seeking
behavior, inappropriate use of prescription drugs, and patterns of
inappropriate, excessive or duplicative use of pharmacy services.

b. Restrict beneficiaries whose utilization of prescription drugs is
documented at a frequency or amount that is not according to
DUR Board recommendations and utilization guidelines
established by Division of Medicaid.

c. “Lock-in” beneficiaries for a period of twelve (12) months to
one (1) physician and/or one (1) pharmacy of their choice and up
to three (3) physician specialists, if requested, for his/her
medical and/or pharmacy services to prevent beneficiaries from
obtaining opioids and benzodiazepines through multiple visits to
different physicians and pharmacies with ongoing reviews to
monitor patterns of care.

d. Prevent beneficiaries from obtaining non-medically necessary
prescribed drugs through multiple visits to different physicians
and pharmacies, monitor services received and reduce
inappropriate utilization.

e. Identify and refer provider/prescribers with inappropriate over-
prescribing patterns to the appropriate licensure or law
enforcement entity.

f. Identify potential fraud or abuse of controlled substances by
enrolled individuals, health care providers and pharmacies.
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Revisicn: B:FA-AT-80-38 (BPP) 
May 22, 1980 

State~ ____ M_1_·s_s_i_ss_i~p_p_i _____________ ~ 

Citaticn 
42 CFR 431.115 (c) 
Kr-78-90 
Kr-79-74 

4.27 Disclcsure of Survey Inforrnaticn arrl Provider 
or Contractor Evaluation 

The Medicaid agency has established procedures 
for disclosing pertinent firx:lings obtained 
from surveys and provider and contractor 
evaluations that meet all the requirements in 
42 CFR 431.115. 

'IN t 77~)_9 . /, 
Supersedes ' Apf>roval Date l/.f ;rv /o/ __,,J 

Effective Date~~ 
'IN ,.:..t ___ _ 



Revision: HCFA-PM-93-1 
January 1993 

Citation 

42 CFR 431.152; 
AT-79-18 
52 FR 22444; 
secs. 
1902(a)(28)(D)(i) 
and l919(e)(7) of 
the Act; P . L . 
100-203 (Sec. 42ll(c)). 

TN No. 94-05 
supersedes 
TN No. 88-13 

76 

(BPD) 

State/Territory: Mississippi 

4.28 Appeals Process 

(a) The Medicaid agency has 
established appeals procedures 
for NFe as specified in 42 CFR 
431.153 and 431.154. 

(b) The State provides an appeals system 
that meets the requirements of 42 CFR 
431 Subpart E, 42 CFR 483.12, and 
42 CFR 483 Subpart E for residents who wish to 
appeal a notice of intent to transfer or discharge 
from a NF and for individuals adversely affected 
by the preadmiseion and annual resident review 
requirements of 42 CFR 483 Subpart c. 

8-15-94 Effective Date __ 7_-_l_-_9_4 ____ ___ 
7-11-94 
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Revision: HCFA-PM-99-3 (CMSO) 
JUNE 1999 

State: MississipPi 

Citation 

l902(a)(4)(C) ofthe 
Social Security Act 
P.L. 105-33 

1902(a)(4)(D) of the 
Social Security Act 
P.L. 105-33 

4.29 Conflict oflnterest Provisions 

The Medicaid agency meets the requirements of section 
1902(a)(4)(C) of the Act concerning the prohibition against 
acts, with respect to any activity under the plan, that is 
prohibited by section 207 or 208 of title 18, United States 
Code. 

The Medicaid agency meets the requirements of section 
1902(a)(4)(D) of the Act concerning the safeguards against 
conflicts of interest that are at least as stringent as the 
safeguards that apply under section 27 of the Office of 
Federal Procurement Policy Act (41 U.S.C. 423). 

TN No. 99-18 DCJ 2 6 :nl 
~N~~de95_10 Approval Date " 'Effective D~te 8-5-97 
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Revision: HCFA-PM-81'14 
OCTOBER 1987 

(BERC) OMS No.: 0938-0193 

state/Territory: Mississippi 

Citation 
42 CF'R 1002 . 203 
AT-711-54 
48 FR 3742 
51 FR 34772 

nl .Yo. iiJi 
SUpe.rs edes 
nl Uo. 

4.30 Exclusion of Providers and Suspension of 
Practitioners 11.nd Other Individuals·· . 

(a) All requirements of 42 CFR Part 1002, Subpart B are 
met. 

L I The· agency, under the authority of St.ate law, 
imposes broader sanctions. 

JAN~ 11~ 
Appr-oval Dace----- E.f.fec:tive Da.r.e JAN -----

HCFA. =:D: lOlOP/00!.21'-



Revision: HCFA-·A~7-14 
OCTOBER 1987 

St.ate /Territory : 

Citation 

78a 

(B£RC) 

Mississippi 

OMB No . : 0938-0193 
4 .30 Continued 

(b) The ·Heciieaid agency meets tht1 requirements of-· . 

l902(p) of the Act 
P.L. 100-93 
(secs . 7) 

(l) Section 1902(p) of t.he Act by excluding from 
participation--

(!) At the Stat.e's discretion, any individual 
Dr entity for any reason for which tht1 
Secretar:-y could exclude the individual or 
entlty from participation in a program 
·under ·tit.le XVIII in accordance .wit.11 
sections 1128, ll28A, or l866(b)(2) . 

(B) Any HMO (as defined in· section 1903(~) -of 
the Act) or an entity furnishin& services 
~nde~ a waiver approved under section -· 
J.9l.5(b)(l) of the Act, that-- ' 

(i) Could be excluded under section · 
il28(b)(8) relating LO. owners a.nd 
11\atlaging employees .wb•-:hzve -t>eerr·· 
convicted of certain·a:ti:mes:· ar. r::~ 
other sanctions,.or 

C .ii) lias, directly or. iadir.ec.tly.;..:.a: : 
substantial contrac~o:ish±p-= 
(as defined by the ~re.tary~ \ri. th :4ln 

individual or entity chat is descr~l:>en 
i n section ' ll28CbHB.)(ll):..o£ .±he..:.Act: · .. 

---= JAN ~ l 1°~ 
~ ~ Da.ta ~ 

HCFA I.D: 10l.OP/00:.2P 



Revision: HCF~-AT-87-14 
OCTOBER J:.9.87 

State/Territory: 

Citation 
l902(a)(39) of the Act 
P .L. 100-93 
(sec . ~Cf)) 

78b 

{BERC) 

Mississippi 

OKB No.: 0936-0193 
,.,30 Continued 

(2) Section l902(a)(39) of the Act hy--

(A) Excluding an individl.lal. or entity from 
participation for the period specified by 
the Sect"etar-y, when required hy the 
Secretary to do so in accordance with 
sections ll28 or- ll28A of the Act; and 

CB) Providing that no payment will be made with 
respect to any item or service furnished by 
an individual . 0~· ··1mtity :,during thi~ . per~_:i~.: . 

(c). Tha Medicaid agency-meets. th~ . c-equirements ·of--

1902(a)(U) 
of the Act· 
P.L. 96-272, 
(sec. 308( c)) 

l902(a)(•9> of the .Act 
P.L. 100-93 
(sec. S(a)(4)) , 

(1) Section l902(a)(U) of the Act with respect ·to 
1>rompt notification to HCFA whenever ..a providet". 
is tenuinated, suspended, sanctioned, or 
·otherwise excluded from participating under 
this State plan; and 

(.2)" Section. 1902(a)(•9)-of. the Act-with .-espect-to­
providing informatior:i :"-Dc!~cess :.bn.::..information· 

-=regarding sanctions~·~~_ga.inst:health:..ca.re _ 
practitioners and 'PC"OYi~•";ib.X:-State ·:Heea.sin.g 
authot"ities in accordance:;vith section:-1921,·of 
the Act... 

Appt oval Date JAN 2 i 1988 ~ . _ Effec:ive D&te 
·"'2 . 

HC:FA ID: 1010P/00l2P. 



STATE PLAN UNDER TITLE XIX OF THE SOClAL SECURITY ACT 
M EDICAL ASSISTANCE PROGRAM Page 79 

State of Mississippi 

Citation 4.31 
42 CFR §§ 455. l 04-
455. l 06 
I 902(a) (38) 
I I 28(b) (9) 

42 CFR §§ 435.940- 4.32 
435.960; QI Program 
Supplemental Funding 
Act of 2008, Pub. L. 
No. 110-379, 
122 Stat. 4075 

TN No. I 4-021 
Supercedes 
TN No. ....8.&.L_ _ 

Disclosure of Information by Providers and Fiscal Agent 
The Medicaid agency has established procedures for the disclosure 
of information by providers and fiscal agents as specified in 42 
CFR 455.104 through 455.106 and sections I 128 (b) (9) and 
1902 (a) (38) of the Act. 

Income and Eligibility Verification System 
(a) The Medicaid agency has established a system for 

income and eligibility verification in accordance 
with the requirements of 42 CFR 435.940 through 
435.960. (Section 1137 of the Act and 42 CFR 
435.940 through 435.960.) 

(b) Attachment 4.32-A describes, in accordance with 
42 CFR 435.948 (a) (6), the information that will 
be requested in order to verify eligibility or the correct 
payment amount and the agencies and the State(s) 
from which that information will be requested. 

(c) The State has an eligibility determination system 
that provides for data matching through the Public 
Assistance Reporting Information System (PARIS), or 
any successor system, including matching with medical 
assistance programs operated by other States. The 
information that is requested will be exchanged with 
States and other entities legally entitled to verify title 
XlX applicants and individuals eligible for covered 
Title XlX services consistent with applicable PARIS 
Agreements. 

Date Received: 09-22- I 4 
Date Approved: I 1-03-14 
Date Effective July I. 20 I 4 
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Revision: HCFA-PK-1N-J4 (BERC) OMDNo.: 0938-0193 
OCTOBER 1987 

. State/Tert"i tory: _M ....... is .... s ... i,.ss .... i,.o .. o ... j _____________ _ 

Citation 
'1902(a)(-48) 
of the Act, 
P.L. 99-570 
(Section 11005) 
P.L 100-93 
(sec. 5(a)(3)) 

::nr !le • 8 "-L\ 
Supersedes 
TN Jlo. 

· ~.33 +iedicaid Eligibility Cards for Homeless Individuals 

(a) The Medicaid ~gency has· a method for making ca~ds 
evidencing eligibility for medical assistance 
available to an in~ividual eligible under the 
S~ate's aFproved plan who. does not reside in a 

.. permanent dwelling or does not have a fixed home or 
mailing address. 

Cb) ·ATTACHMENT 4 .33-A specif les .. the method for issuance 
of Medicaid eligibili ti · Ca~s." to homeless . · 
individuals. 

Z.:fee:ive Dat:e .JA(\; 

~N ~ 1 l9S8 HcrA ID: lOlOP/001.2? 



I 'II r;J 

Revlllon: HCP'A- PH-88- 10 (B!RC) OKB Mo.: 0938-0193 

Citation 
1137 of 
the Act 

P.t. . 99-603 
(UC . 121) 

SEPTEMBER l 988 

s tat.e/TerC'l t.ory: Mississip~i 

-.34 Sy•tematlc Alien Verification for lntitlement1 
The State Medicaid agency has establl•h•d procedures 
for the verification of alien status through the 
I~igratlon & Haturalization Service (INS) designat.ed 
syst em, Sys t ematic Alien Verificat ion for Entitlement• 
(SAVE), effective October 1, 1988 . 

!_I The State Kedlcaid agency has elected to 
participate in the option period of October l , 1987 
to Sept.ember 30 , 1988 to verify alien etatus 
through the INS designated syatem (SAVK). 

1r:i The Stale Medicaid agency ha1 received the 
- following type(s) of waiver from participation in 

SAVE. 

LI Total waiver 

1Xi .Alternatlv~ system Manual Secondary Verifica t ion - trom INS 
1"""/ Partial implementation 

JAN o 9 1989 
Approval Date -----

OCT o 1 1988 
!f fect.Lve Dale ----~ 

~«Z<.-<.,·.t..-c ~ '~/:;. -a./~ Cb HCP'A IO : 1010P/0012P 
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Revision: HCFA PK-90· 2 (BPO) 
.JANUARY 1990 

OKB No.: 0938-0193 

Slate/Territory: Mississippi 

Citation 

1919(h)(l) 
and (2) 

of the Act, 
P . L. l 00- 20 3 
C Sec . 4'213(a)) 

4 . 35 Remedies for Skilled Nursing and Intermediate Care 
Facilities that Do Not_Heet Requirements of 

; 
~ar-t icipation 

(a) The Medicaid agency meets the requirements of 
section 1919(h)(2)(A) through (0) of the Act 
concerning remedies for skilled nursing and 
intennediate care facilities that do not meet one 
or more requirements of participation. 
ATTACHMENT •.35-A describes the criteria for 
applying the remedies specified in section 
1919(h)(2)(A)(i) through (iv} of tha Act. 

L_I Nol applicable lo interonediate care facilities; 
these services are not furnished under this plan. 

11:/ (b) The agency uses the following remedy(ies): 

(1) Denial of payment for new admissions. 

(2) Civil money penally. 

(3) Appointment of temporary management. 

(4) In emergency cases, closure of the facility 
and/or transfer of residents. 

l919(h)(2) (B}(ii) tXt (c) The agency establishes alternative State remedies 
of the Act lo the specified Federal remedies (except for 

tennination of participation). ATTACHMENT 4.35-B 
describes these alternative remedies and specifies 
the basis for their use. 

l919(h)(2)(F) !_I Cd) The agency uses one of the following incentive 
of lhe Act programs lo reward skilled nursing or intennediate 

cat"e· facilities that furnish the highest qua l ity 
cat"e lo Medicaid residents: 

TN No. 91-10 
Supersedes 
Ttil Ho. NEW 

LI (l} Public r~cognition . 

L_I (2) Incentive payments. 

Approval Date DEC 0 81993 Effective Date JAN 0 11991 

Date Received: 3/29/91 HCFA ID: l010P/0012P 



Revision: HCPA· PM·9 5·4 
JUNB 1995 

79c.l 

(HSQB) 

Citation 
State/Territory: Mississippi 

4.35 Enforcement of Compliance for Nursing Facilities 

42 CPR 488.402 (f) 

42 CPR 488.434 

4 2 CFR 4 8 8 • 4 0 2 ( f) ( 2 ) 

42 CPR 488.456. (c) (d} 

42 CPR 488.404 (b) (1) 

TN No. 95-07 
Supersedes 
TN No. -~N.-ew""'-----

(a) Notification of Enforcement Remedies 

Wben taking an enforcement action aqainst a non-State 
operated NF, the State provides notification in 
accordance with 42 CPR 488.402 (f). 

(ii The notice (except for civil money p_enalties and 
State monitoring) specifies the: 

(1) nature of noncompliance, 
(2) which remedy is imposed, 
(3) effective date of the remedy, and 
(4) right to appeal the determination leading to 

the remedy. 

(ii) The notice for civil money penalties is in writing 
and contains the information specified in 42 CPR 
488.434. 

(iii) Except for civil money penalties and State 
monitoring, notice is given at least 2 calendar 
days before the effective date of the enforcement 
remedy for i1IUt1ediate jeopardy situations and at 
least 15 calendar days before the effective date of 
the enforcement remedy when immediate jeopardy does 
not exist. 

(iv} Notification of termination is given to the 
facility and to the public at least 2 calendar days 
before the remedy• s effective date if the 
noncompliance does not constitute immediate 
jeopardy and at least 15 calendar days before the 
remedy's effective date if the noncompliance does 
not constitute inmediate jeopardy. The State must 
terminate the provider agreement of an NF in 
accordance with procedures in parts 431 and 442 . 

(b) Factors to be Considered in Selecting Remedies 

{i) In determining the seriousness of deficiencies, the 
State considers the factors specified in 42 CPR 
488.404 (b) (1) &: (2). 

The State considers additional 
factors. Attachment 4.35-A describes 
the State's other factors. 

Approval Date: Effective Date: 



Revision: HCFA·PM-95·4 
JUNB 1995 

79c.2 

(HSQB) 

State/Territory: Mississippi 

Citation 

42 CPR 488.410 

42 CFR 488 . 417 (b) 
Sec. 1919 (h) (2) (C) 

of the Act 

42 CFR 488.417 
Sec. 1919 (h) (2) (D) 

of the Act 

42 CFR 488 .-408 
Sec. 1919 (h) .(2) (A) 

of the Act 

42 CFR 488 . 412 (a) 

42 CFR 488.406 (b) 
Sec • 1919 (h) ( 2) (A) 

of the Act . 

TN No. 95 -07 
Supersedes 
TN No. _;;..;:N.;;;e.;.;.w ___ _ 

(c) Application of Remedies 

(i) If there is ilillilediate jeopardy to resident heaith 
or safety, the State terminates the NP's provider 
agreement within 23 calendar days from the date of 
the last survey or immediately imposes temporary 
management to remove the threat within 23 days. 

(ii) The State imposes the denial of payme.nt (or its 
approved alternative) with respect to any 
individual admitted to an NF that has not come into 
substantial compliance within 3 months after the 
last day of the survey. 

(iii) The State imposes the denial of payment for new 
admissions remedy as specified in 42 CFR 488 . 417 
(or its approved alternative) and a State monitor 
as specified at 42 CPR 488.422, when a facility has 
been found to have provided substandard quality of 
care on the last three consecutive standard 
surveys. 

(iv) The State follows the criteria specified at 42 CFR 
488 .408 (c) (2), 488 .408 (d) (2), and 488 .408 (e) 
(2), when it imposes remedies in place of or in 
addition to termination . 

(v) When immediate jeopardy does not exist, the State 
terminates an NF' s provider agreement no later than 
6 months from the finding of noncompliance, if the 
conditions of 42 CPR 488.412 (a) are not met. 

(d) Available Remedies 

(i) The State has established the remedies defined in 
42 CFR 488.406 (b). 

_x_ (1) 
_x_ (2) 
_x_ (3) 

x (4°) 
x (5) 

_x_ (6) 

Termination 
Temporary Management 
Denial of Payment for New Admissions 
Civil Money Penalties 
Transfer of Residents; Transfer of 
Residents with Closure of Facility 
State Monitoring 

Attachments 4 .35 -B through 4 .35 ·G describe the 
criteria for applying the above remedies. 

Appr?val Date: Effective Date: 7-/-9S-



Revision: HCPA·PM· 95·4 
JUNB 1995 

State/Territory: 

Citation 

42 CFR 488.406 (b) 
Sec. 1919 (h) (2) (B) (ii) 

of the Act 

42 CFR 488.303 (b) 
Sec. 1919 (h) (2) (F) 

of the Act 

TN No. 95 ·07 

(e) 

79c.3 

(HSQB) 

Mississippi 

(ii) The State uses alternative remedies. 
The state has established alternative 
remedies that the State wi11 i111pose in 
place of a remedy specified in 42 CFR 
488.406(b). 

(1) Temporary Management 
(2) Denial of Payment for New Ad.missions 
(3) Civil ~oney Penalties 
(4) Transfer of :Residents; Transfer of 

&esidents with Closure of Facility 
(5) State ~onitorinq 

Attachments 4.35·B through 4 .35 ·G describe the 
alternative remedies and the criteria for applying 
them. 

State Incentive Programs 

(1) Public Recognition 
(2) Incentive Pa:yments 

supersedes Approval Date: Effective Date: 
TN No. _.,.N""'e_w ___ _ 
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Revision: HCFA-PM-91-4 (BPD) OMB No. : 0938-
August 1991 

State/Territq~y: __ ~ __ __....Mi_._ss~i~s_s~iP~P~i------------------------------------~ 

Citation 

1902(a)(11 )( C) 
and 1902(a) (53) 
of the Act 

4. 36 Required Coordination Between the Medicaid and WIC 
Programs 

The Medicaid agency provides for the coordination between 
the Medicaid program and the Special Supplemental Food 
Program for Women, Infants, and .Children (WIC) and 
provides timely notice and referral to WIC in accordance with 
section l902(a)(53) of the Act. 

TN No. 92-02 
Supersedes TN No. NEW 

Effective Date January 1, 19 9 2 
Approval Date March 16, 19 9 2 
Date Received January 3 0 , 1 992 

HCFA ID: 7982E 



Revision: HCFA-PM-91- 10 
DECEMBER !991 

State/ Territory: 

Citation 
42 CFR 483.75 ; 42 
Cf'R 483 Subpart D; 
Secs. 1902(a)(28), 
1919 ( e) ( 1) and ( 2 ) , 
and 1919(f)(2), 
P.L. 100-203 (Sec. 
42ll(a)(3)); P.L. 
101-2 39 (Secs. 
690l(b) (3) and 
(4)); P . L. 101-508 
(Sec. 4801(a)). 

4.38 

79n 

(BPD) 

Mi SS i S S i poi 

Nurse Aide Trainin and Comoe~enc 
Eva uat1on or Nursing Fac1 lties 

(a) The State assures that the 
requirements of 42 CFR 
483.lSO(a), which rel ate to 
individuals deemed to meet the 
nurse aide training and 
competency evaluation 
requirements, are met. 

_x_ · Cbl The State wa~ves the competency 
evaluation requirements for 
individuals who meet the 
requirements of 42 CFR 
483.lSO(b)(l). 

TN No. 9t-l7 
Supersedes 
TN No. NEW 

x ( c) The State deems individuals who 
meet the requirements of 42 CFR 
483.lSO(b)(2) to have met the 
nurse aide training and 
competency evaluation 
requirements. 

(d) The State specifies any nurse 
aide training and competency 
evaluation programs it approves 
as meeting the requirements of 
42 CFR 483.152 and competency 
evaluation programs it approves 
as meeting the requirements of 
42 CFR 483.154. 

(e) The State offers a nurse aide 
training and competency 
evaluation program that meets 
the requirements of 42 CFR 
483 .152. 

(f) The State offers a nurse aide 
competency evaluation program 
that meets the requirements of 
42 CFR 483.154. 

Approval Date _-?_-1_1_-_9_1/ __ 
Date Approved -------

Effective Date /0-1-9 -----



Revision: HCFA-PM-91- 10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart C; 
Secs. l902(a) (28), 
l919(e)(l) and (2), 
and 1919 ( f ) ( 2 ) I 

P.L. 100-203 (Sec. 
42ll(a) (3)); P.L. 
101-239 (Secs. 
690l(b)(3) and 
(4)); P.L. 101-508 
(Sec. 480l(a)). 

790 
(BPD) 

Mississiooi 

(g) 

( h) 

If the State does not choose to 
offer a nurse aide trai ning and 
competency evaluation program or 
nurse aide competency evaluation 
program, the State reviews all 
nurse aide training and 
competency evaluation programs 
and competency evaluation 
programs upon request. 

The state survey agency 
determines, during the course of 
all surveys, whether the 
requirements of 483.7S(e) ' are 
met. 

(i) Before approving a nurse aide 
training and competency 
evaluation program, the State 
determines whether the 
re~irements of 42 CFR 483.152 
are met. 

(j) Before approving a nurse aide 
competency evaluation program, 
the State determines whether the 
requirements of 42 CFR 483.154 
are met. 

(k) For program reviews other than 
the initial review, the State 
visits the entity providing the 
program. 

(l) The State does not approve a 
nurse aide training and 
competency evaluation program or 
competency evaluation proqram 
offered by or in certain 
facilities as described in 42 
CFR 483.lSl(b) (2) and (3). 

TN No. 93-17 
Supersedes 
TN No. NEW 

Approval Date 

Date Approved 
Effective Date /t)·/-9~ 



Revision: HCFA-PM-91-10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919 { e ) ( l ) and ( i ) , 
and l919(f~(2), 
P.L. 100-203 (Sec. 
42ll(a)(3)); P.L. 
101-239 (Secs. 
690l{b)(3) and 
{4)); P.L. 101-508 
(Sec. 480l(a)). 

x 

79p 
{BPD) 

Mississippi 

(m) 

(n) 

The State, within 90 days of 
receiving a request for approval 
of a · nurse aide traininq and 
competency evaluation program er 
competency evaluation program, 
either advises the requester 
whether or not the program hae 
been approved or requests 
additional information from the 
requester. 

The State does not grant 
approval of a nurse aide 
training and competency 
evaluation program for a period 
longer than 2 years. 

(o) The State reviews programs when 
notified of substantive changes 
(e.g., extensive curriculum 
modification). 

(p) The State withdraws approval 
from nurse aide training and 
competency evaluation programs 
and competency evaluation 
programs when the program is 
described in 42 CFR 

(q) 

483. lSl(b) (2) or (3). 

The State withdraws approval of 
nurse aide training and 
competency evaluation programs 
that cease to meet the 
requirements of 42 CFR 483.152 
and competency evaluation 
programs that cease to meet the 
requirements o.f 42 CFR 483 .154 . 

(r) The State withdraws approval of 
nurse aide training and 
competency evaluation program• 
and competency evaluation 
programs that do not permit 
unannounced visits by the State. 

TN No. 93-1/ 
Supersedes 
TN No. NEW 

Approval Oate -~-·~_'l_,9:_'1 __ 
Date Approved -------

Effective Date 



Revision: HCFA-PM-91-lQ 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D~ 
Secs. 1902(a)(28), 
1919 ( e) ( l) and ( 2) , 
and 1919 ( f) ( 2) , 
P.L. ·100-203 (Sec. 
42ll(a)(3)); P.L. 
101-239 (Secs. 
690l{b)(3) and 
(4)); P.L. 101-508 
(Sec. 4801 (a)). 

( s) 

(t) 

79q 
(BPD) 

Mississippi 

When the State withdraws 
approval from a nurse aide 
training and competency 
evaluation program or competency 
evaluation program, the State 
notifies the program in writing, 
indicating. the reasons for 
withdrawal of approval. 

The State permits students who 
hav~ started a training and 
competency evaluation program 
from which approval is withdrawn 
to finish the program. 

(u) The State provides for the 
reimbur·sement of costs incurred 
in completing a nurse aide 
training and competency 
evaluation program or competency 
evaluation program for nurse 
aides who become employed by or · 
who obtain an off er of 
employment from a facility . 
within 12 months of completing 
such program. 

(v) The state provides advance 
notice that a record of 
successful completion of 
competency evaluation will be 
included in the State's nurse 
aide registry. 

(w) Competency evaluation programs 
are administered by the State or 
by a state-approved entity which 
is neither a skilled nursing 
facility participating in 
Medicare nor a nursing facility 
participating in Medicaid. 

( x) The State permits proctoring of 
the competency evaluation in 
accordance ~ith 42 CFR 
483.154(d). 

(y) The State has a standard for 
successful completion of 
competency evaluation programs. 

TN No. :m1 
Supersedes 
TN No. NEW 

Approval Date 

-Date Approved 

Effective Date l~-J,98 

-------



Revision: HCFA-PM-91- 10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919 ( e) ( 1 ) and ( 2 ) , 
and 1919(£)(2), 
P.L. 100-203 (Sec. 
4211 ( a) ( 3) ) ; P. L. 
101-239 (Secs. 
690l(b) (3) and 
(4))1 P.L. 101-508 
(Sec. 480l(a)). 

x 

79r 
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Mississippi 

.( z) The State includes a record of 
successful completion of a 
competency evaluation within 30 
days of the date an individual 
is found competent. 

( aa) The State imposes a maximum upon 
the number of times an 
individual may take a competency 
evaluation program (any maximum 
imposed is not less th.an 3) • 

(bb) The State maintains a nurse aide 
registry that meets the 
requirements in 42 CFR 483.156. 

(cc) The State includes home health 
aides on the registry. 

(dd) The State contracts the 
operation of the registry to a 
non State entity. 

(ee) 

(ff) 

ATTACHMENT 4.38 contains the 
State's description of registry 
information to be disclosed in 
addition to that required in 42 
CPR 483.156(c)(l}(iii) and (iv). 

ATTACHMENT 4.38-A contains the 
State's description ·of 
inforniation included on the 
registry in addition to the 
information required by 42 CFR 
483.156{c). 

TN No. ~] 
Supersedes 
TN No. NEW 

o2- 10 .... 91,J Approval Date ~--/-16 ___ r ____ _ Effective Date _Ji_'{) __ -_l_-_9._~ 
Date Approved -------
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State of Mississippi 
 

4.39 Preadmission Screening and Annual Resident Review (PASRR) in Nursing 
Facilities (NF) 

 
(a) The Medicaid agency has in effect a written agreement with the State 

mental health and intellectual and developmental disability authorities 
that meet the requirements of 42 C.F.R. §  431.621(c). 

 
(b) The State operates a preadmission and annual resident review program 

that meets the requirements of 42 C.F.R. §  483.100-138. 
 
(c) The State does not claim as “medical assistance under the State Plan” 

the cost of services to individuals who should receive preadmission 
screening or resident review until such individuals are screened or 
reviewed. 

 
(d) With the exception of NF services furnished to certain NF residents 

defined in 42 CFR § 483.118(c)(1), the State does not claim as “medical 
assistance under the State Plan” the cost of NF services to individuals 
who are found not to require NF services. 

 
   X   (e) ATTACHMENT 4.39 specifies the State’s definition of specialized 

services. 
 
 
 
 
 

 
 
 

Citation 
 Secs. 
1902(a) (28)(D) (i) 
and 1919 (e)(7) of 
the Act; 
P.L. 100-203  
(Sec. 4211(c)); 
P .L. 101-508  
(Sec. 4801(b)). 

TN No.   19-0011                                              Date Received: 07/09/19 
Supersedes                             Date Approved: 07/22/19 
TN No.   94-14                                                                                       Date Effective: 7/1/2019 
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Revision: HCFA-PM-93-1 (BPD) 
January 1993 

State/Territory: 

Citation 
Secs . 
1902 {a) (28 ) (D) (i ) 
and 1919(e) (7) of 
P . L. 101-508 
(Sec. 4801 (b)) . 

TN No. 94-14 
Supersedes 
TN No . New 

Mississippi 

4.39 Continued 

(f l Except for residents i dentified i n 42 CFR 
483.llB(c ) (1), the State mental health or 
mental retardation authority makes 
categorical determinations that individuals 
with certain mental conditions or levels of 
severity of mental i l lness would normally 
~equire specialized services of such an 
intensity that a specialized services progral!I 
could not be delivered by the State in most, if 
not all, NFs and that a more appropriate 
placement should be utilized. 

(g) The State describes any categorical 
deteaninations it applies in ATTACHMENT 4 .39-A. 

Approval Date FEB Q 3 1995 
Date Received 12-30-94 

Effective Date 10-1-94 
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STA TE PLAN UNDER TITLE XIX OF TIIB SOCIAL SECURITY ACT 
Statefferritory: Mississippi 

Citation 
1902(a)(68) 
of the Act, 
P.L. 109-171 
(section 6032) 

'INNo.: 07-002 
Supersedes 
'INNo.: NEW 

4.42 Employee Education About False Claims Recoveries. 

(a) The Medicaid agency meets the requirements 
regarding establishment of policies and procedures for 
the education of employees of entities covered by 
section 1902(a)(68) of the Social Security Act (the 
Act) regarding false claims recoveries and 
methodologies for oversight of entities' compliance 
with these requirements. 

(1) Definitions. 

(A) An "entity" includes a governmental 
agency, organization, unit, corporation, 
partnership, or other business arrangement 
(including any Medicaid managed care 
organization, irrespective of the form of 
business structure or arrangement by which it 
exists), whether for-profit or not-for-profit, 
which receives or makes payments, under a 
State Plan approved under title XIX or under 
any waiver of such plan, totaling at least 
$5,000,000 annually. 

If an entity furnishes items or services at more 
than a single location or under more than one 
contractual or other payment arrangement, the 
provisions of section 1902(a)(68) apply if the 
aggregate payments to that entity meet the 
$5,000,000 annual threshold. This applies 
whether the entity submits claims for payments 
using one or more provider identification or tax 
identification numbers. 

A governmental component providing 
Medicaid health care items or services for 
which Medicaid payments are made would 
qualify as an "entity" (e.g., a state mental 

Approval Date: 09/06/07 Effective Date: 01/01/07 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
Stateff erritory: Mississippi 

1N No.: 07-002 
Supersedes 
1N No.: NEW 

health facility or school district providing 
school-based health services). A government 
agency which merely administers the Medicaid 
program, in whole or part (e.g., managing the 
claims processing system or determining 
beneficiary eligibility), is not, for these 
purposes, considered to be an entity. 

An entity will have met the $5,000,000 annual 
threshold as of January 1, 2007, if it received or 
made payments in that amount in Federal fiscal 
year 2006. Future determinations regarding an 
entity's responsibility stemming from the 
requirements of section 1902(a)(68) will be 
made by January 1 of each subsequent year, 
based upon the amount of payments an entity 
either received or made under the State Plan 
during the preceding Federal fiscal year. 

(B) An "employee" includes any officer or 
employee of the entity. 

(C) A "contractor" or "agent" includes any 
contractor, subcontractor, agent, or other person 
which or who, on behalf of the entity, furnishes, 
or otherwise authorizes the furnishing of, 
Medicaid health care items or services, performs 
billing or coding functions, or is involved in the 
monitoring of health care provided by the entity. 

(2) The entity must establish and disseminate written 
policies which must also be adopted by its 
contractors or agents. Written policies may be on 
paper or in electronic form, but must be readily 
available to all employees, contractors, or agents. 
The entity need not create an employee handbook 
if none already exists. 

Approval Date: · 09106107 Effective Date: 01/01/07 
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ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
Statefferritory: Mississippi 

1NNo.: 07-002 
Supersedes 
1NNo.: NEW 

(3) An entity shall establish written policies for all 
employees (including management), and of any 
contractor or agent of the entity, that include 
detailed information about the False Claims Act 
and the other provisions named in section 
1902(a)(68)(A). The entity shall include in those 
written policies detailed information about the 
entity's policies and procedures for detecting and 
preventing waste, fraud, and abuse. The entity 
shall also include in any employee handbook a 
specific discussion of the laws described in the 
written policies, the rights of employees to be 
protected as whistleblowers and a specific 
discussion of the entity' s policies and procedures 
for detecting and preventing fraud, waste, and 
abuse. 

( 4) The requirements of this law should be 
incorporated into each State' s provider enrollment 
agreements. 

(5) The State will implement this State Plan 
amendment on 01-01-07. 

(b) ATTACHMENT 4.42-A describes, in accordance with 
section 1902(a)(68) of the Act, the methodology of 
compliance oversight and the frequency with which 
the State will re-assess compliance on an ongoing basis. 

Approval Date: 09/06/07 Effective Date: 01/01/07 
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STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURB'Y ACT 

Citation 
l 902(a)(69) of 
the Act, 
P.L. I 09-171 
(section 6034) 

TN No. 2008-062 

Supersedes 
TNNo. NEW 

State!fenitory: __ M_is_s_is_s_._ip__._p_i _ _ ____ _ 

4.43 Cooperation with Medicaid Integrity Program Efforts. 
The Medicaid agency assures it complies with such requirements 
determined by the Secretary to be necessary for can-ying out the 
Medicaid Integrity Program established under section 1936 of the 
Act. 

Approval Date: 11 / QS 108 F I 
Effective Date: July 1, 2008 

-----
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT    
MEDICAL ASSISTANCE PROGRAM        

State of Mississippi                   

4.44 Medicaid Prohibition on Payments to Institutions or Entities Located Outside of the United States 

Citation

Section 1902(a)(80) 
of the Social Security Act, 
P.L. 111-148 (Section 6505) 

_x_  The State shall not provide any payments for items or services 
provided under the State Plan or under a waiver to any financial 
institution or entity located outside the United States. 

TN No.2011-002                             Received Date 04/27/2011
Supersedes          Approval Date 05/16/2011
TN No.NEW               Effective Date 06/01/2011
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Revisicn: B:FA- AT-80-38{BPP) 
May 22, 1980 

Citatiro 
42 CFR 433, 32 
~79~29 

ss:TICN 6 FINAN:IAL AI:MINISTRATICN 

6. 1 Fiscal Policies and Accountability 

The Medicaid agency and, where applicable, 
local agerx::ies a::lministering the plan, 
maintains an account i ng system and suppor ting 
fiscal re6ords adequate to assure that claims 
f or Federal funds are in accord with 
ai;:plicable Federal requirements. The 
requiremoJ1ts of 42 CER 433,32 are met. 

™. 2t-r 7'1 I ~/ 1 
Supersedes Af:proval Date fr/Jr 7h Effective Date /.3o/7L 
'IN .;:..t ___ _ 
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~' 
Revisicn: HCFA-AT-81- (BPP) 

84 

Citati cn 
42 CFR 433.34 
47 FR 17490 

'INJ 82 - JQ 
Supersedes ~ 
'IN t · :J~p~ 

6 . 2 ~t:. Allocatioo 

'.lbere is an ai:proved cost allocation 
plan en file with the Department in 
accordance with the requirements 
oontained in 45 CFR Part 95, Sut:part E • 

,awroval Date ~-- ~- '-.<~ Effective Date,j....-1-~~ 
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Revisioo: H:FA-AT-80-38(BPP) 
May 22 , 1980 . 

Citation 
42 cm 433.33 
AT-79-29 
AT-80-34 

'IN t 2~ _y 
Supersedes 
'IN .:;..t ___ _ 

6.3 State Finaix::ial Participaticn 

(a) State funds are used in ooth assistance 
an1 administration. 

liiJ State funds a.re used to pay all of 
the non-Federal share or total 
expenditures under the plan. 

D There is local participation. State 
furrls are used to pay not less than 
40 percent of the oon-Federal share 
of the total eXf;errlitures under the 
plan. There is a rrethod of 
atpe>rtioning Federal and State funds 
am::>ng the p::>litical subdivisions of 
the State 01 an equalization or other 
basis which assures that lack of 
adequate funds f ran local sources 
will rot result in lai;er ing the 
arrount, duration, sooi;e or quality of 
care and services or level of 
administratioo under the plan in any 
part of the State. 

(b) State ard Federal furrls are ~H?Qrtio!"led 
anong the p::>litical subdivisions of the 
State en a basis consistent with eouitable 
tre~bnent of individuals in similar 
cirOJlllstances throughout the State . 

Approval Date Effective Date ~o /?...(.. 
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Revision: HCFA-PM- 91 -4 (BPD) OMB No. : 0938· 
August 1991 

Citation 

42 CFR 430.12(c) 

TN No. 92-02 
Supersedes TN No. 

SECTION 7 - GENE~AL PROVISIONS 

7 . 1 Plan Amendments 

The plan will be amended whenever necessary to reflect new 
or revised Federal statutes or regulations or material change 
in State law, organization, policy or State agency operation. 

77-15 
Effective Date 
Approval Date 
Date Received 

January 1, 1992 
March 1 6 , 1 9 9 2 
January 30, 1992 

HCFA ID: 7982E 
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(BPD) OMB No.: 0938 

State I Territory: Mississippi 

Citation 

45 CFR Parts 
80 and 84 

7.2 

TN No. 2001-14 
Supersedes TN No. 92.02 

Nondiscrimination 

In accordance with title VI of the Civil Rights Act of 1964 
(42 U.S.C. 2000d et. Seq.), Section 504 of the Rehabilitation 
Act of 1973 (29 U.S.C. 70b), and the regulations at 45 CFR 
Paits 80 and 84, the Medicaid agency assures that no individual 
shall be subject to discrimination under this plan on the grounds 
of race, color, national origin, or handicap. 

The Medicaid agency has methods of administration to assure that 
each program or activity for which it receives federal financial 
assistance will be operated in accordance with Title VI regulations. 
These methods for Title VI are described in 
ATTACHMENT 7.2-A 

HCFA ID: 7982 
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OMB No. 093 8-

State/Territory: Mississippi 

Citation 

TN No. 95-10 
Supersedes 
TN No. 92-02 

Section 7.3 Maintenance of AFDC Efforts, deleted per 3/92 
memo from OMP. 

Approval Date 7-.1.8~9~ 
Date Received, 6·36·95 

'" . 

Eff ective Date __."1-~-~J~--1~'t::.;;;_ __ ~ 





TN:  MS 20-0015        
Supersedes TN: New  

Approval Date:  05/07/2020  
Effective Date: 03/01/2020 

Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 outbreak 
in the United States constitutes a national emergency by the authorities vested in him by the Constitution 
and the laws of the United States, including sections 201 and 301 of the National Emergencies Act (50 
U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act (Act).  On March 13, 2020, 
pursuant to section 1135(b) of the Act, the Secretary of the United States Department of Health and 
Human Services invoked his authority to waive or modify certain requirements of titles XVIII, XIX, and XXI 
of the Act as a result of the consequences COVID-19 pandemic, to the extent necessary, as determined by 
the Centers for Medicare & Medicaid Services (CMS), to ensure that sufficient health care items and 
services are available to meet the needs of individuals enrolled in the respective programs and to ensure 
that health care providers that furnish such items and services in good faith, but are unable to comply 
with one or more of such requirements as a result of the COVID-19 pandemic, may be reimbursed for 
such items and services and exempted from sanctions for such noncompliance, absent any determination 
of fraud or abuse.  This authority took effect as of 6PM Eastern Standard Time on March 15, 2020, with a 
retroactive effective date of March 1, 2020.  The emergency period will terminate, and waivers will no 
longer be available, upon termination of the public health emergency, including any extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 
outbreak (or any renewals thereof), or for any shorter period described below: 

Describe shorter period here. 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration (or 
any renewal thereof).  States may not propose changes on this template that restrict or limit payment, 
services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135  

__X__ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. __X___ SPA submission requirements – the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. __X___ Public notice requirements – the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).

11
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Approval Date:  05/07/2020  
Effective Date: 03/01/2020 

c. _____ Tribal consultation requirements – the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline. 

Section A – Eligibility 

1. _____ The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard. 

2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

-or- 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) of 
the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

12
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Approval Date:  05/07/2020  
Effective Date: 03/01/2020 

Less restrictive resource methodologies: 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return to
the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state, who
are non-residents:

6. _____ The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B – Enrollment 

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for the
following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE 
periods. 

13
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Approval Date:  05/07/2020  
Effective Date: 03/01/2020 

3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435 Subpart
L. Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C – Premiums and Cost Sharing 

1. _____ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified deductibles, 
copayments, coinsurance, or other cost sharing charges for specified items and services or for 
specified eligibility groups consistent with 42 CFR 447.52(d) or for specified income levels 
consistent with 42 CFR 447.52(g). 

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

a. _____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

14
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Effective Date: 03/01/2020 

Please list the applicable eligibility groups or populations. 

3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar charges
for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue hardship.  

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. _____ The agency makes the following adjustments to benefits currently covered in the state
plan:

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

15
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Effective Date: 03/01/2020 

Telehealth: 

5. __X__ The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

The Mississippi Division of Medicaid (DOM) will allow additional coverage of telehealth services during 
the current emergency as listed below: 
a. A beneficiary’s residence may be an originating site without prior approval by the Division of

Medicaid.
b. DOM approved emergency telehealth originating and distant site providers not listed in Mississippi

Medicaid State Plan, Attachment 3.1-A, Introductory Page 1, Section 5 or Miss. Admin. Code Title 23,
Part 225 are listed in DOM's Emergency Telehealth Policy at https://medicaid.ms.gov/coronavirus-
updates/.

c. Emergency telehealth services are expanded to include use of telephonic audio that does not include
video when authorized by the state.

d. A beneficiary may use the beneficiary’s personal telephonic land line in addition to a cellular device,
computer, tablet, or other web camera-enabled device to seek and receive medical care in a
synchronous format with a distant-site provider.

e. When the beneficiary receives services in the home, the requirement for a telepresenter to be
present may be waived.

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

16
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Effective Date: 03/01/2020 

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

a. _____ Published fee schedules –

Effective date (enter date of change): _____________

Location (list published location): _____________

b. _____ Other:

Describe methodology here. 

Increases to state plan payment methodologies: 

2. _____ The agency increases payment rates for the following services:

Please list all that apply. 

a. _____ Payment increases are targeted based on the following criteria:

Please describe criteria. 

b. Payments are increased through:

i. _____ A supplemental payment or add-on within applicable upper payment
limits:

Please describe. 

ii. _____ An increase to rates as described below.

Rates are increased:

_____ Uniformly by the following percentage: _____________

_____ Through a modification to published fee schedules –

17



TN:  MS 20-0015        
Supersedes TN: New  

Approval Date:  05/07/2020  
Effective Date: 03/01/2020 

Effective date (enter date of change): _____________ 

Location (list published location): _____________ 

_____ Up to the Medicare payments for equivalent services.  

_____ By the following factors:  

Please describe. 

Payment for services delivered via telehealth: 

3. __X__ For the duration of the emergency, the state authorizes payments for telehealth services
that:

a. __X__ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. _____ Differ from current state plan provisions governing reimbursement for
telehealth;

1. Emergency Telehealth FFS rates are located at https://medicaid.ms.gov/coronavirus-             
updates/
2. Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) will be
reimbursed as a distant site provider as follows:

a. DOM will pay the PPS rate for any services within the scope of services for an FQHC
or RHC.

b. For services provided by an FQHC or RHC that are not within the scope of services for
an FQHC or RHC , DOM will pay a rate based on the state fee schedule.

3. In instances when the originating site is a beneficiary’s residence or other location that
is not a Mississippi Medicaid provider, no originating site fee will be paid.
4. Providers acting in the role of both a telehealth distant and originating site provider
will be reimbursed either the originating or distant site fee-for-service rate, not both.

d. _____ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. _____ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a Medicaid
service is delivered.
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Other: 

4. _____ Other payment changes:

Please describe. 

Section F – Post-Eligibility Treatment of Income 

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ The individual’s total income

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number.  The valid OMB control number for this 
information collection is 0938-1148 (Expires 03/31/2021).  The time required to complete this 
information collection is estimated to average 1 to 2 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. Your response is required to receive a waiver under Section 1135 of the Social 
Security Act. All responses are public and will be made available on the CMS web site. If you have 
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comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please 
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 
Baltimore, Maryland 21244-1850. ***CMS Disclosure***  Please do not send applications, claims, 
payments, medical records or any documents containing sensitive information to the PRA Reports 
Clearance Office.  Please note that any correspondence not pertaining to the information collection 
burden approved under the associated OMB control number listed on this form will not be reviewed, 
forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 
please contact the Centers for Medicaid & CHIP Services at 410-786-3870. 
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Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 
outbreak in the United States constitutes a national emergency by the authorities vested in him by the 
Constitution and the laws of the United States, including sections 201 and 301 of the National 
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 
(Act).  On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States 
Department of Health and Human Services invoked his authority to waive or modify certain 
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19 pandemic, 
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 
ensure that sufficient health care items and services are available to meet the needs of individuals 
enrolled in the respective programs and to ensure that health care providers that furnish such items and 
services in good faith, but are unable to comply with one or more of such requirements as a result of the 
COVID-19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 
such noncompliance, absent any determination of fraud or abuse.  This authority took effect as of 6PM 
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020.  The 
emergency period will terminate, and waivers will no longer be available, upon termination of the public 
health emergency, including any extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 
outbreak (or any renewals thereof), or for any shorter period described below: 

The Mississippi Division of Medicaid intends for this SPA to be effective for the length of the emergency 
period starting March 1, 2020. 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 
(or any renewal thereof).  States may not propose changes on this template that restrict or limit 
payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135  

_X___ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. _X___ SPA submission requirements – the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. _X___ Public notice requirements – the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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c. _____ Tribal consultation requirements – the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline. 

Section A – Eligibility 

1. _____ The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard. 

2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

-or- 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) 
of the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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Less restrictive resource methodologies: 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. _____ The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B – Enrollment 

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE 
periods. 

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L.  Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C – Premiums and Cost Sharing 

1. __X__ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

The State waives cost-sharing for testing services (including in vitro diagnostic products), testing-
related services, and treatments for COVID-19, including vaccines, specialized equipment and 
therapies (including drugs), for any quarter in which the temporary increased FMAP is claimed. 

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

a. _____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations. 

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue 
hardship.   

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. _____ The agency makes the following adjustments to benefits currently covered in the state
plan:

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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Telehealth: 

5. _____ The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

Please describe. 

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

a. _____ Published fee schedules –

Effective date (enter date of change): _____________

Location (list published location): _____________

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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b. _____ Other:

Describe methodology here. 

Increases to state plan payment methodologies: 

2. _____ The agency increases payment rates for the following services:

Please list all that apply. 

a. _____ Payment increases are targeted based on the following criteria:

Please describe criteria. 

b. Payments are increased through:

i. _____ A supplemental payment or add-on within applicable upper payment
limits:

Please describe. 

ii. _____ An increase to rates as described below.

Rates are increased:

_____ Uniformly by the following percentage: _____________

_____ Through a modification to published fee schedules –

Effective date (enter date of change): _____________ 

Location (list published location): _____________ 

_____ Up to the Medicare payments for equivalent services.  

_____ By the following factors:  

Please describe. 

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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Payment for services delivered via telehealth: 

3. _____ For the duration of the emergency, the state authorizes payments for telehealth services
that:

a. _____ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. _____ Differ from current state plan provisions governing reimbursement for
telehealth;

Describe telehealth payment variation. 

d. _____ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. _____ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other: 

4. _____ Other payment changes:

Please describe. 

Section F – Post-Eligibility Treatment of Income 

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ The individual’s total income

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number.  The valid OMB control number for this 
information collection is 0938-1148 (Expires 03/31/2021).  The time required to complete this 
information collection is estimated to average 1 to 2 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. Your response is required to receive a waiver under Section 1135 of the Social 
Security Act. All responses are public and will be made available on the CMS web site. If you have 
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, 
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 
Baltimore, Maryland 21244-1850. ***CMS Disclosure***  Please do not send applications, claims, 
payments, medical records or any documents containing sensitive information to the PRA Reports 
Clearance Office.  Please note that any correspondence not pertaining to the information collection 
burden approved under the associated OMB control number listed on this form will not be reviewed, 
forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 
please contact the Centers for Medicaid & CHIP Services at 410-786-3870. 

This SPA is in addition to the Disaster Relief SPA approved on May 6, 2020 and does not superseded anything approved 
in that SPA. 
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Section 7 – General Provisions 
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 outbreak 
in the United States constitutes a national emergency by the authorities vested in him by the Constitution 
and the laws of the United States, including sections 201 and 301 of the National Emergencies Act (50 
U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act (Act).  On March 13, 2020, 
pursuant to section 1135(b) of the Act, the Secretary of the United States Department of Health and 
Human Services invoked his authority to waive or modify certain requirements of titles XVIII, XIX, and XXI 
of the Act as a result of the consequences of the COVID-19 pandemic, to the extent necessary, as 
determined by the Centers for Medicare & Medicaid Services (CMS), to ensure that sufficient health care 
items and services are available to meet the needs of individuals enrolled in the respective programs and 
to ensure that health care providers that furnish such items and services in good faith, but are unable to 
comply with one or more of such requirements as a result of the COVID-19 pandemic, may be reimbursed 
for such items and services and exempted from sanctions for such noncompliance, absent any 
determination of fraud or abuse.  This authority took effect as of 6PM Eastern Standard Time on March 
15, 2020, with a retroactive effective date of March 1, 2020.  The emergency period will terminate, and 
waivers will no longer be available, upon termination of the public health emergency, including any 
extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 
outbreak (or any renewals thereof), or for any shorter period described below: 

Describe shorter period here.  Effective date: April 1, 2020 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration (or 
any renewal thereof).  States may not propose changes on this template that restrict or limit payment, 
services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135  

__X__ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. __X___ SPA submission requirements – the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. __X___ Public notice requirements – the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).
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c. _____ Tribal consultation requirements – the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline. 

Section A – Eligibility 

1. _____ The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.

Include name of the optional eligibility group and applicable income and resource standard. 

2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

-or- 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) of 
the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:
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Less restrictive resource methodologies: 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return to
the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state, who
are non-residents:

6. _____ The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
is unable to complete the verification process within the 90-day reasonable opportunity period
due to the disaster or public health emergency.

Section B – Enrollment 

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for the
following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE 
periods. 
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3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435 Subpart
L. Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call-centers
or other telephone applications in affected areas.

Section C – Premiums and Cost Sharing 

1. _____ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified deductibles, 
copayments, coinsurance, or other cost sharing charges for specified items and services or for 
specified eligibility groups consistent with 42 CFR 447.52(d) or for specified income levels 
consistent with 42 CFR 447.52(g). 

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

TN: __20-0019___________                                                                      Approval Date: 9/15/2020 
Supersedes TN: __NA_______                                                                   Effective Date:  04/01/2020 
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6/30/20 and does not supersede anything approved in those SPAs. 
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a. _____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations. 

3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar charges
for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue hardship.  

Section D – Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. _____ The agency makes the following adjustments to benefits currently covered in the state
plan:

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.
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b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

Telehealth: 

5. ____ The agency utilizes telehealth in the following manner, which may be different than
outlined in the state’s approved state plan:

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.

Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

Section E – Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

TN: __20-0019___________                                                                      Approval Date: 9/15/2020 
Supersedes TN: __NA_______                                                                   Effective Date:  04/01/2020 This 
SPA is in addition to the Mississippi Disaster Relief SPAs approved on 5/6/2020 and 6/30/20 and does 
not supersede anything approved in those SPAs. 
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TN: __20-0019___________                                                                      Approval Date: 9/15/2020 
Supersedes TN: __NA_______                                                                   Effective Date:  04/01/2020 
This SPA is in addition to the Mississippi Disaster Relief SPAs approved on 5/6/2020 and 
6/30/20 and does not supersede anything approved in those SPAs. 

a. _____ Published fee schedules –

Effective date (enter date of change): _____________

Location (list published location): _____________

b. _____ Other:

Describe methodology here. 

Increases to state plan payment methodologies: 

2. _____ The agency increases payment rates for the following services:

Please list all that apply. 

a. _____ Payment increases are targeted based on the following criteria:

Please describe criteria. 

b. Payments are increased through:

i. _____ A supplemental payment or add-on within applicable upper payment
limits:

Please describe. 

ii. _____ An increase to rates as described below.

Rates are increased:

_____ Uniformly by the following percentage: _____________

_____ Through a modification to published fee schedules –

Effective date (enter date of change): _____________ 
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TN: __20-0019___________                                                                      Approval Date: 9/15/2020 
Supersedes TN: __NA_______                                                                   Effective Date:  04/01/2020 
This SPA is in addition to the Mississippi Disaster Relief SPAs approved on 5/6/2020 and 
6/30/20 and does not supersede anything approved in those SPAs. 

Location (list published location): _____________ 

_____ Up to the Medicare payments for equivalent services.  

_____ By the following factors:  

Please describe. 

Payment for services delivered via telehealth: 

3. ____ For the duration of the emergency, the state authorizes payments for telehealth services
that:

a. ____ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. _____ Differ from current state plan provisions governing reimbursement for
telehealth;

d. _____ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.

ii. _____ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a Medicaid
service is delivered.

Other: 

4. __X___ Other payment changes:

Please describe. 
Community Mental Health Center (CMHC) Interim Payments: 

The Division of Medicaid will make interim payments based on FFS utilization to the fourteen (14) 
CMHCs enrolled as providers with the Division.  The average payment amount will be based on 
data from State Fiscal Year (SFY) 2019 which will be used to determine a provider-specific 
monthly payment amount. The provider specific payment amount will be calculated by increasing 
the monthly average payment amount by an additional 25% (average payment X 1.25).  This 
amount will be used to make interim payments during the months of September 2020 through 
December 2020 or through the end of the PHE whichever comes sooner.  Interim payment and 
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claims payments will not be made during the same time frame. Claims will continue to be 
adjudicated during the months of the interim payments, but only the interim payment amounts 
will be paid to the CMHCs.  

At the end of the calendar quarter in which the emergency period ends, the state will reconcile 
the interim payments with billed claims and recoup any overpayment over a six month period. 

Section F – Post-Eligibility Treatment of Income 

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ The individual’s total income

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G – Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number.  The valid OMB control number for this 
information collection is 0938-1148 (Expires 03/31/2021).  The time required to complete this 
information collection is estimated to average 1 to 2 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 

TN: __20-0019___________                                                                      Approval Date: 9/15/2020 
Supersedes TN: __NA_______                                                                   Effective Date:  04/01/2020 
This SPA is in addition to the Mississippi Disaster Relief SPAs approved on 5/6/2020 and 6/30/20 and 
does not supersede anything approved in those SPAs. 
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TN: __20-0019___________                                                                      Approval Date: 9/15/2020 
Supersedes TN: __NA_______                                                                   Effective Date:  04/01/2020 
This SPA is in addition to the Mississippi Disaster Relief SPAs approved on 5/6/2020 and 
6/30/20 and does not supersede anything approved in those SPAs. 

information collection. Your response is required to receive a waiver under Section 1135 of the Social 
Security Act. All responses are public and will be made available on the CMS web site. If you have 
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please 
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 
Baltimore, Maryland 21244-1850. ***CMS Disclosure***  Please do not send applications, claims, 
payments, medical records or any documents containing sensitive information to the PRA Reports 
Clearance Office.  Please note that any correspondence not pertaining to the information collection 
burden approved under the associated OMB control number listed on this form will not be reviewed, 
forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 
please contact the Centers for Medicaid & CHIP Services at 410-786-3870. 
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Medicaid Eligibility 

Enter the AFDC Standards below. All states must enter: 

MAGI-equivalent AFDC Payment Standard in Effect As of May I, 1988 and 
AFDC Payment Standard in Effect As of July 16, 1996 

Entry of other standards is optional. 

OMB Control Number 0938-1148 
OMB Expiration date: 10/3112014 

IDe&a1• ~.,--~ -"9Rar Alno•t ~ Ali4i .. ~·0pctoa ,..- ""~.~~!~"~Sl~a 

The standard is as follows: 

(i' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

Eidei:'the Statewide standard 
.. .,. ... , . ..... ,< .. ,.,~ ... '. .. I"~• •"'-< 'L (. • . ""' . ~;-a.f~~~ ' · .. ,, - -

Additional incremental amount 
Household size Standard ($) 

(i' Yes ('No 

+ I 227 x lncrement amount 

+ 2 306 x 
+ 3 384 x 
+ 4 462 x 
+ 5 541 x 
+ 6 619 x 
+ 7 697 x 
+ s 775 x 

The dollar amounts increase automatically each year 

(' Yes (i' No 

!AFDC Payment s--.dard in ,~,As of July 16, 1996 

TN No: I 3-0019-MM I 
Mississippi 

Approval Date: 12-31-13 
SI 4-1 

s 178 I 

Effective Date: 01-01-14 



Medicaid Eligibility 

IMOIDi¥S~lafY' ~~u~_., .. . AlliO~ .. ~~DiMW~!J,: ~ ~ . .;. r.r.~""T" -- ,.. ' " .. ::-.. ~·~.e · ~· .. _.., ~~- "'" . .,._ ;.i '. ~-~ 
The standard is as follows: 

r. Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

Enter the •wide standii'd ,f.<_".f: 
.,. -" ..... .. :· '.-·1f:"·;--F~t~9'.1¥F .-·~ . 

Additional incremental amount 
Household size Standard ($) (. Yes (' No 

+ I 218 x Increment amount s 115 I 
+ 2 293 x 
+ 3 368 x 
+ 4 443 x 
+ 5 518 x 
+ 6 593 x 
+ 7 668 x 
+ 8 743 x 

The dollar amounts increase automatically each year 

('Yes (. No 

Income Standard Entry -i>Oilar Ami.Wit ~ Automatic Increase Option ·· ~,~:~.,..~ Sl3a 

The standard is as follows: 

r. Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

!Enter the statewide standard 

1N No: 13-0019-MMI 
Mississippi 

. 

Approval Date: 12-31 -13 
Sl4-2 

Effective Date: 01-01-14 



Medicaid Eligibility 

Additional incremental amount 
Household size Standard ($) 

(e' Yes (' No 

+ I 227 x Increment amount $178 
+ 2 306 x 
+ 3 384 x 
+ 4 462 x 
+ 5 541 x 
+ 6 619 x 
+ 7 697 x 
+ 8 775 x 

The dollar amounts increase automatically each year 

('Yes (e' No 

AFDC Need Standard in Effect As of July 1~, 1996 : 

Income Stanfud Entr:Y ·Dollar Amount - Automatic Increase Option 

The standard is as follows: 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

(' Yes ('No 

I 

' -, ,, 
.. .'·. S13a 

AFDC P-aym.ent"Standar,d U;i ~eet As of July J 6, f~6, increased.by .no more than the percentage 
increase in the Coll8tim~r frlce Index for orb~ coii.sumen CPI-U) since 'sltch date. 

Income Standard Entry - Doi~ Amount - A11tomatic lncrease Option Sl3a 

The standard is as follows: 

TN No: 13-0019-MMI 
Mississippi 

Approval Date: 12-31-1 3 
Sl4-3 

Effective Date: O J-01-14 



Medicaid Eligibility 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

('Yes ('No 

The standard is as follows: 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

('Yes ('No 

The standard is as follows: 

(' Statewide standard 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

('Yes ('No 

IMAGI·equlvalent TANF payment standard . 

TN No: 13-0019-MMI 
Mississippi 

Approval Date: 12-3 1-13 
S14-4 

. SU'a . ,;, . 

Effective Date: 01-01-14 



The standard is as follows: 

(' Statewide standard 

Medicaid Eligibility 

(' Standard varies by region 

(' Standard varies by living arrangement 

(' Standard varies in some other way 

The dollar amounts increase automatically each year 

(' Yes (' No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0019-MMl 
Mississippi 

Approval Date: 12-31-13 
$14-5 

Effective Date: 01-01-14 



Medicaid Eligibility 

OMB Control Number 0938-1 148 
OMB Expiration date: 10131/2014 

42CFR435.l 10 
1902(aXIO)(AXi)(I) 
193 l (b) and (d) 

[i] Parents and Other Caretaker Rela tives - Parents and other caretaker relatives of dependent children with household income at or 
below a standard established by the state. 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

I!] Individuals qualifying under this eligibility group must meet the following criteria: 

OO Are parents or other caretaker relatives (defined at 42 CFR 435.4), including pregnant women, of dependent children 
(defined at 42 CFR 435.4) under age 18. Spouses of parents and other caretaker relatives are also included. 

The state elects the following options: 

This eligibility group includes individuals who are parents or other caretakers of children who are 18 years old, 
0 provided the children are full-time students in a secondary school or the equivalent level of vocational or 

technical training. 

0 Options relating to the definition of caretaker relative (select any that apply): 

181 Options relating to the defmition of dependent child (select the one that applies): 

The state elects to eliminate the requirement that a dependent child must be deprived of parental support or 
(' care by reason of the death, physical or mental incapacity, or absence from the home or unemployment of at 

least one parent 

(e' The child must be deprived of parental support or cai:e, but a less restrictive standard is used to measure 
unemployment of the parent (select the one that applies): 

(' The principal earner may work I 00 or more hours per month and still qualify as unemployed. 

Indicate the number of hours used: D hours 

(' The principal earner may earn up to a specific dollar amount and still qualify as unemployed. 

Indicate the specific dollar limit of earnings: $ .... I ___ _. 
(e' Other less reslrictive standard 

Name of other standard Description 

Under-employed Two-parent households are only required to have 

+ income below the state established need standard 
for the family size. 

fi1 Have household income at or below the standard established by the state. 

x 

TN No: 13-0019-MM 1 Approval Date: J 2-31-13 Effective Date: 01-0 l -14 
Mississippi S25- l 



Medicaid Eligibility 

~ MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SI 0 MAGI­
Based Income Methodologies, completed by the state. 

~ lncome standard used for this group 

~ Minimum income standard 

The minimum income standard used for this group is the state's AFDC payment standard in effect as of May 1, 1988, 
converted to MAGI-equivalent amounts by household size. The standard is described in S 14 AFDC Income Standards. 

[ZJ The state certifies that it has submitted and received approval for its converted May 1, 1988 AFDC payment 
standard. 

An attac.bmeat,is submitted. 

~ Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for parents and 
0 other caretaker relatives to MAGI-equivalent standards and the detennination of the maximum income standard to 

be used for parents and other caretaker relatives under this eligibility group. 

An attachment is submitted. 

The state's maximum income standard for this eligibility group is: 

r. The state's effective income level for section 1931 families under the Medicaid state plan as of March 23, 20 I 0, 
converted to a MAGI-equivalent percent of FPL or amounts by household size. 

(" The state's effective income level for section 1931 families under the Medicaid state plan as of December 31, 
2013, converted to a MAGI-equivalent percent of FPL or amounts by household size. 

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115 
(" demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115 
(" demonstration as of December 31 , 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

Enter the amount of the maximum income standard: 

(" A percentage ofthe federal poverty level: 0% 
le' The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent standard. The 

standard is described in S 14 AFDC Income Standards. 

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage 
(" increase in the Consumer Price Index for urban consumers (CPI-U) since such date, converted to a MAGI­

equivalent standard. The standard is described in S 14 AFDC Income Standards. 

(" The state's TANF payment standard, converted to a MAGI-equivalent standard. The standard is described in Sl4 
AFDC Income Standards. 

(" Other dollar amount 

TN No: 13-0019-MMl 
Mississippi 

Approval Date: 12-3 1-13 
S25-2 

Effective Date: 01-01-14 



Medicaid Eligibility 

[!] Income standard chosen: 

Indicate the state's income standard used for this eligibility group: 

(.' The minimum income standard 

(" The maximum income standard 

The slate's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage 
(" increase in the Consumer Price Index for urban consumers (CPl-U) since such date. The standard is described in 

S 14 AFDC Income Standards. 

(" Another income standard in-between the minimum and maximum standards allowed 

(!] There is no resource test for this eligibility group. 

[!] Presumptive Eligibility 

The state covers individuals under this group when detennined presumptively eligible by a qualified entity. The slate assures 
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR 
435.118) eligibility groups when determined presumptively eligible. 

("Yes r. No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. lfyou have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0019-MMI 
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Approval Date: 12-31-13 
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Medicaid Eligibility 

OMB Control Number 0938- 11 48 
OMB Expiration date: 10/31/2014 

42 CFR 435.1 16 
1902(aXI O)(A)(i){lll) and (IV) 
I 902(a)( IO)(A)(ii)(I), ( IV) and (IX) 
193 l(b) and (d) 
1920 

l!J Pregnant Women - Women who are pregnant or post-partum, with household income al or below a standard established by the state. 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

l!J Individuals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435.4. 

Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this 
group in accordance with section 1931 of the Acl, if they meet the income standard for state plan Parents and Other 
Caretaker Relatives at 42 CFR 435.110. 

le Yes (' No 

l!J MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SI 0 MAGI-Based 
• Income Methodologies, completed by the state. 

l!J Income standard used for this group 

l!J Minimum income standard (Once entered and approved by CMS, the minimum income standard cannot be changed.) 

The state had an income standard higher than 133% FPL established as of December 19, I 989 for determining 
eligibility for pregnant women, or as of July I, 1989, had authorizing legislation to do so. 

le Yes (' No 

Enter the amount of the minimum income standard (no higher than I 85% FPL):~ % FPL 

l!J Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant 
1ZJ women to MA GT-equivalent standards and the determination of the maximum income standard to be used for 

pregnant women under this eligibility group. 

An attachment is submitted. 

The state's maximum income standard for this eligibility group is: 

r. 

The state's highest effective income level for coverage of pregnant women under sections 193 I (low-income 
families), I 902(aX IO)(AXi)(lll) (qualified pregnant women), I 902(a)( I O)(A)(i)(IV) (mandatory poverty level­
related pregnant women), 1902(a)(IOXAXii)(IX) (optional poverty level-related pregnant women), 1902(a)(IO) 
(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)( IO)(A)(ii)(IV) 
(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23, 20 I 0, converted to a 
MAGI-equivalent percent of FPL. 

TN No: 13-0019-MMl 
Mississippi 

Approval Date: 12-3 1-13 
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Medicaid Eligibility 

The state's highest effec.tive income level for coverage of pregnant women under sections 1931 (low-income 

families), 1902( a)( I 0)( A )(i)(Ill) (qualified pregnant women), 1902( a)( I O)(A Xi)(N) (mandatory poverty level-

(' related pregnant women), I 902(a)( I OXA )(ii)(IX) (optional poverty level-related pregnant women), I 902(a)( I 0) 

(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and I 902(a)(IO)(A)(ii)(N) 

(institutionalized pregnant women) in effect under the Medicaid state plan as of December 31 , 2013, converted to 
a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 
of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as 
of December 31 , 2013, converted to a MAGI-equivalent percent of FPL. 

(' 185% FPL 

The amount of the maximum income standard is:~ % FPL 

[!J Income standard chosen 

Indicate the state's income standard used for this eligibility group: 

(' The minimum income standard 

le The maximum income standard 

(' Another income standard in-between the minimum and maximum standards a llowed. 

[!J There is no resource test for this eligibility group. 

[!J Benefits for individuals in this eligibil ity group consist of the following: 

le All pregnant women e ligible under this group receive full Medicaid coverage under this state plan. 

(' Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant women receive 
only pregnancy-related services. 

[!J Presumptive Eligibility 

The state covers ambulatory prenatal care for individuals under this group when detennined presumptively el igible by a 
qualified entity. 

(' Yes le No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for th is infonnation collection is 093 8- 1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form , please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-00 I 9-MM I 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42CFR435. l 18 
I 902(a)(l O)(A)(i)(lll), (IV), (VI) and (VII) 
1902(a)(IOXA)(iiXIV) and (IX) 
193 l(b) and (d) 

[ii Infants and Children under Age 19- lnfants and children under age 19 with household income at or below standards established by 
the state based on age group. 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

[ii Children qualifying under this eligibility group must meet the following criteria: 

[ii Are under age 19 

[ii Have household income at or below the standard established by the state. 

Ii] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S 10 MAGI­
Based Income Methodologies, completed by the state. 

[ii Income standard used for infants under age one 

[ii Minimum income standard 

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining 
eligibility for infants under age one, or as of July 1, 1989, had authorizing legislation to do so. 

le Yes C- No 

Enter the amount of the minimum income standard (no higher than 185% FPL):~ % FPL 

[ii Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for infants 
0 under age one to MAGI-equivalent standards and the determination of the maximum income standard to be used 

for infants under age one. 

An attachment is submitted. 

The state's maximum income standard for this age group is: 

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income 
families), I 902(a)(I O)(A)(i)(lll) (qualified children), l 902(a)( 1 O)(AXi)(IV) (mandatory poverty level-related 

le infants), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related infants) and 1902(a)(IO)(A)(ii)(JV) 
(institutionalized children), in effect under the Medicaid state plan as of March 23, 20 I 0, converted to a MAGI­
equivalent percent of FPL. 

TN No: 13-0019-MMl 
Mississippi 

Approval Date: 12-31-13 
S30-l 

Effective Date: 0 l -0 l -14 



Medicaid Eligibility 

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income 
families), 1902(a)(I OXAXiXfll) (qualified children), 1902(aX I O)(A)(i)(IV) (mandatory poverty level-related 

(' infants), 1902(a)(IOXAXii)(IX) (optional poverty level-related infants) and 1902(a)(IO)(A)(ii)(IV) 
(insti tutional ized children), in effect under the Medicaid state plan as of December 3 1, 2013, convened to a 
MAGI-equivalent percent of FPL. 

(' The state's effective income leve l for any population of infants under age one under a Medicaid 111 5 
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of infants under age one under a Medicaid 1115 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

(' 185%FPL 

Enter the amount of the maximum income standard: EJ % FPL 

l!J Income standard chosen 

The state's income standard used for infants under age one is: 

(e' The maximum income standard 

If not chosen as the maximum income standard, the state's highest effective inc-0me level for coverage of infants 
under age one under sections 193 1 (low-income families), I 902(a)(I O)(A)(i)(lll) (qualified children), I 902(a)( I 0) 

(' (A)(i)(IV) (mandatory poverty level-related infants), I 902(a)(I O)(A)(ii)(IX) (optional poverty level-related 
infants) and I 902(aXIO)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of 
March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 201 0, and 
if not chosen as the maximum income standard, lhe state's highest effective income level for coverage of infants 

(' under age one under sections 1931 (low-income families), I 902(a)( IO)(A)(i)(lll) (qualified children), 1902(a)(I 0) 
(A)(i)(IV) (mandatory poverty level-related infants), 1902(a)(IO)(A)(ii)(IX) (optional poverty level-related 
infants) and I 902(aXI O)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of 
December 3 1, 2013, converted to a MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for thjs age group under the state plan as of March 23, 2010, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of infants 

under age one under a Medicaid 11 15 demonstration as of March 23, 20 I 0, converted to a MAGI-equivalent 
percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
r if not chosen as the maximum income standard, the state's effective income level for any population of infants 

under age one under a Medicaid 1115 demonstration as of December 3 1, 20 13, converted to a MAGI-equivalent 
percent of FPL. 

(' Another income standard in-between the minimum and maximwn standards allowed, provided it is hjgher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

l!J Income standard for children age one through age five, inclusive 

l!J Minimum income standard 
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Medicaid Eligibility 

The minimum income standard used for this age group is 133% FPL. 

l!J Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for children 
IZJ age one through five to MAGI-equivalent standards and the detennination of the maximum income standard to be 

used for children age one through five. 

All attachment is submitted. 

The state's maximum income standard for children age one through five is: 

The state's highest effective income level for coverage of children age one through five under sections 1931 (low­
(i' income families), 1902(a)(IO)(A)(i)(III) (qualified children), l902(a)(IO)(A)(i)(Vl) (mandatory poverty level­

related children age one through five), and 1902(a)(IO)(A)(ii)(IV) (institutionalized children), in effect WJder the 
Medicaid state plan as of March 23, 20 I 0, converted to a MAGI-equivalent percent of FPL. 

The state's highest effective income level for coverage of children age one through five wider sections 1931 (low­
(' income families), 1902(a)(IO)(A)(i)(llI) (qualified children), 1902(a)(IO)(A)(i)(VI) (mandatory poverty level­

related children age one through five), and I 902(a)(I O)(A)(ii)(IV) (institutionalized children), in effect WJder the 
Medicaid state plan as of December 31 , 20 I 3, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of children age one through five under a Medicaid 1115 
demonstration as of March 23, 20 I 0, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of children age one through five under a Medicaid I 115 
demonstration as of December 31 , 2013, converted to a MAGI-equivalent percent of FPL. 

Enter the amowit of the maximum income standard: ~ % FPL 

l!J Income standard chosen 

The state's income standard used for children age one through five is: 

le' l11e maximum income standard 

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children 
age one through five under sections 1931 (low-income families), I 902(a)( IO)(A)(i)(IH) (qualified children), 

(' 1902(a)(IO)(A)(i)(VI) (mandatory poverty level-related children age one through five), and 1902(a)(IO)(A)(ii) 
(JV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 20 I 0, converted to a 
MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 20 I 0, and 
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children 

(' age one through five under sections 1931 (low-income families), J 902(a)(I O)(A)(i)(lll) (qualified children), 
I 902(a)(I O)(A)(i)(VI) (mandatory poverty level-related children age one through five), and I 902(a)( IO)(A)(ii) 
(TV) (institutionalized children), in effect under the Medicaid state plan as of December 31 , 2013, converted to a 
MAGI-equivalent percent of FPL. 
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Medicaid Eligibility 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 

(' if not chosen as the maximum income standard, the state's effective income level for any population of children 

age one through five under a Medicaid 1115 demonstration as of March 23, 20 I 0, converted to a MAGI­
equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 

(' if not chosen as the maximum income standard, the state's effective income level for any population of children 

age one through five under a Medicaid 1115 demonstration as of December 3 1, 2013, converted to a MAGI­
equivalent percent of FPL. 

(' Another income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

I!:] Income standard for children age six through age eighteen, inclusive 

I!:] Minimum income standard 

The minimum income standard used for this age group is 133% FPL. 

I!:] Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for children age 

0 six through eighteen to MAG I-equivalent standards and the determination of the maximum income standard to be 

used for children age six through age e ighteen. 

An attachment is submitted. 

The state's maximum income standard for children age six through e ighteen is: 

The state's highest effective income level for coverage of children age six through eighteen under sections 1931 
(' (low-income fami lies), I 902(aX IOXAXi)(lll) (qualified children), I 902(a)( I OXA)(i)(Vll) (mandatory poverty 

level-related children age six through eighteen) and 1902(a)(IO)(A)(iiXTV) (institutionalized children), in effect 
under the Medicaid state plan as of March 23, 20 I 0, converted to a MAGI-equivalent percent of FPL. 

The state's h ighest effective income level for coverage of children age six through eighteen under sections 1931 
(low-income families), I 902(a)( I O)(A)(i)(lll) (qualified children), I 902(a)(I O)(A)(i)(Vll) (mandatory poverty 

(' level-related children age six through eighteen) and 1902(a)(IO)(A)(ii)(TV) (institutionalized children), in effect 
under the Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of children age six through eighteen under a Medicaid 1115 
demonstration as of March 23, 20 I 0, converted to a MAGI-equivalent percent of FPL. 

(' The state's effective income level for any population of children age six through eighteen under a Medicaid 11 15 
demonstration as of December 31, 2013, converted to a MAGI-equivalent percent ofFPL. 

(i' 133% FPL 

I!:] Income standard chosen 

·nie state's income standard used for children age six through eighteen is: 
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l 902(aX IOXAXi)(VIII) 
42CFR435.l19 

Medicaid Eligibility 

The state covers the Adult Group as described at 42 CFR 435.119. 

(' Yes r. No 

PRA Disclosure Statement 

OMB Control Number 0938-1148 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0019-MMl 

Mississippi 

Approval Date: 12-31 -13 

S32 

Effective Date: 01-01-14 



Medicaid Eligibility 

OMB Control Number 0938-1 148 

42 CFR435.150 
t 902(a)(IO)(A)(i)(IX) 

[!] Fonner Foster Care Children - Individuals under the age of26, not otherwise mandatorily eligible, who were on Medicaid and 
in foster care when they turned age I 8 or aged out of foster care. 

IZJ The state attests that it operates this eligibility group under the following provisions: 

(!] Individuals qualifying under this eligibility group must meet the following criteria: 

(!] Are under age 26. 

,., Are not otherwise eligible for and enrolled for mandatory coverage under the state plan, except that eligibility under 
i!.J this group takes precedence over eligibility under the Adult Group. 

Were in foster care under the responsibility of the state or Tribe and were enrolled in Medicaid under the state's state 
(!]plan or 1115 demonstration when they turned 18 or at the time of aging out of that state's or Tribe's foster care 

program. 

The state elects to cover children who were in foster care and on Medicaid in am'. state at the time they turned 18 or 
aged out oftbe foster care system. 

('Yes (i No 

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR 
435.11 8) eligibility groups when detennined presumptively eligible. 

('Yes Ci No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it d isplays a 
valid OMB control number. The valid OMB control number for this information collection is 0938- 1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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I 902(aXIOXA)(ii)(XX) 
1902(hh) 
42 CFR 435.218 

Medicaid Eligibility 

OMB Control Number 0938-1148 

Individuals above 133% FPL - The state elects to cover individuals under 65, not otherwise mandatorily or optionally eligible, 
with income above 133% FPL and at or below a standard established by the state and in accordance with provisions described at 
42 CFR 435.218. 

(' Yes {.' No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42 CPR 435.220 
l 902(a)(IO)(A)(ii)(I) 

Optional Coverage of Parents and Other Caretaker Relatives - The state elects to cover individuals qualifying as parents or other 
caretaker relatives who are not mandatorily eligible and who have income at or below a standard established by the state and in 
accordance with provisions described at 42 CFR 435.220. 

(' Yes (9 No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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42 CFR 435.222 
t 902(a)(IOXAXii)(I) 
1902(a)(IOXAXii)(IV) 

Medicaid Eligibility 

OMB Control Number 0938-1148 

Reasonable Classification of Individuals under Age 21 - The state elects to cover one or more reasonable classifications of individuals 

under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance 

with provisions described at 42 CFR 435.222. 

(.' Yes ('No 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

OO ln~iv~duals qualifying under this eligibility group must qualify under a reasonable classification by meeting the following 
cntena: 

00 Be under age 21 , or a lower age, as defined within the reasonable classification. 

l!J Have household income at or below the standard established by the state, if the state has an income standard for the 
reasonable classification. 

l!J Not be eligible and enrolled for mandatory coverage under the state plan. 

l!J MAGl-based income methodologies are used in calculating household income. Please refer as necessary to S I 0 MAGI­
• Based lncome Methodologies, completed by the state. 

The state covered at least one reasonable classification under this eligibility group under its Medicaid state plan as of December 
3 1, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 201 3, with income standards higher 

(including disregarding all income) than the current mandatory income standards for the individual's age. 

l- Yes (' No 

The state also covered at least one reasonable classification under this group in the Medicaid state plan as of March 23, 20 I 0 
with income standards higher (including disregarding all income) than the current mandatory income standards for the 

individual's age. 

(.' Yes ('No 

Reasonable~cations Covered in the Medicaid State Plan as of March 23. 2010 

The state attaches the approved pages from the Medicaid state plan as of March 23, 20 I 0 to indicate the age 
IZI groups, reasonable classifications, and income standards used at that time for this eligibility group. 

Ao att.achment is submitted. 

Current Coverage of All Children under a Specified Age 
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Medicaid Eligibility 

The state covers all children under a specified age limit, equal to or higher than the age Limit and/or income standard 
used in the Medicaid state plan as of March 23, 2010, provided the income standard is higher than the current 
mandatory income standard for the individual's age. The age limit and/or income standard used must be no higher than 
any age limit and/or income standard covered in the Medicaid state plan as of December 31, 2013 or under a Medicaid 
1115 Demonstration as of March 23, 20 I 0 or December 31 , 2013. Higher income standards may include the disregard 
of all income. 

(' Yes r. No 

Current Coverage of Reasonable Classifications Covered in the Medicaid State Plan as of March 23,JQlQ 

The state covers reasonable classifications of children previously covered in the Medicaid state plan as of March 23, 
20 I 0, with income standards higher than the current mandatory income standard for the age group. Age limits and 
income standards are equal to or higher than the Medicaid state plan as of March 23, 2010, but no higher than any age 
limit and/or income standard for this classification covered in the Medicaid state plan as of December 31, 2013 or under 
a Medicaid 11 15 Demonstration as of March 23, 20 I 0 or December 31, 2013. Higher income standards may include the 
disregard of all income. 

r. Yes (' No 

Indicate the reasonable classifications of children that were covered in the state plan in effect as of March 23, 20 I 0 
with income standards higher than the mandatory standards used for the child's age, using age limits and income 
standards that are not more restrictive than used in the state plan as of as March 23, 20 I 0 and are not le5s restrictive 
than used in the Medicaid state plan as of December 3 1, 2013 or under a Medicaid I J 15 Demonstration as of March 
23, 2010 or December 31, 2013. 

Current Coverage ofReasonable Classifications Covered in the Medicaid State Plan as of March 23. 2010 

Reasonable C.lauftlatiOns of Children 

[81 fndividuals for whom public agencies are asswning full or partial financial responsibility. 

[81 Individuals placed in foster care homes by public agencies 

Indicate the age which applies: 

r. Under age 21 ('Under age 20 ('Under age 19 (' Under age 18 

0 lndividuals placed in foster care homes by private, non-profit agencies 

l8J b1dividuals placed in private institutions by public agencies 

Indicate the age which applies: 

r. Under age 21 (' Under age 20 (' Under age 19 (' Under age 18 

O Individuals placed in private institutions by private, non-profit agencies 

~ Individuals in adoptions subsidized in full or part by a public agency 

Indicate the age which applies: 

r. Under age 21 (' Under age 20 ('Under age 19 (' Under age 18 

0 Individuals in nursing facilities, if nursing facility services are provided under this plan 

' 
SH 
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Medicaid Eligibility 

D Individuals receiving active treatment as inpatients in psychiatric faci lities or programs, 
if such services are provided under this plan 

0 Other reasonable classifications 

Enter the income standard used for these classifications. The income standard must be higher than the mandatory 
standard for the child's age. It may be no lower than the income standard used in the state plan as of March 23, 
20 I 0 and no higher than the highest standard used in the Medicaid state plan as of December 31, 2013 or under a 
Medicaid 111 5 Demonstration as of March 23, 2010 or December 31, 2013. 

Click here once Sl 1 form above Is complete to view the income standards form. 

~ Income standard used 

~ Minimum income standard 

The minimum income standard for this classification of chi ldren is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in Sl4 AFDC Income 
Standards. 

~ Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 20 IO or 
December 31 , 2013. 

(' Yes le No 

The state certifies that it has submitted and received approval for its converted income standards 
for this classification of children to MA GI-equivalent standards and the determination of the 

0 maximum income standard to be used for this classification of children under this eligibility 
group. 

Ao attachment is submitted. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
le as of March 23, 201 0, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for this classification of children under the Medicaid state plan 
(' as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 
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Medicaid Eligibility 

The state's effective income level for this classification of children under a Medicaid 1115 
(" Demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
(" Demonstration as of December 31 , 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 

(" A percentage of the federal poverty level: D % 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-
(e' equivalent standard. This standard is described in S 14 AFDC Income Standards. This option 

should only be selected for children 19 and older, and only ifthe state has not elected to cover the 
Adult Group. 

The state's TANF payment standard, converted to a MAGI-equivalent standard. This standard is 
(" described in S 14 AFDC lncome Standards. This option should only be selected for children 19 

and older, and only if the state has not elected to cover the Adult Group. 

(" Other dollar amount 

~ Income standard chosen 

Individuals qualify under this classification under the following income standard: 

(" The minimum standard. 

(e' The maximum income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 

(" classification under the Medicaid state plan as of March 23, 20 I 0, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 

(" under the Medicaid state plan as of March 23, 20 I 0, the state's effective income level for this 
classification under the Medicaid state plan as of December 31 , 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
under the Medicaid state plan as of March 23, 20 I 0, the state's effective income level for this 

(" classification under a Medicaid 1115 Demonstration as of March 23, 20 I 0, converted to a MAGI­

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(" under the Medicaid state plan as of March 23, 20!0, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of December 31 , 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 
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Medicaid Eligibility 

Another income standard in-between the minimum and maximum standards allowed, provided it is 
(" higher than the effective income level for this classification in the state plan as of March 23, 20 I 0, 

converted to a MAGI equivalent. 

00 Income standard used 

00 Minimum income standard 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in 814 AFDC Income 
Standards. 

00 Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31 , 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013. 

(" Yes (9 No 

The state certifies that it has submitted and received approval for its converted income standards 
,,. for this classification of children to MAGI-equivalent standards and the determination of the 
t.6 maximum income standard to be used for this classification of children under this eligibility 

group. 

AD attachment is submitted. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
r. as of March 23, 20 I 0, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for this classification of children under the Medicaid state plan 
(" as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

The state's effective income level for this classification of children under a Medicaid I I I 5 
(" Demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid I I 15 
(" Demonstration as of December 3 I, 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 
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Medicaid Eligibility 

(' A percentage of the federal poverty level: D % 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-

le 
equivalent standard. This standard is described in S 14 AFDC Income Standards. This option 
should only be selected for children 19 and older, and only if the state has not elected to cover the 
Adult Group. 

The state's TANF payment standard, converted to a MAGI-equivalent standard. This standard is 
(' described in S 14 AFDC Income Standards. This option should only be selected for children 19 

and older, and only ifthe state has not elected to cover the Adult Group. 

(' Other dollar amount 

~ Income standard chosen 

Individuals qualify under this classification under the following income standard: 

(' The minimum standard. 

le The maximum income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 

(' classification under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 

(' 
under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under the Medicaid state plan as of December 3I , 2013, converted to a MAGI-

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 

(' 
under the Medicaid state plan as of March 23, 20 I 0, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of March 23, 2010, converted to a MAGI-

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 

(' 
under the Medicaid state plan as of March 23, 20 I 0, the state's effective income level for this 
classification under a Medi ca.id 1115 Demonstration as of December 31, 2013, converted to a MAGI-
equivalent percent of FPL or amounts by household size. 

Another income standard in-between the minimum and maximum standards allowed, provided it is 
(' higher than the effective income level for this classification in the state plan as of March 23, 20 I 0, 

converted to a MAGI equivalent. 

Individuals ·bl adoptiou subsidized in fall or parf by !' p1aldlc agency 
... 

~ Income standard used 

~ Minimum income standard 

TN No: 13-0019-MMl 
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Medicaid Eligibility 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in S 14 AFDC Income 
Standards. 

~ Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31 , 2013. 

(' Yes (e' No 

The state certifies that it has submitted and received approval for its converted income standards 

for this classification of children to MAGI-equivalent standards and the determination of the 

0 maximum income standard to be used for this classification of children under this eligibility 

group. 

An attachment is submitted. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
(e' as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for this classification of children under the Medicaid state plan 
(' as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
(' Demonstration as of March 23, 20 I 0, converted to a MAGI-equivalent percent off PL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid 11 15 
(' Demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 

(' A percentage of the federal poverty level: D % 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-
(. equivalent standard. This standard is described in S 14 AFDC Income Standards. This option 

should only be selected for children 19 and older, and only if the state has not elected to cover the 
Adult Group. 

The state's TANF payment standard, converted to a MAGI-equivalent standard. This standard is 
(' described in Sl4 AFDC Income Standards. This option should only be selected for children 19 

and older, and only if the state has not elected to cover the Adult Group. 

r Other dollar amount 
TN No: 13-0019-MMJ Approval Date: 12-31-13 

S52-7 

Effective Date: 01-01-14 
Mississippi 



Medicaid Eligibility 

~ Income standard chosen 

Individuals qualify under this classification under the following income standard: 

r The minimum standard. 

le' The maximum income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 
(' classification under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(' under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under the Medicaid state plan as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household siz.e. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(' under the Medicaid state plan as of March 23, 2010, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of March 23, 2010, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
(' under the Medicaid state plan as of March 23, 20 I 0, the state's effective income level for this 

classification under a Medicaid 1115 Demonstration as of December 31, 2013, converted to a MAGI­
equivalent percent of FPL or amounts by household size. 

Another income standard in-between the minimum and maximum standards allowed, provided it is 
(' higher than the effective income level for this classification in the state plan as ofMarch 23, 2010, 

converted to a MAGI equivalent. 

Other Reasonable Classifications Previously Covered 

The state covers reasonable classifications of children !!..Q! covered in the Medicaid state plan as of March 23, 20 I 0, but 
covered under the Medicaid state plan as of December 31, 2013 or under a Medicaid 1115 Demonstration as of March 
23, 20 I 0 or December 31 , 2013 with an income standard higher than the current mandatory income standard for the age 
group. 

le' Yes (' No 

The additional previously covered reasonable classifications to be included are: 

Additional Previously Covered Reasonable Classifications Included 

Reasonable Clasificationa of Ctiild~ SU 

D Individuals for whom public agencies are assuming full or partial financial responsibility. 

D lndividuals in adoptions subsidized in full or part by a public agency 

TN No: 13-0019-MMl 
Mississippi 
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Medicaid Eligibility 

0 lndividuals in nursing facilities, if nursing facility services are provided under this plan 

D Individuals receiving active treaunent as inpatients in psychiatric facilities or programs, 
if such services are provided under this plan 

cgj Other reasonable classifications 

Name of classification 

+ Pregnant Minors 

Description Age Limit 

Pregnant minors not otherwise eligible 
for full Medicaid coverage in any other Under age 19 
category of coverage 

x 

Enter the income standard used for these classifications (which must be higher than the mandatory standard for the 
child's age but may be no higher than the highest standard used in the state plan as of December 3 I, 2013 or under 
a Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013). 

Click here once 51 1 form above is complete to view the Income standards fonn. 

Pregnant Mlaon .• ,-, ' '; . . 
00 Income standard used 

00 Minimum income standard 

The minimum income standard for this classification of children must exceed the lowest income standard 
chosen for children under this age under the Infants and Children under Age 19 eligibility group. 

00 Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 20 I 0 or 
December 31 , 2013. 

(i Yes (' No 

00 No income test was used (al l income was disregarded) for this classification under: 

(check all that apply) 

0 The Medicaid state plan as of March 23, 20 I 0. 

l8'J The Medicaid state plan as of December 31, 2013. 

0 A Medicaid 1115 Demonstration as of March 23, 2010. 

0 A Medicaid 1115 Demonstration as of December 31 , 2013. 

The state's maximum standard for this classification of children is no income test (all income is 
disregarded). 

00 Income standard chosen 

lndividuals qualify under this classification under the following income standard: 

TN No: 13-0019-MMl 
Mississippi 
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Medicaid Eligibility 

le This classification does not use an income test (all income is disregarded). 

r Another income standard higher than both the minimum income standard and the effective income 
level for this classification in the state plan as of March 23, 20 I 0, converted to a MAGI equivalent. 

Additional new age grQl!~S or rcl!sonabl~ classifii<ations 1;Qvcreg 

If the state has Il21 elected to cover the Adult Group (42 CFR 435.1 19), it may elect to cover additional new age groups 
or reasonable classifications that have not been covered previously. If the state covers the Adult Group, this additional 
option is not available, as the standard for the new age groups or classifications is lower than that used for mandatory 
coverage. 

The state does nQ! cover the Adult Group and elects the option to include in this eligibility group additional age groups 
or reasonable classifications that have not been covered previously in the state plan or under a Medicaid 1115 
Demonstration. Any additional age groups or reasonable classifications not previously covered are restricted to the 
AFDC income standard from July 16, 1996, not converted to a MAGI-equivalent standard. 

(Yes le No 

~ There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of I 995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control nun1ber for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: 13-0019-MMl 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42 CFR 435.227 
1902( a)( I O)(A )(ij)(VII I) 

Children with Non IV-E Adoption Assistance - The state elects to cover children with special needs for whom there is a non IV-E 
adoption assistance agreement in effect with a state, who were eligible for Medicaid, or who had income at or below a standard 
established by the state and in accordance with provisions described at 42 CFR 435.227. 

le Yes (' No 

IZJ The state attests that it operates this eligibility group in accordance with the following provisions: 

l!J lndividuals qualifying under this eligibility group must meet the folJowing criteria: 

l!J The state adoption agency has detennined that they cannot be placed without Medicaid coverage because of special 
• needs for medical or rehabilitative care; 

l!J Are under the following age (see the Guidance for restrictions on the selection of an age): 

le Under age 2 1 

('Under age 20 

('Underage 19 

(' Under age 18 

r-t MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S I 0 MAGI­
~ Based Income Methodologies, completed by the state. 

The stat.e covered this eligibility group in the Medkaid state plan as of December 31, 2013, or under a Medicaid 111 5 
Demonstration as of March 23, 20 I 0 or December 31 , 2013. 

le Yes (' No 

The state also covered this eligibility group in the Medicaid state plan as of March 23, 20 I 0. 

le Yes (' No 

[!:) Individuals qualify under th is eligibility group if they were eligible under the state's approved state plan prior to 
• the execution of the adoption agreement. 

The state used an income standard or disregarded all income for this eligibility group either in the Medicaid state plan 
as of March 23, 20 10 or December 31 , 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 3 1, 2013. 

le Yes (' No 

l!J Income standard used for this eligibility group 

l!J Minimum income standard 

The minimum income standard for this eligibility group is the AFDC payment standard in effect as of July 
16, 1996, not converted to MAGI-equivalent. This standard is described in S 14 AFDC Income Standards . 

l!J Maximum income standard 

TN No: 13-0019-MMl Approval Date: 12-31-13 
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Medicaid Eligibility 

No income test was used (all income was disregarded) for this eligibility group either in the Medicaid state 
plan as of March 23, 2010 or December 31, 2013, or under a Medicaid 1115 Demonstration as of March 
23, 20 I 0 or December 31 , 2013. 

le Yes (' No 

lil No income test was used (all income was disregarded) for this eligibility group under 
(check all that apply): 

0 The Medicaid state plan as of March 23, 2010. 

181 The Medicaid state plan as of December 31, 2013. 

0 A Medicaid 1115 Demonstration as of March 23, 2010. 

0 A Medicaid 1115 Demonstration as of December 31, 2013. 

The state's maximum standard for this eligibility group is no income test (all income is disregarded). 

Ii] Income standard chosen 

Individuals qualify under this eligibility group under the following income standard, which must be higher 
than the minimum for this child's age: 

(' The minimum standard. 

le This eligibility group does not use an income test (all income is disregarded). 

(' Another income standard higher than both the minimum income standard and the effective income level 
for this eligibility group in the state plan as of March 23, 2010, converted to a MAGI-equivalent. 

(!} There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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I 902{a}(l O)(AXii}(XlV) 
42 CFR 435.229 and 435.4 
t 905(uX2}(B} 

Medicaid Eligibility 

OMB Control Number 0938-1148 

Optional Targeted Low Income Children - The state elects to cover uninsured children who meet the definition of optional targeted 
low income children at 42 CFR 435.4, who have household income at or below a standard established by the state and in accordance 
with provisions described at 42 CFR 435.229. 

(' Yes l- No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 2 I 244-1850. 
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1902(aX IO)(A)(ii)(XH) 
1902(z) 

Medicaid Eligibility 

OMB Control Number 0938-11 48 

Individuals wit.b TuberculO!is - The state elects to cover individuals infected with tuberculosis who have income at or below a standard 
established by the state, limited to tuberculosis-related services. 

(' Yes r. No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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42 CFR 435.226 
I 902(aX 1 O)(A)(ii){XVll) 

Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: I Of3In.o14 

Independent F°"ter Care Adolescents - The state elects to cover individuals under an age specified by the state, less than age 
21, who were in state-sponsored foster care on their 18th birthday and who meet the income standard established by the stale and 
in accordance with the provisions described at 42 CFR 435.226. 

Ci' Yes (' No 

0 The state attests that it operates this eligibil ity group in accordance with the following provisions: 

(!J Individuals quaJifying under this eligibility group must meet the following criteria: 

(!J Arc under the following age 

Ci' Under age 21 

(' Under age 20 

(' Under age 19 

(!J Were in foster care under the responsibility of a state on their 18th birthday. 

(!J Are not eligible and enrolled for mandatory coverage under the Medicaid state plan. 

I!] Have household income at or below a standard established by the state. 

[i] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S 10 MAGI­
• Based Income Methodologies, completed by the state. 

The state covered this eligibility group under its Medicaid state plan as of December 31 , 2013, or under a Medicaid 1115 
demonstration as of March 23, 2010 or December 31, 2013. 

Ci' Yes (' No 

The stale also covered this eligibility group in the Medicaid state plan as of March 23, 2010. 

Ci' Yes (' No 

The state covers children under this eligibility group, as follows (selection may not be more restrictive than the 
r-i coverage in the Medicaid state plan as of March 23, 2010 until October I, 2019, nor more liberal than the most 
t!J liberal coverage in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 demonstration 

as of Man:h 23, 20 I 0 or December 31, 2013): 

(' All children under the age selected 

(i' A reasonable classification of children under the age selected: 

(' Individuals for whom foster care maintenance payments or independent living services were furnished 
under a program funded under title IV-E before the date the individuaJ turned 18 years old. 

(i' Other reasonable classification 

Des . . independent foster care adolescents who are in foster care under the responsibility of 
cnpllon : the Department of Human Services on their 18th birthday. 

[i] Income standard used for this eligibility group 

TN No: 13-0019-MMl Approval Date: 12-31-13 Effective Date: 01-01-14 
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Medicaid Eligibility 

Iii Minimum income standard 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGl-equivaJenl This standard is described in Sl4 AFDC lncome 
Standards. 

Iii Maximum income standard 

No income test was used (all income was disregarded) for this eligibility group either in the 
Medicaid state plan as of March 23, 2010 or December 31, 2013, or under a Medicaid I 115 Demonstration 
as of March 23, 2010 or December 31, 2013. 

(e Yes r No 

[!J No income test was used (all income was disregarded) for this eligibility group under 
(check all that apply): 

181 The Medicaid state plan as of March 23, 20 I 0. 

181 The Medicaid state plan as of December 31, 2013. 

0 A Medicaid 1115 demonstration as of March 23, 2010. 

0 A Medicaid 1115 demonstration as of December 31, 2013. 

The state's maximum standard for this eligibility group is no income test (all income is disregarded). 

[!J Income standard chosen 

Individuals qualify under this eligibility group under the following income standard: 

This eligibility group does not use an income test (all income is disregarded). 

[!J There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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I 902(a)(I O)(A)(ii)(XXl) 
42 CFR 435.214 

Medicaid Eligibility 

Individuals Eligible for Family Planning Services - The state elects to cover individuals who are not pregnant, and have household 
income at or below a standard established by the state, whose coverage is limited to family planning and related services and in 
accordance with provisions described at 42 CFR 435.214. 

(' Yes (e' No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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TRANSMITTAL NUMBER: MS-13-0021-MMJ ST A TE: Mississippi 

PAGE NUMBER OF TRE PLAN SECTION OR PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
ATTACHMENT: OR ATTACHMENT (If Applicable): 

Notwithstanding any other provisions of the Mississippi Medicaid 
State Plan, the financial eligibility methodologies described in 

S 10 - MAGI Income Methodology State Plan Amendment l 3-002 l-MM3 will apply to all MAGI-
based eligibility groups covered under Mississippi's Medicaid 
State Plan. The MAGI financial methodologies set fonh sn 42 
CFR § 435.603 apply to everyone except those individuals 
described at 42 CFR § 435.603(J) for whom MAGI-based methods 
do not apply. This State Plan Amendment supersedes the current 
financial eligibility provisions of the Medicaid State Plan only 
with respect to the MAG I-based eligibility groups. 



Medicaid Eligibility 

OMB Control Number 0938-1148 
OMB Expiration date: I 0/31/2014 

t~$11) 

1902(e)(l4) 
42 CFR 435.603 

!!:] The state will apply Modified Adjusted Gross Income (MAGI)-based methodologies as described below, and consistent with 
• 42 CFR 435.603. 

In the case of determining ongoing eligibility for beneficiaries determined eligible for Medicaid on or before 
December 31 , 2013, MAGI-based income methodologies will not be applied until March 31 , 2014, or the next 
regularly-scheduled renewal of eligibility, whichever is later, if application of such methods results in a 
determination of ineligibility prior to such date. 

In determining family size for the eligibility determination of a pregnant woman, she is counted as herself plus 
each of the children she is expected to deliver. 

I~ determining family size for the eligibility determination of the other individuals in a household that includes 
a pregnant woman: 

( '. The pregnant woman is counted just as herself. 

()The pregnant woman is counted as herself, plus one. 

\.•The pregnant woman is counted as herself, plus the number of children she is expected to deliver. 

Financial eligibility is determined consistent with the following provisions: 

When determining eligibility for new applicants, financial eligibility is based on current monthly income and 
family size. 

When determining eligibility for current beneficiaries, financial eligibility is based on: 

@ Current monthly household income and family size 

0 Projected annual household income and family size for the remaining months of the current calendar year 

In determining current monthly or projected annual household income, the state will use reasonable methods to: 

t8:1 Include a prorated portion of a reasonably predictable increase in future income and/or family size. 

t8:I Account for a reasonably predictable decrease in future income and/or family sii.e. 

Except as provided at 42 CFR 435.603(d)(2) through (d)(4), household income is the sum of the MAGI-based income 
of every individual included in the individual's household. 

In determining eligibility for Medicaid, an amount equivalent to 5 percentage points of the FPL for the applicable 
family size will be deducted from household income in accordance with 42 CFR 435.603(d). 

Household income includes actually available cash support, exceeding nominal amounts, provided by the person 
claiming an individual described at §435.603(t)(2Xi) as a tax dependent 

0Yes @No 
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Medicaid Eligibility 

~ The age used for children with respect to 42 CFR 435.603(f)(3)(iv) is: 

~Age 19 

C Age 19, or in the case of full-time students, age 21 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. "fhe valid OMB control number for this infonnation collection is 0938-1 148. The time required to complete 
this infonnation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s} or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE ___ M=is .... s=is .... s..-.ip...,p""'i.__ 

Attachment 2.1-A 
Page 1 

DEFINITION OF A HEALTH MAINTENANCE ORGANIZATION 

Health Maintenance Organizations (HMO) are limited to any public or private entity paid on a 
prepaid or fixed-sum basis which provides health service insurance coverage or provides health 
services to recipients and which: 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

TN No. _9=5=--1=4"---­
Supersedes 
TN No. -"N-"'E=-W'-'----

Is organized primarily for the purpose of insuring or providing health 
care or other services of the type regularly offered to Medicaid 
recipients; 

Ensures that services meet the standards set by the agency for quality, 
appropriateness, and timeliness; 

Manages the care of Medicaid recipients and assigns patients to 
primary care physicians responsible for providing primary care 
services and authorizing specialty care; 

Makes provisions satisfactory to the agency for insolvency protection 
and ensures that neither enrolled Medicaid recipients nor the agency 
will be liable for the debts of the entity; and 

Makes the services it provides to its Medicaid enrollees as accessible 
to them (in terms of timeliness, amount, duration, and scope) as those 
services are to non-enrolled Medicaid recipients within the area served 
by the HMO. 

Has a certificate of authority to operate as a health maintenance 
organization and is in compliance with the Health Maintenance 
Organization, Preferred Provider Organization and Other Prepaid 
Health Benefit Plans Protection Act as established by authority of 
Mississippi Code Ann. § 83-41-301 et seq. (1972, as amended), and 
the Patient Protection Act of 1995 as established by authority of 
Mississippi Code Ann.§ 83-41-401 et seq. (1972, as amended). 

Approval Date 11-21-95 
Effective Date -'7,_-=-l--=9.:::...5 ___ _ 
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(BPD) ATTACHMENT 2.2-A 
Page 1 
OMB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stateff erritory: --~M~i=ss=i=ss"""ip...,p=i ___ _ 

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION 

Agency* Citation(s) Groups Covered 

The following groups are covered under this plan. 

IV-A 42 CFR 435.110 
Division of Medicaid 

IV-A 42 CFR 435.115 
Division of Medicaid 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups 

1. 

2. 

Recipients of AFDC 

The approved State AFDC plan includes: 

Ix I Families with an unemployed parent for the 
mandatory 6-month period and an optional 
extension of months. 

I I Pregnant women with no other eligible children. 

I I AFDC children age 18 who are full-time students in 
a secondary school or in the equivalent level of 
vocational or technical training. 

The standards for AFDC payments are listed in Supplement 
1 of Attachment 2.6-A. 

Deemed Recipients of AFDC 

a. Individuals denied a title IV-A cash payment solely 
because the amount would be less than $10. 

*Agency that determines eligibility for coverage. 
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(BPD) ATTACHMENT 2.2-A 
Page2 
OMB NO.: 0938-

State!ferritory: --~Mi=· s=si=ss=ip"""p""'i"----

Agency* Citation(s) 

IV-A A. 
Division of 
Medicaid 

1902(a)(10)(A)(i)(I) 
of the Act 

402(a)(22)(A) 
of the Act 

406(h) and 
1902( a)( 1 O)(A) 
(i)(I) of the Act 

1902(a) of 
the Act 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

2. Deemed Recipients of AFDC 

b. 

c. 

d. 

e. 

Effective October 1, 1990, participants in a work 
supplementation program under title IV-A and any 
child or relative of such individual (or other 
individual living in the same household as such 
individuals) who would be eligible for AFDC if 
there were no work supplementation program, in 
accordance with section 482(e)(6) of the Act. 

Individuals whose AFDC payments are reduced 
to zero by reason of recovery of overpayment of 
AFDC funds. 

An assistance unit deemed to be receiving AFDC 
for a period of four calendar months because the 
family becomes ineligible for AFDC as a result of 
collection or increased collection of support and 
meets the requirements of section 406(h) of the Act. 

Individuals deemed to be receiving AFDC who 
meet the requirements of section 473(b)(l) or (2) for 
whom an adoption assistance agreement is in effect 
or foster care maintenance payments are being made 
under title IV-E of the Act. 

*Agency that determines eligibility for coverage. 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFAID: 7983E 

[Superseded by SPA 13-0019 S25
effective: 01-01-14]
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Revision: HCFA-PM-91-4 
AUGUST 1991 

State/Tenitocy: 

·Agency* 

IV-A 
Division of 
Medicaid 

Citation(s) 

407(b), 1902 
(a)(lO)(A)(i) 
and 1905(m)(l) 
of the Act 

1902(a)(52) 
and 1925 of 
the Act 

A. 

(BPD) AITACHMENT 22-A 
Page2a 
OMB NO.: 0938-

Mississippi 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

3. 

4. 

Qualified Family Members 

Effective October 1, 1990, qualified family members 
who would who would be eligible to receive AFDC under 
section 407 of the Act because the principal wage earner is 
unemployed. 

I I Qualified family members are not included because 
cash assistance payments may be made to families 
with unemployed parents for 12 months per 
calendar year. 

Families terminated from AFDC solely because of 
earnings, hours of employment, or loss of earned 
hours of employment, or loss of earned income disregards 
entitled up to twelve months of extended benefits in 
accordance with section 1925 of the Act. (This provision 
expires on September 30, 1998.) 

*Agency that determines eligibility for coverage. 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 

[Superseded by SPA 13-0019 S25 
effective: 01-01-14]
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Revision: 

Agency* 

IV-A 
Division of 
Medicaid 

HCFA-PM-91-4 
AUGUST 1991 

Stateff erritory: 

Citation(s) 

A. 

42 CFR 435 .113 

(BPD) ATTACHMENT 22-A 
Page 3 
OMB NO.: 0938-

Mississippi 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

5. Individuals who are ineligible for AFDC solely because 
of eligibility requirements that are specifically prohibited 
under Medicaid. Included are: 

a. Families denied AFDC solely because of income 
and resources deemed to be available from--

(1) Stepparents who are not legally liable for 
support of stepchildren under a-State law of 
general applicability; 

(2) Grandparents; 
(3) Legal guardians; and 
(4) Individual alien sponsors (who are not 

spouses of the individual or the individual's 
parent); 

b. Families denied AFDC solely because of the 
involuntary inclusion of siblings who have income 
and resources of their own in the filing unit. 

c. Families denied AFDC because the family 
transferred a resource without receiving adequate 
compensation. 

*Agency that determines eligibility for coverage. 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFAID: 7983E 
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Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATIACHMENT 2.2-A 
Page3a 
OMB NO.: 0938-

Statefferritory: --~M~is~si~ss~ip.._.p"""i ___ _ 

Agency* Citation(s) 

IV-A A. 
Division of 
Medicaid 

42 CFR 435.114 

1902(a)(10) 
(A)(i)(Ill) 
and 1905(n) of 
the Act 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

6. 

7. 

Individuals who would be eligible for AFDC except for 
the increase in OASDI benefits under P.L. 92-336 (July 1, 
1972), who were entitled to OASDI in August 1972, and 
who were receiving cash assistance in August 1972. 

Includes persons who would have been eligible for 
cash assistance but had not applied in August 1972 
(this group was included in this State's August 1972 
plan) . 

..x. Includes persons who would have been eligible for 
cash assistance in August 1972 if not in a medical 
institution or intermediate care facility (this group 
was included in this State's August 1972 plan). 

Not applicable with respect to intermediate care 
facilities; State did or does not cover this service. 

Qualified Pregnant Women and Children 

a. A pregnant woman whose pregnancy has 
been medically verified who-

(1) Would be eligible for an AFDC cash 
payment if the child bad been born and was 
living with her; 

*Agency that determines eligibility for coverage. 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03114/05 Effective Date: 01101105 

HCFA ID: 7983E 
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Revision: HCFA-PM-91-4 
FEBRUARY 1992 

(BPD) ATIAC1™ENT 2.2-A 
Page4 
OMB NO.: 0938-

State/ferritory: ---=-Mi=· s=si=ss:..:.iip=p=i ___ _ 

Agency* Citation( s) 

Division of Medicaid 

1902(a)(10)(A) 
(i)(lll) and 
1905(n) of the 
Act 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

7. a. 

b. 

(2) Is a member of a family that would be 
eligible for aid to families with dependent 
children of unemployed parents if the State 
had an AFDC-unemployed parents program; 
or 

(3) Would be eligible for an AFDC cash 
payment on the basis of the income and 
resource requirements of the State's 
approved AFDC plan. 

Children born after September 30, 1983 
who are under age 19 and who would be 
eligible for an AFDC cash payment on the 
basis of the income and resource requirements 
of the State's approved AFDC plan. 

Children born after 

(specify optional earlier date) who are under 
age 19 and who would be eligible for an 
AFDC cash payment on the basis of the 
income and resource requirements of the 
State's approved AFDC plan. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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Revision: HCFA-PM- (BPD) ATTACHMENT 2.2-A 
Page 4a 
OMB NO.: 0938-

State/f erritory: __ """Mi=· s=sis=-'s=io"'"'o..-i ___ _ 

Citation(s) 

Division of Medicaid 

1902(a)(10)(A) 
(i)(IV) and 
1902(l)(l)(A) 
and (B) of the 
Act 

1902(a)( lO)(A) 
(i)(Vl) and 
1902(l)(l)(C) 
of the Act 

1902(a)(10)(A)(i) 
(Vil) and 1902(1) 
(l)(D) of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 98-05 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

8. Pregnant women and infants under 1 year of 
age with family incomes up to 133 percent 
of the Federal poverty level who are described 
in section 1902(a)(10)(A)(i)(IV) and 1902(1) 
(1) (A) and (B) of the Act. The income level for 
this group is specified in Supplement 1 to 
ATTACITh1ENT 2.6-A. 

_x_ The State uses a percentage greater than 133 but not 
more than 185 percent of the Federal poverty level, 
as established in its State Plan, State legislation, or 
State appropriations as of December 19, 1989. 

9. Children: 

a. 

b. 

who have attained 1 year of age but have 
not attained 6 years of age, with family 
incomes at or below 133 percent of the 
Federal poverty levels. 

born after September 30, 1983, who have 
attained 6 years of age but have not attained 
19 years of age, with family incomes at or below 
100 percent of the Federal poverty levels. 

Ix I Children born after February 29, 1980 (specify the 
optional earlier date) who have attained 6 years of 
age but have not attained 19 years of age, with 
family incomes at or below 100 percent of the 
Federal poverty levels. 

Income levels for these groups are specified in 
Supplement 1 to ATTACHMENT 2. 

Approval Date: 03/14/05 Effective Date: 01101105 

HCFA ID: 7983E 
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Revision: HCFA-PM-91-4 
FEBRUARY 1992 

(BPD) ATIACHMENT 2.2-A 
Page5 
OMB NO.: 0938-

Stateff erritozy: ----=-M=is=si=ss=ip"°"'p"""i'-----

Citation(s) 

Division of Medicaid 

1902(a)(10) 
(A)(i)(V) and 
1905(m) of the 
Act 

1902(e)(5) 
of the Act 

1902(e)(6) 
of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 93-19 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

10. Individuals other than qualified pregnant women and 
children under item A.7. above who are members of 
a family that would be receiving AFDC under section 
407 of the Act if the State had not exercised the option 
under section 407(b)(2)(B)(i) of the Act to limit the number 
of months for which a family may receive AFDC. 

11. a. 

b. 

A woman who, while pregnant, was eligible for, 
applied for, and receives Medicaid under the 
approved State Plan on the day her pregnancy ends. 
The woman continues to be eligible, as though she 
were pregnant, for all pregnancy-related and 
postpartum medical assistance under the plan for a 
60-day period (beginning on the last day of her 
pregnancy) and for any remaining days in the month 
in which the 60th day falls. 

A pregnant woman who would otherwise lose 
eligibility because of an increase in income (of the 
family in which she is a member) during the 
pregnancy or the postpartum period which extends 
through the end of the month in which the 60-day 
period (beginning on the last day of pregnancy) 
ends. 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 

[Superseded by SPA 13-0019
 N/A to MS
effective 01-01-14]
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Revision: HCFA-PM-91-4 
FEBRUARY 1992 

(BPD) A TI ACIThffiNT 2.2-A 
Page6 
OMB NO.: 0938-

State!ferritory: ----=-M=i=s=sis=s=ip .... p;;...::i ___ _ 

Citation(s) 

Division of Medicaid 

1902(e)(4) 
of the Act 

42 CFR 435.120 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

A. 

Groups Covered 

Mandatozy Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

12. A child born to a woman who is eligible for and 
receiving Medicaid as categorically needy on the 
date of the child's birth. The child is deemed 
eligible for one year from birth as long as the 
mother remains eligible or would remain eligible if 
still pregnant and the child remains in the same 
household as the mother. 

13. Aged, Blind and Disabled Individuals Receiving 
Cash Assistance 

a. Individuals receiving SSI. 

This includes beneficiaries' eligible spouses 
and persons receiving SSI benefits pending a 
final determination of blindness or disability 
or pending disposal of excess resources 
under an agreement with the Social Security 
Administration; and beginning January 1, 
1981 persons receiving SSI under section 
1619(a) of the Act or considered to be 
receiving SSI under section 1619(b) of the 
Act. 

_x_ Aged 
_x_ Blind 
_x_ Disabled 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 6a 
OMB NO.: 0938-

Statefferritmy: ---=-Mi=·=s=si=ss;:.:.ipt:,lp;:.:.i ___ _ 

Agency* Citation(s) 

Division of Medicaid 

435.121 

1619(b)(l) 
of the Act 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

13. I I b. Individuals who meet more restrictive 
requirements for Medicaid than the SSI 
requirements. (This includes persons who 
qualify for benefits under section 1619(a) of 
the Act or who meet the requirements for 
SSI status under section 1619(b)(l) of the 
Act and who met the State's more restrictive 
requirements for Medicaid in the month 
before the month they qualified for SSI 
under section 1619(a) or met the 
requirements under section 1619(b){l) of the 
Act. Medicaid eligibility for these 
individuals continues as long as they 
continue to meet the 1619(a) eligibility 
standard or the requirements of section 
1619(b) of the Act.) 

Aged 
Blind 
Disabled 

The more restrictive categorical eligibility 
criteria are described below: 

(Financial criteria are described in AITACHMENT 
2.6-A). 

*Agency that determined eligibility for coverage 

TN No.: 04--010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFAID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 6b 
OMB NO.: 0938-

Statefferritory: __ ....:.;Mi=·=ss=is=s""ip"""'p=i ___ _ 

Agency* 

SSI 

1902(a) 
(lO)(A) 
(i)(II) 
and 1905 
(q) of 
the Act 

Citation(s) 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

14. Qualified severely impaired blind and disabled 
individuals under age 65, who--

a. For the month preceding the first month of 
eligibility under the requirements of section 
1905(q)(2) of the Act, received SSI, a State 
supplemental payment under section 1616 of the 
Act or under section 212 of PL. 93-66 or benefits 
under section 1619(a) of the Act and were eligible 
for Medicaid; or 

b. For the month of June 1987, were considered to be 
receiving SSI under section 1619(b) of the Act and 
were eligible for Medicaid. These individuals 
must--

(1) Continue to meet the criteria for 
blindness or have the disabling physical or 
mental Impairment under which the 
individual was found to be disabled; 

(2) Except for earnings, continue to meet all 
non-disability related requirements for 
eligibility for SSI benefits; 

*Agency that detennined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 22-A 
Page 6c 
OMB NO.: 0938-

Statefferritocy: --~M_i~s~sis~s~ip""'p""""i ___ _ 

Agency* Citation(s) 

SSI A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

(3) Have unearned income in amounts that would not cause 
them to be ineligible for a payment under section 1611(b) 
of the Act; 

( 4) Be seriously inhibited by the lack of Medicaid coverage in 
their ability to continue to work or obtain employment; and 

(5) Have earnings that are not sufficient to provide for himself 
or herself a reasonable equivalent of the Medicaid, SSI 
(including any Federally administered SSP), or public 
funded attendant care services that would be available if he 
or she did have such earnings. 

Ix I Not applicable with respect to individuals receiving 
only SSP because the State either does not make 
SSP payments or does not provide Medicaid to 
SSP-only recipients. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFAID: 7983E 



Revision: HCFA-PM-91-4 
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(BPD) ATTACHMENT 22-A 
Page 6d 
OMB NO.: 0938-

Statefferritory: ---=M=1=· s=si=ss=ip....,p.,.=i ___ _ 

Agency* 

SSI 

1619(b)(3) 
of the Act 

Citation(s) 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

I I The state applies more restrictive eligibility requirements 
for Medicaid than under SSI and under42 CFR 435.121. 
Individuals who qualify for benefits under section 1619(a) 
of the Act or individuals described above who meet the 
eligibility requirements for SSI benefits under section 
1619(b)(l) of the Act and who met the State's more 
restrictive requirements in the month before the month they 
qualified for SSI under section 1619(a) or met the 
requirements of section 1619(b)(l) of the Act are covered. 
Eligibility for these individuals continues as long as they 
continue to qualify for benefits under section 1619(a) of the 
Act or meet the SSI requirements under section 1619(b)(l) 
of the Act. 

*Agency that detennined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFAID: 7983E 
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(BPD) ATTACHMENT 2.2-A 
Page 6e 
OMB NO.: 0938-

State!f erritory: ---=M-=is==si=ss"""'ip"""p""""i ___ _ 

Agency* 

SSI 

1634(c) of 
the Act 

Citation(s) 

42 CFR 435.122 
Division of Medicaid 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

15. 

16. 

Except in States that apply more restrictive eligibility 
requirements for Medicaid than under SSI, blind or 
disabled individuals who--

a . Are at least 18 years of age; 

b. Lose SSI eligibility because they become entitled to 
OASDI child's benefits under section 202(d) of the 
Act or an increase in these benefits based on their 
disability. Medicaid eligibility for these individuals 
continues for as long as they would be eligible for 
SSI, absent their OASDI eligibility. 

c. The State applies more restrictive eligibility 
requirements than those under SSI, and part or all of 
the amount of the OAS DI benefit that caused 
SSIJSSP ineligibility and subsequent increases are 
deducted when deteIDlining the amount of 
countable income for categorically needy eligibility. 

d. The State applies more restrictive requirements than 
those under SSI, and none of the OASDI benefit is 
deducted in - determining the amount of countable 
income for categorically needy eligibility. 

Except in States that apply more restrictive eligibility 
requirements for Medicaid than under SSI, individuals who 
are ineligible for SSI or optional State supplements (if the 
agency provides Medicaid under S435230), because of 
requirements that do not apply under title XIX of the Act. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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Page 6f 
OMB NO.: 0938-

State!f erritory: - ---=-M=i=s=si=ss=ip...,.p==i ___ _ 

Agency* Citation( s) 

SSI A. 

42 CFR 435.130 
Dept. of Human Service 

42 CFR435.131 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

17. Individuals receiving mandatory State-supplements. 

18. Individuals who in December 1973 were eligible for 
Medicaid as an essential spouse and who have continued, 
as spouse, to live with and be essential to the well-being of 
a recipient of cash assistance. The recipient with whom the 
essential spouse is living continues to meet the December 
1973 eligibility requirements of the State's approved plan 
for OAA, AB, APTD, or AABD and the spouse continues 
to meet the December 1973 requirements for having his or 
her needs included in computing the cash payment. 

I I In December 1973, Medicaid coverage of the 
essential spouse was limited to the following 
group(s): 

_ Aged Blind Disabled 

Ix I Not applicable. In December 1973, the essential 
spouse was not eligible for Medicaid. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01101/05 

HCFA ID: 7983E 
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(BPD) ATTACHMENT 2.2-A 
Page 6g 
OMB NO.: 0938-

State/Territory: ---=M=is=s=is=si"'"p"""p1=-· ___ _ 

Agency* Citation(s) 

SSI 

42 CPR 435.132 
Division of Medicaid 

42 CPR 435 .133 
Division of Medicaid 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

19. 

20. 

Institutionalized individuals who were eligible for 
Medicaid in December 1973 as inpatients of title XIX 
medical institutions or residents of title XIX inter-mediate 
care facilities, if, for each consecutive month after 
December 1973, they--

a. Continue to meet the December 1973 Medicaid 
State Plan eligibility requirements; and 

b. Remain institutionalized; and 

c. Continue to need institutional care. 

Blind and disabled individuals who-

a. Meet all current requirements for Medicaid 
eligibility except the blindness or disability criteria; 
and 

b. Were eligible for Medicaid in December 1973 as 
blind or disabled; and 

c. For each consecutive month after December 1973 
continue to meet December 1973 eligibility criteria. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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OMB NO.: 0938-

Stateff erritory: ---=M-=is=s=is=s=ip"'"'p""'i ___ _ 

Agency* Citation(s) 

SSI 

42 C FR 435.134 
Division of Medicaid 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

21. Individuals who would be SSl/SSP eligible except for 
the increase in OASDI benefits underP. L. 92-336 (July 1, 
1972) who were entitled to OASDI in August 1972, and 
who were receiving cash assistance in August 1972. 

I I Includes persons who would have been eligible for 
cash assistance but had not applied in August 1972 
(this group was included in this State's August 1972 
plan). 

Ix I Includes persons who would have been eligible for 
cash assistance in August 1972 if not in a medical 
institution or intennediate care .facility (this group 
was included in this State's August 1972 plan). 

I I Not applicable with respect to intermediate care 
facilities; the State did or does not cover this 
service. 

*Agency that detennined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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(BPD) ATTACHMENT 2.2-A 
Page 8 
OMB NO.: 0938-

Statetrerritory: ---=M"-=is=s=is=si=p+-p=--i ___ _ 

Agency* Citation( s) 

SSI 

42 CFR 435.135 
Division of Medicaid 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

22. Individuals who 

a. Are receiving OASDI and were receiving SSI/SSP 
but becam6 ineligible for SSI/SSP after April 1977; 
and 

b. Would still be eligible for SSI or SSP if cost-of­
living increases in OASDI paid under section 215(i) 
of the Act received after the last month for which 
the individual was eligible for and received SSI/SSP 
and OASDI, concurrently, were deducted from 
mcome. 

Ix/ Not applicable with respect to individuals 
receiving only SSP because the State either 
does not make such payments or does not 
provide Medicaid to SSP-only recipients. 

I I Not applicable because the State applies 
more restrictive eligibility requirements than 
those under SSL 

I I The State applies more restrictive eligibility 
requirements than those under SSI and the 
amount of increase that caused SSI/SSP 
ineligibility and subsequent increases are 
deducted when determining the amount of 
countable income for categorically needy 
eligibility. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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OMB NO.: 0938-
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Agency* Citation(s) 

SSI 

1634 of the Act 
Division of Medicaid 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

23. Disabled widows and widowers who would be eligible for 
SSI or SSP except for the increase in their OASDI benefits 
as a result of the elimination of the reduction factor 
required by section 134 of P. L. 98-21 and who are deemed, 
for pwposes of title XIX, to be SSI beneficiaries or SSP 
beneficiaries for individuals who would be eligible for SSP 
only, under section 1634(b) of the Act. 

Ix/ Not applicable with respect to individuals receiving 
only SSP because the State either does not make 
these payments or does not provide Medicaid to 
SSP-only recipients . 

I I The State applies more restrictive eligibility 
standards than those under SSI and considers these 
individuals to have income equaling the SSI Federal 
benefit rate, or the SSP benefit rate for individuals 
who would be eligible for non-countable income for 
SSP only, when determining Medicaid categorically 
needy eligibility. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 
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Statefferritory: --~M~is=si=ss=i ... pp""""'i~---

Agency* Citation(s) 

SSI 
1634(d) of the Act 
Division of Medicaid 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

24. Disabled widows, disabled widowers, and disabled 
unmarried divorced spouses who had been married to the 
insured individual for a period of at least ten years before 
the divorce became effective, who have attained the age of 
50, who are receivin~ title II payments, and who because of 
the receipt of title II mcome lost eligibility for SSI or SSP 
which they received in the month prior to the month in 
which they began to receive title II payments, who would 
be eligible for SSI or SSP if the amount of the title II 
benefit were not counted as income, and who are not 
entitled to Medicare Part A. 

The State applies more restrictive eligibility 
requirements for its blind or disabled than those of 
the SSI program. 

In detem1ining eligibility as categorically needy, the 
State disregards the amount of the title II benefits 
identified in Section 1634(d)(l)(A) in determining 
the income of the individual, but does not disregard 
any more of this income than would reduce the 
individual's income to the SSI income standard. 

In determining eligibility as categorically needy, the 
State disregards only part of the amount of the 
benefits identified in S 1634(d)(l)(A) in determining 
the income of the individual, which amount would 
not reduce the individual 's income below the SSI 
income standard. The amount of these benefits to 
disregard is specified in Supplement 4 to 
Attachment 2.6-A. 

In determining eligibility as categorically needy, the 
State chooses not to deduct any of the benefit 
identified in S 1634(d)(l)(A) in determining the 
income of the individual. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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OMB NO: 0938-

State/ferritory: ---=-Mi=·=ss=i=ss=io ... o=i ___ _ 

Agency* Citation(s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

24a. Disabled widows and widowers and disabled surviving 
divorced spouses who would be eligible for SSI except for 
Division of Medicaid entitlement to an OAS DI benefit 
resulting would be eligible for SSI except for entitlement to 
an OASDI benefit, and who are deemed, for the purposes 
of title XIX, to be SSI recipients under 1634 of the Act. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 



Revision: 

State: Mississippi 

ATTACHMENT 2.2-A 
Page 9b 

Agency Citation(s) Groups Covered 

J 902(a)( I O)(E)(i), 
1905(p) and 
1860D-14(a)(3)(0) 
of the Act 

1902(a)( 1 O)(E)(ii), 
1905(p)(3)(A)(i), 
1905(p) and 
18600- J 4(a)(3)(D) 
of the Act 

TN No: 20 10 - 026 
Supersedes TN No. 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

24. 

25. 

04 - 010 

The State applies more restrictive eligibility standards than 
those under SSI and part or all of the amount of the benefit 
that caused SSI/SSP ineligibility and subsequent increases 
are deducted when determining the amount of countable 
income for categoricaJly needy eligibil ity. 

Qualified Medicare Beneficiaries --

a. Who are entitled to hospital insurance benefits under 
Medicare Part A, (but not pursuant to an enrollment under 

section 18 I 8A of the Act); 

b. Whose income does not exceed I 00 percent of the Federal 
poverty level; and 

c. Whose resources do not exceed three times the SSI resource 
limit, adjusted annually by the increase in the consumer 
price index. 

(Medical assistance for this group is limited to Medicare 
cost-sharing as defined in item 3.2 of this plan.) 

Qualified Disabled and Working Individuals --

a. Who are entitled to hospital insurance benefits under 
Medicare Part A under section l 8 l 8A of the Act; 

b. Whose income does not exceed 200 percent of the Federal 
poverty level; and 

Approval Date ~O 3 O !OIU Effective Date 04-0 1-2010 



Revision: 

Agency Citation(s) 

State: Mississippi 

Groups Covered 

A TI ACHMENT 2.2-A 
Page 9b. I 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

c. Whose resources do not exceed two times the SSI resource 
limit. 

d. Who are not otherwise eligible for medical assistance under 
Title XIX of the Act. 

(Medical assistance for this group is limited to Medicare Part A 
premiums under section l 818A of the Act.) 

I 902(a)( 1 O)(E)(iii), 
1905(p)(3)(A)(ii), and 
1860D-14(a)(3)(D) 
of the Act 

26. Specified Low-Income Medicare Beneficiaries --

TN No: 2010 - 026 
Supersedes TN No. 04 - 010 

Revision: 

a. Who are entitled to hospital insurance benefits under 
Medicare Part A (but not pursuant to an enrollment under 
section l 818A of the Act); 

b. whose income is greater than 100 percent but less than 120 
percent of the Federal poverty level; and 

c. Whose resources do not exceed three times the SSI resource 
limit, adjusted annually by the increase in the consumer 
price index. 

(Medical assistance for this group is limited to Medicare Part B 
premiums under section 1839 of the Act.) 

Approval_DateE. ~ •.! ;~ ;d Effective Date 04-01-2010 

ATTACHMENT 2.2-A 



Page 9b. 2 

State: Mississippi 

Agency Citation(s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

l 902(a)( I O)(E)(iv) 27. Qualifying Individuals --
and I 905(p)(3)(A)(ii) 
and 18600-14(a)(3)(0) 
of the Act 

TN No: 2010 - 026 
Supersedes TN No. 04 - 010 
Revision: 

a. Who are entitled to hospital insurance benefi ts under 
Medicare Part A (but not pursuant to an enrollment under 
section 1818A of the Act); 

b. whose income is at least 120 percent but less than 135 
percent of the Federal poverty level; 

c, Whose resources do not exceed three times the SSI resource 
limit, adjusted annually by the increase in the consumer 
price index. 

Approval_Dateiuo 9 o 2010 Effective Date 04-01-2010 
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ATIACHMENT 2.2-A 
Page 9c 
OMB No.: 0938-

State!ferritory: --~Mi~·~ss~i~ss_,,ip"""p~i _ __ _ 

Agency* 

N-A 

42CFR 
435210 
1902(a) 
(lO)(A)(ii) and 
1905(a) of 
the Act 

Citation(s) 

Section 1902 
(v)(l) (42 
U.S.C. 1396(a) 

42CFR 
435.211 
Division of Medicaid 

B. 

[] 

[x] 

Groups covered 

Optional Groups Other Than the Medically Needy 

1. 

2. 

Individuals described below who meet the income 
and resources requirements of AFDC, SSI, or an 
optional state supplement as specified in 42 CFR 
435.230, but who do not receive cash assistance. 

[] The plan covers all individuals as described above. 

[ ] The plan covers only the following group or groups 
of individuals: 

[] 

Aged 
Blind 
Disabled 
Caretaker relatives 
Pregnant women 

The plan covers individuals not receiving SSI 
who the State finds blind or disabled and who 
are determined otherwise eligible for assistance 
during the period of time prior to which a final 
determination of disability or blindness is made by 
Social Security Administration. The State applies 
the definitions of disability and blindness found in 
Section 1614 (a) of the Social Security Act. 

Individuals who would be eligible for AFDC, SSI or an 
optional State supplement as specified in 42 CFR 
435.230, if they were not in a medical institution. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 

[Superseded by SPA13-0019
N/A to MS 
effective 01-01-14]
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Revision: HCFA-PM-10 (MB) 
DECEMBER 1991 

ATTACHMENT 2.2-A 
Page 10 

State/ferritory: - --=-M=is=si=ss=ip"""p""""i _ _ _ _ 

Agency* Citation(s) 

IV-A 

42 CFR435212& 
1902(e)(2) of the 
Act, PL. 99-272 
(section 9517) P.L. 
101-508 (section 4732) 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

3. The State deems as eligible those individuals who 
became otherwise ineligible for Medicaid while enrolled 
in an HMO qualified under Title XIII of the Public 
Health Service Act or while enrolled in an entity 
described in section 1903(m)(2)(B)(l 1 l), (E) or (G) or 
1903(m)(6) of the Act, or a Competitive Medical Plan 
(CHP) with a Medicare contract under section 1876 of the 
Act, but who have been enrolled in the HMO or entity for 
leas than the minimum enrollment period listed below. The 
HMO or entity must have a risk contract as specified in 42 
CPR 434.20(a). Coverage under this section is limited to 
HMO services and family planning services described in 
section 1905(a)(4)(C). 

The State elects not to guarantee eligibility. 

The State elects to guarantee eligibility. The 
minimum enrollment period is _ months (not to 
exceed six). 

The State measures the minimum enrollment period 
from: 

The date beginning the period of enrollment in 
the HMO or other entity, without any interven­
ing disenrollment, regardless of Medicaid 
eligibility. 

The date beginning the period of enrollment in 
the HMO as a Medicaid patient (including 
periods when payment is made under this 
section), without any intervening disenrollment. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval J?ate: 03/14/05 Effective Date: 01101/05 

HCFA ID: 7983E 



Revision: HCFA-PM-10 (MB) 
DECEMBER 1991 

ATTACHMENT 22-A 
Page lOa 

State/f erritocy: ---=-Mi=· s=si=ss=ip.,_..p=i _ __ _ 

Agency* Citation(s) 

1903(M)(2)(F) 
of the Act, 
P.L. 98-369 
(section 2364), 
P.L. 99-272 
(section 9517), 
PL.101-508 
(section 4732) 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

The date beginning the last period of enrollment 
in the HMO as a Medicaid patient (not including 
periods when payment is made under this section), 
without any intervening disenrollment of periods of 
enrollment as a privately paying patient. (A new 
minimum eprollment period begins each time the 
individual becomes Medicaid eligible other than 
under this section.) 

The Medicaid Agency may elect to restrict the disenrollment 
rights of Medicaid enrollees of certain Federally qualified HM Os 
Competitive Medical Plans (CMPS) with Medicare contracts 
under section 1876 of the Act, and other organizations described 
in 42 CFR 434.27(d), in accordance with the regulations at 
42 CFR 434.27. This requirement applies unless a recipient can 
demonstrate good cause for disenrolling or if he/she moves out 
of the entity's service area or becomes ineligible. 

Disemollment rights are restricted for a period of _ 
months (not to exceed 6 months). 

During the first month of each enrollment period the 
recipient may disenroll without cause. The State will 
provide notification, at least twice per year, to recipients 
enrolled with such organization of their right to and 
restrictions of terminating such enrollment. 

No restrictions upon disenrollment rights. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01101/05 

HCFAID: 7983E 



Revision: HCFA-PM-10 (MB) 
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ATIACHMENT 2.2-A 
Page lOb 

Statefferritory: __ ~M=is=s=is=si=p_...p=--i _ __ _ 

Agency* Citation(s) 

1903(m)(2)(H), 
1902(a)(52) of 
the Act 
P.L. 101-508 
(section 4732) 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

In the case of individuals who have become ineligible for 
of Medicaid for the brief period described in section 
1903(m)(2)(H) and who were enrolled with an entity having a 
contract under section 1903(m) when they became ineligible, 
the Medicaid agency may elect to reenroll those individuals in the 
same entity if that entity still has a contract. 

The agency elects to reenroll the above individuals who are 
ineligible in a month but in the succeeding two months 
become eligible, into the same entity in which they were 
enrolled at the time eligibility was lost. 

The agency elects not to reenroll above individuals into the 
same entity in which they were previously enrolled. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 

Approval Date: 03/14/05 Effective Date: 01101105 

HCFA ID: 7983E 
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Agency* Citation(s) 

IV-A B. 

42 CPR 435.217 

Stateff erritory: Mississippi 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

4. A group or groups of individuals who would 
be eligible for Medicaid under the plan if they were 
in a NF or an ICF/MR, who but for the provision of 
home and community-based services under a waiver 
granted under 42 CFR Part 441, Subpart G would 
require institutionalization, and who will receive 
home and community-based services under the 
waiver. The group or groups covered are listed in 
the waiver request. This option is effective on the 
effective date of the State's section 1915(c) waiver 
under which this group(s) is covered. In the event 
an existing 1915(c) waiver is amended to cover this 
group(s ), this option is effective on the effective 
date of the amendment. 

*Agency that determined eligibility for coverage 

lNNo.: 07-006 
Supersedes 
lNNo.: 04-010 

Approval Date: 09/25/07 Effective Date: 09/15/07 
HCF A ID: 7983E 



Revision: HCFA-PM-10 (MB) ATTACHMENT 2.2-A 
Page lla DECEMBER 1991 
OMB NO.: 0938-

State/Territory: Mississippi 

Agency* Citation(s) 

IV-A B. 
Division of 
Medicaid 

1902(a)(10) 
(A)(ii)(Vll) 
of the Act 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

I I 5. Individuals who would be eligible for 
Medicaid under the plan if they were in a 
medical institution, who are terminally 
ill, and who receive hospice care in 
accordance with a voluntary election 
described in section 1905( o) of the Act. 

I I The State covers all individuals as 
described above. 

I I The State covers only the following 
group or groups of individuals: 

of--

Aged 
Blind 
Disabled 
Individuals under the age 

21 
20 
19 
18 

Caretaker relatives 
Pregnant women 

*Agency that determined eligibility for coverage 

TN No.: 05-006 
Supersedes 
TN No.: 04-010 

Approval Date: 05/03/05 Effective Date: 05/01/05 

HCF A ID: 7983 
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(BPD) ATIACHMENT 2.2-A 
Page 12 
OMB NO.: 0938-

State!ferritocy: - - -=-M=-1=· s=si=ss=ipi;.J;p=i _ _ _ _ 

Agency* Citation( s) 

IV-A 

42 CFR 435 .220 

1902(a)(10)(A) 
(ii) and 1905(a) 
of the Act 

IV-A 
42 CFR 435.222 
1902(a)(10) 
(A)(ii) and 
1905(a)(i) of 
the Act 
Division of Medicaid 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

I I 6. 

7. 

Individuals who would be eligible for AFDC if 
their work-related child care costs were paid 
from earnings rather than by a State agency as a 
seivice expenditure. The State's AFDC plan 
deducts work-related child care costs from 
income to determine the amount of AFDC. 

I I The State covers all individuals as 
described above. 

I I The State covers only the following 
group or groups of individuals: 

Individuals under the ago of--
21 
20 
19 
18 

Caretaker relatives 
Pregnant woman 

Ix I a. All individuals who are not 
described in section 1902(a)(10) 
(A)(i) of the Act, who meet 
the incQme and resource 
requirements of the AFDC State 
plan, and who are under the age 
of 21 as indicated below. 

20 
19 

_x_ 18 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01101105 

HCFA ID: 7983E 
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Page 13 
OMB NO.: 0938-

State/Territory: ---=-M=i=s=si=ss=ip=p=i ___ _ 

Agency* Citation(s) 

IV-A 

42 CFR 435.222 
Dept. of Human 
Services 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

Ix I b. Reasonable classifications of individuals 
described in (a) above, as follows: 

..x.. (1) Individuals for whom public agencies are 
assuming full or partial financial 
responsibility and who are: 

(2) 

(a) 

(b) 

(c) 

in foster homes (and are under 
the age of 21 ). 
in private institutions (and are 
under the age of 21 ) . 
in addition to the group under 
b.(l)(a) and (b), individuals 
placed in foster homes or 
private institutions by private, 
nonprofit agencies (and are 
under the age of_ ) . 

Individuals in adoptions subsidized 
in full or part by a public agency 
(who are under the age of 21 ) . 

(3) Individuals in NFs (who are under 
the age of_ ). NF services are provided 
under this plan. 

(4) In addition to the group under 
(b)(3), individuals in ICFS/MR (who are 
under the age of_). 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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OMB NO.: 0938-

Stateff erritory: ---=-Mi=· s=sis=s=iip"""p"""i ___ _ 

Agency* Citation(s) 

IV-A B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

(5) Individuals receiving active treatment as 
inpatients in psychiatric facilities or 
programs (who are under the age of_). 
Inpatient psychiatric services for individuals 
under age 21 are provided under this plan. 

_K_ (6) Other defined groups (and ages}, as 
specified in Supplement 1 of 
ATTACHMENT 2.2-A. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFAID: 7983E 
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OMB NO.: 0938-

Stateff erritory: - --=-M=i=ss=i=ss:.:.iip""'p=i _ __ _ 

Agency* 

IV-A 

1902(a)(10) 
(A)(ii)(VIII) 
of the Act 

Citation(s) 

Dept. of Human Services 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

Ix I 8. A child for whom there is in effect a State 
adoption assistance agreement (other than 
under title IV-E of the Act), who, as deter-
mined by the State adoption agency, cannot be 
placed for adoption without medical assistance 
because the child has special needs for medical or 
rehabilitative care, and who before execution of the 
agreement--

a. Was eligible for Medicaid under the State's 
approved Medicaid plan; or 

b. Would have been eligible for Medicaid if the 
standards and methodologies of the title 
IV-E foster care program were applied rather 
than the AFDC standards and 
methodologies. 

The State covers individuals under the age of-

K.. 21 
20 
19 
18 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TNNo.: 92-03 

Approval Date: 03/14/05 Effective Date: 01101105 

HCFA ID: 7983E 
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Page 14a 
OMB NO.: 0938-

State/Territory: --=M=i=ss=is=s1=&-· p""'"'pi'-----

Agency* Citation(s) 

42 CPR 435 .223 

1902(a)(10) 
(A)(ii) and 
1905(a) of 
the Act 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

9. Individuals described below who would be eligible 
for AFDC if coverage under the State's AFDC plan 
were as broad as allowed under title IV-A: 

Individuals under the age of--
21 
20 
19 
15 

Caretaker relatives 
Pregnant women 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No. 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFAID: 7983E 
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OMB NO.: 0938-

State!ferritory: --~M~is~s1=· s=si""p,.._p1~· _ _ _ _ 

Agency* Citation(s) 

SSI 
42 CFR 435.230 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

I I 10. States using SSI criteria with agreements under 
sections 1616 and 1634 of the Act 

The following groups of individuals who receive 
only a state supplementary payment (but no SSI 
payment) under an approved optional State 
supplementary payment program that meets the 
following conditions. The supplement is--

a. Based on need and paid in cash on a regular 
basis. 

b. Equal to the difference between the 
individual's countable income and the 
income standard used to determine 
eligioility for the supplement. 

c. Available to all individuals in the State. 

d. Paid to one or more of the classifications of 
individuals listed below, who would be 
eligible for SSI except for the level of their 
income. 

(1) All aged individuals. 
(2) All blind individuals. 
(3) All disabled individuals. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFAID: 7983E 
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OMB NO.: 0938-

Statefferritory: --"""""M=i=s=si=ss=ip.,_.p=i ___ _ 

Agency* Citation(s) 

SSI B. 
42 CFR 435-230 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

( 4) Aged individuals in domiciliary facilities or other 
group living. 

(5) Blind individuals in domiciliary facilities or other 
group living arrangements as defined under SSL 

(6) Disabled individuals in domiciliary facilities or 
other group living arrangements as defined under 
SSL 

(7) Individuals receiving a Federally administered 
optional State supplement that meets the conditions 
specified in 42 CFR 435.230. 

(8) Individuals receiving a State administered optional 
State supplement that meets the conditions specified 
in 42 CFR 435230. 

(9) Individuals in additional classifications approved by 
the Secretary as follows: 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 16a 
OMB NO.: 0938-

Stateff erritory: ---"Mi=· s=sis=s".:Jipt:..ip=i _ __ _ 

Agency* Citation(s) Groups Covered 

B . Optional Groups Other Than the Medically Needy 
(Continued) 

The supplement varies in income standard by political subdivisions 
according to cost-of-living differences. 

Yes 

No 

The standards for optional State supplementary payments are listed 
in Supplement 6 of ATTACHMENT 2.6-A. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 17 
OMB NO.: 0938-

Statetrenitory: ---=Mi=· s=si=ss""'"ip"""p"""i ___ _ 

Agency* Citation(s) 

42 CFR 435.121 
435.230 
1902(a)(l0) 
(A)(ii)(XI) 
of the Act 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

I I 11. Section 1902(0 States and SSI criteria States 
without agreements under section 1616 or 1634 
of the Act. 

The following groups of individuals who receive a 
State supplementary payment under an approved 
optional State supplementary payment program that 
meets the following conditions. The supplement 
is--

a. Based on need and paid in cash on a regular 
basis. 

b. Equal to the difference between the 
individual's countable income and the 
income standard used to determine 
eligibility for the supplement. 

c. Available to all individuals in each 
classification and available on a Statewide 
basis. 

d. Paid to one or more of the classifications of 
individuals listed below: 

(1) All aged individuals. 

(2) All blind individuals. 

(3) All disabled individuals. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) 

Stateff errito:ry: ---"M==is=si=ss=ip"'"oi;...:i'-----

ATTACHMENT 22-A 
Page 18 
OMB NO.: 0938-

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

(4) Aged individuals in 
domiciliary facilities or other 
group living arrangements as 
defined under SSI. 

(5) Blind individuals in 
domiciliary facilities or other 
group living arrangements as 
defined under SSL 

(6) Disabled individuals in 
domiciliary facilities or other 
group living arrangements as 
defined under SSI. 

(7) Individuals receiving 
federally administered 
optional State supplement 
that meets the conditions 
specified in 42 CFR 435130. 

(8) Individuals receiving a State 
administered optional State 
supplement that meets the 
conditions specified in 42 
CFR 435.230. 

(9) Individuals in additional 
classifications approved by 
the Secretary as follows: 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01101105 

HCFAID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 22-A 
Page 18a 
O:MB NO.: 0938-

State/Territory: ___ Mi~· s~sis~s'"""'ip.._.p"""""i ___ _ 

Agency* Citation(s) Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

The supplement varies in income standard by political subdivisions 
according to cost-of-living differences. 

Yes 

No 

The standards for optional State supplementary payments are 
listed in Supplement 6 to ATTACHMENT 2.6-A. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983£ 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATIACHMENT 22-A 
Page 19 
OMB NO.: 0938-

State!ferritocy: ___ Mi~· s~sis~s=iP .... P'""""'i~---

Agency* Citation(s) 

SSI 
42 CFR435231 
1902(a)(10) 
(A)(ii)(V) 
Of the Act 
Division of Medicaid 

1902(a)(10)(A) 
(ii) and 1905(a) 
of the Act 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Contin~ed) 

Ix I 12. Individuals who are in inStitutions for at least 30 
consecutive days and who are eligible under a 
special income level. Eligibility begins on the 
first day of the 30-day period. These individuals 
meet the income standards specified in Supple­
ment 1 to ATIACHMENT 2 .6-A. 

I I The State covers all individuals as described above. 

Ix/ The State covers only the following group or groups 
of individuals: 

..x.. 

..x.. 

..x.. 

Aged 
Blind 
Disabled 
Individuals under the age of-

21 
20 
19 
18 

Caretaker relatives 
Pregnant women 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTAC1™ENT 22-A 
Page20 
OMB NO.: 0938-

State/Territory: --~M=i~ss~is=s~iP ..... P~i _ __ _ 

Agency* 

1902(e)(3) 
Of the Act 

Citation(s) 

Division of Medicaid 

IV-A 
1902(a)(10) 
(A)(ii)(IX) 
and 1902(1) 
of the Act 
Division of Medicaid 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

Ix/ 

/xi 

13. Certain disabled children age 18 or under who 
are living at home, who would be eligible for 
Medicaid under the plan if they were in a 
medical institution, and for whom the State bas 
made a determination as required fil!.der section 
1902(e)(3)(B) of the Act. 

*Medical institution 
Supplement 3 to ATTACHMENT 2-A describes the 
method that is used to determine the cost effective­
ness of caring for this group of disabled children 
at home. 

14. The following individuals who are not 
mandatory categorically needy whose 
income does not exceed the income level 
(established at amount above the mandatory 
level and not more than 185 percent of the 
Federal poverty income level) specified in 
Supplement 1 to ATTACHMENT 2 .6-A for a 
family of the same size, including the woman and 
unborn child or infant and who meet the resource 
standards specified in Supplement 2 to 
ATIACHMENT 2 .6-A: 

a. Women during pregnancy (and during the 
60-day period beginning on the last day of 
pregnancy); and 

b . Infants under one year of age. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 

[Superseded by SPA 13-0019 
S28 and S30
effective 01-01-14]
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Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 21 
OMB NO.: 0938-

Stateff erritory: - - -=-M=1=· s=sis=s::.:JiPt:.1P::.:.i _ __ _ 

Agency* Citation(s) 

N-A 
1902(a) 
(lO)(A) 
(ii)(IX) 
and 1902(1)(1) 
(D) of the Act 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

I I 15. The following individuals who are not 
mandatory categorically needy who have income 
that does not exceed the income level 
(established at an amount up to 100 percent 
of the Federal poverty level) specified in 
Supplement 1 to ATTACHMENT 2.6-A for a 
family of the same size. 

Children who are born after September 30, 1983 
and who have attained 6 years of age but have not 
attained-age 19* 

I I 7 years of age; or 
I I 8 years of age. 

*A mandatory coverage group under OBRA 1990. 

*Agency that determined eligibility for coverage 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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https://medicaid.ms.gov/wp-content/uploads/2014/01/SPA2013-0019.pdf


Revision: HCF A-PM-91 -4 
August 1991 

(BPD) A TT ACH1v1ENT 2.2-A 
Page22 
OMB NO.: 0938-

State: -----"-M=is~si=s=si_p..._p1~· __ 

Agency* Citation(s) 

l 902(a) 
(ii)(X) 
and 1902(m) 
(1) and (3) 
of the Act 

B. 

Groups Covered 

Optional Groups Otl1er Than the Medically Needy (Continued) 

16. Individuals--

a. Who are 65 years of age or older or are disabled, as 
detennined under Section 1614(a)(3) of the Act. Both 
aged and disabled individuals are covered under this 
eligibility group. 

b. Whose income does not exceed the income level (established 
at an amount up to 100 percent of the Federal income 
poverty level) specified in Supplement 1 to ATTACHMENT 
2.6-A for a family of the same size; and 

c. Whose resomces do not exceed the maximum amount 
allowed under SSI; under the State's more restrictive 
financial criteria; or under the State's medically needy 
program as specified in ATTACHMENT 2.6-A. 

*Agency that determines eligibility for coverage. 

TN No.: 05-014 
Supersedes 
TN No.: 05-005 

Approval Date: 03/15/06 

Date Received: I 2/16/05 

Effective Date: 01 /01/06 

HCF A ID: 7983 



Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.2-A 
Page 23 FEBRUARY 1992 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Statetrerritory: - --=Mi=·=ss=is=s1"""·p._pi"--- --

Citation(s) 

1902(a)(47) 
and 1920 of 
the Act 

TN No.: 04-010 
Supersedes 
TN No.: 01-04 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

17. Pregnant women who are determined by a 
qualified provider" (as defined in Sl920(b)(2) 
of the Act) based on preliminary information, to 
meet the highest applicable income criteria specified 
in this plan under ATTACHMENT 2.6-A and are 
therefore determined to be presumptively eligible 
during a presumptive eligibility period iii 
accordance with S 1920 of the Act. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-8 
OCTOBER 1991 

(MB) A'ITACHMENT 22-A 
Page23a 
ONIBNO.: 

Stateffenitory: __ ....::.M=1=· s=si=ss:::..::.ip"'"'p;;...::.i ___ _ 

Citation(s) 

1906 of the 
Act 

1902(a)(IO)(F) 
and 1902(u)(l) 
of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 92-16 

B. 

Groups Covered 

Optional Groups Other Than the Medically Needy 
(Continued) 

18. Individuals required to enroll in cost-effective employer­
based group health plans remain eligible for a minimum 
enrollment period of 11 months. 

19. Individuals entitled to elect COBRA continuation 
coverage and whose income as determined under 
Section 1612 of the Act for purposes of the SSI program, is 
no more than 100 percent of the Federal poverty level 
whose resources are no more than twice the SSI resource 
limit for an individual, and for whom the State determines 
that the cost of COBRA premiums is likely to be less than 
the Medicaid expenditures for an equivalent set of services. 
See Supplement 11 to Attachment 2.6-A. 

Approval Date: 03/14/05 Effective Date: 01101105 

HCFA ID: 7982E 



Revision: HCFA-PM-91-8 
OCTOBER 1991 

(MB) ATIACHMENT 2.2-A 
Page23b 
OMBNO.: 

Statefferritory: __ ...::.;M=i=ss=is=s~iP::+P:..::..i ___ _ 

Citation 

1902(a)(10)(A) 
(ii)(XIV) of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 98-05 

Groups Covered 

B. Optional Coverage Other Than the Medically Needy (Continued) 

19. Optional Targeted Low fucome Children who: 

a. are not eligible for Medicaid under any other 
optional or mandatory eligibility group or 
eligible as medically needy (without spend­
down liability); 

b. would not be eligible for Medicaid under the 
policies in the State's Medicaid plan as in 
effect on April 15, 1997 (other than because 
of the age expansion provided for in 
1902(1)(2)(D)); 

c. are not covered under a group health plan or 
other group health insurance (as such terms 
are defined in 2791 of the Public Health 
Service Act coverage) other than under a 
health insurance program in operation before 
July 1, 1997 offered by a State which 
re~eives no Federal funds for the program; 

d. have family income at or below: 

200 percent of the Federal poverty level 
for the size family involved, as revised 
annually in the Federal Register; or 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-8 
OCTOBER 1991 

(MB) ATTACHMENT 2.2-A 
Page 23c 
OMBNO.: 

State/Territory: ----'M=is=sis=s=ip=p=i-

Citation 

1902(e)(12) of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 01-04 

Groups Covered 

A percentage of the Federal poverty level, 
which is in excess of the "Medicaid 
applicable income level" (as defined in 
2110(b)(4) of the Act) but by no more than 
50 percentage points. 

The State covers: 

All children described above who 
are under age_ (18, 19) with 
family income at or below_ 
percent of the Federal poverty 
level. 

The following reasonable 
classifications of children described 
above who are under age _ (18, 19) 
with family income at or below the 
percent of the Federal poverty level 
specified for the classification: 

(ADD NARRATIVE 
DESCRIPTION(S) OF THE 
REASONABLE 
CIASSIFICA TION(S) AND THE 
PERCENT OF TIIE FEDERAL 
POVERTY LEVEL USED TO 
ESTABUSH EUGIBILITY FOR 
EACH CLASSIFICATION.) 

20. A child under age 19 (not to exceed age 19) who 
has been determined eligible is deemed to be 
eligible for a total of 12 months (not to exceed 
12 months) regardless of changes in circumstances 
other than attainment of the maximum age stated 
above. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7982E 

[Superseded by SPA 13-0019 
S54 effective 01-01-14]
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ATIACHMENT 2.2-A 
Page 23d 

State!f erritory: __ .:.:Mis.:::::·::::.:s:<!'is""'s~ip~p~i-

Citation 

1902A of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 01-04 

Groups Covered 

21. Children under age 19 who are determined by a 
"qualified entity" (as defined in 1920A(b)(3)(A)) 
based on preliminary information, to meet the 
highest applicable income criteria specified in this 
plan. -

The presumptive period begins on the day that the 
determination is made. If an application for 
Medicaid is filed on the child's behalf by the last 
day of the month following the month in which the 
detennination of presumptive eligibility was made, 
the presumptive period ends on the day that the 
State agency makes a determination of eligibility 
based on that application. If an application is not 
filed on the child's behalf by the last day of the 
month following the month the determination of 
presumptive eligibility was made, the presumptive 
period ends on that last day. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7982E 
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Revision: HCFA-PM-91-4 
1991 

(BPD) A TI ACJIMENT 2.2-A 
Page 23e 
OMB NO.: 0938-

State/Territory: --~M=i~ss=is=s"""iP ..... P~i-

Citation(s) 

1902(a)(10)(A) 
(ii)(XVIll) of 
the Act 
Division of Medicaid 

TN No.: 04-010 
Supersedes 
TN No.: 01-16 

B. 

Groups Covered 

Optional Coverage Groups Other Than the 
Medically Needy (Continued) 

22. Women who: 

a. have been screened for breast or 
cervical cancer under the Centers 
for Disease Control and 
Prevention Breast and Cervical 
Center Early Detection Program 
established under title XV of the 
Public Health Service Act in 
accordance with the require­
ments of section 1504 of 
that Act and need treatment for 
breast or cervical cancer, 
including a precancerous 
condition of the breast or cervix; 

b. are not otherwise covered under 
creditable coverage, as defined 
in section 270l(c) of the Public 
Health Service Act; 

c. are not eligible for Medicaid 
under any mandatory 
categorically needy eligibility 
group, and, 

d. have not attained age 65. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
1991 

(BPD) AITACHMENT 2.2-A 
Page 23f 
O.MB NO.: 0938-

State/Territory: _ __ Mi_._ss_is~s_.ip_p_i_ 

Citation(s) 

1902A(b) of the Act 
Division of Medicaid 

1902(a)(10)(A) 
(ii)(XIII) of 
the Act 
Division of Medicaid 

TN No.: 04-010 
Supersedes 
TN No.: 01-16 

B. 

Groups Covered 

Optional Coverage Groups Other Than the 
Medically Needy (Continued) 

_x_ 23. Women who are determined by a "qualified 
entity" (as defined in 1902A(b)) based on 
preliminary information, to be a woman described 
in 1902(a)(lO)(A)(ii)(XVIll) of the Act related to 
certain breast and cervical patients. 

The presumptive period begins on the first day 
of the month that the determination is made. The 
period ends on the date that the State makes a 
determination with respect to the woman's 
eligibility for Medicaid, or if the woman does not 
apply for Medicaid (or a Medicaid application was 
not made on her behalf) by the last day of the month 
following the month in which the determination of 
presumptive eligibility was made, the presumptive 
period ends on that last day. 

24. Disabled individuals whose net family income 
is below 250 percent of the Federal poverty 
level for a family of the size involved and who, 
except for earned income, meet all criteria for 
receiving benefits under the SSI program. See Page 
12c of Attachment 2.6-A. 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 

[Superseded by SPA 13-0019 S28
effective 01-01-14]
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Revision: HCFA-PM-91-4 
1991 

(BPD) ATTACHMENT 2.2-A 
Page23g 
OMB NO.: 0938-

State/Territory: -~Mi~· s~s1~· s~si__,pp'"""i_ 

Citation(s) 

1902(a)(10)(A) 
(ii)(XVIl) of the 
Act 
Division of Medicaid 

TN No.: 04-010 
Supersedes 
TN No.: 01-16 

B. 

Groups Covered 

Optional Coverage Groups Other Than the 
Medically Needy (Continued) 

25. Independent foster care adolescents who 
are in foster care under the responsibility 
of the Department of Human Services on 
their 18th birthday. Medicaid eligibility 
continues until age 21 without regard to 
income or resources. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 
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Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) AITACHMENT2.2-A 
Page24 
OMB NO.: 0938-

State!ferritory: __ Mi~· s=sis=· =sip...,p=i-

Agency* 

42 CFR435.301 

1902(e) of the 
Act 

1902(a)(10) 
(C)(ii)(I) 
of the Act 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Citation(s) 

C. 

Groups Covered 

Optional Coverage of the Medically Needy 

This plan includes the medically needy. 

Ix I No. 

I I Yes. This plan covers: 

1. Pregnant women who, except for income and/or 
resources , would be eligible as categorically needy 
under title XIX of the Act. 

2. 

3. 

Women who, while pregnant, were eligible 
for and have applied for Medicaid and receive 
Medicaid as medically needy under the approved 
State Plan on the date the pregnancy ends. These 
women continue to be eligiole, as though they were 
pregnant, for all pregnancy-related and postpartum 
services under the plan for a 60-day period, 
beginning with the date the pregnancy ends, and any 
remaining days in the month in which the 60th day 
falls. 

Individuals under age 18 who, but for 
income and/or resources, would be eligible 
under section 1902(a)(10)(A)(i) of the Act. 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFAID: 7983E 



Revision: 

Agency* 

HCFA-PM-91-4 
AUGUST 1991 

(BPD) 

State/f erritory: ---=-M=i=s=si=ss=ip""'pi:-:i,__ 

Citation(s) 

ATIACHMENT 2.2-A 
Page 25 
OMB NO.: 0938-

Groups Covered 

C. Optional Coverage of the Medically Needy (Continued) 

N-A 
1902(e)(4) of 
the Act 

N-A 
42 CFR 435 308 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

4. 

5. 

Newborn children born on or after October 1, 
1984 to a woman who is eligible as medically 
needy and is receiving Medicaid on the date of the 
child's birth. The child is deemed to have-applied 
and been found eligible for Medicaid on the date of 
birth and remains eligible for one year so long as the 
woman remains eligible and the child is a member 
of the woman's household. 

II a. 

II b. 

Financially eligible individuals who 
are not described in section C.3. 
above and who are under the age 
of-

21 
20 
19 
18 or under age 19 who are 
full-time students in a 
secondary school or in the 
equivalent level of vocational 
or technical training 

Reasonable classifications of 
financially eligible individuals under 
the ages of21, 20, 19, or 18 as 
specified below: 

(1) 

(a) 

(b) 

Individuals for whom 
public agencies are 
assuming full or 
partial financial 
responsibility and 
who are: 

In foster homes (and 
are under the age of 
_). 

In private institutions 
(and are under the age 
of_). 

Approval Date: 03/14/05 Effective Date: 01/01105 

HCFA ID: 7983E 

[Superseded by SPA 13-0019 N/A to MS
effective 01-01-14]
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Revision: 

Agency* 

HCFA-PM-91-4 
AUGUST 1991 

(BPD) 

State/Territory: --=M=is=s=is=s1~·p""'p-=--i _ 

Citation(s) 

ATTACHMENT 2.2-A 
Page 25a 
OMB NO.: 0938-

Groups Covered 

C. Optional Coverage for the Medically Needy (Continued) 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

Approval Date: 03/14/05 

(c) In addition to the 
group under b.(l)(a) 
and (b), individuals 
placed in foster 
homes or private 
institutions by private, 
nonprofit agencies 
(and are under the age 
of_J. 

(2) Individuals in adop­
tions subsidized in 
full or part by a public 
agency (who are 
under the age of _J. 

(3) Individuals in NFs 
(who are under the 
ageof_).NF 
services are provided 
under this plan. 

( 4) In addition to the 
group under (b )(3), 
individuals in 
ICF/MR (who are 
under the age of _J. 

Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: 

Agency* 

HCFA-PM-91-4 
AUGUST 1991 

Stateff erritory: _ _ M~is~sis~s'""""iP ..... P~i-

Citation(s) 

ATTACHMENT 22-A 
Page 26 
OMB NO.: 0938-

Groups Covered 

C. Optional Coverage for the Medically Needy (Continued) 

TNNo.: 04-010 
Supersedes 
TN No.: 

Approval Date: 03/14/05 

(5) Individuals receiving 
active treatment as 
inpatients in 
psychiatric facilities 
or programs (who are 
under the age 
of_). Inpatient 
psychiatric services 
for individuals under 
age 21 are provided 
under this plan. 

( 6) Other defined groups 
(and ages), as 
specified in 
Supplement 1 to 
ATTACHMENT 
22-A. 

Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-93-8 
October 1991 

(BPD) ATIACHMENT 2.2-A 
Page26a 
OMB NO: 0938-

State/Territory: __ M=is=s=is=s=ip:...,:p-=-i _ 

Agency* Citation(s) Groups Covered 

C. Optional Coverage for the Medically Needy (Continued) 

N-A 42CFR 435.310 

N-A 42CFR 435.320 
and 42CFR 435 .330 

N-A 42CFR 435 .322 
and 42CFR 435 .330 

N-A 42CFR 435.324 
and 42CFR 435.330 

42CFR 435 .326 

42CFR 435.340 

1906 of the 
Act 

TN No.: 04-010 
Supersedes 
TN No.: 92-03 

6. 

7. 

8. 

9. 

10. 

11. 

Caretaker Relatives 

Aged Individuals 

Blind Individuals 

Disabled Individuals 

Individuals who would be ineligible if they were 
not enrolled in an HMO. Categorically needy 
individuals are covered under 42 CPR 435.212 and 
the same rules apply to medically needy individuals. 

Blind and disabled individuals who: 

a. meet all current requirements for Medicaid 
eligibility except the blindness or disability 
criteria; 

b. were eligible as medically needy in 
December 1973 as blind or disabled; and 

c. for each consecutive month after December 
1973 continue to meet the December 1973 
eligibility" criteria. 

12. Individuals required to enroll in cost effective 
employer-based group health plans remain eligible 
for a minimum enrollment period of_ months. 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Attachment 2.2-A 
Page27 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Mississippi 

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE 
PRESCRIPTION DRUG LOW-INCOME SUBSIDIES 

Agency 

1935(a) and 1902(a)(66) 

42 CFR 423.774 and 
423.904 

TN No.: 05-010 
Supersedes 
TNNo.: New 

Citation (s) Groups Covered 

The agency provides for making Medicare prescription 
drug Low Income Subsidy determinations under Section 
1935(a) of the Social Security Act. 

1. The agency makes determinations of eligibility for 
premium and cost-sharing subsidies under and in 
accordance with section 1860D-14 of the Social 
Security Act; 

2. The agency provides for informing the Secretary of 
such determinations in cases in which such eligibility is 
established or redetermined; 

3. The agency provides for screening of individuals for 
Medicare cost-sharing described in Section 1905(p)(3) 
of the Act and offering enrollment to eligible 
individuals under the State plan or under a waiver of the 
State plan. 

Date Received: 06/30/05 
Date Approved: 10/24/05 
Effective Date: 07 /01/05 



Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT 1 TO 
AUGUST  1991 ATTACHMENT 2.2-A 

Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:    Mississippi

REASONABLE CLASSIFICATIONS OF INDIVIDUALS UNDER 
THE AGE OF 21, 20, 19, AND 18 

7.b(6) Other defined groups: 

Division of Medicaid  1. Individuals making a transition from foster care to
independent living arrangements (who are under 21 years of 
age), with all or part of their maintenance costs paid by a 
public agency of this state. 

2. Pregnant minors under the age of 19 who live with or
separately from parent(s) who are not otherwise eligible in any 
mandatory or optional categorically needy covered group that 
provides full Medicaid coverage. 

______________________________________________________________________________
TN No.   2013-017______ Approval Date  11-19-13                Effective Date  12/31/2013
Supersedes
TN No.   2004-010                      HCFA ID:  7983E 
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State: Mississippi                                   §1915(i) State Plan HCBS                          State Plan Attachment 2.2-A  
 

TN#: 18-0006                                              Received: 4/27/18 
Supersedes                       Approved: 9/18/18  
TN#: New              Effective: 11/01/2018 
   

Groups Covered  
Optional Groups other than the Medically Needy  
 
In addition to providing State plan HCBS to individuals described in 1915(i)(1), the state may also 
cover the optional categorically needy eligibility group of individuals described in 
1902(a)(10)(A)(ii)(XXII) who are eligible for HCBS under the needs-based criteria established under 
1915(i)(1)(A) and have income that does not exceed 150% of the FPL, or who are eligible for HCBS 
under a waiver approved for the state under Section 1915(c), (d) or (e) or Section 1115 (even if they 
are not receiving such services), and who do not have income that exceeds 300% of the supplemental 
security income benefit rate. See 42 CFR § 435.219.  (Select one):  
 
   No.  Does not apply.  State does not cover optional categorically needy groups. 
 
   Yes.  State covers the following optional categorically needy groups. 
 (Select all that apply): 
 

(a)    Individuals not otherwise eligible for Medicaid who meet the needs-based criteria of the 
1915(i) benefit, have income that does not exceed 150% of the federal poverty level, and 
will receive 1915(i) services. There is no resource test for this group. Methodology used: 
(Select one): 

  
   SSI.  The state uses the following less restrictive 1902(r)(2) income disregards for 

this group. (Describe, if any): 
 

 
 

 
  OTHER (describe):      

 
 

 
 

(b)   Individuals who are eligible for home and community-based services under a waiver 
approved for the State under section 1915(c), (d) or (e) (even if they are not receiving such 
services), and who do not have income that exceeds 300% of the supplemental security 
income benefit rate.  
Income limit:  (Select one): 

 
   300% of the SSI/FBR 
 
   Less than 300% of the SSI/FBR (Specify):  _____% 
 
 



State: Mississippi                                   §1915(i) State Plan HCBS                          State Plan Attachment 2.2-A  
 

TN#: 18-0006                                              Received: 4/27/18 
Supersedes                       Approved: 9/18/18  
TN#: New              Effective: 11/01/2018 
   

Specify the applicable 1915(c), (d), or (e) waiver or waivers for which these 
individuals would be eligible: (Specify waiver name(s) and number(s)): 

 
 

 
(c)   Individuals eligible for 1915(c), (d) or (e) -like services under an approved 1115 waiver.  

The income and resource standards and methodologies are the same as the applicable 
approved 1115 waiver. 

Specify the 1115 waiver demonstration or demonstrations for which these individuals 
would be eligible. (Specify demonstration name(s) and number(s)): 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Revision: HCFA-PM-91-4 (BPD) 
1991 

SUPPLEMENT 3 TO ATTACHMENT 2.2-A 
Page 1 
OMB NO. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: ___ __;;Mis.;,;;;·;.;;...;;;s.;;;;;is;;..;;s~i ... p ..... p.;,;;;i _____ _ 

Method for Determining Cost Effectiveness of Caring for 
Certain Disabled Children At Home 

The method for determining cost effectiveness is through comparison of the 
financial data compiled on the costs of the "disabled children at home" category 
to the nursing facility services costs as reflected and substantiated through 
MAM reports from the MARS reporting system. Cost effectiveness does exist 
as there is no vendor payment for nursing facility services for these children, 
and the children are eligible for the medical services that all other Medicaid­
eligible children receive regardless of their category of eligibility. 

Financial data for each child will be reviewed and compared periodically by 
utilizing the cost-effectiveness plan described above. Since all eligible 
children under age 21 are entitled to expanded EPSDT services as mandated in 
OBRA '89, prior approvals are secured for those services which are in addition 
to the regular Medicaid program services . 

TN No. 92-03 
Supersedes 
TN No. NEW 

4-:19-93 

2-19-93 

Effective Date l - 1 - 9 2 

HCFA ID: 7983E 



Revision: ~CFA-PM-92 

FEBRl!AR! 1992 

. 

(MB) ATTACHMENT 2.6-A 
?age ::. 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

~LiGIBIL:7Y CONDITIONS AND REQUIREMENTS 

Citationls) Condition o r Requirement 

42 CFR Part: 435, 
Subpart G 

42 CFR Par-: 435, 
Subpar-: F 

1902 ( l ) o: '; he 
Act 

l 902(m) c: the 
Ac-.: 

TN No. 93-19 
Supersedes 
TN No. _9=2=---=0=3 __ _ 

I 

A. Genera l Conditions of Eligibility 

Each individual covered under the plan: 

Is financially eligible (using the methods and 
standards described in Parts B and c o f this 
Attachment) to receive services. 

2 . Meets the applicab l e non-financ ial eligibility 
conditions. 

a. :or the catego r ically needy: 

( i ) ~xcept as specified under i tems A.2 . a . ( ii ) 
and ( ~~~ ) below, for AFDC-~elated 
i ndividuals, meets the non- fina ncial 
eligibility conditions o f the AFDC 
p r ogram. 

( ii) For SSI-related individua ls, meets the 
non-financial c riteria of the SSI program 
o r more restrictive SSI-related 
categorica lly needy criteria . 

( iii) For financially eligible pregnant 
women, infants o r children covered under 
s ect ions 1902(a) ( l O)(A)(i)(IV), 
1902(a) (10) (A) (i) ( VI ), 
1902(a) (10) ( A) ( i) (VII), and 
1902(a)(10)(A)(ii) (IX) of the Act, meets 
the non-financial criteria of section 
:902( 1) o f the Act. 

( iv) For financ i al ly eligible aged and 
disabled individuals covered under section 
1902 ( a ) ( lO)(A)(ii) ( X) of the Act, meets 
the non-financial criteria of section 
1902(m) of the Act . 

3-7- 94 10- 1-93 
Effective Date Approval Date 

Date received 12- 8- 9 3 

[Superseded by SPA 13-0019 S25, S28 and S30
effective 01-01-14]

[Superseded by SPA 13-0019 S25, S28 and S30
effective 01-01-14]
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https://medicaid.ms.gov/wp-content/uploads/2014/01/SPA2013-0019.pdf
https://medicaid.ms.gov/wp-content/uploads/2014/01/SPA2013-0019.pdf


Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page la 
OMB No. : .0938-

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 

1902(m) of the 
Act 

TN No. 92-03 
Supersedes 
TN No. New 

State: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

(iv) For financially eligible aged and disabled 
individuals covered under section 
l902(a) (lO)(A)(ii) (X) of the Act, meets the 
non-financial criteria of section 1902(m) of 
the Act . 

Approval Date __ 4_-1_9_-_9_3_ Effective Date l - 1 - 9 2 

Date Received 1- 27 -92 HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 2 

Citation - -

1905(p) of the 
Act 

1905(s) of the 
Act 

42 CFR 435. 402 

Section 245A of the 
Immigration and 
the Nationality Act 

1902(a) and 
1903(v) of 
the Act and 
245A(h)(3)(B) 
of the Immigration 
and Nationality Act 

TN No . 92-03 
Supersedes 
TN No. 90-15 

OMB No. : 0938-

Condition or Requirement 

b. For the medically needy, meets the non-financial 
eligibility conditions of 42 CFR Part 435. 

c. For financially eligible qualified Medicare 
·beneficiaries covered under section 
1902(a)(lO)(E)(i) of the Act, meets the 
non-financial criteria of section 1905 (p) of the 
Act. 

d. For financially eligible qualified disabled and 
working individuals covered under section 
1902(a) (10) (E) (ii) of the Act, meets the 
non-financial criteria of section 1905(s). 

3 . Is residing in the United States and - -

a. Is a citizen; 

b. Is an alien lawfully admitted for permanent 
residence or otherwise permanently residing in 
United States under color of law, as defined in 
42 CFR 435 . 408; 

c. Is an alien granted lawful temporary resident 
status under section 245A and 21 OA of the 
Immigration and Nationality Act if the individual 
is aged, blind, or disabled as defined in section 
1614(a)(l) of the Act, under 18 years of age 
or a Cuban/Haitian entrant as defined in section 
50l(e)(l) and (2)(A) of P.L. 96-422; 

Approval Date __ 4_-_1_9-_9_3_ Effective Date 1 - 1 - 9 2 

Date Received 1- 27 -92 HCFA ID: 7985E ------

[Superseded by SPA 13-0023 S89
effective 01-01-14]
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Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 3 

OMB No. : 0938-
State: ________ Mis_._s_is_s ..... ip._.p._1_· ------

Citation 

42 CFR 435. 403 
1902(b) of the 
Act 

TN No. 92-03 
Supersedes 
TN No. 87-9 

Condition or Requirement 

d. Is an alien granted lawful temporary resident 
status under section 210 of the Immigration and 
Nationality Act not within the scope of c. above 
icoverage must be restricted to certain 
emergency services during the five-year period 
beginning on the date the alien was granted such 
status); or 

e. Is an alien who is not lawfully admitted for 
permanent residence or otherwise permanently 
residing in the United States under color of law 
(coverage must be restricted to certain 
emergency services) . 

4. Is a resident of the State, regardless of whether 
or not the individual maintains the residence 
permanently or maintains it at a fixed address. 

I I State has interstate residency agreement with 
the following States : 

I I State has open agreement(s). 

I I Not applicable; no residency requirement. 

Approval Date __ 4_-1_9_-_9_3_ 

Date Received _ ..... 1._-_2_2_,..g_2_ 

Effective Date 1 - 1 - 9 2 

HCFA ID: 7985E 

[Superseded by SPA 13-0022 
effective 01-01-14]

[Superseded by SPA 13-0023 S89
effective 01-01-14]
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Revision: HCFA-PM-91-8 
October 1991 

(BPD) ATTACHMENT 2.6-A 
Page 3a 

Citation 

435 . 1008 

42 CFR 435 .1008 
1905 (a) of the 
Act 

433 .145 
435 .604 
1912ofthe 
Act 

42 CFR 435.910 

TN No. 92-03 
Supersedes 
TN No. New 

OM:B No. : 0938-

Condition or Requirement 

5. a. Is not an inmate of a public institution. Public 
institutions do not include medical institutions, 
nursing facilities, and intermediate care facility 
for the mentally retarded , or publicly operated 

·community residences that serve no more than 16 
residents, or certain child care institutions . 

b. Is not a patient under age 65 in an institution 
for mental diseases except as an inpatient under 
age 22 receiving active treatment in an 
accredited psychiatric facility or program. 

I I Not applicable with ... ~spect to individuals 
under age 22 in psychiatric facilities or 
programs. Such services are not provided 
under the plan. 

6. Is required, as a condition of eligibility, to 
assign rights to medical support and to payments 
for medical care from any third party, to 
cooperate in obtaining such support and payments, 
and to cooperate in identifying and providing 
information to assist in pursuing any liable third 
party. The assignment of rights obtained from an 
applicant or recipient is effective only for services 
that are reimbursed by Medicaid. The requirements 
of 42 CFR 433 .146 through 433 .148 are met. 

1:£1 Assignment of rights is automatic because of 
State law . 

7. Is required, as a condition of eligibility, to furnish 
his/her social security account number (or numbers, 
if he/she has more than one number), except for 
aliens seeking medical assistance for the treatment of 
an emergency medical condition under Section 
1903(v)(2) of the Social Security Act (Section 
1137[f]) and newborn children who are eligible 
under Section 1902(e)(4). 

Approval Date __ 4_-_19_-_9_3_ Effective Date 1 - 1- 9 2 

Date Received l-27-92 HCFA ID: 7985E ------



Revision: HCFA-PM-91-a 
October 1991 

(MB) ATTACHMENT 2 .6-A 
Page 3a.l 
OMS No. : 0938-

State/Territory: Mississjppi 

Citation 

42 CFR 435.910 

TN No. 93-20 
Supersedes 

TN No. ........N .... e...,w.__ __ 

Condition or Requirement 

An applicant or recipient must also cooperate in 
es.tablishing the paternity of any eligible child and in 
obtaining medical support and payments for him.self or 
herself and any other person who is eligible for 
Medicaid and on whose behalf the individual can make an 
assignment: except that individuals described in 
Sl902(l )(l)(A) of the Social Security Act (preqnant 
women and women in the post-partum period) are exempt 
from these requirements involving paternity and 
obtaining support. Any individual may be exempt from 
the cooperation requirements by demonstrating good cause 
for refusing to cooperate. 

An applicant or recipient must also cooperate in 
identifying any third party who may be liable to pay for 
care that is covered under the State plan and providing 
information to assist in pursuing these third parties. 
Any individual may be exempt from the cooperation 
requirements by demonstrating good cause for refusing to 
cooperate. 

LJ/ Assignment of rights is automatic because of State 
law. 

7. Is required, as a condition of eligibility, to furnish 
his/her social security account number (or numbers , if 
he/she has more than one nwnber) • 

Approval Date 
1-31-94 

Effective Date 
10-1-93 

Date received 12-8-93 
------ HCFA ID: 79 SSE 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2. 6-A 
Page 3b 

Citation 

1902(c)(2) 

1902(e) (10) (A) 
and (B) of the Act 

TN No. 92-03 
Supersedes 
TN No. New 

OMB No. : 0938-

Condition or Requirement 

8. Is not required to apply for AFDC benefits under 
title IV-A as a condition of applying for, or 
receiving, Medicaid if the individual is a pregnant 
woman, infant, or child that the State elects to cover 
under sections 1902(a) (lO)(A)(i)(IV) and 
190f(a) (10) (A) (ii) (IX) of the Act. 

9. Is not required, as an individual child or pregnant 
woman, to meet requirements under section 
402(a)( 43) of the Act to be in certain living 
arrangements. (Prior to terminating AFDC 
individuals who do not meet such requirements 
under a State's AFDC plan, the agency determines if 
they are otherwise eligible under the State's 
Medicaid plan.) 

Approval Date 4-19-93 Effective Date ____ l -_l -_9_2_ 

Date Received 1_21 -9 2 HCF A ID: 7985E 
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Revision: HCFA-PM-91-8 
October 1991 

ATTACHMENT 2.6-A 
Page 3c 
OMB No.: 0938-

State/Territory: Mississippi 

Citation(s) 

1906 of the Act 

U.S. Supreme Court case 
New York State Department 
Of Soda/ Services v. Dub lino 

TNNo.: 05-014 
Supersedes 
TN No.: 92-16 

10. 

11. 

Condition or Requirement 

Is required to apply for enrollment in an 
employer-based cost-effective group health 
plan, if such plan is available to the 
individual. Enrollment is a condition of 
eligibility except for the individual who is 
unable to enroll on his/her own behalf 
(failure of a parent to enroll a child does not 
affect a child's eligibility). 

Is required to apply for coverage under 
Medicare Pai1s A, B and/or D if it is likely 
that the individual would meet the 
eligibility criteria for any or all of those 
programs, unless emollment would result in 
a Joss of coverage for non-Medicare 
dependent(s) in an employer-based cost­
effective health plan. The state agrees to 
pay ai1y applicable premiums and cost­
sharing (except those applicable under Part 
D) for individuals required to apply for 
Medicare. Application for Medicare is a 
condition of eligibility unless the state does 
not pay the Medicare premiums, deductibles 
or co-insurance (except those applicable 
under Part D) for persons covered by the 
Medicaid eligibility group under which the 
individual is applying. 

Approval Date: 03/ 15/06 Effective Date: 01/01 /06 

HCF A ID: 7985E 



Revision: HCF A-PM-97-2 
December 1997 

ATTACHMENT 2.6A 
Page4 
OMB No.:0938-0673 

State: Mississippi 

Citation Condition or Requirement 

1902( o) of the Act 

Bondi v Sullivan (SSI) 

1902(r)(l) o f the Act 

l 05/206 of P .L. l 00-3 83 

1.(a) of P.L. 103-286 

10405 of P.L. 101-239 

6(h)(2) of 
P.L. 101-426 

12005 of P.L. 103-66 

TNNo. q~-01-­
Supersedes 
TNNo. 92-03 

B. Posteligibility Treatment oflnstitutionalized Individuals' Incomes. 

1. The following items are not considered in the posteligibility 
process: 

a. SSI and SSP benefits paid under §161 l(e)(l)(E) and (G) of 
the Act to individuals who receive care in a hospital, nursing 
home, SNF, or ICF. 

b. Austrian Reparation Payments (pension (reparation) 
payments made under §500-506 of the Austrian General 
Social lflsurance Act). Applies only if State follows SSI 
program rules with respect to the payments. 

c. German Reparations Payments (reparation payments made 
by the Federal Republic of Germany). 

d. Japanese and Aleutian Restitution Payments 

e. Netherlands Reparation Payments based on Nazi, but not 
Japanese, persecution (during World War II) . 

f. Payments from the Agent Orange Settlement Fund or any other 
fund established pursuant to the settlement in the In re Agent 
Orange product liability litigation, M.D.L. No. 381 (E.D.N.Y.) 

g. Radiation E xposure Compensation. 

h. VA pensions limited to $90 per month under 3 8 
U.S.C. 5503 . 

Approval Date 5 /1 /qz Effective Date ( { { {Cl.<g 



Revision: HCFA-PM-97-2 
December 1997 

A TIACHMENT 2.6A 
Page 4a 
OMB No.:093 8-0673 

Stme: ---=-:M==is=si=s=si~PP~i.__ ____ __ 

Citation 

1924 of the Act 
435.725 
435.733 
435.832 

TN No. 2000-0 I 
Supersedes 
TNNo. 98-02 

2. 

Condition or Requirement 

The following monthly amounts for personal needs are deducted from 
total monthly income in the application of an institutionalized 
individual's or couple's income to the cost of institutionalized care: 

Personal Needs Allowance (PNA) of not less than $30 For 
Individuals and $60 For Couples For All Institutionalized Persons. 

a. Aged, blind, disabled: 
Individuals$ 44.00 
Couples $ __ _ 

For the following persons with greater need: 

$88 for individuals who participate in work activity and receive 
wages of $44 or less, and, 
Individuals who participate in work activity and receive wages in an 
amount greater than $44 are allowed a work allowance equal to 50% 
of the current SSI FBR for an individual less the $44 PNA. 

Supplement 12 to Attachment 2.6-A describes the greater need; 
describes the basis or formula for determining the deductible amount 
when a specific amount is not listed above; lists the criteria to be met; 
and, where appropriate, identifies the organizational unit which 
determines that a criterion is met. 

OCT 0 2 2000 
Approval Date ____ _ Effective Date 07/01/00 



Revision: 

Citation 

HCFA-PM-97-2 
December 1997 

State: -~M=is=si=s=si,.,,pp"'"'i'-----

Condition or Requirement 

b. AFDC related: 
Children$ 44.00 
Adults $ 44.00 

ATTACHMENT 2.6A 
Page 4b 
OMB No.:0938-0673 

For the following persons with greater need: 

$88 for individuals who participate in work activity and receive 
wages of $44 or less, and, 
Individuals who participate in work activity and receive wages in an 
amount greater than $44 are allowed a work allowance equal to 50% 
of the current SSI FBR for an individual less the $44 PNA. 

Supplement 12 to Attachment 2.6-A describes the greater need; 
describes the basis or formula for determining the deductible amount 
when a specific amount is not listed above; lists the criteria to be met; 
and, where appropriate, identifies the organizational unit which 
determines that a criterion is met. 

c. Individual under age 21 covered in the plan as specified in Item 
B.7 of Attachment 2.2-A $ 44.00 

For the following persons with greater need: 

$88 for individuals who participate in work activity and receive 
wages of $44 or less, and, 
Individuals who participate in work activity and receive wages in an 
amount greater than $44 are allowed a work allowance equal to 50% 
of the current SSI FBR for an individual less the $44 PNA. 

TN No. 2000-01 
OCT 0 2 2000 

Supersedes Approval Date ___ _ Effectiv e Date 07/01/00 
TNNo. 98-02 



Revision: HCF A-PM-97-2 
December 1997 

ATTACHMENT 2 .6A 
Page 4c 
OMB No.:0938-0673 

State: -~M=is=si=s=si=pp,,,,_1=-· ___ _ 

Citation 

1924 of the Act 3. 

TN No. 2000-01 
Supersedes 
TNNo. 98-02 

Condition or Requirement 

Supplement 12 to Attachment 2.6-A describes the greater need; 
describes the basis or formula for detennining the deductible amount 
when a specific amount is not listed above; lists the criteria to be met; . 
and, where appropriate, identifies the organizational unit which 
determines that a criterion is met. 

In addition to the amouri.ts under item 2., the following monthly 
amounts are deducted from the remaining income of an 
institutionalized individual with a community spouse. 

a. The monthly income allowance for the community spouse, 
calculated using the formula in. § 1924( d)(2), is the amount by 
which the maintenance needs standard exceeds the community . 
spouse's income. The maintenance needs standard cannot exceed 
the maximum· prescribed in § 1942( d)(3 )(C). The maintenance 
needs standard consists of a poverty level component plus an 
excess shelter allowance. 

The poverty level component is calculated using the 
applicable percentage (set out § 1942( d)(3)(B) of the Act) 
of the official poverty level. 

The poverty level component is calculated using a 
percentage greater than the applicable percentage, equal 
to __ % of the official poverty level (still subject to 
maximum maintenance needs standard). 

___K_ The maintenance needs standard for all community 
spouses is set at the maximum . permitted by § 1924 
(d)(3)(C). 

or.-r G ~ LGGJ 
Approval Date _ v _: __ _ Effective Date 07/01/00 



Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6A 
Page4d 
OMB No.:093 8-0673 

State: ---=-Mi=· s=si=ss=i~PJ?lli<'i,__ __ _ 

Citation 

TNNo. 2000-01 
Supersedes 
TNNo. 98-02 

Condition or Requirement 

Except that, when applicable, the State will set the community 
spouse's monthly income allowance at the amount by which 
exceptional maintenance needs, established at a fair hearing, 
exceed the community spouse's income, or at the amount of any 
court-ordered support. 

In determining any excess shelter allowance, utility expenses are 
calculated using: 

the standard utility allowance under §S(e) of the Food 
Stamp Act of 1977; or, 

the actual unreimbursable amount of the community 
spouse's utility expenses less any portion of such amount 
included in condominium or cooperative charges. 

b. The monthly income allowance for other dependent family 
members living with the community spouse is: 

_ x_ one-third of the amount by which the poverty level 
component (calculated under § 1924(d)(3)(A)(i) of the 
Act, using the applicable percentage specified in 
§ 1924( d)(3 )(B )) exceeds the dependent family member's 
monthly income. 

a greater amount calculated as follows: 

The following definition is used in lieu of th.e definition provided 
by the Secretary to determine the dependency of family members 
under § 1924( d)(l) 

OCT 0 2 ZOOO 
Approval Date ___ _ Effective Date 07/01 /00 
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Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6A 
Page 4e 
OMB No.:0938-0673 

State: Mississippi 

Citation Conditi~1 or Requwement 

435.725 
435.733 
435.832 

TN No: 2008-003 
Supersedes 
TN No. 2000-01 

4. 

c. Amoun~ for health care expenses described below that are 
iacurred by and for the instltutienalized individual and are not 
subject to payments by a third party. 

(i) Medicaid~ Meditate and othe.r health insurance premiums, 
deduetibl~s or e<)insuran~e cMrges, or cop;iyments. 

(ii) Necessary medical. or remedial care recognized under 
State law, bllt not covered under the State plan. 
(Reasonable iimits on amQUDts ~e described in 
C"I , 't . "'\ .. .,.......,.. : ~-i'l• 1h, ;,,_., ~ r • 

In addition to any ~ounts deductible under the items above, the 
fo\low\ng monthly anwunts are deducted from the re1nainh1g nlOl\thly 
income of an institutionalized individual or an instirutionalized 
couple: 

a An amount for the maintenance needs of each member of a family 
living in the institutionalized individual's home with no 
conununity spouse living in the home. The amount must be based 
on a reasonable assessment of need but must not exceed the higher 
of the: 

AFDC level; or 
Meclically needy level: 

(Check one) 

__ AFDC levels in Supplement 1-A. 
. . .. --: "' · .. '

1 
• .. ~ .. .1.- ~~- - ~! :_1 s~~.;l.Zila.m ! 

-- • .. a:a 

-1L Other.: same as the mnnthly incotne allowance for other 
dependent f&mi]y members living with the community 
spouse. 

Approval Date: 11/24/08 Effective Date: 07/01 /08 

Date Received: 08/27108 



Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6A 
Page 4f 
OMB No.:0938-0673 

Stare: -~M:~is=s1=·s=si~P~P1~· ___ _ 

Citation 

435.725 
435.733 
435.832 

TN No. 2000-01 
Supersedes 
TNNo. 98-02 

5. 

Condition or Requirement 

b. Amounts for health care expenses described below that have not 
been deducted under 3.c. above (i.e., for an institutionalized :s,; 
individual with a community spouse), are incurred by and for the~;c.~ 
institutionalized individual or institutionalized couple, and are not 
subject to the payment by a third party: 

(i) Medicaid, Medicare, and other health insurance 
premiums, deductibles, or coinsurance charges, or 
copayments. 

(ii) Necessary medical or remedial care recognized under 
State _law but not covered under the State plan. 
(Reasonable limits on amount are described m 
Supplement 3 to ATTACHMENT 2.6-A) 

At the op ti on of the State, as specified below, the following is 
deducted from any remaining monthly income of an institutionalized 
individual or an institutionalized couple:. 

A monthly amount for the maintenance of the home of the individual 
or couple for not longer than 6 months if a physician has certified that 
the individual, or one member of the institutionalized couple, is likely 
to return to the home within that period: 

_x_ No 
Yes (the applicable amount is shown on page 5a.) 

Amount for maintenance of home is:$ ------

Amount for maintenance of home is the actual 
maintenance costs not to exceed $ ---

VCT o 2 2aoa 
Approval Date · Effective Date 07-01-00 



Revision: HCFA-PM-97-2 
December 1997 

ATTACHMENT 2.6A 
Page 4g 
OMB No.:0938-0673 

State: ---"'"Mi=·=ss=i=ss~iP~P=i ___ _ 

Citation 

TN No. 2000-01 
Supersedes 
TNNo. 98-02 

Condition or Requirement 

Amount for maintenance of home is deductible when 
countable income is detennined under § 1924( d)( 1) of the 
Act only if the· individual's home and the community 
spouse's home are different. 

_x_ Amount for maintenance of home is not deductible when 
countable income is determined under§ 1924( d)( 1) of the 
Act. 

Approval Date OCT 0 2 2000 Effective Date 07-01-00 



Revision: HCFA-PM-97-2 
December 1997 

State: Mississippi 

ATIACHMENT 2.6A 
Page 5 
O:MB No.:0938-0673 

Citation Condition or Requirement 

4.35.725 
435.733 
435.832 

435.725 
435.733 
435.832 

4. In addition to any amounts deductible under the items above, the following monthly 
amounts are deducted from the remaining monthly income of an institutionalized 
individual or an institutionalized couple: 

a. An amount for the maintenance needs of each member of a family living in the 
institutionalized individual's home with no community spouse living in the home. 
The amount must be based on· a reasonable assessment of need but must not 
exceed the higher of the: 

• AFDC level; or 
• Medically needy level: 

(Check one) 

_x_ AFDC levels in Supplement 1-A 
__ Medically needy level in Supplement 1 
__ Other: $ ______ _ 

b. Amounts for health care expenses described below that have not been deducted 
under 3. c. above (i.e., for an institutionalized individual with a community 
spouse), are incurred by and for the institutionalized individual or institutionalized 
couple, and are not subject to the payment by a third party: 

(i) Medicaid, Medicare, and other health insurance premiums, deductibles, or 
coinsurance charges, or copayments. 

(ii) Necessary medical or remedial care recognized under State law but not 
covered under the State plan. (Reasonable limits on amount are described in 
Supplement 3 to ATTACIDvfENT 2.6-A.) 

5. At the option of the State, as specified below, the following is deducted from any 
remammg monthly income of an institutionalized individual or an 
institutionalized couple: 

A monthly amount for the maintenance of the home of the individual or couple for 
not longer than 6 months if a physician has certified that the individual, or one 
member of the institutionalized couple, is likely to return to the home within that 
period: 

_x_ No 
Yes (the applicable amount is shown on page Sa.) 

TNNo. 9~-01, 
Supersedes Approval Date 6)1 )q~ 

, I 
Effective Date 

TN No. 92-03 
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Kevis1on: HC.t'A-J:'M-~7-2 

December 1997 

State: Mississippi 

Ar lACHMENT 2.6A 
Page Sa 
OMB No.:0938-0673 

Citation Condition or Requirement 

TN No. C\ g -oh. 
Supersedes 
TNNo. 92-03 

Amount for maintenance of home is: 
$ ____ _ 

Amount for maintenance of home is the actual 
maintenance costs not to exceed $ __ _ 

Amount for maintenance of home is deductible 
when countable income is determined under 
§1924(d)(l) of the Act only if the indiVidual's home 
and the community spouse's home are different. 

_x_ Amount for maintenance of home is not deductible 
when countable income is determined under 
§ 1924(d)(I) of the Act. 

Approval Date 5 (I )q~ Effective Date I { I J q [' 
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Revision: 3CFA-PM-92-l 
~EBRt:ARY 1992 

(MB) ATTACHMENT 2.6- A 
Page 6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state: Mjss j ssjppj 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) 

42 CFR 435 . 711 
435.721, 435 . 831 

TN No. 93-19 
Superse~d~-§~~~---

TN No. Yl-03 ------

Condition or Requirement 

C. Financial Eligibility 

For individuals who are AFDC or SSI recipients, the 
income and resource levels and methods for 
determining countable income and resources of the 
AFDC and SSI program apply, unless the plan provides 
for more restrictive levels and methods than SSI for 
SSI recipients under section l902(f) of the Act, or 
more liberal methods under section 1902(r)(2) of the 
Act, as specified below. 

For individuals who are not AFDC or SS! recipients in 
a non-section 1902(f) State and those who are deemed 
to be cash assistance recipients, the financial 
eligibility requirements specified in this section C 
apply. 

Suuplement l to ATTACHMENT 2 . 6-A specifies the income 
levels for mandatory a .nd optional categorically needy 
groups of individuals, including individuals with 
incomes related to the Federal income poverty 
level--pregnant women and infants or children covered 
under sections 1902(a)(l0)(A)(i ) (IV), 
1902(a)(10)(A)(i)(V!), 1902(a) (lO)(A)(i) (VII), and 
1902(a)(10)(A)(ii)(!X) of the Act and aged and 
disabled individuals covered under section 
1902(a) (lO){A)(ii)(X) of the Act- -and for mandatory 
groups of qualified Medicare beneficiaries covered 
under section 1902(a) (lO)(E)(i) of the Act. 

Approval Date 
Date Received 

3-7-94 

12-8-93 
Effective Date 

10-1-93 

[Superseded by SPA 13-0019 
S25, S28 and S30 
effective 01-01-14]
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https://medicaid.ms.gov/wp-content/uploads/2014/01/SPA2013-0019.pdf


·~ision: HCFA-PM-95-5 (ME) ATTACHMENT 2.6-A 
Page 6a 10/95 

State: Mississippi 

Citation Condition or Requirement 

...x_ Supplement 2 to ATTACHMENT 2.6-A specifies the resource 
levels for mandatory and optional ~ategorically needy 
poverty level related groups, and for medically needy 
groups. 

Supplement 7 to ATTACHMENT 2.6-A specifies the income 
levels for categorically needy aged , blind and ~isabled 
persons who are covered under requirements more 
restrictive than SSI. . . . 
Suoplement 4 to ATTACHMENT 2.6·-A specifies the methods for 
determining income eligibility used by States that have 
more restrictive methods than SSI, permitted under section 
1902(f) o~ the Act. 

Suoplernent 5 to ATI'ACHMENT 2.6-A specifies the methods for 
determining resource eligibility used by States that have 
more restrictive methods than SSI, permitted under section 
1902(f) of the Act . 

...x_ Supplement Sa to ATTACHMENT 2.6-A specifies the methods 
for determining income eligibility used by States that are 
more liberal than the methods of the cash assistance 
programs, permitted under section l902(r) (2) of the Act.* 

_z._ Supplement Sb to ATTACHMENT 2.6-A specifies the methods 
for determining resource eligibility used by States that 
are more liberal than the methods of the cash assistance 
programs, permitted under section 1902{r) (2) of the Act.** 

Supolement 14 to AT!'ACHMENT 2.6-A specifies income levels 
used by States for determining eligibility of 
Tuberculosis-infected individuals whose eligibility is 
determined under section 1902(z) (1) of the Act. 

* Formerly approved as Supplements 11 and llA to Attaclunent 2.6-A. 
** Formerly approved as Supplements 12 and 12A to Attaclunent 2.6-A. 

TN No. 95-18 
Supersedes Approval Date /- .?.~-9~ Effective Date 10-1-95 
TN No. 92-03 



Revision: HCFA-PM-92 -1 
FEBRUARY 1992 

(MB) ATTACHMENT 2.6-A 
Page 7 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s ) 

1902(r)(2) 
of the Act 

1902(e)(6) 
the Act 

TN No. 93-19 
Supersedes 
TN No. 92-03 

Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

1. Methods ot' Determining Income 

a. AFDC-related individuals (except for poverty 
level related pregnant women, infants, and 
children). 

(l) In determining countable income for 
AFDC-related individuals, the following 
methods are used: 

X (a) The methods under the State's 
approved AFDC plan only; or 

(b) The methods under the State ' s 
approved AFDC plan and/ or any more 
liberal methods described in 
Supplement Sa to ATTACHMENT 2.6-A. 

( 2 ) In determining relative financial 
responsibility, the agency considers only 
the income of spouses living in the same 
household as available to spouses and the 
income of parents as available to children 
living with parents until the children 
become 21. 

(3) Agency continues to treat women 
eligible under the provisions of sections 
l902(a) (l0) of the Act as eligible, without 
regard to any changes in income of the 
family of which she is a member, for the 
60-day period after her pregnancy ends and 
any remaining days in the month in which the 
60th day falls. 

3-7-94 10-1-93 
Approval Date 
Date Received 12-B-93 

Effective Date --------

[Superseded by SPA 13-0019 S25 and S30
effective 01-01-14]
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Revisior.: HCFA-PM-92 - 1 
FEBR'l:,\.RY l 992 

(MB ) ATTACHMENT 2 • 6-A 
Page 7a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) 

42 CFR 435. 721 
435.831, and 
1902 (m) ( 1 ) ( B) (m) (4) 
and 1902 (r) ( 2 } 
of the Act 

TN No. 93-19 
suoersedes 
TN- No. New -------

Condition or Requirement 

b . Aged individuals. In determining countable 
income for aged individual s, including aged 
individuals with incomes up to the Federal 
poverty level described in section 
l902(m)(l) of the Act, the following methods 
are used: 

Approval Date 
Date Received 

The methods of the SSI program only. 

The methods of the SSI program and/or any 
more liberal methods described in supplement 
Ba to ATTACHMENT 2.6-A. 

3-7-94 Effective Date 10-1-93 

12-8-93 



Revision : HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 8 
OMB No. : 0938-

State: Mississippi 

Citation Condition or Requirement 

TN No. 92-03 
Supersedes 

I I For individuals other than optional State 
supplement recipients, more restrictive methods 
than SSI, applied under the provisions of section 
l902(f) of the Ac.t, as specified in Supplement 4 

.10 ATTACHMENT 2. 6-A; and any more liberal 
methods described in Supplement Sa to 
ATTACHMENT 2.6-A. 

Ix/ For institutional couples , the methods 
specified 

under section 1611( e)(S) of the Act. 

I I For optional State supplement recipients under 
§435 . 230, income methods more liberal than SSI, 
as specified in Supplement 4 to ATTACHMENT 
2.6-A. 

I I For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements-- (SSA 
administered OSS) 

SSI methods only. 

SSI methods and/or any more liberal methods 
than SSI described in Supplement Ba to 
ATTACHMENT 2. 6-A. 

Methods more restrictive and/or more liberal 
than SSI. More restrictive methods are 
described in Supplement 4 to ATTACHMENT 
2. 6-A and more liberal methods are described 
in Supplement 8a to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, 
the agency considers only the income of spouses 
living in the same household as available to 
spouses. 

Approval Date 4-19-93 

Feceived Date: 2-19-93 

Effective Date 1 - J -9 2 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2. 6-A 
Page 9 
OMB No.: 0938-

State=-~----------Mis_._s_is __ s1_·p_p_i ______ ~-----

Citation 

42 CFR 435. 721 and 
435. 831 
1902(m)(l)(B), 
(m) (4), ·and 
1902(r )( 2.) of 
the Act 

Condition or Requirement 

c. Blind individuals. In determining countable 
income for blind individuals, the following 
methods are used: 

_ The methods of the SSI program only. 

x SSI methods and/ or any rnor.e liberal methods 
described in Supplement 8a to · ATTACHMENT 
2. 6-A.* 

For individuals other than optional State 
supplement recipients, more restrictive 
methods than SSI, applied under the 
provisions of section 1902(f) of the Act, as 
specified in Supplement 4 to ATTACHMENT 
2.6-A, and any mor~ liberal methods 
described in Supplement 8a to ATTACHMENT 
2.6-A. 

x For institutional couples, the methods 
- specified under section 1611(e) (5) of the 

Act. 

For optional State supplement recipients 
under §435. 230, income methods more liberal 
than SSI, as specified in Supplement 4 to 
ATTACHMENT 2. 6-A. 

For optional State supplement recipients in 
section l902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

SSI methods only. 

SSI methods and/or any more liberal 
methods than SSI described in · 
Supplement 8a to ATTACHMENT 2.6-A. 

Methods more restrictive and/ or more 
liberal than SSI. More restrictive 
methods are described in Supplement 4 to 
ATTACHMENT 2.6-A and more liberal 
methods are described in Supplement Sa 
to ATTACHMENT 2.6-A. ' 

*Formerly approved as Supplements 11 and HA to Attachment 2.6-A. 

TN No. 92-03 
Supersedes 
TN No. 90-15 

Approval Date __ 4-_l_g_-_93 __ Effective Date ---------1-1-92 

Date Received 2-19-93 HCFA ID: 7985E ------



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 10 
0Ml3 No. : 0938-

State:~~~~~~~Mis_._s_IS_._s~iP~P~i~~~~~~ 

Citation 

42 CFR 435. 721, 
and 435. 831 
l902(m)(l)(B), 
(m)(4), and 
1902( r)(2) of 
the Act 

Condition or Requirement 

In determining relative responsibility, the 
agency considers only the income of spouses 
!j.ving in the same household as available to 

"spouses and the income of parents as available to 
children living with parents until the children 

·become 21. 

d. Disabled individuals. In determining countable 
income of disabled individuals, including 
individuals with incomes up to the Federal 
poverty level described in section 1902 (m) 
of the Act the following methods are used: 

_ The methods of the SSI program. 

x SSI methods and/ or any more liberal methods 
described in Supplement Ba to ATTACHMENT 
2.6-A.* 

x For ins ti tu tional couples: the methods 
specified under section 161l(e)(5) of the 
Act. 

For optional State supplement recipients 
under §435. 230: income methods more liberal 
than SSI, as specified in Supplement 4 to 
ATTACHMENT 2.6-A. 

For individuals other than optional State 
supplement recipients (except aged and 
disabled individuals described in section 
1903 (m) (1) of the Act): more restrictive 
methods than SSI, applied under the 
provisions of section l902(f) of the Act, as 
specified in Supplement 4 to ATTACHMENT 
2.6-A; and any more liberal methods 
described in Supplement 8a to ATTACHMENT 
2.6-A. 

*Formerly approved as Supplements 11 and llA to Attachment 2-6.A. 

TN No. 92-03 
Supersedes 
TN No. 88-8 

Approval Date _4-_1_9-_9_3 __ 

Date Received 2-19-93 ------

Effective Da1e 1-1-92 
-------

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 11 
OMB No.: 0938-

State: ~~~~~~Mis~·-s_is_s_i~p_p_i~~~~~ 

Citation 

TN No.. 92-03 
Supersedes 
TN No. 87-9 

Condition or Requirement 

For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements--

SSI methods only. 

SSI methods and/ or any more liberal 
methods than SSI described in . 
Supplement Sa to ATTACHMENT 2.S·A . 

Methods more restrictive and/or more 
liberal than SSI, except for aged and 
disabled individuals described in section 
1902(m)(l) of the Act. More restrictive 
methods are described in Supplement 4 to 
ATTACHMENT 2. 6-A and more liberal 
methods are specified in Supplement Ba to 
ATTACHMENT 2. 6-A. · 

In determining relative financial responsibility, 
the agency considers only the income of spouses 
living in the same household as available to 
spouses and the income of parents as available to 
children living with parents until the children 
become 21. 

Approval Date . 4_19_93 

Date Received 1- 27-93 

Effective Date 1 - i - 9 2 

HCFA ID: 7985E 



Rev~sion: ~CFA-?M-92 - : 
'?:'.5 RC ARY ~ 9 9 2 

A:':.'ACHMEN':.' 2.o-~ 
?age H=-

STATE P!...?.N UUDER :-::-:.:::: :ex OF :~== SOCIAL SEClJRI:''::' :.c':.' 

state: Mjssjssippi 

Ci. t.at ion ( s) 

1902 ( l) ( .3 l ( E) 
and l902(r) (2) 
of the Ac-:. 

TN No. 93-19 
Supersedes 
TN No. 92-03 

~LIGIBI~::''::' CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

e. ?overtv level oreonant women, i~fants, and 
children. For pregnant women and infants or 
=nildren covered under the provisions of 
sec-cions 1902(a) ( 10) (A) ( i) (IV), (VI) , and (VII), 
and ~902( a) (l0) (A)(ii)(IX) o: ':.he Act--

(l) The following methods are used in 
determining countable income: 

_:£.. ~he methods of the State's approved AFDC 
plan. 

X 7he methods cf the approved ':.itle IV-E p l an . 

X ~he methods of -:Jie approved AFDC State plan 
and/or any ~ore liberal methods described in 
Su~plement Sa ~o ATTACHMENT 2 . 6-A. 

The methods of the approved title IV-E plan 
and/or any more liberal methods described in 
Supplement Ba to ATTACHMENT 2.6-A. 

3-7-94 10-1-93 AJ2Proval Date Effective Date 
Date Receivec:1--.... 1-2---9..-_-9 ... 3.---
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Revision: HCFA-PM-92-l 
FEBRUARY 1992 

(MB) ATTACHMENT 2.6-A 
Page 12 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Citation(s) 

1902 ( e) ( 6) of 
the Act 

190S(p) (1), 
1902(m)(4), 
and l902(r) (2) of 
the Act 

TN No. 93-19 
Supersedes 
TN No. 92-03 

Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

condition or Requirement 

(2) In determining relative financial 
responsibility, the agency considers only 
the income of spouses living in the sanie 
household as available to spouses and the 
income of parents as available to children 
living with parents until the children 
become 21. 

(3) The agency continues to treat women 
eligible under the provisions of sections 
1902(a) (10) of the Act as eligible, without 
regard to any changes in income of the 
family of which she is a member, for the 
60-day period after her pregnancy ends and 
any remaining days in the month in which the 
60th day falls. 

f. Qualified Medicare beneficiaries. In 
determining countable income for qualified 
Medicare beneficiaries covered under section 
1902(a)(lO)(E)(i) of the Act, the following 
methods are used: 

The methods of the SSI program only. 

X SSI methods and/or any more liberal methods 
than SSI described in Supplement Ba to 
ATTACHMENT 2.6-A. 

-1__ For institutional couples, the methods 
specified under section 16ll(e)(5) of the 
Act. 

Approval Date 
Date Received 

3-7-94 
12-8 93 

-------
Effective Date 10-1-93 

[Superseded by SPA 13-0019 S30
effective 01-01-14]

BPEAK
Line

BPEAK
Line

BPEAK
Line

BPEAK
Line

BPEAK
Line

BPEAK
Line

BPEAK
Line

https://medicaid.ms.gov/wp-content/uploads/2014/01/SPA2013-0019.pdf


Revision: HCFA-PM-92- 1 
FEBRUARY 1992 

(MB) 

state: Mississippi 

ATTACHMENT 2.6-A 
Page 12a 

CL~ation Condition or Requirement 

190S(s) ct the 
Act 

TN No. 93-19 
Supersedes 

TN No. 92-03 

If an individual receives a title II benefit, 
any amounts attributable to the most recent 
increase in the monthly insurance benefit as a 
result of a title II COLA is not counted as income 
during a "transition period" beginning with 
January, when the title II benefit for December is 
received, and ending with the last day of the 
month following the month of publication of the 
revised annual federal poverty level. 

For individuals with title II income, the revised 
poverty levels are not effective until the first 
day of the month following the end of the 
transition period. 

For individuals not receiving title II income, 
the revised poverty levels are effective no 
later than the date of publication. 

g. Qualified disabled and working individuals. 

In determining countable income for qualified 
disabled and working individuals covered under 
1902(a)(lO)(E)(ii) of the Act, the methods of the 
SSI program are used. 

3-7-94 
Approval Date Effective 
Date 10-1-,...9-3----

Date Received 12-8-9 3 
------HCFA ID: 7985E 



Revision: HCFA-PM-91-B 
October 1991 

(MB} A'l'TACHMENT 2.6-A 
Page 121:> 
OMB No.: 

State/Territory: Mississippi 

Citation 

1902(u) 
of the Act 

TN No. -'!-9..,.3_.-2...,0.__ __ 
Supersedes 

TN No. 92-16 -----

(h) 

Condition or Requirement 

COBRA Continuation Beneficiaries 

In determining countable income for COBRA 
continuation beneficiaries, the following 
disregards are applied: 

___!_ The disregards of the SSI program~ 

The agency uses methodologies for treatment of 
income more restrictive than the SSI program. 
These more restrictive methodologies are 
described in Supplement 4 to Attachment 2.6-A. 

NOTE: For COBRA continuation beneficiaries specified 
at 1902(u)(4), costs incurred from medical care 
or for any other· type of remedial care shall 
not be taken into account in determining 
income, except as provided in section 
1612 ( b} ( 4) ( B ) (ii) . 

Approval Date 1-31-94 Effective Date 10-1-93 

Date Received 12-8-93 
HCFA ID: 7985E 



Revision: ATTACHMENT 2.6-A 
Page 12c 
OMS No.: 

Staterrerritory: _Mississippi. ___________ _ 

Citation 

. 1902(a)(1 O)(A) 
(ii)(Xlll) of the Act 

(i) 

Condition or Requirement 

Working Disabled Who Buy In to Medicaid 

In determining countable income and resources· for 
working disabled individuals who buy in to Medicaid, 
the fol.lowing methodologies are applied: 

__ The methodologies of the S81 program. 

The agency uses methodologies for treatment 
of income and resources more restrictive than 
the 8SI program. These more restrictive 
methodologies a.re described in Supplement 4 
to Attachment 2.6-A. 

_X_ The agency uses more liberal income and/or 
resource methodologies than the SSI program. 
More liberal methodologies are described in 
Supplement Sa to Attachment 2.6-A. More 
liberal resource methodologies are described 
in Supplement 8b to Attachment 2.6-A. 

_X_ The agency requires individuals to pay 
premiums or other cost-sharing charges. The 
premiums or other cost-sharing charges, and 
how they are applied, are described below: 

TN No. _99-15_ 
Supersedes Approval Date t~!--·.~ ~ .._ Effective Date _07-01-99_ 

HCFA ID: TN No. _NEW __ 



Revision: 

State/Territory: Mississippi 

ATTACIDAENT 2.6-A 
Page 12d 
O:tvfB No.: 

Premiums for the Working Disabled are set on a sliding scale based on countable earned income of the 
Working Disabled indiv~dual or couple. The premium payable for individuals eligible as a Working 
Disabled recipient whose countable earned income is less than 150% of the poverty level is $0. For 
Working Disabled recipients with countable earned income above 150% of the poverty level, the 
monthly premium is calculated using 5 % of countable earnings. The premium amount is set at a rate of 
5 % of countable earned income of the eligible individual or eligible couple with countable earnings 
between 150-250% of the Federal poverty level. The premium is based on the earnings of the Working 
Disabled individual or couple (if both qualify as Working Disabled). The poverty level/premium range 
is updated annually. 

TN No.: 04-010 
Supersedes 
TN No.: 99-15 

Approval Date: 03/14/05 Effective Date: 01/01/05 

HCFA ID: 7983E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 13 
OMB No. : 0938-

State: ------------~~~Mis~·~sIS~· ~s~iP~P~i"------~~~~ 

Citation 

1902( k) of the 
Act 

1902(a)(10) 
of the Act 

TN No. 92-03 
Supersedes 
TN No. 89-4 

Condition or Requirement 

2. Medicaid Qualifying Trusts 

In the case of a Medicaid qualifying trust described 
in section l902(k) (2) of the Act, the amount from 
the .trust that is deemed available to the individual 
who established the trust (or whose spouse 
established the trust} is the maximum amount that 
the ·trustee(s) is permitted under the trust to 
distribute to the individual. This amount is deemed 
available to the individual, whether or not the 
distribution is actually made. This provision does 
not apply to any trust or initial trust decree 
established before April 7, 1986, solely for the 
benefit of a mentally retarded individual who resides 
in an intermediate care facility for the mentally 
retarded. 

/xi The agency does not count the funds in a trust 
as described above in any instance where the 
State determines that it would work an undue 
hardship. 

3. Medically needy income levels (MNILs) are based on 
family size. 

Supplement 1 to ATTACHMENT 2 .6-A specifies the 
MNILs for all covered medically needy groups. If 
the agency chooses more restrictive levels under 
section 1902(f) of the Act, Supplement 1 so 
indicates. 

Approval Date ----------
4-19-93 Effective Date 1- 1- 9 2 

Date Received __ 1 _-_2 ... z_-_9 .... 2._ HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 14 
OMB No. : 0938-

State: ~~~~~-Mis ___ s_is_s_ip ......... p_i~--~~ 

Citation 

42 CFR 435. 732, 
435.831 

1902 (a) (17} of the 
Act 

TN No. 92-03 
Supersedes 
TN No. 90-15 

Conctition or Requirement 

4. Handling of Excess Income - Spend-down for the 
Medically Needy in All States and the Categorically 
Needy in 1902(f) States Only 

· a. Medically Needy 

( 1) Income in excess of the MNIL is considered 
as available for payment of medical care and 
services. The Medicaid agency measures 
available income for periods of month(s) 
(not to exceed 6 months) to determine the 
amount of excess countable income applicable 
to the cost of medical care and services. 

(2) If countable income exceeds the MNIL 
standard, the agency deducts the following 
incurred expenses in the following order: 

(a} Health insurance premiums, deductibles 
and coinsurance charges. 

( b) Expenses for necessary medical and 
remedial care not included in the plan. 

(c) Expenses for necessary medical and 
remedial care included in the plan. 

Reasonable limits on amounts of 
expenses deducted from income under 
a. (2) (a} and (b) above are listed 
below. 

Incurred expenses that are subject to 
payment by a third party are not 
deducted unless the expenses are subject 
to payment by a third party that is a 
publicly funded program (other than 
Medicaid) of a State or local government. 

Approval Date 4-19-93 Effective Date 1- 1-9 2 

Date Received 1 - 2 7 - 9 2 HCFA ID: 7985E 



Revision: HCFA-PM-91-8 
October 1991 

(BPD} ATTACHMENT 2.6:..A 
Page 14a 
OMB No.: 0938-

State=~~~~~~Mis_._s~is=·~s~iP~P~i~~--~-

Citation 

l903(f)(2) of 

TN No. 92-03 
Supersedes 
TN No. NEW 

Condition or Requirement 

a. Medically Needy (Continued) 

..(3) If countable income exceeds the MNIL 
- · standard, the agency deducts spenddown 

payments made to the State by the 
individual . 

Approval Date 4-19-93 Effective Date 1 -1 - 9 2 

Date Received 1- 2 z -9 2 HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 15 
OMB No.: 0938-

State: ~~~~~~Mis-·~sis~s~iP~P~i~~~~~-

Citation 

42 CFR 
435 . 732 

1902(a)(17) of the 
Act, P.L. 100-203 

TN No. 92-03 
Supersedes 
TN No. 87-20 

Condition or Requirement 

b. Categorically Needy - Section 1902 ( f) States 

The agency applies the following policy under 
the pro.visions of section 1902(f) of the Act. The 

. _following amounts are deducted from income to 
determine the individual's countable income: · 

· ( 1) Any SSI benefit received. 

(2) Any State supplement received that is within 
the scope of an agreement described in 
sections 1616 or 1634 of the Act , or a State 
supplement within the scope of section 
1902(a)(lO)(A)(ii)(XI) of the Act. 

(3) Increases in OASDI that are deducted under 
§§435 .134 and 435 .135 for individuals 
specified in that section, in the manner 
elected by the State under that section . 

( 4) Other deductions from income described in 
this plan at Attachment 2. 6-A, Supplement 
4. 

( 5) Incurred expenses for necessary medical and 
remedial services recognized under State 
law. 

Incurred expenses that are subject to payment 
by a third party are not deducted unless the 
expenses are subject to payment by a third party 
that is a publicly funded program (other than 
Medicaid) of a State or local government. 

Approval Date 4-19-93 Effective Date 1 - 1 - 9 2 

Date Received 1 _? 1 - 9 2 HCF A ID: 7985E 



Revision: HCFA-PM-91-8 
October 1991 

(BPD) ATTACHMENT 2.6-A 
Page 15a 
OMB No. : 0938-

State: Mississippi 

Citation Condition or Requirement 

1903(f) ( 2) of 

TN No. 92-03 
Supersedes . 
TN No. NEW 

4. b. Categorically Needy - Section 1902(f) States 
Continued 

_ (6) Spenddown payments made to the State by 
the individual. · 

NOTE: FFP will be reduced to the extent a 
State is paid a spenddown payment 
by the individual. 

Approval Date 4-19-93 Effective Date l - l ~ 9 2 

Date Received 1 - 2 7 - 9 2 HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 16 
OMB No. : 0938-

State: -------------------Mis-'_s_is __ s~ip~p~i----------------

Citation 

TN No. 92-03 
Supersedes 
TN No. 87-9 

Condition or Requirement 

5 . Methods for Determining Resources 

a . AFDC-related individuals (except for poverty 
. level related pregnant women , infants, and 
children). 

· (I) In determining countable resources for 
AFDC-related individuals, the following 
methods are used : 

(a) The methods under the State's approved 
AFDC plan; and 

(b) The methods under the State's approved 
AFDC plan and/or any more liberal 
methods described in Supplement Bb to 
ATTACHMENT 2.6-A 

( 2) In determining relative financial 
responsibility, the agency considers only the 
resources of spouses living in the same 
household as available to spouses and the 
resources of parents as available to children 
living with parents until the children become 
21. 

Approval Date ------.4- 19-93 Effective Date l - 1- 9 2 

Date Received 2-19-93 HCF A ID: 7985E - -----



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 16a 

Citation 

l902(a) (10) (A), 
1902(a)(l0) (C), 
1902(m)(l) (B) 
and (C), and 
1902 ( r) of the Act 

OMB No.: 0938-

Condition or Requirement 

5. Methods for Determining Resources 

b. Aged individuals. For aged individuals, 
including individuals covered under 
.section 1902(a) (10) (A) (ii) ( X ) of the Act, 
the agency used the following methods for 
treatment of resources: 

The methods of the SSI program. 

~ SSI methods and/ or any more liberal methods 
described in Supplement Sb to ATTACHMENT 
2.6-A .* 

Methods that are more restrictive (except for 
individuals described in section 1902 (m)(l) of 
the Act) and/or more liberal than those of the 
SSI program. Supplement 5 to ATTACHMENT 
2. 6-A describes the more restrictive methods 
and Supplement 8b to ATTACHMENT 2. 6-A 
specifies the more liberal methods. 

*Formerly approved as Supplements 12 (pages 1 and 2) and 12A to Attachment 
2.6-A 

TN No. 92-03 
Supersedes 
TN No. New 

Approval Date 4-19-93 

Date Received l- 2 7 -9 2 

Effective Date 1 - 1-9 2 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

Citation 

1902(a) (10) (A), 
1902(a) (10) (C), 
1902(m)(l)(B), and 
1902(r) of the 
Act 

(BPD) 

Condition or Requirement 

ATTACHMENT 2. 6-A 
Page 17 
OMB No. : 0938-

In determining relative financial responsibility, 
the agency considers only the resources of 
spouses living in the same household as available 
to spouses. 

c. Blind individuals. For blind individuals . 
the agency uses the following methods for 
treatment of resources: 

The methods of the SSI program. 

i SSI methods and/or any more liberal 
methods described in Supplement 8b to 
ATTACHMENT 2.6-A.* 

Methods that are more restrictive and/ or 
more liberal than those of the S SI program. 
Supplement 5 to ATTACHMENT 2.6-A describe 
the more restrictive methods and Supplement Sb 
to ATTACHMENT 2.6-A specify the more liberal 
methods. · 

In determining relative financial responsibility, 
the agency considers only the resources of 
spouses living in the same household as available 
to spouses and the resources of parents as 
available to children living with parents until the 
children become 21. 

*Formerly approved as Supplement 12 (pages 1 and 2) of Attachment 2. 6-A. 

TN No. 92-03 
Supersedes 
TN No. 90-15 

Approval Date __ 4_-1_9_-_9_3_ Effective Date 1 - 1 - 9 2 

Date Received 1 - 2 7 - 9 2 HCFA ID: 7985E 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2.6-A 
Page 18 
OMB No.: 0938-

State: -------------------Mis-' __ slS~·~s=ip~p~i;__ ________ ___ 

Citation 

1902(a) (10) (A), 
1902(a)(l0) (C), 
1902(m)(l)(B) 
and (C), and 
1902(r) (2) of 
the Act 

1902(1) (3) 
and 1902(r)(2) 
of the Act 

Condition or Requirement 

d. Disabled individuals, including individuals 
covered under section 1902(a)(10)(A)(ii)(X) of 
the Act. The agency uses the following 
methods for the treatment of resources: 

_ The methods of the SSI program. 

...!.... ·ssr methods and/or any more liberal methods 
described in Supplement Sa to ATTACHMENT 
2.6-A.* 

Methods that are more restrictive (except for 
individuals described in section 1902(m)(l) of 
the Act) and/ or more liberal that those under the 
SSI program. More restrictive methods are . 
described in Supplement 5 to ATTACHMENT 
2 .6-A and more liberal methods are specified in 
Supplement Sb to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, 
the ag;ency considers only the resources of 
spouses living in the same household as available 
to spouses and the resources of parents as 
available to children living with parents until the 
children become 21. 

e. Poverty level pregnant women covered under 
sections 1902(a) (lO)(A)(i)(IV) and 
1902(a.)(10) (A)(ii)(IX)(A) of the Act. 

The agency uses the following methods in the 
treatment of resources. 

The methods of the SSI program only. 

The methods of the SSI program and/or any more 
liberal methods described in Supplement Sa or 
Supplement Sb to ATTACHMENT 2.6-A. 

*Formerly approved as Supplements 12 (pages 1 and 2) and 12A to Attachment 
2.6-A 

TN No. 92-03 
Supersedes 
TN No. 90-15 

Approval Date __ 4_-_19_-_9_3_ 

Date Received 1-27-92 -------

Effective Date 1 - 1 - 9 2 

HCFA ID: 7985E 

[Superseded by SPA 13-0019 S28
effective 01-01-14]
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Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2 .6-A 
Page 19 
OMB No. : 0938-

State: ~~~~~~--'Mis;.;.=·-s~is~s=i~P.P~i~~~~~---

Citation 

1902(1) (3) and 
1902(r) (2) of 
the Act 

1902 (1)(3 )( C) 
of the Act 

1902 (r )( 2) 
of the Act 

TN No. 92-03 
Supersedes 
TN No. 89-19 

Condition or Requirement 

Methods that are more liberal than those of SSI. 
The more liberal methods are specified in 
Supp.lement Sa or Supplement Sb to 
ATTACHMENT 2.6-A. 

i ·Not applicable. The agency does not .consider 
resources in determining eligibility . 

In determining relative financial responsibility, 
the agency considers only the resources of 
spouses living in the same household as available 
to spouses and the resources of parents as · 
available to children living with parents until the 
children become 21. 

f. Poverty level infants covered under section 
1902(a)(lO)(A) (i)(IV) of the Act. 

The agency uses the following methods for 
the treatment of resources: 

The methods of the State's approved AFDC 
plan. 

Methods more liberal than those in th.e St~te's 
approved AFDC pl.an (but not more restrictive), 
in accordance with section 1902(1) (3) (C) 
of the Act, as specified in Supplement 5a of 
ATTACHMENT 2.6-A. 

Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restrictive), as described in Supplement Sa or 
Supplement Sb to ATTACHMENT 2. 6-A • 

.J£_ Not applicable. The agency does not consider 
resources in determining eligibility. 

Approval Date . 4-19-93 

Date Received 1 - 2 7 - 9 2 

Effective Date 1 - 1 - 9 2 

HCFA ID: 7985E 
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Revisior.: HCFA-PM-92-l 
FEBRUARY 1992 

(MB) A':'!'ACP.MENT 2.6-A 
Page l9a 

STATE P!..AN UNDER T!TLE XIX OF TEE SOCIAL SECURITY AC7 

State: 

Ci tat !.on ( s) 

1902 (1)(3) and 
1902(r) (2) of 
the Act 

1902 ( 1 ) ( 3 ) (C} 
of t:l"le Ac't 

1902(r ) (2 ) 
of the Act 

TN No• 93-19 
Suoersedes 
TN.No. 92-03 

Mississippi 

ELIGIBIL!TY CONDITIONS AND REQUIREMENTS 

g. 

Condition or Requirement 

!. Poverty level children covered under section 
l902(a) (10) (A) ( i) ('Ill of ::he Act. oJ.. 

(ii) (IX) Pft.llU:A 3·1'"11 
The agency uses the followi ng methods for the 
treatment of resources: 

x 

The methods of the State's approved AFDC 
plan. 

Methods more liberal than those in the 
State's approved AFDC plan (but not 
more restrict i ve ) , in accordance with 
section 1902(l) ( 3} (C) of the Ac't, as 
spec~f ied i~ Suoolement Sa oi ATTACHMENT 
2.6-A. 

Methods more liberal than those in the 
State's approved AFDC plan (bu t not 
more restrictive ) , as. described in 
Supolement Bb to ATTACEMENT 2 .6-A. 

Not applicable. The agency does not 
consider resources in determining 
eligibility. 

In determining relative financial 
responsibility, the agency considers only 
the resources of spouses living in the same 
household as avai l able to soouses and the 
resources o! parents as available to 
children living with parents until the 
children become 21 . 

3-7-94 
Approval Date 

Date Recehed 12-8-93 

10-1-93 
Effective Date ------~-------
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Revision: HCFA-PM-92 -1 
;EBRUARY l 992 

(HB) ATTACHMENT 2.6-A 
Page l9b 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY AC~ 

State: 

Citation(s ) 

1902(1)(3) and 
1902(r)(2) of 
the Act 

Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

g. 

Condition or Requirement 

2. Pover-tv level children under section 
1902(a) (10) (A)(!.) (VII) 

The agency uses the following methods for the 
treatment of resources: 

The methods of the State's approved AFDC 
plan. 

1902(1)(3)(C) Methods more liberal than those in the 
the Act state's approved AFDC plan (but not more 

restrictive) as specified in Suoolement 
Sa of ATTACHMENT 2.6-A. 

l902(r)(2) Methods more Liberal than those i~ the 
c: ~he Act State's approved AFDC plan (b~t net ~ore 

restrictive), as described i~ Suoulement 
Ba to ATTACHMENT 2 .6-A . 

TN Ne. 93-19 
Superseci~.s 
TN No. "ew 

...!.... Not applicable. The agency does net 
consider resources in determining 
eligibility. 

In determining relative responsibility, the 
agency considers only the resources of spouses 
l i ving in the same household as available to 
spouses and the resources of uarents as 
available to children living with parents until 
the children become 21. 

Approval Date 

Date Received 

3-7-94 

12-8-93 
Effective Date 

10-1-93 
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Revision: HCFA-PM-91-8 
October 1991 

Citation 

(BPD) 

Condition or Requirement 

ATTACHMENT 2.6-A 
Page 20 
OMB No. : 0938-

1905(p)(l) 
(C) and (D) and 
1902(r) (2) of 
the Act 

5 . h. For gualified Medicare beneficiaries covered 
under section 1902(a) (10) (E) (i) of the Act--

l905(s) of the 
Act 

1902(u) of the Act 

The agency used the following methods for 
treatment of resources: 

Th~ methods of the SSI program only . 

.1L The methods of the SSI program and/ or more 
liberal methods as described in Supplement Sb to 
ATTACHMENT 2.6-A.• 

i. For qualified disabled and working individuals 
covered under section 1902(a)(lO)(E)(ii) of the 
Act, the agency uses SSI program methods for 
the treatment of resources. 

j. For COBRA continuation beneficiaries, the 
agency uses the following methods for treatment 
of resources: 

__x_ The methods of the SSI program only. 

_More restrictive methods applied under section 
1902(f) of the Act as described in Supplement 5 
to Attachment 2.6-A. 

*Formerly approved as Supplements 12 (pages 1 and 2) and 12A to Attachment 
2.6-A. 

TN No. ··92-16 Approval Date 11-3-9 3 Effective Date 7 - 1 - 9 2 

Supersedes 
TN No. 89A%(.-ru Date Received 9-30-92 

• 
HCFA ID: 7985E 



Revision: HCFA-PM-93-5 
May 1993 

Sta.:e: 

Citation 

1902 (a) (10) (E ) ( iii) 
of the Act 

TN No. 93-15 

(MB) ATTACHMENT 2.6-A 
Page 20a 

Mississiopi 

Condition or Requirement 

k. Soecified low-income Medicare beneficiaries 
covered under section 1902(a)(10)(E)(iii) of the 
Act--

The agen~y uses the same method as in 5.h. of 
Attachment 2.6-A. 

6. Resource Standard • Categorically Needy 

a. 1902(f) States (except as specified under items 
6.c. and d. below) for aged, blind and disabled 
individuals: 

Sarne as SSI resource standards. 

More restrictive. 

The resource standards for other individuals are 
the same as those in the related cash assistance 
program. 

b. Non-1902(f) States (except as specified under 
items 6.c. and d. below) 

The resource standards are the same as those in 
the related cash assistance program. 

Supplement 8 to ATTACHMENT 2.6-A specif i es for 
1902(f) States the categorically needy resource 
levels for all covered categorically needy 
groups. 

Supersedes 
TN No. 92-03 

Approval Date 
Date Received 

1-11-94 Effective Date 10-01-93 
12-8-93 



Revision: HCFA-PM-92-1 
FEBRUARY 19 9 2 

(MB) ATTACHMENT 2.6-A 
Page 21 

. STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state: Mississippi 

Citation(s) 

1902(1) (3) (A), 
(B) and (C) of 
the Act 

1902(1) (3) (A) 
and (C) of 
the Act 

TN No. 93-19 
Su-oersedes 
TN-No . 92-03 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Condition or Requirement 

c. For pregnant women and infants 
covered under the provisions of section 
1902(a)(l0) (A)(i)(IV) and 1902(a)(l0)(A)(ii)(IX) 
of the Act, the agency applies a resource 
standard. 

Yes. Supolement 2 to ATTACHMENT 2.6-A 
specifies the standard which, for pregnant 
women, is no more restrictive than the 
st·andard under the SSI program; and for 
infants is no more restrictive than the 
standard applied in the State ' s approved 
AFDC plan. 

~ No. The agency does not apply a resource 
standard to these individuals . 

c. For children covered under the provisions 
of section 1902(a)(l0 ) (A) (i) (VI) of the Act, 
the agency applies a resource standard. 

Yes. Supplement 2 to ATTACHMENT 2.6-A 
specifies the standard which is no more 
restrictive than the standard applied in the 
State ' s approved AFDC plan. 

No. The agency does not apply a resource 
standard to these individuals. 

3-7-94 10 1 93 
Approval Date ......---~__,,____, ___ Effective Date -----------------

Date Received 12-8-93 
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Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2. 6-A 
Page 21a 
OMB No. : 0938-

State:· ______ Mis_._slB_· ;....s..-ip ... p.._1"'-· ------

Citation 

1902(m)(l) (C) 
and (m)(2)(B) 
of the Act 

TN No. 92-03 
Supersedes 
TN No. New 

Condition or Requirement 

e. For aged and disabled individuals described in 
section 1902(m)(l) of the Act who are covered 
under section 1902(a) (lO)(A)(ii)(X) of the 

. _Act, the resource standard is: 

~ Same as SSI resource standards. 

Same as the medically needy resource standards, 
which are higher than the SSI resource 
standards (if the State covers the medically 
needy). 

Supplement 2 to ATTACHM:t:NT 2 . 6-A specifies the 
resource levels for these individuals. 

Approval Date 4-19-93 Effective Date l - l - 9 2 

Date Received l - 2 7 - 9 2 HCF A ID: 7985E 



Citation 

l 902(a)( I O)(C)(i) 
of the Act 

State: -~M----"is"""'si ...... ss"""i....,pp_i ___ _ 

ATTACHMENT 2.6-A 
Page 22 

Condition or Requirement 

7. Resource Standard - Medically Needy 

a. Resource standards are based on family size. 

b. A single standard is employed in determining resource 
resource eligibi lity for all groups. 

c. In l 902(f) States, the resource standards are more 
restrictive than in 7.b. above for--

Aged 
Blind 
Disabled 

Supplement 2 to ATTACHMENT 2.6-A specifies the 
resource standards for all covered medically needy 
groups. If the agency chooses more restrictive levels 
under 7 .c., Supplement 2 to ATTACHMENT 2.6-A so 
indicates. 

l 902(a)( I O)(E), 8. Resource Standard - Qualified Medicare Beneficiaries, 
Specified Low-Income Medicare Beneficiaries and 
Qualifying Individuals 

J 905(p)( I )(0 ), J 905{p)(2)(B) 
and J 8600-14(a)(3)(D) 
of the Act 

TN No: 2010 - 026 
Supersedes TN No. 93-15 

For Qualified Medicare Beneficiaries covered under section 
1902(a)( 1 O)(E)(i) of the Act, Specified Low-Income 
Medicare Beneficiaries covered under section 
l 902(a)( l O)(E)(iii) of the Act, and Qualifying Individuals 
covered under l 902(a)(l O)(E)(iv) of the Act. the resource 
standard is three times the SST resource limi t, adjusted 
annually since 1996 by the increase in the consumer price 
index. 

Effective Date 04-01 -20 I 0 



Revision: 

State: Mississippi 

ATTACHMENT 2.6-A 
Page 22a 

Citation Condition or Requirement 

1902(a)(IO)(E)(ii), 1905(s) 
and 1860D-14(a)(3)(D) 
of the Act 

i 902(u) of the Act 

TN No: 2010 - 026 
Supersedes TN No. 93-20 

9. Resource Standard - Qualified Disabled and Working 
Individuals 

For qualified disabled and working individuals covered 
under section i 902(a)(1 O)(E)(ii) of the Act, the resource 
standard for an individual or a couple (in the case of an 
individual with a spouse) is two times the SST resource limit. 

I 0. For COBRA continuation beneficiaries, the resource 
standard is: 

X_ Twice the SSl resource standard for an individual. 

More restrictive standard as applied under section 
1902(f) of the Act as described in Supplement 8 to 
Attachment 2.6-A. 

Approval DateAUO 3 0 20tl Effective Date 04-01-2010 



?.ev~sion: ~CFA-PM-93-5 
:·1ay ._993 

( :1B) ATTACHMENT :.6-A 
Page 23 

Stat:e: 

Cit at:. ion 

:302(u) of the Act 

TN No. 93-15 
Supersedes 
TN No. 92-03 

Mississipoi 

Condi'tion or Requirement 

~p~ ,Excess ~esources 

a. categorically Needy, Qualified Medicare 
Beneficiaries, Qualified Disabled and Working 
Individuals, and Specified Low-Income 
Medicare Beneficiaries 

Any excess resources make the individual 
ineligible. 

b. Categorically Needy Only 

This State has a section 1634 agreement 
with SSI. Receipt of SSI is provided 
for individuals while disposing .of 
excess resources. 

c. Medically Needy 

Any excess resources make the individual 
ineligible. 

1-11-94 
Approval Date 
Date Received 12-8-93 

Effective Date 10-01-93 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) ATTACHMENT 2. 6-A 
Page 24 
OMB No. : 0938-

State=~----------M_is_s_is_s_i~P~P_i ________ __ 

Citation 

42 CFR 
435.914 

TN No. 92-03 
Supersedes 
TN No. 87-9 

Condition or Requirement 

11. Effective Date of Eligibility 

a. Groups Other Than Qualified Medicare 
Beneficiaries 

· -( 1) For the prospective period. 

Coverage is available for the full month if the 
following individuals are eligible at any time 
during the month. 

x Aged, blind, disabled. 
x AFDC-related. 

Coverage is available only for the period 
during the month for which the following 
individuals meet the eligibility requirements. 

_ Aged, blind, disabled. 
AFDC-related. 

(2) For the retroactive period. 

Coverage is available for three months before 
the date of application if the following 
individuals would have been eligible had they 
applied: 

_ Aged, blind, disabled. 
AFDC-related. 

Coverage is available beginning the first day 
of the third month before the date of 
application if the following individuals would 
have been eligible at any ti.me during that 
month, had they applied . 

..!._ Aged , blind , disabled. 
x AFDC-refuted. 

Approval Date 4-19-93 

Date Received 1- 27-9 2 

Effective Date 1- 1- 9 2 

HCFA ID: 7985E 



Revision: 

.. 

HCFA-PM-92-1 
February 1992 

(MB) 

< I 

ATTACHMENT 2.6-A 
Page25 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURlTY ACT 

State: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) 

1920(b )(1) of 
the Act 

1902( e) (8) and 
l 905(a) of the Act 
Division of Medicaid 

TN No: 2008-003 
Supersedes 
TN No: 2001-04 

Conditions or Requirements 

w(3) For a presumptive eligibility for pregnant women 
only. 

Coverage is av~lable for ambulat(}f'y prenatal aJte for 
the permd. that bel;!ins on "the. dav a qualified pr<>vider 

> .I 

eligibility levels $~citied in Att;achrnertt 2.6-A of ~is 
approved plan. If the woman Hies !,Sn a_pplieatfo>n for 
Medrcaid by the IC\St day of the month foll.mving the 
m.enih in whiC.b the qW})ified pfyv~~ ~de the 
determination ~f presumptive eligibility, the ~riod 
ends on the ~ that the state ag{tne)' makes the 
determination of eligibility based on that a_pplication. 
If the wQnmn does not file an application. for Me-dicaid 
by the last ·~lay Of the monti\ foUowi.ng the mt:>nth in 
which the qualified provider ma-de the deterntinati.on, 
the IMIDod ends on that~ day. 

_Lb. For qualified Medicare benefo,!iaries defined 1n 
Seeti0.n l 905(p)(1) o.f the Ac~ oove~e is ayailable 
b~gfonh\g with the first day of the mo11!4 
after the mpnth in which the i~t1i\tid~l is first 
determi.Jwd to he a q$11ilied Medieare beneficiary 
, .. , A.n; c ,,,.,:"M ~01\~~X!~ . Tu: eligibility 
de~i.oil is. va1id for -
_x_ 12 months 

6 months 
__ months (no less than 6 months and no more 

than 12 months) 

Effective Date 07/01/08 

·' 
Date Approved: 11/24/08 

[Superseded by SPA 13-0019 S28
effective 01-01-14]
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Revision: HCFA-PM-95-1 
March 1995 

Citation 

1902 (a) ( 18) 
and 1902(f) of 
the Act 

1917(c) 

1917 (d) 

TN No . ---=-9.:;;.S -_o;:;..;s:;...... __ 

(MB) ATTACHMENT 2. 6-A 
Page 26 

Condition or Requirement 

12. Pre-OBRA 93 Transfer of Resourc.es 
Categorically and Medically Needy, Qualified Medicare 
Beneficiaries, and Qualified Disabled and Working 
Individuals 

The agency complies with the provisions of section 
1917 of the Act with respect to the transfer of 
resources. 

Disposal of resources at less than fair market value 
affects eligibility for certain services as detailed 
in Supplement 9 to Attachment 2.6-A. 

13. Transfer of Assets - All eligibility groups 

The agency complies with the provisions of section 
1917(c) of the Act, as enacted by OBRA 93, with regard 
to the transfer of assets . 

Disposal of assets at less than fair market value 
affects eligibility for certain services as detailed 
in Suoplement 9(a) to ATTACHMENT 2.6-A, except in 
instances where the agency determines that the 
transfer rules would work an undue hardship. 

14. Treatment of Trusts - All eligibility groups 

The agency complies with the provisions of section 
1917(d) of the Act , as amended by OBRA 93 , with regard 
to trusts. 

__ x_ 

The agency uses more restrictive methodologies 
under section 1902(f) of the Act, and applies 
those methodologies in dealing with t rusts; 

The agency meets the requirements in section 
1917 (d) ( f) ( B) of the Act for use of Miller 
trusts. 

The agency does not count the funds in a trust in any 
instance where the agency determines that the transfer 
would work an undue hardship, as described in 
Supplements 9 (a) and 10 to ATTACHMENT 2.6-A. 

Supersedes Approval Date 
3 31 95 

Effective Date 
1/1/95 

TN No. 92-03 Date Received 



Revision: HCFA-PM- ATTACHMENT 2.6-A 
Page 26a 
orvrn No.:0938-0673 

State: Mississippi 

Citation Condition or Requirement 

1924 of the Act 

TN No. 99-05 
Supersedes 
TN No. 98-02 

15. The agency complies with the provisions of § 1924 with respect to 
income and resource eligibility and posteligibility determinations for 
individuals who are expected to be institutionalized for at least 30 
consecutive days and who have a spouse living in the community. 

When applyin~ the formula used to determine the amount of 
resources in irutial eligibility determinations, the State standard for 
community spouses is: 

x_ the maximum standard permitted by law; 

the minimum standard 'permitted by law; or 

L. a standard that is an amount between the minimum and the 
maximum. 

Effective Date -"'--04-"'-/"'""01.:..:../.::....99"---­
Approval Date ---.;J~v~i! ..... c,,..+-r _. :-: .''--· _ 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 1 

OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS 

A . MANDATORY CATEGORICALLY NEEDY 

1. AFDC-Related Groups Other Than Poverty Level Pregnant Women 
and Infants: 

Family Size Need Standard Payment Standard 
Ma.xi.mum Payment 

Amount 

Please refer to Supplement 1 to Attachment 2.6-A, Page 1a. 

2. Pregnant Women and Infants under Section J.902(a) (lO)(i)(IV) of the 
Act: 

Effective April 1, 1990, based on the following percent of the official 
Federal income poverty level--

1-1 133 percent /x/ . 185 percent (no more than 185 percent) 
(specify) 

of the Federal poverty level (as revised annually in the Federal 
Register) for the size family involved. 

TN No. 92-03 
Supersedes 
TN No. 90-15 

Approval Date 4-19-93 

Date Received 2-19-93 

Effective Date __ 1 _-_1 _-_9_2 __ 

HCFA ID: 7985E 
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SUPPLEMENT I to ATTACHHENT 2.6-A 
Page 1A 

STATE .·PLAN UNDER TITLE XI;( OF THE SOCIAL SECURITY ACT 

State of Mississippi 

.· 

AFDC 
MONTHLY CONSOLJDATEO STANDARD FOR BASIC REQUIREHENTS 

No. of Persons 2 3 5 7 8 9 10 II 

Requ'i rernents · 218 293 368 443 518 593 668 743 818 893 968 

J8Si Requirements 403 542 680 819 958 1097 1235 1374 1513 1652 1790 

NC" of Persons 12 I 3 I.I+ 1 s 16 17 18 19 20 21 22 -
... i renien ts 1043 1118 1193 1268 1343 1418 1493 1568 1643 1718 1793 

185% Requirements 1929 2068 2207 2345 2484 2623 2762 2900 3039 3178 3317 

f more than 22 are in the budget, add $75 to the requirements for each person above 22 
nd compute 185~ of that figure, rounded down to the nearest dollar, for the gross income 
est. 

iis consolidated standard lncludes requlrements for food, clothing, personal incidentals, 
ectricity, water, household supplies, fuel and shelter. The standard will be used for 
I budget groups who live in private living arrangements. Children who are away from 
e regular family unit's priva~e living arrangement to attend the Blind School, Deaf 
hool. Addie HcBryde Center, rehabilitation center, maternity home or boarding school 
11 be included in the regular budget as though they were at home, dnd the income will 
tested against the consolidated standard for the entire grou~. 

iRAHSHITTAL 88-8 

rr11 no. Jfr 
SUPERSEDES 

TU NO•----
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Revision: HCFA-PM-92-1 
FEBRUARY 1992 

(MB) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 2 

A. 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ' Mississippi 

INCOME ELIGIBILITY LEVELS 

MANDATORY CATEGORICALLY NEEDY (Continued) 
(A) (ii) (IX) 

3. For children under section 1902(a) (lO)~if (lI) of the Act 
(children who have attained age l but have not attained 
age 6), the income eligibility level is 133 percent of ~~ 
the Federal poverty level (as revised annually in the ~· 
Federal Register) for the size family involved. ·s~ 

4. For children un~er section 1902(a)(l0)\~~(\}i\,))(6f>t~: Act 
(children who were born after September 30, 1983 and have 
attained age 6 but have not attained age 19), the income 
eligibility level is 100 percent of the Federal poverty 
level (as revised annually in the Federal Register ) for 
the size family involved. 

TN No. 93-19 
Superse~d-e_s ____ _ 

TN No. __ 9;...::;2-.-.:.;03:--__ 
Approval Date 

Date Received 
3-7-94 Effective Date 

12-B-93 -------
10-1-93 Pag
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Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 3 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS (Continued) 

B. OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED 
TO FEDERAL POVERTY LEVEL 

1. Pregnant Women and illf'ants 

The levels for determining income eligibility for optional groups of 
pregnant women and infants under the provisions of sections 
1902(a) (lO)(A) (ii) (IX) and 1902(1) (2) of the Act are as follows: 

Based on 185 percent of the official Federal income poverty level 
(more than 133 percent and no more than 185 percent)(as revised 
annually in the Federal Register) for the size iamily involved. 

TN No. 92-03 
Supersedes 
TN No. New 

Approval Date 4-19-93 ----------
Date Received 2-19-93 

Effective Date l - l - 9 2 

HCFA ID: 7985E 
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Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2. 6-A 
Page 4 
OMB No. : 0938-

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS (Continued) 

B. MANDATORY CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED 
TO FEDERAL POVERTY LEVEL 

2. Children Under the Ap;e of 19 

The levels for determining income eligibility for groups of children who 
are under the age of 19 and are born after September 30, 1983, under 
the provisions of section 1902(1) (2) of the Act are (as revised annually 
in the Federal Register) follows: 

Based on 100 percent of the official Federal income poverty line (as 
revised annually in the Federal Register) for the size family involved. 

TN No. 92-03 Approval Date __ 4_-_1_9-_9_3_ Effective Date l - 1 - 9 2 
Supersedes 
TN No. 89-9 Date Received 2-19-93 HCFA ID: 7985E -----
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Revision: HCFA-PM-92- l 
!EBRl.!ARY 199 2 

(MB) SUPPLEMENT l TO ATTACHMENT 2.6-A 
Page S 

* 

STATE PLAN ONDER TITLE XIX OF TKE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS {Continued) 

3. Aged and Disabled Individuals 

The levels for determining income eligibility for groups of aged and 
disabled individuals under t he provisions of section l902(m) (4) of the 
Act are as follows: 

Based on 100 percent of the official Federal income poverty line. 

Familv Size Income Level 

l $ * 
2 $ * 
3 $ * 
4 $ * 
5 $ * 

If an individual receives a title II benefit, any amount 
attributable to the most recent increase in the monthly insurance 
benefit as a resultofa title II COLA is not counted as income during 
a "transition period" beginning with January, when the title II 
benefit for December is received, and ending with the last day of 
the month following the month of publication of the revised annual 
Federal poverty l evel. 

For individuals with title II income, the revised poverty levels 
are not effective until the first day of the month following the 
end of the transiti on period. 

For indi·1iduals not receiving title !I income, the revised poverty 
levels are effective no later than the beginning of ~he month followi ng 
the date of publication. 

As revised annually in the Federal Register for the 
size family involved. 

TN No. 93-19 
Supersedes 
TN No. 92-0~ _ __. ___ _ Approval Date 

Date Received 
3-7-94 
12-8-93 

Effective Date 10-1-93 

BCFA ID : 7985E 



Revision: HCFA- PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO A TT ACirMENT 2. 6-A 
Pages 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS (Continued) 

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO 
FEDERAL POVERTY LEVEL 

The levels for determining income eligibility for groups of qualified 
Medicare beneficiaries under the provisions of section 1905(p)(2) (A) of the 
Act are as follows : · 

1. NON-SECTION 1902(f) STATES 

a. Based on the following percent of the official Federal income 
poverty level: 

Eff. Jan. 1, 1989: / x/ 85 percent I /_percent (no more than 100) 

Eff . Jan .. 1, 1990: /x/ 100 percent L I _percent (no more than 100) 

Eff. Jan. 1, 1991: 100 percent 

Eff. Jan. 1, 1992: 100 percent 

b. Levels: 

(as revised annually in the Federal Register) for the size family 
involved . 

TN No. 92-03 
Supersedes 
TN No. New 

Approval Date 4-19:-93 - . . -
Date Received 2-19-4t3. 

Effective Date 1- 1 - 9 z 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2. 6-A 
Page 7 
OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS (Continued} 

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO 
FEDERAL POVERTY LEVEL 

2. SECTION 1902(f) STATES WHICH AS OF JANUARY 1 1 1989 USED 
INCOME STANDARDS .MORE RESTRICTIVE THAN SSI 

a. Based on the following percent of the official Federal income 
poverty level: 

Eff. Jan . 1, 1987: I I 80 percent I I __ percent (no more than 100) 

Eff. Jan. 1, 1990 : /-/ 85 percent I I __ percent (no more than 100) 

Eff. Jan. 1, 1991 : I/ 95 percent// __ percent (nomorethan'lOO) 

Eff. Jan . 1, 1992: 100 percent 

b. Levels: 

Family Size 

TN No. 92-03 
Supersedes 
TN No. NEW 

1 
-2-

Approval Date 4- 19-9 3 

Date Received 1- 2 7 - 9 2 

Income Levels 

$ __ _ 
$ __ _ 

Effective Date l - l - 9 2 

HCFA ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 9a 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

INCOME ELIGIBILITY LEVELS (Continued) 

E. Optional Groups Other Than the Medically Needy 

1. Institutionalize.d Indi~iduals Under Special Income Levels as follo.ws: 

300% of the SSI Federal Benefit Rate (FBR) for an individual in Title 
XIX facility. * 

300% of the SS! Individual Federal Benefit Rate (FBR) for certain 
disabled children age 18 or under who are living at home but would 
qualify if institutionalized.* 

*If amount should vary from the maximum allowed under CFR, plan amendment 
would be submitted to indicate the change. 

TN No. 92-03 
Supersedes 
TN No. NEW 

Approval Date _4-19-93 

Date Received I - 2 7 - 9 2 

Effective Date 1 - 1 - 9 2 

HCF A ID: 7985E 



Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 2 TO ATTACHMENT 2 .6-A 
Page 1 
OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

RESOURCE LEVELS 

A. CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL 
POVERTY LEVEL 

1. Pregnant Women 

a. Mandatory Groups 

I I Same as SSI resources levels. 

I xi Less restrictive than SSI resource levels and is as follows: 

Family Size Resource Level 

1 

2 

b. Optional Groups 

None 

None 

I I Same as SSI resources levels. 

I xi Less restrictive than SSI resource levels and is as follows: 

TN No. 92-03 
Supersedes 
TN No. 89-9 

Family Size Resource Level 

1 None 

2 None 

Approval Date 4-19-93 Effective Date 1- 1 - 9 2 

Date Received 1 - 2 7 - 9 2 HCFA ID: 7985E 
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Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 2 
OMB No.: 0938-

STATE PLAN UNDER TITLE X:IX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

RESOURCE LEVELS (Continued) 

2. Infants 

· a. Mandatory Group of Infants 

f xf Same as resource _levels in the State's approved AFDC plan.* 

f x I Less restrictive than the AFDC levels and are as follows:** 

Family Size Resource Level 

1 None 

2 None 

3 None 

4 None 

5 None 

6 None 

7 None 

8 None 

9 None 

10 None 

*For qualified children. 
**For 100% and 133% FPL groups. 

TN No. 92-03 
Supersedes 

Approval Date 4-19-93 

TN No. 89-9 Date Received. 1 - 2 7 - 9 2 

Effective Date 1 - 1 - 9 2 

HCFA ID: 7985E 
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OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

RESOURCE LEVELS ( Continu~) 

b. Optional Group of Infants 

/x i Same as resource levels in the State's approved AFDC plan.* 

/xi Less restrictive than the AFDC levels and are as follows:** 

Family Size Resource Level 

1 

2 

3 

4 

5 

6 

7 

8 --
9 

10 

*For qualified children. 
**For the 185% FPL group. 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

TN No. 92-03 
Supersedes 

Approval Date 4-19-93 

TN No. New Date Received 1 - z 1 - q 2 

Effective Date 1 - 1- 9 2 

HCFA ID: 7985E 
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~e~~s~c~: ECFA-?M-~1 

?'.:::SRUARY ::?92 
:~!3 i =- - _ ..... _ .. _.-..., .. 

?age .:, 

STAT~ ?LAN UNDER ::=~~ x:x OF ~SE soc:~ SEC~~ITY Ac= 

Stat:.e: Mississippi 

c~.:.ldren 

a. Mandatorv Grou~ of Children under Section !902Cal 110) i VI\ 
oi ~he Act. (Ch idren who have at~ai.ned age : but:. nave not:. 
at:.t:.ai.nea age 6. ) 

-- Same as :esource levels in the Stat:.e's approved AFDC plan. 

....!__ ~ess rest:.rictive than the AFDC levels and are as follows:** 

Farni: v Size 

, 

2 

---
.. 
-
6 

-; 

5 

9 

:!.O 

** For lOOS and 133i FPL groups 

TN No. 93-19 
Supersedes Approval Dat:.e 3-7-94 
TN No. 92-03 Date Received 

Resource Level 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

Effective Date 
12-8-93 

10-1-93 
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OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

RESOURCE LEVELS (Continued} 

b. Optional Group of Children 

/ xi Same as res~urce ~~vels in the State's approve·d AFDC plan.* 

/xi Less restrictive than the AFDC levels and are as follows:** 

Family Size Resource Level 

1 

2 

3 

4 

. 5 

6 

7 

8 

9 

10 

*For qualified children. 
**For the 185% FPL group. 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

TN No. 92-03 
Supersedes 

Approval Date_ 4-19-~-~-

TN No. New Date Received 1 - 2 z - 9 2 

Effective Date 1- 1- 9 2 

HCFA ID: 7985E 
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OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

RESOURCE LEVELS (Continued) 

4. Aged and Disabled Individuals 

/xi Same as SSI resource levels . 

I I More restrictive than SSI levels and are as follows: 

Family Size 

1 

2 

3 

4 

5 

Resource Level 

I I Sa.me as medically needy resource levels (applicable only if State has a 
medically needy program) 

TN No. 92-03 
Supersedes 
TN No. New 

Approval Date 4-19-93 

Date Received 1 - 2 7 -9 2 

Effective Date l - 1-9 2 

HCFA ID: 7985E 



 

 
TN No.      19-0006                                                                                                                                    Date Received: 03/06/2019   

Supersedes                                                                                                                                                 Date Approved :05/13/2019  

TN No.      New                                                                                                                                          Date Effective: 01/01/2019 

              SUPPLEMENT 3  

  TO ATTACHMENT 2.6-A 

 

              

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 

STATE:  MISSISSIPPI 

 

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL 

OR REMEDIAL CARE NOT COVERED UNDER MEDICAID 

 

Post-Eligibility Treatment of Income deductions by institutionalized individuals for amounts of incurred 

expenses for medical or remedial care that are not subject to payment by the Division of Medicaid or 

other third party insurance.  

 

Reasonable limits imposed are: 

 

1. For medically necessary care, services and items not paid for under the Medicaid State Plan the 

actual billed amount will be used as the deduction, not to exceed the Mississippi Medicaid 

maximum payment or fee. 

2. The services or items claimed as a deduction from the resident’s income:  

a) Must: 

1) Be a medical or remedial care service recognized under state law, 

2) Be medically necessary as verified by the attending physician,  

3) Have been incurred no earlier than the three (3) months preceeding the month of current 

application, and/or 

4) Be reduced by the amount of any earmarked funds that a beneficiary specifically elected 

to earmark at application for payment of nursing facility expenses for which the 

beneficiary was then liable, in order to receive the resource disregard approved under the 

state plan relating to nursing facility expenses incurred in months prior to application, and 

b) Cannot have been: 

1) For cosmetic or elective purposes, except when medically necessary and prescribed by a 

medical professional, and/or 

2) A duplication of expenses previously authorized as a deduction. 

3. The deduction for medical and remedial care expenses that were incurred as the result of 

imposition of a transfer of assets penalty period is limited to zero (0). 

4. If the equity in an individual’s home exceeds the amount established under Section 6014 of Pub. 

L. 109-171, the income deduction for paid or unpaid medical and remedial care expenses incurred 

by restriction of Medicaid covered service is limited to zero (0). 

5. If the institutionalized individual has medical or health insurance and is responsible for paying the 

premium(s), deductible(s), or coinsurance, the full amount of these payment(s) are an allowable 

deduction from the individual’s income when calculating the medical care credit. 

6. The expenses for the following medical items are allowable deductions from the individual’s 

monthly recurring income up to the allowable amounts listed on the Division of Medicaid’s 

website at https://medicaid.ms.gov/providers/fee-schedules-and-rates/: 

1. Eyeglasses, not otherwise covered by the Medicaid State Plan, per occurrence for lenses, 

frames and dispensing fee. 

2. Dentures – per plate or for one (1) full pair of new dentures.  

3. Denture repair – per occurrence. 

4. Hearing aids – for one (1) or for both. 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/


~UPPLEHENT 5 to ATTACHMENT 2.6-A 

STATE PLAN UNDER TITLE XIX OF TH£ SOCIAL SECURITY ACT 

STATE Hlsslsslppl 

HETHODOLOGIES FOR TREATMENT OF INCOME ANO RESOURCES 
THAT DIFFER FROH THOSE OF THE SSI PROGRAM 

For AFDC related coverage,· there Is no resource standard for the IOOt, 133% 
and the 185% FPL groups. 

Also, there Is a "no look back" provision on I ncome for pregnant women cover age . 

TN No. 90-15 
Supersedes 
TH No. _89=.L_ 

Approval Date l 0 - 4- 91 

D~ te Recef ved 9 - 21 -9 o 
Effect Ive Oate 

7- 1- 90 
-------
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SUPPLEMENT Sa TO ATTACHMENT 2.6-A 
Page 1 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

METHODS FOR TREATMENT OF RESOURCES FOR INDIVIDUALS 
WITH INCOMES RELATED TO FE:QERAL POVERTY LEVELS 

(Do not complete if you are electing more liberal methods under the authority 
of section l902(r) (2) of the Act instead of the authority specific to Federal · 
poverty levels. Use Supplement 8b for section 1902(r) (2) methods.) 

No resource test for pregnant women and children at 100%, 133% and 185% 
FPL. 

TN No. 92-03 Approval Date 4-19-93 Effective Date 1 - 1 - 9 2 
Supersedes 
TN No. 90-15 Date Received. 1-2 7 - 9 2 HCFA ID: 7985E 
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SUPPLEMENT 8a TO ATTACHMENT 2.6-A 
Page I 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT 

Section l 902(f) State X Non-Section 1902(f) State 

METHODOLOGIES FOR TREATMENT OF INCOME 
THAT DIFFER FROM THOSE OF THE SSI PROGRAM 

I . The following liberalized income policies apply to the following groups ofMedjcaid 
eligibles: 

Qualified Medicare Beneficiaries (QMB). 
1902(a)(l O)(E)(i) and 1905(p)(l) of the Act 

Specified Low-Income Medicare Beneficiaries (SLMB). 
1902(a)(l O)(E)(iii) and 1905(p)(3)(A)(ii) of the Act 

• Qualifying Individuals (Ql-1 ). 

1N No.: 05-014 
Supersedes 
TN No.: 04-011 

I 902(a)(1 O)(E)(iv)(l) and (II), 1905(p)(3) (A)( ii) and 1933 of tl1e Act 

Working Disabled (WD) under 250% of poverty. 
1902 (a)( IO)(A)(ii)(XTII) of the Act 

Approval Date: 03/15/06 Effective Date: 01 101106 

Date Received: 12/16/05 HCFA ID: 7985E 
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Page 2 · 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURJTY ACT 

State: ____ ....... M=-=is=s=is=si.p~pi=---------

MORE LIBERAL METHODS OF TREATING INCOivffi 
UNDER SECTION 1902(r)(2) OF THE ACT 

D Section 1902(£) State t8l Non-Section 1902(f) State 

The liberalized income policies are as follows: 

• The value of in-kind support and maintenance is excluded. (Previously 
approved 04/19/93 in TN No. 92-03effective01101/92.) · 

• The $20 General Exclusion is raised to a $50 General Exclusion. (Previously 
approved 03/22/00 in TN No. 99-15 effective 07/01/99.) 

• Eliminate the SSI budgeting practice that requires an eligible individual who 
is married to an "ineligible" spouse (one that is neither aged or disabled) to 
be eligible as both an individual and as a member of a couple. It is replaced 
with one test whereby a couple's income is combined after allocating to the 
ineligible children from the ineligible's income. The couple's countable 
income is tested against the couple limit appropriate to the type of coverage 
group. (Previously approved 03/22/00 in .TN No. 99-15 effective 07/01/99.) 

• Interest, dividend and royalty income that does not exceed $5 per month per 
individual is excluded. (Previously approved 03/22/00 in TN No. 99-15 
effective 07/01/99.) 

• Allow couples to be budgeted for eligibility separately when living together 
and one member of the couple is enrolled in a HCBS Waiver Program or 
Hospice Care Coverage Group and evaluated for eligibility using institutional 
financial · criteria and the other member of the couple is applying under a 
category of eligibility defined in #1. (Previously approved 10/02/00 in TN 
No. 2000-01 effective 07/01/00.) 

TN No. 2001-09 
Supersedes 
TN No. 2000-01 

Approval Date ,j UL i.j J LL/U i Effective Date 04/01/01 

v.~ r~J ~~i 
Date Received u «_·:: 1: HCF A ID: 7985E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ----~M ............ is=s1=· s=si"'"pp"'"'i~------

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT 

D Section 1902(f) State 181 Non-Section 1902(f) State 

• Annual cost of living increases in federal benefits (such as VA, Railroad 
Retirement, Civil ·service, etc. that are in addition to title II benefits) are 
disregarded in determining income through the month following the month 
in which the annual Federal Poverty Level (FPL) update is published. 

• Annual cost ofliving increases in federal benefits (title II benefits, VA, Civil 
Service, Railroad Retirement) are disregarded when the Federal Poverty 
Level (FPL) update fails to_ increase at an equal or greater rate than the federal 
Cost of Living (COL) increase during the same year. The disregard of the 
COL increase in federal benefits will apply to increase(s) received by the 
eligible individual, couple and/or ineligible spouse. The COL increase will 
be disregarded as income until such time as the FPL increase is greater than 
the previous COL increase. 

2. The following liberalized income policy applies to all pregnant women, infants and 
children eligible under specified federal poverty levels; specifically l 902(a)(IO)(A) 
(i)(IV) 

• Income will not be deemed from parents to pregnant women. (Previously 
approved 03/07/94 in TN No. 93-19 effective 10)01/93 .) 

TNNo. 2001-09 
Supersedes 
TNNo. 2000-01 

Approval Date lH..H ."::~ n 2DD ~ Effective Date 04/01/01 

. . f( '.: ; :. , ... . . • - , 
Date Received·~ ·-·' · : · .' · 1 '/·,~ff! HCFA ID: 7985E 

[Superseded by SPA 13-0019 S53
effective 01-01-14]

BPEAK
Line

BPEAK
Line

BPEAK
Line

BPEAK
Line

BPEAK
Line

https://medicaid.ms.gov/wp-content/uploads/2014/01/SPA2013-0019.pdf


Revision: HCFA-PM-91-4 (BPD) 
August 1991 

SUPPLEMENT Sa TO ATTACHMENT 2.6-A 
Page4 
OMB No.: 0938-

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION I 902(r)(2) OF THE ACT 

Section 1902(f) State X Non-Section 1902(f) State 

3. The following liberalized income policy applies to the Working Disabled under 250% of 
pove1ty. 1902(a)(10)(A)(ii)(XIII) of the Act. 

• Unearned income between the SSl limit and 135% of the federal poverty limit is 
disregarded. (Previously approved 10/02/00 in TN No. 2000-01 effective 07/01/00.) 

4. For all eligibility groups not subject to the limitations on payment explained in Section 1903(f) 
of the Act: 

• All wages paid by the Census Bureau for temporary employment related to Census 
2000 activities are excluded. (Previously approved 10/02/00 in TN No. 2000-01 
effective 07101 /00.) 

TN No.: 05-014 
Supersedes 
TN No.: 04-01 1 

Approval Date: 03/1 5/06 

Date Received: 12/16/05 

Effective Date: 01 /01 /06 

HCF A ID: 7985E 
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        OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi____________

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT 

___ Section 1902(f) State                X  Non-Section 1902(f) State 

5. The following liberalized income policy applies to all pregnant minors under the
age of 19 qualifying for Medicaid under 42 CFR 435.222 as a reasonable
classification of covered children:

All income is disregarded – no income test applies.

6. The following liberalized income policy applies to all non-IV-E Adoption
Assistance children qualifying under 42 CFR 435.227:

All income is disregarded – no income test applies.

___________________________________________________________________________
TN No.   2013-017                Approval Date: 11-19-13   Effective Date 12/31/2013         
Supersedes 
TN No.    _New___               Date Received 11-06-13   HCFA ID:  7985E      
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OMB No.: 0938-

ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION 1902(r)(2) OF THE ACT 

Section 1902(f) State X Non-Section 1902(f) State 

METHODOLOGIES FOR TREATMENT OF RESOURCES 
THAT DIFFER FROM THOSE OF THE SSI PROGRAM 

1. The following liberalized resource policies apply to the following groups of Medicaid 
Eligibles: 

• Institutionalized individuals who would be eligible for SSI if not in an institution 
1902(a)(IO)(A)(ii)(IV) of the Act and 42 CFR 435.211 

• Institutionalized individuals eligible under the 300% cap. 
l 902(a)(1 O)(A)(ii)(V) of the Act and 42 CFR 435.236 

• Working Disabled (WD) under 250% of poverty 
1902(a)(l O)(A)(ii)(XHI) of the Act 

The liberalized resource policies are as follows: 

• Disregard of an additional $2000 in total resources for individuals and $3000 for 
couples. (Previously approved 10/02/00 in TN. No. 2000-01 effective 07/01 /00 to 
increase limit to $4000/$6000 and approved 03/22/00 in TN No. 99-15 effective 
07/01 199 to increase by $ 1000 to $3000/$4000.) 

TN No.: 05-014 
Supersedes 
1N No.: 04-011 

Approval Date: 03/15/06 

Date Received: 12/ 16/05 

Effective Date: 01/01/06 

HCF A ID: 7985E 

Page superseded by SPA 19-0018 with no language change

https://medicaid.ms.gov/wp-content/uploads/2019/10/MS-SPA-19-0018-Treatment-of-Resources-Approved-Pages.pdf
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Olvffi No.: 0938-

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION 1902(r)(2) OF THE ACT 

o Section l 902(f) State 181 Non-Section 1902(±) State 

METHODOLOGIES FOR TREA T:MENT OF RESOURCES 
THAT DIFFER FROM THOSE OF THE SSI PROGRAM 

• Allow eligibility to exist for the entire month when an individual or couple 
meet the resource test at any time during the month, if using S SI policy would 
make them ineligible for Medicaid. (Previously approved 04/19/93 in 1N 
No. 92-03 effective 01101/92.) 

• E"xclude the value of home property, life estate interests, remainder interests, 
undivided heir interests, 16th-section landJeases, ownership of mineral rights 
or timber rights or leaseholds that are not under production, and housing on 
govern..rnent or Indian-owned land. These types of ownership interests are 
countable under SSI policy under certain conditions. (Previously approved 
04/19/93 in TN No. 92-03 effective 01/01/92.) 

• Exe 1 ude $6000 in revocable burial funds instead of the current $15 00 allowed 
by SSI ·policy. (Previously a disregard of $3000 was approved 04/19/93 in 
TN No. 92-03 effective 01/01/92.) 

• Exclude all burial spaces for family members with any degree ofrelationship 
instead of those limited for use by the immediate family. (Previously 
approved 04/19/93 in TN No. 92"03 effective 01/01/92.) 

TNNo. 2001-09 
Supersedes 
TNNo. 99-15 

Approval Date JUL '.~ i.) ~DJ '] 

Date Received i ;: :_ ~ : ' ·' ') ~:C ·] 

Effective Date . 04/01/01 

HCF A ID: 7985E 

Page superseded by SPA 19-0018 with no language change

https://medicaid.ms.gov/wp-content/uploads/2019/10/MS-SPA-19-0018-Treatment-of-Resources-Approved-Pages.pdf
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ·-----:.Mi=· s=si=ss=..:.iPi::..iP;::.:.i ____ _ 

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION 1902(r)(2) OF THE ACT 

D Section 1902(f) State C81 Non-Section 1902(f) State 

METHODOLOGIES FOR TREATNIENT OF RESOURCES 
THAT DIFFER FROM THOSE OF THE SSI PROGRAM 

• Exclude up to $10,000 in total face values of all life. insurance policies on an 
individual instead of the current $1500 allowed by SS! policy. (Previously, 
$5000 exclusion approved 04/19/93 in 1N No. 92-03 effective 01/01/92.) 

• Exclude two automobiles instead of one currently allowed underSSI policy. 
(Previously approved 04/19/93 in TN No. 92-03 effectiveOl/01/92.) 

• Exclude any vehicle that is not used for transportation due to the inoperable 
condition of the v.ehicle rather than considering it a countable resource under 
SSI policy. (Previously approved Q4/19/93 in TN No. 92-03 effective 
01/01/92.) 

• Exclude income-producing property ifit produces a net annual income to the 
client of at least 6% of the equity value rather than ex:cluding $6000 equity 
value of property producing 6% net annual return under SSI policy. 
(Previously approved 04/10/93 in 1N No. 92-03 effective 01/01/92.) 

• Exclude liquid promissory notes or mortgages as nonbusiness income­
producing property, provided the note produces a 6% net annual return of the 
principal balance rather than excluding only non-liquid or non:negotiable 
promissory notes under the income-producing property exclusion as per SSI 
policy. (Previously approved 04/19/93 in TN No. 92-03 effectiveOl/01/92.) 

TNNo. 2001-09 
Supersedes 
TNNo. 99-15 

I ' nr' 'i tj r·; r, rn·1 
Date Received wU~· : '"; -' UHJ I 

Effective Date 04/01101 

HCFA ID: 7985E 
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OMB No.: 0938-

TN No. 16-0009 Approval Date: 06-14-16 Effective Date 01/01/2016
Supersedes
TN No. 2008-003 Date Received: 03-31-16 HCFA ID: 7985E   

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Mississippi

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION 1902(r)(2) OF THE ACT

Section 1902(f) State X Non-Section 1902(f) 
State

METHODOLOGIES FOR TREATMENT OF RESOURCES
THAT DIFFER FROM THOSE OF THE SSI PROGRAM

Exclude non-excludable personal property up to $5,000 rather than excluding up to $2,000 per SSI 
policy.   

Allow Current Market Value (CMV) of real property to be established using the county tax assessed true 
value as shown on the county tax receipt rather than an initial evaluation using a knowledgeable source 
statement, per SSI policy.  If an applicant or recipient disagrees with the tax assessed value of any 
countable real property, a knowledgeable source statement will be used to establish CMV.

2. The following liberalized resource policy applies to the following long term care coverage
groups:

Institutional individuals who would be eligible for SSI if not in an institution.
1902(a)(10)(A)(ii)(IV) of the Act and 42 CFR 435.211

Institutionalized individuals eligible under the 300% cap.
1902(a)(10)(A)(ii)(V) of the Act and 42 CFR435.236

The more liberal resource policy includes the exclusion of funds earmarked for payment 
of prior month(s) nursing facility expenses that would allow Medicaid eligibility in the 
current or retroactive month(s). (Previously approved 04/19/93 in TN No. 92-03 effective 
01/01/92.)

3. The following liberalized policy applies to:

Working Disabled (WD) under 250% of poverty.
1902(a)(10)(A)(ii)(XIII) of the Act

The more liberal resource policy includes the disregard of an additional $20,000 in total 
resources for individuals/couples who work and qualify for Medicaid under the Working 
Disabled category 

Page superseded by SPA 19-0018 with no language change

https://medicaid.ms.gov/wp-content/uploads/2019/10/MS-SPA-19-0018-Treatment-of-Resources-Approved-Pages.pdf
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STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

MORE LIBERAL METHODS OP TR.BATING RESOURCES 
UNDER SfICTION 1902(r)(2) .OF TIIE ACT 

__ Section 1902(f) State X.. Non-Section l 902(f) State 

METHODOLOGIES FOR TREATMENT OF RESOURCES 
THAT DIFFER FROM THOSE OF THE SSI PROGRAM 

4. The following liberalized resource policy applies to all reduced services coverage 
groups: 

• '-lWiltu~o tvJ~mcan: .o~m;11c1an~ t\.lMD SJ 
1902(a)(10)(E)(i) and 1905(p)(l) ofthe Act 

o Specified Low Income Medicare Beneficiaries (SLMB' s). 
1902(a)(10)(E)(iii) and 1905(pX3)(A)(ii) of the Act 

• Qualifying Individuals (QI-1 's). 
l 902(a)( l O)(E)(iv), l 905(p )(3)(A)(ii) and 1933 of the Act 

The liberalized policy is the disregard of all resources. (Previously approved 03/22/00 in 
TN No. 99-15 effective 07/01/99.) 

TN No: 2008-003 
Supersedes 
TN No: 2001-09 

Approval Date: 11/24/08 

Date Received: 08/27/08 

Effective Date: 07/01/08 
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STATI Pl.Al UvDll TlTLI III or ~Kl SOCtU. SICVlIT~ ACT 

stat.•: 

U02<t) and lt17 
ot t.h• Act. 

M1uitsip~t 

Tl.AliSFtl or lESOUICIS 

~· a,tncy 'rovlde1 for the denial of t11&lbil1ty ~y 
rea1on or dl1po11l ot ro10Yrc1• tor le11 than tair 
urxet value. 

l. lxctpt 11 nottd b41ow, t~1 crlterla tor d1t1MSinin& 
the period ot ineli&l~lllty ar1 the 1ame 11 
criteria 1pecltl•d la section l613(c) ot the Social 
S1curit7 ~t CAc~). 

1. Tran1t1r ot C"t:CYC"cea ~th•r ~h•n the ~oat o( an 
individual who 11 an lnpatlent ln a .,.dical 
instltuUon. 

a. L__I Tho e1enc1 u11• a procedure W'hlcb 
provld•• for a total P•riod of 
i~ell&lbl11tr 'reater tl\an 2• aofttl\a 
toc- lndhldval11 who l\avt tC"&nshrrri 
ro~rco1 for les1 than f alr aarket 
valuo wt\Qft tlw ~ncCl!l?on1ated value of 
dl1pott4 of roaource1 exc1ed1 t12,ooo . 
'lhls ,erl~ ~•ar1 a roasonablt 
r1l1tlocuhlp to tht ~neo~en11t1d val~• 
ot th• trantf t~ . ~ e~tat.lon of 
t.h• perl=4 a.~4 ~he ~•asona~l• 
~•latlona~1• of thL• p•rlod to ~~ 
YneompMUatod value l1 doocrL~t4 11 
follow: 

NOTE: For Transfers of Resources Occurring Before July 1, 1988 

Transfers prior to July 1, 1988, wr 11 be reviewed under t ne SSI pol icy 
in effect and approved in our State Pl•n iS of Jun1 30, 1988, with res pect 
to resources disposed of bef1Jre Ju ly t, 1988. Transfers which cook place 
prior to July 1, 1988, are reconci led with State Plan procedures wh ich . 
provide for penalties for transfers for less than fair market value pr ior 
to that date, 

'nl Vo. JEl 
Superse411 
Tl lo. 85-2 

v 1 .. ; i !S69 Anroval Da\9 ,._·J-· _ .• _ .. _ _. __ . __ 
I i i ·1· J·GF.1 

1ffut1vo Date· ·' · '·· · ·· ·' 
KCFA tO: 40t3&10002P 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: Mi ssl u lppi 

For Transfers of Resources On or After July 1, 1988 

Under Section 303 of the MCCA, our State appltes the new transfer of resourees 
rules to any Individuals who have transferred resour,es on or after Ju ly 1, 
1988 except . for lnterspousal transfers of resources which occur before October 
1, 1989. . 

In determining the number of months of penalty for transfer of resources, t he 
~LC:tlc: will use tke locc•r of 3n mnnrhi; or the total uncompensated value of 
transferred resources divided by the average cost of care in the community 1n 
which the Individual resides. 

lnterspousal Transfer of Resources 

The State applies to lnterspousal transfers the laws and po1lcies which were· 
established as of J une 30, 1988, up until and Including September 30, 1989 for 
transfers occurring before Octob~r t, 1989. 

TN No. 89-2 
Supersedes 
TN No. __..__ 

Approvil l O;it·e Effective 
HCFA ID: 

oA~R 0 1 1989 
4093E/U002P 



n:BlUJJJcr 1985 
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l'a;.e 2 

b. !.. .. / Th• pe~ioG cf inalitibilit7 is l•cs 
than 2A w:iont~, as specified belo~: 

c.. L.:i/ The agency has pr-ovisions: for waiver cf 
denial cf elitibility in any instance 
where t'ne St:.at.e ciet.e:-mine~ that a 
denial would wo:-k an undue hardship. 

Inability to obtain· 1nedica1 care 
will be recognized as an undue 
hardship under the State Plan. Since 
Medicaid does not make a cash payrnent, 
as does SS 1, the i na bil i ty to secure 
appropriate me di cal ca re wi 11 
constitute the definition of undue 
hardship for ~ransfers. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

Tll tlo. ~2 
supersedes 
Tll So . ~ 

~:fississippi . 

2. Transfer of the home of an individual who is an 
inpatlent in a medical institution. 

/__I A period of ineligibility applies to 
inpatients in an SNF, ICF or other medical 
institution as permitted under section 
1917{c)(2)(B)(i). 

a. Subject to the exceptions on page 2 of 
this supplement, an individual is 
ineligible for 24 months after the date 
on which he disposed of the home. 
However, if the uncompensated value of 
the home is less than the average 
amount payable under this plan for 24 
months of care in an SNF, the period of 
ineligibility is a shorter time, -
bearing a reasonable relationship 
(based on the average amount payable 
under this plan as medical assistance 
for care in an SHF) to the 
uncompensated value of the home as 
follows: 

Approval Date '\ "' l 'X ~ S 7/ 1/85 
Effective Date -----

HCFA ID : 4093E/0002P 
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STATE PL.AN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

St.ate: 

T!l Ho. 85-2 
Supersedes 
nl No. tsS>? 

Mj s s issippi 

Approval Date 

b . !._/ Subject to the exceptions on page 2 
of this supplement, if the 
uncompensated value of the home is 
more than the average amount 
payable under this plan as medical 
assistance for 24 roonths of care in 
an Stlf, the period of ineligibility 
is more than 24 mont hs after the 
date on which he disposed of the 
home . The period of ineligibility 
bears a reasonable relationship 
(based upon the average amount 
payable under this plan as medical 
assistance for care in an SHF) to 
the uncompensated value of the home 
as follows: 

7/ 1/85 
Effective Date -----

HCFA IO: ~093E/0002P 
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STATE PLAN UNDER TITLE XIX OF THE SOCTAL SECURITY ACT 

State: 

TH Ho. 85-2 
Supersedes 
TH !lo.~ 

Mississippi 

No individual is ineligible by reason of item 
A.2 if--

i. A satisfactory showing is made to the 
agency (in accordance with any 
regulations of the Secretary of Health 
and Human Services) that the individual 
can reasonably be expected to be 
discharged from the medical institution 
and to return to that home; 

ii. Title to the home was transferred to the 
individual's spouse or child who· is under 
age 21, or (for States eligible to 
participate in the State program under 
title XVI of the Social Security Act) is 
blind or permanently and totally disabled 
or (for States not eligible to 
participate in the State program under 
title XVI of the Social Security Act) is 
blind or disabled as defined in section 
1614 of the Act; 

iii. A satisfactory showing i~ made to the 
agency (in accordance with any 
regulations of the Secretary of Health 
and Human Services) that the individual 
intended to dispose of the home either at 
fair market value or for other valuable 
consideration; or 

iv. The agency determines that denial of 
eligibility would work an undue hardship. 

7/1/85 
Approval Date Effective Date ~~~~-

HCFA ID: 4093!/000ZP 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

nJ Yo. 85-2 
Superse4_es, 
nJ No.~ 

Mississippi 

3. 1902(f) States 

L._I Under the provisions of section 1902(f) of 
the Social Security Act, the following 
transfer of resource criteria more 
restrictive than those established under 
section 1917(c) of the Act, apply: 

B. Other than those procedures specified elsewhere in 
the supplement, the procedures for implementing 
denial of eligibility by reason of disposal of 
resources for less than fair market value are as 
follows.: 

l . If the uncompensated value of the transfer is 
$12,000 or less: 

2. If the uncompensated value of the transfer is 
more than $12,000: 

Approval Date '}"\"\r~.S Effective Date 7/ 1/ 85 

HCFA ID: 4093E/0002P 
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STATE PL.All UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: 

TN Ho . 85- 2 
Supersede~ 

Tll No . ~ 

Mi s siss ippi 

3. If the agency sets a period of ineligibility of 
less than 24 months and applies it to all 
transfers of resources (regardless of 
.uncompensated value): 

4. Other procedures: 

Appro.yal Date Effective Date 
7/ 1 /85 

-----
HCFA ID: 4093E/0002P 
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1917 (c) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TRANSFER OF ASSETS 

The agency provides for the denial of certain Medicaid services by 
reason of disposal of assets for less than fair market value . 

1. Institutionalized individuals may be denied certain Medicaid 
services upon disposing of assets for less than fair market value 
on or after the look-back date. 

The agency withholds payment to institutionalized individuals for 
the following services: 

Payments based on a level of care i n a nursing facility; 

Payments based on a nursing facility level of care in a 
medical institution; 

Home and community-based services under a 1915 waiver. 

2. Non-ins titutionalized individuals: 

The agency applies these provisions to the following non­
institutionalized eligibility groups . These groups can be 
no more restrictive than those set forth in section 1905(a) 
of the Social Security Act: 

The agency withholds payment t o non-institutionalized individuals 
for the following services: 

Home health services (section 190S(a) (7)); 

Home and conununity care for functionally disabled and 
elderly adults (section 1905 (a) (22)); 

Personal care services furnished to individuals who are not 
inpatients in certain medical institutions, as recognized 
under agency law and specified in section 1 905( a ) (24). 

The following other long-term care services for which 
medical assistance is otherwise under the agency plan: 

TN No . -"'9.:.5_-"'"o.:.s __ _ 4/13/95 1/1/95 
Supersedes Approval Date Effective Date 
TN No. NEW Date Received 3-31-95 
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TN No. 

March 1995 

TRANSFER OF ASSETS 

3. Penalty Date--The beginning date of each penalty period imposed for 
an uncompensated transfer of assets is: 

-L the first day of the month in which the asset was 
transferred; 

the first day of the month following the month of transfer. 

4. ?enaltv Period - I n stitutionalized Individuals--
In determining the penalty for an institutionalized i ndividual , the 
agency uses: 

_x_ the average monthly cost to a private patient of nursing 
facility services in the agency.; 

the average monthly cost to a private patient of nursing 
facility services in the community in which the individual 
is institutionalized. 

5. Penalty Period - Non-institutionalized Individuals--

95-05 

The agency imposes a penalty period determined by using the same 
method as is used for an institutionalized individual, including 
t~e use of the average monthly cost of .nursing facility services; 

imposes a shorter penalty period than would be imposed for 
institu tionalized individuals , as outlined below : 

4/13/95 
Supersedes Approval Date ~~-...,.,..--.-....-....... ~ 
TN No. _.-NEW--..____ Date Received J-13-9!:) 

Effective Date 
1/1/95 
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TRANSFER OF ASSETS 

6. Penaltv period for amounts of transfer less than cost of nursing 
racility care--

a. Where the amount of the transfer is less than the monthly 
cost of nursing facility care, the agency: 

_1L. does not impose a penalty; 

imposes a penalty for less than a full month, based on 
the proportion of the agency's private nursing fac i lity 
rate that was transferred. 

b . Where an individual · makes a series of transfers, each less 
than the . private nursing facili.ty rate for a month, the 
agency: 

_1L. does not impose a penalty; 

imposes a series of _penalties, each for less than a 
full month . 

7. Transfers made so that oenaltv periods would overlao-­
The agency: 

_x_ totals the value of all assets transferred to produce a 
single penalty period; 

calculates the individual penalty periods and imposes them 
sequentially. 

$ . Transfers made so that oenalty periods would not overlap-­
The agency: 

_x_ assigns each transfer its own penalty period; 

uses the method outlined below: 

TN No. 95-05 
Supersedes Approval Date 

4/13/95 1/1/95 
Effective Date 

TN No. . ... NEW=------ Date Received 3-31-95 
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TRANSFER OF ASSETS 

9. Penalty periods - transfer bv a soouse that results in a penalty 
oeriod for the individual--

I 

(a) The agency apportions any existing penalty period betwe~n 
the spouses using the method outlined below, provided the 
spouse is eligible for Medicaid. A penalty can be assessed 
against the spouse, and some portion of the penalty against 
the individual remains. 

(b) If one spouse is no longer subject to a penalty, the 
remaining penalty period must be served by the remaining 
spouse. 

10. Treatment of income as an asset--
rJ'lhen income has been transferred as a lump sum, the agency will 
calculate the penalty period on the lump sum value. 

The agency will impose partial month penalty ~eriods . 

',-lhen a stream of income or ·the right to a stream of income has been 
transferred, . the agency will impose a penalty period for each 
income payment. 

Far transfers of individual i ncome payments , the agency 
will impose partial month penal ty periods. 

_x_ For transfers of the right to an income stream, the agency 
will use the actuarial value of all payments transferred. 

The agency uses an alternate method to calcul a t e penalty 
periods, as described below: 

TN No. 95-05 
Supersedes Approval Date 4 / 13 I 9 5 Effective Date 1/1/95 
TN No. _ ... NEW=------ Date Received 3-31-95 
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TRANSFER OF ASSETS 

11 . Imposition of a oenalty would work an undue hardship--
The agency does not apply the transfer o f assets provisions in any 
case in which the agency determines that such an application would 
work an undue hardship. The agency wil 1 use the following 
procedures in making undue hardship determinations: 

The following criteria will be used to determine whether the agency 
will not count assets transferred because the penalty would work an 
undue hardship : 

Medicaid wil l not be denied to an individual under this provision 
if the individual would be forced to go without life sustaining 
services. Each caase will be determined individually as the 
provision is geared toward f inacially and medically needy 
individuals with no possible means of recovering transferred 
asses ts. 

TN No. 95-05 4/13/95 
Effective Date ~-l_f_l_f_9 __ 5 ____ _ Supersedes 

TN No. NEW 
Approval Date ---....,....---..,.......-~ 

Date Received 3-31-9 5 



1917(c) 

SUPPLEMENT 9b to ATTACHMENT 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

TRANSFER OF ASSETS 

FOR TRANSFERS OF ASSETS FOR LESS THAN FAIR MARKET VALUE 
MADE ON OR AFTER FEBRUARY 8, 2006, the agency provides for the denial 
of certain Medicaid services. 

1. Institutionalized individuals are denied coverage of certain Medicaid services 
upon disposing of assets for less than fair market value on or after the look-back 
date. 

The agency does not provide medical assistance coverage for institutionalized 
individuals for the following services: 

Nursing facility services; 

Nursing facility level of care provided in a medical institution; 

Home and community-based services under a 1915(c) or (d) waiver. 

2. Non-institutionalized individuals: 

__ The agency applies these provisions to the following non-institutionalized 
groups. These groups can be no more restrictive than those set forth in 
section 1905(a) of the Social Security Act: 

The agency withholds payment to non-institutionalized individuals for the 
following services: 

Home health services (section 1905(a)(7)); 

Home and community care for functionally disabled elderly adults 
(section l 905(a)(22)); 

TN No: 2008-003 
Supersedes 
TNNo. NEW 

Approval Date: 11/24/08 

Date Received: 08/27/08 

Effective Date: 07/01/08 

HCF A ID: 7985E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

TRANSFER OF ASSETS 

Personal care services furnished to individuals who are not inpatients in 
certain medical institutions, as recognized under agency law and specified 
in section 1905(a)(24). 

The following other long-term care services for which payment for 
medical assistance is otherwise made under the agency plan: 

3. Penalty Date - - the beginning date of each penalty period imposed for an 
uncompensated transfer of assets is the later of: 

TN No: 2008-003 
Supersedes 
TNNo: 1NEW 

• 
for less than fair market value: 

_x_ The State uses the first day of the month in which the assets were 
transferred 

The State uses the first day of the month after the month in which the 
assets were transferred, or 

OR 

• The date on which the individual is eligible for medical assistance under the 
State plan and is receiving institutional level care services described in 
paragraphs 1 and 2 that, were it not for the imposition of the penalty period, 
would be covered by Medicaid; 

AND 

which does not occur during any other period of ineligibility for services by 
reason of a transfer of assets penalty. 

Approval Date: 11124/08 Effective Date: 07/01/08 

Date Received: 08/27 /08 HCFA ID: 7985E 
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STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

TRANSFER OF ASSETS 

4. Penalty Period- Institutionalized Individuals - -

In determining the penalty for an institutionalized individual, the agency uses: 

X the average monthly cost to a private patient of nursing facility services in 
the State at the time of application; 

__ the average monthly cost to a private patient of nursing facility services in 
the community in which the individual is institutionalized at the time of 
application. 

5. Penalty Period-Non-institutionalized Individuals - -

The agency imposes a penalty period determined by using the same method as is 
used for an institutionalized individual, including the use of the average monthly 
cost of nursing facility services; 

imposes a shorter penalty period than would be imposed for 
institutionalized individuals, as outlined below: 

6. Penalty Period for amounts of transfer less than cost of nursing facility care-

1N No: 2008-003 
Supersedes 
1NNo: NEW 

where the amount of the transfer is less than the monthly cost of nursing 
facility care, the agency imposes a penalty for less than a full month, 
based on the option selected in item 4. 

_x_ the state adds together all transfers for less than fair market value made 
during the look-back period in more than one month and calculates a 
single period of ineligibility, that begins on the earliest date that would 
otherwise apply if the transfer had been made in a single lump sum. 

Approval Date: 11/24/08 Effective Date: 07/01/08 

Date Received: 08/27 /08 HCF A ID: 7985E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

TRANSFER OF ASSETS 

7. Penalty periods - transfer by a spouse that results in a penalty period for the 
individual - -

(a) The agency apportions any existing penalty period between the spouses 
using the method outlined below, provided the spouse is eligible for 
Medicaid. A penalty can be assessed against the spouse, and some 
portion of the penalty against the individual remains. 

(b) If one spouse is no longer subject to a penalty, the remaining penalty 
period must be served by the remaining spouse. 

8. Treatment of a transfer of income - -

When income has been transferred as a lump sum, the agency will calculate the 
penalty period on the lump sum value. 

When a stream of income or the right to a stream of income has been transferred, 
the agency will impose a penalty period for each income payment. 

For transfers of individual income payments, the agency will impose 
partial month penalty periods using the methodology selected in 6. above. 

X For transfers of the right to an income stream, the agency will base the 
penalty period on the combined actuarial value of all payments 
transferred. 

9. Imposition of a penalty would work an undue hardship - -

TN No: 2008-003 
Supersedes 
TNNo: NEEW 

The agency does not impose a penalty for transferring assets for less than fair 
market value in any case in which the agency determines that such imposition 
would work an undue hardship. The agency will use the following criteria in 
making undue hardship determinations: 

Approval Date: 11/24/08 Effective Date: 07 /01/08 

Date Received: 08/27 /08 HCF A ID: 7985E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

TRANSFER OF ASSETS 

Application of a transfer of assets penalty would deprive the individual; 

(a) Of medical care such that the individual's health or life would be 
endangered; or, 

(b) Of food, clothing, shelter, or other necessities of life. 

Undue hardship does not exist when the application of a transfer penalty merely 
causes an applicant/recipient or their family member(s) inconvenience or restricts 
their lifestyle. 

Undue hardship does not exist when assets in excess of the spousal 
impoverishment federal maximum (less any assets transferred under the Income 
First provision) are transferred to the community spouse and the community 
spouse refuses to cooperate in making the excess resources available to the 
institutionalized spouse. 

Undue hardship does not exist if assets are transferred to a person (spouse, child 
or other person) handling the financial affairs of an applicant/recipient unless it is 
established that transferred funds cannot be recovered, even through exhaustive 
legal measures. 

Undue hardship exists when the applicant/recipient or their designated 
representative has exhausted all legal actions to have transferred assets causing 
the penalty period to be returned to the applicant/recipient. 

10. Procedures for Undue Hardship Waivers 

The agency has established a process under which hardship waivers may be 
requested that provides for: 

(a) Notice to a recipient subject to a penalty that an undue hardship exception 
exists; 

TN No: 2008-003 
Supersedes 
TNNo: NtzW 

Approval Date: 11/24/08 

Date Received: 8/27 /08 

Effective Date: 07/01/08 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

TRANSFER OF ASSETS 

(b) A timely process for determining whether an undue hardship waiver will be 
granted; and, 

( c) A process, which is described m the notice, under which an adverse 
determination can be appealed. 

These procedures shall permit the facility in which the institutionalized 
individual is residing to file an undue hardship waiver application on behalf of 
the individual with the consent of the individual or the individual's personal 
representative. 

11. Bed Hold Waivers for Hardship Applicants 

TN No: 2008-003 
Supersedes 
TN No: N t:=4' 

The agency provides that while an application for an undue hardship waiver is 
pending in the case of an individual who is a resident of a nursing facility: 

X payments to the nursing facility to hold the bed for the individual will be 
made for a period not to exceed 30 .days (may not be greater than 
30). 

Approval Date: 11124/08 Effective Date: 07/01/08 

Date Received: 08/27 /08 HCF A ID: ""'--'79'-=8=-SE=---
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

The agency does not apply the trust provisions in any case in which the 
agency determines that such application would work an undue hardship . 

The following criteria will be used to determine whether the agency will 
not count assets transferred because doing so would work an undue 
hardship: 

Medicaid will not be denied to an individual under this provision if the 
individual would be forced to go without life sustaining services. Each . 
caase will be determined individuany as the provision is .geared toward 
finacially and medically needy individuals with no possible means of 
recovering . transferred assests. 

Under the agency's undue hardship provisions, the agency exempts the 
funds in an irrevocable burial trust. 

The maximum value of the exemption 
$No maximum written into policy, 
irrevocable burial trusts; however, 
burial. 

for a n irrevocable burial trust is 
as this has never been abused for 
there is a $3,000 limit on revocable 

1/1/95 TN No. 95-05 
Supersedes 'co;~ ·) 
TN No . New (~ 11 ~ 

4-13-95 
Approval Date Effective Date 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

l902(u) of the 
Act 

TN No. :92-<lii 
Supersedes 
TN No. 89-10 

COST-EFFECTIVENESS METHODOLOGY FOR COBRA 
CONTINUATION BENEFICIARIES 

Premium payments are made by the agency only if such 
payments are likely to be cost-effective. The agency 
specifies the guidelines used in determining cost­
effectiveness by selecting one of the following methods: 

X The methodology as described in SMM Section 
3598. 

Another cost-effective methodology as described 
below. 

Approval Date 11-3-93 Effective Date ------7-1-92 

Date Received -----9-30-92 HCF A ID: 7985E 



Medicaid State Plan Eligibility
Eligibility Groups - Mandatory Coverage

Transitional Medical Assistance
MEDICAID | Medicaid State Plan | Eligibility | MS2019MS0004O | MS-19-0009-elig

Families with Medicaid eligibility extended for up to 12 months because of earnings.

Package Header
Package ID MS2019MS0004O

Submission Type O�cial

Approval Date 5/13/2019

Superseded SPA ID 99-015 Att2.6A Sup12 Pg 2

User-Entered

SPA ID MS-19-0009-elig

Initial Submission Date 3/6/2019

E�ective Date 1/1/2019

The state covers the mandatory transitional medical assistance group in accordance with the following provisions: 

A. Characteristics

1. An individual qualifying under this eligibility group must meet one of the following criteria:

a. Lost coverage under the parents and other caretaker relatives group (42 CFR 435.110) due to work hours or income from 
employment, or 

b. Is the child of a parent or caretaker relative described in A.1.a.

2. In accordance with the requirements described in section 1925 of the Act, and in this reviewable unit, the state provides extended Medicaid eligibility, as 
follows:

a. The initial extended eligibility period is for 6 months, followed by a second extended eligibility period of 6 months.

b. The initial extended eligibility period is for 12 months, with no second extended eligibility period.



Transitional Medical Assistance
MEDICAID | Medicaid State Plan | Eligibility | MS2019MS0004O | MS-19-0009-elig

Package Header
Package ID MS2019MS0004O

Submission Type O�cial

Approval Date 5/13/2019

Superseded SPA ID 99-015 Att2.6A Sup12 Pg 2

User-Entered

SPA ID MS-19-0009-elig

Initial Submission Date 3/6/2019

E�ective Date 1/1/2019

B. Individuals Covered

1. Parents or other caretaker relatives 

a. A parent or other caretaker relative must meet the following criteria to qualify for an initial extended eligibility period:

i. Was eligible and enrolled in the parents and other caretaker relatives 
eligibility group, during the six months immediately preceding the month that 
eligibility was lost, for at least:

ii. Lost eligibility under the parents and other caretaker relatives eligibility 
group because:

(1) The earnings of a parent or 
caretaker relative caused household 
income to exceed the income standard 
of that group; or  
 
(2) The hours of employment of a 
parent or caretaker relative resulted in 
the individual no longer being 
considered to have a dependent child 
(as described in 42 CFR 435.4 and the 
Parents and Other Caretaker Relatives 
RU).

iii. Continues to live with a child. 

2. A child qualifying under this eligibility group must meet all of the following requirements:

a. Lives with a parent or other caretaker relative who is eligible under this eligibility group. 
 
b. Is not eligible for the infants and children under age 19 eligibility group (42 CFR 435.118).

(1) 1 month

(2) 2 months

(3) 3 months



Transitional Medical Assistance
MEDICAID | Medicaid State Plan | Eligibility | MS2019MS0004O | MS-19-0009-elig

Package Header
Package ID MS2019MS0004O

Submission Type O�cial

Approval Date 5/13/2019

Superseded SPA ID 99-015 Att2.6A Sup12 Pg 2

User-Entered

SPA ID MS-19-0009-elig

Initial Submission Date 3/6/2019

E�ective Date 1/1/2019

C. Initial Extended Eligibility Period

1. Income/Resource Standard Used 
 
There is no income or resource standard. 
 
2. Medical Assistance Provided

a. The amount, duration, and scope of coverage provided is the same as that provided to parents and caretaker relatives 
enrolled in the parents and other caretaker relatives eligibility group and to children enrolled in the eligibility group for 
infants and children under age 19. 
 
b. The state's election to provide premium assistance for employer sponsored coverage is described in the bene�ts section 
of the state plan.

3. Termination of Extension

a. If the family ceases to include a child, the initial extension of eligibility will end prior to the scheduled end date.  In such 
cases, eligibility is terminated at the close of the �rst month in which the family no longer includes a child.

b. Termination of eligibility will occur in accordance with all requirements described in the Eligibility Process RU.



Attachment 2.6-A 
Supplement 12 
Page 1 

STA TE PLAN UNDER TITLE XIX OF 1HE SOCIAL SECURITY ACT 

State: Mississippi 

ELIGIBILITY UNDER SECTION 1931 OF THE ACT 

The State covers low-income families and children under section 1931 of the Act. 

The following groups were included in the AFDC State plan effective July 16, 1996: 

_x_ Pregnant women with no other eligible children. 

_x_ AFDC children under age 18 who are full-time students in a 
secondary school or in the equivalent level of vocational or technical 
training. 

In determining eligibility for Medicaid, the agency uses the AFDC 
standards and methodologies in effect as of July 16, 1996, without 
modification. 

_x__ In determining eligibility for Medicaid, the agency uses the AFDC 
standards and methodologies in effect as of July 16, 1996, with the 
following modifications. 

TNNo. 99-15 
Supersedes TN No. 97-03 

The agency applies lower income standards which are no lower than 
the AFDC standards in effect on May 1, 1988, as follows: 

The agency applies higher income standards than those in effect as of 
July 16, 1996, increased by no more than the percentage increase in 
the CPI-U since July 16, 1996, as follows: 

Approval Date MAR 2 2 L~ :a Effective Date 07/01/99 
Received Date ___ _ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

ELIGIBILITY UNDER SECTION 1931 OF THE ACT 

TN No. 99-15 
Supersedes TN No. 

The agency applies higher resource standards than those in effect as 
of July 16, 1996, increased by no more than the percentage increases 
in the CPI-U since July 16, 1996, as follows: 

_x_ The agency uses less restrictive income and/or resource methodologies 
than those in effect as of July 16, 1996, as follows: 

97-03 

• Eliminates quarterly reporting requir~ents for the Medicaid 
transition benefit and allows the State to provide 12 months 
of extended coverage without interruption for these Medicaid 
recipients. (Approved 07 /29/97 effective 07/01/97 - TN No. 
97-03.) 

• All resources aie disregarded. 

• Excludes all increases in earnings or new earnings in the 
month in which the family would otherwise be ineligible 
caused by the earnings or the loss of the earnings disregards. 
The exclusion is limited to the month in which the family 
would otherwise be ineligible. The extended Medicaid period 
is applied beginning in the next month. 

The income and/or resource methodologies that the less restrictive 
methodologies replace are as follows: 

• The quarterly reporting requirements for extended Medicaid 
benefits. (See HCF A letter dated March 4, 1997 and 
Enclosures 1 and 2). (Approved 07/29/97 effective 07/01/97 
- TN No. 97-03.) 

Approval Date _H_A_R_2_· _:~ _~_-cc~ Effective Date 07/01/99 
Received Date ___ _ 
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Attachment 2.6-A 
Supplement 12 
Page 3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

ELIGIBILITY UNDER SECTION 1931 OF THE ACT 

TN No. 99-15 

• The AFDC resource limit was $1000. 

• There was no earnings exclusion and the extended Medicaid period 
began in the month of ineligibility due to earnings or the loss of the 
earnings disregard. 

_x_ The agency terminates medical assistance (except for certain pregnant 
women and children) for individuals who fail to meet T ANF work 
requirements. 

The agency continues to apply the following waivers of provisions of 
Part A oftitle Nin effect as of July 16, 1996, or submitted prior to 
August 22, 1996 and approved by the Secretary on or before July 1, 
1997. 

I"' • • ., 

Effective Date 07/01/99 
Supersedes TN No. · 97-03 

Approval Date MAR 2 2 

Received Date --- -
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Revision: HCFA-PM SUPPLEMENT 12a to 
ATTACHMENT 2.6-A 
Page 1 
OMB No: 0938-0673 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ~~~~~~---'M"""""'is=s=is=s1~·P~P~i~~~~~ 

VARIATIONS FROM THE BASIC PERSONAL NEEDS ALLOWANCE 

Individuals in institutions who participate in paid work activity such as sheltered workshops, work 
therapy programs, vocational skills training or any self employment activity such as the sales of 
handicrafts are allowed a PNA of $88 if total wages are equal to or less than $44 per month. This 
allows the individual a $44 PNA plus an additional $44 for greater needs associated with the work 
activity. For individuals who earn more than $44 per month, the work allowance is equal to 50% 
of the current SSI FBR for an individual less the $44 PNA. The PNA of $44 is then allowed as an 
additional deduction from total income. 

Earnings equal to or less than $44 - PNA = $88 
Earnings greater than $44- PNA = $44 plus an additional work allowance equal to 50% 

of the current SSI FBR minus $44 

Disclosure Statement for Post-Eligibility Preprint 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a 
collection of information unless it displays a valid OMB control number. The valid O:MB control 
number for this information collection is #0938-0673. The time required to complete this 
information collection is estimated at 5 hours per response, including the time to review instructions, 
searching existing data resources, gathering the data needed and completing and reviewing the 
information collection. If you have any comments concerning the accuracy of the time estimate(s) 
or suggestions for improving this form, please write to: H CF A, 7 5 00 Security Boulevard, N2-14-2 6, 
Baltimore, Maryland 21244-1850 and to the Office of Information and Regulatory Affairs, Office 
of Management and Budget, Washington, D. C. 20503. 

TN No. 2000-01 
Supersedes 
TNNo. 99-05 

Effective Date 07101100 
Approval Date OCT 0 2 2CJG~ 
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At\achmtnt 2.bA 

STATE P\.AN UNOER TITLE XIX OF TH£ SOCIAL SECUR,TV ACT 

STATE Mississipei 

SECTION 1924 PROYISlONS 

A. lnc:Qd'I• And r"etourc• eli~ibiJJ.ty policit• u1ed to dtt&l"'lftine 
1li91t:li1Lty for iristitution•liz•d individ'-ltlt 9'11'\Q h•v• 
1pou1•• 11v1n; in th• c:c~~~n1ty .,... c:onsi•tent with 1oction 
~924. 

8 1 fn the det•r~ination of r~tource eliQibility tho St•t~ 
rttsC>\.lr:c:• atandard t...§.21000 

c. The d•finition of undu• h•~dehip for" ~r?o••• of det1r~inin9 
if institution•HZ•d 1po1.J1et l"'tc:eive M•~ic:aid in 1pit1 of 
h1vin; •~c:vts CQ4.lntabl1 retourc•t it d•tcrib•d b1low1 

Undue Hardship 

If the Community Spouse holds· resources that e xceed · t he Community Spouse 
share of $60,000 and does not make the excess r esources availab l e to the 
Institutional Spouse, the excess will continue to be counted as the 
Institutional Spouse share of resources unless undue hardship exists. That 
is, if a denisl of Medicaid eligibility for the Institutional Spouse would 
re;ult in th~ lnstitut)onal Spouse inabil i ty to obtain medical care, counting 
the excess toward the Institutional Spouse share can be waived. Undue 
hardship situations must be reviewed individually. A statement · from the 
Community Spouse is required in th i s situation citing the ,- reason for the 
refusal to make resources available as required under federal law. 

TN No. 89-2t 

Supersedes 

T. N. New 

Approval 

Received 

JAN 2 3 1990 
Date~ 

Date~ 
Effective Date /{!-/-t9 



Revision: SUPPLEMENT 16 TO ATIACH MENT 2.6 -A 
PAGE 1 

STATE PLAN UNDER XIX Of THE SOCIAL SECURITY ACT 

l 940 (a) 
of the Act 

I. 

TN NO. : 2010 - 005 

State: Mississippi 

ASSET VERIFICATION SYSTEM 

The agency will provide for the verification of assets for purposes of determining 
or redetermining Medicaid eligibility for aged, blind and disabled Medicaid 
applicants and recipients using an Asset Verification System (AVS) that meets 
the following minimum requirements. 

A. The request and response system must be electronic: 

(I) Verification inquiries must be sent electronically via the internet 
or similar means from the agency to the financial institution (Fl). 

(2) The system cannot be based on mailing paper-based requests. 

(3) The system must have the capability to accept responses 
electronically. 

B. The system must be secure, based on a recognized industry standard of 
security (e.g., as defined by the U.S. Commerce Department's National 
Institution of Standards and Technology, or NIST). 

C. The system must establish and maintain a database of Fis that participate 
in the agency's AVS. 

D. Verification requests also must be sent to Fis other than those identified 
by applicants and recipient, based on some logic such as geographic 
proximity to the applicant's home address, or other reasonable factors 
whenever the agency determines that such requests are needed to 
determine or redetermine the individual 's eligibility. 

E. The veri fication requests must include a request for information on both 
open and closed accounts, going back up to 5 years as determined by the 
State. 

Approval Date: 06-02-10 Effective Date: 09/30/10 

Supersedes TN N 0. : -"""'N""'"'e"""'w-'-'-P=ag=e=---



Revision: SUPPLEMENT 16 TO ATIACHMENT 2.6-A 
PAGE 2 

STATE PLAN UNDER XIX OF THE SOCIAL SECURITY ACT 

State: ___ __,M~is=s=is=si""p""'"p,_i ___ _ 

ASSET VERIFICATION SYSTEM 

2. System Development 

A. The agency itself will develop an AVS. 

In 3 below, provide any additional information the agency wants to 
include. 

x_ B. The agency will hire a contractor to develop an AVS. 

In 3 below. provide any additional information the agency wants to 
include. 

C. The agency will be joining a consortium to develop an A VS. 

In 3 below, identify the States participating in the consortium. Also, 
provide any other information the agency wants to include pertaining to 
how the consortium will implement the A Vs requirements. 

D. The agency already has a system in place that meets the requirements fo r 
an acceptable A VS. 

E. Other alternative not included in A. - 0. above. 

In 3 below, describe this alternative approach and how it will meet the 
requirements in Section I. 

TN NO. : 2010 - 005 Approval Date:06-02-10 Effective Date: 09/30/10 

Supersedes TN NO. : --'N-'-e=w""-'-P=ag""'e=---



Revision: SUPPLEMENT 16 TO ATIACHMENT 2.6-A 
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STATE PLAN UNDER XIX OF THE SOCIAL SECU RITY ACT 

State : -----'-'-M~is=s=is=si,..R.i::-P,_i ____ _ 

ASSET VERIFICATION SYSTEM 

3. Provide the AVS implementation information requested for the implementation 
approach checked in Section 2, and any other information the agency may want 

to inc lude. 

TN NO.: _-=2=0=10:;_-.......:o:..::o=s __ Approval Date: 06-02-10 Effective Date: 09/30/10 

Supersedes TN NO. : _ ....:..N.;..;:e:...:.;w,_,P-=a=g..::..e_ 
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SUf9lEMENT l7~~tVTZk-4 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Mississippi 

DISQUALIFICATION FOR LONG-TERM CARE ASSISTANCE FOR 
TNDMDUALS WITH SUBSTANTIAL HOME EQUITY 

l 9 l 7(f) The State agency denies reimbursement for nursing facility services and other long­
term care services covered under the State plan for an individual who does not have a 
spouse, child under 21 or adult disabled chiJd residing in the individual's home, 
when the individual's equity interest in the home exceeds the following amount: 

__x__ $500,000 (increased by the annual percentage increase in the urban 
component of the consumer price index beginning with 2011, rounded to the 
.1..1.vu..1.v ... n 41.1. ,vvv /• 

An amount that exceeds $500,000 but does not exceed $750,000 (increased 
by the annual percentage increase in the urban component of the consumer 
price index beginning with 2011 , rounded to the nearest $1,000). 

The amount chosen by the State is~-----

This higher standard applies statewide, 

This higher standard does not apply statewide. It onJy applies 
in the following areas of the State: 

This higher standard applies to all eligibility groups. 

This higher standard only applies to the following eligibiLity 
groups: 

The State has a process under which this limitation will be waived in cases of undue hardship. 

TN No: 2008-003 
Supersedes 
TNNo: NEW 

Approval Date: 11/24/08 

Date Received: 08/27/08 

Effective Date: 07/01/08 

~' HCF A ID: ~79~8=5E""---



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment   3.1-A

MEDICAL ASSISTANCE PROGRAM Introductory Page1

State of Mississippi        

TN No.:  15-003 Date Received:  01/30/2015
Supersedes              Approved Date:  03/31/2015
TN No.:  New  Effective Date:  01/01/2015

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED

Telehealth Service

1) Telehealth service is defined as the practice of health care delivery by a provider to a beneficiary
who is under the care of a provider at a different geographical location.

2) The Division of Medicaid covers medically necessary health services to eligible Medicaid
beneficiaries as specified in the State Plan.  If a service is not covered in an in-person setting, it is
not covered if provided through telehealth.

3) Telehealth service must be delivered in a real-time communication method that is:
a. Live;
b. Interactive; and
c. Audiovisual.

4) The originating or spoke site is defined as the physical location of the beneficiary at the time the
telehealth service is provided via telecommunications system. Telehealth services are covered in
the following originating sites:

a. Office of a physician or practitioner;
b. Outpatient Hospital (including a Critical Access Hospital (CAH));
c. Rural Health Clinic (RHC);
d. Federally Qualified Health Center (FQHC);
e. Community Mental Health/Private Mental Health Centers;
f. Therapeutic Group Homes;
g. Indian Health Service Clinic; or
h. School-based clinic.

5) The distant or hub site is defined as the physical location of the provider delivering the telehealth
service via telecommunications system.

6) Telehealth services must be delivered by a participating Medicaid provider acting within their
scope-of-practice at both the originating and distant site.

7) The following are not considered telehealth services and are not covered:
a. Telephone conversations;
b. Chart reviews;
c. Electronic  mail messages;
d. Facsimile transmission;
e. Internet services for online medical evaluations; or
f. The installation or maintenance of any telecommunication devices or systems.



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment   3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1

State of Mississippi

TN No.    2013-007     Date Received 06-25-13
Supersedes       Date Approved 08-08-13
TN No.        92-04      Date Effective   7/01/2013

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

1. Inpatient hospital services other than those provided in an institution for mental diseases.

Provided: No Limitations    With Limitations

2. a. Outpatient hospital services.

Provided:            No Limitations    With Limitations

b. Rural health clinic services and other ambulatory services furnished by a rural health
clinic (which are otherwise included in the State plan).

Provided:            No Limitations    With Limitations

Not Provided

c. Federally qualified health center (FQHC) services and other ambulatory services that are
covered under the plan and furnished by an FQHC in accordance with section 4231 of the
State Medicaid Manual (HCFA-Pub. 45-5).

Provided: No Limitations    With Limitations

3. Other laboratory and x-ray services.

Provided: No Limitations            With Limitations



Revision: HCFA-PM-92-7
May 1993

ATTACHMENT 3.1-A
Page2

OMBNO:

State/Territory: MI SSI S SI P PI

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

4.a. Nursing facility services (other than services in an institution for mental diseases)
for individuals 21 years of age or older.

Provided: No limitations X With limitations

4.b. Early and periodic screening, diagnostic and treatment services for individuals under
21 years of age, and treatment of conditions found. *

4.c. Family planning services and supplies for individuals of child-bearing age.

Provided: No limitations X With limitations*

4.d.  Face-to-face Tobacco Cessation Counseling Services for Pregnant Women

Provided:   No limitations X With limitations* 

5.a. Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing
facility or elsewhere.

Provided: No limitations X With limitations*

5.b. Medical and surgical services furnished by a dentist (in accordance with section
1905 (a) (5) (B) of the Act.)

Provided: No limitations X With limitations*

6. Medical care and any other type of remedial care recognized under State law, furnished by
licensed practitioners within the scope of their practice as defined by State law.

a. Podiatrists' services.

Provided: No limitations X With limitations *

Not provided _

* Description provided on attachment.

TN No.: 2013-002
Supersedes
TN No.: 06-005

Approval Date: 02-12-14
Effective Date: 03/01/14
Date Received:  12-03-13
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Attachment 3.1 -A

Page 3

State of Mississippi

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION, AND SCOPE OF MEDICAL
CARE AND SERVICES PROVIDED

Optometrists' services.

_ Pruvitlcd: _ No lirnitatiuns _ With lirrritationss

X Not Provided

Chiloplaotor''s selv ioes.

X Provided: _ No limitations _ With limitations

_ Not provided.

Other practitioners' sen¡ices.

X Provided: ldentified on attached sheet with description of limitations, if any.

_ Not provided.

Home health sen¡ices.

a. Intermittent or paft-time nursing services provided by a home health agency or by

a registered nurse when no home health agency exists in the area.

Provided: _ No limitations X With limitations*

b. Home health aide services provided by a home health agency.

Provided: No limitations X With limitations*

Medical supplies, equipment, and appliances suitable for use in any setting in
which normal life activities take place, other than a hospital, nursing facility,
intermediate care facility for individuals with intellectual disabilities except when

the facility is not required to provide the home health service. or any setting in

which payment is or could be made under Medicaid for inpatient services that

include room and board.

Provided: No limitations X With limitations*

xDescription provided on attachment.

TN No. _!7:t00OL

TN No. 95-11

Approval Date 08/09/2018
Effective Date 09/01/201 8
Dâte Received 08/161201 7



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Attachment 3.1-A

Page 3a

State of Mississippi

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION, AND SCOPE OF MEDICAL CARE
AND SERVICES PROVIDED

d. Physical therapy, occupational therapy, or speech pathology and audiology
services provided by a hotre health agency or medical rehabilitation
facility.

_Provided: _ No limitations _ With limitations+

X Not provided.

8. Private duty nursing services.

Provided: No limitations 
- 

With lirnitations*

X Not provided.

*Description provided on attachment.

TNNo. l7-0001
Supersedes
TNNo. 92-04

Effective Date 09 I 01 I20II
Approval Date 08/09/2018
Date Received 0811612017
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(BKRC) 

State ___ __,M"'"i""'a""a""i;;.;a;;.;a""i::.iP.:.iPr::.:i=-----

AT'l'ACEMEN'f 3.1-A 
Page 4 
OMB Ro.: 0938-0193 

AMOOllT, DORATION AHO SCOPE OP MEDICAL 
AlfD RBllBDIAL CARB ARD SERVICES PROVIDED '10 'l'llB CATBGOR:ICALLY NEEDY 

9. Clinic services. 

[x] Provided: No limitations ( x] With limi ta tio.ns • 

[ ] Not provided. 

10. Dental services. 

[x] Provided: No limitations (x] With limitations* 

( ] Not provided. 

11. Physical therapy and related services. 

a. Physical therapy. 

Provided: No limitations iv( With limitations* 

[ ] Not provided. 

b. Occupational therapy. 

cvf' Provided: ( ) No limitations (v( With limitations* 

[ ] Not provided. 

c. Services for individuals with speech, hearing, and language disorders 
(provided by or under the supervision of a speech pathologist or 
audiologist). 

[vf' Provided: [ ] No limitations [~With limitations* 

[ ] Not provided. 

*Description provided on attachment. 

TN No. 89-11 
Supersedes 
TN No. 85-5 

Approval Date /)_-/J-Rtf Effective Date /-/ -9( > 
HCFA ID: 1169P/000 2P 
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AMOUB'l', DO'RATI~H AND SCOPB OP llBDICAL 
AND REMEDIAL CABB AND SERVICES PROVIDED TO THE CATEGORICALLY MBBDY 

12. Prescribed druqa, dentures, and prosthetic devices ; and eyeq1asses 
prescribed by a physician skilled ill diseases of the eye or by an 
optometrist. 

a. Prescribed drugs. 

[ x J Provided: No limitations [x] With limitations* 

[ ] Not provided. 

b. Dentures. 

[ ] Provided: [ ] No limitations [ J With limitations* 

[x) Not provided. 

c. Prosthetic devices. 

[x) Provided: [ ] No limitations [xJ With limitations* 

( ) Not provided. 

d . . Eyeglasses. 

[x) Provided: [ ] No limitations ·[ x] With limitations* 

[ ] Not provided. 

13. Other diagnostic, screeninq, preventive, and rehabilitative services, 
i.e., other than those provided elsewhere .in the plan. 

a. Diagnostic services. 

[x] Provided: [ ] No limitations [x) With limitations* 

[ J Not provided. 

*Description provided on attachment. 

TN No. 89-11 
Supersedes 
TN No. 85-5 

Approval Date L)-/3~ / ·-/-()(' Effective Date / 1 

HCFA ID: 0069P/0002P 
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State of Mississippi                   

TN No.       2013-013                                                                                                          Date Received   12-16-13 
               Supercedes                                                                                                        Date Approved   01-17-14 

TN No.         91-23                                                                                                              Date Effective    10/01/2013_ 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

 
 
 
 
  
15. Services in an intermediate care facility for the mentally retarded (other than in an 

institution for mental diseases) for individuals who are determined in accordance with 
section 1902(a)(31)(A), to be in need of such care. 

 
 Provided:               No Limitations        With Limitations* 
 
   Not Provided 
 
16. Inpatient psychiatric facility services for individuals under 22 years of age. 
 
 Provided:               No Limitations        With Limitations* 
 

  Not Provided 
 

 
17. Nurse-midwife services. 
 

Provided:               No Limitations                With Limitations* 
 

  Not Provided 
 
 

18. Hospice care (in accordance with section 1905(o) of the Act). 
 

Provided:               No Limitations                With Limitations* 
 

  Provided in accordance with section 2302 of the Affordable Care Act 
  

  Not Provided 
 
 
 
*Description provided on attachment 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/ Territory: Mj ssjssippi 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEOORICALL~ NEEDY 

19. Case management services and Tubercul~sie related servicee 

a. Case management services as defined in, and to the group specified Lo, 
Supplement 1 to ATTACHMENT 3.-i~ (Ln accordance wi.th section l90S(a) (19) 
or section 191S(g) of the Act). 

1l_ Provided: ~ With limitations 

Not provided. 

b. Special tuberculosis (TB) related services under section l902(z)(2)(F) of 
the Act. 

Provided: With limitations• 

_x. Not provided. 

20. Extended services for pregnant women 

a. Pregnancy-related and postpartum services for a 60-day period after the 
pregnancy ends and any remaining days in the month in which the 60th day 
falls. 

_!. .Additional coverage ++ 

b. Services for any other medl.cal conditions that ma.y complicate 
pregnancy. 

~- Additional coverage ++ 

++ Attached is a description of increases in covered servi.ca• bey-end 
limitations for all groups described in this attachment and/or any 
additional eervicea provided to pregnant women only. 

*Description provided on attachment. 

TN No. 95 IQ 
Supersedes 
TN No. 94-10 

Approval Data 7'-.2i-96 Effective Date 

Date Received t;·E0-95 

1/-1-95 
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ATTACHMENT 3. 1-A 
Page Sa 
OMB No.: 0938-

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AMO REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

21. Ambulatory prenatal care for pregnant women furnished during a 
PJ:'~•umptive eligibility period by 1!11 :eligible provider (in accordance 
with section 1920 of the Act). 

L__I Provided: /__/ No limitations 

I X; Not provided. 

/__/ With limitations• 

22. Respiratory care services (in accordance with section 1~02(e){9)(A) 
through (C) of the Act). 

L__I Provided: /__/ No limitations 

L..;i,./ Not provided. 

/__/With limitations• 

~ertified 
23.j\Pedlatric or family nurse practitioners ' services • 

Provided: /__/ No limitations .L]7With limitations• 

•Description provided on attachment. 

TN No. '92• 
Supersede• Approval Date 8-23-93 Effective Date 1-1-92 
TN No • .-.N.f.w ____ __ 

Date Received 1-30-92 HCFA ID: 7986E ------
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OMB No. :    0938-
State/ Territory:  Mississippi

AMOUNT, DURATION, AND SCOPE OF MEDICAL

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

24. Any other medical care and any other type of remedial care recognized under State law, specified by
the Secretary.

a. Transportation.
Provided: No limitations With limitations*
Not provided.

b. Services of Christian Science nurses.
Provided: No limitations With limitations*
Not provided.

c. Care and services provided in Christian Science sanitoria.
Provided: No limitations With limitations*
Not provided.

d. Nursing facility services for patients under 21 years of age.
Provided: No limitations With limitations*
Not provided.

e. Emergency hospital services.
Provided: No limitations With limitations*
Not provided.

f. Personal care services in recipient’s home prescribed in accordance with a plan of treatment and
provided by a qualified person under supervision of a registered nurse.

Provided: No limitations With limitations*
Not provided.

*Description provided on attachment.

TN No. 2012-009 Approval Date: 10-19-12 Effective Date 9/1/2012
Supersedes
TN No. 94-13 Date Received HCFA ID:  7986E



~evis1on: ~CFA-PH-92-7 

Oc::ober 1992 
(MB ) 

St: ate: Mississippi 

F>.MOUNT, DURATION, AND SCOPE OF MEDICAL 

~TTACHMENT 2.:.-A 
?age l :J 

AND REMEDIAL CARE AND SERVICES PROVI DED TO THE CATEGORICALLY NEEDY 

25. Home and Community care for Functionally Disabled Elderly Individuals, 
as defined, described and limited in Supplement 2 to Attachment J.l-A, 
and Appendices A-G ~o Supplement 2 to Attachment 3.l-A. 

provided x not provided 

TN No. ..,.9...,3._-... 1 ..... s ____ _ 
Supersedes Approval Date 
TN No. Hew Date Received: 

1-3-94 Effective Date _1_0_-_1_-9_3 __ _ 

12-8-93 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State ____________Mississippi_______________________________________________________________

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

TN No.    2012-005 Date Received: 06-29-12

Supercedes         Date Approved : 09-26-12

TN No.    New       Date Effective  04/01/2012

28. (i)   Licensed or Otherwise State-Approved Freestanding Birth Centers

Provided: ____ No limitations With limitations X None licensed or approved

Please describe any limitations:

28. (ii) Licensed or Otherwise State-Recognized covered professionals providing services in the
Freestanding Birth Center

Provided: No limitations With limitations (please describe below)

X Not Applicable (there are no licensed or State approved Freestanding Birth Centers)

Please describe any limitations:  

Please check all that apply:
(a) Practitioners furnishing mandatory services described in another benefit category and 
otherwise covered under the State plan (i.e., physicians and certified nurse midwives).:  

(b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum care 
in a freestanding birth center within the scope of practice under State law whose services 
are otherwise covered under 42 CFR 440.60 (e.g., lay midwives, certified professional 
midwives (CPMs), and any other type of licensed midwife). *

(c) Other health care professionals licensed or otherwise recognized by the State to provide 
these birth attendant services (e.g., doulas, lactation consultant, etc.).*

* For (b) and (c) above, please list and identify below each type of professional who will be
providing birth center services:
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State of Mississippi 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

Inpatient Hospital Services 

Prior authorization (PA) by the Utilization Management and Quality Improvement 
Organization. (UM/QIO) is required on all hospital admissions except newborns at birth. 
Upon approval of a hospital admission, a treatment authorization number· (TAN) is issued 
for an inpatient stay up to nineteen (19) consecutive days. If a beneficiary is discharged 
during these nineteen (19) days and requires another inpatient stay, a new PA request 
must be submitted to the UM/QIO for a new TAN. 

Continued stay authorizations by the UM/QIO are required when the beneficiary remains 
hospitalized more than nineteen (19) days. 

All hospital admissions for deliveries must be reported to the UM/QIO to receive an 
automatic TAN for an inpatient stay up to nineteen (19) consecutive days. 

Newborns do not require a PA for admission at birth. Well or sick newborns hospitalized 
more than five (5) days from the date of delivery require a PA with the begin date of the 
hospital stay as the newborn's date of birth. If a newborn is discharged and requires 
another inpatient stay, a PA by the UM/QIO must be obtained on admission. 

The Division of Medicaid covers all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization. 

TN No.: 2013-016 
Supersedes 
TN No.: 2000-12 

OCT 01 Z0\2 
Date Received: 
Date Approved: JUN 21 2013 
Effective Date: 10/0112012 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
Attachment 3 .1-A 

ST A TE Mississippi Exhibit la 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

la. Inpatient Hospital Services - Swing Bed: 

Statutory Authority. Provision of swing bed services is 
authorized by Section 1913, Title XIX of the Social Security Act, 
as enacted by Congress through Section 904 of Public Law 96-499 and 
implemented by the Department of Health and Human Services through 
regulations 42 CFR Parts 405, 435, 440, 442 and 447. 
Definition of Services. Swing bed services are extended care 
services provided in a hospital bed that has been designated as 
such and consist of one or more of the following: 

a. Skilled nursing care and related services for patients 
requiring medical or nursing care. 

b. Rehabilitation services for the rehabilitation of 
injured, disabled, or sick persons. 

c. On a regular basis, health related care and services to 
individuals who, because of their medical status, require 
care and services above the level of room and board which 
can be made available to them only through institutional 
facilities. · 

Eligible Providers. Hospitals ·granted an approval to participate 
in the swing bed program by the Health Care Financing 
Administration and holding a valid certificate of need to provide 
swing bed care from the Mississippi State Department of Health may 
provide swing bed services to Medicaid recipients. 
Duration of Service. Medicaid recipients will be eligible for 
swing bed care to the same extent allowed or provided under the 
Long Term Care program, except that swing-bed providers will not be 
reimbursed for hospital leave days or therapeutic home leave days. 
Prior to the admission of a Medicaid recipient, the swing bed 
facility must call the Mississippi Foundation For Medical Care 
(PRO) to receive certification or non-certification for the swing 
bed. Seven (7) days prior to the thirtieth (30th) consecutive 
swing bed day, the hospital must complete the Medicaid Swing Bed 
Extension Form and forward it to PRO along with the entire patient 
record for review. PRO will notify the swing bed facility if the 
swing bed extension has been approved or disapproved. 

TN# 93-08 

Supersedes TN # NEW 

Date Received !Dn 
1 1 1995 Date Approved l\rn 

Date Effective__,:-11,.......Jl----ll ~1 1993 



ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 

Attachment 3.1-A 
Exhibit 2 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

2a. Outpatient Hospital Services 

Visits for medically necessary outpatient hospital services are allowed for all 
beneficiaries. 

Prior authorization is required for outpatient hospital physical therapy, occupational 
therapy, speech therapy and mental health services. Prior authorization is performed 
by the Utilization Management and Quality Improvement Organization (UM/QIO) 
contractor for the Division of Medicaid. 

Emergency room services are allowed for all beneficiaries without limitations. 

The Division of Medicaid covers all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization. 

TN No. 2012-009 
Supercedes 
TN No. 05-007 

Date Received 07-23-12 
Date Approved: 10-19-12 
Date Effective 09/0I /2012 



2b. Rural Health Clinic Services: 

Rural Health Clinic (RHC) services are limited to those services provided in rural health clinics 
as described in the Social Security Act, Section l86l (aa).  RHC services also include services 
and supplies that are furnished as an incident to professional services furnished by a physician, 
physician assistant, nurse practitioner or nurse midwife, and, for visiting nurse care, related 
medical supplies other than drugs and biologicals.  Limitations on other ambulatory services 
furnished in the RHC are the same limitations as defined for those services in the state plan. 

In order to participate in a Rural Health Clinic Program, a clinic must meet the certification 
requirements of 42 CFR 491 Subpart A and have an approved agreement to participate in 
the Medicaid program.   

Scope of Services 

A. Staffing Requirements 

1. The RHC staff must include one or more physicians and one or more physician
assistants or nurse practitioners.

2. The physician, physician assistant, nurse practitioner, nurse-midwife, clinical
social worker, or clinical psychologist may be an owner or an employee of the
clinic, or may furnish services under contract to the clinic.

3. The staff may also include ancillary personnel who are supervised by the
professional staff.  The staff must be sufficient to provide the services essential to
the operation of the clinic.

4. The RHC must have a physician, nurse practitioner, physician assistant, nurse-
midwife, clinical social worker, or clinical psychologist available at all times to
furnish patient care services during the clinic’s hours of operation. The RHC must
also have a nurse practitioner, physician assistant, or certified nurse midwife
available to furnish patient care services at least 60 percent of the time the RHC
operates.

5. The physician must provide medical direction for the clinic’s health care activities
and consultation for, and medical supervision of, the health care staff.

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment   3.1-A 
MEDICAL ASSISTANCE PROGRAM Exhibit 2b 

     Page 1 
State of Mississippi 
DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

TN No. 2013-033             Date Received;  12-19-13  
Supercedes              Date Approved : 08-05-14 
TN No.    2010-030          Effective  Date_11/01/2013 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 

Attachment 3.1-A 
Exhibit 2b 
Page2 

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

6. The physician, in conjunction with the physician assistant and/or nurse 
practitioner, must participate in developing, executing, and periodically reviewing 
the clinic's written policies and the services provided to Medicaid beneficiaries, 
and must periodically review the clinic's patient's records, provide medical 
orders, and provide medical care services to the patients of the clinic. 

7. A physician must be present for sufficient periods of time, at least once in every 
two week period (except in extraordinary circumstances), to provide the medical 
direction, medical care services, consultation and supervision and must be 
available through direct telecommunication for consultation, assistance with 
medical emergencies, or patient referral. The extraordinary circumstances are to 
be documented in the records of the clinic or center. 

8. The RHC program requires state licensure for physicians and nurses, as well as 
compliance with state law for all clinical staff credentialing. In addition, the 
clinic should establish written clinical protocols for managing healthcare 
problems. These protocols should be approved by the State Board of Nursing. 

9. The RHC program has no requirements for hospital admitting privileges, but a 
practice must demonstrate that hospital services are available to patients. 

B. Direct Services 

Medicaid will reimburse those diagnostic and therapeutic services and supplies that are 
commonly furnished in a physician' s office or at the entry point into the health care 
system. These include medical history, physical examination, assessment of health 
status, and treatment for a variety of medical conditions. In addition, the RHC must 
provide the following basic laboratory services on site: 

1 . Chemical examination of urine by stick or tablet 
2. Hemoglobin or hematocrit 
3. Blood sugar 
4. Examination of stool specimens for occult blood 
5. Pregnancy tests 
6. Primary cultures for transmittal to a certified lab 

TN No. 20 I 0-030 
Supercedes 
TN No. 90-09 

Date Received 11-24-10 
Date Approved 05-17-11 
Date Effective I 0-01-10 
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Page 3 
State of Mississippi        

TN No.  __2013-033_        Date Received:12-19-13 
 Supercedes                Date Approved:08-05-14 
TN No.  ___New___                  Date Effective  11/01/2013_ 

Descriptions of Limitations as to Amount, Duration and Scope of Medical Care and 
Services Provided 

C. Visits 

1. Encounter

A visit at an RHC can be a medical visit or an “other health” visit.  A medical visit is a
face-to-face encounter between a clinic patient and a physician, physician assistant, nurse
practitioner, or nurse midwife.  An “other health” visit is a face-to-face encounter
between a clinic patient and a clinical psychologist, clinical social worker, or other health
professional for mental health services.  Encounters with more than one health
professional and multiple encounters with the same health professional which take place
on the same day and at a single location constitute a single visit, except when the
following circumstances occur:

a. After the first encounter, the patient suffers illness or injury requiring additional
diagnosis or treatment. 

b. The patient has a medical visit and a visit with a mental health professional, a dentist,
or an optometrist.  In these instances, the clinic is paid for more than one encounter
on the same day.

2. Hospital and Nursing Home Visits

RHC services are not covered when performed in a hospital (inpatient or outpatient).  A
physician employed by an RHC and rendering services to clinic patients in a hospital
must file under his own individual provider number.  Nursing home visits will be
reimbursed at the RHC PPS rate.
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State of Mississippi 

Attachment 3.1-A 
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Page 1 

DESCRIPTION OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED 

2c. Federally Qualified Health Centers Services: 

Federally Qualified Health Centers services are limited to those services provided in federally 
qualified health centers as described in che Social Security Act, Section 1861 (aa). FQHC services 
also include services and supplies that are furnished as an incident co professional services 
furnished by a physician, physician assistant, nurse practitioner or nurse midwife, and, for 
visiting nurse care, related medical supplies other than drugs and biologicals. Limitations on 
other ambulatory services furnished in the FQHC are the same limitations as defined fo r those 
services in the state plan. 

A center must meet the conditions set forth in 42 CFR 491 Subpart A and have an approved 
agreement to participate in the Medicaid program. 

Scope of Services 

A. Staffing Requirements 

1. The FQHC staff must include one or more physicians and one or more physician 
assistants or nurse practitioners. 

2. The physician, physician assistant, nurse pract1t1oner, nurse-midwife, clinical 
social worker, or clinical psychologist may be an owner or an employee of the 
clinic, or may furnish services under contract to the center. 

3 . The staff may also include ancillary personnel who are supervised by the 
professional staff. The staff must be sufficient to provide the services essential to 
the operation of the center. 

4. The FQHC must have a physician, nurse practitioner, physician assistant, nurse­
midwife, clinical social worker, or clinical psychologist available at all times to 
furnish patient care services during the center' s hours of operation. The physician 
must provide medical direction for the clinic's health care activities and 
consultation for, and medical supervision of, the health care staff except fo r 
services furnished by a clinical psychologist, which state law permits to be 
provided without physician supervision. 

TN No. 2013-032 
Superccdes 
TN No. 92-04 

Date Received: 12-19-13 
Dale Approved: 08-08-14 
Dale Effective 11/01/2013 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

Attachment 3.1-A 
Exhibit 2c 
Page2 

State of Mississippi 
DESCRIPTION OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED 

5. The physician, in conjunction with the physician assistant and/or nurse 
practitioner, must participate in developing, executing, and periodically reviewing 
the clinic's written policies and the services provided to Medicaid beneficiaries, 
and must periodically review the center's patient's records, provide medical 
orders, and provide medical care services to the patients of the center. 

6. A physician must be present for sufficient periods of time, at least once in every 
two week period (except in extraordinary circumstances), to provide the medical 
direction, medical care services, consultation and supervision and must be 
available through direct telecommunication for consultation, assistance with 
medical emergencies, or patient referral. The extraordinary circumstances are to 
be documented in the records of the center. 

7. The FQHC program requires state licensure for physicians and nurses, as well as 
compliance with state law for all clinical staff credentialing. 

8. The FQHC program has no requirements for hospital admitting privileges, but a 
practice must demonstrate that hospital services are available to patients. 

B. Direct Services 

Medicaid will reimburse those diagnostic and therapeutic services and supplies that are 
commonly furnished in a physician's office or at the entry point into the health care system. 
These include medical history, physical examination, assessment of health status, and 
treatment for a variety of medical conditions. 

C. Visits 

1. Encounter 

A visit at a FQHC can be a medical visit or an "other health" visit. A medical visit is a 
face-to-face encounter between a clinic patient and a physician, physician assistant, nurse 
practitioner, or nurse midwife. An "other health" visit is a face- to-face encounter 
between a clinic patient and a clinical psychologist, cl inical social worker, or other health 
professional for men tal health services. Encounters with more than one health 
professional and multiple encounters with the same health professional which take place 
on the same day and at a single location constitute a single v isit, except when the 
following circumstances occur: 

TN No. 2013-032 
Superccdes 
TN No.~ 

Date Received: 12-19-13 
Date Approved : 08-08-14 
Date Effective 11/01/2013 
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DESCRIPTION OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED . 

a . After the first encounter, the patient suffers illness or injury requiring additional 
diagnosis or treatment. 

b. The patient has a medical visit and a visit with a mental health professional, a dentist, 
or an optometrist. In these instances, the clinic is paid for more than one encounter 
on the same day. 

2. Hospital and Nursing Home Visits 

FQHC services are not covered when performed in a hospital (inpatient or outpatient). A 
physician employed by a FQHC and rendering services to clinic patients in a hospital 
must fiJe under his own individual provider number. Nursing home visits will be 
reimbursed at the FQHC PPS rate. 

D. Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 

The Division of Medicaid covers all medically necessary services for EPSDT-eligible 
beneficiaries ages birth to twenty-one (21) in accordance with 1905 (a) of the Act, without 
regard to service limitations and with prior authorization. 

TN No. 2013-032 
Supercedes 
TN No.New 

Date Received: 12-19-13 
Date Approved : 08-08-14 
Date Effective 11/01/2013 
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DESCRIPTIONS OF AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

3. For dates of service on or after July 1, 2013, prior authorization is required for certain 
advanced imaging procedures. Prior authorization is performed by a Utilization Management 
and Quality Improvement Organization (UM/QIO) contractor for the Division of Medicaid. 

Prior authorization for certain advanced imaging procedures, as specified in the MS 
Administrative Code, Title 23, Part 220, is required except when performed during an 
inpatient hospitalization, during an emergency room visit or during a twenty-three (23) hour 
observation period. 

The Division of Medicaid covers all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization. 

TN No. 2013-007 
_Supercedes 
TN No. New 

Received 06-25-13 
Date Approved 08-08- I 3 
Date Effective 7/01/2013 
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State of Mississippi        

TN No.  15-004        Date Received  __________
Supercedes                 Date Approved  __________

TN No.  94-05            Date Effective  01/01/2015

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED   

4a.  Nursing Facility Services:

The Division of Medicaid covers Nursing Facility services provided in a facility licensed and 
certified by the state survey agency as a Medicaid Nursing Facility and meets all the 
requirements in 42 CFR Part 483.   

A Nursing Facility is defined as an institution, or distinct part thereof, that meets the 
requirements of Sections 1919(a), (b), (c) and (d) of the Social Security Act.  The Nursing 
Facility primarily provides the following three (3) types of services and is not primarily for 
the care and treatment of mental diseases:

1. Skilled nursing care and related services for residents who require medical or nursing
care,

2. Rehabilitation services for the rehabilitation of injured, disabled, or sick persons, or

3. Health-related care and services on a regular basis to individuals with mental or
physical conditions requiring care and services that can only be made available
through institutional facilities.

A nursing facility must provide, or arrange for, nursing or related services and specialized 
rehabilitative services to attain or maintain the highest practicable physical, mental, and 
psychosocial well-being of each resident as outlined in 42 CFR Part 483. 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE AND SERVICES PROVIDED 
 

TN No.  18-0014 Date Received:  10/19/2018 
Supersedes Date Approved: 11/28/2018  
TN No.  15-017                                                                                                                                            Date Effective: 10/01/2018 

4b.  Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) of Individuals Under the Age of Twenty-one (21): 
Limited to Federal Requirements. 
 
EPSDT Screenings: 
 
The Division of Medicaid covers early and periodic screening and diagnosis of Medicaid-eligible beneficiaries under age twenty-one (21) 
to ascertain physical, mental, psychosocial and/or behavioral health conditions and provides treatment to correct or ameliorate physical, 
mental, psychosocial and/or behavioral health conditions found in accordance with Sections 1902(a)(43), 1905(a)(4)(B), and 1905(r) of 
the Social Security Act. The Division of Medicaid has established procedures to: 

1. Inform all eligible individuals, or their families, of the EPSDT program, 
2. Provide  or  arrange  for  requested  screening  services  including  necessary  transportation  and  scheduling assistance, and 
3. Arrange for appropriate treatment of health problems found as a result of a screening. 

 
EPSDT screenings must be provided by currently enrolled Mississippi Medicaid providers who have signed an EPSDT specific provider 
agreement and must adhere to the periodicity schedule of the American Academy of Pediatrics (AAP) Bright Futures. EPSDT screening 
providers include, but are not limited to: 
 

1. The Mississippi State Department of Health (MSDH), 
2. Public schools and/or public school districts certified by the Mississippi Department of Education, 
3. Physicians, 
4. Physician Assistants, 
5. Nurse Practitioners, 
6. Federally Qualified Health Centers (FQHC), 
7. Rural Health Clinics (RHC), and 
8. Comprehensive health clinics. 

 
EPSDT screening providers must refer beneficiaries under the age of twenty-one (21) to other Mississippi Medicaid enrolled licensed 
practitioners for services necessary to correct or ameliorate physical, mental, psychosocial and/or behavioral health conditions discovered 
by the screening services, whether or not such services are covered under the State plan. 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE AND 
SERVICES PROVIDED 

4b. Barly and Periodic Screening and Diagnosis of Individuals under 21 Years 
of Age. Treatment of Conditions Found: Exceeds General Requirements. 

I. Medical Risk Assessment 

In addition to the periodic screen, medical risk assessment 
(screening} is done by a physician, or by a registered n urse/nurse 
practitioner or a physician assistant under a physician's 
direction, to determine if the infant is high risk for mortality or 
morbidity. An infant is considered high risk if one or more risk 
factors are indicated on the Risk Screening Form, Mississippi 
Perinatal Risk Management/Infant Services System, or the Hollister 
Maternal/Newborn Record System, and is eligible for enhanced 
services, as specified in Section III, Enhanced EPSDT Services for 
High-Risk Infants. 

An infant may be assessed (screened) for medical risk. a maximum· of 
two (2) times during the first year, i.e. , at birth and again if 
r i sk factors are present, within the first year by the physician 
providing care. If the infant is found to be high risk, the 
p hysician is to make a referral to the High-Risk Case Management 
Agency of t he client's choice. The physician may send a copy of 
the screening form to the High-Risk Case Management Agency or make 
a telephone referral. The High-Risk Case Management Agency will 
docwnent referral information on the Risk Screening Form, if the 
referral is made by telephone. 

Reimbursement for the medical risk assessment is to an approved 
physician provider. 

II. Enhanced EPSDT Se:rvices For High-Risk Infants 

Enhanced services (infant nutrition, infant psychosocial, and 
health education to the infant's caretaker) are to be provided on 
the basis of medical necessity to lessen the risk of infant 
mortality or morbidity through the EPSDT Program. Infants found to 
be at such risk shall be referred to as high-risk infants. 

These services are currently provided in a lesser amount to all 
children receiving EPSDT Services. In order to prevent the demise 
or morbidity of the high-risk infant, the nUlllber of possible BPSDT 

JUL ~J .\i t.~ild 
TN No . 2ao1·19 
Supersedes 

Effective Date_,,,...-=~~~~~~~­
Approval Date nee l J '/ Q8i;J ""'l::b :x ""'- t.:~ I 

TN No.~ 
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State Mississippi 

DESCRIPTIONS OF LIMITATION AS TO AMOONT, DURATION AND SCOPE OF MEDICAL CARB AND 
SERVICES PROVIDED 

screenings will be increased to one (1) per calendar month with a maximum of 
twelve ' (12) during the first year of life. At the discretion of the attending 
physician, abbreviated screenings may be provided to a high-risk infant and the 
full screening provided at the next visit. If the medical or medically-related 
risk factor (s) ce~se to ~xist during the fi'rst year of life, as determined by 
the infant's physician~ the infant will · r 'eturn to the regular screenings as 
prescribed in the EPSDT periodicity schedule. · 

The screenings may be provided to the infant in any appropriate setting, such as 
home or office. Home visits are particularly encouraged. 

The Child Health Record will be utilized for comments regarding feeding, 
development and other identified problems and will be subject to audit by the 
Division of Medicaid for quality of care purposes, as is currently done for the 
regular EPSDT Program. 

TN No. 2001-19 Effective Date JUL 0 l '2lHn 
Supersedes 
TN No. BB-11 DEC 1 1 2001 Approval Date.__:~;;._;;,~~~~~~~-
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF · 
MEDICAL CARE AND SERVICES PROVIDED 

III. Medical Necessity 

The only limitation on services covered is that they are necessary to · correct 
or ameliorate defects and physical and mental illnesses and conditions 
discovered during an EPSDT screen, periodic or interperiodic, whether or not 
such services are covered or exceed the benefit limits in the State Plan . 
Service's not covered in the State Plan are covered provided they are 
described in Section 1905 (a) of the Social Security Act. All services 
determined to be medically necessary will be covered . The Division of 
Medicaid will require that prior approval be obtained by the provider for 
medically necessary services which are not covered in the State Plan or which 
exceed the benefit limits addressed in the State Plan. Prior approval is 
through plans of care which are submitted by a physician for Division of 
Medicaid approval. Services requested and approved as a result of the plan 
of care may be provided by any Medicaid approved provider, .as appropriate 
for the service . 

Services in Section 1905(a) available to EPSDT recipients, if medically 
necessary, and not addressed elsewhere in the State Plan include: 

1) Podiatrists' Services 
2) Optometrists' Services 
3) Chiropractors' Services 
4) Dentists' 
5) Private Duty Nursing 
6) Christian Science Nurses 
7) Personal Care Services 
8) Case Management Services 
9) Respiratory Care Services 
10) Organ Transplants 
11) Rehabilitative Services 

Transmittal No. 90..-14 
Supersedes TN NEW 

Date Received: 

g:~: ~~~~~:~ =-.£ .... ,F> .... Fi ..... o-""'"'l ...... 1~ggn 
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IV. Rehabilitative Services 

42 CFR 441.57 Medicallynecessaryrehabilitative services include a range of coordinated services provided to 
42 CFR children under 21 )ears of age in order to correct, reduce er prevent further detericration of 
440.130 (d) identified deficits in the child:s mental health. 

Deficits are identified thr0.1gb comprehensive screening assessment and evaluations by qualified 
mental health professionals and/or medical professionals. Services provided must be face-to-face, 
medically necessary, within the scope of practice of the provider and address identified prcblems 
in order that the beneficiarymay attain the best le\el of functioning for him/her. Services include 
provision of direct one-on-one treatment with the child and a provision for collaborations with and 
instructiClll to parents and/or other caregivers in addressingthe ch.ild:=s identified needs, as rutlined 
on a treatment plan. Services provided to family members or caregivers that are independent cf 
meeting the identified needs cf the child or which are primarily focused on academic education. are 
·not covered by Medicaid. 

Services must be community based and may be provided in a day care, at home, at school, in a 
doctor=s office, at a hospital outpatient clinic cr in another appropriate clinical setting 

Eligible Providers: 

An eligible provider must enroll as a Medicaid indi~dual provider. Eligible providers must be a 
physician who specializes in child./addescent ps~hiatry, a clinical ps~hologist, a licensed 
certified social worker or other mental health practitimer licensed independentlyto practice in the 
State and recognized by the Division of Medicaid. Providers of Day Treatment must be certified 
by the Department of Mental Health, rreet the Minim.un Standards for Day Treatment providers 
and have a Alead® day treatment provider who meets the independent practice qualificatim. 

Benefits and Limitations: 

Day Treatment is a behavioral intervention, provided in the context of a therapeutic milieu, 
which provides the intensive treatment necessaryto enable children to live in the community. 
It is the most intensive community-based treanrent available. Day Treatment may be provided up 
to a maximum of 5 days per week with the maximum number of hours per day specified in the 
current Medicaid Prwider Policy Manual. The minimum and maximum number of participants in 
each day treatment program are also specified iri the Medicaid PraJider Policy Manual. All Day 
Treatment program must be certified bythe Department of Mental Health and each Medicaid 
beneficiaries participatim in a Day Treatment program must be prior authorized. Prior 
authorization is granted by the Medicaid A~ncy and detennined based upon the recommendation 
and documentation submitted by an appropriate mental health professional. 

Evaluative Services are time-limited, formal processes that collect clinical infamation from many 

TN No. 2002-28 Date Approved September 13, 2002 

-Supersedes 
TN No. NEW Date Effective October 1, 2002 
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sources in order to reach a diagnosis, determine a prognosis, render a biopsychosocial formulation, 
and determine treatmmt. Evaluative Services are used to assess persa:iality, intelligence, and the 
presence, degree, and type .of neuropsychological brain d~function. All Evaluative Services 
exceeding four ( 4) hours require pricr authorization based on the recommendation of an 
appropriate mental health practitirner. Prior authorization may be required far any Evaluative 
Service as outlined intbe Medicaid Provider Policy Manual. 

Psychotherapeutic Services are intentiooal face-to-face interactirns between a provider and a 
beneficiary in which a therapeutic relaticnship is established to help resolve symptoms of the 
beneficiary=s mental andfor emotional disturbance. Ps~hotherapeutic Services are directed 
toward helping the beneficiary attain the highest level of functioning in a community-based 
setting. Psychotherapeutic sen.ices include at a ninimum, Individual psychotherapy, Group 
psychotherapy, and Family :Psychotherapy. Psychotherapeutic services require prier authorization 
when the services provided exceed 100 hours per fiscal )e8.f or when services are provided to 
individuals under the age of three (3). 

Mental Health sernc~ that are ccnsideredAmedicallynecessa.I)® must be (1) consistent with the 
diagnosis or treatment of the beneficiary=s condition or illness; (2) in accadance with the 
standards of good medical practice; (3) required fcr reasons other than the convenience of 1he 
beneficiary, beneficiary=s parents er legal guardian, or the servicing provider; (3) the rmst 
appropriate level of mental health services which can be safely and efficientlyprovided to the 
beneficiary in a community-based setting Medical necessity for mental health services outlined as 
standard services in the Mississippi Medicaid Pm.rider Policy Manual will be verified b ased en 
established pest utilizaticn review protocol. 

Prior authorization may be requested throogh the submission of an authorization request bya 
qualified Medicaid prcwider. Additional documentation to substantiate medical necessity 
may be requested by the Medicaid Agency. 

TN No. --=-20=0=2""""-2-=8- Date Approved September 13, 2002 

Supersedes 
TN No. NEW Date Effective Oct ob er 1, 2002 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 
 
Autism Spectrum Disorder (ASD) Services 

A. Pursuant to 42 C.F.R. § 440.60 Other Licensed Practitioners (OLP), the following licensed 
qualified health care practitioners (QCHP), working within their scope of practice and 
licensure, may provide Autism Spectrum Disorder (ASD) services: 

a) Licensed Physician, 
b) Licensed Psychologist, 
c) Mental Health Nurse Practitioner,  
d) Licensed Clinical Social Worker (LCSW),  
e) Licensed Professional Counselor (LPC), or 
f) Board Certified Behavior Analyst (BCBA). 

 
B. The following unlicensed practitioners may provide ASD services under the supervision of a 

QHCP: 
a)  A Board Certified assistant Behavior Analyst (BCaBA) who has a current and active    

certification from the Behavior Analyst Certification Board and is licensed by the 
Mississippi Board of Autism to practice under the supervision of a MS licensed 
BCBA, or 

 
b)  A Registered Behavior Technician (RBT) who has a current and active certification 

from the Behavior Analyst Certification Board and who is under the direct 
supervision and direction of a BCBA or BCaBA. 

 
C. The state assures that: 

a) Supervision is included in the state’s scope of practice act for the licensed 
practitioners, 

b) Licensed practitioners assume professional responsibility for the services provided by 
the unlicensed practitioners, 

c) Licensed practitioners are able to furnish the services being provided, and  
d) Licensed practitioners bill for the services provided by the unlicensed practitioners. 

 
 

_____________________________________________________________________________________ 
TN No. 16-0020                                                                                       Date Received:   12-14-16 
Supersedes                                                                                                 Date Approved: 05/23/17 
TN No. New  Date Effective:  1/1/2017 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE AND 

SERVICES PROVIDED 

 

TN No.   19-0002                                    Date Received: 12/16/19 

Supersedes                           Date Approved: 01/16/20 

TN No. New                                                                       Date Effective: 01/01/2020 

Prescribed Pediatric Extended Care (PPEC) Services 

 

The Division of Medicaid covers pediatric extended care services prescribed by a child's attending 

physician when medically necessary, prior authorized by the Division of Medicaid’s Utilization 

Management/Quality Improvement Organization (UM/QIO) or a contracted Coordinated Care 

Organization’s (CCO’s) UM/QIO when the child: 

 

1. Is medically dependent or technologically dependent, and 

 

2. Has complex medical conditions that require continual care. 

 

Prescribed Pediatric Extended Care (PPEC) Service is defined as an Early and Periodic Screening, 

Diagnosis, and Treatment (EPSDT) expanded benefit for EPSDT-eligible beneficiaries diagnosed with a 

medically-complex, medically fragile condition and who are medically dependent and/or technology 

dependent requiring continual care as prescribed by the beneficiary’s attending physician.  

 

PPEC services include at a minimum: development, implementation and monitoring of a comprehensive 

protocol of care, developed in conjunction with the parent or guardian, which specifies the medical, 

nursing, psychosocial and developmental therapies required by the medically dependent or technologically 

dependent child served as well as the caregiver training needs of the child’s legal guardian. 

 

PPEC services must be provided by MS Medicaid enrolled PPEC Centers, licensed by the Mississippi 

State Department of Health (MSDH), and adhere to the MSDH Minimum Standards of Operation of 

PPEC Centers. 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION, AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED 

4.d. 1) Face-to-Face Tobacco Cessation Counseling Services provided (by):  

(i) By or under supervision of a physician; 

(ii) By any other health care professional who is legally authorized to furnish such 
services under State law and who is authorized to provide Medicaid coverable 
services other than tobacco cessation services; or*

(iii) Any other health care professional legally authorized to provide tobacco cessation 
services under State law and who is specifically designated by the Secretary in 
regulations.  (None are designated at this time; this item is reserved for future use.)

2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for Pregnant
Women

Provided: X With limitations**

*The State is providing at least four (4) counseling sessions per quit attempt.

**Any benefit package that consists of less than four (4) counseling sessions per quit 
attempt should be explained below.  

Please describe any limitations:

*Face-to-Face tobacco cessation counseling services for pregnant women are limited to
one (1) counseling session per quit attempt with mandatory referral to the MS Tobacco
Quitline.



Transmittal #  18-0020            Date Received  12/21/18  
Supersedes       Date Approved 01/29/19 
Transmittal # 2001-20                 Effective Date   01/01/2019             
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION, AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 
 

5. The Division of Medicaid covers Physicians' Services, including those that an optometrist is legally 
authorized to perform within their scope of practice, with the following limitations:  

 
Hospital physician visits are limited to one (1) per day, except hospital physician visits to beneficiaries in 
Intensive or Coronary Care Units (ICU or CCU) are limited to two (2) per day. The Division of Medicaid 
covers additional medically necessary inpatient hospital physician visits with prior authorization from the 
Division of Medicaid or designee. 

 
Hospital emergency department (ED) physician visits are not limited.  
 
Nursing facility physician visits are limited to thirty-six (36) per state fiscal year (SFY).  
 
Physician office visits and hospital outpatient department physician visits are limited to: 

 
 For non-psychiatric physician visits a combined total of sixteen (16) visits per SFY. 

 
 For psychiatric physician visits a combined total of sixteen (16) visits per SFY. 

 
Physician services for EPSDT beneficiaries, if medically necessary, which exceed the limitations of the 
State Plan are covered with prior authorization from the Division of Medicaid or designee.  
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5b Medical and surgical services by a dentist 

Medical and surgical services furp:ished by a dentist in accordance with 
section 1905 (a) (5) (B) of the Social Security Act are liinited to those to 
services which a dentist is legally authorized to perform and are covered in 
the Plan. 

TN No.92-04 -----Supersedes 
TN No.NEW 

Date Received 1- 3 0 -9 2 
DateApp:roved~-8---23"=93 
Date Effective 1-1- 9 2 -----
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SERVICES PROVIDED 

Podiatry services are covered for all Medicaid eligible recipients. This means 
that the professional services provided by a doctor of pediatric medicine within 
the scope of applicable state law and licensing requirements (except those 
services such as routine foot care which are specifically excluded) are 
reimbursable by the Division of Medicaid. 

TN No. 94-12 
Supersedes 
TN No. NEW 

B-15-94 
Approval Date 
Date Received _.7_-~l~l~-....:.9~4--~ 

7-1-94 
Effective Date --------
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SERVICES PROVIDED 

Chiropractic services are covered for all Medicaid eligible recipients. This 
means that a chiropractor's manual manipulation of the spine to correct a 
subluxation, if an x-ray demonstrates that a subluxation exists for which 
manipulation is the appropriate treatment, is reimbursable .by Medicaid. There 
shall be no reimbursement for x-rays or other diagnostic o f therapeutic services 
furnished or ordered by a chiropractor. 

TN No. 95 -11 
Supersedes 
TN No. NEW 

Approval Date 7-Jf-95 
Date Received _..7_·~/.3~_-_9~5..__ __ __ 

Effective Date ___ 7_-_/_-_9_5" __ _ 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED . 

6d. Other Practitioners' Services: 

Nurse Practitioner Services: Services furnished by a registered nurse who is licensed and 
certified by the Mississippi Board of Nursing as a nurse.practitioner including, but not 
limited to nurse anesthetists, nurse midwives, family nurse practitioners, family planning 
nurse practitioners, pediatric nurse practitioners, obstetrics-gynecology nurse practitioners 
and neonatal nurse practitioners, under regulations adopted by the Di vision. 

Physician Assistant Services: Physician assistant services are those provided by physician 
assistants who are licensed by the State Board of Medical Li censure and are practicing 
with physician supervision under regulations adopted by the Division. 

Pharmacy Disease Management Services: Disease management services are those 
provided by specially credentialed pharmacists for Medicaid recipients with specific 
chronic disease states of diabetes, asthma, lipids, or coagulation. It is a patient-centered 
concept integrating the pharmacist into the health care team with shared responsibility for 
disease management and therapeutic outcome. The process provides cost-effective, h igh­
quality health care for patients referred by their physician. The referring physician 
requests disease management services from any credentialed participating pharmacist in 
Mississippi. With the appropriate transfer of pharmacy care records, including a written 
referral from the physician to the pharmacist, the referral is considered documented. All 
laboratory test results must be included because the pharmacist is not allowed 
reimbursement for laboratory procedures. In order to be cost-effective for the Medicaid 
program, the disease management services perfonned by the phannacist cannot duplicate 
those provided by the physician. 

TN No. 2002-29 
Supercedes 
TNNo. 2001-19 

Effective Date 10/ 1/02 

Date Approved 11 / 18/02 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

The pharmacist is knowledgeable about pharmaceutical products and the design of 
therapeutic .approaches which are safe, effective, and cost-efficient for patient outcomes. 
The pharmacist evaluates the patient and consults with the physician concerning the 
suggested/prescribed drug therapy. After the drug therapy review with the physician, the 
pharmacist counsels the patient concerning such topics as compliance and p rovides the 
patient with educational and informational materials specific to the disease or drug. The 
pharmacist functions in an educational capacity to ensure the patient understands and 
complies with the proper usage of all drugs prescribed by the physician. The involvement 
with the patient and the education of the patient about lifestyle changes and improved 
drug regimen compliance are aimed at reduction of or avoidance of costly hospitalizations 
and emergency care. 

The State Pharmacy Practice Act in its Disease Management Protocol requires 
communication with the referring physician. Disease management services follow a 
protocol developed between the pharmacist and patient's physician. When nationally 
accepted clinical practice guidelines are introduced, they will be incorporated into the 
individual patient's therapy plan. 

The primary components of this service are as follows: 
1. Patient evaluation 
2. Compliance assessment 
3. Drug therapy review 
4. Disease state management according to clinical practice guidelines 
5. Patient/caregiver education 

A copy of the pharmacy care records, including the documentation for services, is shared 
with the patient's physician and remains on file in the pharmacist's facility available for 
audit by the Division of Medicaid. 

TN No. 2002-29 
Supercedes 
TNNo. 97-08 

Effective Date 10/1/02 

Date Approved ll I 18/02 
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To provide this service, a pharmacist must be a registered phaimacist with a doctorate in 
pharmacy or a registered pharmacist who has completed a disease specific certification 
program approved by the Mississippi Board of Phannacy practicing within the scope as 
defined by state law. The present certification courses approved by the Board of 
Pharmacy are from twenty-four (24) to thirty (30) hours. 

All pharmacists, both the registered pharmacist with a doctorate and the registered, 
certified pharmacist must renew their specific disease management certifications every 
two years as required by Board of Pharmacy regulations. The present recertification 
course approved by the Board of Pharmacy is twenty to thirty hours. 

Additionally, the pharmacist must provide a separate distinct area conducive to privacy, 
e.g., a partitioned booth or a private room. Also the pharmacist must complete an 
enrollment packet and a provider agreement and receive a provider number from the 
Division of Medicaid. 

TN No. 2002-29 
Supercedes 
TNNo. 97-08 

Effective Date 10 /1 /02 

Date Approved 1 1/ l 8/ 02 
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MEDICAL CARE AND SERVICES PROVIDED 
 
Home Health Services 
 
The Division of Medicaid covers the following home health services: 

1. Skilled Nursing Visit for intermittent or part-time nursing services provided by a registered 
nurse employed by a home health agency in accordance with Mississippi State Department of 
Health, Division of Health Facilities Licensure and Certification standards or a registered 
nurse when no home health agency exists in the area.  The registered nurse must be a 
graduate of an approved school of professional nursing, who is licensed as a registered nurse 
by the State in which they practice. 

2. Home Health Aide Visit for personal care services provided directly by an aide employed by 
a home health agency and in accordance with Mississippi State Department of Health, 
Division of Health Facilities Licensure and Certification standards.  The home health aide 
must be an individual who has successfully completed a state-established or other home 
health aide training program approved by the State. Home Health aide services may be 
provided without a requirement for skilled nursing services and must be supervised by a 
registered nurse. 

Home Health visits are limited to a combined total of thirty-six (36) visits per state fiscal year. 

Home health services must be provided to a beneficiary at the beneficiary’s place of residence 
defined as any setting in which normal life activities take place, other than: 

1. A hospital,  

2. Nursing facility,  

3. Intermediate care facility for individuals with intellectual disabilities except when the facility 
is not required to provide the home health service; or  

4. Any setting in which payment is or could be made under Medicaid for inpatient services that 
include room and board.   

Home health services must be provided in accordance with the beneficiary's physician's orders as 
part of a written plan of care, which must be reviewed every sixty (60) days. The beneficiary’s 
attending physician must document that a face-to-face encounter occurred no more than ninety (90) 
days before or thirty (30) days after the start of home health services. The face-to-face encounter 
must be related to the primary reason the beneficiary requires the home health service.   

The home health agency providing home health services must be certified to participate as a home 
health agency under Title XVIII (Medicare) of the Social Security Act, and comply with all 

TN No.:  19-0005       Date Received: 03/05/2019 
Supercedes        Date Approved:03/22/2019 
TN No.: 17-0001        Date Effective: 07/01/2019 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF
MEDICAL CARE AND SERVICES PROVIDED

applicable state and federal laws and requirements.

The Division of Medicaid covers medical supplies, equipment, and appliances prescribed by a physician and

prior authorized as specified by the Division of Medicaid. Medical supplies, equipment, and appliances may

be provided regardless of whether a beneficiary is receiving services from a home health agency.

Fol thc ilútial or.dering of ceftain mcdioal cquipmcnt the prescribing physician or allowed non-physician

pracfitioner ml¡st rlocument that a face-to-face encountff occurred no more than six (6) months prior to the

start of services. The face-to-face encounter must be related to the primary reason the beneficiary requires the

medical equipment. An allowed non-physician practitioner that performs the face-to-face encounter must

communicate the clinical findings of the face-to-face encountff to the ordering physician. Those clinical

findings must be incorporated into a written or electronic document included in the beneficiary's medical

record.

Medical supplies, equipment, and appliances are covered ifthey:

I . Aie relevant to t.he beneficiary's plan of care,

2. Are meáically necessary,

3. Primarily serve a medical purpose,

4. Have therapeutic or diagnostic characteristics enabling a beneficiary to effectively camy out a

physician's prescribed heatment for illness, injury, or disease, and

5. Are appopriate for use in the non-institutional setting where the beneficiary's normal life activities

take place, other than a hospital; nursing facility; intermediate care facility for individuals with

intellectual disabilities (ICF/llD) unless the ICF/llD is not required to provide the home health

service; or any setting in which payment is or could be made under Medicaid for inpatient service that

include room and board.

The benefìciary's need for medical supplies, equipment and appliances must be reviewed by the benefìciary's

physician annually.

Medical equipment and appliances must be provided through qualified DME providers. Medical supplies may

be provided through a qualified home health agency or DME provider.

The Division of Medicaid covers all medically necessary services for Early, Periodic Screening, Diagnosis

and Treatment (EPSDT)-eligible beneficiaries without regard to service limitation and with prior

authorization.

TN No.: l7-0001
Supercedes
TN No.:À9y

Date Received: 08/l 6/2017
Date Approved: 08/09/2018
Date Effective: 09/01/201 8
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE AND 
SERVICES PROVIDED

TN No.   2012-006   Date Received 06-29-2012
Supercedes          Date Approved 11-17-2014
TN No.  2001-19           Date Effective 04/01/2012

9. Clinic Services: Clinic services are limited to those services as described in CFR 42 § 440.90
provided in the Mississippi State Department of Health (MSDH) clinics.

Clinic services are preventive, diagnostic, therapeutic, rehabilitative, or palliative services
furnished by a facility not part of a hospital but organized and operated to provide medical
care to outpatients at the clinic by or under the direction of a physician or dentist, or to
outpatients outside the clinic, by clinic personnel under the direction of a physician, to an
eligible individual who does not reside in a permanent dwelling or does not have a fixed
home or mailing address.

MSDH clinic services are covered for all Medicaid eligible beneficiaries and limited to one
(1) encounter per day unless the beneficiary suffers illness or injury requiring additional
diagnosis or treatment, or the beneficiary has a medical visit and a visit with a dentist.  In
these instances, the clinic is paid for more than one (1) encounter on the same day.

The Division of Medicaid covers for all medically necessary services for EPSDT-eligible
beneficiaries without regard to service limitations and with prior authorization.

Only medically necessary services are covered under the Medicaid program.
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SERVICES PROVIDED

TN No.   2012-006        Date Received 06-29-2012
Supercedes            Date Approved 11-17-2014
TN No.  New             Date Effective 04/01/2012

9a. Ambulatory Surgical Center 

Ambulatory surgical center or ASC means any distinct entity that operates exclusively for 
the purpose of providing surgical services to patients not requiring hospitalization and in 
which the expected duration of services would not exceed twenty-four (24) hours 
following an admission. The entity must have an agreement with CMS to participate in 
Medicare as an ASC, and must meet the conditions set forth in subparts B and C of 42
CFR Part 416.

Effective January 1, 2008, ASC services means the combined facility services and 
covered ancillary services that are furnished in an ASC in connection with covered 
surgical procedures.

Covered ancillary services means items and services that are integral to a covered 
surgical procedure performed in an ASC as provided in 42 CFR § 416.164(b), for which 
payment may be made under 42 CFR § 416.171 in addition to the payment for the facility 
services.

Effective January 1, 2008, covered surgical procedures means those surgical procedures 
that meet the criteria specified in 42 CFR § 416.166.

Effective January 1, 2008, facility services means services that are furnished in 
connection with covered surgical procedures performed in an ASC as provided in 42
CFR § 416.164(a) for which payment is included in the ASC payment established under 
42 CFR § 416.171 for the covered surgical procedure.

Only medically necessary services are covered under the Medicaid program.

The Division of Medicaid covers for all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization.
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TN No.   14-003      Date Received 02-28-14 

Supercedes          Date Approved 03-28-14 

TN No.  New               Date Effective    01/01/2014    

9b. End-Stage Renal Dialysis (ESRD) Services 

The Division of Medicaid covers all end-stage renal dialysis (ESRD) services and items used 
to furnish outpatient maintenance dialysis in an ESRD facility or in a beneficiary’s home.  
According to Section 1881 of the Act and 42 CFR § 413.174, ESRD facilities are classified 
as either:  

(a) Hospital-Based ESRD Facilities as defined in 42 CFR § 413.174(c), or 

(b) Freestanding ESRD Facilities as defined in 42 CFR § 413.174(b). 

There is no distinction between the two facility types for the purposes of payment under the 
ESRD Prospective Payment System (PPS). 

A renal dialysis facility or renal dialysis center must provide dialysis services, as well as 
adequate laboratory, social, and dietetic services to meet the needs of the ESRD beneficiary 
according to 42 CFR § 405.2102. 

The Division of Medicaid covers for all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization. 
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TN No:19-0013                                                                                     Date Received: 07/11/2019 
Supersedes                                                                                             Date Approved: 08/14/2019 
TN No:19-0010                                                                                       Date Effective: 07/01/2019   

10.  Dental Services   
 

The Division of Medicaid requires prior authorization for certain medically necessary dental services 
in an office setting and all dental services provided in an outpatient hospital setting by the Division of 
Medicaid’s Utilization Review/Quality Improvement Organization (UM/QIO) or a contracted 
Coordinated Care Organization’s (CCO’s) UM/QIO for all beneficiaries except for emergencies. 
 
The Division of Medicaid covers medically necessary dental services for non-Early and Period 
Screening, Diagnostic and Treatment (EPSDT)-eligible beneficiaries that: 

 
a) Are an adjunct to treatment of an acute medical or surgical condition,  

b) Include services of oral surgeons and dentists in connection with surgery related to the jaw or 
any structure contiguous to the jaw or the reduction of any fracture of the jaw or any facial 
bone, and  

c) Include emergency dental extractions and treatment. 

 
 

The Division of Medicaid covers medically necessary dental services for EPSDT-eligible 
beneficiaries including:  

a) Diagnostic,  

b) Preventive,  

c) Therapeutic,  

d) Emergency, and  

e)  Orthodontic.  

 
Dental Benefit Limits: 
For dates of service beginning July l, 2007, dental services (except orthodontia) are limited to 
$2,500 per beneficiary per fiscal year. Additional dental services in excess of the $2,500 annual 
limit may be provided with prior authorization from the Division of Medicaid’s UM/QIO or a 
contracted CCO’s UM/QIO. 
 
Orthodontic Services: 
Orthodontic services are covered when medically necessary and prior authorized by the Division of 
Medicaid or designated entity for EPSDT-eligible beneficiaries. Orthodontia-related services are 
limited to $4,200 per beneficiary per lifetime. Additional dental services in excess of the $4,200 
lifetime limit may be provided with prior authorization from the Division of Medicaid’s UM/QIO or 
a contracted CCO’s UM/QIO. 
 
Dentures:   
Dentures are covered when medically necessary and prior authorized by the Division of Medicaid’s 
UM/QIO or a contracted CCO’s UM/QIO for EPSDT-eligible beneficiaries.  
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DESCRIPTION OF LIMITATIONS AS TO AMOUNT, DURATION, AND SCOPE OF MEDICAL CARE AND 
SERVICES PROVIDED 

I. Physical Therapy and related services are provided to all eligible individuals as follows: 
A. Services are performed by a physical therapist who meets the state and federal licensing and 

certification requirements to perform physical therapy services. Physical therapists must meet the 
qualifications in 42 CFR §440.110 in order to provide these services. 

B. Services are medically necessary for the treatment of the beneficiary’s illness, condition, or injury.
C. Services for beneficiaries age 21 and over are performed in an individual therapy office or a therapy 

clinic, physician’s office or clinic, nursing facility, or outpatient department of hospital.
D. Services for beneficiaries age 21 and over are performed in an individual therapy office or a therapy 

clinic, physician’s office or clinic, nursing facility, or outpatient department of hospital.
E. Services are prior authorized through the agency’s Utilization Management and Quality Improvement 

 Organization as medically necessary. 
F. Services are ordered by a physician, physician assistant, or nurse practitioner and provided in 

accordance with a written plan of care approved by the prescribing provider. 

II. Occupational Therapy and related services are provided to all eligible individuals as follows:
A. Services are performed by an occupational therapist who meets the state and federal licensing and 

certification requirements to perform occupational therapy services.  Occupational therapists must meet 
the qualifications in 42 CFR §440.110 in order to provide these services. 

B. Services are medically necessary for the treatment of the beneficiary’s illness, condition, or injury.
C. Services for beneficiaries age 21 and over are performed in an individual therapy office or a therapy 

clinic, physician’s office or clinic, nursing facility, or outpatient department of hospital. 
D. Services for beneficiaries under age 21 are performed in an individual therapy office or therapy clinic, 

physician’s office or clinic, school, home, nursing facility, or outpatient department of hospital. 
E. Services are prior authorized through the agency’s Utilization Management and Quality Improvement 

Organization as medically necessary. 
F. Services are ordered by a physician, physician assistant, or nurse practitioner and provided in 

accordance with a written plan of care approved by the prescribing provider. 

III. Speech-Language Pathology and related services are provided to all eligible individuals as follows:
A. Services are performed by a speech-language pathologist or audiologist who meets the state and federal 

licensing and certification requirements to perform speech-language pathology or audiologist services. 
Speech therapists and audiologists must meet the qualifications in 42 CFR §440.110 in order to provide 
these services. 

B. Services are medically necessary for the treatment of the beneficiary’s illness, condition, or injury.
C. Services for beneficiaries age 21 and over are performed in an individual therapy office or a therapy 

clinic, physician’s office or clinic, nursing facility, or outpatient department of hospital. 
D. Services for beneficiaries under age 21 are performed in an individual therapy office or therapy clinic, 

physician’s office or clinic, school, home, nursing facility, or outpatient department of hospital.
E. Services are prior authorized through the agency’s Utilization Management and  Quality Improvement 

Organization as medically necessary. 
F. Services are ordered by a physician, physician assistant, or nurse practitioner and provided in 

accordance with a written plan of care approved by the prescribing provider.

TN No. 2010-032 Date Received 11/02/2010      
Date Approved 01/28/2011

Supercedes TN 2002-29 Date Effective 01/01/2011             
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED 

 
  
12a. Prescribed Drugs:   
 

(1) Covered outpatient drugs are those produced by any manufacturer which has entered into 
and complies with an agreement under Section 1927 (a) of the Act which are prescribed for 
a medically acceptable indication. Compounded prescriptions (mixtures of two (2) or more 
ingredients) except for hyperalimentation are not covered. 
 

(2) All Medicaid non-Early and Period Screening, Diagnostic and Treatment (EPSDT)-eligible 
beneficiaries are limited to six (6) prescriptions, which includes legend and prescribed OTC 
drugs, per month with no more than two (2) brand name (single source or innovator 
multiple source) drugs per month.   
 

1. Preferred brand drugs listed on the Universal Preferred Drug List (PDL) do not 
count toward the two (2) brand limit, and  

 
2. Over-the-counter (OTC) drugs prescribed by a physician listed on the Division of 

Medicaid’s OTC PDL do not count toward the two (2) brand limit. 
 

(3)  Prescription limits are not applicable for Medicaid beneficiaries receiving institutional 
long-term care services.  
 

(4) As provided in Section 1935 (d) (1) of the Act, effective January 1, 2006, the Medicaid 
agency will not cover any Part D drug for full-benefit dual eligible under Part A or Part B. 
 

(5) As provided by Sections 1927 (d)(2) and 1935 (d)(2) of the Act, the Medicaid agency 
provides coverage for the following excluded or otherwise restricted drugs or classes of 
drugs, or their medical uses, to all Medicaid beneficiaries including full benefit dual 
eligible beneficiaries under the Medicare prescription Drug Benefit-Part D.  

 
     (a)  Agents when used for anorexia, weight loss or weight gain; 

 
 (b)  Agents when used to promote fertility; 

 
         (c)  Agents when used for cosmetic purposes or hair growth; 

 
       (d)  Covered outpatient drugs which the manufacturer seeks to require as a condition of 

sale that associated tests or monitoring services be purchased exclusively from the 
manufacturer or its designee; 

 
 (e)  Those drugs designated less than effective by the FDA as a result of the Drug 

Efficacy Study Implementation (DESI) program; 
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 (f)  Nonparticipating rebate manufacturers;  

 
 (g)  Select agents when used for symptomatic relief of cough and colds: 

 antihistamines, decongestants, antihistamine/decongestant combination products, 
legend antitussive benzonatate;  

 
 (h)   Select prescription vitamins and mineral products, except prenatal vitamins and 

fluoride:   
vitamin K, cyanocobalamin injection, vitamin D, folic acid as a single entity;  

  
 (i)  Select nonprescription (OTC) drugs: 

Are defined by the Division of Medicaid, updated annually and located on the 
Division of Medicaid’s website at https://medicaid.ms.gov/providers/ pharmacy 
/pharmacy-resources/ 
 

 
  

 
 
 

https://medicaid.ms.gov/providers/%20pharmacy%20/pharmacy-resources/
https://medicaid.ms.gov/providers/%20pharmacy%20/pharmacy-resources/
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TN No.:   17-0013                                                                                                                  Date Received:  11/03/17 
Supersedes                                                                                                                        Date Approved: 11/21/17  
TN No.:   14-012                                                                                                                    Date Effective:  1/1/2018 

 
DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 
AND SERVICE PROVIDED  

 
  
Supplemental Drug Rebate Agreements: 
 
The Division of Medicaid, or the  Division of Medicaid in consultation with the Sovereign States Drug 
Consortium, may negotiate supplemental drug rebate agreements (SDRAs) that would reclassify any drug 
not designated as preferred in the baseline listing for as long as the agreement is in effect. A SDRA 
between the Division of Medicaid and a drug manufacturer for drugs provided to the Medicaid program, 
submitted to the Centers for Medicare & Medicaid Services (CMS) on December 27, 2005 and entitled, 
“State of Mississippi Supplemental Rebate Agreement”, was authorized by CMS.  CMS authorized the 
State of Mississippi to enter into the “Sovereign States Drug Consortium (SSDC)” multi-state purchasing 
pool.  The SDRA submitted to CMS on September 7, 2012, entitled, “State of Mississippi Supplemental 
Rebate Agreement”, was authorized by CMS.  CMS authorized the revised multi-state SSDC agreement 
submitted on March 17, 2014, for the Division of Medicaid population to cover supplemental drug rebates 
for fee-for-service and coordinated care Medicaid programs, effective July 1, 2014.  CMS authorized the 
revised multi-state SSDC agreement submitted on November 3, 2017 to be effective January 1, 2018, 
with changes in references to various federal laws, to include the Covered Outpatient Drug Rule and to 
standardize the terms of the SDRA with that of the other states in the consortium. 
 
An Agreement may not be amended or modified without the authorization of CMS. 
 
Based on the requirements for Section 1927 of the Act, the Division of Medicaid will comply with the 
following policies for drug rebate agreements: 
 

• The drug file permits coverage of participating manufacturers’ drugs. 
 

• The Division of Medicaid may require prior authorization for covered outpatient drugs. Non-    
preferred drugs are available with prior authorization. 

 
• The prior authorization process for covered outpatient drugs will conform to the provisions of 

section 1927 (d) (5) of the Social Security Act.  
 
• The Division of Medicaid will comply with the drug reporting requirements for state   

utilization information and restriction to coverage. 
 
• Supplemental rebate agreement between the Division of Medicaid and a pharmaceutical 

manufacturer will be separate from federal rebates and are in excess of those required under 
the national drug rebate agreement. 

 
• The state agrees to report all rebates from manufacturers to the Secretary for Health and 

Human Services.  The state will remit the federal portion of any state supplemental rebates 
collected.  

 
• The Division of Medicaid will allow all participating manufacturers to audit utilization data. 
 
• The unit rebate amount will be held confidential and will not be disclosed for 
 purposes other than rebate invoicing and verification. 
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ANO SERVICES PROVIDED. 

Preferred Drug List: 

In accordance with Section 1927 of the Social Security Act, the state has established a preferred drug list 
(POL). 

The Preferred Drug List (POL) is a list of drugs, which have been reviewed and recommended by the 
Pharmacy and Therapeutics (P&T) Committee, a group of physicians, pharmacists, and nurse 
practitioners, and approved by the Executive Director of the Division of Medicaid. 

The Preferred Drug List contains a wide range of generic and preferred brand name products that have 
been approved by the FDA. A medication becomes a preferred drug based first on safety and efficacy, 
then on cost-effectiveness. Drugs on the POL arc as effective as non-preferred drugs, but offer economic 
benefits for the beneficiaries and the State of Mississippi. 

Drugs must be prescribed and dispensed in accordance with medically accepted indications for uses and 
dosages. No payment will be made under the Medicaid program for services, procedures, suppli es or 
drugs which are still in cl inical trials and/or investigative or experimental in nature. 

As of July I, 2014, the Division of Medicaid's coordinated care organizations (CCO), otherwise known as 
MississippiCan, will follow the Division of Medicaid 's POL. 

TN No.: 14-012 
Supercedes 
TN No.: 2012-007 

Date Received: 03/ 17/1 4 
Date Approved: 07/22/14 
Date Effective: 7/ 1/20 14 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL CARE 

AND SERVICES PROVIDED 

12a. Physician Administered Drugs and Implantable Drug System Devices:  

The Division of Medicaid defines Physician Administered Drugs and Implantable Drug 

System Devices as any covered diagnostic or therapeutic radiopharmaceutical, contrast 

imaging agent, drug, biological or implantable drug system device that is administered in 

a clinically appropriate manner to a beneficiary by a Mississippi Medicaid provider other 

than a pharmacy provider. Physician Administered Drugs and Implantable Drug System 

Devices are not counted toward the beneficiary’s monthly prescription limit. 

The Division of Medicaid covers Physician Administered Drugs and Implantable Drug 

System Devices as listed on the Physician’s Fee Schedule located at 

www.medicaid.ms.gov/FeeScheduleLists.aspx. 

08/23/18
02/14/19

http://www.medicaid.ms.gov/FeeScheduleLists.aspx
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: MISSISSIPPI 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

12c. Orthotics and Prosthetic Devices - Orthotics and prosthetic devices are provided 
to children under 21 years of age when prescribed by a physician and medically 
necessary. 

TN# 98-11 
Superseded TN # 86-3 

Date Received i~7 tj 
Date Approved { 2 j q((j 

Date Effective ~ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: MISSISSIPPI 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SER VICES PROVIDED. 

12d. Eyeglasses: 

Eligible beneficiaries age 21 years and over are qualified for eyeglasses as prescribed by an 
ophthalmologist or optometrist (including eyeglasses needed after eye surgery). The beneficiary 
is allowed one (1) pair of eyeglasses every five (5) years. Beneficiaries under age 21 are eligible 
for eyeglasses as determined through the EPSDT Screening Program. 

TN#~-oS- D A d 
JUN 2 5 2002. 

ate pprove 

Superseded TN# 2000-08 Date Effective HAY O l ZOOZ 
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DESCRIPTIONS OF LilvfITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SER VICES PROVIDED 

13. Other Diagnostic, Screening. Preventive. and Rehabilitative Services, i.e., other than 
those provided elsewhere in the plan. 

Limited to preventive and rehabilitative services 
(42CFR440.130[a] [b] [c] [d] and the following procedures: 

TN# 2002-29 
Supersedes 
TN# NEW 

Date Received 10/ 24/02 
DateApproved 11/18/02 
DateEffective LO/l/02 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

13a Diagnostic Services: Diagnostic services, except as otherwise provided in this Plan, 
includes any medical procedures or supplied recommended by a physician or other 
licensed practitioner of the healing arts, within the scope of his practice under State law~ 
top enabl~ them to identify the existence, 11atui-e, or extent of illness, injury, or other 
health deviation in a recipient. 

TN# 2002-29 
Supersedes 
TN# 92-17 

Date Received 10/24/02 
Date Approved 11/ 18/02 
Date Effective 10/1/02 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

13b. Screening: Services: Screening services means the use of standardized tests given under 
medical direction in the mass examination of a designated population to detect the 
existence of one or more particular diseases or health deviations or to identify for more 
definitive studies individuals suspected ofhaving certain diseases. 

TN# 2002-29 
Supersedes 
TN# 92-17 

Date Received 10/24/02 
DateApproved 11/18 /02 
Date Effective 10/ 1/ 02 
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DESCRIPTIONS OF LlMTTA TIONS AS TO AMOUNT, DURA TI.ON AND SCOPE OF MEDICAL CARE AND 
SERVICES PROVIDED 

13c. Preventive Services: Preventive services mean services provided by a physician or 
other licensed practitioner of the healing arts within the scope of his practice under State 
law to: 

1) Prevent disease, disability, and other health conditions or their progression; 
2) Prolong life; and 
3) Promote physical and mental health and efficiency. 

Annual Physical Examination: The Division of Medicaid will cover annual physical 
examinations. Through this provision, eligible Mississippi Medicaid beneficiaries will be 
encouraged to choose a medical home and undertake a physical examination to 
establish a base-line level of health. Beneficiaries under age 21 will access the 
mandatory periodic screening services through EPSDT providers in the Early and 
Periodic Screening, Diagnosis, and Treatment (EPSDD Program. 

A medical home is defined as the usual and customary source that provides both 
preventative and treatment or diagnosis of a specific illness, symptom, complaint, 
or injury. The medical home will serve as the focal point for a beneficiary's health 
care, providing care that is accessible, accountable, comprehensive, integrated, and 
patient-centered. 

Dual eligibles whose Medicare Part B effective date is prior to January 1, 2005 will be 
eligible for the physical examination. For dual eligibles whose Medicare Part B effective 
date is on or after January 1, 2005, the annual physical examination is covered after 
twelve months have elapsed from the original effective date of Medicare Part B 
coverage. Beneficiaries enrolled in Medicare Part 8 coverage on and after January 1, 
2005 are entitled to a one time only "Welcome to Medicare" physical examination with 
the first six months of Medicare coverage. 

Radiology and laboratory procedures which are a standard part of a routine adult 
age/gender physical examination or well child periodic screening may be billed by the 
provider performing the procedure, and coverage will be determined based on current 
Mississippi Medicaid policies for the individual procedures. 

Medication Checks: Regular and periodic monitoring by a psychiatrist or physician of 
the therapeutic effects of medications prescribed for mental health purposes. 

Providers of medication checks must meet the standards as established under Sections 
41-19-31through41-19-39 and/or Section 41-4-7(g), Mississippi code of 1972, as 
amended. 

TN No. 05-003 
Supercedes 
TN No. 02-029 

Date Received: 03/31/05 
Date Approved: 06/22/05 
Date Effective: 02/01/05 
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TN No. 2002-29 Date Effective   07/01/2012

13.d. Rehabilitative Services: Rehabilitative services, except as otherwise provided under this 
Plan, includes any medical or remedial services recommended by a physician or other 
licensed practitioner of the healing arts, within the scope of his practice under State law for 
maximum reduction of physical or mental disability and restoration of a beneficiary to his 
best possible functional level (42 CFR 440.130 (d)).

A. Assurances
1. Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Services:

The Division of Medicaid covers all medically necessary services for EPSDT-eligible
beneficiaries ages birth to twenty-one (21) in accordance with 1905 (a) of the Act,
without regard to service limitations and with prior authorization.

2. Adequacy of Service Provisions:
The CMHC providers are responsible for ensuring that each individual’s mental
health needs are met throughout the course of treatment. If all mental health services
reimbursable by Medicaid during the state fiscal year are exhausted, CMHC providers
will continue servicing adults on a sliding scale fee based on income.

2. Freedom of Choice:
Participants have freedom of choice of qualified enrolled provider agencies and team
members within that agency.

B. Agency Requirements
1. All rehabilitative services are provided by quasi-governmental or private Community

Mental Health Center (CMHC) agencies certified according to Mississippi state law
and by the Mississippi Department of Mental Health (DMH). Quasi-governmental
CMHCs are defined as entities operated under the supervision of regional
commissions appointed by county boards of supervisors comprising their respective
catchment areas.
a. DMH issues a three (3) year certification for the agency and the services provided

unless stated otherwise at the time of certification.
b. DMH certification is based on the following:

1) Adherence to DMH standards, DMH grant requirement guidelines, contracts,
memoranda of understanding, and memoranda of agreement;

2) Compliance with DMH fiscal management standards and practices outlined
in the DMH Operational Standards based on a risk-based audit system;

3) Evidence of fiscal compliance with external funding sources;
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4) Compliance with ethical practices and codes of conduct of professional
licensing entities related to provision of services and management of the
organization; and

5) Evidence of solid business and management practices.
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C. Team Member Qualifications
1. Psychiatrists must be a graduate of a medical or osteopathic school, be board-certified

in psychiatry and be licensed by the Mississippi State Board of Medical Licensure.
2. Physicians must be a graduate of a medical or osteopathic school and have a

minimum of five (5) years’ experience in mental health and be licensed by the
Mississippi State Board of Medical Licensure.

3. Psychologists must hold a Ph.D. degree in psychology and be licensed by the
Mississippi Board of Psychology.

4. Licensed Certified Social Workers (LCSW) must hold a Master’s degree in social
work and be licensed by the Mississippi State Board of Examiners for Social Workers
and Marriage and Family Therapists at the LCSW level.

5. Licensed Master Social Workers (LMSW) must hold a Master’s degree in social
work, be licensed by the Mississippi State Board of Examiners for Social Workers
and Marriage and Family Therapists at the LMSW level, and supervised by a LCSW,
psychiatrist, physician or a psychologist.

6. Licensed Professional Counselors (LPC) must hold a Master’s degree in counseling
and be licensed by the Mississippi State Board of Examiners for Licensed
Professional Counselors.

7. Licensed Marriage and Family Therapists (LMFT) must hold a Master’s degree in
marriage and family therapy and be licensed by the Mississippi State Board of
Examiners for Social Workers and Marriage and Family Therapists.

8. Professional Art Therapists (ATR-BC) must hold a Master’s degree in art therapy and
be licensed by the Mississippi Department of Health.

9. Psychiatric Mental Health Nurse Practitioners (PMHNP) must hold a Master’s degree
in nursing with a specialty in psychiatry, be licensed by the Mississippi Board of
Nursing, and must practice within a collaborative/consultative relationship with a
physician within an established protocol or practice guidelines.

10. Physician Assistants (PA) must hold a Master’s degree in a health related or science
field, be licensed by the Mississippi Board of Medical Licensure, must be under the
supervision of a psychiatrist or a physician and in order to provide medication
management must have two (2) years of psychiatric training.

11. Registered Nurses (RN) must be a graduate from an approved or accredited RN
nursing program, be licensed by the Mississippi Board of Nursing, and must be under
the supervision of a psychiatrist, physician, PMHNP, or PA.

12. Licensed Practical Nurses (LPN) must be a graduate from an approved or accredited
LPN nursing program, be licensed by the Mississippi Board of Nursing and
supervised by a psychiatrist, physician, PMHNP, PA or RN.

13. DMH certifies the following team members:
a. Certified Mental Health Therapists (CMHT), Certified Intellectual and

Developmental Disabilities Therapists (CIDDT) and Certified Addiction
Therapists (CAT) must hold a Master’s degree in mental health, human services,
intellectual disabilities, addictions, or behavioral health related fields from an
approved educational institution. The Master’s degree must be comprised of at
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least thirty (30) semester hours or its equivalent. There are two (2) levels of 
certification:
1) Provisionally certified therapists are temporarily certified while fulfilling all

the certification requirements, provide the same services as a CMHT, CIDDT
and CAT and must be under the supervision of certified therapist of the same
discipline. Provisional certification is valid for up to two years (24
consecutive months) from the date of issuance.

2) The certified credential is full certification and renewable every four (4) years
as long as renewal requirements are met.

b. Community Support Specialists must hold a minimum of a Bachelor’s degree in a
mental health field, be certified by DMH as a Community Support Specialist and
must be under the supervision of a psychiatrist, physician, PMHNP, PA, LCSW,
LMSW, LPC, LMFT, CMHT, CIDDT, or a CAT.

c. Psychosocial Rehabilitation Program Director must hold a minimum of a
Bachelor’s degree in a mental health field, be certified by DMH as a Psychosocial
Rehabilitation Program Director and must be under the supervision of a
psychiatrist, physician, PMHNP, PA, LCSW, LMSW, LPC, LMFT, CMHT,
CIDDT, or a CAT.

d. Peer Support Specialists must hold a minimum of a high school diploma or GED
equivalent, demonstrate a minimum of six (6) months in self-directed recovery
from mental illness or substance abuse within the last year, complete an initial and
ongoing peer support training, such as Family-to-Family or Family Time Out, be
certified by DMH as a Certified Peer Support Specialist and must be under the
supervision of a psychiatrist, physician, PMHNP, PA, LCSW, LPC, LMFT,
CMHT, CIDDT, CAT or a Peer Support Specialist Supervisor who has been
trained as a Peer Support Specialist with an emphasis on supervision.

e. Certified Wraparound Facilitators must hold a minimum of a high school diploma
or GED equivalent, complete the “Introduction to Wraparound” 3-day training, be
certified by DMH, and must be under the supervision of a psychiatrist, physician,
PMHNP, PA, LCSW, LPC, LMFT, CMHT, CIDDT, or a CAT who has
completed the “Introduction to Wraparound” 3-day training and hold a DMHs
High Fidelity Wraparound certificate.
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D. Rehabilitative Services medically necessary for the treatment of the individual’s illness, 
condition, or injury are provided to all eligible individuals as follows.

1. Treatment Plan Development and Review
a. Treatment plan development and review is defined as the process through which a

group of clinical team members meet to discuss the individual’s treatment plan
with the individual and his/her family members. The review utilizes a strengths-
based approach and addresses strengths and natural resources, presenting
symptoms/problems, diagnostic impressions, and initiate/update a treatment plan
that includes goals, objectives and treatment strategies.

b. The clinical purpose of treatment plan development and review is to meet the
needs of the individual by addressing the behaviors and making recommendations
for treatment.

c. This process may also be called an individual’s service plan, plan of care or
wraparound plan.

d. The composition of the team members must include one of the following: a
psychiatrist, physician, psychologist, LCSW, LPC, LMFT, PMHNP, or PA, and
may include any other team member listed in C. above.

e. The treatment plan must be approved by one of the following: a psychiatrist,
physician, psychologist, LCSW, LPC, LMFT, PMHNP, or PA.

f. Treatment plan development and review is limited to four (4) services per state
fiscal year.

2. Medication Management
a. Medication management includes the evaluation, administration and monitoring

of psychotropic medications.
b. Medication evaluation is performed by psychiatrists, physicians, PMHNP or PA.

The clinical purpose is to assess an individual’s mental health needs and to
evaluate if psychopharmacological treatment of a mental disorder is necessary.

c. Only psychiatrists, physicians, PMHNP and PA can prescribe psychotropic
medications.

d. Medication administration is defined as the administering of a prescribed
medication. Only a psychiatrist, physician, PMHNP, PA, RN or LPN can
administer medications.

e. Medication monitoring is defined as regular and periodic monitoring of the
therapeutic and side effects of psychotropic medications prescribed for the
treatment of a mental disorder.

f. Monitoring is performed by psychiatrists, physicians, PMHNP or PA.
g. The clinical purpose of medication monitoring is to ensure the individual receives

the proper dosage and adjustment of medications resulting in the appropriate
therapeutic effects of the medication.

h. Medication management is limited to seventy-two (72) services per state fiscal
year.
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3. Psychosocial Assessment
a. Psychosocial assessment is defined as the documentation of information from the

individual and/or collaterals describing the individual’s family background,
educational/vocational achievements, presenting problem(s), history of
problem(s), previous treatment, medical history, current medication(s), source of
referral and other pertinent information to determine the nature of the individual’s
or family’s problem(s), the factors contributing to the problem(s), and the most
appropriate course of treatment.

b. The clinical purpose of a psychosocial assessment is to create a comprehensive
picture of the individual in order to develop treatment goals.

c. One of the following team members is required to provide this service:
psychiatrist, physician, psychologist, LCSW, LMSW, LPC, LMFT, PA, PMHNP,
CMHT, CIDDT, and CAT.

d. Psychosocial assessments are limited to four (4) hours per state fiscal year.

4. Psychological Evaluation
a. Psychological evaluation is defined as an evaluation for the purpose of assessing

the individual’s cognitive, emotional, behavioral and social functioning using
standardized tests, interviews and behavioral observations.

b. The clinical purpose of a psychological evaluation is to identify therapy needs,
highlight issues presented in treatment, recommend forms of intervention, and
offer guidance about potential outcomes of treatment.

c. Psychological evaluations must be completed by a psychologist.
d. Psychological evaluations are limited to four (4) hours per state fiscal year.

5. Nursing Assessment
a. Nursing assessment is defined as an assessment of an individual’s psychological,

physiological and sociological history.
b. The clinical purpose of the nursing assessment is to assess and evaluate the

medical history, medication history, current symptoms, effectiveness of the
current medication regime, extra-pyramidal symptoms, progress or lack of
progress since the last contact, and provide education about mental illness and
available treatment to the individual and family.

c. A nursing assessment is completed by an RN.
d. Nursing assessment is limited to one hundred forty-four (144) fifteen (15) minute

units per state fiscal year.

6. Individual Therapy
a. Individual therapy is defined as one-on-one therapy for the purpose of treating a

mental disorder.
b. The clinical purpose of individual therapy is to assess, prevent, and relieve

psychologically-based distress or dysfunction and to increase the individual’s
sense of well-being and personal development.
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c. Individual therapy services must be included in a treatment plan approved by one
of the following team members: a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, or PA. Team members who may provide individual
therapy include a psychiatrist, physician, psychologist, LCSW, LPC, LMFT,
ATR-BC, PMHNP, PA, LMSW, CMHT, CIDDT, or CAT.

d. Individual therapy is limited to thirty six (36) services per state fiscal year.

7. Family Therapy
a. Family therapy is defined as therapy for the family which is exclusively directed

at the individual’s needs and treatment.  The individual is not required to be
present during family therapy.

b. The clinical purpose of family therapy is to identify and treat family problems that
cause dysfunction.

e. Family therapy services must be included in a treatment plan approved by one of
the following team members: a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, or PA.  Team members who may provide family therapy
include a psychiatrist, physician, psychologist, LCSW, LPC, LMFT, ATR-BC,
PMHNP, PA, LMSW, CMHT, CIDDT, or CAT.

c. Family therapy is limited to twenty-four (24) services per state fiscal year.

8. Group Therapy/Multi-Family Group Therapy
a. Group therapy is defined as face-to-face therapy addressing the needs of several

individuals within a group.
b. The clinical purpose of group therapy is to prevent deterioration, to encourage

remediation and to provide rehabilitation.
c. Multi-family group therapy is defined as therapy taking place between a mental

health team member and family members of at least two different individuals in a
group setting. It combines the power of a group process with the systems focus of
family therapy. The individuals are not required to be present.

d. The clinical purpose of multi-family group therapy is to give individuals and/or
the family a safe and comfortable place to work out problems and emotional
disorders, gain insight into their own thoughts and behavior, and offer suggestions
and support to others.

f. Group therapy/multi-family group therapy services must be included in a
treatment plan approved by one of the following team members: a psychiatrist,
physician, psychologist, LCSW, LPC, LMFT, PMHNP, or PA.  Team members
who may provide group therapy/multi-family group therapy include a psychiatrist,
physician, psychologist, LCSW, LPC, LMFT, ATR-BC, PMHNP, PA, LMSW,
CMHT, CIDDT, or CAT.

e. Group therapy/multi-family group therapy is limited to forty (40) services per
state fiscal year.
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9. Psychosocial Rehabilitation
a. Psychosocial rehabilitation is defined as a rehabilitative service based on active

treatment and is the most intensive day program available for individuals eighteen
(18) and older, designed to support individuals requiring extensive clinical
services to support community inclusion, prevent re-hospitalization, and alleviate
psychiatric decompensation, confusion, anxiety, feelings of low self-worth,
isolation and withdrawal.

b. The clinical purpose of psychosocial rehabilitation is to assist individuals attain
their highest level of functioning in their community.

c. Psychosocial rehabilitation services are provided in a program that provides active
treatment through evidence-based curriculum, such as Illness Management and
Recovery, and the components include:
1) Treatment plan development and review.
2) Individual therapy.
3) Group therapy.
4) Skill building groups such as social skills training, coping skills, reality

orientation, social adaptation, physical coordination, daily living skills, time
and resource management, task completion.

g. Psychosocial rehabilitation services must be included in a treatment plan
approved by one of the following team members: a psychiatrist, physician,
psychologist, LCSW, LPC, LMFT, PMHNP, or PA. The Psychosocial
Rehabilitation Program Director provides administrative services for individuals
receiving psychosocial rehabilitation.  Team members who may provide
psychosocial rehabilitation include a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, PA, LMSW, CMHT, CIDDT, or CAT.

d. Psychosocial rehabilitation services must be prior authorized as medically
necessary by the Division of Medicaid’s Utilization Management and Quality
Improvement Organization (UM/QIO).

e. Psychosocial rehabilitation is limited to five (5) hours per day, five (5) days a
week.

f. Similar services are available to individuals from birth to age twenty one (21)
through Day Treatment services.
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10. Day Treatment
a. Day treatment is the most intensive outpatient program available all individuals

under the age of twenty-one (21) and is defined as a behavioral intervention
program, provided in the context of a therapeutic milieu, which enables them to
live in the community.

b. The clinical purpose of day treatment is to improve emotional, behavior, social
and educational development of all individuals under the age of twenty-one (21)
who need significant coping skills to appropriately function in the home, school,
and community.

c. The service components for day treatment include:
1) Treatment plan development and review.
2) Individual therapy.
3) Group therapy.
4) Skill building groups such as social skills training, self-esteem building, anger

control, conflict resolution and daily living skills.
d. Day treatment services must be included in a treatment plan approved by one of

the following team members: a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, or PA.  Team member who may provide day treatment
include a psychiatrist, physician, psychologist, LCSW, LPC, LMFT, PMHNP,
PA, LMSW or CMHT.

e. Services must be prior authorized as medically necessary by the UM/QIO.
f. Day treatment is limited to five (5) hours per day, five (5) days a week.
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11. Acute Partial Hospitalization Services
a. Acute Partial Hospitalization Services are available only in a community based

setting and not through the outpatient department of a hospital and defined as a
non-residential treatment program for individuals who are experiencing a period
of such acute distress that their ability to cope with normal life circumstances is
severely impaired. These individuals require more intensive and comprehensive
services offered in an outpatient treatment program but require less than twenty-
four (24) hour care provided on inpatient basis.

b. The clinical purpose of acute partial hospitalization is to provide an alternative to
hospitalization for individuals not requiring twenty-four (24) hour supervision but
still requiring a high degree of therapeutic support in order to return to normal
daily activities in the home, school, work, and community.

c. The service components for acute partial hospitalization include:
1) Treatment plan development and review.
2) Medication management.
3) Nursing assessment.
4) Individual therapy.
5) Group therapy.
6) Skill building groups such as social skills training, self-esteem building, anger

control, conflict resolution and daily living skills.
d. Acute partial hospitalization must be prior authorized as medically necessary by

the UM/QIO.
e. Acute partial hospitalization must be included in a treatment plan approved by

one of the following team members: a psychiatrist, physician, psychologist,
LCSW, LPC, LMFT, PMHNP, or PA.  Team member who may provide acute
partial hospitalization include a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, PA LMSW, CMHT, CIDDT, or CAT.

f. Acute Partial Hospitalization is limited to one hundred (100) days per state fiscal
year.
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12. Crisis Response Services
a. Crisis Response is defined as supports, services and treatments necessary to

provide integrated crisis response, crisis stabilization, and prevention
interventions available twenty-four (24) hours a day, seven (7) days a week, three
hundred and sixty-five (365) days a year.  These services provide immediate
evaluation, triage and access to services, treatment, and support in an effort to
reduce symptoms and harm and, if appropriate, safely transition individuals in an
acute crisis to the appropriate level of care for stabilization.

b. The clinical purpose of crisis response services is to assist the individual cope
with immediate stressors, identify and use available resources and the individual’s
strengths, and develop treatment options in order to avoid unnecessary
hospitalization and return to the individual’s prior level of functioning.

c. The service components for crisis response services include:
1) Treatment plan development and review.
2) Medication management.
3) Nursing assessment.
4) Individual therapy.
5) Family therapy.

d. Team members must be certified in a professionally recognized method of crisis
intervention and de-escalation and must include one of the following:  a
psychiatrist, physician, psychologist, LCSW, LMSW, LPC, LMFT, PMHNP, PA,
RN, CMHT, CIDDT, and CAT.

e. Crisis Response Services must be available by phone with a mobile crisis
response team twenty-four (24) hours a day, seven (7) days a week.

h. Crisis response services must be included in a treatment plan approved by one of
the following team members: a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, or PA.  Team members who may provide crisis response
services include a psychiatrist, physician, psychologist, LCSW, LPC, LMFT,
PMHNP, PA, LMSW, CMHT, CIDDT, CAT, or Community Support Specialist.

f. Crisis Response service is limited to thirty-two (32) fifteen (15) minute units per
day with a state fiscal year limit of two hundred twenty-four (224) fifteen (15)
minute units.
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13. Crisis Residential Services
a. Crisis residential services are defined as services provided in a setting other than

an acute care hospital or a long term residential treatment facility which consists
of no more than sixteen (16) beds. The program provides medically monitored
residential services for the purpose of providing psychiatric stabilization on a
short-term basis serving as a transition or diversion from inpatient hospitalization.

b. The clinical purpose of crisis residential services is to provide treatment to an
individual not requiring twenty-four (24) hour medical and nursing care, but may
benefit from a twenty-four (24) hour supervised, structured living arrangement in
order to return them to their pre-crisis level of functioning.

c. The service components for crisis response services include:
1. Treatment plan development and review.
2. Medication management.
3. Nursing assessment.
4. Individual therapy,
5. Family therapy.
6. Group therapy.
7. Crisis response.
8. Skill building groups such as social skills training, self-esteem building, anger

control, conflict resolution and daily living skills.
d. The services must be ordered by a psychiatrist, physician, psychologist, PMHNP

or PA.
e. The composition the team members must include one of the following:  a

psychiatrist, physician, psychologist, LCSW, LMSW, LPC, LMFT, PMHNP, PA,
RN, CMHT, CIDDT, and CAT.

f. Services must be prior authorized as medically necessary by the UM/QIO.
g. Crisis Residential service is limited to sixty (60) days per state fiscal year.
h. Service does not include room and board (payment).
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14. Peer Support Services
a. Peer support is defined as an evidenced-based person centered mental health

model of care which allows individuals the opportunity to direct their own
recovery of any mental illness or substance abuse.

b. The clinical purpose of peer support services is to provide peer-to-peer support
assisting an individual with recovery from mental illness or substance abuse.

c. The service components of peer support services include:
1) Treatment plan development and review.
2) Skill building for coping with and managing symptoms while utilizing natural

resources, and the preservation and enhancement of community living skills.
d. Services are provided by a Peer Support Specialist.
e. Peer support services must be included in a treatment plan approved by one of the

following team members: a psychiatrist, physician, psychologist, LCSW, LPC,
LMFT, PMHNP or PA.

f. Peer support is limited to six (6) fifteen (15) minute units per day with a state
fiscal year limit of two hundred (200) fifteen (15) minute units.
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15. Community Support Services
a. Community support services are defined as services provided by a mobile

community-based Community Support Specialist which addresses the mental
health needs of the individual, are focused on the individual’s ability to succeed in
the community and to identify and assist with accessing services.

b. The clinical purpose of community support services is to assist the individual in
achieving and maintaining rehabilitation, resiliency, and recovery goals.

c. The service components for community support services include:
1) Resource Coordination that directly increase the acquisition of skills needed to

accomplish the goals set forth in the treatment plan.
2) Monitoring and evaluating the effectiveness of interventions, as evidenced by

symptom reduction and progress toward goals.
3) Psychoeducation on the identification and self-management of prescribed

medication regimen and communication with the prescribing provider.
4) Direct interventions in escalating situations to prevent crisis.
5) Home and community visits for the purpose of monitoring the individual’s

condition and orientation.
6) Assisting the individual and natural supports in implementation of therapeutic

interventions outlined in the treatment plan.
7) Psychoeducation and training of family, unpaid caregivers, and/or others who

have a legitimate role in addressing the needs of the individual.
d. Services are provided by a Community Support Specialist.
e. Community support services must be included in a treatment plan approved by

one of the following team members: a psychiatrist, physician, psychologist,
LCSW, LPC, LMFT, PMHNP or PA.

f. Services are limited to six (6) fifteen minute units per day with a state fiscal year
limit of four hundred (400) fifteen (15) minute units per year.
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16. Wraparound Facilitation
a. Wraparound facilitation is defined as the development and implementation of a

treatment plan which addresses the prioritized needs of an individual up to the age
of twenty-one (21).  The treatment plan empowers the individual to achieve the
highest level of functioning through the involvement of family, natural and
community supports.

b. The clinical purpose of wraparound facilitation is to assist an individual to
function at the highest level at home, school, and the community through an
intensive, individualized treatment plan.

c. The service components for wraparound facilitation include:
1) Treatment plan development and review.
2) Identifying providers of services and other community resources to meet family

and the individual’s needs.
3) Making necessary referrals for the individual.

d. Services are provided by a Certified Wraparound Facilitator.
e. Wraparound services must be included in a treatment plan approved by one of the

following team members: a psychiatrist, physician, psychologist, LCSW, LPC,
LMFT, PMHNP or PA. Team members who may provide wraparound services
include: a psychiatrist, physician, psychologist, LCSW, LPC, LMFT, PMHNP or
PA.

f. Services are limited to sixteen (16) fifteen (15) minute units per day with a fiscal
year limit of two hundred (200) fifteen (15) minute units.

g. Similar services are provided to individuals over the age of twenty-one (21)
through Program of Assertive Community Treatment (PACT).
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17. Intensive Outpatient Psychiatric Services
a. Intensive outpatient psychiatric services are defined as treatment provided in the

home or community to individuals up to the age of twenty-one (21) with serious
mental illness for family stabilization to empower the individual to achieve the
highest level of functioning. Based on a wraparound model, this service is a time-
limited intensive family intervention to diffuse the current crisis, evaluate its
cause, and intervene to reduce the likelihood of a recurrence.

b. The clinical purpose of intensive outpatient psychiatric services is to stabilize the
living arrangement, promote reunification and prevent the utilization of out-of-
home therapeutic resources to allow the individual to remain at home and in the
community.

c. The components of intensive outpatient psychiatric services, based on an all-
inclusive model that covers all mental health services the individual may need,
may include:
1) Treatment plan development and review.
2) Medication management.
3) Intensive individual therapy and family therapy provided in the home.
4) Group therapy.
5) Day Treatment.
6) Peer support services.
7) Skill building groups such as social skills training, self-esteem building, anger

control, conflict resolution and daily living skills.
8) Wraparound facilitation.

d. Intensive outpatient must be included in a treatment plan and approved by one of
the following team members: a psychiatrist, physician, psychologist, LCSW,
LPC, LMFT, PMHNP, or PA.  Team members who may provide day treatment
include: a LMSW, CMHT, CIDDT, or CAT.

e. Services must be prior authorized as medically necessary by the UM/QIO.
f. Intensive outpatient psychiatric services are limited to two hundred seventy (270)

days per fiscal year.
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18. PACT
a. Program of Assertive Community Treatment (PACT) is defined as an individual-

centered, recovery-oriented mental health service delivery model for facilitating
community living, psychosocial rehabilitation and recovery for individual over the
age of twenty-one (21) with severe and persistent mental illness, severe symptoms
and impairments who have not benefited from traditional outpatient programs. PACT
is a multi–disciplinary, self-contained clinical team approach with team members
providing long-term intensive care in community settings. The team members provide
all mental health services rather than referring individuals to different mental health
providers, programs, and other agencies.

b. The clinical purpose of PACT is to provide community-based interdisciplinary care to
improve the individual’s overall functioning at home, work, and in the community.

c. The components of PACT services, based on an all-inclusive evidence-based model
that may include, but are not limited to, one or more of the following:
1) Treatment plan review and development.
2) Medication management.
3) Individual therapy.
4) Family therapy.
5) Group therapy.
6) Crisis response.
7) Crisis response.
8) Community support.
9) Peer Support.

d. The composition of the ACT team members must include a psychiatrist, physician or
PMHNP, and an RN, CAT and peer support specialist and must include one or more
of the following: psychologist, LCSW, LMSW, LPC, or LMFT. The ACT team
leader must be a psychiatrist, physician, psychologist, LCSW, or PMHNP and is the
clinical and administrative leader of the team. The team leader, in conjunction with
the psychiatrist, is responsible for supervising and directing all team members.

e. PACT services must be included in a treatment plan, approved by the team leader,
and provided by one of the following team members: a psychiatrist, physician,
psychologist, LCSW, LMSW, LPC, LMFT, PMHNP, PA, CMHT, CIDDT, or CAT.

f. Services must be prior authorized as medically necessary by the UM/QIO.
g. Similar services provided to individuals up to age twenty-one (21) through intensive

outpatient psychiatric services.
h. PACT is limited to forty (40) fifteen (15) minute units per day with a state fiscal year

limit of sixteen hundred (1600) fifteen (15) minute units.
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TN No.  15-003       Date Received  __________
Supercedes                 Date Approved  __________

TN No.  95-10        Date Effective  _01/01/2015

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED   

15. Intermediate Care Facilities for Individuals with Intellectual Disabilities

The Division of Medicaid covers Intermediate Care Facilities for Individuals with Intellectual 
Disabilities (ICF/IID) that meet the requirements of the State and 42 CFR Part 483.   

According to Section 1905(d) of the Social Security Act, ICF/IIDs are defined as institutions, or 
distinct part thereof, for individuals with intellectual disabilities or persons with related 
conditions in which the facilities primary purpose is to provide health or rehabilitative services 
and provide active treatment as defined in 42 CFR Part 483 in the least restrictive setting. 
Services must be provided in a protected residential setting and must include ongoing 
evaluations, twenty-four (24) hour supervision, and coordination and integration of health or 
rehabilitative services to help each individual function at his/her greatest ability. 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

16. Inpatient Psychiatric Services: 

Inpatient psychiatric services for individuals under age 21 provided under the 
direction of a physician who is at least board eligible in psychiatry and has 
experience in child/adolescent psychiatry provided in either a licensed psychiatric 
hospital that meets the requirements of 42 CFR 482.60 and 1861(f) of the Social 
Security Act or a psychiatric unit of a general hospital that meets the requirements 
of subparts B and C of 42 CFR 482 and Subpart D of 42 CFR 441 or a licensed 
psychiatric residential treatment facility (PRTF) that meets the requirements Section 
1905(h) of the Act. Licensed psychiatric hospitals must have Joint Commission on 
Accreditation of Health Care Organization (JCAHO) accreditation. Psychiatric 
Residential Treatment Facilities must be accredited by the Joint Commission on 
Accreditation of Health Care Organization (JCAHO) or Council on Accreditation of 
Services for Families and Children (COA). The psychiatric service must be provided in 
accordance with an individual comprehensive services plan as required by 42 CFR 
441.155(b) before the individual reaches age 21 or, if the individual was receiving the 
services immediately before obtaining age 21, before the earlier of the date the 
individual no longer requires the services or the date the individual reaches age 22. 
The setting in which the psychiatric services are provided shall be certified in writing 
to be necessary as required by 42 CFR 441.152. The psychiatric services must be prior 
approved as medically necessary. 

Transmittal No. 2008-63 
Supersedes 
Transmittal No.: 94-18 

Date Received: 11 /20/08 
Date Approved: 12/23/08 
Date Effective 11-1-08 
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SERVICES PROVIDED 

17. Nurse-midwife services· refers to services fur·nished by a nurse midwife withiil the scope of 
practice authorized by state law or regulation. · · 

Certified nurse midwives may bill Medicaid for the covered services within the scope of practice 
allowed by their protocol. All services and procedures provided by certified nurse midwives 
should be billed In the same manner and following the same poli9y and guidelines as like physician 
services. 

The reimbursement for certified nurse midwifery services shall not exceed ninety percent (90%) of 
the reimbursement rate for comparable services rendered by a physician. 

TN# 2001-23 
_Superseded TN# 87-18 

Date Effective U G ( 0 l ZOO 1 
Date Approved A Pl-< O 3 2002. 
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Descriptions of Limitations as to Amount, Duration and Scope of Medical Care and Services 
Provided 

18. Hospice Benefit

I. The hospice benefit is provided in accordance with Title 18, Section 1861 (dd) of the Social 
Security Act for the palliation or management of an individual’s terminal illness.  An individual 
is considered terminally ill if the medical prognosis is life expectancy of six (6) months or less.  
Election of the hospice option causes the beneficiary to forfeit all other Medicaid program 
benefits provided for in the State Plan that may also be available under the hospice benefit 
related to the treatment of the individual’s terminal illness, except for children under the age of 
21.

II. Hospice care provides the following items and services to a terminally ill individual by, or by
others under arrangements made by, a hospice program under an individualized written plan of
care established and periodically reviewed by the individual's attending physician, the medical
director, and the hospice program interdisciplinary team:

a. nursing care provided by a registered nurse,
b. physical or occupational therapy, or speech-language pathology services,
c. medical social services under the direction of a physician,
d. services of a

i. hospice aide who has successfully completed an approved training program, and
ii. homemaker services,

e. medical supplies (including drugs and biologicals) and the use of medical appliances,
while under such a plan,

f. physicians' services,
g. short-term inpatient care (including both respite care and procedures necessary for pain

control and acute symptom management) in an inpatient facility meeting the special
hospice standards regarding staffing and patient areas, but such respite care may be
provided only on an intermittent, nonroutine, and occasional basis and may not be
provided consecutively over longer than five days,

h. counseling (including dietary counseling) with respect to care of the terminally ill
individual and adjustment to his death, and

i. any other item or service which is specified in the plan and for which payment may
otherwise be made under this title.

The care and services described in subparagraphs a. and d. as noted above may be provided on a 
24-hour, continuous basis only during periods of crisis and only as necessary to maintain the 
terminally ill individual at home. 

III. The following providers and practitioners who furnish hospice services must meet all
requirements in accordance with the rules and regulations as defined in the Minimum Standards
of Operations for  Hospice per the Mississippi State Department of Health including Miss.

TN No.    2010-031 Date Received11/2/2010      
Supercedes      Date Approved 1/27/2011    
TN No.  91-23    Date Effective  1/1/2011



2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  Attachment 3.1-A  
MEDICAL ASSISTANCE PROGRAM Exhibit 18 

Page 2 
State of Mississippi     

Descriptions of Limitations as to Amount, Duration and Scope of Medical Care and Services 
Provided 

           Code §41-85-1 through §41-85-25 (1972, as amended): 
a. Medical Director – must be a Doctor of Medicine or Osteopathy licensed to practice in

the State  of Mississippi.  May be an employee or a volunteer of the hospice agency
or contractual  agreement.

b. Registered Nurse – must be licensed to practice in the State of Mississippi with no
restrictions, at  least one (1) year full-time experience and is an employee of the hospice
or contracted by the  hospice.

c. Bereavement Counselor – Must have documented evidence of appropriate training and
experience in the care of the bereaved received under the supervision of a 

qualified professional. 
d. Dietary Counselor - Must be a registered dietician licensed in the State of Mississippi

who meets  the qualification standards of the Commission on Dietetic Registration of
the American Dietetic  Association;

e. Spiritual Counselor – Must have documented evidence of appropriate training and skills
to  provide spiritual counseling, such as Bachelor of Divinity, Master of Divinity or
equivalent  theological degree or training.

f. Social Worker – Must have a minimum of a Bachelor’s Degree from a school of social
work  accredited by the council of Social Work Education and licensed in the State of
Mississippi with  a minimum of one (1) year documented clinical experience
appropriate to the counseling and  casework needs of the terminally ill and be an
employee of the hospice.

g. Hospice Aide/Homemaker – Must be a qualified person who provides direct patient care
and/or  housekeeping duties in the home or homelike setting under the direct supervision
of a registered  nurse.  Documentation of all training and competence is required.

h. Occupational Therapist - Must be licensed by the State of Mississippi
i. Physical Therapist - Must be licensed in the State of Mississippi.
j. Speech Pathologist - Must be licensed by the State of Mississippi, or completed the

academic requirements as directed by the State Certifying Body and work experience
required for certification.

IV. Medicaid beneficiaries under the age of 21 may receive hospice benefits including curative
treatment without foregoing any other service to which the child is entitled under the Medicaid
program pursuant to section 2302 of the Patient Protection and Affordable Care Act of 2010, as
amended by the Health Care and Education Reconciliation Act.

V. Hospice election periods are: (1) An initial 90-day period; (2) A subsequent 90-day period; or (3) 
an unlimited number of subsequent 60-day periods are available provided a physician certifies 
that the recipient is terminally ill or that the condition of the beneficiary has not changed since 
the previous certification of terminal illness.   

TN No.    2010-031 Date Received11/2/2010      
Supercedes   Date Approved 1/27/2011    
TN No.  91-23    Date Effective  1/1/2011
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

19a Targeted case 
recipients. 

services to chronically mentally ill community based 

All Medicaid services are provided to the chronically mentally ill within the limits and 
policy of the Medicaid Program, as set forth in the State P lan. 

Case management services may be provided as a component part of the service b y 
any qualified Medicaid provider . 

TN No. 92-17 -----Supersedes 
TN No. NEW 

Date Received 12-2 3-92 
De.ta Approved 8- l 6-9 3 
DateEffective 10-01-92 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED

TN No.  15-006         Date Received 05-06-15
Supersedes                 Date Approved  _07-16-15

TN No.  ___92-17 _                 Date Effective  04/01/2015_

19b  Targeted Case Management services for beneficiaries with intellectual/
developmental disabilities (IDD) in community-based settings.

All Medicaid services are provided to IDD beneficiaries within the limits and policies of 
the Medicaid Program, as set forth in the State Plan. [Refer to Supplement 1C to 
Attachment 3.1-A]

Targeted Case Management services are only provided by a service provider certified by 
the Mississippi Department of Mental Health (DMH) as meeting the Operational 
Standards for Targeted Case Management for beneficiaries with IDD.  [Refer to 
Supplement 1C to Attachment 3.1-A] 
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CARE AND SERVICE PROVIDED 

20a. & 20b. Extended services to pregnant women. Pregnancy-related 
and postpartum services for 60 day s after t he pregnancy 
ends. 

All Medicaid services are provided to pregnant women 
within the limits and policy of the Medicaid Program, 
as set forth i,n the State Plan. 

Extended services may be prov ided as co mpon ent parts 
of the services of any qualified Medicaid provider. 

Extended Services (Nutrition, 
Psychosocial, Health 
Education, Horne Visits) 

*Description of services prov ided on following pages. 

J:ransrni ttal No. 88-11 
'l'N 11o. 1~ -II 

SUPZRSEDES 
'!1f "°· S1:2 

M'rE/R'SC!:IPT ~ 
MTE/APPROVe~i?_1989 
DA'lE/&FFSC'tl c /i 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OP MEDICAL 
CARE AND SERVICE PROVIDED 

EXTENDED SERVICES 

1. Medical Risk Assessment 

A medical risk assessment (screening) is done by a physician, a 
registered nurse/ nurse practitioner under a physician's direction, 
or a certified nurse-midwife to determine if the patient is high 
risk. A pregnant won+an is considered high risk if one or more 
risk factors are indicated on the form used for risk screening. 
The enhanced s~rvices are made available in cases of medical 
necessity when a medical risk assessment has determined that a 
pregnant woman has one or more factors which may adversely affect 
the pregnancy outcome. 

A pregnant woman may be assessed (screened) for medical risk a 
maximum of two ( 2) times per pregnancy. A second medical risk 
assessment (screening) would be necessary only if the woman changed 
the provider responsible for her obstetrical care, and the new 
provider was unable to obtain the prior records. 

Reimbursement for the medical risk asseisment (screening) is to 
an approved physician or certified nurse-midwife provider. This 
is a separate fee, just as lab services are reimbursed apart from 
an off ice visit. 

Providers of medical risk assessment (screening) have the option 
of using the Hollister Maternal Record or the Risk Screening Form, 
Mississippi Perinatal Risk Management / Infant · service System. 
Attached is a copy of high-risk referral criteria that includes 
the guidelines for use of the Hollister Maternal Record and the 
Risk Screening Form. .Referral may be made to a Case Management 
Agency by submitting a copy of the Risk Screening Form, or by making 
a telephone call. When a telephone call is made, the Case Management 
Agency will document the referral on the Risk Screening Form. 

2. Nutritional Assessment/Counseling 

A. Definition: 

Assessment. is a review of the pregnant woman's dietary pattern 
and intake, her resources for obtaining and preparing food 
and evaluation of her nutritional needs. 

B. Counseling means services to include: 

( 1) The development of a nutritional care plan based on the 
health risks identified due to nutritional factors. 

Transmittal No. 88-11 'tN No." '£5~ I J DATE/RECEIPT 
-2,-1-_ff-'"'-... 

SUPERSEDES DA2'E/APPRCVE~ . 
'lN No. - • /i)fW. u1d'f.;11tn·t-i.:'J:J. ~ .... 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MED:ICAL 
CARE AND SERVICE PROVIDED 

(2) The follow-up and reassessment needed to carry out the 
nutritional care plan. 

( 3 l The Division of Medicaid will utilize guidelines as 
promulgated in Maternal and Infant Health Guidelines, 
prepared by the Association of Maternal and Child Heal th 
Programs in association with the State Medicaid Directors' 
Association, as criteria for monitoring this service. 

Nutritional assessment/counseling is covered for pregnant women 
with one or more medical risk factors which may adversely af feet 
the pregnancy outcome. Counseling is appropriate for women whose 
complications require the services of a dietician/nutritionist 
for treatment of a pregnancy-related complication, e.g., diabetes, 
over/under weight. The services are provided by a registered 
dietician or licensed nutritionist. A combination of this service 
and/or psychosocial assessment/counseling may be provided a maximum 
of eight (8) times during the pregnancy and postpartum. The 
nutritional assessment is done by the registered dietician or 
licensed nutritionist, and is considered as one unit of nutritional 
assessment/counseling. If the pregnant woman is eligible for WIC, 
the nutritional assessment for this program will build upon the 
WIC assessment in order to prevent two programs from doing duplicate 
assessments. A second nutritional assessment will be allowed during 
the pregnancy, if the woman changes her provider, and the new 
provider is unable to obtain records for the previous provider. 

3. Psychosocial Assessment/Counseling 

A. De'finition: 

Assessment is an evaluation of the pregnant woman and her 
environment to identify psychosocial factors that may adversely 
affect the woman's health status. 

B. Counseling means services to include: 

( 1) The development of a social work care plan based upon the 
health risks due to psychosocial factors. 

( 2) The follow-up, appropriate intervention, 
to carry-out the social ·work care plan. 

Transmittal No. 88-11 

'l'N No. <tC\-fl 
SUPERSEDES 

TN No, Af /ii)) 
DA'l'B/RECEI P'1' /. 
DATE/APPROVED-it~'+"~ 
DA~B/ lir'i'~C'!' IVS 

and referrals 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICE PROVIDED 

( 3) The Division of Medicaid will utilize guidelines as 
promulgated in Maternal and Infant Health Guidelinesr 
prepared by the Association of Maternal and Child Healt:h 
Programs in association with the State Medicaid Directors' 
Association, as criteria for monitoring this program. 

Psychosocial a?sessment/counseling is covered for pregnant women 
with one or more med.i1cal risk factors which may adversely affect 
the pregnancy outcome. Counseling is appropriate for women who~e 
complications require psychosocial intervention as an essential 
element of treatment in dealing with the complications, e.g., 
pregnant 15 year old with no place to live, battered woman. The 
services are provided by the MSW social worker licensed in 
Mississippi, a BSW social worker licensed in Mississippi in 
consultation with a MSW, or other Mississippi licensed social worker 
who is supervised by a MSW social worker. A combination of this 
service and/or nutritional assessment/counseling may be provided 
a maximum of eight ( 8) times during the pregnancy and postpartum 
period. The psychosocial assessment is done by a social worker, 
as specified above, and is considered as one unit of psychosocial 
assessment/counseling. A second psychosocial assessment will be 
allowed during the pregnancy, if the woma11 chauges her provider, 
and the new provider is unable to obtain records f rorn the previous 
provider. 

4. Health Education 

A. Health education is provided during pregnancy and the postpartum 
period on a one-to-one or group basis with the pregnant women 
who have one or more medical risk factors which may advsersely 
affect the pregnancy ~outcome. Health education is provided 
based on a written plan or written curriculum. 

B. Edu'Cation may include, but is not limited to, the fallowing 
.information: 

(1) Prenatal care 

(2) Danger signs in pregnancy 

(3) Labor and delivery 

(4) Nutrition 

~ ansrnittal No. 88-11 

nl No. <\~-// 
SUIJERSn 

'!'N No. , . 
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DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE .OP MEDICAL CARE AND 
SERVI CES PROVIDED 

(5) Pregnancy risk reduction (smoking, substance abuse) 

(6) Postpartum care 

(7) Reproductive health 

Health education is designed to prevent the development of further 
complications during pregnancy and to provide educational information to 
the pregnant woman in caring for herself during pregnancy. This service 
may be provided by a registered nurse, nurse practitioner, physici an 
assistant, certified nurse-midwife, nutritionist/dietitian, or social 
worker. This service may be provided a maxirnwn of ten (10) times during 
the pregnancy and postpartum period . 

5. Home Visi.t 

TN No. 

A. This service is provided at the pregnant woman's place of residence as 
part of the assessment and follow-up. The purpose of the home visit 
is to provide extended services and to address environmental factors 
that impinge upon her high- risk factors. 

B. The services may be provided by a n urse, nurse practitioner, physician 
assistant, nutritionist/ dietician, or social worker. 

Home visit service for pregnant women and the need for home v isits must be 
documented in the Plan of Care . It i s designed to provide necessary 
services to the woman in the home. This service may be provided a maximum 
of five (S) times with at least one during the postpartum period. 

2001-19 Effective Date 
JUL 0 1 2001 

Supersedes 
DEC\ -~ !: 'if'r·1 

TN No. 88-11 Date Approved ~-=--=-~''--·~~-=·'~h~v~(~,J~l-
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6.  Screening, Brief Intervention, and Referral to Treatment (SBIRT) Services 
 

A. SBIRT is an early intervention approach that targets pregnant women with nondependent 
substance use to provide effective strategies for intervention prior to the need for more 
extensive or specialized treatment. 
 

B. SBIRT services must include: 
 

1. Screening for risky substance use behaviors using evidence based standardized 
assessments or validated screening tools, 
 

2. Brief intervention of a pregnant woman showing risky substance use behaviors in 
a short conversation, providing feedback and advice, and 
 

3. Referral to treatment for brief therapy or additional treatment to a pregnant 
woman whose assessments or screenings indicate a need for additional services. 
 

C. The Division of Medicaid covers one (1) SBIRT service per pregnancy when performed 
by one (1) of the following licensed practitioners:  
 

1. Physician, 
 

2. Nurse Practitioner, 
 

3. Certified Nurse Midwife, 
 

4. Physician Assistant, 
 

5. Licensed Clinical Social Worker, 
 

6. Licensed Professional Counselor, or 
 

7. Clinical Psychologist. 
 

The Division of Medicaid covers all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization. 
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23. Certified Pediatric or Family Nurse Practitioners' Services 

Services provided by certified pediatric or family nurse practitioners are 
limited to those services authorized in the Plan and which a nurse practitioner 
is legally authorized to perform. 

TN No.92-04 -----Supersedes 
TN No.NEW 

Data Rear.bed 1-3 0-9 2 
Data Approved 8- 2 3- 9 3 
Date Effective 1-1-9 2 
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DESCRIPTIONS OF LIMITATION AS.TO AMOUNT, DURATION AND SCOPE .OF MEDICAL 
CARE AND SERVICES PROVIDED 

23d. Skilled Nursimr Pacilitv Servi.ces for Patients under 21 vears of Age: 
Prior Approval required. 

Beginning coverage limited to day authorization (MMC 260) form signed 
by admitting physician, unless eligibility occurs after admission for a 
retroa,i:tive period. 

Transmittal # 87- 9 
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24a. Transportation - The Division of Medicaid covers transportation through the following 

methods: 
 

1) Emergency Ground Ambulance services which meet the following criteria: 
 

• The transport requires a basic life support (BLS) or advanced life support (ALS) 
certified emergency ground ambulance, equipment and staff in order to transport a 
beneficiary to the nearest appropriate facility where the beneficiary will be accepted 
for treatment,  

 
• The use of other means of transportation is medically contraindicated because it 

would endanger or be detrimental to the beneficiary’s health, and 
 
• The beneficiary's condition is of such severity that the absence of immediate medical 

care could reasonably result in permanently placing the beneficiary's health in 
jeopardy, and/or serious impairment of bodily functions, and/or serious and 
permanent dysfunction of any body organ or part, or other serious medical 
consequence. 

  
2) Emergency Air Ambulance services provided in a rotary wing aircraft which meet the 

following criteria:  
 

• The transport requires a BLS or ALS certified emergency rotary-wing air ambulance, 
equipment, and staff in order to transport a beneficiary to the nearest appropriate 
facility where the beneficiary will be accepted for treatment, 

 
• The use of other means of transportation is medically contraindicated because it 

would endanger or be detrimental to the beneficiary’s health, and 
 
• The beneficiary's condition is of such severity that the absence of immediate medical 

care could reasonably result in permanently placing the beneficiary’s health in 
jeopardy, and/or serious impairment of bodily functions, and/or serious and 
permanent dysfunction of any body organ or part, or other serious medical 
consequences.

TN # 18-0010                                                                                                                      Date Effective 08/01/2018 
Superseded                                                                                                                                                                                                                                                                                                                                                                                             Date Approved: 10/15/2018 
TN #2004-003                                                                                                                    Date Received: 08/22/2018 
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3) Emergency and Urgent Air Ambulance services provided in a fixed wing aircraft which 
meet all the following criteria:  

 
• The transport requires an emergency or urgent fixed-wing air ambulance equipped 

and staffed to provide medical care appropriate for the beneficiary's needs and 
transportation to the nearest appropriate facility,  

 
• The use of other means of transportation is medically contraindicated because it 

would endanger or be detrimental to the beneficiary's health, and 
 
• The beneficiary 's condition is of such severity that the absence of fixed-wing air 

ambulance transport to the nearest  appropriate facility for treatment could reasonably 
result in permanently placing the beneficiary's health in jeopardy, and/or serious 
impairment of bodily functions, and/or serious and permanent dysfunction of any 
body organ or part, or other serious medical consequence. 

 
4) Non-emergency transportation (NET) services for eligible Medicaid beneficiaries are 

arranged and coordinated through the NET Broker as described in Attachment 3.1-D.  
 
 

 
TN No.18-0010                                                                                                                 Date Effective 08/01/2018 
Supercedes                                                                                                                         Date Approved: 10/15/2018                                                         
TN No. 2004-003                                                                                                               Date Received: 08/22/2018 
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Care and services provided in Christian Science sanitoria 
Confinement limited to ten (10) days per fiscal year. 

TN No. 94-13 
Supersedes TN No. New 

Date Received 7-ii- 94 
Date Approved--~B~--1-5---9~4--­

Date Effective---1---o-1~--9~4------------



STATE PLAN ·UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 3.1-A 

Exhibit.za.d ~I/cf State Mississiopi 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

A4d 
~ Skilled Nursing Facilitv Services for Patients under 21 vears of Age: 

Prior Approval required. 

Beginning coverage limited to day authorization (MMC 260) forrn signed 
by admitting physician, unless eligibility occurs after admission for a 
retroactive period. 

Transmittal #87-9 



Attachment 3.l-A 

Exhibit 25 

STATE Pt.AN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Mississippi 

DESCRIPTIONS OF LIMITATIONS AS TO .AMOUNT, DURATION, 1>.ND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED 

25. Licensed Physician Assistants 

Services provided by licensed physician assistants are limited to those services 
authorized in the Plan and which a physician ·assistant is legally authorized to 
perform. 

TN No. 2001-19 JUl 0 1 2001 Effective Date~~~~~~~-
Supersedes J 
TN No . . ~~EW Date Approved DEC l 1 L LJ O'i 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 

Attachment 3.1-A 
Exhibit 26 Page 1 

DESCRIPTIONS OF LIMITATION AS TO AMOUNT, DURATION, AND SCOPE OF MEDICAL CARE 
AND SERVICES PROVIDED 

Family Planning Services and Supplies for Individuals of Child-Bearing Age 

Family planning services shall include counseling services, medical services, and 
pharmaceutical supplies and devices to aid those who decide to prevent or delay 
pregnancy. In-vitro fertilization, artificial insemination, sterilization reversals, sperm 
banking and related services, hysterectomies, and abortions shall not be considered 
family planning services. 

TN No. MS-06-005 
Supercedes 
TNNo. NEW 

Date Received: 07/07/06 
Date Approved: l 0/03/06 
Date Effective: 0710 I /06 
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HIGH-RISK CASE MANAGEMENT SERVICES 

A. Target Group: Pregnant 
basis of a medical risk 
Management Services. 

women who have been shown on 
assessment to need High-Risk 

t he 
Case 

B. Areas of State in which services will be provided: 

X Entire State; 

Only in the following geographic areas (authority 
of Section 1915(g) ( l) of the Act is invoked to provide 
services less than Statewide): 

C. Comparability of Services: 

x 

Services are provided in ~ccordance with Section 
1902(a)(lO)(B) of the Act; 

Services are not comparable in amount, duration 
scope. Authority of Section 1915(g)(l) of the 
is involved to provide services with regard to 
requirements of Section 1902(a)(l0)(B) of the Act. 

and 
Act 
the 

D. Definition of Services: 

High-Risk Case Management is a set of interrelated activities 
under which responsibility for locating, coordinating, and 
monitoring appropriate services for an individual rests with 
a specific person wi~lrin the High-Risk Case Management Agency. 
The purpose of High-Risk Case Management Services for pregnant 
women is to assist those eligible for Medicaid in gaining 
ac.cess to needed medical services and the enhanced services 
of nutritional and psychosocial assessment and counseling 
and hea 1th education to reduce low birthweight in fan ts and 
infant mortality or morbidity; to encourage the use of 
cost-effective medical care by referrals to appropriate 
provid~rs; and to discourage over-utilization or duplication 
of costly. services. High-Risk Case Management Services will 
provide necessary coordination with providers of nonmedical 
services such as nutrition, psychosocial or hea 1th education 
programs, when services provided by these entities are needed. 
The Case Manager wi 11 coordinate these services with needed 
medical services. 

TN No. 88-11 
Supersedes 
TN No. /(f:W 

ApprovjJ l Date, 7: !989 
~/~~?/ 

C)CT " t 1981 
Effective Date 

HCFA ID: ~1~0~40~P~/~O~O~l....,..6P 



- -~- -
OMB No.: 0939-0193 

The set of interrelated activities are as follows: 

1. Medical risk assessment is done by the medica 1 provider 
and is described in Exhibit 20a. and 20b., Attachment 
3.1-A, Medical Risk Assessment. 

2. Evaluation of the client's individual situation to 
determine the need for High-Risk Case Management when 
a physician has determined that the pregnant woman has 
one or more medical risk t'actors which may adversely 
affect the pregnancy outcome. The Case Manager must 
establish that the pregnant woman has Medicaid ·eligibility, 
is at medical risk, and has selected that particular 
High-Risk Case Management Agency. An explanation of 
High-Risk Case Management Services must be given to the 
woman. 

High-Risk Case Management Services include direct contact 
with the client _as well as indirect work on the client 1 s 
behalf. The client will be allowed one (1) initial 
High-Risk Case Management Service and nine (9) subsequent 
High-Risk Case Management Services per pregnancy. Once 
the woman is determined by her physician to no longer 
be at medical risk, High-Risk Case Management Services 
must be discontinued: 

3. -Needs assessment is the process by which the Case Manager 
identifies the service needs of the pregnant woman in 
order to assist in gaining access to the needed services, 
such · as psychosocial, nutritional, medical, and 
educational : 

4. Development and implementation of an individualized Plan 
of Care to meet the service needs of the client. A Plan 
of Care is needed by the Case Manager to: 

a. Determine how to assist in gaining_ access to needed 
services, 

b. Keep track of important activities over the course 
.of time, and 

c. Know if the events that did occur met the goals as 
stated in the Plan of Care~ 

This Plan of Care does not constitute a· Medicaid prior 
authorization for Case Management Services. 

s. Coordination of delivery of service when multiple providers 
and/or programs are involved to reduce travel and multiple 
appointments as much as possible by careful scheduling: 

~~p=~~e~!;11 Ll) Approv~l _cate~89 Effective Date OCi a I 1989 

TN No. llrf ;(1~ )i:ifot>- HCFA ID: 1040P/0016P 
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Assistance in locating providers 
making referrals to the providers 
can meet the service needs: 

and/or 
and/or 

programs and 
programs that 

7. Monitoring and follow-up to ensure that services are 
received, are adequate to meet the client's needs, and 
are consistent with good quality of care. 

E. Qualification of Providers: 

1. Case Manager Qualifications: 

a. Physician licensed in Mississippi: or, 

b. Nurse-midwife certified in Mississippi: or, 

c. R. N. licensed in Mississippi with a minimum of one 
(1) year of experience in community nursing and 
knowledgeable about perinatal care; or, 

d. Medical Social Worker with a mi nimum of one ( 1) year 
of experience in health and/or human services and 
one of the following: 

(1) M.S.W • . Medical 
Mississippi: 

Social Worker licensed in 

(2) B.s.w. Medical Social Worker licensed in 
Mississippi in consultation with a .M.S.W.: or 

( 3) Other Mississippi licensed Medical Social Worker 
supervised by a M.S.W • . , .. . ,.. 

(4) Nutritionist licens~d in Mississippi, or a 
Registered Dietician, each with a minimum of 
one ( 1) year's experience in providing nutrition 
services to pregnant women for whom nutritional 
needs are the high-risk factor. 

2. High-Risk Case Management Qualifications: 

a. Must have qualified Case Manager(s); 

b. Must meet applicable State and Federal laws governing 
the participation of providers in the Medicaid Program~ 

c. Must meet the criteria established by the Division 
of Medicaid as a provider of High-Risk Case Management 
Agency Services (Section 3, Enrollment Process) and 
be enrolled by the Division of Medicaid as a qualified 
High-Ri sk Case Management Agency provider. 

(ltl 0 1 19ft TN N 0 • 8 8-11 MAR 7 
Supersedes f"~ Approv~~Dat;~/ 
TN No. ...__..._N ___ VJ__ !;t;.t~ -Y-4 '{S-' 

Effective Date~~~~~-

HCFA ID: 1040P/0016P 
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Enrollment is open to all providers who can meet these 
qualifications. The Division of Medicaid will enter 
into Provider Agreements that establish criteria for 
High-Risk Case Management Services to this target group. 
The purpose of this activity is to help assure that 
High-Risk Case Management Services are provided by 
professionally . qualified providers in accordance with 
Section 1902(a)(23) of the Act. 

3. Enrollment Pr~cess 

The Division of Medicaid will implement methods and 
procedures · to enroll all agency providers for 
Case Management to pregnant women that can demonstrate: 

a. Capacity to provide High-Risk Case Management Services; 

b. Experience with delivery and/or coordination of 
services for pregnant women and children; 

c. Maintenance of financial accountability rules as 
for any other provider participating in the Medicaid 
Program; 

d. Capacity to provide full range of extended services, 
as specified in Exhibit 20a and 20b or demonstrate 
the ability to secure ·them, in a timely manner, through 
an agreement with another provider. However, nothing 
in this plan will be construed to . require a Case 
Management Agency or a Case Manager to provide any 
other service under the Medicaid Program. 

e. Agreement .. to ... maintain regular contact with the 
primary-care physician. 

Enrollment is open to all providers who can meet these 
requirements. 

The State 
Management 
choice of 
the Act. 

assures 
Services 
providers 

that the provision of High-Risk Case 
will not restrict an individual's free 
in violation of Section 1902(a)(23) of 

1. Eligible recipients will have free choice of the providers 
of High-Risk Case Management Services. Although the 
High-Risk Case Management Agency may have the .. capacity 
to provide the full range of extended services or 
demonstrate the ability to secure them, in a timely manner, 
through 

TN No. 88-11 MAR l 7 1989 
Effective oate~O_C_T_o_1~19_sa Supersedes 

1
." Approva/~ Date l;.l 

TN No. --'N-1-E~w__ ~~ /#f1</ HCFA ID: 1040P/0016P 
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an agreement with another provider, the eligible recipient 
may choose to receive any extended services through another 
High-Risk Case Management Agency. 

2. Eligible recipients will have free choice of the providers 
of other medical care under the plan. 

G. Payment for High-Risk Case Mana9ement Services under the 
plan does not duplicate payments made to public agencies 
or private entities under other program authorities for this 
same purpose. 

TN N 0 • 8 8-11 MAR 1 7 1989 
Supersedes , . 1 Appr?7a1 1:1at<> ~I 
TN No. dtw ~.ga,~~t/ ~1 

Effective Date CCT" 1 1989 

HCFA ID: 1040P/0016P 
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HIGH-RISK CASE MAHAG~ FOR CHILDREN UNDER ONE YEAR 

A. Target Group: High-risk infants, age birth to one ( 1) year 
old, as determined by a physician by using the Risk Screening 
Form, Mississippi Perinatal Risk Management/Infant Services 
System or the Hollister Maternal/Infant Record. 

B. Areas of State in which services will be provided: 

X Entire Sta~e~ 

Only in the following geographic areas (authority 
of Section 1915(g)(l) of the Act is invoked to provide 
services less than Statewide): 

C. Comparability of Services: 

Services are provided in accordance with Section 
1902(a)(l0)(B) of the Act; 

x Services are not comparable in amount, duration 
scope. Authority of Section 1915(g)(l) of the 
is invoked to provide services without regard to 
requirements of Section 1902(a)(l0)(B) of the Act. 

D. Definition of Services: 

and 
Act 
the 

High-Risk Case Management is a set of interre.lated activities 
under which responsibility for locating, coordinating, and 
monitoring appropriate services for an individual rests with 
a specific person ~ith.in the High-Risk Case Management Agency. 
The purpose of High-Risk Case Management Services for high-risk 
infants is to assist those eligible for Medicaid in gaining 
access to needed medical, social, educational, a nd other 
services; to reduce infant mortality or morbidity; to encourage 
the use of cost-effective medical care by referrals to 
appropriate providers; and to discourage over-utilization 
or duplication of costly services. High-Risk Case Management 
Services will provide necessary coordination with providers 
of nonmedical services such as nutrition, psychosocial, 
educational programs or early intervention when services 
provided by these entities are needed. The Case Manager 
will coordinate these services with needed medical services. 

TN No • 8 8- l l MAR 1 7 1999 
Super.sedes uJ Approval Da~e/? ~1 
TN No. --=-.M_::..e__ 1~~~ ~W 

Effective Date OCT " 1 19S8 
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The high-risk infant will. be allowed one Cl l High-Risk Case 
Management Servi.ce a calendar month with a maximum of twelve 
{12) High-Risk Case Management Services during the first 
year of life. High-Risk Case Manageme nt Services include 
direct contact with the client as well as indirect work on 
tlie client's behalf. The High-Risk Case Management Services 
will return to the services for a well-baby if the medical 
or medically related risk factor(s) cease to exist during 
the first year of life, as determined by the infant's 
physician. . 
The Case Manager's services are to be noted in the i nfant's 
Plan. of Care. 

The set of interrelated activities are as follows: 

1. Evaluation of the client's individual situation to 
determine the need for High-Risk Case Management due 
to known medical or other medically related risk factors. 
The Case Manager must establish· that the infant has 
Medicaid eligibility, is at medical risk, and that the 
parent/guardian/ custodian has selected that particular 
agency. An explanation of High-Risk Case Management 
Services must . be given to the parent/guardian/ custodian 
to determine whether High-Risk Case Management Service 
is wanted. On~e the infant is determined by the physician 
to no longer be at medical risk, High-Risk Case Management 
as a separate service will no longer be provided. Case 
Management as a required component of . regular EPSDT 
services will continue to be provided ! to the extent 
permitted; 

2. Needs assessment is the process by which the Case Manager 
identifies the . service needs of the infant in order to 
assist in gaining access to the needed se~vices, such 
as psychosocial, nutritional, medical, and educational; 

3. Development and implementation of an individualized Plan 
of Care to meet the service needs of the infant. A Plan 
of Care is needed by the Case Manager to: 

a. Determine hoW' to assist in gaining access to needed 
SE;!rvices, 

b. Keep track of important activities, and 

~~p~~~e~:;~, / Approval )late MAR I I 1~/- Effective Date OCT n I 1988 
TN No. _.&~c:_w__ 7(;~~1 



_ -··-- - ~~ vnuJ:on -.i-.L·i-~ XIX OF 
THE SOCIAL SECURITY ACT 

SUPPLEMENT 1-A TO ATTACHMENT 3.1-A 
Page 3 
OMB Ho.: 0939-0193 

State MISSISSIPPI 

c. Know if the events that di:d occur met the goals as 
stated in the Plan of Care; 

This Plan of Care does not constitute Medicaid - prior 
authoriza~ion for High-Risk Case Management Services. 

4. Coordination of delivery of service when multiple providers 
and/or programs are involved to reduce travel and multiple 
appointments as much as possible by careful scheduling; 

5 • 
. 

Assistance . in locating providers 
making referrals to the providers 
can meet the service needs; 

and/or 
and/or 

programs and 
programs that 

6. Monitoring and follow-up to ensure that services are 
received, are adequate to meet the client's needs, and 
are consistent with good quality of care. 

E. Qualifications of Providers: 

1. Case Manager Qualifications: 

a. Physician licensed in Mississippi, or 

b. R. N . licensed in Mississippi with a minimum of one 
(1) year of experience in community nursing, or 

c. Medical Social Worker with a minimum of one (1) year 
of experience in health and/or human services, and 
o ne of the following: 

(1) M.S.W. Medical 
Mississippi, 

Social Worker licensed in 

(2) B.S.W. Medical Social Worker licensed in 
Mississippi in consultation with M.S.W., or 

( 3) Other Mississippi licensed Medical Social Worker 
supervised by a M.S.W.; or 

d. Nutritionist licensed in Mississippi or a Registered 
Dietician, each with a minimum of one ( 1) year of 
experience in provi~ing 

TN No. 88-11 
Supersedes ,, 

1 
Approva~ Oat;~ 

TN No. Lf-~~'8£)../__ ~~ /r~'f<! 
Effective Date OCT O -1 1988 
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infant nutrition service when nutritional needs are the 
high-risk factor. 

2. High-Risk Case Management Agency.: 

a. Must have qualified Case Manager(s); 

b. Meet ·applicable State and Federal laws governing 
the participation of providers in the Medicaid Program; 

c. Must meet- the criteria established by the Division 
pf Medicaid as a provider of High-Risk Case Management 
Services {Section 3, Enrollment Process). 

Qualifications for the providers of targeted Case 
Management to infants wi 11 be the same as qualifications 
for EPSDT providers. The Division of Medicaid will enter 
into Provider Agreements that establish criteria for 
High-Risk Case Management Agencies and services to this 
target group. The Division of Medicaid will enroll 
providers that are qualified to render High-Risk Case 
Management Services in accordance with professionally 
recognized standards for good care. The purpose of this 
activity is to help assure that High-Risk Case Management 
Services are provided by professionally qualified providers 
in accordance with Section 1902(a)(23) of the Act. Nothing 
in this plan will be construed to require a Case Management 
Agency or a Case Manager to provide any other service 
under the Medicaid Program. 

3. Enrollment Process: 

The Division of Medicaid will implement methods and 
procedures to .. enfoll all providers of EPSDT Services 
for High-Risk Case Management to high-risk infants that 
can demonstrate: 

a. Capacity to provide High-Risk Case Management Services; 

b. Experience with delivery and/or coordination of 
services for children; 

c. Maintenance of financial accountability rules as 
for any other provider participating in the Medicaid 
Program; · 

TN No. 88-11 MAR 17 OC 
Supersedes uJ Approval iy.te 19S~ L Effective Date T n t 1999 
TN No . _,_~-~-- 'f ~ ~J;tl 
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d. Agreement to maintain 
primary-care physician 
not the Case Manager. 

regular contact with 
when the physician 

the 
is 

F. Freedom of Choice 

G. 

Tne State 
Management 
choice of 
the Act; 

assures 
Services 
providers 

that the provision of High-Risk Case 
will not restrict an individual's free 
in violation pf Section l902(a) (23) of 

1. Eligible recipients will have free choice of the providers 
of EPSDT High-Risk Case Management. 

2. Eligible recipients wil~ have free choice of the providers 
of other medical care under the plan. 

Payment for High-Risk Case Management 
plan does not duplicate payments made 
or private entities under other program 
same purpose. 

Services under the 
to public agencies 

authorities for this 

TN No. 88-11 · 
Supersedes Approval Date MAR 1 7 1989 Effective Date__._-+-.+-:.;,_:__-

TN No. ,1'eW ~~ /#J/1t 
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TARGETED CASE MANAGEMENT FOR CHRONICALLY MENTALLY ILL COMMUNITY BASED 
RECIPIENTS. 

A. Target Group: Chronically mentally ill individuals who need community based mental 
health services to reduce dysfunction and attain theil' hit;hest level of independent 
living or self care . 

B. Areas of State in which services will be provided: 

x Entire State; 

Only in the following geographic areas (authority of Section 1915 (g) 
(1) of the Act is invoked to provide services less than Statewide): 

C. Comparability of Services: 

x 

Services are provided in accordance with Section 1902 (a) (10) ( B) of 
the Act; 

Services are not comparable in amount, duration and scope. Authority 
of Section 1915 (g) (1) of the Act . is invoked to provided services 
without regard to the requirements of Section 1902 (a) (10) {B) of the 
Act. 

D. Definition of Services: 

Case management is the provision and coordination of services which are an integral 
part of aiding eligible recipients to gain access to needed medical, social, educa. tional 
and other services in order to attain their highest level of independent functioning. 
Case management services provide to the maximum extent possible that the person 
served has access to all available resources and receives available services necessary 
to reach and maintain an optimal level of functioning. Activities include client 
identification, assessment, reassessments, service planning, linkage to needed 
services, monitoring service delivery, supportive counseling and outreach services 
designed to seek out persons who have been screened and referred for case 
management and to make every effort to engage such persons in the receipt of case 
management services. 

E. Qualifications of Providers: 

Providers of case management services are to be persons with a minimrnof a B.A. 
or B . S . degree or comparable degree level in the field of nursing, social work, 
counseling or other such qualification and training and who meet the standards 
established under Sections 41-19-31 through 41-19-39 and/or Section 41-4-7(g), 
Mississippi Code of 1972, as amended. 

TN No. 92-17 
Sui)ersedes ------
TN No. NEW 

1».te Received. l 2- 2 3 -9 2 
Date.Approved 8-16-93 
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F. Freedom of Choice: 

The state assures that the provision of case management services to the chronically 
mentally ill will not restrict an individual's free choice of providers in violation of 
Section 1902 (a) (23) of the Act: 

1. Case management services will be available at the option of the eligible 
recipient. 

2. An eligible recipient who wishes to receive case management services will have 
free choice to receive case management services from any qualified provider 
of these services . 

3. Eligible recipients will have free choice of the providers of other medical care 
as covered elsewhere in this Plan. 

G. Payment for targeted case management for the chronically mentally ill does not 
duplicate payments made to public agencies or private entities under other program 
authorities for this same purpose. 

TN No. 92-17 ------Supersedes 
TN No. NEW 

Date Received 12-23-92 
Date Approved 8-16- 9 3 
Date Effective 1 O - O 1-9 2 
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED  

 

 
TN No.  19-0001                                                                                                           Date Received: 03/06/2019  

Supersedes                                                                                                            Date Approved: 05/09/2019 
TN No.    15-006                                                                                                           Date Effective   01/01/2019 
 

TARGETED CASE MANAGEMENT SERVICES FOR BENEFICIARIES WITH INTELLECTUAL 
AND/OR DEVELOPMENTAL DISABILITIES (IDD) IN COMMUNITY-BASED SETTINGS  
 
A. Target Group:    
 
 The target group is defined as beneficiaries with a confirmed diagnosis of Intellectual and/or 

Developmental Disabilities (IDD) and Autism Spectrum Disorders as defined by 42 C.F.R. § 483.102 
and 45 C.F.R. § 1385.3, and is likely to continue indefinitely resulting in substantial functional 
limitations with two (2) or more life activities which include receptive and expressive language, 
learning, self-care, mobility, self-direction, capacity for independent living, and economic self-
sufficiency. 

 
The target group does not include individuals between ages twenty-two (22) and sixty-four (64) who 
are served in Institutions for Mental Disease (IMD) or individuals who are inmates of public 
institutions. 
 

B. Areas of the State in which services will be provided: 
 

  X   Entire State, 
  
 ___ Only in the following areas (authority of Section 1915(g)(1) of the Act is invoked to                
             provide services less than Statewide), 
 
C. Comparability of Services: 
 

____ Services are provided in accordance with Section 1902(a)(10)(B) of the Act, 
 

 
    X   Services are not comparable in amount, duration and scope.  Authority of Section 1915(g)(1) of 

the Act is invoked to provide services without regard to the requirements of Section 
1902(a)(10)(B) of the Act. 

 
D. Definition of Services: 
 

Targeted Case Management services are defined as the coordination of services to assist beneficiaries, 
eligible under the State Plan within the target group, in gaining access to needed medical, social, 
educational and other services. Targeted Case Management is responsible for identifying individual 
problems, needs, strengths, resources and coordinating and monitoring appropriate services to meet 
those needs.  Targeted Case management includes contacts with non-eligible individuals that are 
directly related to identifying the eligible individual’s needs and care, for the purposes of helping the 
beneficiary access services, identifying needs and supports to assist the eligible individual in 
obtaining services, providing case managers with useful feedback, and alerting case managers to 
changes in the beneficiary’s needs (42 CFR § 440.169(e)). Targeted Case Management ensures the 
changing needs of the beneficiary within the target group are addressed on an ongoing basis, that 
appropriate choices are provided from the widest array of options for meeting those needs, and 
includes the following services:  
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DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED  

 

 
TN No.  19-0001                                                                                                           Date Received: 03/06/2019  

Supersedes                                                                                                            Date Approved: 05/09/2019 
TN No.    15-006                                                                                                           Date Effective   01/01/2019 
 

1. A Comprehensive Assessment 
 

A comprehensive assessment is completed annually to determine a beneficiary’s needs for 
services and supports including identification of any medical, educational, social, or other service 
needs. The assessment must include obtaining a beneficiary’s history, identifying and 
documenting the needs of the beneficiary, and gathering information from sources such as family 
members, medical providers, social workers, and educators, as appropriate. Reassessments are 
conducted when there is a significant change in the beneficiary’s circumstances that may affect 
his/her level of functioning and needs. 

 
2. Plan of Services and Supports  

 
An individualized Plan of Services and Supports (PSS) is developed based on the information 
collected through the comprehensive assessment.  The PSS will be reviewed at a minimum every 
twelve (12) months or when there is a significant change in the beneficiary’s circumstances that 
may affect his/her level of functioning and needs which includes the following:  

 
a) Specific goals to address the medical, social, educational, and other services needed by the 

beneficiary,  
 
b) Activities to meet identified goals ensuring the active participation of the beneficiary and/or 

the beneficiary’s authorized representative for health care decisions, and 
 
c) A course of action to respond to the assessed needs of the beneficiary. 
 

3. Referral and Related Activities 
 

Referral and related activities help the beneficiary to obtain needed medical, social, and 
educational services by scheduling appointments and coordinating resources with providers and 
other programs to address identified needs and achieve specified goals from the PSS. 
 

4. Monitoring and Follow-up Activities 
Performance of monitoring and follow-up activities include activities and contacts necessary to 
ensure that the PSS is effectively implemented and adequately addresses the needs of the 
beneficiary. Monitoring and follow-up activities may include involvement of the beneficiary, 
family members, service providers, or other entities or individuals.  Contacts with a beneficiary’s 
family or others for the purpose of helping the beneficiary access services are included in 
Targeted Case Management.  Monitoring and follow-up activities are conducted monthly, or 
more often, depending on the needs of the beneficiary, with quarterly face-to-face visits to 
determine if: 

 
a) Services are being furnished in accordance with the beneficiary's PSS, 
 
b) Services in the PSS are adequate to meet the beneficiary’s needs, and 
 
c) Changes in the needs or status of the beneficiary require adjustments to the PSS and service 

arrangements.  
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5. Case Records 
 

Targeted Case Management providers maintain case records that document for all individuals receiving 
targeted case management as follows:  

 
(a) The name of the individual,  
 
(b) The dates of the case management services,  
 
(c) The name of the provider agency and the person providing the case management service,  
 
(d) The nature, content, units of the case management services received and whether goals specified in the 

care plan have been achieved,  
 
(e) Whether the individual has declined services in the care plan,  
 
(f) The need for, and occurrences of, coordination with other case managers,  
 
(g) A timeline for obtaining needed services, and  
 
(h) A timeline for reevaluation of the plan. 

 
E.  Qualifications of Providers: 
 

Targeted Case Management services must be provided by a service provider certified by the Mississippi 
Department of Mental Health (DMH) as meeting the Operational Standards for Targeted Case Management for 
beneficiaries within the target group.  
 
1. Targeted Case Managers must: 
 

a) Have a minimum of a Bachelor’s degree in a mental health/IDD related field, or 
 
b) Be a Registered nurse.  

 
2. All Targeted Case Management staff must successfully complete training in Person-Centered Planning. 

Targeted Case Managers must demonstrate competencies in the application of the principles of Person 
Centered Planning (PCP) in Plans of Services and Supports (PSS) as identified in the DMH Record Guide.  
All PSSs are submitted to DMH for approval.  The PSS must adhere to the DMH Record Guide 
requirements in order to demonstrate competencies in PCP.   

 
3. The Division of Medicaid will implement methods and procedures to enroll DMH Targeted Case 

Management service providers who serve beneficiaries within the target group.  Targeted Case 
Management providers must demonstrate: 
 
a) Capacity to provide Targeted Case Management services, 
 
b) At least one (1) year of experience with coordination of services for individuals within the target 

group, and 
 
c) Maintenance of financial accountability rules as for any other provider participating in the
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Medicaid program. 
 

F. Freedom of Choice: 
 

The state assures that the provision of Targeted Case Management services to the target group will not restrict 
an individual’s freedom of choice of providers in violation of Section 1902(a)(23) of the Act.  
  
1. Targeted Case Management services will be available at the option of the beneficiary.  
 
2. A beneficiary who wishes to receive Targeted Case Management services will have freedom of choice to 

receive Targeted Case Management services from any qualified provider of these services. 
 
3. Beneficiaries will have freedom of choice of the qualified Medicaid providers of other medical care as 

covered elsewhere in this Plan. 
 
G. Access to Services: 
 

1. Targeted case management services will not be used to restrict an individual’s access to other services 
under the state plan, 

 
2. Individuals will not be compelled to receive targeted case management services, condition receipt of 

targeted case management services on the receipt of other Medicaid services, or condition receipt of other 
Medicaid services on receipt of targeted case management services, and 

 
3. Providers of targeted case management services do not have the authority to authorize or deny the 

provision of other services under the state plan. 
 
H. Targeted Case Management services are not provided to beneficiaries who are in institutions except for 

individuals transitioning to a community setting.  Case management services will be made available for up to 
one-hundred eighty (180) consecutive days of a covered stay in a medical institution. 

 
I. Limitations: 
 

Targeted Case Management does not include, and Federal Financial Participation (FFP) is not available in 
expenditures for, services defined in 42 CFR § 440.169 when the case management activities are an 
integral and inseparable component of another covered Medicaid service (State Medicaid Manual (SMM) 
4302.F). 
 
Targeted Case Management does not include, and FFP is not available in expenditures for, services defined 
in 42 CFR § 440.169 when the case management activities constitute the direct delivery of underlying 
medical, educational, social, or other services to which a beneficiary has been referred, including for foster 
care programs, services such as, but not limited to, the following: research gathering and completion of 
documentation required by the foster care program; assessing adoption placements; recruiting or 
interviewing potential foster care parents; serving legal papers; home investigations; providing 
transportation; administering foster care subsidies; making placement arrangements. (42 CFR § 441.18(c)). 

 
FFP is only available for Targeted Case Management services if there are no other third parties liable to 
pay for such services, including as reimbursement under a medical, social, educational, or other program 
except for case management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)).” 
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Targeted Case Management Services for children birth to 3 participating in the Mississippi Early 
Intervention Program. 

A. Target Groups: by invoking the exception to comparability allowed by 1915(g)(l) of the 
. Social Security Act, this service will be reimbursed when provided to persons who are: 

1. Children birth to three years of age who have developmental disabilities and who 
are enrolled and participating in the Mississippi Early Intervention Program. 

The individuals in the target groups may not be receiving case management services under an 
approved waiver program. 

B . Areas of State in which services will be provided: 

X Entire State 

Only in the following geographic areas (authority o f Section 191S(g)(l) of the Act 
is involved to provide services less than statewide): 

C. Comparability Services: 

Services are provided in accordance with Section l 902(a)(l O)(B) of the Act. 

X Services are not comparable in amount, duration, and scope. Authority of Section 
1915(g)(l) of the Acts is invoked to provide services with out regard to the 
requirements of Section 1902(a)(10)(B). 

D. Definition of Services: Case management is a service which allows providers to assist 
eligible individuals in gaining access to needed medical, social, educations, and other 
services. Consistent with the requirements of Section l 902(a)(23) of the Act, the 
providers will monitor client treatment to assure that clients receive services to which 
they are ref erred. 

TN# 2001-22 
Superseded TN# _ _,,_NE-'-=-'W-'---

Date EffectiveJAd\j 0 l 2002" 
Date Approved J N 1 2 200Z j 
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Case management is an active, ongoing process that involves activities carried out by a case 
manager to assist and enable a child enrollee . and participating in the Mississippi Early 
Intervention Program gain access to needed ·nedical, social, educational and other services. 
Service Coordination assist the child and chi Id's family, as it relates to the child's needs, from 
the notice of ref err al throu~ the initial development of the child's needs identified on the 
Individualized Family Services Plan(IFSP) .. ~dditionally; Service Coordination assists the child 
and child's family, as it relates to the child's needs, with ongoing service coordination, for the 
child, provided by the individual service coordinator selected at the time the IFSP is finalized. 

These activities include: 

1. Arranging for evaluation and assessment activities to detennine the identification 
of services as it relates to the child's medical, social, educational and other needs. 

2. Arranging for and coordinatiILg the development of the child's IFSP; · 
3. Arranging for the delivery of the needed services as identified in the IFSP; 
4. Assisting the child and his/hi :r family, as it relates to the child's needs~ in 

accessing needed services for the child and coordinating services ~ith other 
programs; . 

5. Monitoring the child's pro grc; ss by making referrals, tracking the child• s 
appointments, performing fol low-up on seivices rendered, and perfomti.ng 
periodic reassessments of the child's changing service needs; 

6. Obtaining, preparing and maintaining case records, documenting contacts, service 
needed, reports, the child's prngress etc.; 

7. Providing case consultation(: .e., with the service providers/collaterals in 
determining child's status and progress); 

8. Coordinating crisis assistanc~ : (i.e., intervention on behalf of the child, making 
arrangements for emergency : ·eferrals, and coordinating other needed emergency 
services); and 

9. Coordinating the transition ol ·an enrolled child to on going services prior to the 
child's third birthday. 

TN# 2001·22 
Superseded 1N # _ _,,_N=E::....:.W..;...__ 

Date Effective. I~~ 1J] 2002 
DateApproved [1 2 2002 
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Mississippi Division of Medicaid will assure that the state agencies, private and public 
providers meet the criteria to ensure case management services to children with 
developmental disability targeted group, will be given equal consideration. Emollment in 
the case management program will be open to all state agencies, private and public 
providers who can meet the qualifications. The Division of Medicaid will participate in 
the review of the applications for provider enrollment. 

E. Qualifications of Providers: 

As provided for in Section 1915(g)(l) of the Social Security Act, qualified providers shall 
be state agencies, private and public providers and their subcontractors meeting the 
following Medicaid criteria to ensure that case managers for the children with 
developmental disabilities are capable of providing needed services to the targeted group: 

1. Demonstrated successfully a minimum of three years of experience in all core 
elements of case management including: 

a) assessment; 

b) care/services plan development; 

c) linking/coordination of services; and 

d) reassessment/follow-up. 

2. Demonstrated case management experience in coordinating and linking such 
community resources as required by the target population; 

3. Demonstrated experience with the target population; 

4. Demonstrated the ability to provide or has a financial management sy stem that 
documents services delivered and costs associated. 

1N # 2001-22 JAi U ' '/A>"l'j 
Date Effective ___ \S P l dJUt.. 

Superseded TN# _ _,.NE~W"'""'-- DateApproved .IUN ] 2 2002 



State Mississippi 

Supplement lE to Attachment 3.1-A 
Page 4 

F. Qualifications of Case Managers (only the following can be case managers): 

Each case manager must be a Mississippi Early Intervention Program certified service 
provider, and: 

1. a. 

b. 

2. a. 

b. 

Have a bachelor's degree in child development, early childhood education, 
special education, social work; or 
Be a registered nurse; 

Two years experience in service coordination for children with disabilities up 
to age 18; or 
Two years experience in service provision to children under six years of age. 

G. The state assures that the provision of case management services will not unlawfully 
restrict an individual's free choice of providers in violation of Section 1902(2)(23) of the 
Act. 

· A. Enrolled and participating recipients will have free choice of the available 
providers of case management services. 

B. Enrolled and participating recipients will have free choice of the available 
providers of other medical care under the plan. 

H. Payments for case management services under the plan does not duplicate payments made 
to public agencies or private entities under other program authorities for the same 
purpose. 

TN# 2001-22 
Superseded 1N # --=-N-=TE"'"""W~-

Date Effective J,ii,i~ Di 20[)2 
Date Approved JON l ~ 2002. 
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State ___ J\;_1 i_s_si_s_s1 .... · p_o_i __ _ 

STANDARDS AND METHODS OF ASSURING HIGH QUALITY CARE 

The State Agency has in operation a computerized surveillance and utilization system 
which suppiies data and statistics in· such form as to enable the State Agency to reasonably 
assure high quality anq appropriate quantity of medical care and to satisfy specific reportipg 
requirements. 

The State .Agency further seeks to assure quality care through payment of fees 
sufficiently high to attract participation by an adequate number of qualified providers. 

The ability to deliver quality care in the Nursing Home Program is assured by the 
following methods: (1) By written agreement with the Mississippi State Department of 
Health, all skilled nursing facilities and intermediate care facilities are sur·Jeyed at least 
annually to insure compliance with 42 CFR Part 442 - Standards for Payment for skilled 
nursing and intermediate care facility services; (2) The need for and the quality of nursing 
home services is assured by review teams composed of Single State Agency staff which perr­
form on-site IOCs every six months. (3) In-service training is given in the facilities on a 
request basis by the professional staff of the Single State Agency ; and (4) Personal contact 
and correspondence is used by the Single State Agency=s physician to encourage-more 
physician participation in caring for ·nursing home patients. 

The State Agency also uses the services of a Dental Consultant for advice and 
r-ecommendations on questions and problems in the dental area. 

The State Agency also has seven (7) Technical Advisory Committees made up of 
persons actively engaged in the rendering of health services in the fields of Hospital: 
Physicians, Nursing Homes, Dental, Optometrists, Home Health, and Drugs. Drugs that 
are added or deleted to the Drug Formulary are done so upon the recommendation of an 
anonymous Formulary Committee, which is composed of pharmacists and physicians. 

TN No . S7-17 DATE/RECEIPT AUG 1 7 1987 
Transmittal #87- 17 SUPERSEDES DATi/APPROVED SEP Q 8 1~7, 

XN No. :J /-3c DATE/EFFECTIVE JUL 0 1 1m! I 
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The Division of Medicaid provides statewide, medically necessary non-emergency transportation (NET) services through a brokerage program in 
accordance with Section 1902(a)(70) of the Social Security Act and 42 C.F.R. § 440.170 in order to more cost-effectively provide transportation for 
Medicaid beneficiaries. 
 
The Division of Medicaid will operate the broker program without regard to the requirements of Section 1902(a) (23), Freedom of Choice. 
  
Persons excluded from the NET Broker program include beneficiaries who are: 
 

• Residents of  a nursing facility, intermediate care facility for individuals with intellectual disabilities (ICF/IID) or psychiatric residential 
treatment facility (PRTF), 

• Qualified Medicare Beneficiaries (QMB), 
• Specified Low-Income Beneficiaries (SLMB), 
• Qualified Individuals (QI), and 
• Family Planning Waiver Beneficiaries. 

 
NET services include:  
 

• Wheelchair vans, 
• Taxis, 
• Stretcher services,  
• Bus passes, 
• Tickets,  
• Non-emergency ground ambulance, 
• Non-emergency fixed-wing and commercial carrier air services,  
• Other transportation, including but not limited to: private automobiles, non-profit transit systems, specialty carriers for non-emergency 

ambulatory disoriented persons, and specialty carriers using lift-equipped vehicles in compliance with the Americans with Disabilities Act 
(ADA) certified to provide non-emergency transportation for non-ambulatory persons. 

 
NET services not included in the NET Broker program include: 
 
Transportation provided by Prescribed Pediatric Extended Care (PPEC) facilities, and 
NET ambulance hospital-to-hospital transports. 
 
The contracted NET Broker: 
 

• Is selected through a competitive bidding process based on the Division of Medicaid’s evaluation of the NET Broker’s experience, 
performance, references, resources, qualifications, and costs, 

• Has oversight procedures to monitor beneficiary access and complaints and ensures that transport personnel are licensed, qualified, 
competent, and courteous, 

• Is subject to regular auditing and oversight by the Division of Medicaid in order to ensure the quality of the transportation services 
provided and the adequacy of beneficiary access to medical care and services, and 

• Complies with such requirements related to prohibitions on referrals and conflicts of interest as the Secretary of Health and Human 
Services shall establish (based on the prohibitions on physician referrals under Section 1877 and such other prohibitions and requirements 
as the Secretary determines to be appropriate).  

• Is not itself a provider of transportation nor does it refer to or subcontract with any entity with which it has a prohibited financial 
relationship as described at 42 C.F.R. § 440.170(4)(ii). 

 
The Division of Medicaid reimburses the NET Broker based on the current contract which is located 
at https://medicaid.ms.gov/resources/procurement/completed-procurements/.  
 

https://medicaid.ms.gov/resources/procurement/completed-procurements/
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The Broker is reimbursed an implementation price of no more than the actual implementation costs up to the amount specified in the Contractor's 
Business Bid response set forth in Attachment B of the NET Services invitation for bids (IFB).   
 
Payment of the implementation cost shall be made by the Division of Medicaid in two installments during the implementation phase of the contract. 
The schedule for the two (2) payments will be determined within thirty (30) calendar days of the contract signing and based on milestones and 
deliverables. 
 
An incumbent Broker is not eligible for receipt of implementation payment, except for actual expenses incurred to acquire the infrastructure to 
support an increase in required staffing as specified in the NET Services IFB and approved by the Division of Medicaid.   
 
During the operational phase of the contract, the Contractor shall be paid monthly in accordance with the Contractor's bid response based on a 
retrospective review of the prior month transportation claims.  
 
The Contractor’s monthly payment shall be based on:  
 

1. The Contractor’s bid rate: per beneficiary per month utilized by transportation trip type category, and  
 

2. Per beneficiary per month non-utilizers.  
 
If a beneficiary utilizes multiple trip types during the month, the Contractor’s payment shall be based on the highest rate category for the trip types 
utilized by the beneficiary. The Contractor will only receive one (1) rate for that beneficiary. 
 
The Contractor shall provide timely payment to each contracted NET Provider for the services rendered.  The Contractor may reimburse NET 
Providers through any payment arrangement agreeable to both parties, including a sub-capitation arrangement.  All payment arrangements must 
include an incentive or safeguard to ensure utilization data for every encounter is submitted to the Contractor.  
 
Transportation for long-term care residents is reimbursed as part of the long-term care benefit using the methodology in Attachment 4.19-D. 
 
Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both governmental and private providers of transportation 
provided by PPEC centers.  The Division of Medicaid’s fee schedule rate was set as of February 1, 2019 and is effective for services provided on or 
after that date.  Reimbursement is the lesser of the provider’s usual and customary charges or the fee from the state-developed fee schedule, which is 
published at https://medicaid.ms.gov/providers/fee-schedules-and-rates/#. 
 
NET ambulance hospital-to-hospital transports are reimbursed the lesser of the provider's usual and customary charge or a fee from a statewide 
uniform fee schedule updated July 1 of each year and effective for services provided on or after July 1 of each year which can be located 
at https://medicaid.ms.gov/providers/fee-schedules-and-rates/# and is calculated as seventy percent (70%) of the Medicare ambulance fee schedule in 
effect as of January 1 of each year. If a Medicare fee is not established, then the fee is set at seventy percent (70%) of the Medicare fee for a 
comparable service. 
 
 
The Division of Medicaid assures that no agreement (contractual or otherwise) exists between  the State or any form of local government and the 
transportation broker to return or redirect any of the Medicaid payment to the State or form of local government (directly or indirectly). This 
assurance is not intended to interfere with the ability of a NET Broker to contract for transportation services at a lesser rate and credit any savings to 
the program. 
 
The Division of Medicaid, as required by state law, shall reduce the rate of reimbursement to providers for transportation services billed directly to 
the Division of Medicaid by five percent (5%) of the allowed amount for that service 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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The NET Broker is responsible for the administration and operation of NET services including, 
but not limited to: 
 

• Operating and appropriately staffing a call center within Hinds, Madison or Rankin 
County MS subject to approval by the Division of Medicaid, to ensure that beneficiaries 
have access to requested NET services. The NET Broker is responsible for ensuring that 
only eligible Medicaid beneficiaries receive transportation services to MS enrolled 
Medicaid providers for covered medically necessary services. 

 
• Contracting with NET providers to ensure that a sufficient number of vehicles and drivers 

are available to transport beneficiaries based on their individual needs, and that 
appropriate modes of transportation are utilized to transport beneficiaries to their medical 
appointments in a timely manner. 

 
• Maintaining appropriate documentation to support all NET services provided or denied.   

 
• Providing timely payment to each contracted NET provider for the services rendered. 
 
• Developing and implementing a plan for informing and educating beneficiaries, medical 

providers and NET providers about the NET Broker Program.  The education process 
must include a complaint and grievance process for beneficiaries, medical providers, and 
NET providers. 

 
• Developing and implementing a plan for monitoring NET providers' compliance with all 

applicable local, state and federal laws and regulations, the terms of their subcontracts 
and all NET provider related requirements of the NET Broker's contract with the Division 
of Medicaid.  

 
• Providing the Division of Medicaid with specific reports that the Division of Medicaid 

will utilize to monitor the broker to ensure NET services are being provided in 
accordance with the terms and conditions of the NET Broker contract. 

 
 
 

 
TN No.18-0010                                                                                                                     Date Effective 08/01/2018 
Supercedes                                                                                                                            Date Approved 10/15/2018                                                           
TN No.New                                                                                                                          Date Received 08/22/2018 
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Mississippi Medicaid covers cornea, hea1t, heart/lWlg, liver, kidney, small intestine, and bone marrow (includes 
peiipheral stem cell) transplants if all four of the following criteria are satisfied: 

1) The medical necessity for the procedure is established in accordance with the Division of Medicaid's 
medical criteria for coverage. 

2) Prior approval is obtained when required by the Division of Medicaid. 
3) The transplant procedure is not experimental/investigative. 
4) The transplant procedure is performed in a Mississippi Medicaid approved transplant facility. 

The Division of Medicaid will monitor procedures which are experimental/investigative or in clinical trials and will 
base future determinations regarding coverage on approved standards of medical care. 

Similarly situated individuals are treated alike and any restriction on the facilities that may, or practitioners who 
may, provide those procedures is consistent with the accessibility of high quality care to individuals eligible for the 
procedures under this plan. 

For procedures requiring prior approval, the medical necessity review will be coordinated witl1 the Division of 
Medicaid's Utilization ManagementJQuality Improvement Organization (UM/QIO) contractor. Specific medical 
criteria approved by the Division ofMedicaid must be satisfied along with a psychosocial evaluation of the 
beneficiary and/or family if the candidate is a child. It m.ust be documented that the beneficiary/family understand 
risks and benefits, gives informed consent, and has the capacity to and will comply with needed care. After the 
medical necessity review is complete, the Division of Medicaid provides coverage and reimbursement information 
to the transplant facility. 

Medicaid reimbursement is available only to the extent that these services are not covered by other third party 
payers. 

Routine Mississippi Medicaid benefits are applicable to transplant services. For services not available in Mississippi, 
the Division of Medicaid may pay an enhanced reimbursement rate for the transplant services to ensure access to 
care for adults and children. The transplant reimbursement rate may be inclusive of all charges for covered hospital 
and physician services provided during the transplant admission (inpatient or outpatient). 

TN No.: 06-003 
Supersedes 
TN No.: 2001-10 

Date Received: 07/07/06 
Date Approved: 10/03/06 
Date Effective: 08/01/06 
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______________________________________________________________________________________________ 
TN No.        14-024    Received Date 12-23-14
Supersedes              Approval Date 02/26/15
TN No.    2012-013       Effective Date 12/01/2014

1932(a)(1)(A) A. Section 1932(a)(1)(A) of the Social Security Act.

The State requires mandatory enrollment of certain Medicaid beneficiaries and 
voluntary enrollment of federally mandated Medicaid beneficiaries into coordinated
care organizations (CCOs) in the absence of section 1115 or section 1915(b) waiver 
authority. This authority is granted under section 1932(a)(1)(A) of the Social Security 
Act (the Act).  Under this authority, a state can amend its Medicaid state plan to enroll 
certain categories of Medicaid beneficiaries in managed care entities without being out 
of compliance with provisions of section 1902 of the Act on statewideness (42 CFR §
431.50), freedom of choice (42 CFR § 431.51) or comparability (42 CFR § 440.230). 
This authority may not be used to mandate enrollment in Prepaid Inpatient Health 
Plans (PIHPs), Prepaid Ambulatory Health Plans (PAHPs), nor can it be used to 
mandate the enrollment of Medicaid beneficiaries who are Medicare eligible, who are 
Indians (unless they would be enrolled in certain plans—see D.2.ii. below), or who 
meet certain categories of “special needs” beneficiaries (see D.2.iii. - vi. below).

B. General Description of the Program and Public Process.

1932(a)(1)(B)(i) 1. The State will contract with an
1932(a)(1)(B)(ii)
42 CFR § 438.50(b)(1) X i. MCO 

____ ii. PCCM (including capitated PCCMs that qualify as PAHPs)

____ iii. Both

42 CFR § 438.50(b)(2) 2. The payment method to the contracting entity will be:
42 CFR § 438.50(b)(3)

____ i. fee for service; 

X ii. capitation;

____iii. a case management fee;

____iv. a bonus/incentive payment; 

____ v. a supplemental payment, or

____vi. other.  (Please provide a description below).
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______________________________________________________________________________________________ 
TN No. 15-010      Received Date 10-01-15
Supersedes              Approval Date 12-10-15   
TN No. 14-024            Effective Date 12/01/2015

To meet the goals of beneficiary choice, financial stability of the program and 
administrative ease, no more than three (3) and no less than two (2) CCOs are awarded 
a contract to administer a care coordination program.  The program is statewide with 
both voluntary and mandatory enrollment depending on the beneficiary’s category of 
eligibility. Medicaid beneficiaries excluded from the program regardless of the 
category of eligibility are listed in B.5.

CCOs are defined as organizations that meet the requirements for participation as a 
contractor in the Mississippi Coordinated Access Network (MississippiCAN) program 
and that manage the purchase and provision of health care services to MississippiCAN 
enrollees.  

Contracted CCOs are selected through a competitive Request for Proposals process.  

CCOs are required to:

Demonstrate information systems are in place to meet all of the operating and 
reporting requirements of the program, including the collection of third party 
liability payments;
Operate both member and provider call centers. The member call center must 
be available to members twenty-four (24) hours a day, seven (7) days a week.
The provider call center must operate during normal providers’ business
hours;
Process claims in compliance with established minimum standards for
financial and administrative accuracy and timeliness of processing with
standards being no less than current Medicaid fee-for-service standards;
Submit complete encounter data that meets federal requirements and allows
DOM to monitor the program. CCOs that do not meet standards will be
penalized.

CCOs are required to provide a comprehensive package of services that include, at a 
minimum, the current Mississippi Medicaid benefits. CCOs are required to:

Participate as partners with providers and beneficiaries to arrange delivery of 
quality, cost-effective health care services, with medical homes and
comprehensive care management programs to improve health outcomes.
Ensure annual wellness physical exams to establish a baseline, to measure
change and to coordinate care appropriately by developing a health and
wellness plan with interventions identified to improve outcomes.
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Develop disease management programs for chronic or very high cost
conditions including, but not limited to diabetes, asthma, hypertension,
obesity, congestive heart disease, organ transplants, and improved birth
outcomes with a comprehensive health education program to support disease 
management.
Establish quality assurance programs to assess actual performance and ensure 
that members receive medically appropriate care on a timely basis with
positive or improved outcomes, access to effective complaint resolution and
grievance processes and support for electronic medical records in provider
offices to promote efficient coordinated care with improved outcomes.

1905(t) 3. For states that pay a PCCM on a fee-for-service basis, incentive
42 CFR § 438.6(c)(5)(iii)(iv) case management fee, if certain conditions are met.

If applicable to this state plan, place a check mark to affirm the state has met all
of the following conditions (which are identical to the risk incentive rules for
managed care contracts published in 42 CFR § 438.6(c)(5)(iv)).

____i. Incentive payments to the PCCM will not exceed 5% of the total
FFS payments for those services provided or authorized by the 
PCCM for the period covered.

____ii. Incentives will be based upon specific activities and targets.

____iii. Incentives will be based upon a fixed period of time.

____iv. Incentives will not be renewed automatically.

____v. Incentives will be made available to both public and private 
PCCMs. 

____vi. Incentives will not be conditioned on intergovernmental transfer 
agreements.

X vii. Not applicable to this 1932 state plan amendment.

42 CFR § 438.50(b)(4) 4. Describe the public process utilized for both the design of the program and its 
initial implementation.  In addition, describe what methods the state will use to ensure 
ongoing public involvement once the state plan program has been implemented. 
(Example: public meeting, advisory groups.)
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The MississippiCAN program was authorized in 2010, with an effective date of 
1/1/2011, through State legislation in accordance with Miss. Code Ann. Section 
43-13-117(H). The Division of Medicaid initially issued a public notice 
requesting input on a proposed care coordination program.  The public notice was 
e-mailed to various provider associations and advocacy groups in addition to 
posting it on the agency website seeking comments/revisions/input.  

The agency also met with Mississippi legislative leaders and two (2) public 
hearings were held at the State Capitol to allow for a presentation of the proposed 
program by agency staff.  Various providers, advocacy organizations and many 
legislators provided input at these hearings.  The Governor also called a meeting 
with various provider groups to discuss the program, seek input, and answer any 
questions.

The initial program design summary, request for proposal (RFP) and responses to 
frequently asked questions were posted and updated on the State’s website prior 
to the implementation of the program.

The State will continue to utilize every opportunity to talk with the various 
stakeholders such as consumers, providers, advocates, etc.  At a minimum the 
State will meet with stakeholders two (2) times a year. 

The Division of Medicaid will request comments on proposed changes to the 
MississippiCAN program by issuing a public notice(s) via e-mail to various 
provider associations and advocacy groups in addition to posting it on the 
agency’s’ website.

1932(a)(1)(A) 5. The State requires mandatory and allows voluntary enrollment depending on the 
beneficiary’s code of eligibility into the MississippiCAN program on a statewide
basis.

See Section D for Eligibility Groups.

Enrollment limit increased to the greater of:

1. Forty-five percent (45%) of the total enrollment of all Mississippi Medicaid 
beneficiaries; or

2. The total of eligible beneficiaries enrolled in MSCAN as of January 1, 2014, 
plus the categories of beneficiaries composed primarily of persons younger
than nineteen (19) years of age.
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Medicaid beneficiaries excluded from the program regardless of the category of 
eligibility include persons:

In an institution such as a nursing facility or intermediate care facility for 
individuals with intellectual disabilities (ICF/IID),
Eligible for Medicare,
Locked-in any Medicaid waiver program, and
With hemophilia.

All beneficiaries have freedom of choice in selecting the CCO.  All beneficiaries 
initially enrolled in a CCO are allowed to change CCOs “without cause” during 
the first ninety (90) days of the initial enrollment effective for the first year.  After 
the first year of enrollment in a CCO all beneficiaries are allowed to enroll in a 
different CCO during the Medicaid annual open enrollment period October 1 
through December 15.

Beneficiaries exempt from mandatory enrollment may disenroll during the first 
ninety (90) days following their initial enrollment in a CCO.  After the first year 
of enrollment, beneficiaries exempt from mandatory enrollment may disenroll
during the Medicaid annual open enrollment period October 1 through December 
15.

Refer to Section J.4. for disenrollment “with cause”.

C. State Assurances and Compliance with Statutes and Regulations

If applicable to the state plan, place a check mark to affirm that compliance with the 
following statutes and regulations will be met.

1932(a)(1)(A)(i)(I) 1. X The state assures that all of the applicable requirements of
1903(m)  section 1903(m) of the Act, for MCOs and MCO contracts will be met.
42 CFR § 438.50(c)(1)

1932(a)(1)(A)(i)(I)        2. ____The state assures that all the applicable requirements of section 1905(t)
1905(t) of the Act for PCCMs and PCCM contracts will be met.
42 CFR § 438.50(c)(2)
1902(a)(23)(A)

1932(a)(1)(A) 3. X The state assures that all the applicable requirements of section 1932
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42 CFR § 438.50(c)(3) (including subpart (a)(1)(A)) of the Act, for the state's option to limit 
freedom of choice by requiring recipients to receive their benefits through 
managed care entities will be met.

1932(a)(1)(A 4. X The state assures that all the applicable requirements of 42 CFR § 431.51
42 CFR § 431.51 regarding freedom of choice for family planning services and supplies as 
1905(a)(4)(C) defined in section 1905(a)(4)(C) will be met.

1932(a)(1)(A) 5. X The state assures that all applicable managed care requirements of
42 CFR Part 438 42 CFR § Part 438 for MCOs and PCCMs will be met.
42 CFR § 438.50(c)(4)
1903(m)

1932(a)(1)(A) 6. X The state assures that all applicable requirements of  42 CFR § 438.6(c)
42 CFR § 438.6(c) for payments under any risk contracts will be met.
42 CFR § 438.50(c)(6)

1932(a)(1)(A) 7. ____ The state assures that all applicable requirements of  42 CFR § 447.362 for 
42 CFR § 447.362  payments under any non-risk contracts will be met.
42 CFR § 438.50(c)(6)

45 CFR § 74.40 8. X The state assures that all applicable requirements of  45 CFR § 92.36 for
          procurement of contracts will be met.

D. Eligible groups 

1932(a)(1)(A)(i) 1. List all eligible groups that will be enrolled on a mandatory basis.

Supplemental Security Income - 1902(a)(10)(A)(i)(II);
Only beneficiaries age 19 to 65 in the eligibility category of low income
and age 65 or older, blind, or disabled receiving SSI cash assistance or 
“deemed” to be cash recipients.

Working disabled – 1902(a)(10)(A)(ii)(XIII);
Beneficiaries age 19 or older and disabled who work with earnings under 
250% of FPL and unearned income under 135% of FPL with a resource 
limit of $24,000/$26,000. A premium is required in certain cases.

Breast/Cervical Cancer Group - 1902(a)(10)(A)(ii)(XVIII).
Female beneficiaries ages 19 to 65 whose income level is 250% of FPL 
with no other health insurance who have been screened and diagnosed 
with breast or cervical cancer under the CDC’s screening program
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administered by the MS State Dept. of Health. 

Pregnant Women 
Pregnant women, age 8 to 65, whose family income does not exceed 194%
of FPL for the appropriate family size which includes the pregnant women, 
her spouse and children, if applicable, and unborn(s).    A pregnant woman’s 
eligibility includes a two (2)-month postpartum period following the month 
of delivery, miscarriage or other termination of pregnancy.

Infants up to age 1
Infants up to age 1 whose family income does not exceed 194% of FPL for 
the appropriate family size. Infants born from a Medicaid eligible mother 
automatically receive benefits for one subsequent year.

Parents and Caretaker Relatives with Dependent Children under age 18
Adults age 19 to 65. As a condition of eligibility, the adult must cooperate 
with child support enforcement requirements for each eligible child deprived 
due to a parent’s continued absence from the home.

Children age 1 up to 6
Children age 1 up to 6 whose family income does not exceed 143% of FPL.

Children age 6 up to 19
Children age 6 up to 19 whose family income does not exceed 107% of FPL.

Quasi-CHIP Children
Children age 6 up to 19 whose family income is between 107% - 133% of 
FPL.  These children would have previously qualified for CHIP under the 
pre-ACA MAGI rules.

2. Mandatory exempt groups identified in 1932(a)(1)(A)(i) and 42 CFR § 438.50.

Use a check mark to affirm whether there is voluntary enrollment of any of the
following mandatory exempt groups.

1932(a)(2)(B) i. ____Recipients who are also eligible for Medicare.
42 CFR § 438.50(d)(1)

If enrollment is voluntary, describe the circumstances of enrollment.
(Example: Recipients who become Medicare eligible during mid-
enrollment, remain eligible for managed care and are not disenrolled into
fee-for-service.)
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1932(a)(2)(C) ii. X Indians who are members of Federally recognized Tribes except when 
42 CFR § 438.50(d)(2) the MCO or PCCM is operated by the Indian Health Service or an 

Indian Health program operating under a contract, grant or cooperative 
agreement with the Indian Health Service pursuant to the Indian Self 
Determination Act; or an Urban Indian program operating under a 
contract or grant with the Indian Health Service pursuant to title V of 
the Indian Health Care Improvement Act. 

1932(a)(2)(A)(i) iii. X Children under the age of 19 years, who are eligible for Supplemental
42 CFR § 438.50(d)(3)(i) Security Income (SSI) under title XVI.

1932(a)(2)(A)(iii) iv. X Children under the age of 19 years who are eligible under Section
42 CFR § 438.50(d)(3)(ii)  1902(e)(3) of the Act.

1932(a)(2)(A)(v) v. X Children under the age of 19 years who are in foster care or other out-
42 CFR § 438.50(3)(iii)   of-the-home placement. 

1932(a)(2)(A)(iv) vi. X Children under the age of 19 years who are receiving foster care or
42 CFR § 438.50(3)(iv) adoption assistance under title IV-E.

1932(a)(2)(A)(ii) vii. ___ Children under the age of 19 years who are receiving services through a 
42 CFR § 438.50(3)(v)     family-centered, community based, coordinated care system that 

receives grant funds under section 501(a)(1)(D) of title V, and is 
defined by the state in terms of either program participation or special 
health care needs. 

E. Identification of Mandatory Exempt Groups

1932(a)(2) 1. Describe how the state defines children who receive services that are funded
42 CFR § 438.50(d) under section 501(a)(1)(D) of title V. (Examples: children receiving services

at a specific clinic or enrolled in a particular program.)

Not applicable.

1932(a)(2) 2. Place a check mark to affirm if the state’s definition of Title V children
42 CFR § 438.50(d) is determined by:

i. program participation,
____ii. special health care needs, or
____iii. both.
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1932(a)(2) 3. Place a check mark to affirm if the scope of these title V services
42 CFR § 438.50(d) is received through a family-centered, community-based, coordinated

care system.

____i. yes
____ii. no.

1932(a)(2) 4. Describe how the state identifies the following groups of children who are exempt 
42 CFR § 438.50 (d) from mandatory enrollment:  (Examples: eligibility database, self- identification)

i. Children under 19 years of age who are eligible for SSI under title XVI;

The State identifies these children by category of eligibility and age
through the MMIS Eligibility Subsystem.

ii. Children under 19 years of age who are eligible under section 1902
(e)(3) of the Act;

The State identifies these children by category of eligibility through the
MMIS Eligibility Subsystem.

iii. Children under 19 years of age who are in foster care or other out-
of-home placement;

The State identifies these children by category of eligibility through the
MMIS Eligibility Subsystem.

iv. Children under 19 years of age who are receiving foster care or
adoption assistance.

The State identifies these children by category of eligibility through the
MMIS Eligibility Subsystem.

1932(a)(2) 5. Describe the state’s process for allowing children to request an exemption from
42 CFR § 438.50(d) mandatory enrollment based on the special needs criteria as defined in the state

plan if they are not initially identified as exempt. (Example: self-identification)

Any child not initially identified as having special needs may request exemption
from mandatory enrollment through self-identification.

1932(a)(2) 6. Describe how the state identifies the following groups who are exempt from
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42 CFR § 438.50(d) mandatory enrollment into managed care: (Examples: usage of aid codes in the 
eligibility system, self- identification)

i. Recipients also eligible for Medicare.

The State identifies these individuals based on the Medicare indicator
in the MMIS Eligibility System.

ii. Indians who are members of Federally recognized Tribes except when 
the MCO or PCCM is operated by the Indian Health Service or an
Indian Health program operating under a contract, grant or cooperative 
agreement with the Indian Health Service pursuant to the Indian Self
Determination Act; or an Urban Indian program operating under a
contract or grant with the Indian Health Service pursuant to title V of
the Indian Health Care Improvement Act.

The State identifies these individuals using information in the MMIS
Eligibility Subsystem and through self-identification.

42 CFR § 438.50(2) F. List other eligible groups (not previously mentioned) who will be exempt from
mandatory enrollment 

Refer to B.5.

42 CFR § 438.50(2) G. List all other eligible groups who will be permitted to enroll on a voluntary basis

Supplemental Security Income - 1902(a)(10)(A)(i)(II);
Only beneficiaries under the age of 19 in the eligibility category of low 
income and age 65 or older, blind, or disabled receiving SSI cash
assistance or deemed to be cash recipients.

Disabled child at home – 1902(e)(3);
Beneficiaries who are disabled and under the age of 19 qualify based on 
income under 300% of the SSI limit (nursing facility limit) meeting the 
level of care requirement for nursing facility/intermediate care facility for 
individuals with intellectual disabilities (ICF/IID) placement.  Income 
and resource criteria are the same as for long term care rules and no 
parental deeming of income or other resources.

Department of Human Services Foster Care and Adoption Assistance 
Children – 1902(a)(10)(A)(ii)(I) and 1902(a)(10)(A)(ii)(VIII);
Beneficiaries up to age 19, if in the custody of the MS Dept. of Human 
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Services and in a licensed foster home, with eligibility based on 
income/resources of the child and resources not to exceed $10,000.

H. Enrollment Process

1932(a)(4) 1. Definitions
42 CFR § 438.50

i. An existing provider-recipient relationship is one in which the provider 
was the main source of Medicaid services for the recipient during the
previous year.  This may be established through state records of
previous managed care enrollment or fee-for-service experience or
through contact with the recipient.

ii. A provider is considered to have "traditionally served" Medicaid
recipients if it has experience in serving the Medicaid population.

1932(a)(4) 2. State process for enrollment by default
42 CFR § 438.50

Describe how the state’s default enrollment process will preserve:

i. The existing provider-recipient relationship (as defined in H.1.i).

Enrollees failing to make a voluntary CCO selection within the initial
thirty (30) days of the enrollment process are auto-assigned to a CCO.
Auto-assignment rules include a provision to verify paid claims data
within a minimum of the past six (6) months and assignment of the
enrollee to a CCO which has a contract with the enrollee’s primary care
physician.

The use of claims data and CCO relationships for other family members 
is designed to preserve existing provider-recipient relationships.

ii. The relationship with providers that have traditionally served
Medicaid recipients (as defined in H.1.ii).

Enrollees failing to make a voluntary CCO selection within the initial
thirty (30) days of the enrollment process are auto-assigned to a CCO.
Auto-assignment rules include provisions to:

Verify paid claims data within a minimum of the past six (6)
months and assign the enrollee to a CCO which has a contract
with the enrollee’s primary care physician.
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Determine if a family member is assigned to a CCO and assign 
the enrollee to that CCO.
If no family member is assigned to a CCO, the enrollee is
assigned to an open panel closest to the enrollee’s home.  If
multiple CCOs meet this standard, auto-assignment occurs
using a random process.

CCO provider networks for Medicaid beneficiaries are limited to 
Medicaid-participating providers.  This ensures beneficiaries have a
relationship with providers who have traditionally served Medicaid 
beneficiaries.  

iii. The equitable distribution of Medicaid recipients among qualified
MCOs and PCCMs available to enroll them, (excluding those that are
subject to intermediate sanction described in 42 CFR § 438.702(a)(4));
and disenrollment for cause in accordance with 42 CFR § 438.56(d)(2). 
(Example: No auto-assignments will be made if MCO meets a certain
percentage of capacity.)

Enrollees failing to make a voluntary CCO selection within thirty (30) 
days of enrollment are auto-assigned to a CCO.  Auto-assignment rules 
include provisions to:

Verify paid claims data within the past six (6) months and assign the
enrollee to a CCO which has a contract with the enrollee’s primary
care physician.
Determine if a family member is assigned to a CCO and assign the
enrollee to that CCO.
If no family member is assigned to a CCO, the enrollee is assigned to
an open panel closest to the enrollee’s home.  If multiple CCOs meet
this standard, auto-assignment will occur using a random process.

Auto-assignment is a hierarchy process, but in no case will auto-assignment 
exceed the capacity of the CCO’s provider network.

The use of claims data and CCO relationships for other family members is
designed to preserve existing provider-recipient relationships.

CCO provider networks for Medicaid beneficiaries are limited to Medicaid-
participating providers.  This ensures beneficiaries have a relationship with 
providers who have traditionally served Medicaid beneficiaries.
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1932(a)(4) 3. As part of the state’s discussion on the default enrollment process, include
42 CFR § 438.50 the following information:

i. The state will X / will not____ use a lock-in for managed care.

ii. The time frame for recipients to choose a health plan before being auto-
assigned will be 30 days.

iii. Describe the state's process for notifying Medicaid recipients of their
auto-assignment. (Example: state generated correspondence.)

Medicaid beneficiaries auto-enrolled receive State-generated
correspondence informing of the assigned CCO.

iv. Describe the state's process for notifying the Medicaid recipients who
are auto-assigned of their right to disenroll without cause during the first
90 days of their enrollment. (Examples: state generated correspondence, 
HMO enrollment packets etc.)

Medicaid beneficiaries auto-assigned to a CCO receive state-generated 
correspondence informing them that they may disenroll without cause
during the first ninety (90) days of initial enrollment. CCO enrollment
packets also provide information regarding disenrollment without cause 
during ninety (90) days of the initial enrollment date.

v. Describe the default assignment algorithm used for auto-assignment.
(Examples: ratio of plans in a geographic service area to potential
enrollees, usage of quality indicators.)

If the beneficiary fails to choose a CCO within thirty (30) days of the
distribution date of the enrollment packet, the State assigns the
beneficiary to a CCO.  If it is not possible to determine prior
patient/provider relationship, the State randomly assigns members to
ensure equitable enrollment among the plans.  If the plans have
equitable distribution, then a round robin methodology is used to ensure 
maintenance of an equitable distribution.

vi. Describe how the state will monitor any changes in the rate of default
assignment.  (Example: usage of the Medical Management Information 
System (MMIS), monthly reports generated by the enrollment broker)
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The State monitors for any change in the rate of auto-enrollment through
data available from the MMIS Eligibility Subsystem and monthly 
enrollment reports generated by the enrollment broker.

1932(a)(4) I. State assurances on the enrollment process
42 CFR § 438.50

Place a check mark to affirm the state has met all of the applicable requirements of 
choice, enrollment, and re-enrollment.

1. X The state assures it has an enrollment system that allows recipients who are              
already enrolled to be given priority to continue that enrollment if the MCO                      
or PCCM does not have capacity to accept all who are seeking enrollment 
under the program. 

2. X The state assures that, per the choice requirements in 42 CFR § 438.52, 
Medicaid recipients enrolled in either an MCO or PCCM model will have a 
choice of at least two entities unless the area is considered rural as defined 
in 42 CFR § 438.52(b)(3). 

3. ____ The state plan program applies the rural exception to choice requirements 
of 42 CFR § 438.52(a) for MCOs and PCCMs. 

X This provision is not applicable to this 1932 State Plan Amendment. 

4. ____ The state limits enrollment into a single Health Insuring Organization 
(HIO), if and only if the HIO is one of the entities described in section 
1932(a)(3)(C) of the Act; and the recipient has a choice of at least two 
primary care providers within the entity. (California only.)

X This provision is not applicable to this 1932 State Plan Amendment.

5. X The state applies the automatic reenrollment provision in accordance with 
42 CFR § 438.56(g) if the recipient is disenrolled solely because he or she 
loses Medicaid eligibility for a period of two (2) months or less. 

___This provision is not applicable to this 1932 State Plan Amendment.

1932(a)(4) J. Disenrollment
42 CFR § 438.50

1. The state will X /will not___ use lock-in for managed care.

2. The lock-in will apply for up to twelve (12) months.
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3. Place a check mark to affirm state compliance. 
 

   X     The state assures that beneficiary requests for disenrollment (with and 
without cause) will be permitted in accordance with 42 CFR § 438.56(c). 

 
4. Describe any additional circumstances of “cause” for disenrollment (if any). 

A beneficiary may request to disenroll from the CCO “with cause” if: 

• The CCO, because of moral or religious objections, does not offer the 
service the beneficiary seeks, 

 
• The beneficiary needs related services to be performed at the same time, but 

not all related services are available within the network; or, the beneficiary’s 
primary care provider or another provider determines receiving the services 
separately would subject the beneficiary to unnecessary risk, 

 
• Poor quality of care, 

 
• There is a lack of access to services covered under the CCO, or 

 
• There is a lack of access to providers experienced in dealing with the 

beneficiary’s health care needs. 
 

K. Information requirements for beneficiaries 

Place a check mark to affirm state compliance. 

1932(a)(5) X   The state assures that its state plan program is in compliance with 42 CFR § 42 
CFR § 438.50  438.10(i) for information requirements specific to MCOs and PCCM programs 
42 CFR § 438.10  operated under section 1932(a)(1)(A)(i) state plan amendments. 

 
1932(a)(5)(D) L. List all services that are excluded for each model (MCO & PCCM) 
1905(t) 

Excluded services include: 
 

• Long-term care services, including nursing facility and ICF/IID, 
 

• Any waiver services, and 
 

• Hemophilia services. 
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CCOs are restricted from requiring its membership to utilize a pharmacy that ships, 
mails, or delivers drugs or devices.  

1932 (a)(1)(A)(ii) M. Selective contracting under a 1932 state plan option

To respond to items #1 and #2, place a check mark.  The third item requires a brief 
narrative.

1. The state will X /will not______ intentionally limit the number of entities it
contracts under a 1932 state plan option.

2. X The state assures that if it limits the number of contracting entities, this
limitation will not substantially impair beneficiary access to services.  

3. Describe the criteria the state uses to limit the number of entities it contracts under 
a 1932 state plan option.  (Example: a limited number of providers and/or
enrollees.)

The State limits the number of CCOs to no more than three (3) and no less than
two (2) based on the number of potential enrollees. The State believes it is not in
the best interest of the CCOs financially to divide the potential maximum among
more than three (3) plans.

4. ____ The selective contracting provision is not applicable to this state plan.
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1915(i) State plan Home and Community-Based Services  

Administration and Operation 
The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit 
for elderly and disabled individuals as set forth below. 

1. Services.  (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in 
Attachment 4.19-B): 

Day Services - Adult, Prevocational Services, Supported Employment Services, and 
Supported Living 

2. Concurrent Operation with Other Programs.  (Indicate whether this benefit will operate concurrently 
with another Medicaid authority):  

Select one:   
 Not applicable 

 Applicable 

 Check the applicable authority or authorities: 
  Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts 

with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP) 
or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act 
for the delivery of 1915(i) State plan HCBS.  Participants may voluntarily elect to receive 
waiver and other services through such MCOs or prepaid health plans.  Contracts with these 
health plans are on file at the State Medicaid agency.  Specify:  
(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);  
(b) the geographic areas served by these plans;  
(c) the specific 1915(i) State plan HCBS furnished by these plans;  
(d) how payments are made to the health plans; and 
(e) whether the 1915(a) contract has been submitted or previously approved. 

   
  Waiver(s) authorized under §1915(b) of the Act.  

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application 
has been submitted or previously approved: 

  

  Specify the §1915(b) authorities under which this program operates (check each that 
applies): 

  §1915(b)(1) (mandated enrollment to 
managed care) 

 §1915(b)(3) (employ cost savings 
to furnish additional services) 

  §1915(b)(2) (central broker)  §1915(b)(4) (selective 
contracting/limit number of 
providers) 

   
 

  A program operated under §1932(a) of the Act.  
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Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment 
has been submitted or previously approved: 

   
  A program authorized under §1115 of the Act.   Specify the program: 

   
 

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.  (Select 
one): 

 The State plan HCBS benefit is operated by the SMA.  Specify the SMA division/unit that has 
line authority for the operation of the program  (select one): 
 The Medical Assistance Unit (name of unit):  
 Another division/unit within the SMA that is separate from the Medical Assistance Unit 

 (name of division/unit) 
This includes 
administrations/divisions 
under the umbrella 
agency that have been 
identified as the Single 
State Medicaid Agency. 

 

 The State plan HCBS benefit is operated by (name of agency) 
Mississippi Department of Mental Health (DMH) 
A separate agency of the state that is not a division/unit of the Medicaid agency.  In accordance 
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the 
administration and supervision of the State plan HCBS benefit and issues policies, rules and 
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum 
of understanding that sets forth the authority and arrangements for this delegation of authority is 
available through the Medicaid agency to CMS upon request.   
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4. Distribution of State plan HCBS Operational and Administrative Functions.   

    (By checking this box the state assures that):  When the Medicaid agency does not directly conduct an 
administrative function, it supervises the performance of the function and establishes and/or approves 
policies that affect the function. All functions not performed directly by the Medicaid agency must be 
delegated in writing and monitored by the Medicaid Agency.  When a function is performed by an 
agency/entity other than the Medicaid agency, the agency/entity performing that function does not 
substitute its own judgment for that of the Medicaid agency with respect to the application of policies, 
rules and regulations.  Furthermore, the Medicaid Agency assures that it maintains accountability for the 
performance of any operational, contractual, or local regional entities. In the following table, specify the 
entity or entities that have responsibility for conducting each of the operational and administrative 
functions listed (check each that applies): 

(Check all agencies and/or entities that perform each function): 

Function 
Medicaid 

Agency 

Other State 
Operating 

Agency 
Contracted 

Entity 
Local Non-

State Entity 

1 Individual State plan HCBS enrollment     

2 Eligibility evaluation      

3 Review of participant service plans      

4 Prior authorization of State plan HCBS     

5 Utilization management      

6 Qualified provider enrollment     

7 Execution of Medicaid provider agreement     

8 Establishment of a consistent rate 
methodology for each State plan HCBS     

9  Rules, policies, procedures, and 
information development governing the State 
plan HCBS benefit 

    

10 Quality assurance and quality improvement 
activities     

 (Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function): 

DMH, in addition to the Division of Medicaid (DOM) performs 2, 3, 4, 5, 6, 8, 9, 10. The 
Diagnostic and Evaluation (D&E) team, which is a part of DMH, performs #2. 
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(By checking the following boxes the State assures that):   

5.     Conflict of Interest Standards.  The state assures the independence of persons performing 
evaluations, assessments, and plans of care.  Written conflict of interest standards ensure, at a minimum, 
that persons performing these functions are not: 

• related by blood or marriage to the individual, or any paid caregiver of the individual 
• financially responsible for the individual 
• empowered to make financial or health-related decisions on behalf of the individual 
• providers of State plan HCBS for the individual, or those who have interest in or are employed by 

a provider of State plan HCBS; except, at the option of the state, when providers are given 
responsibility to perform assessments and plans of care because such individuals are the only 
willing and qualified entity in a geographic area, and the state devises conflict of interest 
protections.  (If the state chooses this option, specify the conflict of interest protections the state 
will implement): 

6.     Fair Hearings and Appeals.  The state assures that individuals have opportunities for fair hearings 
and appeals in accordance with 42 CFR 431 Subpart E. 

7.     No FFP for Room and Board.  The state has methodology to prevent claims for Federal financial 
participation for room and board in State plan HCBS.   

8.     Non-duplication of services.  State plan HCBS will not be provided to an individual at the same 
time as another service that is the same in nature and scope regardless of source, including Federal, state, 
local, and private entities.  For habilitation services, the state includes within the record of each individual 
an explanation that these services do not include special education and related services defined in the 
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the 
individual through a local education agency, or vocational rehabilitation services that otherwise are 
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973.
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Number Served 
1. Projected Number of Unduplicated Individuals To Be Served Annually.   

(Specify for year one.  Years 2-5 optional): 

Annual Period From To Projected Number of Participants 
Year 1 11/01/2018 10/31/2019  950 
Year 2 11/01/2019 10/31/2020  1,150 
Year 3 11/01/2020 10/31/2021  1,350 
Year 4 11/01/2021 10/31/2022  1,550 
Year 5 11/01/2022 10/31/2023  1,750 

2.     Annual Reporting.  (By checking this box the state agrees to): annually report the actual number of 
unduplicated individuals served and the estimated number of individuals for the following year. 

 

Financial Eligibility 
  
1.    Medicaid Eligible.  (By checking this box the state assures that):  Individuals receiving State plan 

HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have 
income that does not exceed 150% of the Federal Poverty Line (FPL).  (This election does not include the 
optional categorically needy eligibility group specified at §1902(a)(10)(A)(ii)(XXII) of the Social 
Security Act.  States that want to adopt the §1902(a)(10)(A)(ii)(XXII) eligibility category make the 
election in Attachment 2.2-A of the state Medicaid plan.) 

2.    Medically Needy (Select one): 
   The State does not provide State plan HCBS to the medically needy. 

   The State provides State plan HCBS to the medically needy. (Select one): 

 The state elects to disregard the requirements section of 1902(a)(10)(C)(i)(III) of the 
Social Security Act relating to community income and resource rules for the medically 
needy.  When a state makes this election, individuals who qualify as medically needy on the 
basis of this election receive only 1915(i) services. 
   The state does not elect to disregard the requirements at section 1902(a)(10)(C)(i)(III) of 
the Social Security Act. 

 

Evaluation/Reevaluation of Eligibility 

1. Responsibility for Performing Evaluations / Reevaluations.  Eligibility for the State plan HCBS benefit 
must be determined through an independent evaluation of each individual).  Independent 
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are 
performed (Select one): 

 Directly by the Medicaid agency 
 By Other (specify State agency or entity under contract with the State Medicaid agency): 
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2. Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is
performed by an agent that is independent and qualified. There are qualifications (that are reasonably
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS. (Specify qualifications):

3. Process for Performing Evaluation/Reevaluation. Describe the process for evaluating whether
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the
differences:

4. Reevaluation  Schedule. (By checking this  box  the  state assures that): Needs-based eligibility
reevaluations are conducted at least every twelve months.

5. Needs-based HCBS Eligibility Criteria. (By checking this box the state assures that): Needs-based
criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify
the needs-based criteria):

DMH

The D&E Team conducts the evaluation for initial eligibility. Each D&E Team consists of at least a 
psychologist and social worker. Additional team members may be utilized, dependent upon the needs of 
the individual being evaluated, such as physical therapists, dieticians, etc. All members of the D&E Teams
are licensed and/or certified through the appropriate State licensing/certification body for their respective 
disciplines. 

Targeted Case Managers conducts the reevaluation for eligibility. Targeted Case Management is provided 
by an individual with at least a Bachelor’s degree in an intellectual/developmental disabilities or related
field and at least one year experience in working with people with intellectual or developmental
disabilities. Targeted Case Management can also be provided by a Registered Nurse with at least one year
experience in working with people with intellectual or developmental disabilities.

The process for evaluation/reevaluating needs-based eligibility for State plan HCBS involves a review
of current pertinent information in the individual’s record, such as medical, social and psychological
evaluations, and standardized instruments to measure intellectual functioning, the individual service
plan, progress notes, case management notes and other assessment information. The review verifies
the determination that the individual meets the needs-based eligibility criteria including the existence
of significant functional limitations in two (2) or more areas of major life activity including:
receptive/expressive language, learning, self-care, mobility, self-direction, capacity for independent 
living and economic self- sufficiency. The State determines whether an individual meets the needs-
based criteria through the use of the Inventory for Client and Agency Planning (ICAP).

The ICAP is administered by both the Diagnostic and Evaluation Team during the initial evaluation
and by the Targeted Case Managers during the annual reevaluation. In response to the COVID-19 
pandemic, from April 1, 2020 to the end of the public health emergency, including any extensions, DOM 
has the flexibility to allow evaluations and reevaluations to be conducted telephonically, in accordance 
with HIPAA requirements.

The person has a need for assistance typically demonstrated by meeting the following criteria on a
continuing or intermittent basis: The individual must have significant limitations of functioning in two
(2) or more areas of major live activity including self-care, receptive and expressive language, learning,
mobility, self-direction, capacity for independent living, and economic self-sufficiency.
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6.   Needs-based Institutional and Waiver Criteria.  (By checking this box the state assures that): There 
are needs-based criteria for receipt of institutional services and participation in certain waivers that are 
more stringent than the criteria above for receipt of State plan HCBS.  If the state has revised institutional 
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and 
participating in certain waivers on the date that more stringent criteria become effective are exempt from 
the new criteria until such time as they no longer require that level of care. (Complete chart below to 
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for 
each of the following institutions): 
State plan HCBS 
needs-based eligibility 
criteria 

NF (& NF LOC** 
waivers) 

ICF/IID (& ICF/IID 
LOC waivers) 

Applicable Hospital* 
(& Hospital LOC 
waivers) 

The individual must 
have significant 
limitations of 
functioning in two (2) 
or more of the 
following seven (7) 
areas: self-care, 
receptive and 
expressive language, 
learning, mobility, self-
direction, capacity for 
independent living, and 
economic self-
sufficiency. 
 
 

For an individual to 
qualify for the Elderly 
and Disabled, 
Independent Living, 
Traumatic Brain/Spinal 
Cord and Assisted 
Living waivers, the 
individual must be 
assessed and score 50 or 
less on a standardized 
preadmission screening 
tool designed and tested 
to determine whether 
the individual meets 
nursing home level of 
care. Additionally, the 
physician must certify 
level of care. 
 
 
 
 

For an individual to be 
eligible for services in 
an ICF/IID, the 
individual must have an 
intellectual disability, a 
developmental 
disability, or Autism 
Spectrum Disorder as 
defined by the current 
Diagnostic and 
Statistical Manual of 
Mental Disorders 
(DSM) published by the 
American Psychiatric 
Association.  
 
The individual must 
have limitations of 
functioning in three (3) 
or more of the 
following seven (7) 
areas: self-care, 
receptive and 
expressive language, 
learning, mobility, self-
direction, capacity for 
independent living, and 
economic self-
sufficiency.  

For an individual to be 
eligible for services in a 
Hospital, the individual 
must have continuous 
need of facilities, 
services, equipment and 
medical and nursing 
personnel for 
prevention, diagnosis, 
or treatment of acute 
illness or injury 
certified by a physician. 

*Long Term Care/Chronic Care Hospital 

          **LOC= level of care   

7.     Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific 
population based on age, disability, diagnosis, and/or eligibility group.  With this election, the state will 
operate this program for a period of 5 years. At least 90 days prior to the end of this 5 year period, the 
state may request CMS renewal of this benefit for additional 5-year terms in accordance with 
1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)): 

The state is targeting Individuals with Intellectual Disabilities, Developmental Disabilities, 
or Autism Spectrum Disorder. Persons must be at a minimum 18 years old to receive 
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services through the IDD Community Support Program.  

 Option for Phase-in of Services and Eligibility.  If the state elects to target this 1915(i) State plan 
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled 
individuals in accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria 
described in a phase-in plan, subject to CMS approval.  At a minimum, the phase-in plan must describe: 
(1) the criteria used to limit enrollment or service delivery; (2) the rationale for phasing-in services and/or 
eligibility; and (3) timelines and benchmarks to ensure that the benefit is available statewide to all eligible 
individuals within the initial 5-year approval. (Specify the phase-in plan): 

 
 

(By checking the following box the State assures that):   

8.    Adjustment Authority.  The state will notify CMS and the public at least 60 days before exercising 
the option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii). 

9.   Reasonable Indication of Need for Services.  In order for an individual to be determined to need the 
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i) 
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at 
least monthly or, if the need for services is less than monthly, the participant requires regular monthly 
monitoring which must be documented in the person-centered service plan.  Specify the state’s policies 
concerning the reasonable indication of the need for 1915(i) State plan HCBS: 

i. Minimum number of services. 
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is: 
    One  

ii. Frequency of services.  The state requires (select one): 
  The provision of 1915(i) services at least monthly 

 Monthly monitoring of the individual when services are furnished on a less than 
monthly basis 
If the state also requires a minimum frequency for the provision of 1915(i) services other 
than monthly (e.g., quarterly), specify the frequency: 

 

Home and Community-Based Settings 

(By checking the following box the State assures that):   
 
1.      Home and Community-Based Settings.    The State plan HCBS benefit will be furnished to 

individuals who reside and receive HCBS in their home or in the community, not in an institution.  
(Explain how residential and non-residential settings in this SPA comply with Federal home and 
community-based settings requirements at 42 CFR 441.710(a)(1)-(2) and associated CMS guidance.  
Include a description of the settings where individuals will reside and where individuals will receive 
HCBS, and how these settings meet the Federal home and community-based settings requirements, at the 
time of submission and in the future): 
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(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to 
include how the state Medicaid agency will monitor to ensure that all settings meet federal home and 
community-based settings requirements, at the time of this submission and ongoing.) 

 
The state assures that this waiver renewal will be subject to any provisions or requirements 
included in the state's most recent and/or approved home and community-based settings 
Statewide Transition Plan. The state will implement any required changes by the end of the 
transition period as outlined in the home and community-based settings Statewide Transition 
Plan. 

Person-Centered Planning & Service Delivery 

(By checking the following boxes the state assures that):   
1.    There is an independent assessment of individuals determined to be eligible for the State plan HCBS 

benefit.  The assessment meets federal requirements at 42 CFR §441.720.  
 

2.    Based on the independent assessment, there is a person-centered service plan for each individual 
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed 
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written 
person-centered service plan meets federal requirements at 42 CFR §441.725(b). 

3.     The person-centered service plan is reviewed, and revised upon reassessment of functional need as 
required under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs 
change significantly, and at the request of the individual.  

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.  
There are educational/professional qualifications (that are reasonably related to performing assessments) of 
the individuals who will be responsible for conducting the independent assessment, including specific 
training in assessment of individuals with need for HCBS.  (Specify qualifications): 

Each D&E Team consists of at least the following:  psychologist and social worker. 
Additional team members, such as physical therapists, dieticians, etc. may be utilized 
depending upon the needs of the individual being evaluated.  All members of the D&E 
Teams are licensed and/or certified through the appropriate State licensing/certification 
body for their respective discipline. 

5. Responsibility for Development of Person-Centered Service Plan.  There are qualifications (that are 
reasonably related to developing service plans) for persons responsible for the development of the 
individualized, person-centered service plan.  (Specify qualifications): 
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6. Supporting the Participant in Development of Person-Centered Service Plan. Supports and
information are made available to the participant (and/or the additional parties specified, as appropriate)
to direct and be actively engaged in the person-centered service plan development process. (Specify: (a)
the supports and information made available, and (b) the participant’s authority to determine who is
included in the process):

7. Informed Choice of Providers. (Describe how participants are assisted in obtaining information
about and selecting from among qualified providers of the 1915(i) services in the person-centered
service plan):

Targeted Case Managers (TCM) are responsible for the development of a Plan of Service and
Supports (PSS) for each person receiving 1915(i) Services. Targeted Case Management is
provided by an individual with at least a Bachelor’s degree in an intellectual/developmental
disabilities or related field and at least one year experience in working with people with
intellectual or developmental disabilities. Targeted Case Management can also be provided by 
a Registered Nurse with at least one year experience in working with people with intellectual
or developmental disabilities. Additionally, Targeted Case Managers must complete training
in Person-Centered Planning and demonstrate competencies associated with that process.

TCM Education Needs: The TCM must be certified in order to provide case management.
Additionally, TCMs must be recertified annually. DMH, as the operating agency, will be
responsible for certification standards, as approved by the State. 

TCM Supervisors: This is an administrative position involving the planning, direction, and
administration of the case management program. Supervision of the TCM is a function that is
required to ensure that all components of case management are carried out according to the 
Quality Assurance Standards. DMH, as the operating agency, will be responsible for
certification standards for TCM supervisors, as approved by the State.   

The active involvement of individuals and their families and/or legal guardians are essential
to the development and implementation of a PSS that is person-centered and addresses
the outcomes desired by the individuals. Individuals participating in HCBS and/or their
family members and legal representatives will have the authority to determine who is
included in their planning process. Case managers will work with the individuals and their
families and/or legal guardians to educate them about the Person-Centered Planning process 
itself and encourage them to identify and determine who is included in the face-to-face 
process. Case Managers will encourage the inclusion of formal and informal providers of 
support to the individuals in the development of a person-centered plan. In response to the 
COVID-19 pandemic, from April 1, 2020 to the end of the public health emergency, including 
any extensions, DOM has the flexibility to allow the person centered planning process to be 
conducted by telephone in accordance with HIPAA requirements.  
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8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the
Medicaid agency):

9. Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):

Medicaid agency Operating agency Case manager
Other (specify):

1. State plan HCBS. (Complete the following table for each service. Copy table as needed):

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):
Service Title: Day Services – Adult
Service Definition (Scope):
Day Services - Adult are designed to support meaningful day opportunities that provide
structured, varied and age appropriate activities (both active and passive) and the option for

Targeted Case Managers will assist individuals in selecting qualified providers of the 1915(i)
services. A qualified provider must be a Medicaid provider and be certified by DMH to provide
the services. During the development of the PSS, Targeted Case Managers will educate the
individual about the qualified providers certified to provide the services in the area the individual
lives as identified on the plan of care. Individuals have a right to choose a provider and may change
service providers at any time.  Should additional qualified providers be identified, the Targeted
Case Managers will inform the individuals of the new qualified providers. DMH, Division of
Certification, is the entity responsible for notifying the Targeted Case Managers regarding providers 
who have received DMH certification to provide services. 

Each PSS is initially reviewed by DMH to verify the HCBS services are:
1. Addressed,
2. Appropriate and adequate to ensure the individual’s health and welfare, and
3. Delivered by a DMH certified provider.

DMH then forwards the Plan of Services and Supports to the State for review and
approval. 

On an annual basis, DMH, in conjunction with the State, will verify through a 
representative sample of beneficiaries PSSs to ensure all service plan requirements have 
been met. PSSs are housed in a Document Management System allowing both agencies
access to PSSs at any time.

Services
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individuals to make choices about the activities in which they participate. The activities must be designed to
support and enhance the individual’s independence in the community through the provision of structured
supports to enhance an individual’s acquisition of skills, appropriate behaviors and personal choice. Day
Services -Adult activities must aim to improve skills needed for the individuals to function as
independently as possible. Day Services – Adult will be provided based on a person-centered approach with 
supports tailored to the individual desires and life plan of the individual participant. Day Services – Adult takes 
place in a non-residential setting that is separate from the residence of the individuals receiving the service. In 
response to the COVID -19 pandemic, from April 1, 2020 to the end of the public health emergency, including 
any extensions, DOM has the flexibility to allow Day Services - Adult to also be provided in a residential setting. 
Transportation is a component of Day Services – Adult. Transportation must be provided to and from the
program and for community participation activities. Accessible transportation must be provided for those who
need that level of assistance. 
In response to the COVID -19 pandemic, from April 1, 2020 to the end of the public health emergency, including 
any extensions, DOM has the flexibility to allow Day Services - Adult to also be provided telephonically or virtually 
where appropriate in accordance with HIPAA requirements. 

Additional needs-based criteria for receiving the service, if applicable (specify):
N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services. (Choose each that applies):

Categorically needy (specify limits):

The State covers Day Services – Adult for individuals enrolled in the Community Support Program up to
the maximum amount of six (6) hours per day. In instances in which a person requires additional
amounts of services, as identified through Person- Centered Planning, those services must be authorized 
by DMH or the State.

In response to the COVID -19 pandemic, from April 1, 2020 to the end of the public health emergency, 
including any extensions, Day Services – Adult is covered up to three (3) hours per day and will be 
reimbursed at the lowest support level, when provided telephonically or virtually. 

Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Day Services – 
Adult Providers

DMH
Certification

Certified every three years by DMH after
initial certification. DMH conducts an annual
provider compliance review. DOM has the 
flexibility to suspend the annual provider 
compliance review during the COVID19 
pandemic, from April 1, 2020 to the end of the 
public health emergency, including any 
extensions. Annual provider compliance 
reviews will be suspended to the end of the 
public health emergency, including any 
extensions. Should a provider fail to complete 
the compliance review after the end of the 
suspended review period, the provider will no 
longer be qualified to render services.

Enrolled as a provider
by the MS Division of
Medicaid and the MS
Dept. of Mental Health.

The minimum staffing
ratio is based on the
individuals ICAP Support
Level.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed): 
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Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Day Services - 
Adult Providers  

Division of Medicaid Annually   

   
Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  Prevocational Services 
Service Definition (Scope): 
Prevocational Services provide learning and work exposure experiences, including volunteer 
work, where the individual can develop general, non-job-task specific strengths and skills 
that contribute to employment in paid employment in integrated community settings.  
Services are expected to occur over a defined period of time with specific outcomes to be 
achieved as determined by the individual. Individuals receiving Prevocational Services must 
have employment related goals in their PSS; the general habilitation activities must be 
designed to support such employment goals.   
 
Competitive integrated employment in the community for which an individual is 
compensated at or above the minimum wage, but not less than the customary wage and level 
of benefits paid by the employer for the same or similar work performed by individuals 
without disabilities, is considered to be the optimal outcome of Prevocational Services. 
Prevocational Services should enable each individual to attain the highest level of work in an 
integrated setting with the job matched to the individual’s interests, strengths, priorities, 
abilities, and capabilities, while following applicable federal wage guidelines.  
 
Services are intended to develop and teach general skills that are associated with building 
skills necessary to perform work optimally in competitive, integrated employment.  Teaching 
job specific skills is not the intent of Prevocational Services. Examples include, but are not 
limited to,:  
 
Ability to communicate effectively with supervisors, coworkers and customers 
Generally accepted community workplace conduct and dress 
Ability to follow directions; ability to attend to tasks 
Workplace problem solving skills and strategies 
General workplace safety and mobility training 
Attention span 
Motor skills 
Interpersonal relations 
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Ability to get around in the community as well as the Prevocational Services site

The distinction between Vocational and Prevocational Services is that Prevocational Services, regardless of
setting, are developed for the purpose of furthering habilitation goals that will lead to greater job opportunities.
Vocational services teach job specific task skills required by a participant for the primary purpose of completing
these tasks for a specific job and are delivered in an integrated work setting through Supported Employment.
Participation in Prevocational Services is not a prerequisite for Supported Employment. A person receiving
Prevocational Services may pursue employment opportunities at any time to enter the general work force.

Prevocational Services may be furnished in a variety of locations in the community and are not limited to 
fixed program locations. In response to the COVID -19 pandemic, from April 1, 2020 to the end of the public 
health emergency, including any extensions, DOM has the flexibility to allow Prevocational Services to also be 
provided in a residential setting.

Individuals may be compensated in accordance with applicable Federal Laws.

Transportation is a component of Prevocational Services. Transportation must be provided to and from the
program and for community integration/job exploration. Accessible transportation must be provided for those
who need that level of assistance.

Any individual receiving Prevocational Services who is performing productive work as a trial work experience
that benefits the organization or that would have to be performed by someone else if not performed by the
individual must be paid commensurate with members of the general work force doing similar work per
wage and hour regulations of the U.S. Department of Labor.

At least annually, providers will conduct an orientation informing individuals about Supported Employment
and other competitive employment opportunities in the community. In response to the COVID-19 pandemic,
DOM has the flexibility to allow for suspension of the annual orientation meeting/s from April 1, 2020 to the end 
of the public health emergency, including any extensions.

In response to the COVID -19 pandemic, from April 1, 2020 to the end of the public health emergency, including 
any extensions, DOM has the flexibility to allow Prevocational Service to also be provided telephonically or 
virtually where appropriate in accordance with HIPAA requirements.

Additional needs-based criteria for receiving the service, if applicable (specify):

N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, services
available to any categorically needy recipient cannot be less in amount, duration and scope than those services
available to a medically needy recipient, and services must be equal for any individual within a group.
States must also separately address standard state plan service questions related to sufficiency of services.
(Choose each that applies):

Categorically needy (specify limits):
The State covers Prevocational Services for individuals enrolled in CSP up to the maximum amount of
six (6) hours per day. In instances in which a person requires additional amounts of services, as
identified through Person-Centered Planning, those services must be authorized by DMH or the State. 

In response to the COVID-19 pandemic, from April 1, 2020 to the end of the public health emergency, 
including any extensions, Prevocational Services is covered up to three (3) hours per day and will be 
reimbursed at the lowest support level, when provided telephonically or virtually.
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Medically needy (specify limits):
 

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Prevocational
Services
Providers

DMH
Certification

Certified every three years by
DMH after initial certification.
DMH conducts an annual provider
compliance review. DOM has the 
flexibility to suspend the annual 
provider compliance review during 
the COVID-19 pandemic, from 
April 1, 2020 to the end of the 
public health emergency, including 
any extensions. Annual provider
compliance reviews will be 
suspended to the end of the public 
health emergency, including any 
extensions. Should a provider fail 
to complete the compliance review 
after the end of the suspended 
review period, the provider will no 
longer be qualified to render 
services.

Enrolled as a provider
by the MS Division of
Medicaid and the MS
Dept. of Mental
Health.

The minimum staffing
ratio is based on the
individuals ICAP Support
Level.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification
(Specify):

Prevocational
Services
Providers

Division of Medicaid Annually

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service
Title:

 

Service Definition (Scope):

Additional needs-based criteria for receiving the service, if applicable (specify):

N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section
440.240, services available to any categorically needy recipient cannot be less in amount, duration
and scope than those services available to a medically needy recipient, and services must be
equal for any individual within a group. States must also separately address standard state plan 
service questions related to sufficiency of services.
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(Choose each that applies): 

 Categorically needy (specify limits): 

 

 Medically needy (specify limits): 

  

Provider Qualifications (For each type of provider.  Copy rows as needed): 

Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  

(Specify): 

    

    

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  

(Specify): 

Frequency of Verification 
(Specify): 

   

   

Service Delivery Method.  (Check each that applies): 

 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 

Service 
Title:  

Supported Employment 

Service Definition (Scope): 

Supported Employment is the ongoing support to individuals who, because of their support 
needs, will require intensive, ongoing services to obtain and maintain a job in competitive, 
integrated employment, or self-employment.  Employment must be in an integrated work 
setting in the general workforce where an individual is compensated at or above the minimum 
wage but not less than the customary wage and level of benefits paid by the employer for the 
same or similar work performed by individuals without disabilities. 

Providers must reduce the number of hours of staff involvement as the employee becomes more 
productive and less dependent on paid supports.  The plan for reduction in services is based on 
the individual’s identified need for support as established in the PSS and must be documented 



TN#:20-0014
Supersedes
TN#: 18-0006

Approved: 7/15/2020 Effective: 04/01/2020 

State: Mississippi §1915(i) State Plan HCBS State Plan Attachment 3.1–i
Page 17

in the individual’s record.

Supported Employment Services are provided in a work site where individuals without disabilities
are employed; therefore payment is made only for adaptations, supervision, and training required
by individuals receiving services as a result of their disabilities but does not include payment for 
the supervisory activities rendered as a normal part of the business setting. Other workplace supports
may include services not specifically related to job skills training that enable the individual to be
successful in integrating into the job setting. Each individual must have an Activity Plan that is 
developed based on his/her PSS. In response to the COVID -19 pandemic, from April 1, 2020 to the end of 
the public health emergency, including any extensions, DOM has the flexibility to allow the Activity 
Plan to be developed by telephone in accordance with HIPAA requirements. 

Providers must provide all activities that constitute Supported Employment:
1. Job Seeking – Activities that assist an individual in determining the best type of job for

him/her and then locating a job in the community that meets those stated desires. Job
Seeking is limited to ninety (90) hours per certification year. Additional hours may be
approved by the DMH Bureau of Intellectual and Developmental Disabilities on an individual
basis with appropriate documentation. Job seeking includes:
a. Completion of IDD Employment Profile
b. Person-Centered Career Planning, conducted by Supported Employment provider staff,

which is a discussion of specific strategies that will be helpful to assist job seekers with
disabilities to plan for job searches

c. Job Development
(1) Determining the type of environment in which the person is at his/her best
(2) Determining in what environments has the person experienced success
(3) Determining what work and  social  skills does the person  bring  to the

environment
(4) Assessing what environments are their skills viewed as an asset
(5) Determining what types of work environments should be avoided

d. Employer research
e. Employer needs assessment

(1) Tour the employment site to capture the requirements of the job
(2) Observe current employees
(3) Assess the culture and the potential for natural supports
(4) Determine unmet needs

f. Negotiation with prospective employers
(1) Job developer acts as a representative for the job seeker
(2) Employer needs are identified

2. Job Coaching – Activities that assist an individual to learn and maintain a job in the
community. The amount of Job Coaching a person receives is dependent upon individual need,
team recommendations, and employer evaluation. Job coaching includes:
a. Meeting and getting to know co-workers and supervisors
b. Learning company policies, dress codes, orientation procedures, and company culture
c. Job and task analysis

(1) Core work tasks
(2) Episodic work tasks
(3) Job related tasks
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(4) Physical needs 
(5) Sensory and communication needs 
(6) Academic needs 
(7) Technology needs 

d. Systematic instruction 
(1) Identification and instructional analysis of the goal 
(2) Analysis of entry behavior and learner characteristics 
(3) Performance Objectives 
(4) Instructional strategy 

e. Identification of natural supports 
(1) Personal associations and relationships typically developed in the community 

that enhance the quality and security of life 
(2) Focus on natural cues 
(3) Establish circles of support 

f. Ongoing support and monitoring 

If an individual moves from one job to another or advances within the current employment site, 
it is the Supported Employment provider’s responsibility to update the profile/resume created 
during the job search   

Transportation must be provided between the individual's place of residence and the site of the 
individual’s job or between habilitation sites (in cases where the individual receives habilitation 
services in more than one place) as a component part of Supported Employment. 
Transportation cannot comprise the entirety of the service. Accessible transportation must be 
provided for those who need that level of assistance. 

Supported Employment includes services and supports that assist the individual in achieving 
self-employment through the operation of a business, either home-based or community-based.  
Such assistance may include: assisting the individual to identify potential business 
opportunities; assistance in the development of a business plan, including potential sources of 
business financing and other assistance in developing and starting a business; identification of 
the supports necessary for the individual to operate the business; and ongoing assistance, 
counseling and guidance once the business has been launched.  

Payment is not made for any expenses associated with starting up or operating a business. 
Referrals for assistance in obtaining supplies and equipment for someone desiring to achieve 
self-employment should be made through the Mississippi Department of Rehabilitation Services 
(MDRS).  There must be documentation of the referral in the record. 

For self-employment, the following limits apply: Up to fifty-two(52) hours per month of at home 
assistance by a job coach, including business plan development and assistance with tasks related 
to producing the product and up to thirty-five (35) hours per month for assistance in the 
community by a job coach. 

Supported Employment does not include facility based or other types of services furnished in a 
specialized facility not part of the general workforce. Supported Employment cannot take place 
in a facility based program.   

Supported Employment does not include volunteer work.  
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Federal Financial Participation (FFP) is not claimed for incentive payments, subsidies, or 
unrelated vocational training expenses such as incentive payments made to an employer to 
encourage or subsidize the employer’s participation in the Supported Employment program or 
payments passed through to users of Supported Employment Services. 

Staff are required to be present and supporting the individual during Supported Employment 
activities.  

Assistance with toileting and hygiene may be a component part of Supported Employment, but 
may not comprise the entirety of the service. 

Providers are prohibited from making incentive payments to an employer to encourage or 
subsidize the employer’s participation in the Supported Employment Program and/or passing 
payments through to users of Supported Employment Services.   

An individual must be at least 18 years of age to participate in Supported Employment and 
have documentation in their record to indicate they have received either a diploma, certificate 
of completion if they are under the age of 22, or verification from the school district the person 
is no longer in school. 

The service is not otherwise available under a program funded through the Section 110 
Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq). Records for people receiving 
ID/DD Supported Employment Services will document that the Mississippi Department of 
Rehabilitation Services (MDRS) was unable to serve the person.  

Additional needs-based criteria for receiving the service, if applicable (specify): 

N/A 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 
440.240, services available to any categorically needy recipient cannot be less in amount, 
duration and scope than those services available to a medically needy recipient, and services 
must be equal for any individual within a group. States must also separately address standard 
state plan service questions related to sufficiency of services.   

(Choose each that applies): 

 Categorically needy (specify limits): 

The State covers Supported Employment Services for individuals enrolled in CSP up to the 
maximum amount of 100 hours per month. In instances in which a person requires 
additional amounts of services, as identified through Person Centered Planning, those 
services must be authorized by DMH or the State. 

 Medically needy (specify limits): 

 

Provider Qualifications (For each type of provider.  Copy rows as needed): 

Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  

(Specify): 
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Supported
Employment
Providers

DMH
Certification

Certified every three years by DMH after
initial certification. DMH conducts an
annual provider compliance review. 
DOM has the flexibility to suspend the 
annual provider compliance review during 
the COVID-19 pandemic, from April 1, 
2020 to the end of the public health 
emergency, including any extensions. 
Annual provider compliance reviews will 
be suspended to the end of the public 
health emergency, including any 
extensions. Should a provider fail to 
complete the compliance review after the 
end of the suspended review period, the 
provider will no longer be qualified to 
render services.

Enrolled as a 
provider by the MS
Division of Medicaid
and the MS Dept. of 
Mental Health.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type
(Specify):

Entity Responsible for Verification (Specify): Frequency of
Verification
(Specify):

Supported
Employment
Provider 

Division of Medicaid Annually 

Service Delivery Method. (Check each that applies):

Participant-directed Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):
Service
Title:

Supported Living

Service Definition (Scope):

A new service, Supported Living is provided to individuals who reside in their own residences
(either owned or leased) for the purposes of increasing and enhancing independent living in the
community. Supported living is for individuals who need less than 24-hour staff support per
day. Staff must be on call 24/7 in order to respond to emergencies via phone call or return to
the living site, depending on the type of emergency.

Supported Living Services are provided in residences in the community with four (4) or fewer
individuals.

Supported Living provides assistance with the following, depending on each individual’s
support needs:
• Grooming
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• Eating
• Bathing
• Dressing
• Other personal needs.

Supported Living provides assistance with instrumental activities of daily living which include assistance
with:
A. Planning and preparing meals, including assistance in adhering to any diet prescribed by an

M.D., Nurse Practitioner or Licensed Dietician/Nutritionist,
B. Cleaning
C. Transportation
D. Assistance with mobility both at home and in the community
E. Supervision of the individual’s safety and security
F. Banking
G. Shopping
H. Budgeting
I. Facilitation of the individual’s participation in community activities
J. Use of natural supports and typical community services available to everyone
K. Social activities
L. Participation in leisure activities
M. Development of socially valued behaviors
N. Assistance with scheduling and attending appointments

Providers must facilitate meaningful days and independent living choices about activities/services/staff for
the individual(s) receiving Supported Living services. Procedures must be in place for individual(s) to
access needed medical and other services, as well as typical community services, available to all people.

Nursing services are a component part of Support Living. They must be provided as-needed, based on
each individual’s need for nursing services. Examples of activities may include: Monitoring vital signs;
monitoring blood sugar; administration of medication; setting up medication sets for self-administration;
administration of medication; weight monitoring; periodic assessment, accompanying people on medical
visits, etc.

If chosen by the person, Supported Living staff must assist the person in participation in community
activities. Supported Living services for community participation activities may be shared by up to three
(3) individuals who may or may not live together and who have a common direct service provider agency.
In these cases, individuals may share Supported Living staff when agreed to by the individuals and
when the health and welfare can be assured for each individual.

Each individual must have an Activity Plan that is developed based on his/her PSS. Information from the
PSS and Initial Discovery (which takes place during the first thirty (30) days of services) is to be included 
in the Activity Support Plan and must address the outcomes on his/her approved PSS. In response to the 
COVID-19 pandemic, from April 1, 2020 to the end of the public health emergency, including any extensions, 
DOM has the flexibility to allow the Activity Plan to be developed by telephone in accordance with HIPAA 
requirements.

Additional needs-based criteria for receiving the service, if applicable (specify):
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N/A

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section
440.240, services available to any categorically needy recipient cannot be less in amount, duration
and scope than those services available to a medically needy recipient, and services must be
equal for any individual within a group. States must also separately address standard state plan 
service questions related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

The State covers Support Living Services for individuals enrolled in CSP up to the
maximum amount of four (4) hours per day. In instances in which a person requires
additional amounts of services, as identified through Person-Centered Planning, those
services must be authorized by DMH or the State.

Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Supported
Living Providers 

DMH
Certification

Certified every three years by DMH 
after initial certification.
DMH conducts an annual provider
compliance review. DOM has the 
flexibility to suspend the annual
provider compliance review during the 
COVID-19 pandemic, from April 1, 
2020 to the end of the public health 
emergency, including any extensions. 
Annual provider compliance reviews 
will be suspended to the end of the 
public health emergency, including 
any extensions. Should a provider fail 
to complete the compliance review 
after the end of the suspended review 
period, the provider will no longer be 
qualified to render services.

Enrolled as a provider by
the MS Division of 
Medicaid and the MS
Dept. of Mental Health.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification
(Specify):

Supported
Living Providers 

Division of Medicaid Annually 

Service Delivery Method. (Check each that applies):
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 Participant-directed  Provider managed 

 

2.  Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible 
Individuals, and Legal Guardians.  (By checking this box the state assures that):  There are policies 
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives 
of the individual.  There are additional policies and controls if the state makes payment to qualified 
legally responsible individuals or legal guardians who provide State Plan HCBS.  (Specify (a) who may be 
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state 
ensures that the provision of services by such persons is in the best interest of the individual; (d) the 
state’s strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure 
that payments are made only for services rendered; and (f) if legally responsible individuals may provide 
personal care or similar services, the policies to determine and ensure that the services are extraordinary 
(over and above that which would ordinarily be provided by a legally responsible individual):  
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Participant-Direction of Services 

Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii). 

1. Election of Participant-Direction.  (Select one): 

 The state does not offer opportunity for participant-direction of State plan HCBS.   
 Every participant in State plan HCBS (or the participant’s representative) is afforded the 

opportunity to elect to direct services.  Alternate service delivery methods are available for 
participants who decide not to direct their services. 

 Participants in State plan HCBS (or the participant’s representative) are afforded the 
opportunity to direct some or all of their services, subject to criteria specified by the state.  
(Specify criteria): 
 

2. Description of Participant-Direction.  (Provide an overview of the opportunities for participant-
direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how 
participants may take advantage of these opportunities; (c) the entities that support individuals who 
direct their services and the supports that they provide; and, (d) other relevant information about the 
approach to participant-direction): 

N/A 

3. Limited Implementation of Participant-Direction.  (Participant direction is a mode of service delivery, 
not a Medicaid service, and so is not subject to statewideness requirements.  Select one): 

 Participant direction is available in all geographic areas in which State plan HCBS are 
available. 

 Participant-direction is available only to individuals who reside in the following geographic 
areas or political subdivisions of the state.  Individuals who reside in these areas may elect self-
directed service delivery options offered by the state, or may choose instead to receive 
comparable services through the benefit’s standard service delivery methods that are in effect in 
all geographic areas in which State plan HCBS are available.  (Specify the areas of the state 
affected by this option): 
 

4. Participant-Directed Services.  (Indicate the State plan HCBS that may be participant-directed and the 
authority offered for each.  Add lines as required): 

Participant-Directed Service Employer 
Authority 

Budget 
Authority 

N/A   
   

5. Financial Management.  (Select one) : 

 Financial Management is not furnished.  Standard Medicaid payment mechanisms are used.   
 Financial Management is furnished as a Medicaid administrative activity necessary for 

administration of the Medicaid State plan.   
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6.     Participant–Directed Person-Centered Service Plan.  (By checking this box the state assures that):  
Based on the independent assessment required under 42 CFR §441.720, the individualized person-
centered service plan is developed jointly with the individual, meets federal requirements at 42 CFR 
§441.725, and: 
• Specifies the State plan HCBS that the individual will be responsible for directing; 
• Identifies the methods by which the individual will plan, direct or control services, including whether 

the individual will exercise authority over the employment of service providers and/or authority over 
expenditures from the individualized budget; 

• Includes appropriate risk management techniques that explicitly recognize the roles and sharing of 
responsibilities in obtaining services in a self-directed manner and assures the appropriateness of this 
plan based upon the resources and support needs of the individual; 

• Describes the process for facilitating voluntary and involuntary transition from self-direction including 
any circumstances under which transition out of self-direction is involuntary.  There must be state 
procedures to ensure the continuity of services during the transition from self-direction to other 
service delivery methods; and 

• Specifies the financial management supports to be provided.  
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7. Voluntary and Involuntary Termination of Participant-Direction.  (Describe how the state facilitates 
an individual’s transition from participant-direction, and specify any circumstances when transition is 
involuntary): 

N/A 
8. Opportunities for Participant-Direction 

a.  Participant–Employer Authority (individual can select, manage, and dismiss State plan HCBS 
providers).  (Select one): 

 The state does not offer opportunity for participant-employer authority. 
 
 

Participants may elect participant-employer Authority (Check each that applies): 

 
 

Participant/Co-Employer.  The participant (or the participant’s representative) functions as 
the co-employer (managing employer) of workers who provide waiver services.  An agency is 
the common law employer of participant-selected/recruited staff and performs necessary 
payroll and human resources functions.  Supports are available to assist the participant in 
conducting employer-related functions. 

 
 

Participant/Common Law Employer.  The participant (or the participant’s representative) is 
the common law employer of workers who provide waiver services.  An IRS-approved 
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other 
employer responsibilities that are required by federal and state law.  Supports are available to 
assist the participant in conducting employer-related functions.   

b. Participant–Budget Authority (individual directs a budget that does not result in payment for 
medical assistance to the individual).  (Select one): 

 The state does not offer opportunity for participants to direct a budget. 
 
 

Participants may elect Participant–Budget Authority.   
Participant-Directed Budget.  (Describe in detail the method(s) that are used to establish the 
amount of the budget over which the participant has authority, including the method for 
calculating the dollar values in the budget based on reliable costs and service utilization, is 
applied consistently to each participant, and is adjusted to reflect changes in individual 
assessments and service plans.  Information about these method(s) must be made publicly 
available and included in the person-centered service plan.): 
 
Expenditure Safeguards.  (Describe the safeguards that have been established for the timely 
prevention of the premature depletion of the participant-directed budget or to address potential 
service delivery problems that may be associated with budget underutilization and the entity (or 
entities) responsible for implementing these safeguards.  
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Quality Improvement Strategy 

Quality Measures 

 (Describe the state’s quality improvement strategy.  For each requirement, and lettered sub-requirement, 
complete the table below): 

1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and (c 
document choice of services and providers. 

 

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to 
all applicants for whom there is reasonable indication that 1915(i) services may be needed in the 
future; (b) the processes and instruments described in the approved state plan for determining 
1915(i) eligibility are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled 
individuals is reevaluated at least annually or if more frequent, as specified in the approved state 
plan for 1915(i) HCBS. 

 

3. Providers meet required qualifications. 
 

4. Settings meet the home and community-based setting requirements as specified in this SPA and in 
accordance with 42 CFR 441.710(a)(1) and (2).  

 

5. The SMA retains authority and responsibility for program operations and oversight. 
 

6. The SMA maintains financial accountability through payment of claims for services that are 
authorized and furnished to 1915(i) participants by qualified providers. 

 
7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation, 

including the use of restraints. 

 (Table repeats for each measure for each requirement and lettered sub-requirement above.) 

  Requirement Service plans a) address assessed needs of 1915(i) participants 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of  PSSs in which the services and supports align with 
assessed needs 

N: Number of PSSs reviewed in which the services and supports align with 
assessed needs 

D: Number of  PSSs reviewed 

 
Discovery  
Activity  
(Source of Data & 

Data Source – DMH/DOM review of individual service plan prior to 
implementation 

Sample – 100% 
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sample size) 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH/DOM 

Frequency  
 Discovery is continuous and ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 

 

  Requirement Service plans a) address assessed needs of 1915(i) participants 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

The proportion of participants reporting that Case Managers (CM) help them get 
what they need   

N:  Number of individuals who report CM helps them get what they need  

D: Number of returned surveys  
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source –  DOM Survey 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

 DOM 

Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 

DOM 
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aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement Service plans a) address assessed needs of 1915(i) participants 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of services and supports that were provided in the type, scope, 
amount, duration and frequency as defined in the PSS.  

N:  Number of PSSs reviewed in which services and supports were provided in the 
type, scope, amount, duration and frequency as defined in the individual service 
plan.   

D:  Number of PSSs in review sample 

 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source –  Medicaid Management Information System (MMIS) 

Sample Size – 95% +/- 5% margin of error 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DOM 

Frequency  
 Discovery is continuous and ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

4. DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

4. Quarterly  
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  Requirement Service plans b) are updated annually 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of PSSs updated at least once per certification period 

N: Number of PSSs updated annually 

D: Number of PSSs requiring annual update 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source –IDD Community Support Program PSS Review Checklists 

Sample Size – 100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
  Discovery is continuous and ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 

 
 

  Requirement Service plans c) document choice of services and providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of 1915 (i) Choice of Service forms completed 

N:  Number of 1915(i) Choice of Service forms completed  

D: Number of  individuals in the program 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source –IDD Community Support Program PSS Review Checklists 

Sample Size – 100% 

Monitoring 
Responsibilities DMH 
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(Agency or entity 
that conducts  
discovery activities) 

Frequency  
 Discovery is continuous and ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly  

 
 

  Requirement 
Eligibility Requirements: a) an evaluation for 1915(i) State plan HCBS 
eligibility is provided to all applicants for whom there is reasonable 
indication that 1915(i) services may be needed in the future 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of new enrollees who N: Number of new enrollees 
who received LOC prior to the receipt of services  
D: Number of new enrollees 

Discovery  
Activity  
(Source of Data 
& sample size) 

Data Source – Long Term Services and Supports (LTSS) 
Sample Size -100% 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

DMH 

Frequency  
 

Quarterly 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 

DMH/DOM 
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analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  
Frequency 
(of Analysis and 
Aggregation) 

Quarterly  

 

  Requirement 
Eligibility Requirements: b) the processes and instruments described in 
the approved state plan for determining 1915(i) eligibility are applied 
appropriately 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of initial LOC evaluations conducted where the LOC 
criteria outlined in the 1915(i) was accurately applied  
N: Number of initial LOC evaluations reviewed where the LOC criteria 

outlined in the 1915(i) was accurately applied  
D: Number of initial LOC evaluations conducted 

Discovery  
Activity  
(Source of Data 
& sample size) 

Data Source - IDD Community Support Program PSS Review Checklists 
Sample Size - 100% Review 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

DMH 

Frequency  
 

Quarterly 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

DMH/DOM  
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Frequency 
(of Analysis and 
Aggregation) 

Quarterly  

 
 

  Requirement 
Eligibility Requirements: c) the 1915(i) benefit eligibility of enrolled 
individuals is reevaluated at least annually or if more frequent, as 
specified in the approved state plan for 1915(i) HCBS. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of individuals who are recertified to receive 1915(i) 
services who meet Medicaid eligibility requirements 
N: Number of individuals who are recertified to receive 1915(i) services 

who meet Medicaid eligibility requirements 
D: Total number of individuals recertified 

Discovery  
Activity  
(Source of Data 
& sample size) 

Data Source: Monitoring Checklist, LTSS 
Sample Size: 100% Review 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

DOM 

Frequency  
 

Annually  

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Annually  

 
 

  Requirement Providers meet required qualifications. 
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Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of provider agencies that initially meet DMH certification 
requirements prior to service delivery   

N: Number of provider agencies meeting initial certification requirements prior to 
service delivery.  

D: Number of provider agencies approved for initial DMH certification. 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source - DMH Provider Management System 

Sample – 100% of initial applicants for DMH certification 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 One time upon initial certification 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement Providers meet required qualifications. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of 1915 (i) provider agencies that meet DMH requirements for 
certification   

N:  Number of 1915 (i) provider agencies who meet certification requirements  

D:  Number of 1915 (i) provider agencies monitored 

 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – DMH Written Reports of Findings  

Sample Size – 100% 
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Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 At least twice during the three year certification period. 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH 

Frequency 
(of Analysis and 
Aggregation) 

 Annually 

 

  Requirement Providers meet required qualifications. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of provider agencies that initially meet Medicaid provider 
requirements prior to service delivery   

N: Number of provider agencies meeting initial Medicaid provider requirements  

D: Number of provider agencies seeking initial Medicaid Provider Status 
Discovery  
Activity  
(Source of Data & 
sample size) 

Initial provider applications submitted to DOM fiscal agent  

Sample size -100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DOM 

Frequency  
 One time upon enrollment 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 

DOM 
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remediation 
activities; required 
timeframes for 
remediation)  

Frequency 
(of Analysis and 
Aggregation) 

 Annually 

 

  Requirement Providers meet required qualifications. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of provider agencies who meet Medicaid provider 
requirements   

N:  Number of 1915 (i) provider agencies who meet Medicaid provider    
requirements  

D:  Number of 1915 (i) provider agencies 

 
Discovery  
Activity  
(Source of Data & 
sample size) 

DOM Fiscal Agent  

Sample size -100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DOM 

Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DOM 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 

  Requirement 
Settings meet the home and community-based setting requirements as specified 
in this SPA and in accordance with 42 CFR 441.710(a)(1) and (2). 
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Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of certified CSP provider settings assessed for compliance 
with HCBS Final Rule settings requirements   

N: Number of CSP settings meeting HCBS Final Rule setting requirements  

D: Total number of settings reviewed 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – DMH Written Report of Findings 

Sample size -100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The SMA retains authority and responsibility for program operations and 
oversight. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of monthly quality improvement meetings held in accordance 
with the requirements of the 1915(i)  

N:   Number of monthly quality improvement meetings held in accordance with the  
requirements in the 1915(i)  

D:  Total number of monthly quality improvement meetings scheduled    
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source - DOM/DMH monthly quality improvement meeting agendas and 
meeting minutes 

Sample size – 100% 

Monitoring DOM/DMH 
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Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

 

Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DOM/DMH 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 

  Requirement 
The SMA maintains financial accountability through payment of claims for 
services that are authorized and furnished to 1915(i) participants by qualified 
providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number of and percent of claims for each payment made for services included in 
the beneficiary’s PSS  

N:  Number of claims paid that were included in the individuals PSS  

D:  Number of total claims paid. 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source - MMIS system.  Data are claims paid for 1915(i) services. 

Sample Size -100%  

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DOM 

Frequency  
 Continuous and Ongoing  

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 

DOM 
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aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

Frequency 
(of Analysis and 
Aggregation) 

Quarterly  

 
 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of CSP individuals whose records document information of 
Rights and Options, which include the right to be free from abuse  

N:  Number of individuals whose records indicate acknowledgement of Rights and 
Options   

D:  Number of individuals in the program 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – IDD Community Support Program PSS Review Checklists 

Sample Size – 100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 

 Quarterly 

 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 
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  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of CSP individuals whose records document information of 
procedures for reporting grievances (inclusive of serious incidents)   

N:  Number of individuals whose records indicate acknowledgement of grievance 
procedures (inclusive of serious incidents)  

D:  Number of individuals in the program 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – IDD Community Support Program PSS Review Checklists 

Sample Size – 100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 

 Quarterly 

 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 

 
 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of serious incidents reported to DMH within timelines   

N: Number of serious incidents received within timelines  

D:  Number of serious incidents reported 
Discovery  
Activity  
(Source of Data & 

Data Source – DMH Serious Incident Management System  

Sample – 100% 
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sample size) 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 Continuous and Ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 

 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of serious incidents received and inquiry was required 

N: Number of serious incidents that received an inquiry as required  

D: Number of serious incidents subject to inquiry 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – DMH Serious Incident Management System  

Sample Size– 100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 Continuous and Ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 

DMH/DOM 
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aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 

 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of serious incident that included follow up action that was 
completed as a result of inquiry 

N:  Number of serious incidents that include completed follow up action  

D:  Number of serious incident requiring follow up action 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – DMH Serious Incident Management System  

Sample Size – 100% 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 Continuous and Ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Quarterly 

 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
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 Discovery 
Evidence 
(Performance 
Measure) 

 Number and percent of individuals who  feel safe in their home, neighborhood, 
workplace and day program/other daily activities 

N:  Number of individuals who report feeling safe in their home, neighborhood, 
workplace, and day program/other activities  

D:  Number of completed surveys 

 
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – DOM Survey 

Sample Size –100% of surveys completed 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DOM 

Frequency  
 Annually 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of serious incidents with investigation initiated within the 
required timeframe  

N: Number of serious incident investigations initiated within the required 
timeframe 

D: Number of serious incidents reported which required investigation.  
Discovery  
Activity  
(Source of Data & 
sample size) 

Data Source – DMH Serious Incident Management System 

Sample Size – 100% 
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Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

DMH 

Frequency  
 Continuous and Ongoing  

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

DMH/DOM 

Frequency 
(of Analysis and 
Aggregation) 

Annually 
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System Improvement 
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.) 
 
1. Methods for Analyzing Data and Prioritizing Need for System Improvement 

Data is gathered via on-site visits and administrative reviews conducted by DMH.  DMH 
analyzes data against stated performance measures and prioritizes the needs for system 
improvement based on data gathered.  Through Plans of Compliance, remediation is required of 
all providers when requirements are not met. All Plans of Compliance are reviewed by the DMH 
Division of Certification and the Bureau of Intellectual/Developmental Disabilities for 
completeness and appropriateness.  Recommendations for approval/disapproval are made to 
DMH Review Committee which is comprised of DMH’s Executive Leadership Team.  
 
DOM’s eligibility and claims data is gathered through Medicaid Management Information 
System (MMIS), also referred to as Envision. MMIS is the mechanized claims processing and 
information system for DOM.  Payments are monitored through monthly reports by DOM’s 
Office of Mental Health. System improvements to the MMIS are made through a Change 
Service Request (CSR).   
 
DOM operates two (2) audit units to assure provider integrity and proper payment for Medicaid 
services rendered. The Office of Program Integrity investigates any suspicion of fraud, waste 
and abuse reported or identified through the SURS program. The Office of Financial and 
Performance Review conducts routine monitoring of cost reports and contracts with other 
agencies.  In addition, these CSP services like all Medicaid services are subject to investigation 
by Program Integrity. Generally, providers who fall outside the expected parameters for 
payments are subject to review. It is also possible to set up filters specifically for the CSP 
program to identify areas of misuse. 
 
Trends and patterns are analyzed and aggregated on both the provider and system level to 
identify areas of needed improvement and possible changes in DOM’s Administrative Code, 
DMH Operational Standards, data collection and reporting methods, or records management 
practices. 
 
 
 

 
2. Roles and Responsibilities 

DMH’s Division of Certification is responsible for the agency’s quality assurance activities such 
as the development of provider certification standards and monitoring adherence to those 
standards.  The Division of Certification will primarily be responsible for ensuring quality 
assurance reviews are conducted, data collection and analysis.  Trends and patterns will be 
identified by the Division of Certification and the DMH BIDD. 
 
DOM and DMH hold monthly quality improvement management meetings to assess required 
system changes, focus on trends and patterns identified, and develop strategies and/or 
interventions for improved outcomes.   
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3. Frequency 

Data is aggregated and analyzed at least annually. 

 
4. Method for Evaluating Effectiveness of System Changes 

To determine if number of instances of remediation in identified areas decreases based on 
changes made to implement systems improvement.  Remediation activities are monitored by  
DMH’s Division of Certification. 
 
DMH and DOM will utilize a number of sources to analyze effectiveness of system changes, 
including but not limited to on-site visits and administrative reviews, performance indicators, 
claims data, critical incident data, and Medicaid Fair Hearing data. 
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ATTACHMENT 3.2-A 

ST ATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

ST A TE --"H:..::l.:,S,:..S ~I S=S::..-I-.P...;;..P..;;;_I ____ _ 

COORDINATION OF TITLE XIX WITH PART A AND PART B OF TITLE xvm 

The following method is used to provide benefits under Part A and Part B of title XVlll 
to the groups oi Medicare-eligible individuals indicated: 

A. Part B buy-in agreements with the Secretary of HHS. This agreement covers: 

l. Individuals.receiving SSI under title XVI or State· supplementation, 
who are categorically needy under the State's approved title XIX 
plan. 

Persons receiving benefits under title II of the Act or under the 
Railroad Retirement System are included: 

Yes [Ll No Cf 
2. ~ Individuals receiving SSI under title XVI, State supplementation, 

or a money payment under ·the State's approved title IV-a plan, who 
are categorically needy __ ~l}d(;!r th.e _S_tate'.s .approv.ed .title- XIX .plan. -·· ·· ·- ·····-··· ·· 

. ----·-··--··-·--··-· ·-------······-··----·-·· ·-·-- ·~---- ·-·-··· ·-- ·---· -· ·---·--·-·----· ---- ·----·-

3. 

4. 

Persons receiving benefits under title 11 of the Act or under the 
Railroad Retirement System are induded: 

Yes ..... Q No[3 

All individuals eligible under the State's approved title XIX plan. 

Quallfied Medicare beneficiaries provided by section 301 of P.L. 100-360 
as amended by section 8434 of P.L. 100-647. 

B. Part A group premium payment arrangement entered into with the Social Security 
Administration. This arrangement covers th.e following groups: 

Qualified Medicare beneficiaries provided by section .301 of P.L. l 00-360 
as amended by section 8434 of P.L. 100-647. 

C. Payment of Part A and Part B deductible and coinsurance costs. Such payments 
are made in behalf of the following groups: 

1. Qualified Medicare beneficiaries provided by section 301 of P.L. 100-360 
as amended by section 8434 of P.L. 100-647. 

2. All individuals eligible under the State's approved Title XIX plan 
~ho have Part A & B. 

3. 

fN No. 89-9 
Approval Date Q CT 16 1989 Effective Date JUL 01 1989 Supersedes 

TN No. 87-9 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.11-A 

State Mississippi 

STANDARDS FOR INSTITUTIONS 

Those standards as specified in State licensing law plus those specified in 

Federal law or regulations are kept on file and are available to the Department 

of Health and Human Services on request. 

Transmittal #82-20 
~ -.,;)'-{ -& ~ 

. q - z. '?. -8 '2--



STATE PLAN UNDER TITLE XIX OF .THE SOCIAL SECURITY ACT Attachment 4.16-A 

State Mississippi 

COOPERATIVE ARRANSEl\IENTS WITH STATE HEALTH AND VOCATIONAL 
REHABILITATION AGENCIES 

The State Agency has cooperative agreements with State Health and State Vocational 

Rehabilitation Agencies w!li.ch assure maximum utilization of such services in the provision 

of medical assistance under the Plan. 

These agreements, when applicable, meet the requirements of paragraph (3) of 

45 CFR 251.10. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

LIENS AND ADJUSTMENTS OR RECOVERIES 

1. The State Division of Medicaid uses the following process for determining 
that an institutionalized individual cannot reasonably be expected to be 
discharged from the medical institution and return home: 

Mississippi does not have a lien law; therefore a determination of when 
an individual can reasonably be expected to be discharged is not 
applicable to this state. 

2. The following criteria are used for establishing that a permanently 
institutionalized individual's son or daughter provided care as specified 
under regulations at 42 CFR §433.36(£): 

The statement of primary care giver, collateral contacts, and/or 
documentation of recipient's medical history may be used to establish 
that a specified person rendered care enabling the recipient to stay at 
home rather than in an institution. 

3. The State Division of Medicaid defines the terms below as follows: 

o estate - any real or personal property owned by the individual in its 
entirety or by shared ownership. 

o individual's home - the recipient's residence prior to 
institutionalization in which he has an ownership interest. 

o equity interest in the home - the money value of property or of an 
interest in that property in excess of any claims or liens against it. 

o residing in the home for at least one or two years on a continuous basis 
- having possessions in that home, receiving mail at that address, 
sharing or paying all of the expenses, having no extended periods of 
absence, having no other place of residence. 

o lawfully residing - being able to use dwelling as principal place of 
residence. · 

4. The State Division of Medicaid defines undue hardship as follows: 

a. the property is the sole income-producing asset of the survivors and such 
income is limited; 

b. an adult relative who is a recognized heir has lived in the home of the 
decedent, depended upon that home for his principal place of residence 
for at least one (1) year prior to the recipient entering the nursing 
facility, has remained in the house continually, either has or has not an 
equity interest in the property, and has given care so that the person 
was kept from entering the nursing facility during the year; 

c. the asset in the estate totals $5,000 or less and there is no prepaid 
burial contract or other money set aside for burial; 

d. the estate is of modest value as defined by the Secretary. 

TN No. 95-13 
Supersedes 
TN No. NEW 

Approval Date 
Date Received 

11-21-95 Effective Date __ __,7~--1~-~9~5--~-
9-21-95 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississiopi 

5. The following standards and procedures are used by the State Division of 
Medicaid for waiving estate recoveries when recovery would cause an undue 
hardship, and when recovery is not cost-effective: 

The State Division of Medicaid receives notification of death from the 
Medicaid Regional Offices and the MMIS. Research is completed through use 
of the eligibility case file documentation and pertinent legal documents, 
tax receipts, etc. If there is evidence of undue hardship as defined in 
state/federal guidelines, no pursuit is affected. While the state will 
attempt to recover all amounts that are not waived for undue hardship, 
recovery is not deemed cost effective if the amount to be recovered is less 
than $2,000 or the value of the estate is less than 25 percent of the 
recovery amount if attempted recovery will require protracted litigation. 
The findings and conclusions are documented in physical and computer files. 

6. The State Division of Medicaid defines cost-effective as follows: 

While the State Division of Medicaid will attempt to recover all amounts 
that are not waived for undue hardship, recovery is not deemed cost 
effective if the amount to be recovered is less than $2,000 and protracted 
litigation is required to recover, or the value of the estate is less than 
25 percent of the recovery amount making Medicaid's potential recovery less 
than 25 percent of the recovery amount and protracted litigation will be 
required to recover. These thresholds are based on the legal time and 
expense involved in pursuing recoveries through the courts. 

7. The State Division of Medicaid uses the following collection procedures: 

If an estate exists, within 30 days of death date, a letter is mailed to 
survivor indicating the basic law, value of estate, Medicaid's recovery 
amount, dates of service, and explanation of fair hearing. The letter can 
be used by the survivor as a formal request to the Division of Medicaid for 
a fair hearing or to write an undue hardship explanation. If no response is 
received from the survivor within 15 days of the date of the notice, the 
case is referred to the Legal Unit which files in the proper court as a 
creditor of the estate or notifies the survivor in writing of Medicaid's 
recovery amount. If a request for a fair hearing is timely received, the 
hearing date is set within 10 days of receipt of request. The survivor is 
notified of hearing date at least 10 days prior to the date. The time for 
hearing may be extended if survivor has good cause; i.e., illness, failure 
to receive notice timely, being out of the state, or any other reasonable 
explanation. If good cause for filing a timely request is shown, a hearing 
request will be accepted. After the hearing occurs, the hearing officer 
forwards a transcript with recommended action to the Executive Director for 
a final decision. The Executive Director renders a decision which is sent 
to the survivor in writing. The survivor is entitled to seek judicial 
review in the court of proper jurisdiction. The Division of Medicaid must 
take final administrative action on a hearing within 90 days from the date 
of the hearing request. Hearing procedures have been promulgated and are 
available to the survivor upon request for a hearing. 

TN No. 95-13 
Supersedes 
TN No. NEW 

Approval Date 
Date Received 

11-21-95 Effective Date 7-1-95 
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ATTACHMENT 4.18-A 
Page I 
OMB NO.: 0938-0193 

A. The followin char es are im osed on the cate oricall need for services other than those rovidcd under section 1905 of the Act: 

Service 

Ambulance 

Ambulatory Surgical Center 

Denial Visits 

Deduct 

Durable Medical Equipmcn~ orthotics, and prosthetics (excludes medical supplies) 

Eyeglasses 

Home Health vi.')its 

Hospital Inpatient Days 

Hospital Ouipalicnt visits 

Physician Visits: office, home, emergency room, opbthalmological 

Prescription drugs 

Rural Health Clinic visit•, 'FQllC vi.<its, and MSDH clinic visits 

1)'pe Charge 

Coins. Copay 

x 
x 
x 
x 

x 

x 
x 

x 
x 
x 
x 

Amount and Basis for Determination 

$3.00 per trip 

$3.00 per visl 

$3.00 per visit 

Up to $3.00 per item (varies per 
Staie payment for each item) 

$3.00 per pair 

$3.00 per visit 

$10.00 per day up to one-half the hospital-s firnt day 
per diem per admission. 

S3.00 per hospital outpatient visit 

$3.00 per visit 

$3.00 per prescription. in<:luding refills 

$3.00 per visit 

When the average or typical State payments for the above serv~e." are taken into consideration, aJI copayments are computed at a level to maximize the dfectiveness without causing undue hardship on the 
recipients, assuring that they do nOl OJ<cced the maximum permitted under 42 CFR 447.54 

The basis for determining the charge of each co-payment for all services except in-palienl hospital was the slandard co-paymeot amouot descTibed in 42 CFR Section 447.55. The maximum co-payment 
urnount in 42 CPR Section 447.54 was applied to the agency's average or typical payment for the particular scr>'1ce. For in-patient hospital services, the amount was calculated so as not to exceed oo""half 
the llnlt day's per diem for C8Ch b0$plaal per admission. 

Providers arc required by the agency's provider agreements and policy manuals to assume the responsibility for collecting the co-payment amounts from those bcocficiaries who arc required to pay cc:r 
payments. Providers are required to make the determination as to whether or not a Medicaid beneficiary is able to pay required co-payment amounts PJOviders are prohibited by the agency's provider 
agreements and policy manuals from denying services to Medicaid 1;>encf1Ciaries because of inability to pay the oo-))8Yffient, in compliance with 42 CFR Section 447.15. 

Providers are prohibited by the agency's provider agreements ond policy manuals from charging co-payment amouots for those services and beneficiaries found in 42 CPR Section 447 .53(b). Bendieiaries 
are educated rcgJlfding c.rpaymeot amounts and regarding tbooe services and beneficiaries that are exempt from co-payments. The 11gency's claims payment system coninins an edit that prohibit. the 
reduction of the «>·payment amount from an excluded service or beneficiary category. 

TN No. 2008-010 
Supersedes 
TN No. 2()()5-0!0 

Date Received: .!Jl:fil:Q£ 
Dale Approved: !llJ!!QR 
Date Effective: October I 2008 
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STJ..7£ PLAN Ul:DER TITLE XIX OF THE SOCIAL SECURI"l'Y ACT 

State: Mississippi 

B. The method used to collect cost sharinb charbes for categorically needy 
individuals: 

;X; Providers are responsible for collectin£ the cost sharin£ .charges 
from individuaLs. 

LI The agency reimbur-ses provider-s the full ~edic:aid rate for a service 
and collects the cost sharing c:har~es from individuals. 

c. The basis for detenninin~ whether an individual is unable to pay the 
charge, and the means by which such an indiviuual is identified to 
proviae=s, is described below: 

Policy concerning copayments is specified in each Provider manual, providing 
details on exactly what copayments are to be made by recipients, the amounts, 
etc. Also, the exceptions to copayrnents for children under 18 years of age, 
pregnant women, nursing home patients, family planning services, etc., are 
specified in the Manuals. The provider advises the recipient of his responsibility 
and the amount of the copayment at the time service is provided and collects 
the payment from the recipient unless the recipient states that he is unable 
to pay and the provider has no knowledge or indications to the contrary. 

No provider participating under this State Plan may deny care or services 
to an individual eligible for such care or services under the Plan due to the 
individual's inability to pay a copay ment charge. 

TI; No. c;;;-~ 

Su?e:-seaes Appr-oval Date APR i r ;~~(; OG ·r c 
E::f ec:tive Date ----

Tli !Jo. 
HC:'A ID: 0053C/ OD 
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STATE PLAY UUDER TITLE XIX OF THB SOCIAL SECURITY ACT 

State: Mississfrmi 

D. The procedures foL implementing and enforcing the exclusions from cost 
sharing contained in 42 CFR 447.53(b) are described belo~: 

Providers have been advised through bulletins and Provider Manuals of ·the 
services subject to copayments and the exclusions, such as to children under 
18, to pregnant women, to patients in nursing homes, emergency services, 
family planning services, etc., and of the method for filing such claims. 
Refer to Item C. above for details. 

Enforcement procedures for cost sharing exclusions consist of·edits in the 
claims processing system which identify services subject to cost sharing and 
processing as though the cost share had been collected and notifying the 
provider to collect. Also, the edits identify any cost share collected in error, 
process the claim correctly and notify the provider to refund the cost share 
to the recipient. 

E. Cumulative maxirnwns on charges: 

!.~./ Stete policy does not provide for cu.~ulative maximums . 

!__/ Cumulative maximums have been established as described below: 

Tli !:lo. s;-;_ a 

Supe::-secies 

TI1 !:lo. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

STATE OF MISSISSIPPI 

Attachment 4.19-A 
Page 1 

OFFICE OF THE GOVERNOR 

DIVISION OF MEDICAID 

STATE PLAN 

GUIDELINES FOR THE REIMBURSEMENT 

FOR MEDICAL ASSISTANCE RECIPIENTS 

TN No. 2012-008 
Supercedes 

TN No. 2010-028 

OF 

HOSPITALS 

Date Received __ _ 
Date Approvec!APR l 1 20.13. 
Date Effective 10/01/12 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

Chapter or 
Section 
Number 

1 

1-1 

1-2 

1-3 

1-4 

1-5 

1-6 

TABLE OF CONTENTS 

Subject 

Introduction 

Principles and Procedures 

Plan Implementation 

A. Effective Date 

B. CommentPeriod 

C. Retention of Plan Comments 

Plan Evaluation 

Durational Limit Prohibition 

Provider Participation 

Payments to Providers 

A. Assurance of Payments 

B. Acceptance of Payments 

C. Overpayments 

D. Underpayments 

E. Credit Balances 

Hospital Classes 

A. Bed Class of Facilities 

Attachment 4.19-A 
Page2 

Page 

8 

10 

10 

10 

10 

10 

10 

11 

11 

11 

11 

12 

12 

12 

12 

13 

13 

B. Calculation of Average Cost-to-Charge Ratio for Bed 
Classes 

14 

TN No. 2012-008 
Supercedes 

TN No. 2005-012 

Date Received ~......-~­
Dale Approved APR 11 2013 

Dale Effcc live 10/01 /l 2 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

2 

2-1 

2-2 

2-3 

2-4 

TNNo. 2012-008 
Supercedes 

TN No. 2009-002 

Cost Reporting and Cost Finding 

Cost Reporting 

A. Reporting Period 

B. When to File 

C. Failure to File a Cost Report 

D. Extensions for Filing 

E. Delinquent Cost Reports 

F. What to Submit 

G. Where to File 

H. Desk Reviews 

1. Cost Report Completeness 

2. AdditionaJ Information 

3. Desk Review Findings 

4. Use of Desk Review 

5. Provider Notification 

6. Amended Desk Reviews 

Amended Cost Reports 

Cost Finding 

Allowable Costs 

A. Routine Costs 

B. Limitations on Coverage of Costs 

Attachment 4.19-A 
Page3 

15 

15 

15 

15 

16 

16 

16 

17 

19 

19 

19 

20 

21 

21 

22 

22 

22 

23 

23 

24 

24 

Date Received _ _ _ _ 
Date Approved ___ _ 
Date Effective 10/01/12 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

C. Expenses Incurred 

D. Prudent Buyer 

Attachment 4.19-A 
Page4 

24 

25 

E. Costs of Implantable Programmable Baclofen Pumps 25 

2-5 

2-6 

2-7 

2-8 

2-9 

2-10 

TN No. 2012-008 
Supercedes 

TN No. 2010-028 

F. Hospital Assessment 

G. Legal Costs 

H. Depreciation and Interest 

I. Early Periodic Screening Diagnostic and Testing 

J. Public Process 

Cost Report Audits 

A. Background 

B. Common Audit Program 

C. Other Hospital Audits 

D. Retention 

Availability of Hospital Records 

Records of Related Organizations 

Record Keeping Requirements 

Change of Ownership 

A. Change in Ownership of Depreciable Assets 

B. Interest Expense 

c. Loss on Sale of a Hospital 

New Providers 

25 

25 

25 

25 

25 

26 

26 

26 

26 

26 

27 

27 

27 

28 

28 

28 

29 

30 

Date Received ---=~---,-
Date Approved APR 11 2013 
Date Effective 10/01/12 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

2-11 Out-of-State Hospitals 

A. Cost-to-Charge Ratios 

B. Transplants 

C. Specialized Services 

3 Appeals and Sanctions 

Attachment 4.19-A 
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30 

30 

31 

33 

34 

3-1 A. Appeal Procedures - Desk Reviews and Field Audits 34 

4 

4-1 

TNNo. 2012-008 
Supercedes 

TN No. 2005-012 

1. Services Not Requiring CON Approval 

2. CON Approval 

3. Cost of Improvements Due to Certification or 
Licensing Requirements 

4. Incorrect Data 

5. Extraordinary Circumstances 

B. Application of Sanctions 

1. Reasons for Sanctions 

2. Types of Sanctions 

3. Request for Formal Hearing 

C. Appeals - APR-DRG Parameters 

Reimbursement 

Payment Methodology Effective October 1, 2012 

A. Applicability 

B. Primacy of Medicaid Policy 

C. APR-DRG Reimbursement 

34 

34 

34 

35 

35 

36 

36 

38 

38 

39 

40 

40 

40 

40 

40 

Date Received APR l l lBJJ 
Dale Approved ___ _ 
Dale Effective 10/01/12 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

D. DRG Relative Weights 

E. Policy Adjustors 

F. DRG Base Price 

G. DRG Base Payment 

H. Parameters 

I. Cost Outlier Payments 

1. Cost-to-Charge Ratio 

2. Requests for Change in Cost-to-Charge Ratio 

a. Changes Due to a CON 

b. Significant Change in Overall Costs 

c. Intentional Misrepresentation and/or Fraud 
and/or Abuse of Cost Report Information 

d. Appeals 

J. Day Outlier Payments 

K. Transfer Payment Adjustments 

L. Prorated Payment Adjustment 
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R. Long-term Ventilator-dependentPatients Admitted
Prior to October 1, 2012

S. Post-Payment Review

Disproportionate Share Hospital Payments

Qualifying Criteria

Computation of DispropoÍionate Share Payments

Disproportionate Share Payment Period

Timing of Dispropofiionate Share Payments

Audit of Disproportionate Share Payments

DSH Allotment Adjustments

Appendix A - APR-DRG KEY PAYMENT VALUES
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5
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67
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Introduction 
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This plan is for use by providers, their accountants, the Division of Medicaid, and its fiscal agent 

in determining the allowable and reasonable costs of and reimbursement for hospital inpatient 

services furnished to Medicaid recipients. The plan contains procedures to be used by each 

provider in accounting for its operations and in reporting the cost of care and services to the 

Division of Medicaid. The inpatient payment to hospital providers except for Choctaw Indian 

Health Services will be under an All Patient Refined Diagnosis Related Group (APR-DRG) 

reimbursement system. Choctaw Indian Health Services will be reimbursed on a per diem basis 

in accordance with Miss. Code Ann. § 43-13-121; Sec. 1911 [42 U.S.C. 1396j] (a)(b)(c)(d); Section 

1905(b). 

The program herein adopted is in accordance with Federal Statute, Sec. 1396 [42 U.S.C. 1396a]. 

The applicable Federal Regulations are 42 CFR 430; 42 CPR 440.10; 42 CFR 440.160; 42 CPR 

440.230; 42 CPR 441.12; 42 CFR 441, Subpart D; 42 CPR 447, Subparts A, B, C and E; 42 CPR 

455, Subparts A, B, C and D; 42 CFR 456, Subpart B; 42 CPR 482; and 42 CPR 489 Subparts A, 

B, C, D and E. Each hospital that has contractually agreed to participate in the Title XIX 

Medical Assistance Program will adopt the procedures set forth in this plan; each must file the 

required cost report and will be paid for the services rendered on an APR-DRG basis. The 

objective of this plan is to reimburse providers at a rate that is reasonable and adequate for 

efficiently and economically operated hospitals that comply with all requirements of 

participation in the Medicaid program. 
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As changes to this plan are made and approved by the Centers for Medicare and Medicaid 

Services (CMS), the plan document will be updated on the Medicaid website at 

http://www.medicaid.ms.gov. 

Questions related to this reimbursement plan or to the interpretation of any of the provisions 

included herein should be addressed to: 

TNNo. 2012-008 
Supercedes 

TN No. 98-12 

Office of the Governor 
Division of Medicaid 
Suite 1000, Walter Sillers Building 
550 High Street 
Jackson, Mississippi 39201 
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1-1

t-2

TN o. 19-0020
Supercedes
TN No. 2012-008

CHAPTER 1

PRINCIPLES AND PROCEDURES

Plan hn pþlqg!]latio!1

A. Payments under tliis plan will be effective for services with admission dates October l, 2012

and thereafter. The reimbursement period will run from October 1 through September 30 of

each year.

B. The Division of Medicaid will provide an oppoÉunity for interested membels ofthe public to

review and comment on changes to the reimbursement rnethodology beforB it is implernented.

This will be accomplìshed by publishing a public notice on the Agency;s website prior to

implementing the reirîbursement methodology. A period of thiúy (30) days will be allowed

for comment. The Division of Medicaid will notify the administrator of each hospital of their

inpatient Medicaid DRG base rate and inpatient cost-to-charge ratio used to pay cost outlier

payments.

C. The Division of Medicaid shall maintain any comments received on the plan, subsequent

changes to the plan, ol APR-DRG parameters for a period of five (5) years from the date of

receipt.

Plan Evaluation

Documentation will be maintained to effectively monitor and evaluate experience during

administration ol the plan.

Date
Date
Date Effective 07/01/19
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1-3 Durational Limit Prohibition 
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In compliance with Section 6404 of the Omnibus Budget Reconciliation Act of 1990, no 

durational limit will be imposed for medically necessary inpatient services 1) provided in 

disproportionate share hospitals to children under the age of 19 years, or 2) provided in 

any hospital to an individual under the age of 1 year. 

1-4 Provider Participation 

Payments made in accordance with the standards and methods described in this 

attachment are designed to enlist participation of a sufficient number of hospitals in the 

program so that eligible persons can receive the medical care and services included in the 

State Plan, at least to the extent these services are available to the general public. 

1-5 Payments to Providers 

A. Assurance of Payments 

The State will pay each hospital which furnishes the services in accordance with the 

requirements of the State Plan the amount determined for services furnished by the 

hospital according to the standards and methods set forth in the Mississippi Title XIX 

Inpatient Hospital Reimbursement Plan. 

In all circumstances where third party payment is involved, Medicaid will be the 

payer of last resort. 

TN No. 2012-008 
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B. Acceptance of Payments 
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Participation in the program shall be limited to hospitals who accept, as payment in 

full for services rendered to Medicaid recipients, the amount paid in accordance with 

this State Plan. 

C. Overpayments - An overpayment is an amount which is paid by the Division of 

Medicaid to a provider in excess of the amount that is computed with the provisions 

of this plan. All overpayments must be reported and returned by the later of either (1) 

the date which is 60 days after the date on which the overpayment was identified, or 

(2) the date any corresponding cost report is due, if applicable. Any overpayment 

retained by a provider after the deadline for reporting and returning the overpayment 

is an obligation as defined in Section 3729 (b)(3) of Title 31, United States Code. 

Failure to repay an overpayment to the Division of Medicaid may result in sanctions. 

D. Underpayments - An underpayment occurs when an amount which is paid by the 

Division of Medicaid to a provider is less than the amount that is computed in 

accordance with the provisions of this plan. Underpayments, likewise determined, 

will be reimbursable to the provider. 

E. Credit Balances - A credit balance, or negative balance, on a provider's account is an 

amount which is due to the Division of Medicaid. The credit balance is treated as an 

overpayment by the Division of Medicaid and is subject to the rules described above 

for overpayments. 

TNNo. 2012-008 
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State of Missi~sippi 
Title XIX Inpatient Hospital Reimbursement Plan 

1-6 Hospital Classes 

A. Bed Class of Facilities 

The following statewide bed class of facilities shall be used as a basis for evaluating 

adequate access to care and reasonableness of payments in Mississippi and other reasons 

as outlined in the Plan. General hospitals will be classified based on the number of beds 

available per the annual cost report. This number is determined as follows: Total hospital 

beds less nursery beds, NICU beds and beds for provider components paid at a different 

rate or not participating in the Medicaid program. Free-standing psychiatric hospitals are 

a separate class of hospitals with all bed sizes combined. Services provided in long-term 

acute care hospitals, (freestanding Medicare-certified hospitals with an average length of 

inpatient stay greater than twenty-five (25) days and primarily engaged in providing 

chronic or long-term medical care), are only reimbursable for Medicaid beneficiaries 

under the age of twenty-one (21). A separate bed class is set up for these hospitals 

providing services as to Medicaid beneficiaries under twenty-one (21) years of age. 

TN No. 2012-008 
Supercedes 

TN No. 2010-028 

CLASS OF FACILITIES 

1. General Hospitals with 0 - 50 Beds 

2. General Hospitals with 51 - 100 Beds 

3. General Hospitals with 101 - 150 Beds 

4. General Hospitals with 151 - 200 Beds 

5. General Hospitals with 201 or more Beds 

6. Free-Standing Psychiatric Hospitals 

7. Long-term Acute Care Hospital Pediatric Services 
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B. Calculation of Average Cost-to-Charge Ratio of Bed Classes 
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The setting of the average inpatient cost-to-charge ratio for each bed class of facilities 

is determined by using the inpatient cost-to-charge ratio computed for each hospital 

using the Medicare cost report FORM CMS-2552-96, or its successor, and the desk 

review procedures outlined in Section 2- LH. 

TN No. 2012-008 
Supercedes 

TN No. 2010-028 

Date Received ___ _ 

Date Approved A~ If -1 1 -7013 
Date Effective tti1d1/i~ 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 
Title XIX Inpatient Hospital Reimbursement Plan 

CHAPTER2 
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COST REPORTING AND COST FINDING 

2-1 Cost Reporting 

A. Reporting Period 

Each Mississippi hospital participating in the Mississippi Medicaid Hospital program will 

submit a Uniform Cost Report using the appropriate Medicare FORM CMS- 2552-96, or 

its successor. All references to the cost report in this document refer to CMS-2552-96, or 

its successor. A hospital which voluntarily or involuntarily ceases to participate in the 

Mississippi Medicaid Program or experiences a change of ownership must file a cost 

report. Short period cost reports may also be required for changes in status such as a 

change from a general acute care hospital to a critical access hospital. In cases where 

there is a change in fiscal year end, the most recent filed cost report will be used to 

perform the desk review. The year-end adopted for the purpose of this plan shall be the 

same as for Title xvm. 

B. When to File 

Each facility must submit a completed cost report postmarked no later than five (5) 

calendar months after the close of its cost reporting year. Should the due date fall on a 

weekend, a State of Mississippi holiday or a federal holiday, the due date shall be the first 

business day following such weekend or holiday. 

TN No. 2012-008 
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C. Failure to File a Cost Report 
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A hospital which does not file a cost report within six (6) calendar months after the 

close of its reporting period may be subject to cancellation of its Provider Agreement 

at the discretion of the Division of Medicaid, Office of the Governor. 

D. Extensions for Filing 

No routine extensions will be granted. Extensions of time to file may be granted due 

to unusual situations or to match a Medicare filing. Extraordinary circumstances will 

be considered on a case-by-case basis. Extensions may only be granted by the 

Executive Director of the Division of Medicaid. All other filing requirements shall be 

the same as those for Title XVID. If the granted cost report due date extension causes 

a delay in the calculation of the Medicaid inpatient cost-to-charge ratio (CCR), the 

current inpatient CCR on file prior to October 1 of each year will be used to pay cost 

outlier payments. The Division of Medicaid will perform a desk review on the late 

filed cost report(s) upon receipt. After the desk review is completed and the thirty 

(30) day appeal option has been exhausted, the new inpatient CCR is entered into the 

Mississippi Medicaid Management Information System and is in effect through the 

end of the current reimbursement period. No retroactive adjustments will be made. 

E. Delinquent Cost Reports 

Cost reports that are submitted after the due date will be assessed a penalty in the 

TN No. 2012-008 
Supercedes 

TN No. 2009-002 
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amount of $50.00 per day the cost report is delinquent. This penalty may only be waived 

by the Executive Director of the Division of/Medicaid for good cause. Good cause is 

defined as a substantial reason that affords a legal excuse for a delay or an intervening 

action beyond the provider's control, e.g. flood, fire, natural disaster or other equivalent 

occurrence. Good cause does not include ignorance of the law, hardship, inconvenience 

or a cost report preparer engaged in other work. 

F. What to Submit

1. The cost report and related information listed below must be uploaded

electronically to the cost report data base as designated by the Division of

Medicaid.

2. A signed signature page with either a scanned wet signature or digitally signed;

3. Working trial balance;

4. Depreciation expense schedule;

5. Supporting workpapers for:

a. Worksheet S-3

b. Worksheet A-6;

c. Worksheet A-8;

d. Worksheet A-8-1;

6. Worksheet C, Part I total charges workpaper;

8/31/20
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7. Medicare Title XVIII information for the Worksheet D series: 

a. Worksheet D, Parts V & VI. Define what types of services are included on line 

76 OP Psych Therapy, IOP, PHP, etc. and what revenue codes are included. 

Distinguish what part of these costs and charges are 

related to geriatric patients. The MS Division of Medicaid does not reimburse 

for partial hospitalization programs or day treatment programs and geriatric 

psychiatric services; 

b. Worksheet D-1 , Parts I, II & III; 

c. Worksheet 0-3; 

8. Medicaid Title XIX information for the Worksheet D series: 

a. Worksheet D, Parts V & VI. Define what types of services are included on line 

76 OP Psych Therapy, IOP, PHP, etc. and what revenue 

codes are included. Distinguish what part of these costs and charges are 

related to geriatric patients. The MS Division of Medicaid does not 

reimburse for partial hospitalization programs or day treatment programs 

and geriatric psychiatric services; 

b. Worksheet D-1 , Parts I, II & III; 

c. Worksheet D-3; 

9. Medicaid Worksheet E-3, Part VII, specifically lines 8 and 9. 

10. General Information Survey. 

11. For cost reporting periods ending on and after December 31, 2015, providers must 

combine Medicaid fee-for-service and Coordinated Care Organization (CCO) 

hospital inpatient and outpatient claims data (days, charges, etc.) from the 

respective Provider Statistical and Reimbursement Reports (PS&Rs) and report the 

amounts as one number throughout the cost report where Medicaid data is reported 

including, but not limited to, the Worksheets listed in numbers 5.a., 8, and 9 above. 

Providers must submit to DOM the CCO PS&Rs used for each cost reporting period 

as part of the original cost report submission. 

TN No. 16-0010 
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G. Where to File

The cost report and related information must be uploaded electronically to the cost

report data base as designated by the Division of Medicaid.

H. Desk Reviews

The Division of Medicaid will conduct cost report reviews, as deemed necessary,

prior to the reimbursement period.  The objective of the desk reviews is to evaluate

the necessity and reasonableness of facility costs in order to determine the allowable

costs used in the calculation of the inpatient cost-to-charge ratio used to pay cost

outlier payments.  Desk reviews will be performed using desk review programs

developed by the Division of Medicaid. Providers will be notified via the database

web portal of all adjustments made to allowable costs. Facilities have the right of

appeal as described in Section 3-1 of this plan.

The desk review procedures will consist of the following: 

1. The latest cost report available to Medicaid in each calendar year for each hospital

will be reviewed for completeness, accuracy, consistency and compliance with the

Mississippi Medicaid State Plan, Medicare Principles of Reimbursement as

described in the Medicare Provider Reimbursement Manual, 15-1, and

8/31/20
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the Mississippi Administrative Code, Title 23 Medicaid, Part 200 General 

Provider Information, Chapter 2 Benefits, Rule 2.2 Non-Covered Services and 

Part 202 Hospital Services, Chapter 1 Inpatient Services, Rule 1.5 Non-Covered 

Services, regarding non-covered services. 

2. The provider must submit a complete cost report. When it is determined that a 

cost report has been submitted that is not complete enough to perform a desk 

review, the provider will be notified. Providers will be allowed a specified 

amount of time to submit the requested information. For cost reports which are 

submitted by the due date, ten ( 10) working days from the date of the provider's 

receipt of the request for additional information will be allowed for the provider 

to submit the additional information. If requested additional information has not 

been submitted by the specified date, an additional request for the information 

will be made. The provider will be given five (5) working days from the date of 

the provider's receipt of the second request for information. Information that is 

requested that is not submitted following either the first or the second request may 

not be submitted for reimbursement purposes. Providers will not be allowed to: 

submit the information at a later date; submit the information at the time of audit; 

or amend the cost report in order to submit the additional information. An appeal 

of the disallowance of the costs associated with the requested information may not 

be made. Adjustments may be made to the cost report by the Division of 

Medicaid to disallow expenses for which required documentation, including cost 

findings, is omitted. 
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For cost reports submitted after the due date, five (5) working days from the date 

of the provider's receipt of the request for additional information will be allowed 

for the provider to submit the additional information. If there is no response to 

the request, an additional five (5) working days will be allowed for submission of 

the requested information. Providers will not be allowed to: submit the 

information at a later date; submit the information at the time of audit; or amend 

the cost report in order to submit the additional information. An appeal of the 

disallowance of the costs associated with the requested information may not be 

made. Adjustments may be made to the cost report by the Division of Medicaid 

to disallow expenses for which required documentation, including cost findings, is 

omitted; 

3. Once all the information required for the desk review is received, the cost report 

will be reviewed and adjusted: 

a. to reflect the results of desk review and/or field audits; 

b. to adjust for excessive costs; 

c. to determine if the hospital's general routine operating costs are in accordance 

with 42 CFR 413.53. For hospitals having excessive general routine operating 

costs, appropriate adjustments shall be made. 

d. to remove the costs of non-covered services. 

4. Total cost allocated to the Medicaid Program on the appropriate cost reporting 

forms for the purposes of the inpatient cost-to-charge ratio used to pay outlier 

payments shall include capital costs and operating costs. Capital costs are defined 
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by this plan to include those costs reported for Medicare reimbursement purposes 

such as depreciation, non-employee related insurance, interest, rent, and property 

taxes (real and personal). Operating costs are defined as total Medicaid costs less 

capital costs apportioned to the Medicaid Program. Medical education costs will 

not be included in the calculation of the inpatient cost-to-charge ratio used to pay 

outlier payments because these costs will be paid outside the APR-DRG payments 

as noted in section 4-1.0. of this plan. Those Mississippi hospitals that file a cost 

report with no Medicaid activity or that fail to provide all information listed in 2-

lF. will be assigned the average inpatient cost-to-charge ratio for the bed class in 

which the hospital falls. 

5. All desk review findings will be sent to the provider. 

6. Desk reviews amended after the inpatient cost-to-charge ratio (CCR) is determined 

due to an amended cost report will be used only to adjust the CCR from the date 

the amended CCR is calculated and input into the MMIS, through the end of the 

current reimbursement period. No retroactive adjustments to cost outlier payments 

will be made as a result of the change to the inpatient CCR. 

2-2 Amended Cost Reports 

The Division of Medicaid accepts amended cost reports ifthe cost report is submitted prior 

to the end of the reimbursement period in which the cost report is used for payment 

purposes. Amended cost reports must include all information in Section F. above; an 

explanation for the amendment; and workpapers for all forms that are being amended. 

Each form and schedule submitted should be clearly marked "Amended" at the top of the 
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page. If the provider's inpatient cost-to-charge ratio used to pay cost outlier payments is 

changed as a result of the amended cost report, no retroactive adjustments will be made to 

cost outlier payments using the amended cost-to-charge ratio. After the amended desk 

review is completed and the thirty (30) day appeal option has been exhausted the new 

inpatient cost-to-charge ratio will be input into the Mississippi Medicaid Management 

Information System and will be in effect from the date of entry through the end of the 

current reimbursement period. 

Cost reports may not be amended after an audit has been initiated. 

2-3 Cost Finding 

All hospitals are required to detail their cost reports for their entire reporting year making 

appropriate adjustments as required by this plan for determination of allowable costs. 

The cost report must be prepared in accordance with the methods of reimbursement and 

cost finding in accordance with Title XVIIl (Medicare) Principles of Reimbursement, as 

described in the Medicare Provider Reimbursement Manual, 15-1, or as modified by this 

plan. 

2-4 Allowable Costs 

Allowable costs will be determined usmg Title XVIII (Medicare) Principles of 

Reimbursement as described in 42 CFR 413.5 - 413.178 (excluding the inpatient routine 

salary cost differential) and the Mississippi Administrative Code, Title 23 Medicaid, Part 

200 General Provider Information, Chapter 2 Benefits, Rule 2.2 Non-Covered Services 
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and Part 202 Hospital Services, Chapter 1 Inpatient Services, Rule 1.5 Non-Covered 

Services, regarding non-covered services, or as modified by Title XIX of the Act and this 

Plan. 

A. Title XIX reimbursement will not recognize the above average cost of inpatient 

routine nursing care furnished to aged, pediatric, and maternity patients. The 

inpatient routine nursing salary cost differential reimbursed by the Title XVIII 

program will reduce the reasonable cost for determining Title XIX reimbursement as 

required in the applicable CMS cost reporting forms; 

B. Section 42 CFR 413.35 Limitations on Coverage of Costs: Charges to Beneficiaries if 

Cost Limits are Applied to Services - This section will not be applicable to inpatient 

hospital services rendered to Title XIX beneficiaries to prevent a form of 

supplementation reimbursement. However, Section 42 CFR 413.30 Limitations on 

Reimbursable Costs will be applied for determining Title XIX reimbursement; 

C. All items of expense may be included which hospitals must incur in meeting: 

1. The definition of a hospital contained in 42 CFR 440.10 and 42 CFR 440.140 in 

order to meet the requirements of Sections 1902(a), (13) and (20) of the Social 

Security Act; 

2. The requirements established by the State Agency responsible for establishing 

and maintaining health standards under the authority of 42 CFR 431.610; and 

3. Any other requirements for the licensing under state law which are necessary for 

providing hospital inpatient services. 
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D. Implicit in any definition of allowable costs is that those costs should not exceed what

a prudent and cost conscious buyer pays for a given service or item. If costs are

determined to exceed the level that a prudent buyer would incur, then excess costs

would not be reimbursable under the plan. Such cost is allowable to the extent that it

is related to patient care, is necessary and proper, and is not in excess of what would

be incurred by a prudent buyer.

E. The costs of implantable programmable baclofen drug pumps used to treat spasticity

implanted on an inpatient basis are allowable costs for Medicaid cost report

purposes. The cost of the pumps should not be removed from allowable costs on the

cost report.

F. The hospital assessment referred to in Section 43-13-145(4), Mississippi Code of

1972,will be considered allowable costs on the cost report filed by each hospital, in

accordance with the Medicare Provider Reimbursement Manual, l5-1, Section 2122.

G. Legal costs and fees resulting from suits against federal and state agencies

administering the Medicaid program are not allowable costs.

H. Notwithstanding any other subparagraph, depreciation and interest expense shall not

exceed the limitations set forth in Section 2-9.

L lnpatient hospital services provided under the Early Periodic Screening Diagnostic

and Testing (EPSDT) program will be reimbursed at the APR-DRG amount.

J. The State has in place a public process which complies with the requirements of

Section 1902(a) (i 3) (A) of the Social Security Act.
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A. Background - The Division of Medicaid may periodically audit the financial and 

statistical records of participating providers. The hospital common audit program was 

established to reduce the cost of auditing costs reports submitted under Medicare 

(Title XVIII) and Medicaid (Title XIX) and to avoid duplicating audit effort. The 

purpose is to have one audit of a participating hospital which will serve the needs of 

all participating programs reimbursing the hospital for services rendered. 

B. Common Audit Prmrram - The Division of Medicaid has entered into agreements with 

Medicare intermediaries for participation in a common audit program of Titles XVID 

and XIX. Under this agreement, the intermediaries for participation in a common audit 

program shall provide the Division of Medicaid the results of the field audits of those 

hospitals located in Mississippi, upon the Division of Medicaid request to the 

Medicare intermediary. The Division of Medicaid may also request a copy of the final 

cost report from the provider. 

C. Other Hospital Audits - For those hospitals not covered by the common audit 

agreements with Medicare intermediaries, the Division of Medicaid shall be 

responsible for performance of the desk reviews, field reviews and field audits in 

accordance with Title XVill standards. On-site audits will be made when desk reviews 

indicate such are needed. 

D. Retention - All cost reports received from Medicare intermediaries or issued by 
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Medicaid will be kept for a period of at least five (5) years following the date all audit 

findings are resolved. 

2-6 Availability of Hospital Records 

All hospitals are required to maintain financial and statistical records. All records must be 

available upon demand to the Division of Medicaid staff, other State and Federal 

agencies and its contractors, thereof. 

2-7 Records of Related Organizations 

Records of related organizations as defined by 42 CFR 413 .17 must be available upon 

demand to the Division of Medicaid staff, other State and Federal agencies and its 

contractors, thereof. 

2-8 Record Keeping Requirements 

The Division of Medicaid shall retain all uniform cost reports submitted for a period of at 

least five (5) years following the date of submission of such reports and will maintain 

those reports pursuant to the record keeping requirements of 42 CFR 431.17 and in 

accordance with Mississippi State Law. Access to submitted cost reports will be in 

conformity with Mississippi statutes and the Division of Medicaid policy. 
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2-9 Change of Ownership  

A. Change in Ownership of Depreciable Assets - For purposes of this plan, a change in 

ownership of assets includes, but is not limited to, inter vivos gifts, purchases, transfers, 

lease arrangements, cash transactions or other comparable arrangements whenever the 

person or entity acquires a majority interest of the facility.  The change of ownership 

must be an arm’s length transaction consummated in the open market between non-

related parties in a normal buyer-seller relationship.  In a case in which a change in 

ownership of a provider’s depreciable assets occurs, and if a bona fide sale is 

established, the Title XIX basis for depreciation will be the lower of: 

1. The portion of the purchase price properly allocable to a depreciable asset; or 

2. The fair market value of the depreciable asset determined by an independent 

appraiser who is a member of the Society of Real Estate Appraisers; or 

3. The allowable cost basis under Title XVIII (Medicare) cost principles to the owner 

of record on July 18, 1984. 

If the basis of a provider’s depreciable assets is limited to 3 above, then the estimated 

useful life of the assets as used by the seller must be used by the buyer. 

B. Interest Expense – Where interest expense is incurred to finance the purchase of a 

hospital of a depreciable asset used therein and the purchase price exceeds the 

allowable cost basis, interest expense on that portion of the debt or other interest 
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bearing instrument used to finance the excess of the purchase price over the allowable 

cost basis is not considered reasonably related to patient care and is not allowable. 

C. Loss on Sale of a Hospital - The sale of depreciable assets, or a substantial portion 

thereof, at a price less than the Title X1X cost basis of the property as reduced by 

accumulated depreciation calculated in accordance with Medicare (Title XVIII) 

Principles of Reimbursement indicates a loss on the sale of the assets. Such losses are 

not reimbursable under this plan. 

A Mississippi facility which undergoes a change of ownership must notify the Division 

of Medicaid in writing of the effective date of the sale. The seller must file a final cost 

report with the Division of Medicaid from the date of the last cost report to the effective 

date of the sale. The filing of a final cost report may be waived by the Division of 

Medicaid, if the cost report will not be needed for reimbursement purposes. The new 

owner must file a cost report from the date of the change of ownership through the end of 

the Medicare cost report year end. The new owner must submit provider enrollment 

information required under Division of Medicaid policy. 

The inpatient cost-to-charge ratio of the old owner is used to pay cost outlier payments 

for the new owner. The new owner's inpatient cost-to-charge ratio used to pay cost 

outlier payments is calculated for the first rate year beginning October 1, for which the 
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new owner's cost report is available. There are no retroactive adjustments to a new 

owner's inpatient cost-to-charge ratio used to pay cost outlier payments. 

2-10 New Providers - Mississippi hospitals beginning operations during a reporting year will 

file an initial cost report from the date of certification to the end of the cost report year 

end. Each rate year the inpatient cost-to-charge ratio used to pay outlier payments for 

each Mississippi hospital is grouped by bed class (as described in Section 1-6) and an 

average inpatient cost-to-charge ratio is determined for each class. The initial inpatient 

cost-to-charge ratio used to pay cost outlier payments to a new hospital will be the 

average inpatient cost-to-charge ratio used for the bed class of a Mississippi hospital as of 

the effective date of the Medicaid provider agreement until the inpatient cost-to-charge 

ratio is recalculated based on the new hospital's initial cost report. There will be no 

retroactive adjustments to a new hospital's inpatient cost-to-charge ratio used to pay cost 

outlier payments. After the desk review is completed for the new provider's cost report 

and the thirty (30) day appeal option has been exhausted, the new inpatient cost-to-charge 

ratio will be input into the Mississippi Medicaid Management Information System and 

will be in effect through the end of the current reimbursement period. 

2-11 Out-of-State Hospitals 

A. Out-of-state hospitals are reimbursed under the APR-DRG payment methodology. 

The inpatient cost-to-charge ratios (CCRs) used to pay cost outlier payments for each 
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out-of-state hospital are set annually using the Federal Register that applies to the

federal fiscal year beginning October 1 ofeach year, issued prior to the reimbursement

period. The inpatient CCR is calculated using the sum of the statewide average

operating urban CCR plus the statewide average capital CCR for each state.

B. Payment for transplant services is made under the Mississippi APR-DRG payment

rnethodology including a policy adjustor. (Refer to Appendix A.) If access to quality

services is unavailable under the Mississippi APR-DRG payment methodology, a case

rate may be set.

1. A case rate is set at forty percent (40%) of the sum of average billed charges for

transplant services as published in the most cunenl Milliman U.S. Organ and Tissue

Transplant Cost Estimates and Discussion. The transplant case rates are published

on the agency's website at https://medicaid.ms. gov/providers/ fee-schedules-and-

rales/ .

2. The Millìman categories comprising the sum of average billed charges include

outpatient services received thirty (30) days pre-transplant, procurement, hospital

transplant inpatient admission, physician services during transplant and one-

hundred eighty (180) days post (transplant) discharge. Outpatient immunè-

suppressants and other prescriptions are not included in the case rate.
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3. If the transplant stay exceeds the hospital length of stay published by Milliman, an

outlier per-diem payment will be made for each day that exceeds the hospital length

ofstay. The outlier per-diem payment is calculated by taking the difference between

the sum of Milliman's total average billed charges including thirty (30) days pre-

transplant, procurement, hospital transplant inpatient admission, physician services

during transplant and one-hundred eighty (180) days post (transplant) discharge and

the case rate, divided by the maximum outlier days. The outlier per-diem is added

to the case rate for each day that exceeds the hospital length of stay.

4. Total reimbursement of hansplant services cannot exceed one-hundred percent

(100%) ofthe sum ofaverage billed charges for the categories listed in B.2.
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5. Contracts for transplant services negotiated prior to October 1,2012, are honored

through the term of the contract.

6. For transplant services not available in Mississippi and not listed in the most curent

Milliman U.S. Organ and Tissue Transplant Cost Estimates and Discussion, the

Division of Medicaid will make payment using the Mississippi APR-DRG payment

methodology. If Mississippi APR-DRG payment impacts access to care, the

Division will reimburse what the domicile state pays for the service.

C. For specialized services not available in Mississippi, the Division of Medicaid will

make payment based on Mississippi APR-DRG payment methodology. If Mississippi

APR-DRG payment affects access to care, the Division will reimburse what the

domicile state pays for the service or a comparable payment other states '

reimburse under APR-DRG.
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Mississippi inpatient hospital providers who disagree with an adjustment to their 

allowable cost or a calculation in the inpatient cost-to-charge ratio used to pay outlier 

payments may file an appeal to the Division of Medicaid. The following reasons 

would be grounds to file an appeal with the Division of Medicaid: 

1. The addition of new and necessary services not requiring Certificate of Need 

(CON) approval. Notification must be made in writing to the Division of Medicaid 

within thirty (30) days of implementing the services. The submitted cost figures 

must be allocated between capital costs, education costs, and operating costs. 

2. The cost of capital improvements receiving CON approval after inpatient cost-to-

charge ratios were set if those costs were not considered in the calculation. 

Notification must be made in writing to the Division of Medicaid within thirty (30) 

days of implementing the services. The submitted cost figures must be allocated 

between capital costs, education costs, and operating costs. 

3. Cost of improvements incurred because of certification or licensing requirements 

established after inpatient cost-to-charge ratios used to pay cost outlier payments 

were set if those costs were not considered in the calculation. The appeal must be 
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submitted within thirty (30) days of the change in certification or licensing and 

must be sent to the Division of Medicaid in writing. 

4. Incorrect data were used or an error was made in the inpatient cost-to-charge ratio 

calculation. 

5. Extraordinary circumstances which may include but are not limited to riot, strike, 

civil insurrection, earthquakes or flood. 

The appeal must be in writing, must include the reason for the appeal, and must be 

made within thirty (30) calendar days after the Division of Medicaid notified the 

provider of the adjustment. The Division of Medicaid shall respond within thirty (30) 

calendar days after the receipt of the appeal. The request for an appeal adjustment 

must specifically and clearly identify the issue and the total dollar amount involved. 

The total dollar amount must be supported by generally accepted accounting 

principles. The burden of proof shall be on the hospital to demonstrate that costs for 

which the additional reimbursement is being requested are necessary, proper and 

consistent with efficient and economical delivery of covered patient services. 

Notices and responses shall be delivered by certified mail, return receipt requested, 

overnight delivery by a private carrier, by hand delivery, or e-mail, and shall be 

deemed to have been received (a) if by certified mail or overnight mail, on the day the 

delivery receipt is signed, (b) if by hand delivery, on the date delivered, or (c) if by 
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e-mail, on the date an e-mail delivery receipt is received. The hospital will be 

notified of Medicaid's decision in writing within thirty (30) days of receipt of the 

hospital's written request, or within thirty (30) days of receipt of any additional 

documentation or clarification which may be required, whichever is later. Failure to 

submit requested information within the thirty (30) day period shall be grounds for 

denial of the request. If the provider's inpatient cost-to-charge ratio used to pay cost 

outlier payments is changed as a result of the appeal, no retroactive adjustments will 

be made to cost outlier payments using the amended cost-to-charge ratio. The new 

inpatient cost-to-charge ratio will be input into the Mississippi Medicaid Management 

Information System immediately after the appeal decision is rendered and will be in 

· effect through the end of the current reimbursement period. 

B. Application of Sanctions 

1. Sanctions may be imposed by the Division of Medicaid against a provider for any 

one of the following reasons: 

a. Failure to disclose or make available to the Division of Medicaid, or its 

authorized agent, any records of services provided to Medicaid recipients and 

records of payment made therefore. 

b. Failure to provide and maintain quality services to Medicaid recipients within 
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c. Breach of the terms of the Medicaid Provider Agreement or failure to comply 

with the terms of the provider certification as set out on the Medicaid Claim 

form. 

d. Documented practice of charging recipients for services over and above that 

paid by the Division of Medicaid. 

e. Failure to correct deficiencies in provider operations after receiving written 

notice of the deficiencies from the Director of the Mississippi State 

Department of Health, Peer Review Organization, or the Division of 

Medicaid. 

f. Failure to meet standards required by State or Federal law for participation. 

g. Submission of a false or fraudulent application for provider status. 

h. Failure to keep and maintain auditable records as prescribed by the Division 

of Medicaid. 

i. Rebating or accepting a fee or portion of a fee or charge for a Medicaid 

patient referral. 

J· Violating a Medicaid recipient's absolute right of freedom of choice of a 

qualified participating provider of services under the Medicaid Program. 

k. Failure to repay or make arrangements for the repayment of identified 

overpayments, or otheiwise erroneous payments. 

1. Presenting, or causing to be presented, for payment any false or fraudulent 
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m. Submitting, or causing to be submitted, false information for the purpose of 

obtaining greater compensation to which the provider is legally entitled 

(including charges in excess of the fee schedule as prescribed by the Division 

of Medicaid or usual and customary charges as allowed under the Division of 

Medicaid regulations). 

n. Submitting, or causing to be submitted, false information for the purpose of 

meeting prior authorization requirements. 

o. Exclusion from Medicare because of fraudulent or abusive practices. 

p. Conviction of a criminal offense relating to performance of a provider 

agreement with the state, or for the negligent practice resulting in death or 

injury to patients. 

2. The following sanctions may be invoked against providers based on the grounds 

specified herein above: 

a. Suspension, reduction, or withholding of payments to a provider; 

b. Suspension of participation in the Medicaid Program and/or 

c. Disqualification from participation in the Medicaid Program. 

Under no circumstances shall any financial loss caused by the imposition of any 

of the above sanctions be passed on to recipients or their families. 

3. Within thirty (30) calendar days after notice from the Executive Director of the 

Division of Medicaid of the intent to sanction, the provider may request a formal 
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bearing. Such request must be in writing and must contain a statement and be 

accompanied by supporting documents setting forthwith particularly the facts 

which the provider contends places him in compliance with the Division of 

Medicaid regulations or his defenses thereto. Suspension or withholding of 

payments may continue until such time as a final determination is made regarding 

the appropriateness of the claims or amounts in question. Unless a timely and 

proper request for a hearing is received by the Division of Medicaid from the 

provider, the findings of the Division of Medicaid shall be considered a final and 

binding administrative determination. 

The hearing will be conducted in accordance with the Procedures for 

Administrative and Fair Hearings as adopted by the Mississippi Division of 

Medicaid. 

C. Appeals - APR-DRG Parameters 

Providers cannot appeal the APR-DRG base price or any other APR-DRG parameters 

established by the Division of Medicaid described herein. 
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Except as specified m this paragraph, the inpatient prospective payment method 

applies to all inpatient stays in all acute care general, rehabilitation and mental health 

(psychiatric/substance abuse treatment) hospitals. It does not apply to stays where 

Medicare is the primary payer or to "swing bed" stays. It also does not apply to 

Indian Health Services hospitals, where payment is made on a per-diem basis per 

federal law. 

B. Primacy of Medicaid Policy 

Many features of the Medicaid inpatient prospective payment method are patterned 

after the similar method used by the Medicare program. When specific details of the 

payment method differ between Medicaid and Medicare the Medicaid reimbursement 

methodology described here-in prevails. 

C. APR-DRG Reimbursement 

For admissions dated October 1, 2012 and after, the Division of Medicaid will 

reimburse all hospitals a per stay rate based on All Patient Refined Diagnosis Related 

Groups (APR-DRGs). APR-DRGs classify each case based on information contained 
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on the inpatient Medicaid claim:  diagnosis, procedures performed, patient age, patient sex, and 

discharge status.  The APR-DRG determines the reimbursement when the APR-DRG hospital-

specific relative value (HSRV) relative weight is multiplied by the APR-DRG base price.  (The term 

“relative weight” used throughout this document refers to the HSRV relative weight.) 

D.  DRG Relative Weights 

Each APR-DRG version has a set of DRG-specific relative weights assigned to it.  The APR-DRG 

relative weights are calculated by 3M Health Information Systems from the Nationwide Inpatient 

Sample (NIS) created by the Agency for Healthcare Research and Quality.  Each APR-DRG 

relative weight reflects the typical resources consumed per case.  Version 35 relative weights under 

the hospital-specific relative value (HSRV) methodology were calculated as follows:   

1. A one-year dataset of ICD-10 NIS records was compiled, representing 1 million stays. 

2.  All stays were grouped using APR-DRG V.35. 

3. Hospital charges are used as the basis for establishing consistent relative resource use across 

differentiated case types.  To mitigate distortion caused by differences from hospital to 

hospital in marking up charges over cost, claims charges that contribute to relative weights 

are normalized to a standard value such that each hospital has a similar charge level for a 

similar case mix. 

4. A single hospital is omitted from the standardized value for each DRG so that each hospital’s 

charges are standardized to the charges of the omitted hospital. 

5. The standardized average cost of each DRG is normalized by multiplying through the number 

of cases in each DRG and computing a scaling factor to match the total weight of the total 

number of cases, which is applied uniformly to each weight such that average weight across 

the set of DRG weights is 1.0. The result is a set of relative weights that reflect differences in 

estimated hospital cost per APR-DRG.  

An evaluation performed by the Division of Medicaid determined that the national relative weights 

calculated by 3M Health Information Systems corresponded closely 
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to relative weights calculated from Mississippi Medicaid stays. The Division of 

Medicaid therefore chose to use the national weights, for two reasons. First, relative 

weights for low-volume DRGs are more stable when calculated from the large 

national dataset than from relatively small Mississippi Medicaid dataset. Second, the 

national weights are available on an annual basis, so it is not necessary for the 

Division of Medicaid to incur the time and expense to recalibrate relative weights. 

It is the intention of the Division of Medicaid to update the relative weights whenever 

the Division of Medicaid adopts a new version of the APR-DRG algorithm. A state 

plan amendment will be submitted any time the relative weights are updated. 

The relative weight is applied to determine the APR-DRG Base Payment that will be 

paid for each admit-through-discharge case regardless of the specific services 

provided or the exact number of days of care. The weights are applied prospectively 

and no retroactive claims adjustments are made. The APR-DRG weights are posted 

on the Medicaid website at http://www.medicaid.ms.gov. 

E. Policy Adjusters 

When the Division of Medicaid determines that adjustments to relative weights for 

specific DRGs are appropriate to meet Medicaid policy goals, a "policy adjustor" 
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may be applied to increase or decrease these relative \¡/eights. Policy adjustors are typically

implemented to ensure that payments are consistent with efficiency and access to quality care.

They are typically applied to boost payment for services where Medicaid represents a large

part ofthe market and therefore Medicaid rates can be expected to affect hospitals' decisions

to offer specific services and at what level. Policy adjustors may also be needed to ensure

access to very specialized services offered by only a few hospitals. By definition, policy

adjustors apply to any hospital that provides the affected service.

The specific values ofeach policy adjustor are reflected in Appendix A.

F. DRG Base Price

The same base price is used for all stays in all hospitals. The base price was set at a budget-

neutral amount per stay based on an analysis ofhospital inpatient stays from the previous state

fiscal year. The Division of Medicaid will not make retroactive payment adjustrnents,

The base price is reflected in Appendix A.

G. DRG Base Pavment

For each stay, the DRG Base Payment equals the DRG Relative Weight multiplied by the

DRG Base Price with the application ofpolicy adjustors, as applicable. Additional payments

and adjustments are made as described in this section and in Appendix A.
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The parameters of base price, policy adjustors, relative weights, and outliers interact 

with payment methodology to determine payments. Changes to any of the parameters 

will be updated through a state plan amendment. 

The parameters are prospective and will not be implemented retroactively. 

I. Cost Outlier Payments 

Extraordinarily costly cases in relation to other cases within the same DRG because 

of the severity of the illness or complicating conditions may qualify for a cost outlier 

payment. This is an add-on payment for expenses that are not predictable by the 

diagnoses, procedures performed, and other statistical data captured by the DRG 

grouper. 

The additional payment for a cost outlier is determined by calculating the hospital's 

estimated loss. The estimated loss is determined by multiplying the Medicaid 

covered charges for each claim by the hospital's inpatient cost-to-charge ratio minus 

the DRG base payment. The hospital's inpatient cost-to-charge ratio is limited to a 

maximum of 100%. If the estimated loss is greater than the DRG cost outlier 

threshold established by the Division of Medicaid (see Appendix A), then the cost 

outlier payment equals the estimated loss minus the DRG cost outlier threshold 

multiplied by the DRG Marginal Cost Percentage (see Appendix A). For purposes of 
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this calculation, the DRG base payment is net of any applicable transfer adjustment 

(see Section J of this chapter). 

Stays assigned to mental health DRGs are not eligible for cost outlier payments, but 

may qualify for a day outlier payment if the mental health stay exceeds the DRG 

Long Stay Threshold (see Section I of this chapter and Appendix A). 

1. Cost-to-Charge Ratio - The inpatient cost-to-charge ratio used to pay inpatient 

cost outlier payments will be calculated as noted in Section 2-1, H. 

2. Requests for Change in Inpatient Cost-to-Charge Ratio 

a. Changes Due to a Certificate of Need (CON) - A hospital may at times offer to 
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the public new or expanded services, purchase equipment, drop such services, 

or retire equipment which requires (CON) approval. Within thirty (30) 

calendar days of implementing a CON approved change, the hospital must 

submit to the Division of Medicaid a budget showing the allocation of the 

approved amount to the Medicaid Program. This amount must be separated as 

applicable between capital costs, educational costs and operating costs. The 

budget must show an estimate of any increase or decrease in operating costs 

and charges applicable to the Medicaid Program due to the change, as well as 

the effective date of the change. Such amounts will be subject to desk review 

and audit by the Division of Medicaid. Allowance for such changes shall be 

made to the hospital's inpatient cost-to-charge ratio as provided elsewhere in 
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this plan. Failure to submit such required information within thirty (30) days 

will be a basis for disallowance of all expenses associated with the change. If 

the provider's inpatient cost-to-charge ratio used to pay cost outlier payments 

is changed as a result of the CON, no retroactive adjustments will be made to 

cost outlier payments using the amended inpatient cost-to-charge ratio. After 

the amended desk review is completed and the thirty (30) day appeal option 

has been exhausted the new inpatient cost-to-charge ratio will be input into the 

Mississippi Medicaid Management Information System and will be in effect 

through the end of the current reimbursement period. 

b. Significant Change in Overall Costs - A hospital should request a revision to 
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its inpatient cost-to-charge ratio used to pay cost outlier payments to the 

Division of Medicaid whenever a provider can demonstrate that the allowable 

Medicaid inpatient cost-to-charge ratio using the most recently filed cost 

report has changed by 5% or more as compared to the existing cost-to-charge 

ratio. Requests which do not result in a percentage change of at least 5% 

more or less than the current cost-to-charge ratio wiJl not be granted. The 

request must be submitted in writing to the Division of Medicaid, clearly 

identifying the grounds of the request and the percentage change in question. 

Copies of documenting support for the request must be included. Such 

amounts will be subject to desk review and audit by the Division of Medicaid. 

Facilities should make every effort possible to ensure that requests which do 

not meet the criteria are not submitted. If the provider's inpatient cost-to-
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charge ratio used to pay cost outlier payments is changed, no retroactive 

adjustments will be made to cost outlier payments using the amended 

inpatient cost-to-charge ratio. After the amended desk review is completed 

and the thirty (30) day appeal option has been exhausted, the new inpatient 

cost-to-charge ratio will be input into the Mississippi Medicaid Management 

Information System and will be in effect through the end of the current 

reimbursement period. 

c. Intentional Misrepresentation and/or Suspected Fraud and/or Abuse of Cost 

Report Information - Such adjustment shall be made retroactive to the date of 

the original inpatient cost-to-charge ratio. At the discretion of the Division of 

Medicaid, this shall be grounds to suspend the hospital from the Mississippi 

Medicaid program until such time as an administrative hearing is held, if an 

administrative hearing is requested by the hospital. 

d. Appeals - Appeals are made to the Division of Medicaid as provided in Section 

3-1 of this plan. 

J. Day Outlier Payments 

Inpatient psychiatric hospital services are reimbursed under the APR-DRG 

methodology. Day outlier payments may be made only to stays assigned to mental 

health DRGs for mental health long lengths of stay for exceptionally expensive cases. 

A stay becomes a day outlier when it exceeds . the DRG Long Stay Threshold 
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determined by the Division of Medicaid (see Appendix A). In addition to the DRG 

base payment, all days after the threshold are paid per diem at the DRG Day Outlier 

' Statewide Amount. 

K. Transfer Payment Adjustments 

The transfer payment adjustment applies when a patient is transferred to another acute 

care hospital or leaves the hospital against medical advice. It does not apply when a 

patient is discharged to a post-acute setting such as a skilled nursing facility. The 

receiving hospital is not impacted by the transfer payment adjustment unless it 

transfers the patient to another hospital. 

The transfer payment is initially calculated as a full payment. The full payment 

calculation is divided by the nationwide average length of stay for the assigned DRG 

to arrive at a per diem amount. The per diem amount is then multiplied by the actual 

length of stay, except that payment is doubled for the fust day. The payment is the 

lesser of transfer-adjusted payment or what the payment would have been if the 

patient had not been transferred. 

See Appendix A for the discharge status values that define an acute care transfer for 

purposes of APR-DRG payment. 
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L.   Prorated Payment Adjustment 

When a beneficiary has Medicaid coverage for fewer days than the length of stay, then 

payment is prorated.  The payment amount is divided by the nationwide average length 

of stay for the assigned DRG to arrive at a per diem amount.  The per diem amount is 

then multiplied by the actual length of stay, except that payment is doubled for the first 

day.  The payment will be the lesser of prorated payment or regular payment for the 

entire stay.  

 
M.  DRG Payment Amount, Allowed Amount and Paid Amount 

The DRG Payment Amount equals the DRG Base Payment with any applicable policy 

adjustors, plus outlier payments if applicable, with transfer and/or prorated adjustments 

made if applicable.  If the sum of these amounts is more than the total billed charges on 

the claim, the DRG Payment Amount will be limited to the total billed charges.  The 

Allowed Amount equals the DRG Payment Amount plus applicable add-on payments 

such as medical education. The Paid Amount equals the Allowed Amount minus 

copayments and third-party liability. 

 
N.  Three-Day Payment Window 

The three-day payment window applies to inpatient stays in hospitals. The window 

applies to services provided to a patient by the admitting hospital, or by an entity wholly 

owned or operated by the admitting hospital. Under the three-day window, certain 

services are considered to be included in the fee-for-service inpatient stay. Services 

included in the inpatient stay may not be separately billed to the Division of 
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Medicaid or to a Medicaid managed care plan when a beneficiary has managed care 

coverage for outpatient care but fee-for-service coverage for inpatient care. Specific 

provisions are as follows. 

1. Diagnostic services provided to a patient within three (3) days prior to and 

including the date of an inpatient admission are included within the inpatient 

stay. 

2. Therapeutic (non-diagnostic) services related to an inpatient admission and 

provided to a beneficiary within three (3) days prior to and including the date of 

the inpatient admission are included within the inpatient stay. Therapeutic 

services clinically distinct or independent from the reason for the beneficiary's 

inpatient admission may be separately billed on an outpatient claim with the 

appropriate code. Such separately billed services are subject to review. 

Medical record documentation must support that the services are unrelated to 

the inpatient admission. 

3. Maintenance renal dialysis provided on an outpatient basis within the three days 

prior to and including the date of the inpatient admission may be separately 

billed and separately paid. 

4. Although the Division of Medicaid's policy is based on Medicare policy, 

Medicaid's policy applies if there is a difference. 
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Reimbursement for baclofen pumps, as for other supplies, services and devices, will 

be included within the DRG payment. No separate reimbursement will be made. 

P. Payment Adjustment for Provider Preventable Conditions 

Citation - 42 CFR 447, 434, 438, and 1902(a)(4), 1902(a)(6), and 1903 

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and 

sections 1902(a)(4),1902(a)(6), and 1903 of the Social Security Act, with respect to 

non-payment for provider-preventable conditions. 

Health Care-Acquired Conditions 

The State identifies the following Health Care-Acquired Conditions for non-payment 

under Section 4.19-A: 

X Hospital-Acquired Conditions as identified by Medicare other than Deep Vein 

Thrombosis (DVT)/Pulmonary Embolism (PE) following total knee replacement or 

hip replacement surgery in pediatric and obstetric patients. 

Section 2702 of the Patient Protection and Affordable Care Act of 2010 prohibits 

Federal payments to States under section 1903 of the Social Security Act for any 

amounts expended for providing medical assistance for certain hospital inpatient 

provider-preventable conditions (PPC) and health care-acquired conditions (HCAC) 

for dates of service effective October 1, 2011, for individuals for which Medicaid is 
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primary and those dually eligible for both the Medicare and Medicaid programs. This 

policy applies to all Mississippi Medicaid enrolled hospitals except for Indian Health 

Services. Reduced payment to providers is limited to the amounts directly 

identifiable as related to the PPC and the resulting treatment. The payment reduction 

will not apply to Deep Vein Thrombosis/Pulmonary Embolism (DVT/PE) as related 

to a total knee replacement or hip replacement for children under age twenty-one or 

pregnant women. 

Other Provider-Preventable Conditions 

The State identifies the following Other Provider-Preventable Conditions for non-

payment under Section 4.19A: 

X Wrong surgical or other invasive procedure performed on a patient; surgical or 

other invasive procedure performed on the wrong body part; surgical or other 

invasive procedure performed on the wrong patient. 

___ Additional Other Provider-Preventable Conditions identified below (please 

indicate the section(s) of the plan and specific service type and provider type to which 

the provisions will be applied). 

No reduction in payment for a provider preventable condition will be imposed on a 

provider when the condition defined as a PPC for a particular patient existed prior to 
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Reductions in provider payment may be limited to the extent that the following apply: 

1. The identified provider-preventable conditions would otherwise result in an 

increase in payment. 
/ 

2. The State can reasonably isolate for nonpayment the portion of the payment 

directly related to treatment for, and related to, the provider-preventable 

conditions. 

Non-payment of provider-preventable conditions shall not prevent access to services 

for Medicaid beneficiaries. 

The following method will be used to determine the related reduction in payments 

.for hospital inpatient Health Care-Acquired Conditions and Other Provider 

Preventable Conditions which includes Never Events as defined by the National 

Coverage Determination for dates of service beginning on or after October 1, 2012, 

through June 30, 2014: 

Once per quarter, paid claims identified in the Mississippi Medicaid Management 

Information System (MMIS) with a POA indicator of ''N,, or "U", will be run 

through a Medicare DRG Grouper, once without the appropriate POA indicator with 

the application of the Medicare list of Health Care-Acquired Conditions and Other 

Provider-Preventable Conditions, and once with the appropriate POA indicator with 

the application of the Medicare list of Health Care-Acquired Conditions and Other 
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Provider-Preventable Conditions. If a difference in payment between the two claims 

is indicated, the following steps will be performed. 

a. The original claim will be voided. 

b. The original claim will be reprocessed and manually re-priced to reflect the 

reduction in payment due to the PPC. The payment amount will be calculated by 

taking the original APR-DRG Medicaid allowed amount, less the difference in 

payment resulting in the paragraph above. 
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Calculation of the Provider-Preventable Conditions (PPg 
Reduction in Payment for Hospital Inpatient Services 

The following example reflects the calculation and application of the reduction in hospital 
inpatient payments for Provider-Preventable Conditions (PPC) including Health Care­
Acquired Conditions (HCAC) and Other Provider Preventable Conditions (OPPC). 

PPC Payment Reduction Calculation for Dates of Service beginning on or after 
October 1, 2012, through June 30, 2014 - Once quarter!~ · a report will be run by the 
Division of Medicaid to identify those paid claims with a Present on Admission (POA) 
indicator of "N" or "U" with Health Care-Acquired Conditions and Other Provider 
Preventable Conditions. The payment reduction will be based on the Medicare DRG 
grouper for claims with dates of service on or after October 1, 2012, through June 30, 2014, 
as calculated below. 

Col.A Col.B Col.C Col.D Col. E Col. F Col.G 

O!lginal XIX Medicare Medicare 
APR·DRG grouper grouper Reductlon In 
Allowed payments fOf payments f()( XIX Payments 

Provider Amount per HCAC/OPPC HCAC/OPPC f()( PPCs 
Number TCN number Dates of Service MMISbefore w/o POA• wlthPOA· (Col. E - Col. F) 

PPC reduction 
0022XXX1 xxxxxxxxxxxxxxxxx 10/01/12 -10/14112 $8144.63 $11 500 $12,800 ($1 300 
00020XX9 xxxxxxxxxxxxxxxxx 10/10/12- 10/14112 $6374.68 $5 720 $5,720 ($0 
00020XX5 xxxxxxxxxxxxxxxxx 11/09/12- 11/ 14112 $5,695.10 $6000 $6540 ($540 
0022XXX4 xxxxxxxxxxxxxxxxx 11/15112-11/24112 $13 326.66 $10,898 $11,280 ($382 
00020XX4 xxxxxxxxxxxxxxxxx 12/03112 -12/08/12 $6 790.60 $8,350 $8350 ($0 

Total $40,331 .67 $44,690 $42,468 ($2,222 

*Please note that the Medicare grouper payment amounts are for illustrative purposes only 
and do not reflect actual grouper amounts. 

The original paid claims indicated above would be voided and reprocessed and manually re­
priced to reflect the reduction in Column G. For instance, the first claim that originally paid 
$8,144.63 would be voided and manually re-priced to pay $6,844.63 ($8144.63 -
$1,300.00). The payment reduction of $1,300.00 would be recovered from the provider on 
their remittance advice. 

PPC Payment Reductions for Dates of Service ending on or after July l, 2014 -
Effective for hospital inpatient dates of service ending on or after July 1, 2014, payment 
reductions for HCACs and Other Provider Preventable Conditions will be made through the 
claims payment system through the use of the 3M APR-DRG HCAC utility under the All 
Patient Refined Diagnosis Related Group payment methodology. 
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Q. Medical Education Payments

The Mississippi Division of Medicaid (DOM) reimburses Mississippi hospitals which

meet the following criteria: (1) accreditation from the Accreditation Council for Graduate

Medical Education (ACGME) or the American Osteopathic Association (AOA), (2) has

a Medicare approved teaching program for direct graduate medical education (GME)

costs, and (3) is eligible for Medicare reimbursement.  The hospital must be accredited

at the beginning of the state fiscal year in order to qualify for the quarterly payments

during the payment year.  To be eligible for payment, services must be performed on the

campus of the teaching hospital or at a participating hospital site. Only the teaching

hospital or the participating hospital site is eligible for reimbursement.   DOM does not

reimburse for indirect GME costs.

Medical education payments are calculated annually on July 1, as a per resident amount

based on the total Medicaid hospital inpatient stays as calculated by DOM.  During the

year of implementation, effective October 1, 2019, the payments will be made to eligible

hospitals in three (3) equal installments in December, March and June.  Thereafter, the

payments will be made to eligible hospitals on a quarterly basis in September, December,

March and June.  The number of residents per hospital  is defined as the sum of the

number of Medicare approved resident full time equivalents (FTEs) reported on the

applicable lines on the most recent Medicare cost report filed with DOM for the calendar

year immediately prior to the beginning of the state fiscal year for established programs.

Any hospital which establishes a new accredited teaching program or is in a five (5)

year resident cap building period for the teaching program must submit

09/02/2020
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documentation of accreditation, Medicare approval,  the most recent Medicare interim 

rate letter, and start date of the GME program prior to the July 1 calculation of the 

payments.  The number of residents used to calculate medical education payments 

during cap building years will be the number of FTEs as reported on the Medicare 

interim rate letter.  If the number of FTEs reported on the Medicare interim rate letter 

does not cover the entire cost reporting period, the reported FTEs will be annualized 

and used to calculate medical education payments.   The program must be in operation 

as of July 1 of the payment year.  

The per resident rate will be as follows: 

A. For residencies of Mississippi academic health science centers with a Level 1

trauma center:

1. $65,000 per FTE for hospitals with 7,500 or more Medicaid hospital inpatient

stays, or

2. $55,000 per FTE for hospitals with fewer than 7,500 Medicaid hospital inpatient

stays.

B. For residencies of all other accredited hospitals:

1. $35,000 per FTE for hospitals with greater than 7,500 Medicaid hospital

inpatient stays,

2. $27,500 per FTE for hospitals with 2,000 to 7,500 Medicaid hospital inpatient

stays, or

3. $25,000 per FTE for hospitals with fewer than 2,000 Medicaid hospital inpatient

stays.

Medical education costs will not be reimbursed to out-of-state hospitals.

09/02/2020
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R. Long-term Ventilator-dependent Patients Admitted Prior to October l, 2012 

Payment for ventilator-dependent patients admitted to the hospital prior to October 1, 2012 

will continue to be reimbursed on a per diem basis until they are discharged from the 

hospital, the per diem in effect in the preceding year will be increased by the percentage 

increase. For hospitals with these patients, for rate years beginning October 1, 2012, and 

thereafter of the most recent Medicare Inpatient Hospital PPS Market Basket Update as of 

October 1 of each year as published in the Federal Register. All patients admitted to a 

hospital on or after October 1, 2012 will be reimbursed under the APR-DRG methodology. 

S. Post-Payment Review 

All claims paid under the APR-DRG payment methodology are subject to post-payment 

review. 

T. Payments Outside of the DRG Base Payment 

The following payments are made outside of, and in addition to, the DRG base payment: 

Long Acting Reversible Contraceptives (LARCs) and their insertion at the time of delivery 

will be reimbursed separately from the APR-DRG payment. A separate outpatient claim may 

be submitted by the hospital for reimbursement for LARCs and their insertion at the time of 

delivery. Reimbursement for the insertion of LARCs at the time of delivery will be based on 

the Physician Fee Schedule effective July 1, 2016, and updated annually as described in 

Attachment 4.19-B. The LARC will be reimbursed at the lesser of the provider's usual and 

customary charge or the fee listed on the Physician Administered Drugs and Implantable 

Drug System Devices Fee Schedule effective July 1, 2016, and updated quarterly as described 

in Attachment 4.19-B. All fees are published on the Division of Medicaid's website at 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/. 
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CHAPTERS 
DISPROPORTIONATE SHARE HOSPITAL PAYMENTS 

5-1 Qualifying Criteria 

Disproportionate Share Hospitals - All hospitals satisfying the minimum federal DSH 

eligibility requirements (Section 1923(d) of the Social Security Act) shall, subject to 

OBRA 1993 payment limitations, receive a DSH payment. This DSH payment shall 

expend the balance of the federal DSH allotment and associated state share not utilized in 

DSH payments to state-owned institutions for treatment of mental diseases. 

A hospital will qualify as a disproportionate share hospital if the criteria listed below are 

met. 

A. Except as provided in a. and b. below, no hospital may qualify as a disproportionate 

share hospital for Medicaid unless the hospital has at least two (2) obstetricians who 

have staff privileges at the hospital and who have agreed to provide obstetric services 

to individuals who are entitled to Medicaid under an approved State Plan. In the case 

of a hospital located in a rural area (an area located outside of a Metropolitan 

Statistical Area, or MSA, as defined by the Executive Office of Management and 

Budget), the term "obstetrician" includes any physician with staff privileges at the 

hospital to perform non-emergency obstetric procedures. 
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Paragraph A., above, shall not apply to a hospital: 

a. the inpatients of which are predominantly individuals under eighteen (18) 

years of age; or 

b. which did not offer non-emergency obstetric services as of December 22, 

1987. 

and; 

B. 1. The hospital's Medicaid inpatient utilization rate must be not less than 1 %. For 

purposes of this paragraph, the term "Medicaid inpatient utilization rate" means, 

for a hospital, a fraction (expressed as a percentage), the numerator of which is 

the hospital's number of inpatient days attributable to patients who (for such days) 

were eligible for medical assistance under an approved Medicaid State Plan in a 

period, and the denominator of which is the total number of the hospital's 

inpatient days in that period. In this paragraph, the term "inpatient day" includes 

each day in which an individual (including a newborn) is an inpatient in the 

hospital, whether or not the individual is in a specialized ward and whether or not 

the individual remains in the hospital for lack of suitable placement elsewhere, or 

2. The hospital's low-income utilization rate exceeds twenty-five percent (25%). For 

purposes of this paragraph, the term "low-income utilization rate" means, for a 

hospital, the sum of: 

a. a fraction (expressed as a percentage) the numerator of which is the sum (for a 
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period) of the total revenues paid the hospital for patient services under an 

approved Medicaid State Plan and the amount of the cash subsidies for patient 

services received directly from State and local governments, and the 

denominator of which is the total amount of revenues of the hospital for 

patient services (including the amount of such cash subsidies) in the period; 

and; 

b. a fraction (expressed as a percentage) the numerator of which is the total 

amount of the hospital's charge for inpatient hospital services which are 

attributable to charity care in a period less the portion of any cash subsidies 

for patient services received directly from State and local governments. The 

total charges attributable to charity care shall not include contractual 

allowances and discounts (other than for indigent patients not eligible for 

medical assistance under an approved Medicaid State Plan); and the 

denominator of which is the total amount of the hospital's charges for 

inpatient hospital services in the hospital in the period. 

3. No hospital may qualify as a disproportionate share hospital under this State Plan 

unless it is domiciled within the State of Mississippi. 

5-2 Computation of Disproportionate Share Payments 

A. Disproportionate share payments to hospitals that qualify for disproportionate share 

may not exceed one hundred percent (100%) of the costs of furnishing hospital 
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services (including GME program costs approved in accordance with Section 4-1.Q. ofthis plan) by

the hospital to patients who either are eligible for medical assistance under this (or another state's)

State Plan, or have no health insurance (or other source of tlìird party coverage) for services

provided during the year less any payments made by Medicaid, other than for disproportionate share

payments, and less any payments made by uninsured patients. For purposes of this section,

payments made to a hospital for services provided to indigent patients made by a State or a unit of

local govemment within a State shall not be considered to be a source of third party payment. For

Medicaid DSH payment purposes, .Medicaid costs include costs of treating Medicaid-eligible

patients with additional third-party coverage, including Medicare, along with the offsetting Medicare

and third party payments. .

B. The payment to each hospital shall be calculated by applying a uniform percentage required to

allocate 100o/o of the MS DSH allotment to all DSH eligible hospitals for the rate year to the

uninsured câre cost of each eligible hospital, excluding state-owned institutions for treatment of

mental diseases; however, that percentage for a state-owned teaching hospital located in Hinds

County shall be multiplied by a factor of two (2).

C. For each state fiscal year from 2015 forward, the state shall use uninsured costs from the hospital

data related to the most recently filed and longest cost reporting period ending in the calendar year

prior to the beginning ofthe state fiscal year.

L Those hospital assessments removed on the facility's cost repofi in accordance with the

Medicare Provider Reimbursement Manual, l5-1, Secfion 2122, should be identified on the

hospital DSH survey for add-back in the computation of the uncompensated care costs for

Medicaid DSH payment purposes.

D. The Division of Medicaid shall implement DSH calculation methodologies that result in the

maximization of available federal funds.

5-3 Disproportionate Share Payment Period

The DSH payment period is from October I through September 30. The determination of a hospital

disproportionate share status is made annually for hospitals that meet the DSH requirements as of

October l. Once the list of dispropoftionate
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share hospitals is determined for a rate fiscal year, no additional hospitals will receive 

disproportionate share status. A hospital will be deleted from disproportionate share 

status if the hospital fails to continue providing nonemergency obstetric services during 

the DSH rate year, if the hospital is required to provide such services for DSH eligibility. 

5-4 Timing of Disproportionate Share Payments 

The DSH payments shall be paid on or before December 31, March 31, and June 30 of 

each fiscal year, in increments of one-third (113) of the total calculated DSH amounts. 

5-5 Audit of Disproportionate Share Payments 

As required by Section 19230) of the Social Security Act related to auditing and 

reporting of disproportionate share hospital payments, the Division of Medicaid will 

implement procedures to comply with the Disproportionate Share Hospital Payments 

final rule issued in the December 19, 2008, Federal Register, with effective date of 

January 19, 2009, to ensure that the hospital specific DSH limits have not been exceeded. 

Any funds recouped as a result of audits or other corrections shall be redistributed to 

other DSH eligible hospitals within the state, provided each hospital remains below their 

hospital specific DSH limit. Funds shall be redistributed to the state hospital with the 

highest Medicaid Inpatient Utilization Rate (MIUR). Any remaining funds available for 

redistribution shall be redistributed first to other state hospitals in the order of MIUR 

TNNo. 2012-008 
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TNNo. NEW 
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from highest to lowest, then to govemment non-state hospitals in the order of MIUR from

highest to lowest, then to private hospitals in the order of MIUR from highest to lowest.

5-6 DSH Allotment Adi ustments

If the federal government adjusts the DSH allotment available to Mississippi prior to the

month of a scheduled payment within the DSH payment year, this revised Mississippi

DSH allotment will be utilized in the next scheduled DSH payment. However, if the

federal govemment revises the Mississippi DSH allotment aíìer June 1 of the DSH

payment year, this revised DSH allotment will be incorporated into an additional DSH

distribution, negative or positive, that will be with the next DSH payment but based on

the DSH calculation for the DSH payment year. All DSH payments are subject to the

State's lower DSH payment limit.
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APPENDIX A 

APR-DRG KEY PAYMENT VALUES 

The table below reflects key payment values for the APR-DRG payment methodology described in this Plan.  

These values are effective for discharges on and after July 1, 2020. 

Payment Parameter Value Use 

3MTM APR-DRG version V.35 Groups every claim to a DRG 

DRG base price $6,590 Rel. wt. X DRG base price = DRG base payment 

Policy adjustor – obstetrics and normal newborns 1.50 Increases relative weight and payment rate 

Policy adjustor – neonate 1.40 Increases relative weight and payment rate 

Policy adjustor – mental health pediatric 1.95 Increases relative weight and payment rate 

Policy adjustor – mental health adult 1.50 Increases relative weight and payment rate 

Policy adjustor – Rehabilitation 2.00 Increases relative weight and payment rate 

Policy adjustor – Transplant (adult and pediatric) 1.50 Increases relative weight and payment rate 

DRG cost outlier threshold $53,500 Used in identifying cost outlier stays 

DRG cost outlier marginal cost percentage 60% Used in calculating cost outlier payment 

DRG long stay threshold 19 All stays above 19 days require TAN on days 

DRG day outlier statewide amount $450 Per diem payment for mental health stays over 19 days 

Transfer status - 02 – transfer to hospital 02 Used to identify transfer stays 

Transfer status - 05 –transfer other 05 Used to identify transfer stays 

Transfer status – 07 – against medical advice 07 Used to identify transfer stays 

Transfer status – 63 – transfer to long-term acute care hospital 63 Used to identify transfer stays 

Transfer status – 65 – transfer to psychiatric hospital 65 Used to identify transfer stays 

Transfer status – 66 – transfer to critical access hospital 66 Used to identify transfer stays 

Transfer status – 82 – transfer to hospital with planned 

readmission

82 Used to identify transfer stays 

Transfer status – 85 – transfer to other with planned readmission 85 Used to identify transfer stays 

Transfer status – 91 – transfer to long-term hospital with planned 

readmission 
91 Used to identify transfer stays 

Transfer status – 93 – transfer to psychiatric hospital with 

planned readmission 
93 Used to identify transfer stays 

Transfer status – 94 – transfer to critical access hospital with 

planned readmission 
94 Used to identify transfer stays 

DRG interim claim threshold 30 Interim claims not accepted if < 31 days 

DRG interim claim per diem amount $850 Per diem payment for interim claims 

9/10/20
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Methods and Standards For Establishing Payment Rates-Other Types of Care 

Citation 

42 CFR 434.6, 438.6, 447.26 and 1902(a)(4), 1902(a)(6), and 1903 of the Social Security Act 

Payment Adjustment for Other Provider Preventable Conditions 

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and 
sections 1902(a)(4), 1902(a)(6), and 1903 with respect to non-payment for other provider 
preventable conditions.  

Other Provider Preventable Conditions 

The State identifies the following Other Provider Preventable Conditions for non-payment under 
Section 4.19(B) of this plan. 

X   Wrong surgical or other invasive procedure performed on a patient; surgical or other 
invasive procedure performed on the wrong body part; surgical or other invasive 
procedure performed on the wrong patient.  

Effective June 1, 2012, Medicaid will make zero payments to providers for Other Provider 
Preventable Conditions which includes Never Events (NE) as defined by the National Coverage 
Determinations (NCD).  The Never Events (NE) as defined in the NCD include Ambulatory 
Surgical Centers (ASC) and practitioners, and these providers will be required to report NEs. 
Practitioners are defined in Attachment 4.19 B-Pages 2b, 3, 5, 6b, 6d, 9, and 17 and 4.19E-Page 
9. 

Reimbursement for conditions described above is defined in Attachment 4.19-B, Page 1a.1, of 
this State Plan.  

__  Additional Other Provider Preventable Conditions identified below (please indicate 
the section(s) of the plan and specific service type and provider type to which the 
provisions will be applied.) 
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Payment for Other Provider Preventable Conditions to include the three Never Events: 
 
Effective June 1, 2012, and in accordance with Title XIX of the Social Security Act-Sections 
1902(a)(4), 1902(a)(6), and 1903 and 42 CFR’s 434.6, 438.6, 447.26, Medicaid will make no 
payments to providers for services related to Other Provider Preventable Conditions (OPPC’s) 
that at a minimum must include the Never Events (NE).  
 
Never Events will be identified with the appropriate ICD-10 diagnosis codes for: 

• Performance of wrong operation (procedure) on correct patient 
• Performance of operation (procedure) on patient not scheduled for surgery 
• Performance of correct operation (procedure) on the wrong side/body part 

 
No reduction in payment for the Other Provider Preventable Condition that include at a 
minimum the Never Events will be imposed on a provider when the surgery or procedure defined 
as a Never Event for a particular patient existed prior to the initiation of treatment for the patient 
by that provider. 
 
Reductions in provider payment may be limited to the extent that the following apply: 

1. The State can reasonably isolate for non-payment the portion of the payment directly 
related to treatment for, and related to, the Other Provider Preventable Condition that 
include at a minimum the Never Events.  

 
Non-payment of Other Provider Preventable Conditions that include at a minimum the Never 
Events shall not prevent access to services for Medicaid beneficiaries.  
 
The following method will be used to determine the payment adjustment for Other Provider 
Preventable Conditions that at a minimum include the Never Events as defined by the National 
Coverage Determination for dates of services beginning on or after June 1, 2012:  
 
Once quarterly, paid claims identified in the Mississippi Medicaid Information System (MMIS) 
with a diagnosis code for any of the three Never Events will be reviewed to ensure the State can 
reasonably isolate for non-payment the portion of the payment directly related to the treatment 
for, and related to, the Other Provider Preventable Condition that include at a minimum the 
Never Events.   
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Citation- 42 CFR 447. 434. 438 and 1902(a)(4). 1902(a)(6), and 1903 

Payment Adjustment for Provjder Prevemable Conditions 

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and sections 1902(a)(4},1902(a)(6}, 
and 1903 of the Social Security Act, with respect to non-payment for provider-preventable conditions. 

Other Provider-Preventable Conditions 

The State identifies the following Other Provider-Preventable Conditions for non-payment under Section 4.19-8: 

_x_. Wrong surgical or other invasive procedure performed on a patient; surgical or other invasive procedure 
perfonped on the wrong body part; surgical or other invasive procedure performed on the wrong patient. 

I 

Additional Other Provider-Preventable Conditions identified below: Not applicable. 

Section12702 of the Patient Protection and Affordable Care Act of 2010 prohibits Federal payments to States under 
section 1903 of the Social Security Act for any amounts expended for providing medical assistance for cenain 
provider-preventable conditions (PPC) and health care-acquired conditions (HCAC) for dates of service effective 
Octobe~ 1, 2011, This policy applies to all for individuals for which Medicaid is primary and those dually eligible 
for bot~ the Medicare and Medicaid programs, and Mississippi Medicaid enrolled hospitals except for Indian 
Health Services. Reduced payment to providers is limited to the amounts directly identifiable as related to the PPC 
and the!resulting treatment. 

The following method will be used to determine the related reduction in payments for Other Provider-Preventable 
Conditions which includes Never Events as defined by the National Coverage Determination: 

A Dates of service beginning on or after October 1, 2011, through June 30, 2014: 

1. The claims identified with a Present on Admission (POA) indicator of "Y" or "U" and 
provider-preventable conditions through the claims payment system will be reviewed. 

4. When the review of claims indicates an increase of payment to the provider for an identified provider­
preventable condition, the amount for the provider-preventable condition will be excluded from the 
providers' payment. 

8. For dates of services beginning on or after July 1, 2014, claims identified in Medicaid Management Information 
System (MMIS) with a diagnosis code for any of the three Never Events will be denied, reviewed and adjusted to 
ensure no payment is made for treatment directly related to Other Provider Preventable Conditions that include, 
at a minimum, the three Never Events. 

C. No reduction in payment for a provider preventable condition will be imposed on a provider when the 
cond ition defined as a PPC for a particular patient existed prior to the initiation of treatment for that patient by 
that provider. 

D. Reductions in provider payment may be limited to the extent that the following apply: 

1. The identified provider-preventable conditions would otherwise result in an increase in payment. 

2. The State can reasonably isolate for nonpayment the portion of the payment directly related to treatment 
for, and related to, the provider-preventable conditions. 

E. Non-payment of provider-preventable conditions shall not prevent access to services for Medicaid beneficiaries. 

TN No. 14-010 
Supercedes 
TN No. 20 I I -006 
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Hospital Outpatient Services 
 

A. Except as otherwise specified, outpatient hospital services for all hospitals except Indian Health 

Services will be reimbursed under a prospective payment methodology as follows: 

1. Medicaid Outpatient Prospective Payment System (OPPS), Ambulatory Payment 

Classification (APC) Groups 

Outpatient hospital services will be reimbursed on a predetermined fee-for-service basis. The 

parameters published annually in the Code of Federal Regulations (CFR) (national APC 

weights, APC group assignments and Medicare fees) and MS Medicaid OPPS status indicators, 

will be used by the Division of Medicaid (DOM) in calculating these predetermined rates and 

will be updated July 1 of each year. 

a. The Medicaid OPPS fees, including Clinical Diagnostic Laboratory OPPS fees, are 

calculated using 100% of the applicable APC relative weight or the payment rate for codes 

listed in the Medicare outpatient Addendum B effective as of January 1 of each year as 

published by the Centers for Medicare and Medicaid Services (CMS). Codes with no 

applicable APC relative weight or Medicare payment rate established in Addendum B 

are reimbursed using the applicable MS Medicaid fee effective July 1 of each year, 

multiplied by the units (when applicable). No retroactive adjustments will be made. The 

MS Medicaid OPPS fee schedule is set and updated each year as of July 1 and is effective 

for services provided on or after that date.  All fees are published on the agency’s website 

at medicaid.ms.gov/providers/fee-schedules-and-rates/. 

b. The Medicaid conversion factor used by DOM is the SFY18 Jackson, MS Medicare 

conversion factor. This conversion factor is used for all APC groups and for all hospitals. 

Each APC rate equals the Medicare Addendum B specific relative weight at 100% 

multiplied by the Medicaid conversion factor, with the exception of observation fee which 

is reimbursed using a MS Medicaid fee. Except as otherwise noted in the plan, MS 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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Medicaid OPPS fee schedule rates are the same for both governmental and private 

providers of hospital outpatient services. The MS Medicaid OPPS fee schedule is set and 

updated each year as of July 1 and is effective for services provided on or after that date. 

c. Subject to documentation of medical necessity, in addition to any Medicaid covered 

service received during observation in an outpatient hospital setting, DOM will pay an 

hourly fee for each hour of observation exceeding seven (7) hours, up to a maximum of 

twenty-three (23) hours (i.e., the maximum payment will be sixteen (16) hours times the 

hourly fee).  

The hourly fee for observation is calculated based on the relative weight for the Medicare 

APC which corresponds with comprehensive observation services multiplied by the 

SFY18 Jackson, MS Medicare conversion factor divided by the twenty-three (23) 

maximum payable hours. The MS Medicaid OPPS fee schedule is set and updated each 

year as of July 1 and is effective for services provided on or after that date. All fees are 

published on the agency’s website at medicaid.ms.gov/providers/fee-schedules-and-rates/. 

d. The total claim allowed amount will be the lower of the provider’s allowed billed charges 

or the calculated Medicaid OPPS allowed amount. 

e. A MS Medicaid OPPS status indicator is assigned to each procedure code determining 

reimbursement under Medicaid OPPS. A complete list of MS Medicaid OPPS status 

indicators and definitions is located within the OPPS Fee Schedule that is published on 

the agency’s website at https://medicaid.ms.gov/providers/fee-schedules-and-rates/#. 

f. Claims with more than one (1) significant procedure, assigned a MS Medicaid OPPS status 

indicator “T” or “MT”, are discounted. The line item with the highest allowed amount on 

the claim for certain significant procedures identified on the MS OPPS fee schedule

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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assigned a MS Medicaid OPPS status indicator “T” or “MT” is priced at one hundred 
percent (100%) of the allowed amount or published fee. All other lines with significant 
procedures identified on the MS OPPS fee schedule assigned a MS Medicaid OPPS 
status indicator of “T” or “MT” is priced at fifty percent (50%) of the allowed amount 
or published fee. 

Effective July 1, 2019, claims with more than one (1) significant dental procedure code, 
assigned a MS Medicaid OPPS status indicator “T” or “MT” are discounted.  The dental 
procedure code line item with the highest allowed amount on the claim assigned a MS 
Medicaid OPPS status indicator “T” or “MT” is priced at one hundred percent (100%) of 
the allowed amount or published fee. All other lines with significant dental procedures 
identified on the MS OPPS fee schedule assigned a MS Medicaid OPPS status indicator 
of “T” or “MT” are priced at twenty-five percent (25%) of the allowed amount or 
published fee. 

g. Medicare has set guidelines for procedures it has determined should be performed in an 
inpatient setting only. The DOM follows Medicare guidelines for procedures defined as 
“inpatient only”. 

2. Outpatient Payment Methodology Paid Under Medicaid OPPS 
Except in cases where the service is non-covered by DOM, outpatient services will be 
priced as follows: 

a. For each outpatient service or procedure, the fee is no more than 100% of the 
Ambulatory Payment Classification (APC) rate multiplied by the units (when applicable). 

b. Where no APC relative weight has been assigned, the outpatient services fee will be no 
more than 100% of any applicable Medicare payment rate in the Medicare outpatient 
Addendum B as of January 1 of each year as published by the CMS multiplied by the units 
(when applicable). 

c. If there is no APC relative weight or Medicare payment rate established in the Medicare 
outpatient Addendum B as of January 1 of each year as published by the CMS, 

payment will be made using the applicable MS Medicaid fee multiplied by the units 
(when applicable). 

d. If there is (1) no APC relative weight, Medicare payment rate, or MS Medicaid fee for a 
procedure or service, or a device, drug, biological or imaging agent, or (2) when it is 
determined, based on documentation, that a procedure or service, or device, drug, 
biological or imaging agent reimbursement is insufficient for the Mississippi Medicaid 
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    population or results in an access issue, a manual review of the claim will be made to 

determine an appropriate payment based on the resources used, cost of related equipment 

and supplies, complexity of the service and physician and staff time. The rate of 

reimbursement will be limited to (1) a MS Medicaid fee calculated as 90% of the Medicare 

rate of a comparable procedure or service or (2) the provider submitted invoice for a 

device, drug, biological or imaging agent. 

B. Miscellaneous 

The topics listed below from Attachment 4.19-A will apply to hospital outpatient services: 

1.  Principles and Procedures  

2. Availability of Hospital Records 

3. Records of Related Organizations 

4. Appeals and Sanctions. 

 
 

 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  Attachment   4.19-B 
MEDICAL ASSISTANCE PROGRAM Page 2b

State of Mississippi
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER TYPES OF CARE

2b. RURAL HEALTH CLINICS (RHC)

I. Introduction

The purpose of this State Plan is to set forth policies and guidelines to be administered by the 
Mississippi Division of Medicaid (DOM) for Rural Health Clinics (RHCs) operating in the State of 
Mississippi. All RHCs shall be reimbursed in accordance with section 1902 of the Social Security Act 
as amended by section 702 of the Medicare, Medicaid, and SCHIP Benefits Improvement Act of 2000 
(BIPA) and the principles and procedures specified in this plan. 

II. Payment Methodology

This state plan provides for reimbursement to RHC providers at a prospective payment rate per
encounter. Reimbursement is limited to a single encounter, also referred to as a “visit”, per day except
as described in Attachment 3.1-A exhibit 2b.

A. Prospective Payment System

In accordance with Section 702 of the Medicare, Medicaid, and SCHIP Benefits Improvement and 
Protection Act (BIPA) of 2000, effective January 1, 2001, the state plan shall provide for payment 
for core services and other ambulatory services provided by RHCs at a prospective payment rate 
per encounter.  The rate shall be calculated (on a per visit basis)  in an amount equal to one 
hundred percent (100%) of the average of the RHCs reasonable costs of providing Medicaid 
covered services provided during fiscal years 1999 and 2000, adjusted to take into account any 
increase or decrease in the scope of services furnished during fiscal year 2001.  For RHCs that 
qualified for Medicaid participation during fiscal year 2000,  their prospective payment rate for 
fiscal year 2001 shall be calculated (on a per visit basis) in an amount equal to one hundred 
percent (100%) of the average of the RHCs reasonable costs of Medicaid covered services 
provided during fiscal year 2000. 

For services furnished during calendar year 2002 and each subsequent calendar year, the payment 
rate shall be equal to the rate established in the preceding calendar year increased by the Medicare 
Economic Index (MEI) for primary care services that is published in the Federal Register in the 
fourth (4th) quarter of the preceding calendar year.   Adjustments to the PPS rate for the increase or 
decrease in scope of services are reflected in the PPS rate for services provided in the calendar 
year following the calendar year in which the change in scope of services took place.   

TN No.  16-0014     Date Received: 06/30/2016   
Supersedes           Date Approved: 09/28/2016 
TN No.  2013-033       Date Effective:  05/01/2016
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B. New Clinics

For new clinics that qualify for the RHC program after January 1, 2001, the initial prospective 
payment system (PPS) rate shall be based on the rates established for other RHCs located in the 
same or adjacent area with a similar caseload.  In the absence of such RHCs, the rate for the new 
provider will be based on projected costs. 

The RHC’s Medicare final settlement cost report for the initial cost report period year will be used 
to calculate a PPS base rate that is equal to one hundred percent (100%) of the RHC’s reasonable 
costs of providing Medicaid covered services. If the initial cost report period represents a full year 
of RHC services, this final settlement rate will be considered the base rate.  If the initial RHC cost 
report period does not represent a full year, then the rate from the first full year cost report will be 
used as the clinic’s base rate.

For each subsequent calendar year, the payment rate shall be equal to the rate established in the 
preceding calendar year, increased by the percentage increase in the Medicare Economic Index 
(MEI) for primary care services that is published in the Federal Register in the fourth (4th) quarter 
of the preceding calendar year. 

C. Alternative Payment Methodology 

1. The Division of Medicaid reimburses an RHC a fee in addition to the encounter rate when
billing with codes 99050 or 99051 when the encounter occurs: (1) during the RHC’s
established office hours but before or after  the Division of Medicaid’s office hours, or (2)
outside of the Division of Medicaid’s office hours or the RHC established office hours only for
a condition which is not life-threatening but warrants immediate attention and cannot wait to
be treated until the next scheduled appointment during office hours or the RHC established
office hours. The Division of Medicaid’s office hours are defined as the hours between 8:00
a.m. and 5 p.m., Monday through Friday, excluding Saturday, Sunday, and federal and state
holidays. These codes will be paid at the existing fee-for-service rate on the MS Medicaid
Physician Fee Schedule at www.medicaid.ms.gov/providers/fee-schedules-and-rates/#.

2. The Division of Medicaid reimburses an RHC an additional fee for telehealth services
provided by the RHC as the originating site provider.  The RHC will receive the originating
site facility fee per completed transmission when billing claims with code Q3014.  The RHC
may not bill for an encounter visit unless a separately identifiable service is performed. This
service will be paid at the existing fee-for-service rate on the MS Medicaid Physician Fee
Schedule at https://medicaid.ms.gov/providers/fee-schedules-and-rates/#.

3. If an RHC’s base year cost report is amended, the clinic’s PPS base rate will be adjusted based

TN No.  16-0014     Date Received: 06/30/2016   
Supersedes           Date Approved: 09/28/2016 
TN No.  2013-033       Date Effective:  05/01/2016
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on the Medicare final settlement amended cost report.  The RHC’s original PPS base rate and the 
rates for each subsequent fiscal year will be recalculated per the payment methodology outlined 
above.  Claims payments will be adjusted retroactive to the effective date of the original rate. The 
amended PPS base rate will be no less than the original base rate. 

 
D. Fee-For-Service 
 

1. RHCs acting in the role of a telehealth originating site provider with no other separately 
identifiable service being provided will only be paid the telehealth originating site fee per 
completed transmission and will not receive reimbursement for an encounter.  This service will 
be paid at the existing fee-for-service rate on the MS Medicaid Physician Fee Schedule at 
www.medicaid.ms.gov/providers/fee-schedules-and-rates/#. 

 
2. The Division of Medicaid reimburses an RHC the encounter rate for the administration  of 

certain categories of physician administered drugs (PADs), referred to as Clinician 
Administered Drug and Implantable Drug System Devices (CADDs), reimbursed under the 
pharmacy benefit to the extent  the CADDs were not included in the calculation of the RHC’s 
encounter rate.  

 
E. Change of Ownership 

 
When an RHC undergoes a change of ownership, the PPS rate of the new owner will be equal to 
the PPS rate of the old owner.  There will be no change to the RHC’s PPS rate as a result of a 
change of ownership.  
 

 F. Change in Scope of Services 
  

A change in the scope of services is defined as a change in the type, intensity, duration and/or 
amount of services.  A change in the scope of services occurs if: (1) the clinic RHC has added or 
has dropped any services that meets the definition of an RHC service as provided in section 
1905(a)(2)(B) and (C), and (2) the service is included as a covered Medicaid service under the 
Mississippi Medicaid state plan. A change in intensity could be a change in the amount of health 
care services provided by the RHC in an average encounter. 
 
A change in the scope of services does not mean the addition or reduction of staff members to or 
from an existing service.  An increase or decrease in the number of encounters does not generally 
constitute a change in the scope of services.  A change in the cost of a service is not considered in 
and of itself a change in the scope of services. 

http://www.medicaid.ms.gov/providers/fee-schedules-and-rates/
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An RHC must notify the Division of Medicaid in writing of any change in the scope of services by 
the end of the calendar year in which the change occurred, including decreases in scope of 
services.  The Division of Medicaid will adjust an RHC’s PPS rate if the following criteria are 
met:  (1) The RHC can demonstrate that there is a valid and documented change in the scope of 
services, and (2) The change in scope of services results in at least a five percent (5%) increase or 
decrease in the RHC’s PPS rate for the calendar year in which the change in scope of service took 
place. 

 
An RHC must submit a request for an adjustment to its PPS rate no later than one hundred eighty 
(180) days after the settlement date of the RHC’s Medicare final settlement cost report for the 
RHC’s first full fiscal year of operation with the change in scope of services.  The request must 
include the first final settlement cost report that includes twelve (12) months of costs for the new 
service.  The adjustment will be granted only if the cost related to the change in scope of services 
results in at least a five percent (5%) increase or decrease in the RHC’s PPS rate for the calendar 
year in which the change in scope of services took place.  The cost related to a change in scope of 
services will be subject to reasonable cost criteria identified in accordance with 45 C.F.R. Part 75 
Uniform Administrative Requirements, Cost Principles, and Audit Requirements for HHS Awards 
and 42 C.F.R. Part 413 Principles of Reasonable Cost Reimbursement.  
 
It is the responsibility of the RHC to notify the Division of Medicaid of any change in the scope of 
services and provide proper and valid documentation to support the rate change.  Such required 
documentation must include, at a minimum, a detailed working trial balance demonstrating the 
increase or decrease in the RHC’s PPS rate as a result of the change in scope of services.  The 
Division of Medicaid will require the RHC to provide such documentation in a format acceptable 
to the Division of Medicaid, including providing such documentation upon the Division of 
Medicaid’s pre-approved forms.  The Division of Medicaid will also request additional 
information as it sees fit in order to sufficiently determine whether any change in scope of services 
has occurred.  The instructions and forms for submitting a request due to a change in scope of 
services can be found at http:/www.medicaid.ms.gov/resources/forms/. 

 
Adjustments to the PPS rate for the increase or decrease in scope of services are reflected in the 
PPS rate for services provided in the calendar year following the calendar year in which the 
change in scope of services took place.  The revised PPS rate generally cannot exceed the cost per 
visit from the most recent audited cost report. 

   
 G. Change in Ownership Status 
   

The RHC’s PPS rate will not be adjusted solely for a change in ownership status between 
freestanding and provider-based. 

http://www.medicaid.ms.gov/resources/forms/
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H. Allowable Costs 

Allowable costs are those costs that result from providing covered services.  They are reasonable 
in amount and are necessary for the efficient delivery of those services. Allowable costs include 
the direct cost center component (i.e., salaries and supplies) of providing the covered services and 
an allocated portion of overhead (i.e., administration and facility).  

I. Out of State Providers   
 
 The Division of Medicaid does not enroll out-of-state providers to provide RHC services, except 

in those circumstances specified at 42 CFR 431.52.   
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Federally Qualified Health Centers (FQHCs) 

I. Introduction

The purpose of this State Plan is to set forth policies and guidelines to be administered by the 
Mississippi Division of Medicaid (DOM) for Federally Qualified Health Centers (FQHCs) operating 
in the State of Mississippi.  All FQHCs shall be reimbursed in accordance with section 1902 of the 
Social Security Act as amended by section 702 of the Medicare, Medicaid, and SCHIP Benefits 
Improvement Act of 2000 (BIPA) and the principles and procedures specified in this plan. 

II. Payment Methodology

This state plan provides for reimbursement to FQHC providers at a prospective payment rate per
encounter.  Reimbursement is limited to a single encounter, also referred to as a “visit”, per day except
as described in Attachment 3.1-A exhibit 2c.

A. Prospective Payment System

In accordance with Section 702 of the Medicare, Medicaid, and SCHIP Benefits Improvement and 
Protection Act (BIPA) of 2000, effective January 1, 2001, the state plan shall provide for payment 
for core services and other ambulatory services provided by FQHCs at a prospective payment rate
per encounter.  The rate shall be calculated (on a per visit basis)  in an amount equal to one 
hundred percent (100%) of the average of the FQHC’s reasonable costs of providing Medicaid 
covered services provided during fiscal years 1999 and 2000, adjusted to take into account any 
increase or decrease in the scope of services furnished during fiscal year 2001. The average rate 
will be computed from FQHC Medicaid cost reports by applying a forty percent (40%) weight to 
fiscal year 1999 and a sixty percent (60%) weight to fiscal year 2000 and adding those rates 
together. For FQHC’s that qualified for Medicaid participation during fiscal year 2000, their
prospective payment rate will only be computed from the fiscal year 2000 Medicaid cost report. 

For services furnished during calendar year 2002 and each subsequent calendar year, the payment 
rate shall be equal to the rate established in the preceding calendar year increased by the Medicare 
Economic Index (MEI) for primary care services that is published in the Federal Register in the 
fourth (4th) quarter of the preceding calendar year.   Adjustments to the PPS rate for the increase or 
decrease in scope of services are reflected in the PPS rate for services provided in the calendar 
year following the calendar year in which the change in scope of services took place.   

B. New Centers

For new centers that qualify for the FQHC program after January 1, 2001, the initial prospective 
payment system (PPS) rate shall be based on the rates established for other centers located in the 
same or adjacent area with a similar caseload.  In the absence of such an FQHC, the rate for the 
new provider will be based on projected costs.  After the FQHC initial year, a Medicaid cost report 

TN No. 16-0013        Date Received: 06/30/2016  
Supersedes          Date Approved: 09/28/2016
TN No. 2013-032       Date Effective: 05/01/2016
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must be filed in accordance with this plan.  The cost report will be desk reviewed and a 
rate shall be calculated in an amount equal to one hundred percent (100%) of the FQHC 
reasonable costs of providing Medicaid covered services.  The FQHC may be subject to a 
retroactive adjustment based on the difference between projected and actual allowable 
costs.  Claims payments will be adjusted retroactive to the effective date of the original 
rate. 

 
For each subsequent calendar year, the payment rate shall be equal to the rate established 
in the preceding calendar year, increased by the percentage increase in the Medicare 
Economic Index (MEI) for primary care services that is published in the Federal Register 
in the fourth (4th) quarter of the preceding calendar year.  

 
 C.  Alternative Payment Methodology 

 
1. The Division of Medicaid reimburses an FQHC a fee in addition to the encounter rate 

when billing with codes 99050 or 99051 when the encounter occurs: (1) during the 
FQHC’s established office hours but before or after  the Division of Medicaid’s office 
hours, or (2) outside of the Division of Medicaid’s office hours or the FQHC established 
office hours only for a condition which is not life-threatening but warrants immediate 
attention and cannot wait to be treated until the next scheduled appointment during office 
hours or FQHC established office hours.  The Division of Medicaid’s office hours are 
defined as the hours between 8:00 a.m. and 5 p.m., Monday through Friday, excluding 
Saturday, Sunday, and federal and state holidays. These codes will be paid at the existing 
fee-for-service rate on the MS Medicaid Physician Fee Schedule at www.medicaid.ms. 
gov/providers/fee-schedules-and-rates/#. 
 

2. The Division of Medicaid reimburses an FQHC an additional fee for telehealth services 
provided by the FQHC as the originating site provider.  The FQHC will receive the 
originating site facility fee per completed transmission when billing claims with code 
Q3014.  The FQHC may not bill for an encounter visit unless a separately identifiable 
service is performed. This service will be paid at the existing fee-for-service rate on the 
MS Medicaid Physician Fee Schedule at https://medicaid.ms.gov/providers/fee-
schedules-and-rates/#. 

 
 

D. Fee-For-Service 
 

1. FQHCs acting in the role of an originating site provider with no other separately 
identifiable service being provided will only be paid the telehealth originating site fee per 
completed transmission and will not receive reimbursement for an encounter.  This 
service will be paid at the existing fee-for-service rate on the MS Medicaid Physician Fee 
Schedule at https://medicaid.ms.gov/providers/fee-schedules-and-rates/#. 

 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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2. The Division of Medicaid reimburses an FQHC the encounter rate for the administration of 

certain categories of physician administered drugs (PADs), referred to as Clinician 
Administered Drug and Implantable Drug System Devices (CADDs), reimbursed under the 
pharmacy benefit to the extent the CADDs were not included in the calculation of the FQHC’s 
encounter rate.  

 
 

E. Change in Scope of Services 
  

A change in the scope of services is defined as a change in the type, intensity, duration and/or 
amount of services.  A change in the scope of services shall occurs if: (1) the FQHC has added or 
has dropped any services that meets the definition of an FQHC service as provided in section 
1905(a)(2)(B) and (C) of the SSA; and, (2) the service is included as a covered Medicaid service 
under the Mississippi Medicaid state plan. A change in intensity could be a change in the amount 
of health care services provided by the FQHC in an average encounter. 
 
A change in the scope of services does not mean the addition or reduction of staff members to or 
from an existing service.  An increase or decrease in the number of encounters does not generally 
constitute a change in the scope of services.  A change in the cost of a service is not considered in 
and of itself a change in the scope of services. 
 
An FQHC must notify the Division of Medicaid in writing of any change in the scope of services 
by the end of the calendar year in which the change occurred, including decreases in scope of 
services.  The Division of Medicaid will adjust an FQHC PPS rate if the following criteria are 
met: (1) the FQHC can demonstrate that there is a valid and documented change in the scope of 
services, and (2) the change in scope of services results in at least a five percent (5%) increase or 
decrease in the FQHC PPS rate for the calendar year in which the change in scope of service took 
place. 

 
An FQHC must submit a request for an adjustment to its PPS rate no later than one hundred eighty 
(180) days after the settlement date of FQHC Medicare final settlement cost report for the FQHC’s 
first full fiscal year of operation with the change in scope of services.  The request must include 
the first final settlement cost report that includes twelve (12) months of costs for the new service. 
The adjustment will be granted only if the cost related to the change in scope of services results in
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at least a five percent (5%) increase or decrease in the FQHC PPS rate for the calendar year in 
which the change in scope of services took place.  The cost related to a change in scope of services 
will be subject to reasonable cost criteria identified in accordance with 45 C.F.R. Part 75 Uniform 
Administrative Requirements, Cost Principles, and Audit Requirements for HHS Awards and 42 
C.F.R. Part 413 Principles of Reasonable Cost Reimbursement. 
 
It is the responsibility of the FQHC to notify the Division of Medicaid of any change in the scope 
of services and provide proper and valid documentation to support the rate change.  Such required 
documentation must include, at a minimum, a detailed working trial balance demonstrating the 
increase or decrease in the FQHC PPS rate as a result of the change in scope of services.  The 
Division of Medicaid will require the FQHC to provide such documentation in a format acceptable 
to the Division of Medicaid, including providing such documentation upon the Division of 
Medicaid’s pre-approved forms. The Division of Medicaid will also request additional information 
as it sees fit in order to sufficiently determine whether any change in scope of services has 
occurred.  The instructions and forms for submitting a request due to a change in scope of services 
can be found at www.medicaid.ms.gov/resources/forms/. 
 
Adjustments to the PPS rate for the increase or decrease in scope of services are reflected in the 
PPS rate for services provided in the calendar year following the calendar year in which the 
change in scope of services took place.  The revised PPS rate generally cannot exceed the cost per 
visit from the most recent audited cost report. 

F. Allowable Costs 
 

Allowable costs are those costs that result from providing covered services.  They are reasonable 
in amount and are necessary for the efficient delivery of those services. Allowable costs include 
the direct cost center component (i.e., salaries and supplies) of providing the covered services and 
an allocated portion of overhead (i.e., administration and facility).  

 
G.  Out-Of-State Providers 
 

 The Division of Medicaid does not enroll out-of-state providers to provide FQHC services, except 
in those circumstances specified at 42 CFR 431.52.   

 

http://www.medicaid.ms.gov/resources/forms/
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Independent Laboratory and X-Ray Services - Payment is made from a statewide unifonn fee schedule 
based on 90 percent of the current Medicare fee schedule and is updated each year as of July I 51 and is 
effective for services provided on or after that date. All fees are published on the agency's website at 
http://www.medicaid.ms.gov/FeeScheduleLists.aspx. 

Not withstanding any other provision of this section, the Division of Medicaid, as required by state law, 
shall reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed 
amount for that service. 

TN# 20 l 3-007 
Supersedes 
TN# 2002-06 
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Date Approved: 08-08-13 
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Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) of Individuals Under the Age of 
Twenty-one (21): Limited to Federal Requirements. 
 
(a) EPSDT Screenings - 
 Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 

governmental and private providers of EPSDT screenings. All rates are published on the agency’s 
website at www.medicaid.ms.gov/providers/fee-schedules-and-rates/#. 

 
(1) EPSDT screening fee(s) will be reimbursed using the Current Procedural Terminology (CPT) 

codes based on Centers for Medicare and Medicaid Services (CMS) methodology for determining 
Medicare preventive medicine service fees and applying the state law of 90% in accordance with 
nationally recognized evidence-based principles of preventive health care services periodicity 
schedule as set forth by the American Academy of Pediatrics (AAP) Bright Futures. Fees are 
updated July 1 of each year and reimbursed at ninety percent (90%) of the Medicare Physician 
Fee Schedule in effect on January 1of each year. These reimbursement rates will be paid only 
to Mississippi Medicaid enrolled EPSDT providers. Age appropriate laboratory testing fees are 
reimbursed according to applicable state plan reimbursement methodologies. 

 
(2) Interperiodic visits are provided for other medically necessary health care, screens, diagnosis, 

treatment and/or other measures to correct or ameliorate physical, mental, psychosocial and/or 
behavioral health conditions. Such services are covered whether or not they are included elsewhere 
in the State Plan provided they are described in Section 1905(a) of the Social Security Act. 
These services will be reimbursed using the CPT codes updated July 1 of each year and are 
reimbursed at ninety percent (90%) of the Medicare Physician Fee Schedule in effect on January 1 
of each year.  
 

(3) [Reserved] 
 
 
 
 
 

http://www.medicaid.ms.gov/providers/fee-schedules-and-rates/
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Early nnd Periodic Screening, Diagnosis, and Treatment and Extended EPSD1' Services. 

(4) Interperiodic Dental Screens: Between periodic screens, coverage is provided 
for other medically necessary services. Payment for problem focused evaluation 
will be reimbursed using the Healthcare Common Procedure Coding S y.!tcm 
(HCPCS) codes ag provided by the Centers for Medicare and Medicaid based on a 
statewide fixed fee schedule authorized by MS State Legislation. These 
reimbursement rates will be paid to denti.sts~only. 

(b) High-Risk asse.risment -Reimbursement is based on 75Yo of the current Medicaid 
allowable for an anteparturn visit These reimbursement rates will be paid to Perinatal 
High Risk Management (PHRM) providers on1y. 

Not withstanding any other provision of this section, the Division of Medicaid, 83 required by 
state law 1 shall reduce the rate-of reimbursement to providers for any service by flve percent 
(5%) of the allowed amount for that service . 
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State of Mississippi 
 
Methods and Standards for Establishing Payment Rates – Other Types of Care 
 
Reimbursement for non-Autism Spectrum Disorder (ASD) services to Psychologists, Licensed 
Clinical Social Workers (LCSW), and Licensed Professional Counselors (LPC) for EPSDT-
eligible beneficiaries is the lesser of the usual and customary charge or based on ninety percent 
(90%) of the most recent final Medicare fee schedule published by the Centers for Medicare and 
Medicaid Services (CMS) as of April 1 each year and effective July 1 and updated annually. 
 
The Division of Medicaid reimburses ASD services in accordance with the most recent 
publication of the Current Procedural Terminology (CPT) ©American Medical Association. 
Reimbursement for ASD service codes is the lesser of the usual and customary charge or a rate 
calculated by an actuarial firm based on Division of Medicaid anticipated mix of providers 
delivering each service, Bureau of Labor Statistics (BLS) wage and benefit information, provider 
overhead cost estimates, and annual hours at work and percentage of work time that is billable. 
The rates are updated annually based on changes in the seasonally adjusted health care and social 
assistance compensation for civilian workers as reported by BLS on July 1 and are effective for 
services provided on or after July 1. 
  
Rates for ASD services are the same for private and governmental providers and are published 
on the Division of Medicaid’s website at https://medicaid.ms.gov/providers/fee-schedules-and-
rates/#.12 

TN No. 16-0020    Date Received  12/4/16 
Supersedes   Date Approved 05/23/17 
TN No. New  Date Effective 1/1/2017 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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The Division of Medicaid reimburses Prescribed Pediatric Extended Care (PPEC) providers the 
lesser of the provider's usual and customary charge or at an hourly rate for each completed hour 
up to six (6) completed hours of services or at a daily rate for over six (6) hours of services from a 
statewide uniform fee schedule that was calculated utilizing the costs used to set the 2018 average 
small nursing facility rates, adjusting the staff costs to reflect the minimum requirements for a 
PPEC and removing food costs, dietary salaries and benefits, and other expenses not related to 
costs incurred by a PPEC.  

Except as otherwise noted in the state plan, state-developed fee schedule rates are the same for 
both governmental and private providers of PPEC services.  The Division of Medicaid’s fee 
schedule rate was set as of January 1, 2020, and is effective for services provided on or after that 
date. All fees are published on the Division of Medicaid’s website at 
https://medicaid.ms.gov/providers/fee-schedules-and-rates/. 
 
The Division of Medicaid reimburses for transportation provided by PPECs as described in 
Attachment 3.1-D. 

The Division of Medicaid, as required by state law, will reduce the rate of reimbursement to 
providers for PPEC services by five percent (5%) of the total allowed amount for all services on a 
claim. The published fees do not include the five percent (5%) reduction. 
 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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TN  #06-005 Date Approved      June 28, 2010

Family Planning Services and Supplies for Individuals –  Payment is made from a 
statewide uniform fee schedule based on at ninety percent (90%) of the Medicare fee 
schedule.

Payment to providers, such as federally qualified health center and rural health clinics, do 
not exceed the reasonable costs of providing services.  Payments to health departments 
are on an encounter rate and are determined annually.    

Family planning services for EPSDT recipients, if medically necessary, which exceed the 
limitations and scope for Medicaid recipients, as covered in this Plan, are reimbursed 
according to the methodology in the above paragraph.   
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State of Mississippi   
Methods and Standards for Establishing Payment Rates – Other Types of Care

Physicians’ services – Fees for Medicaid physician services are updated July 1 of each year and 
are reimbursed at ninety percent (90%) of the Medicare Physician Fee Schedule in effect as of 
January 1 of each year. All rates are published at https://medicaid.ms.gov/providers/fee-
schedules-and-rates/#.

Primary Care Physician Payment:

The Division of Medicaid will continue to reimburse for services provided by physicians who 
self-attest as having a primary specialty designation of family medicine, pediatric medicine or 
internal medicine formerly authorized by 42 C.F.R. § 447.400(a).

Effective July 1, 2016, the Division of Medicaid will reimburse for services provided by 
obstetricians and gynecologists (OB/GYNs) with a primary specialty/subspecialty designation in 
obstetric/gynecologic medicine who attest to one (1) of the following:

1) Physician is board certified by the American Congress of Obstetricians and
Gynecologists (ACOG) as a specialist or subspecialist in obstetric/gynecologic medicine,
or

2) Physician with a primary specialty/subspecialty designation in obstetric/gynecologic
medicine and has furnished the evaluation and management services and vaccines
administration services listed below that equal at least sixty percent (60%) of the
Medicaid codes they have billed during the most recently completed calendar year but
does not have an ACOG certification, or

3) Physician, newly enrolled as a Medicaid provider, with a primary specialty/subspecialty
designation in obstetric/gynecologic medicine and attests that the evaluation and
management services and vaccines administration services listed below will equal at least
sixty percent (60%) of the Medicaid codes they will bill during the attestation period, or

4) Non-physician practitioner providing primary care services in a Practice Agreement with
a qualified physician enrolled for increased primary care services.

Primary Care Services’ reimbursement applies to the Evaluation and Management (E&M) codes 
99201 through 99499 except:  99224, 99225, 99226, 99239, 99288, 99316, 99339, 99340, 99358,
99359, 99360, 99363, 99364, 99366, 99367, 99368, 99374, 99375, 99377, 99378, 99379, 99380, 
99403, 99404, 99406, 99407, 99408, 99409, 99411, 99412, 99420, 99429, 99441, 99442, 99443, 
99444, 99450, 99455, 99456, 99466, 99467, 99485, 99486 ,99487, 99488, 99489, 99495, 99496.

TN No. 16-0008            Date Received: 09/29/2016
Supersedes Date Approved: 10/26/2016

TN No. 15-002 Date Effective: 07/01/2016     
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Primary Care Services’ reimbursement applies to the following Vaccine Administration Codes: 
90460 and 90471 through 90474. The state reimburses vaccine administration services at the 
Mississippi regional maximum administration fee set by the Vaccines for Children (VFC) 
program for self-attested primary care physicians and self-attested primary care OB/GYN 
physicians.  To receive reimbursement for vaccine administration to a VFC-eligible beneficiary, 
a self-attested primary care physician or self-attested primary care OB/GYN physician provider 
must also be enrolled as a VFC provider.

Primary Care Services’ fees are updated July 1 of each year and are reimbursed at one hundred 
percent (100%) of the Medicare Physician Fee Schedule in effect as of January 1 of each year.
All rates are published at https://medicaid.ms.gov/providers/fee-schedules-and-rates/#.

Physician services not otherwise covered by the State Plan but determined to be medically 
necessary for EPSDT beneficiaries are reimbursed according to the methodology described 
above.

TN No. 16-0008             Date Received     09/29/2016
Supersedes Date Approved 10/26/2016

TN No. New Date Effective 07/01/2016     
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Supercedes                                                                                                                            Date Approved: 04/20/18  
TN No.  15-005                                                                                                                     Date Effective: 01/01/18 

Supplemental Payments for Physician and Professional Services Practioners 
at Qualifying Hospitals 
 
Effective for dates of service on or after January 1, 2018, the Division of Medicaid will make 
supplemental payments for physicians and other professional services practitioners who are 
employed by or contracted with a qualifying hospital for services rendered to Medicaid 
beneficiaries. These supplemental payments will be equal to the difference between the average 
commercial payment rate and the amount otherwise paid pursuant to the fee schedule for 
physicians’ services under Attachment 4.19-B. 

1. Qualifying Criteria 

Physicians and other eligible professional service practitioners as specified in 2. below who 
are employed by a qualifying hospital or who assigned Mississippi Medicaid payments to a 
qualifying hospital.  The term “qualifying hospital” means a Mississippi state-owned academic 
health science center with a Level 1 trauma center, Level 4 neonatal intensive care nursery, an 
organ transplant program, and more than a four hundred (400) physician multispecialty 
practice group.  To qualify for the supplemental payment, the physician or professional service 
practitioner must be: 

a. Licensed by the State of Mississippi, and 
b.  Enrolled as a Mississippi Medicaid provider. 

 
2. Qualifying Provider Types 

For purposes of qualifying for supplemental payments under this section, services provided by 
the following professional practitioners will be included: 

a. Physicians, 
b. Physician Assistants, 
c. Nurse Practitioners, 
d. Certified Registered Nurse Anesthetists, 
e. Certified Nurse Midwives, 
f. Clinical Social Workers, 
g. Clinical Psychologists, 
h. Dentists, and 
i. Optometrists. 
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3. Payment Methodology 

The supplemental payment will be determined in a manner to bring payments for these services 
up to the average commerical rate level.  The average commerical rate level is defined as the 
rates paid by commercial payers for the same service.  Under this methodology the terms 
physician and physician services include services provided by all qualifying provider types as 
set forth in 2. above. 

The specific methodology to be used in establishing the supplemental payment for physician 
services is as follows:   

a. For services provided by physicians at a qualifying hospital, the Division of Medicaid will 
collect from the hospital its current commercial physician fees by the current procedural 
terminology (CPT) code for the hospital’s top five (5) commercial payers by volume.  
 

b. The Division of Medicaid will calculate the average commercial fee for each CPT code for 
each physician practice plan or physician that provides services at the qualifying hospital. 
 

c. The Division of Medicaid will extract from its paid claims history file for the preceding 
fiscal year all paid claims for those physicians who will qualify for a supplemental 
payment.  The Division of Medicaid will align the average commercial fee for each CPT 
code as determined in 3.b. above to each Medicaid claim for that physician or physician 
practice plan and calculate the average commercial payments for the claims.  
 

d. The Division of Medicaid will also align the same paid Medicaid claims with the Medicare 
fees for each CPT code for the physician or physician practice plan and calculate the 
Medicare payment amounts for those claims.  The Medicare fees will be the most currently 
available national non-facility fees. 
 

e. The Division of Medicaid will then calculate an overall Medicare to commercial 
conversion factor by dividing the total amount of the average commercial payments for the 
claims by the total Medicare payments for the claims.  The commercial to Medicare ratio 
will be re-determined every three (3) years. 
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f. For each quarter the Division of Medicaid will extract paid Medicaid claims for each 
qualifying provider types for that quarter.  
 

g. The Division of Medicaid will then calculate the amount Medicare would have paid for 
those claims by aligning the claims with the Medicare fee schedule by CPT code. The 
Medicare fees will be the national non-facility fees effective January 1, 2017. 
 

h. The total amount that Medicare would have paid for those claims is then multiplied by the 
Medicare to commercial conversion factor and the amount Medicaid actually paid for those 
claims is subtracted to establish the supplemental payment amount for the qualifying 
provider types for that quarter. 
 

The supplemental payments will be made on a quarterly basis and the Medicare equivalent of the  
average commercial rate of 158.80% factor will be rebased/updated every three (3) years by the 
Division of Medicaid. Supplemental payments will be directly remitted to the qualifying hospital 
or the physician practice plan to which particpating physicians have assigned the Mississippi 
Medicaid payment. 
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Podiatry services are reimbursed from the same fee schedule as physicians' services. 

Podiatrists' services for EPSDT recipients, if medicafly necessary, include those services 
that would be covered as physicians' services when performed by a doctor of medicine for 
osteopathy and are reimbursed as physicians' services, Attachment 4. i 9-8, Page 5. 

Not withstanding any other provision of this section, the Division of Medicaid as required 
by state law, shall reduce the rate of reimbursement to providers for any service by five 
percent (5%) of the allowed amount for that service. 

TN# 2002-06 

Supersedes TN# 94-12 

Date Received MAY 0 2 2002 · 

Date Approved JUN 1 0 20 02 
Date Effective MAY 0 1 20 02 . 
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Chiropractic services are reimbursed from the same fee schedule based on 70 percent of 
Medicare as authorized by the Legislature 

Chiropractors' services for EPSDT recipients, if medically necessary, are reimbursed from 
the fee schedule based on 70 percent of Medicare as authorized by the Legislature. 

Not withstanding any other provision of this section, the Divis ion of Medicaid, as required 
by state law, shall reduce the rate of reimbursement to providers by five percent (5%) o f 
the allowed amount for that service . 

TN# 2002-06 

Supersedes TN # 95-11 

MAV 0 "'.1 "'., OO'i' Date Received 1-1 a %, l ·. t. 

Date Approved JUN 1 0 2002. 

Date Effective MAY 0 1 2002' 
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6d. Other Practitioners' Services: 

Nurse Practitioner and Physician Assistant Services: . Reimbursement for nurse 
practitioner and physician assistant services shall be at 90% of the fee for reimbursement 
paid to licensed pbysicians under the statewide physician fee schedule for comparable 
services under comparable circumstances. 

Nurse practitioner and physician assistant services for EPSDT beneficiaries, if medically 
necessary, which exceed the limitations and scope for Medicaid beneficiaries, as covered 
in this Plan, are reimbursed according to the methodology in the above paragraph. 

Pharmacy Disease Management Services: The pharmacy disease management services 
are reimbursed on a per encounter basis with an encounter averaging between fifteen and 
thirty minutes. The reimbursement is a flat fee established after reviewing Medicaid's 
physician fee schedule and reimbursement methodologies and fees of other states ·and 
third party payers . 

• 

Notwithstanding any other provision of this section, the Division of Medicaid, as required by 
state law, shall reduce the rate ofreimbursement to providers for any service by five percent (5%) 
of the allowed amount for that service. 

TN No. 2002-29 
Supercedes 
TN No. 2001-19 

Date Received 10/ 24/02 
Date Approved 11/ 18/02 
Date Effective 10/ 1/ 02 
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Orthotics and Prosthetics for children under age 21, if medically necessary, are reimbursed 
as follows: 

A. The payment for purchase of Orthotics and Prosthetics is made from a statewide 
uniform fee schedule not to exceed 80 percent of the rate established annually 
under Medicare (Title XVIII of the Social Security Act), as amended. 

B. The payment for repair of Orthotics and Prosthetics is the cost, not to exceed 50 
pe'.cent of the purchase amount. 

C. The payment for other individual consideration items must receive prior approval 
from the Division and shall be limited to the amount authorized in that approval. 

All terms of the Division's Orthotics and Prosthetics Reimbursement and Coverage Criteria 
are applicable. 

Not withstanding any other provision of this section, the Division of Medicaid, as required 
by state law, shall reduce the rate of reimbursement to providers for any service by five 
percent (5%) of the allowed amount for that service. 

TN# 2002-06 

Superseded TN# 98-14 

Date Received MAY 0 2 200t 

Date Approved JUN 1 0 2002 

Date Effective MAY 0 1 2002' 
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Home Health Care Services - Payment for home health service's shall be on the basis of cost or
charges, whichever is less, as determined under standards and principles applicabte to Title
XVIII, not to exceed in cost the prevailing cost of skilled nursing home services under Medicaid.
Effective July l, 1981, payment for Home Health Services is in accordance with thc Mississippi
Title XIX Home Health Agency Reimbursement Plan (see Exhibit "A", pages 1-9); howevcr,
under no circumstances will the cost ofHome Health Services exceed the cost ofskilled nursing
home servioes per month under the Medicaid Program.

Home Health care services for EPSDT recipients, if medically necessary, which exceed the
limitations and scope for Medicaid recipients, as covered in this Plan, are reimbursed according
to the methodology in the above paragraph and in Exhibit A of Attachment 4.19-8.

Durable Medical Equipment Services - Payment for Durable Medical Equipment (DME) is in
accordance with the Mississippi Title XIX Durable Medical Equipment Reimbursement Plan at
Exhibit '4", page 10.

Medical Supplies - Payment for medical supplies is in accordance with Mississippi Title XIX
Medical Supply Reimbursement at Exhibit "4", page 1 1.

TN# 17-0001
Superseded
TN# 2003-07

Date Received 08/ 1 6/2017
Date Approved 08109/2018
Date Effective 09/01 /2Ol I
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Private Duty Nursing Services for EPSDT recipients, if medically necessary, reimbursed 
on a fee for service basis. 

Not withstanding any other provision of this section, the Division of Medicaid, as 
required by state law, shall reduce the rate of re imbursement to providers for any 
service by five percent (5%) of the a llowed amount for that service. 

TN# 2002-06 
Superseded TN# 92-11 

Date Effective fl"tJN U. 1
0 

Zflfl2_ 
Date Approved J l ZOUZ 
Date Received MAY 0 2 2002 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES –
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Clinic Services

Reimbursement is for services rendered by the Mississippi State Department of Health (MSDH) 
clinics. Reimbursement is based on cost reports submitted by the provider.  In order to be 
reimbursed at cost, the provider must demonstrate its cost finding methodology and use a cost 
report approved by CMS.  The provider is required to submit a cost report for each clinic type 
using the Medicare Cost Report Form 222. The encounter rate will be determined by dividing 
total reasonable cost by total encounters but will not exceed the upper limits specified in 42 CFR 
§§ 447.321 through 447.325. The rate for an encounter is limited to one (1) visit per day per 
beneficiary.  An encounter is defined as services provided by physicians, physician assistants, 
nurse practitioners, clinical psychologists, dentists, optometrists, ophthalmologists and clinical 
social workers. A clinic’s encounter rate covers the beneficiary’s visit to the clinic, including all 
services and supplies, such as drugs and biologicals that are not usually self-administered by the 
patient, furnished as an incident to a professional service. The established rate setting period is 
July 1 to June 30. The Division of Medicaid requires the MSDH to submit the cost report by 
November 30 of each year, five (5) calendar months after the close of the cost reporting period. 
An interim rate is paid until the end of the reporting period when there is a retrospective cost 
settlement. The interim rate is the established rate for the prior fiscal year.  Actual reasonable 
costs reported on the cost report are divided by actual encounters by clinic type to determine the 
actual cost per encounter. Overpayments will be recouped from the provider, and 
underpayments will be paid to the provider.

The encounter rates are updated annually on July 1 and are effective for services provided on or 
after July 1. Rates for the MSDH clinics are published on the Division of Medicaid’s website 
at www.medicaid.ms.gov/FeeScheduleLists.aspx.

The Division of Medicaid covers for all medically necessary services for EPSDT-eligible 
beneficiaries without regard to service limitations and with prior authorization.
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Ambulatory Surgical Center Facility Services

Reimbursement of ambulatory surgical center (ASC) services is calculated at eighty percent
(80%) of the current Medicare Ambulatory Surgical Center Payment System.

Except as otherwise noted in the Plan, state-developed fee schedule rates are the same for
both governmental, if any, and non-governmental providers of ambulatory surgical center
services. Mississippi Medicaid's fee schedule for ambulatory surgical center services is
updated annually with an effective date of October 1 for services provided on or after that
date. All rates may be viewed at www.medicaid.ms.gov/FeeScheduleLists.aspx.

Notwithstanding any other provision of this section, the Division of Medicaid, as required by 
state law, shall reduce the rate of reimbursement to both governmental and non-governmental 
providers for any service by five percent (5%) of the allowed amount for that service.  The 
published fee does not include the five percent (5%) reduction.
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Dialysis Center Services 

A. Payment Methodology 

Effective January 1, 2014, dialysis centers shall be reimbursed at a bundled end-stage 
renal disease (ESRD) prospective payment system (PPS) rate.  The ESRD PPS rate is 
equal to the Medicare ESRD bundled PPS rate as of January 1, published in the Federal 
Register in the fourth (4th) quarter of the preceding calendar year.  The ESRD PPS rate 
provides a single payment to freestanding and hospital-based dialysis centers  covering 
all resources used in providing dialysis treatment in the centers or at a beneficiary's home, 
including supplies, equipment, drugs, biologicals, laboratory services, and support 
services.  A complete listing of drugs, biologicals and lab services included in the ESRD 
PPS rate can be viewed at www.medicaid.ms.gov/FeeScheduleLists.aspx. 

B. Rate Setting 

New dialysis centers are assigned an ESRD PPS rate equal to the prevailing Medicare 
bundled ESRD base PPS rate, adjusted by the ESRD PPS Wage Index for the provider’s 
Core-Based Statistical Area (CBSA) labor market area. 

For each subsequent year, the dialysis center’s ESRD PPS rate shall be equal to the 
bundled ESRD base PPS rate established by Medicare as of January 1, for that year, 
adjusted by the ESRD PPS Wage Index. 
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Dental and Orthodontic Services - Payment for dental services is the lesser of:  
 

1. The provider’s usual and customary charge, 

2. A fee from the Mississippi Medicaid statewide uniform dental fee schedule in effect July 
1, 2018, or  

3.  The fiftieth (50th) percentile fee reflected in the 2019 National Dental Advisory Service 
(NDAS) Fee Report.   

 
Except as otherwise noted in the state plan, state-developed fee schedule rates are the same for 
both governmental and private providers of dental services. The Division of Medicaid’s fee 
schedule rate was set as of March 1, 2019, and is effective for services provided on or after that 
date. All fees are published on the Division of Medicaid’s website 
at https://medicaid.ms.gov/providers/fee-schedules-and-rates/. 
 
Medically necessary dental services for EPSDT-eligible beneficiaries which exceed the scope for 
Medicaid beneficiaries as covered in this Plan are reimbursed according to the methodology in 
the above paragraphs. 
 
Notwithstanding any other provision of this section, the Division of Medicaid, as required by 
state law, will reduce the rate of reimbursement to providers for any service by five percent (5%) 
of the total allowed amount for all services on a claim. The published fees do not include the five 
percent (5%) reduction. 
 

https://medicaid.ms.gov/providers/fee-schedules-and-rates/
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Therapy Services (provided in a non-hospital setting)

Physical therapy services – Fees for physical therapy services are updated July of each year for 
services rendered on or after that date and are reimbursed at ninety percent (90%) of the current 
Medicare rate. 

Occupational therapy services – Fees for occupational therapy services are updated July of each year 
for services rendered on or after that date and are reimbursed at ninety percent (90%) of the current 
Medicare rate. 

Speech-language pathology services – Fees for speech-language pathology services are updated July 
of each year for services rendered on or after that date and are reimbursed at ninety percent (90%) of 
the current Medicare rate. 

Physical therapy, occupational therapy, and speech-language pathology services for EPSDT 
beneficiaries, if medically necessary, which exceed the limitations and scope for Medicaid 
beneficiaries, as covered in the Plan are reimbursed according to the methodology described 
above.

Except as otherwise noted in the Plan, state-developed fee schedule rates are the same for both 
governmental and private providers of physical therapy, occupational therapy, and speech-language 
pathology services in a non-hospital setting.  Mississippi Medicaid’s fee schedule for physical 
therapy, occupational therapy, and speech-language pathology services is updated annually with an 
effective date of July 1 for services provided on or after that date.  All rates may be viewed at 
http://www.medicaid.ms.gov/Providers.aspx.

Notwithstanding any other provision of the Plan, the Division of Medicaid, as required by state 
law, shall reduce the rate of reimbursement to providers for any service as noted above by five 
percent (5%) of the allowed amount for that service.   

TN No.    2011-003 Date Received 05/02/2011
Supercedes Date Approved 05/17/2011    
TN No. 2002-29 Date Effective   05/01/2011

1
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Prescribed Drugs 
 
The Division of Medicaid reimburses for certain legend and non-legend drugs, as authorized under the State Plan, 
prescribed by a Mississippi enrolled Medicaid prescribing provider licensed to prescribe drugs and dispensed by a 
Mississippi enrolled Medicaid pharmacy in accordance with Federal and State laws. 
 
The Division of Medicaid Prescription Drug Program conforms to the Medicaid Prudent Pharmaceutical Purchasing 
Program as set forth in the Omnibus Budget Reconciliation Act of 1990 (OBRA’90) and complies with the Centers 
for Medicare and Medicaid (CMS) Covered Outpatient Drug Final Rule in accordance with 42 C.F.R. Part 447. 
 
I. The Division of Medicaid reimburses the following drugs as described below: 
 

A. Brand Name drugs – Ingredient cost based on actual acquisition cost (AAC) which is defined as the lesser 
of: 
1. National Average Drug Acquisition Cost (NADAC) plus a professional dispensing fee of $11.29, or 
2. Wholesale Acquisition Cost (WAC) plus zero percent (0%) plus a professional dispensing fee of $11.29 

when no NADAC is available, or 
3. A rate set by the Division of Medicaid’s rate-setting vendor plus a professional dispensing fee of $11.29 

when no NADAC or WAC are available, or 
4. The provider’s usual and customary charge. 

 
B. Generic drugs – Ingredient cost based on AAC which is defined as the lesser of: 

1. NADAC plus a professional dispensing fee of $11.29, or 
2. WAC plus zero percent (0%) plus a professional dispensing fee of $11.29 when no NADAC is 

available, or 
3. A rate set by the Division of Medicaid’s rate-setting vendor plus a professional dispensing fee of $11.29 

when no NADAC or WAC are available, or  
4. The provider’s usual and customary charge. 

 
C. Reimbursement for 340B covered entities as described in section 1927(a)(5)(B) of the Act, including an 

Indian Health Service, tribal and urban Indian pharmacy as follows: 
1. Purchased 340B drugs – Ingredient cost must be no more than the 340B AAC defined as the price at 

which the covered entity has paid the wholesaler or manufacturer for the covered outpatient drug plus a 
professional dispensing fee of $11.29. 

2. Drugs purchased outside of the 340B program by covered entities – Ingredient cost based on AAC 
which is defined as the lesser of: 
a. NADAC plus a professional dispensing fee of $11.29, or 
b. WAC plus zero percent (0%) plus a professional dispensing fee of $11.29 when no NADAC is 

available, or  
c. A rate set by the Division of Medicaid’s rate-setting vendor plus a professional dispensing fee of  

$11.29 when no WAC is available, or   
d. The provider’s usual and customary charge. 

3. Drugs acquired through the federal 340B drug pricing program and dispensed by 340B contract 
pharmacies are not covered. 

 
D. Drugs acquired via the Federal Supply Schedule (FSS) – Ingredient cost based on AAC plus a professional 

dispensing fee of $11.29. 

TN No.  17-0002                                              Date Received:  03/15/17 
Supersedes                 Date Approved: 07/21/2017 
TN No.  2008-001                                               Date Effective: 4/01/17 
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E. Drugs acquired at Nominal Price (outside of 340B or FSS) – Ingredient cost based on AAC plus a 
professional dispensing fee of $11.29. 

 
F. Specialty drugs are defined by the Division of Medicaid, updated no less than monthly, and listed 

at https://medicaid.ms.gov/providers/pharmacy/pharmacy-reimbursement/. Ingredient cost is 
defined as the lesser of:  
1.  For a 340B covered entity: 

a. Purchased 340B drugs – Ingredient cost must be no more than the 340B AAC defined as the 
price at which the covered entity has paid the wholesaler or manufacturer for the outpatient 
drug plus a professional dispensing fee of $61.14. 

b. Drugs purchased outside of the 340B program by covered entities – Ingredient cost is defined 
as the lesser of: 
1) WAC plus zero percent (0%) plus a professional dispensing fee of $61.14, or 
2) A rate set by the Division of Medicaid’s rate-setting vendor plus a professional   

dispensing fee of $61.14 when no WAC is available, or  
3) The provider’s usual and customary charge. 

2. For a non-340B covered entity: 
a. WAC plus zero percent (0%) plus a professional dispensing fee of $61.14, or 
b. A rate set by the Division of Medicaid’s rate-setting vendor plus a professional dispensing 

fee of $61.14 when no WAC is available, or   
c. The provider’s usual and customary charge. 

 
G. Drugs not dispensed by a retail community pharmacy (e.g., institutional or long-term care pharmacy 

when not included as part of an inpatient stay) – Ingredient cost based on AAC which is defined as 
the lesser of: 
1. NADAC plus a professional dispensing fee of $11.29, or 
2. WAC plus zero percent (0%) plus a professional dispensing fee of $11.29 when no NADAC is 

available, or  
3. A rate set by the Division of Medicaid’s rate-setting vendor plus a professional dispensing fee 

of $11.29 when no NADAC or WAC are available, or 
4. The provider’s usual and customary charge. 

 
H. Clotting Factor from Specialty Pharmacies, Hemophilia Treatment Centers (HTCs), or Centers of 

Excellence – Ingredient cost defined as:  
1. For a 340B covered entity: 

a. Purchased 340B drugs – Ingredient cost must be no more than the 340B AAC defined as the 
price at which the covered entity has paid the wholesaler or manufacturer for the clotting 
factor product plus a professional dispensing fee of $0.02 per Unit. 

b. Drugs purchased outside of the 340B program by covered entities – Ingredient cost which is 
defined as the lesser of: 
1)  WAC minus ten percent (10%) plus a professional dispensing fee of $0.02 per Unit, or 
2) A rate set by the Division of Medicaid’s rate-setting vendor plus a professional 

dispensing fee of $0.02 when no WAC is available, or   
3) The provider’s usual and customary charge. 
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Supersedes                 Date Approved: 02/14/19 
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2. For a non-340B covered entity – Ingredient cost is defined as the lesser of: 

a. WAC minus ten percent (10%) plus a professional dispensing fee of $0.02 per Unit, or 
b. A rate set by the Division of Medicaid’s rate-setting vendor plus a professional dispensing 

fee of $0.02 when  
c. The provider’s usual and customary charge. 

 
I. Physician Administered Drugs and Implantable Drug System Devices as defined in Attachment 3.1-

A, Exhibit 12a, Page 5 and reimbursed: 
1.  Using the lesser of methodology under the pharmacy benefit as described in A - H above, or  
2.  As described in Attachment 4.19-B, pages 12a.3-12a.4.  

 
II. The Division of Medicaid does not reimburse for Investigational Drugs. 

 
III. Usual and Customary Charges 

The Division of Medicaid defines usual and customary charge as the lowest price the pharmacy would 
charge to a particular customer if such customer were paying cash for the identical prescription drug 
services on the date dispensed. This includes any applicable discounts including, but not limited to, 
senior discounts, frequent shopper discounts, and other special discounts offered to attract customers 
such as four dollar ($4.00) flat rate generic price lists.  A pharmacy cannot have a usual and customary 
charge for prescription drug programs that differs from either cash customers or other third-party 
programs. The pharmacy must submit the accurate usual and customary charge with respect to all claims 
for prescription drug services. 

 
IV. Overall, the Division of Medicaid’s payment will not exceed the federal upper limit (FUL) based on the 

NADAC for ingredient reimbursement in the aggregate for multiple source drugs. 
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TN No.  19-0013                                                                                                    Date Received   07/11/2019 

Supercedes             Date Approved 08/14/2019 

TN No. 16-0007     Date Effective  07/01/19 

 
Hospital Outpatient Drugs 

 
a. Drugs paid outside the Outpatient Prospective Payment System (OPPS)/Ambulatory Payment 

Classification (APC) rate will be reimbursed by a Medicare fee. If there is no Medicare fee the 

drug will be reimbursed using a MS Medicaid OPPS Chemotherapy fee. 

b. The APC and the Medicare fees on the MS Medicaid OPPS fee schedule will be calculated based 

on the Medicare outpatient Addendum B published by the Centers for Medicare and Medicaid 

Services (CMS) as of January 1 of each year. The MS Medicaid OPPS fee schedule is updated 

and effective July 1 of each year with no retroactive adjustments. 

c. Chemotherapy drugs and concomitant non-chemotherapy drugs administered during the 

chemotherapy treatment billed on the same claim as the chemotherapy treatment will be paid a MS 

Medicaid OPPS Chemotherapy fee. The MS Medicaid OPPS Chemotherapy fee will be the 

amount listed on the Medicare Average Sales Price (ASP) Drug Pricing File, titled Payment 

Allowance Limits for Medicare Part B, published by CMS as of January 1 of each year. The 

ASP files are one-hundred six percent (106%) of the ASP calculated from data submitted by 

drug manufacturers. The MS Medicaid OPPS Chemotherapy fee is updated and effective July 

1 of each year with no retroactive adjustments. 

d. If there is no APC relative weight, Medicare payment rate, MS Medicaid OPPS Chemotherapy fee 

or ASP for a drug, reimbursement is made at no more than one-hundred percent (100%) of 

the provider’s acquisition cost. 

e. All fees are published on the agency’s website at https://medicaid.ms.gov/providers/fee-schedules 
 

-and-rates/#. 
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Physician Administered Drugs and Implantable Drug System Devices 

Drugs and Biologicals 

Drugs and Biologicals are reimbursed al the lesser of the provider's usual and customary charge or a fee 
from a statewide uniform fee schedule updated quarterly (July l, October 1, January I, April I) of each year 
and effective for services provided on or after that date. The statewide uniform fee schedule will be 
calculated using the Quarterly Medicare Part B Drug Average Sales Price (ASP) plus six percent (6%) in 
effect quarterly (July I, October 1, January I, April I) of each year. 

I) If there is no ASP a fee will be calculated at one hundred percent ( 100%) of the current April 
Medicare Addendum B Outpatient Prospective Payment System (OPPS) Fee Schedule updated 
July 1 of each year and effective for services provided on or after that date. 

2) If there is no ASP or Medicare Addendum B OPPS Fee Schedule a fee will be calculated using 
RED BOOK™ in effect on January I of each year and updated July I of each year and effective for 
services provided on or after that date. 

3) If there is no (a) ASP, Medicare Addendum B OPPS Fee or RED BOOKTM fee or (b) when it is 
determined, based on documentation, that a drug or biological fee is insufficient for the Mississippi 
Medicaid population or could result in a potential access issue, the price will be one hundred 
percent ( 100%) of the current invoice submitted by the provider including: 

(I) A matching National Drug Code (NOC) as the product provided, and 

(2) Medical documentation of the dosage administered. 

Implantable Drug System Devices 

Implantable drug system devices are reimbursed at the lesser of the provider's usual and customary charge 
or a fee from a statewide uniform fee schedule updated quarterly (July I, October 1, January 1, April l) of 
each year and effective for services provided on or after that date. The statewide uniform fee schedule will 
be calculated using the Quarterly Medicare Part B Drug ASP plus six percent (6%) in effect quarterly (July 
I, October l , January l , April I) of each year. 

J) If there is no ASP a fee will be calculated at one hundred percent ( 100%) of the current April 
Medicare Addendum B OPPS Fee Schedule updated July 1 of each year and effective for services 
provided on or after that date. 

2) If there is no ASP or Medicare Addendum B OPPS Fee Schedule a fee will be calculated using 
RED BOOKTM in effect on January I of each year and updated July 1 of each year and effective for 
services provided on or after that date. 

TN No. 14-002 
Supersedes 

TNNo. New 

Date Received 09-29-14 
Date Approved 10-27- 14 
Date Effective 07/01/14 
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3) If there is no (a) ASP, Medicare Addendum B OPPS Fee Schedule or RED BOOK™ fee or (b) 
when it is determined, based on documentation, that an implantable drug device system fee is 
insufficient for the Mississippi Medicaid population or could result in a potential access issue, the 
price will be one hW1dred percent (I 00%) of the current invoice submitted by the provider 
including: 

(I) A matching National Drug Code (NOC) as the product provided, and 

(2) Medical documentation of the dosage administered. 

Diagnostic or Therapeutic Radiopharmaceuticals and Contrast Imaging Agents 

Diagnostic or therapeutic radiopharmaceuticals and contrast imaging agents arc reimbursed at the lesser of 
the provider's usual and customary charge or a fee from a statewide uniform fee schedule updated July I of 
each year and effective for services provided on or after that date. The statewide uniform fee schedule will 
be calculated using one hundred percent (I 00%) of the January Medicare RadiopharmaceuticaJ Fee 
Schedule. 

I) If there is no Medicare Radiophannaccutical Fee a fee wi II be calculated at one hundred percent 
(I 000/o) of the current Apri l Medicare Addendum B OPPS Fee Schedule updated July I of each 
year and effective for services provided on or after that date. 

2) If there is no Medicare Radiophannaccutical Fee or Medicare Addendum B OPPS Fee Schedule a 
fee will be calculated using RED BOOK™ in effect on January I of each year and updated July 1 of 
each year and effective for services provided on or after that date. 

3) l f there is no (a) Medicare Radiophannaceutical Fee, Medicare Addendum B OPPS Fee Schedule 
or RED BOOK™ fee or (b) when it is determined, based on documentation, that a diagnostic or 
therapeutic radiophannaceuticals and contrast imaging agent fee is insufficient for the M ississippi 
Medicaid population or could result in a potential access issue, the price will be one hundred 
percent (I 00%) of the current invoice submitted by the provider including: 

(I) A matching National Drug Code (NOC) as the product provided, and 

(2) Medical documentation of the dosage administered. 

Except as otherwise noted in the plan, state-developed fee schedule rates arc the same for both 
governmental and private providers of Physician Administered Drugs and Implantable Drug System 
Devices. All rates arc published at www.medicaid.ms.gov/providers/fce-schedules-and-ratcs/#. 
Notwithstanding any other provision of this section, the Division of Medicaid, as required by state law, 
shall reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed 
amount for that service. The federal match will be paid based on the reduced amount. 

TN No. 14-002 
Supersedes 

TNNo. New 

Date Received 
Date Approved 
Date Effective 

09-29-14 
10-27-14 
07/01/14 
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Dentures for EPSDT recipients, if medically necessary, are reimbursed according to the fee schedule for 
dental services. 

Not withstanding any other provision of this section, the Division ofMedicaid, as required by state law, shall 
reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed an1.ount 
for that service. · 

TN# 2002-06 
Supersedes TN # 92-11 

Date Effective MAY 0 1 ?002 · 
Date Approved .llJN 1=0 2002 
Date Received Mb\ Y 0 2- 2002 
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Hearing Aids - Payment is from a statewide uniform fixed fee scheduie 
based on actua1 acquisition cost, plus a professional and fitting cost 
of $80.00. 

Hearing aids for EPSDT recipients, if medical1y necessary, which exceed 
the 1imitations and scope for Medicaid recipients, as covered in this 
Plan, are reimbursed according to the methodology in the above paragraph. 

Not withstanding any other provision of this section, the Division of 
Medicaid, as required by state 1aw, shall reduce the rate of 
reinibursement to providers for any service by five percent (5%) of the 
allowed amount for that service. 

TN # 2002-06 
Supersedes TN# 92-11 

Date Received f\lf;{·.ll(f 19~22 , 
Date Effective r l D 
Date Approved t]( JN I 0 2002 
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Eyeglasses - Payment is made from a statewide unifonn fixed fee schedule 
for the professional services of the eye doctor plus actual acquistion 
cost for the frames and lenses. Effective 

Eyeglasses for EPSDT recipients, if medically necessary, which eKceed the 
limitations and scope for Medicaid recipients, as covered in this Plan, 
are reilllhursed according to the methodology in the above paragarph. 

Not withstanding any other provision of this section, the Division of 
Medicaid, as required by state law, shall reduce tne rate of 
reimbursement to providers for any service by five percent (5%) of the 
allowed amount for that service. 

TN # 2002-06 
Supersedes TN# 92-11 

Date Received.~'-f-"">........,,,...,.........-1"'-,,,......~ 
Date Ef fective-{r-,!-fi'-;-,,_,....,,.-...,. ..... ~ 

Date Approved 
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TN# 2012-003 Date Received: 07-11-12
Supersedes Date Approved:01-04-13
TN # 2003-004 Date Effective 07/01/2012

13. Other Diagnostic, Screening, Preventive, and Rehabilitative Services: Mental Health
Services described in Attachment 3.1-A, Exhibit 13.d are reimbursed as follows:

Covered services billed using Current Procedural Terminology (CPT) codes for
psychiatric therapeutic procedures are reimbursed based on ninety percent (90%) of
the most recent final Medicare fee schedule published by the Centers for Medicare
and Medicaid Services (CMS) as of April 1 each year and effective July 1 and
updated annually.

Covered services billed using Healthcare Common Procedure Coding System
(HCPCS) are reimbursed according to a statewide uniform fixed fee schedule.  In
establishing the fee schedule, the Division of Medicaid (DOM) engaged an actuarial
firm to establish fees.  DOM provided service descriptions and other information for
the existing mental health services offered and the proposed new services.  The
relationships between comparable services for Medicaid programs in other states were
examined to develop factors to apply to existing Mississippi fees to calculate the new
service group fees with the fees for the existing mental health services.  Consideration
was given to the service descriptions, required provider credentials and current costs
associated with services.  Preliminary fees were modified to better reflect the expected
provider cost relative to other mental health services. The agency’s state developed
fee schedule rate is set as of July 1, 2012, and is effective for services provided on or
after that date.

Except as otherwise noted in the plan, state-developed uniform fixed fee schedule
rates are the same for both governmental and private providers of mental health
rehabilitative services as described in Attachment 3.1-A, Exhibit 13.d. All rates are
published on the agency’s website at http://www.medicaid.ms.gov/FeeScheduleLists.aspx.

Notwithstanding any other provision of this section, the Division of Medicaid, as
required by state law, shall reduce the rate of reimbursement to providers for any
service by five percent (5%) of the allowed amount for that service. The five percent
(5%) reduction in reimbursement is made after the published rate is applied.  This
provision is not applicable to Indian Health Services or for services provided by the
University of Mississippi Medical Center or a state agency, a state facility or a public
agency that either provides its own state match through intergovernmental transfer or
certification of funds to the division, or a service for which the federal government sets
the reimbursement methodology and rate.
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17. Nurse-midwife services 

The reimbursement for certified nurse midwifery services shall not exceed ninety 
percent (90%) of the r~imbursement rate for comparable services rendered by a 
physician. 

Notwithstanding any other provision of this section, the Division of Medicaid, as 
required by state law, shall reduce the rate of reimbursement to providers for any 
service by five percent (5%) of the allowed amount for that service. 

TN# 2002-06 
Superseded TN# 90-18 

Date Effective MAt' vi 2002. 
Date Approved JUN· 1 n 2002 
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Descriptions of Limitations as to Amount, Duration and Scope of Medical Care and 
Services Provided 

Hospice 

Mississippi Medicaid’s hospice fee schedule is updated annually with an effective date of October 1 
for services provided on or after that date.  All rates may be viewed at 
http://www.medicaid.ms.gov/HospiceFees.aspx.

The fee schedule reimburses for the hospice benefit, including routine home care, continuous home 
care, inpatient respite care and general inpatient care.  These rates are authorized by section 
1814(i)(c)(ii) of the Social Security Act, which also provides for annual increases in payment rates 
for hospice care services. 

If a Medicaid beneficiary elects the Hospice Program and is admitted to nursing facility as an 
individual on hospice at the same time or while residing in a nursing facility when the hospice 
election is made, the State pays the hospice provider a room and board rate that is 95% of the 
Medicaid Nursing Facility per diem rate for each Medicaid or dually eligible individual on 
hospice residing in a nursing facility. This rate is required by Section 1902 (a)(13)(B) of the 
Social Security Act and is an additional per diem rate paid on routine home care and continuous 
home care days. Any Medicaid payment to the nursing facility ceases when the rate is paid to the 
hospice provider. The hospice provider pays the 95% rate to the nursing facility for room and 
board. All nursing facility rates may be viewed at http://www.medicaid.ms.gov/Providers.aspx.

TN No.    2010-031 Date Received11/2/2010       
Supercedes      Date Approved 1/27/2011    
TN No.  91-23    Date Effective  1/1/2011 
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Targeted Case Management 

1. Targeted Case Management for High-Risk Pregnant Women - The case 
management fee is a _negotiated rate of payment. Potential providers indicated 
participation was contingent upon establishing a fee that allowed them to recover 
the cost of providing the services recognizing the additional effort required to 
initialize each case. The rate will be evaluated annually. 

2. Targeted Case Management for High-Risk Infants - Th~ case management fee is 
based upon the current negotiated fee of: 

$12.00 for open and origoing EPSDT case management contracts 

$6.00 for closure of EPSDT case management 

8. All services - In the case of a public agency, reimbursement determined to be in 
excess of cost will be recouped by means of a rate adjustment for the next year. 

Not withstanding any other provision of this section, the Division of Medicaid, as required 
by state law, shall reduce the rate of reimbursement to providers for any service by five 
percent (5%) of the allowed amount for that service. 

TN# 2002-06 

Supercedes TN# 92-11 

Date Received MAY 0 2 2002' 

Date Approved JUN 1 0 2002. 

Date Effective MAY 0 1 2002 
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Targeted Case Management: 

Targeted case management for chronically mentally ill community based recipients is 
reimbursed on a fee-for-service basis based on the number of units provided on behalf of 
the recipient . 

TN No. 92-17 Date Received 12- 23- 92 
-----Supersedes 

TN No. ----'N_EW ___ _ 
Date Approveq 8 16-93 
Date Effective _1_0 ___ 0_1 ___ 9_2_ 
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TN No.   19-0001                                                                                                           Date Received: 03/06/2019 
     Supersedes                                                                                                           Date Approved: 05/09/2019  

TN No.  _15-006                                                                                                            Date Effective  01/01/2019 

   
Targeted Case Management:   
 
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private providers of TCM as described in Supplement 1C to Attachment 3.1-
A.  The agency’s fee schedule rate was set as of January 1, 2019, and is effective for services 
provided on or after that date. All rates are published on the agency’s website 
at  www.medicaid.ms.gov/FeeScheduleLists.aspx. 
 
TCM is billed using the Healthcare Common Procedure Coding System (HCPCS) and 
reimbursed according to a statewide uniform fixed fee schedule. In establishing the fee schedule, 
the Division of Medicaid engaged an actuarial firm to establish the TCM fee  based on a 
comparable service for the target population in other Mississippi Medicaid programs. 
Consideration was given to the service description, required provider credentials and current 
costs associated with the service. The preliminary fee was modified to better reflect the expected 
provider cost relative to other TCM services. The agency’s state developed fee schedule rate is 
set as of January 1, 2019, and is effective for services provided on or after that date. 
 
The Division of Medicaid, as required by state law, will reduce the rate of reimbursement to 
providers for TCM services by five percent (5%) of the allowed amount for that service. The five 
percent (5%) reduction in reimbursement is made after the published rate is applied to providers 
who are paid the fee schedule rate.    
 
Payments for TCM for IDD beneficiaries in community-based settings do not duplicate 
payments made to public agencies or private entities under other program authorities for this 
same purpose.  
 
  

http://www.medicaid.ms.gov/FeeScheduleLists.aspx
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Targeted Case Management Services for children birth to three participating in 
the Mississippi Early Intervention Program 

Payment for Targeted Case Management (TCM) SeNices under the plan does not 
duplicate payments made to public agencies or private entities under other program 
authorities for this same purpose. 

TCM SeNices by Public Providers 
TCM for children, ages birth to three years of age, provided by public providers will be 
reimbursed through an encounter fee. The TCM encounter fee will be based on the 
actual costs associated with allowable case management service delivery. 
Reimbursement is based on cost reports submitted by the provider. The rate will be · 
determined by dividing total reasonable cost by total encounters but will not exceed the 
upper limits specified in 42 CFR 447.321 through 447.325. The established rate setting 
period is July 1 to June 30. The TCM encounter fee will be prospectively determined 
for an interim period until the end of the reporting period when there is a retrospective 
cost settlement. The cost report will include both the direct and indirect costs of 
providing case management services and statistical information regarding the number 
of children seNed, including the number of encounters. The cost report w ill include 
allocations between the different programs administered by the provider and the 
computation of the actual cost of case management. The provider must submit a copy 
of the two most current Random Moment T ime Studies (RMTS) with each cost report. 
The RMTS must show the times allocated to each program administered by the 
provider. 

TCM SeNices for Non-Public Providers 
TCM for children, ages birth to three years of age, provided by non-public providers are 
reimbursed on a fee-for-seNices basis. 

TN# 2001-22 
Superseded TN# NEW 

Date Effective JA!'·t J ~ [QQ2 
Date Approved JUN ] 2 20 02 
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TN #17-0003                                                                                             Date Approved  08/29/17 
Supersedes                                  Date Received 08/26/17 
TN #2002-06                                                                                             Date Effective 07-01-17                                                                                                                  

 
 

Extended Services for Pregnant Women 
 

1. Reimbursement- Reimbursement will be on a fee-for-service basis, billed monthly on the 
HCFA-1500 form. Payment will be the lesser of the charge or the established fee. 

 
The established fees were based on like procedures and services currently paid in the 
Medicaid program. 

 
Examples are: 

 
a. In-home visits pay the rate of the visits in the home by a physician plus estimated 

travel costs. 
 

· b. High-risk assessment reimbursement is based on physician office visits 
reimbursement, currently in Mississippi. 

 
2. All Services- In the case of a public agency, reimbursement determined to be in excess of 

cost will be recouped by means of a rate adjustment for the next year. 
 
3. Reimbursement for Screening, Brief Intervention, and Referral to Treatment (SBIRT) 

services - The Division of Medicaid reimburses for SBIRT services according to 
Healthcare Common Procedure Coding System (HCPCS) guidelines and in accordance 
with provider reimbursement methodologies applicable in the 4.19B pages.  

 
Notwithstanding any other provision of this section, the Division of Medicaid, as required by 
state law, shall reduce the rate of reimbursement to providers for any service by five percent 
(5%) of the allowed amount for that service. 
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Item 1.    Payment of Title XVIII Part A and Part B Deductible/ Coinsurance

The Medicaid agency uses the following method: 

Medicare-Medicaid 
Individual 

Medicare-Medicaid/ 
QMB Individual 

Medicare-QMB 
Individual 

Part A Deductible 
 Inpatient Hospital 

___ limited to State Plan 
       rates 

  X  full amount 

___ limited to State plan 
       rates 

   X full amount 

___  limited to State plan 
        rates 

  X   full amount 

Part A Coinsurance 
     Inpatient Hospital  

___ limited to State plan 
       rates 

  X  full amount 

___limited to State plan 
       rates 

  X  full amount 

___  limited to State plan 
        rates 

  X   full amount 

Part A Deductible 
 Nursing Facility 
 Hospice  
 Home Health 

  X   limited to State plan 
       rates* 

___ full amount 

X   limited to State plan 
       rates 

___ full amount 

X    limited to State plan 
       rates 

___ full amount 

Part A Coinsurance 
 Nursing Facility 
 Hospice 
 Home Health 

X  limited to State plan 
      rates* 

__  full amount 

  X   limited to State plan 
        rates 

___ full amount 

 X   limited to State plan 
       rates 

___ full amount 

Part B Deductible __ limited to State plan 
     rates 

X  full amount 

__   limited to State plan 
       rates 

  X  full amount 

__   limited to State plan 
       rates 

  X  full amount 

Part B Coinsurance __ limited to State plan 
     rates 

 X  full amount 

___ limited to State plan 
       rates 

  X  full amount 

___ limited to State plan 
       rates 

  X    full amount 

*The Medicaid agency will not reimburse for services that are not covered under the Medicaid
State Plan. 

TN No.   2010-001 
Supersedes Approval Date: 08-26-10 Effective Date  1-1-2010   
TN No.      08-002    
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Respiratory Care Services for EPSDT recipients, if medically necessary, reimbursed on a fee for service 
scale. 

Not withstanding any other provision of this section, the Division ofMedicaid, as required by state law, shall 
reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed amount 
for that service. 

TN# 2002-06 
Superseded TN # 92-11 

Date Effective MAl V i i002. 
Date Approved JUN l U 2002 
Date Received ___ _ 
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METHODS AND STANDARDS FOR ESTABLISHWG PAYMENT RATES - OTHER TYPES 
OF CARE 

Christian Science Nurses for EPSDT recipients, if medically necessary, are reimbursed according to an 
established fee for seIVice scale. 

Notwithstanding any other provision of this section, the Division of Medicaid, as required by state law, shall 
reduce the rate ofreimbursement to providers for any service by five percent (5%) of the allowed amount 
for th.at service. · 

TN# 2002-06 
Superseded TN # 92- 11 

Date Effective MAt' 6 i 2002 
Date Approved JON l 0 2002 
Date Received MAY 0 2 2002 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES 
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Christian Science Sanatoria Services for EPSDT recipients, if medically necessary, reimbursed according 
to an established reimbursement rate. 

Not withstanding any other provision of this section, the Division of Medicaid, as required by state law, shall 
reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed amount 
for that service. · 

TN# 2002-06 
Superseded TN # 92-1 i 

Date Effective MAT 0 l j00Z 
Date Approved ~2~ d p f002 
Date Received 2 l002 
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Personal Care Services for EPSDT recipients, if medically necessary, reimbursed on a fee 
for service scale. 

Not withstanding any other provision of this section, the Division of Medicaid, as required 
by state law, shal l reduce the rate of reimbursement to providers for any service by five 
percent (5%) of the allowed amount for that service. 

TN # 2002-06 
s u pe rsed ed TN #---'9=2---___ 1 .._1 __ _ 
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24a. Transportation  
 
The Division of Medicaid reimburses the lesser of the provider’s usual and customary charge or a 
fee from a statewide uniform fee schedule updated July 1 of each year and effective for the services 
listed below provided on or after July 1 of each year and is calculated as seventy percent (70%) of the 
Medicare ambulance fee schedule in effect as of January 1 of each year. If a Medicare fee is not 
established, then the fee is set at seventy percent (70%) of the Medicare fee for a comparable service. 
 

1) Emergency Ground Ambulance Services, 

2) Emergency Air Ambulance Services provided in a rotary wing aircraft, and 

3) Emergency and Urgent Air Ambulance Services provided in a fixed wing aircraft. 

  
The Division of Medicaid reimburses for Non-Emergency Transportation (NET) services as 
described in Attachment 3.1-D. 
 
Transportation for EPSDT beneficiaries, if medically necessary, which exceed the limitations and 
scope for Medicaid beneficiaries, as covered in the Plan, are reimbursed according to the 
methodology in the above paragraph. 
 
Notwithstanding any other provision of the ambulance section, the Division of Medicaid, as 
required by state law, shall reduce the rate of reimbursement to providers for transportation 
services billed directly to the Division of Medicaid by five percent (5%) of the allowed amount for 
that service. 
 

 
TN No. 18-0010                                                                                                                      Date Effective 08/01/2018 
Supercedes                                                                                                                              Date Approved10/15/2018 
TN No.  05-008                                                                                                                       Date Received08/22/2018       
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Care and services provided in Christian Science sanitoria - Reimbursement is a prospective per diem 
based on cost report data. 

Not wi thstand.ing any-other provision of this section, the Division of Medicaid, as required by state 
law, shall reduce the rate ofreimbursement to providers for any service by five percent (5%) of the 
allowed amount for that service 

TN# 2002-06 
Superseded TN # 94-13 

Date Effective Mg\; NU .J }~~12 Date Approved 1 U "-Uu 
Date Received MAY n 2 2002 
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Methods and Standards for Establishing Payment Rates  
1. Services Provided Under Section 1915(i) of the Social Security Act.  For each optional service, describe the 

methods and standards used to set the associated payment rate.  (Check each that applies, and describe methods and 
standards to set rates): 

 HCBS Case Management  
 

 HCBS Homemaker  
 

 HCBS Home Health Aide  
 

 HCBS Personal Care 
 

 HCBS Adult Day Health 
 

 HCBS Habilitation 
Based on statistical analysis conducted as part of the national norming of the ICAP, the 
instrument produces a Service Score to reflect the level of care, supervision, and training 
that a person needs.  The Service Scores range from 0 to 100, with lower scores indicating 
more significant needs.  The Service Scores are then combined into nine service levels.  
The State, in turn, has further collapsed the ICAP service levels into five levels of support, 
with Level 1 including people with the relatively fewest support needs (ICAP Service 
Scores of 90 or greater), and Level 5 including people with the greatest support needs 
(ICAP Service Scores below 30). 
 
Day Services - Adult - Low Support  (Level 1 & 2) $3.78 per 15 min. unit 
Day Services - Adult - Medium Support  (Level 3) $4.10 per 15 min. unit 
Day Services - Adult - High Support  (Level 4 & 5) $4.66 per 15 min. unit 
 
Prevocational Services Low Support (Level 1 & 2) $12.48 per hour 
Prevocational Services Medium Support (Level 3) $13.28 per hour 
Prevocational Services High Support (Level 4 & 5) $14.64 per hour  
 
Supported Employment – Job Development, $8.80 per 15 minute 
Supported Employment – Job Maintenance (1 person) $8.35 per 15 minute 
Supported Employment – Job Maintenance (2 person) $5.22 per 15 minute 
Supported Employment – Job Maintenance (3 person) $4.17 per 15 minute 
Supported Living (1 person) $6.34 per 15 minute 
Supported Living (2 person) $3.97 per 15 minute 
Supported Living (3 person) $3.17 per 15 minute 

 HCBS Respite Care 
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For Individuals with Chronic Mental Illness, the following services: 
  HCBS Day Treatment or Other Partial Hospitalization Services 

 
 HCBS Psychosocial Rehabilitation 

 
 HCBS Clinic Services (whether or not furnished in a facility for CMI) 

 
 Other Services (specify below) 
  

  

  

  
 
 

Except as otherwise noted in the plan, state-developed uniform fixed fee schedule rates are the 
same for both governmental and private providers of habilitation services as described in 
Attachment 3.1-i. 
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TN No. 15-003 Date Received:01/30/2015
Supersedes Date Approved:03/31/2015
TN No.  New Date Effective: 01/01/2015

Telehealth Services

Payment for telehealth services is made as follows:

The originating or spoke site provider is paid a Mississippi Medicaid telehealth originating site 
facility fee per completed transmission. The originating site provider may not bill for an encounter 
or Evaluation and Management (E&M) visit unless a separately identifiable service is performed.

The distant or hub site provider is paid the current applicable Mississippi Medicaid fee for the 
telehealth service provided.

The Mississippi Medicaid telehealth originating site facility fee was calculated by an actuarial firm 
using the May 2013 Bureau of Labor Statistics (BLS) mean wage for Nurse Practitioners in MS 
adjusted by 35% for benefits and 2% for wage growth at half of the rate for 30 minute increments 
and is effective for services provided on or after January 1, 2015. The Mississippi Medicaid 
telehealth originating site facility fee is updated July 1 of each year based on the annual percentage 
change in the Medicare physician fee schedule for Level III Established Patient E&M code 
effective on January 1 of each year.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of telehealth services.  All rates are published on the Division 
of Medicaid’s website at http://www.medicaid.ms.gov/providers/fee-schedules-and-rates/.
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MISSISSIPPI TITLE XIX HOME HEALTH AGENCIES REIMBURSEMENT PLAN

I. Cost X'inding and Cost Reporting

A. Each home health agency participating in the Mississippi Medicaid Program will submit a uniform cost report
using the appropriate Metlicare/Medicaid forms, CMS-I728-94 or CMS-2552-10, postmarked no later than
five (5) calendar months after the close of its cosf reporling year, Extensions will be granted only if the
provider submits documentation of an extension granted by CMS or a waiver granted by the Executive
Director of the Division of Medicaid (DOM). The year-end adopted for the purpose of this plan shall be the
same as for Title XVIII, ifapplicable. One (1) completed copy ofthe cost report, with original signature, must
be submitted to the Division of Medicaid.

B. Cost repoús must be submitted by the specified due date, unless a waiver is granted by the Executive Director
of the Division of Medicaid, in order to avoid a penalty in the amount of fifty dollars ($50.00) per day for
each day the cost report is delinquent. Cost repoñs with a due date that falls on a weekend, a State of
Mississippi holiday or a federal holiday will be due the following business day.

A home health agency which does not file a cost report within fìve (5) calendar months after the close of its
cost reporting ye may be subject to cancellation of its provider agreement at the discretion ofthe Division of
Medicaid.

ln order for cost repolts to be considered complete,the following informationmust be submitted:

1. Cost repoÉ with original signature (l copy),

2. Working trial balance including assets and liabilities (1 copy),

3. Depreciation schedule (1 copy),

4. Home office cost report and other related pafty support, i.e., a detailed statement of total costs with
adjustments for non-allowable costs and a description of the basis used to allocate the costs, along with a
narrative description or a copy of contracts of management services provided by the related party or home
office (l copy),

5. Medicaid cost reporting schedules, i.e., Medicaid costs and visits by discipline and a schedule to reflect
the lower ofreasonable costs or cusfomary charges as applicable to Medicaid (lcopy),

6. Medicare provider questionnaire and related exhibits (lcopy),

7. Suppofting work papers for the Medicare cost report worksheets for reclassifications, adjustments, and
related party expenses (1 copy),

8. A narrative description of purchased management services or a copy of contracts for managed services (l
copy), and

9. Verification ofthe Medicare and Medicaid surety bond premiums included in the cost report (l copy).

TN No.l7-0001
Supercedes
TN No. 2003-07

Date Received: 08/1612017
Date Approved: 08/09/2018
Date Effective: 09/01 /2018
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If all required information is not submitted with the original cost report by the due date, the provider will be
notified via fax or email to the provider's designee on file with the Division of Medicaid. ihe notification
will contain the specific items missing. The provider will have ten (10) business clays from the date of the
notification to submit the requested info¡mation. lf the information has not been recãived by the tenth (l0th)
business day, a second request will be fa"red or emailed to the provider's designee on file witfi the Division of
Medicaid. The provider will have five (5) husiness days from the date offhe ieconcf notification to submit tho
requested information. Failure to submit the requested info¡mation by the fifth (5rr') business day after the
second notification will result in the related costs being disallowed. The provider will not be allowed to
submit the information at a later date, amend the cost report in order to submit the requested information, or
appeal the desk review and/or audit as a result of the omission ofthe requested informaiion.

C. All home health agencies are required to maintain financial and statistical records. For purposes of this plan,
statistical records shall include beneficiaries' medical records. All records must be available upon demand to
representatives, employees or contractors of the Division of Medicaid, Mississippi Office of the State
Auditor, General Accounting Office (GAO) or the United States Department of Health & Human Services
(HHS).

D Records of related organizations as defined by 42 C.F.R. $ 413.17 must be available upon demand to
representatives, employees or contractors of the Division of Medicaid, Mississippi Office of the State
Auditor, GAO, or HHS.

E. The Division of Medicaid shall retain all unifo¡m cost repofts submitted for a period of at least five (5) years
following the date of submission of such repofts and will maintain those reports pursuant to the record
keeping requirements of 45 C.F.R. $ 205.60 and Mississippi state law. Access to submitted cost reports will
be in conformity with the Mississippi Public Records Act.

II. Audits

A Background

Medicaid (Title XIX) requires that home health agencies be reimbu¡sed on a reasonable cost related basis.
Medicaré (Title XVIII) is reimbursed based on a prospective payment system. To assure that payment of
reasonable cost is being achieved, a comprehensive audit program has been established.

The common audit program has been established to reduce the cost of auditing submitted cost reports under
the above programs and to avoid duplicate auditing efforts. The purpose then is to have one audit which will
serve the needs of participating programs reimbursing home health agencies for services rendered.

B. Common Audit Program

The Division of Medicaid has entered into agreements with Medicare intermediaries for participation in a
common audit program of Titles XVIII and XIX. Under this agreement, the intermediaries shall provide the
Division of Medicaid the results ofdesk reviews and field audits ofthose agencies located in Mississippi.

C. Other Audits

TN No.l7-0001
Supercedes
TN No. 2003-07

Date Received: 0E/16n017
Date Approved: 08/09/2018
Date Effective: 09/0U201 8
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For those home health agencies not covered by the common audits agreement with Medicare intermediaries, the Office 
of Compliance and Financial Review of the Division of Medicaid shall be responsible for performance of field reviews 
and field audits.  The Office of Reimbursement of the Division of Medicaid will be responsible for performance of desk 
reviews.  

 
D.  Retention 
 

All audit reports received from Medicare intermediaries or issued by the Division of Medicaid will be retained for a 
period of at least five (5) years.  

 
E.  Overpayment 
 

Overpayments as determined by desk review or audit will be reimbursable to the Division of Medicaid.  All 
overpayments shall be reported to HHS as required. 

 
F. Appeal Procedures – Desk Reviews 
 

A provider who disagrees with the results of their original desk review may request a reconsideration. The request for 
reconsideration must be made in writing to the Division of Medicaid and must include the reason for the request and any 
supporting documentation, and must be made within thirty (30) calendar days after receipt of the notification of the desk 
review results.  Notices and responses shall be delivered by certified mail, return receipt requested, overnight delivery by 
a private carrier, or by hand delivery, and shall be deemed to have been received, if by certified mail or overnight mail, 
on the day the delivery receipt is signed, or if by hand delivery, on the date delivered. The written request for 
reconsideration should include the provider's name, provider number, cost reporting period, and a detailed description of 
the adjustment(s) or issues to be reconsidered. If the provider does not request a reconsideration, the Division of 
Medicaid will consider the provider’s nonresponse as acceptance of the final desk review results. Therefore, no 
administrative hearing request will be considered. 

 
If the reconsideration is submitted on a timely basis and includes all required information, the Division of Medicaid will 
review the reconsideration request and respond to the provider within thirty (30) calendar days of the date of receipt of 
all the required information.   

 
If the provider disagrees with the results of the reconsideration, the provider may request an administrative hearing by 
the Division of Medicaid as described in Miss. Admin. Code Part 300, within thirty (30) calendar days of the receipt date 
of the final reconsideration letter.  

 
Unless a timely and proper request for an administrative hearing is received by the Division of Medicaid from the 
provider, the findings of the Division of Medicaid shall be considered a final and binding administrative determination. 
Any administrative hearing will be conducted in accordance with the procedures for administrative hearings as adopted 
by the Division of Medicaid. 
 

G.  Final Cost Reports 
 

The final cost reports received from Medicare intermediaries will be used as received from the intermediary to adjust 
rates.   Providers may not appeal to the Division of Medicaid regarding the results of final cost reports. Appeals should 
be made to the Medicare intermediary under the procedures established by the 

 
TN No.19-0005  Date Received: 03/05/2019 
Supercedes                                                                                                                            Date Approved: 03/22/2019 
TN No. 17-0001                                                                                                                    Date Effective:  07/01/2019     
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appealed adjustments have been resolved by the Medicare intermediary, the provider's
ifnecessary, based on the amended final cost report.

III. Allowable Costs

Allowable cosl.s will be determined using Title XVIII (Medicare) Principles of Reimbursement and the guidelines
in the Provide¡ Reimbursement Manual except as modified by Title XIX of the Act, the State plan, requirements
of licensure and certification, and the duration and scope of benefits provided under the Mississippi Medicaid
Program.

A. Allowable costs include all expense items that home health agencies incur in meeting:

1. The definition ofa home health agency as described in Section 1901(a)(13) ofthe Social Security Act.

2. Requirements established by the State Agency responsible for establishing and maintaining health
standards.

3. Any other requirements for licensing under the state law which are necessary for providing home health
services.

B. Implicit in any definition of allowable costs is that those costs should not exceed what a prudent and cost
conscious buyer pays for a given service ot item. If costs are determined to exceed the lev;l that a prudent
buyer would incur, then the excess costs would not be reimbursable under the State plan.

C. A proportion of costs incuffed by a home health agency for services to an eligible Medicaid beneficiary for
whom payments are received from third parlies are not reimbursable under the State PIan. Appropriate
adjustments shall be made.

intermediary. Once
rates will be adjusted

D. Cost reports for years ended within a calendar year will be used to establish the class ceilings and home
health agency rates beginning the following October 1. For example cost repofis ended durint 1996 will be
used to compute the rate effective October 1, 1997. If a provider experiences a change of ównership and
files t\ryo cost reports during the calendar year, the last filed cost report will be used. Providers will be noìified
oftheir respecfive rates by type ofvisit and rate ceilings by type ofvisit prior to implementation ofthe rates.
Any provider of home health se¡vices under the Medicaid Program may appeal its prospective rates in
accordance with Attachment 4.l9-8, Exhibit A, Section VI ofthe State pla¡.

E. The Division of Medicaid shall maintain any responses received on the State Plan, subsequent changes to the
State Plan, or rates for a period of five (5) years from the date of receipt. Such commenls shall be available to
the public upon request.

F. A home health agency may offer to the public new or expanded services or may drop a service. Within sixty
(60) days after such an event, the home health agency may submit a budget which shall take into
consideration new and expanded services or dropped services. Such budgets will be subject to desk review
and audit by the Division of Medicaid. Upon completion ofthe desk review, new reimbursement rates will be
established. Failure to submit budgets within sixty (60) days shall require disallowance of all expenses, direct
and indirect, associated with the service. Overpayments as a result of the differences between budget and

TN No.17-0001
Supercedes
TN No. 2003-07
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Date Approved: 08/09/2018
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actual costs shall be refunded to the Division of Medicaid. New reimbursement rates shall not exceed the
established class ceilings.

G. Type of visit ceilings and individual provider's reimbursement rates will not include amounts representing
growth allowances.

H. Payment by type ofvisit and tvpe of visit ceilings will be established prospectively.

I. The prospectively determined individual home health agency's rate will be adjusted under the following
circumstances:

1. Administrative elrors on the part of the Division of Medicaid or the home health agencies that result in
erroneous payments. Ovelpayments or underpayments resulting from errors will be corrected when
discovered. Overpayments will be recouped by the Division of Medicaid and underpayments will be paid
to the home health agency. In no case will payment adjustments be made for adminlstiative elor or audit
findings prior to notifying the app¡opdate agency and affording an opportunity to present facts and
evidence to dispute the exception.

2. The amendment of a previously submitted cost report. Such amendments must be submitted within
eighteen (18) months following the close ofthe cost repoft period that is being amended. If an increase or
decrease in the rate is computed as a ¡esult of the amended cost repoft, claims history will be a justed
retroactive to the effective date ofthe original rate.

3. The information contained in the cost report is found to be intentionally misrepresented. Such an
adiustment shall be made retroactive to the date of the original rate. At the discretion of the Division of
Medicaid, this shall be grounds to suspend the home health agency from the Mississippi Medicaid
Program until such time as an administrative hearing is held, ifrequested by the home health agency.

4. The home health agency experiences extraordinary circumstances which may include, but are not limited
to riot, strike, civil insurrection, earthquakes or flood.

5. Under no circumstances shall such adjustment exceed the class ceiling established for the respective
classes.

6. The receipt ofthe final or amended final cost report ftom the Medicare intermediary.

7. Resolution by the Medicare intermediary ofa provider appealed adjustment on a previous year final cost
report that was applied to an original desk review. The rates for all years affected by the appealed
adjustment for which the final cost report has not been received will be recalculated and claims history
adjusted retroactive to the effective date ofthe original rate.

J. Costs incurred for the acquisition ofdurable medical equipment, appliances and supplies related to the use of
durable medical equipment are non-allowable costs since they are reimbursed outside of the home health
agency visit rate.

IV. Râte Methodology

TN No.17-0001
Supercedes
TN No. 2003-07
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A. The Division of Medicaid will utilize a prospective rate of reimbursement and will not make retroactive
adjustments except as specified in the State Plan. The prospective rates will be determined from cost reports
and will be set on a yearly (October I -September 30) basis and will be applicable to all facilities with a va.li<l
provider agreement. Total payments per month for each home health beneficiary may not exceed the
average Medicaid nursing fâcility rate per month as determined based on the nursing täcility rates
computed July I of each year. The ave¡age Medicaid Nursing Facìlity rates are posted on the Mississippi
Division of Medicaid's website at lrttps://med icaid.ms. eov/ploviders/fèe-sched ules-and-l ates/#.

Providers will be paid the lower of their prospective rate as computed in accordance with the State Plan or
their usual and customary charge.

B. Payments ofmedical supplies which are directly identifiable supplies furnished to individual beneficiaries and
for which a separate charge is made will be reimbursed as described in Section IV. D. 5., of this plan.
Payments ofdurable medical equipment, appliances and supplies are reimbursed as described In Section VIll,
of the State Plan.

Prospecfive rates and ceilings will be established for the home health visits.

C. Trend Factor

ln o¡der to adjust costs for a¡ticipated incteases or decreases due to changes in the economy, a ttend factor is
computed using the Centers for Medicare and Medicaid Services (CMS) Home Health Market Baskets that
are published in the Integrated Healthcare Strategies (lHS) Economic Healthcare Cost Review, or its
successor, in the foufth (4th) qua¡tû of the previous calendar year, prior to the staxt of the rate period. The
moving averages for the following market basket components are used: Wages and Salaries, Benefits,
Utilities, Malpractice Insurance, Administrative Support, Financial Services, Medical Supplies, Rubber
Products, Telephone, Postage, Other Services, Other Products, Transportation, Fixed Capital, and Movable
Capital. Relative weights are obtained from the same period National Market Basket Price Proxies-Home
Health Agency Operating Costs.

D. Rate Setting

l. Home health agencies are reimbursed fo¡ skilled nursing visits at the lower of the following:

(a) trended cost, plus a profit incentive, but not greater tharì 105% ofthe median, which is
computed as follows:

(1) determine the cost per visit as computed on the desk review of each home health agency cost
report for the period ended in the calendar year prior to the start ofthe standard rate yeax of
October 1 through September 30;

(2) trend the costs, using the trend factor determined in paragraph C, above, to account for the
time difference between the midpoint ofthe cost report period and the midpoint ofthe rate period;

TN No.l7-0001
Supercedes
TNNo.2003-07
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(3) array the trended costs from the lowest to the highest with the total number of skilled nursing
visits and determine the cost associated with the median visit (interpolate, ifnecessary);

(4) multiply the median visit trended cost by 105% to determine the ceiling;

(5) for agencies with trended cost below the l05Vo of the median amount, compute 50% of the
diffe¡ence between the oeiling and the higher of their trended çost or the median trended cost to
delermine the profìt incentive;

(6) surn the lesser of each home health agency's trended cost or the 105% of the median ceiling and
the profit incentive determined in (5), above; or,

(b) the sum ofthe following:

(l) the ceiling for direct care and care related costs for nursing facilities at a case mix score of 1.000
as determined each July I prior to the start of the October 1 through September 30 home health
agency rate periodl and

(2) the ceiling for administrative and operating costs for Large Nursing Facilities as determined each
July 1 prior to the starl of the October 1 through September 30 home health agency rate period.

(c) plus the medical supply add-on as computed in Section IV. D. 5.

2. Physical therapy visits for Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)-eligible
beneficiaries are reimbursed on a fee-for-service basis at an all-inclusive, per visit rate of $65.00 plus the
medical supply add-on as computed in Section IV. D. 5.

Speech therapy visits for Early and Periodic Screening,
beneficiaries are reimbursed on a fee-for-service basis at an
medical supply add-on as computed in Section IV. D. 5.

Diagnosis, and Treatment (EPSDT)-eligible
all-inclusive, per visit rate of $65.00 plus the

4. Home health agencies are reimbursed for home
methodology:

health aide visits based on the following

(a) trended cost, plus a profit incentive, but not greater ihan l05yo of the median, plus the medical
supply add-on, \ryhich is computed as follows:

(l) determine the cost per visit as computed on the desk review of each home health agency cost
report for the period ended in the calendar year prior to the start of the standard rate year of
October I through September 30;

(2) trend the costs, using the trend factor determined in paragraph C, above, to account for the time
difference between the midpoint ofthe cost report period and the midpoint ofthe rate period;

(3) array the trended costs from the lowest to the highest \'r'ith the total number of home health aide
visits and determine the cost associated with the median visit (interpolate, ifnecessary);
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(4) multiply the median visit trended cost by 105% to determine the ceiling;

(5) for agencies with trended cost below the 105yo of the median amount, compute 50% of the
difference between the ceiling and the higher of their hended cost or the median trended cost to
determine the profit incentive;

(6) sum the lesser of each home health agency's trended cost or the 105% ofthe median ceiling and
the profit incentive determined in (5), above, plus the medical supply add-on as computed ln
Section IV. D. 5.

5. The Medical Supply payment amount that will be added on to each discipline will be reimbursed at the
lower of the following:

(a) trended medical supply cost per visit computed as follows:

(1) determine the medical supply cost per visit as computed on the desk review of each home health
agency cost repoñ for the period ended in the calendar year prior to the start of the standaxd rate
year of October I through September 30 (divìde total medical supply cost per the desk review by
total medical supply charges; multiply this ratio times Medicaid medical supply charges per the
desk. review; divide this number by total Medicaid vìsits);

(2) trend the costs, using the trend factor determined in paragraph C, above, to account fo¡ the time
difference between the midpoint ofthe cost repoÉ period and the midpoint ofthe rate period; or

(b) 105% ofthe median medical supply trended cost, which is computed as follows:

(1) determine the medical supply cost per visit as computed on the desk review of each home health
agency cost report for the period ended in the calendar year prior to the start of the standard rate
year of October lthrough September30 (divide total medical supply cost per the desk review by
total medical supply charges; multiply this ratio times Medicaid medical supply charges per the
desk review; divide this number by total Medicaid visits);

(2) trend the costs, using the trend factor determined in paragraph C, above, to account for the time
difference between the midpoint ofthe cost repofi period and the midpoint ofthe rate period;

(3) array the trended costs from the lowest to the highest with the total number of Medicaid visits per
the desk review and determine the cost associated with the median visit (interpolate, if
necessary);

(4) multiply the median visit trended cost by 105% to determine the ceiling.

V. New Providers

l. Changes of Ownership
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For purposes of this plan, a change of ownership of a home health agency includes, but is not limited to,
inter vivos gifts, purchases, transfers, lease anangemenfs, cash, transactions or other comparable
arrangements whenever the person or entity acquires a majority interest of the agency. The change of
ownership must be an arm's leng¡th transaction consummated in the open market between non-related
parties in a normal buyer-seller relationship.

A home health agency which undergoes a change of ownership musf notify the Division of Mcclicaicl in
writing of the effective date of the change of ownership. The new owner will be assigned the previous
ownerrs rate. The Division of Medicaid will update the provider's information in the Medicaid
Management lnformation System (MMIS).

The new owner, upon consummation of the transaction affecting the change of ownership, shall as a
condition of padicipation, assume liability, jointly and severally, with the prior owner for any and all
amounts that may be due or become due to the Medicaid Program, and such amounts may be withheld
from the payment of claims submitted when determined. However, the new owner shall not be construed
as relieving the prior owner of his liability to the Division of Medicaid.

2. New Home Health Agencies
When new providers are established that are not changes of ownership, the provider shall be reimbursed
at the maximum rate for each type ofhome health visit pending the receipt ofthe initial cost report. After
receipt of the initial cost report, a rate will be determined that is retroactive to the date of the
establishment of the provider.

Notwithstanding any other provision of this section, the Division of Medicaid, as required by state law, shall
reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed amount for that
service. The federal match will be paid based on the reduced amount.

VI. Provider Participation

Payments made in accordance with the standards and methods described in this attachment are designed to
enlist participation of a sufficient number of home healfh agencies in the program, so that eligible
beneficiaries can receive the medical care and services included in the State Plan at least to the extent these
services are available to the general public. Providers must be certified to participate as a home health agency
under Title XVIII (Medicare) ofthe Social Security Act, and meet all applicable state la',¡rs and requirements.

VII. Payment in Full

Participation in the program shall be limited to home health agencies who accept, as payment in full, the

amount paid in accordance with the State Plan.
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TN No.  20-0001      Date Received:  
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TN No.  17-0015     Date Effective: 04/01/2020 

VIII. Durable Medical Equipment

A. The payment for the purchase of new Durable Medical Equipment (DME) is the lesser of the
provider’s usual and customary charge or a fee from statewide uniform fee schedule updated July 1
of each year and effective for services provided on or after July 1.  The statewide uniform fee
schedule  will  be  calculated  using  eighty  percent  (80%)  of  the  Medicare rural rate, if available,
or the non-rural rate if there is no rural rate, on the Durable  Medical Equipment, Prosthetics,
Orthotics, and Supplies (DMEPOS) Fee Schedule in effect on January 1 of each year.

1. When it is determined by DOM, based on documentation, that the DMEPOS fee is insufficient for
the Mississippi Medicaid population or could result in a potential access issue, then a fee will
be calculated using market research from the area. 

B. If there is no DMEPOS fee, the provider will be reimbursed a fee determined by the Division of
Medicaid based on the lower of the Division of Medicaid’s average/established fee or the average of the
fees from other states, when available, or determine the fee from cost information from providers and/or
manufacturers, survey information from national fee analyzers, or other relevant fee-related information.
The fees will be updated every three (3) years effective July 1 of that third (3rd) year.

C. If there is no DMEPOS fee or a fee determined by the Division of Medicaid, the provider will be
reimbursed a fee calculated through the following manual pricing:

1. Manufacturer’s Suggested Retail Price (MSRP) minus twenty percent (20%), or

2. If there is no MSRP, then the provider’s invoice received from a wholesaler or manufacturer plus
twenty percent (20%).

D. The payment for rental of DME is made from a statewide uniform fee schedule based on ten
percent (10%) of eighty percent (80%) of the Medicare DMEPOS or Medicaid established fee as
described in letter A or B not to exceed ten (10) months. After rental benefits are paid for ten (10)
months, the DME becomes the property of the Mississippi Medicaid beneficiary unless otherwise
authorized by the Division of Medicaid through specific coverage criteria.

E. The payment for purchase of used DME is made from a statewide uniform fee schedule based
on fifty percent (50%) of eighty percent (80%) of the Medicare DMEPOS or Medicaid established
fee as described in letter A or B.

F. The payment for repair of DME is the cost of the repair, not to exceed fifty percent (50%) of eighty
percent (80%) of the Medicare DMEPOS or Medicaid established fee as described in letter A or B.

G. Any durable medical equipment not listed on the fee schedule may be requested for coverage by
submitting documentation to the Division of Medicaid’s UM/QIO who will determine medical
necessity on a case-by-case basis.

08/27/20
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DME for Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) beneficiaries, if medically 
necessary, which exceed the limitations and scope for Medicaid beneficiaries, as covered in this Plan, are 
reimbursed according to the methodology in the above paragraphs. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of DME. The Division of Medicaid’s fee schedule rate was set as of 
July 1, 2020, and is effective for services provided on or after that date.   All rates are published at 
www.medicaid.ms.gov/providers/fee-schedules-and-rates/#. Notwithstanding any other provision of this 
section, the Division of Medicaid shall reduce the rate of reimbursement to DME providers for any 
service by five percent (5%) of the allowed amount for that service. The 5% reduction has been in effect 
since July 1, 2002.  The federal match will be paid based on the reduced amount. 

08/27/20
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Medical Supplies 
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A. The payment for the purchase of Medical Supplies is the lesser of the provider’s usual and customary
charge or a fee from a statewide uniform fee schedule updated July 1 of each year and effective for
services provided on or after July 1.  The statewide uniform fee schedule will be calculated using
eighty percent (80%) of the rural rate, if available, or the non-rural rate if there is no rural rate, on the
Medicare Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) Fee
Schedule in effect on January 1 of each year.

1. When it is determined by DOM, based on documentation, that the DMEPOS fee is insufficient
for the Mississippi Medicaid population or could result in a potential access issue, then a fee will
be calculated using market research from the area.

B. If there is no DMEPOS fee, the provider will be reimbursed a fee determined by the Division of
Medicaid based on the lower of the Division of Medicaid’s average/established fee or the average of the 
fees from other states, when available, or determine the fee from cost information from providers and/or 
manufacturers, survey information from national fee analyzers, or other relevant fee-related 
information.  The fees will be updated every three (3) years effective July 1 of that third (3rd) year. 

C. If there is no DMEPOS fee or a fee determined by the Division of Medicaid, the provider will be
reimbursed a fee calculated through the following manual pricing:

1. Manufacturer’s Suggested Retail Price (MSRP) minus twenty percent (20%), or

2. If there is no MSRP, then the provider’s invoice received from a wholesaler or manufacturer plus
twenty percent (20%).

D. Any medical supplies not listed on the fee schedule may be requested for coverage by submitting
documentation to the Division of Medicaid’s UM/QIO who will determine medical necessity on a
case-by-case basis.

Medical Supplies for EPSDT beneficiaries, if medically necessary, which exceed the limitations and 
scope for Medicaid beneficiaries, as covered in this Plan, are reimbursed according to the methodology in 
the above paragraphs. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of medical supplies. The Division of Medicaid’s fee schedule rate was 
set as of July 1, 2020, and is effective for services provided on or after that date.   All rates are published 
at www.medicaid.ms.gov/providers/fee-schedules-and-rates/#.  Notwithstanding any other provision of 
this section, the Division of Medicaid shall reduce the rate of reimbursement to med ica l  s upp ly  
providers for any service by five percent (5%) of the allowed amount for that service. The 5% reduction 
has been in effect since July 1, 2002.  The federal match will be paid based on the reduced amount. 

08/27/20
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 
OTHER TYPES OF CARE 

Pursuant fo the provisions of Section 25-14-1, et seq., Mississippi Code of 1972, 
as Amended, individual providers of medical care under Title XIX are eligible to participate 
in the Deferred Compensation Plan administered by the Mississippi Public Employees Re­
tirement System Board. The Medicaid fiscal agent defers compensation of individual 
providers in accordance with the agreement between the provider and the Public Employees 
Retirement Board. All such deferred payments are made in accordance with State and 
Federal legal requirements pertaining to def erred compensation plans. 
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Supplem ent 2 

Coverage for Aliens - Payment to a provider who renders a covered service to an alien 
due to an emergency medical condition shall be at the same rate that is payable for that 
same service when rend~red to any other Medicaid recipient who is not an alien. 
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POLICY REGARDING PAYMENT FOR RESERVING BEDS DURING A RECIPIENT’S 
ABSENCE FROM A LONG-TERM CARE FACILITY 
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 Reserved Bed Days Payments 
 
The Division of Medicaid will reimburse a long-term care facility for bed days held for Title XIX 
beneficiaries under the following conditions and limitations. 
 

A. Hospital Leave 
 

Facilities will be reimbursed a maximum of fifteen (15) days for each hospital stay for 
residents requiring acute hospital care. Residents must receive continuous acute care during 
acute hospital leave. Should a resident be moved from an acute care hospital bed to a bed in 
the hospital that is certified for a less than acute care service, the Medicaid program may 
not be billed for any period of time in which services other than acute care services are 
received by the resident. The period of leave will begin the calendar day the resident was 
admitted to an inpatient hospital for continuous acute care. A new leave of absence for 
hospitalization does not begin until the resident returns to the facility for a period of 
twenty-four (24) hours or longer. 

 
The facility must reserve the hospitalized resident's bed in anticipation of his/her return.  
The bed may not be filled with another resident during the covered period of hospital leave. 
Facilities which submit hospital bed hold may not refuse to readmit a resident from the 
hospital when the resident has not been hospitalized for more than fifteen (15) consecutive 
days and still requires nursing facility services. 

 
Each facility must establish and follow a written bed-hold and resident return policy which 
conforms to requirements of the Medicaid State Plan and other state and federal 
regulations.   Hospital leave days may not be billed if the facility refuses to readmit the 
resident under their resident return policy. Repayment will be required of a facility which 
bills Medicaid for fifteen (15) consecutive days of hospital leave, discharges the resident, 
and subsequently refuses to readmit the resident under their resident return policy when a 
bed is available. Leave days must be billed in accordance with the applicable Mississippi 
Division of Medicaid Provider Billing Handbook and Administrative Code. 

 
B. Home/Therapeutic Leave 
 

The Division of Medicaid will reimburse long-term care facilities for home/therapeutic 
leave days with limits per resident, per state fiscal year (July 1 - June 30), as determined by 
the Mississippi State Legislature. Nursing Facility residents are allowed forty-two (42) 
days per state fiscal year in addition to Christmas Day, the day before Christmas, the day 
after Christmas, Thanksgiving Day, the day before Thanksgiving and the day after 
Thanksgiving. Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICF/IID) residents are allowed sixty-three (63) days per state fiscal year in addition to  
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Christmas Day, the day before Christmas, the day after Christmas, Thanksgiving Day, the 
day before Thanksgiving and the day after Thanksgiving. Psychiatric Residential Treatment 
Facility (PRTF) residents are allowed eighteen (18) days per state fiscal year.  Leave days 
must be determined, authorized and billed in accordance with the applicable Mississippi 
Division of Medicaid Provider Billing Handbook and Administrative Code.  Therapeutic 
leave days must be included in the resident’s plan of care in accordance with 42 C.F.R § 
447.40. 
 

C. Bed Hold Days Payment 
 
A facility will be paid its per diem rate for the allowed bed hold days. For purposes of 
calculating the case mix average of the facility, residents on allowable leave will be 
classified at the lower of the case mix weight as computed for the resident on leave using 
the assessment being utilized for payment at the point in time the resident starts the leave, 
or a case mix score of 1.000. 
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Introduction

This plan is for use by providers, their accountants, the 

Division of Medicaid, and its fiscal agent in determining the allowable 

and reasonable costs of and corresponding reimbursement for long-term 

care services furnished to Medicaid beneficiaries. The plan contains 

procedures to be used by each provider in accounting for its operations 

and in reporting the cost of care and services to the Division of 

Medicaid.  These procedures will be used in determining the payment to 

the provider of its allowable and reasonable costs.  The payment to 

nursing facility providers only will be under a case mix reimbursement 

system.

The program herein adopted is in accordance with Federal Statute, 

42 U.S.C.A., section 1396a(A)(13) and (28).  The applicable 

Federal Regulations are 42 CFR 440.160; 42 CFR 441, Subpart D; 42 

CFR 447, subparts B and C; and 42 CFR 483, subparts B, D, F, and I. 

Each long-term care facility that has contractually agreed to 

participate in the Title XIX Medical Assistance Program will 

adopt the procedures set forth in this plan; each must file the 

required cost reports and will be paid 

TN NO 15-004  DATE RECEIVED
SUPERSEDES DATE APPROVED
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for the services rendered on a rate related to the allowable and 

reasonable costs incurred for care and services provided to Medicaid 

beneficiaries.  Payments for services will be on a prospective basis. 

In adopting these regulations, it is the intention of the 

Division of Medicaid to pay the allowable and reasonable costs of 

covered services and establish a trend factor to cover projected cost 

increases for all long-term care providers.  For nursing facility 

providers only, the Division of Medicaid will include an adjustable 

component in the rate to cover the cost of service for the facility 

specific case mix of residents as classified under  the Centers for 

Medicare and Medicaid Services Minimum Data Set Resident Utilization 

Group IV, Set F01, 48-Group, Nursing Only (MDS RUG IV).  While it is 

recognized that some providers will incur costs in excess of the 

reimbursement rate, the objective of this plan is to reimburse 

providers at a rate that is reasonable and adequate to meet the costs 

that must be incurred by efficiently and economically operated nursing 

facilities that comply with all requirements of participation in the 

Medicaid program. 

As changes to this plan are made, the plan document will be 

updated on the Medicaid website. 

TN NO 15-004  DATE RECEIVED
SUPERSEDES DATE APPROVED
TN NO 2009-004 DATE EFFECTIVE   01/01/2015
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Questions related to this reimbursement plan or to the 

interpretation of any of the provisions included herein should be 

addressed to: 

Office of the Governor 
Division of Medicaid 
Suite 1000, Walter Sillers Building 
550 High Street 
Jackson, Mississippi    39201 

TN NO   2009-004   DATE RECEIVED   
SUPERSEDES   DATE APPROVED  03-18-10 
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CHAPTER 1

PRINCIPLES AND PROCEDURES

1-1  General Principles

A facility's direct care costs, therapy costs, care related

costs, administrative and operating costs and property costs related 

to covered services will be considered in the findings and 

allocation of costs to the Medical Assistance Program for its eligible 

beneficiaries. Costs included in the per diem rate will be those 

necessary to be incurred by efficiently and economically operated 

nursing facilities that comply with all requirements of participation 

in the Medicaid program with the exception of services provided that 

are reimbursed on a fee for service basis or as a direct payment 

outside of the per diem rate. 

1-2  Classes of Facilities

Specific classes are used as a basis for evaluating the reasonableness 

of an individual provider's costs.  The classes consist of Small 

Nursing Facilities (1 - 60 beds), Large Nursing Facilities (61 or more 

beds), Nursing Facilities for the Severely Disabled (NFSD), 

Psychiatric Residential Treatment Facilities (PRTF), and Intermediate 

Care Facilities for Individuals with Intellectual Disabilities 

(ICF/IID).

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
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1-3 Cost Reporting

A. Reporting Period

All Nursing Facilities, PRTFs, and ICF/IIDs shall file cost reports 

based on a standard year end as prescribed by the provisions of this 

plan.  State owned facilities shall file cost reports based on a 

June 30 year end.  County owned facilities shall file cost reports 

based on a September 30 year end.  All other facilities shall use a 

standard year end of December 31. Standard year end cost reports 

should be filed from the date of the last report. Facilities may 

request to change to a facility specific cost report year end, if the 

requested year end is the facility’s Medicare or corporate year end. 

Other provisions of this plan may require facilities to file a cost 

report for a period other than their standard reporting year. 

Facilities which previously filed a short period cost report that 

includes a portion of their standard reporting year must file a cost 

report for the remainder of their standard reporting year, excluding 

the short period for which a report was previously required. For 

example, a facility that has a standard reporting year of January 1 

through December 31 and undergoes a change of classification on 

April 1, would be required to file the following cost reports: 

TN NO  15-004 DATE RECEIVED
SUPERSEDES  DATE APPROVED  
TN NO  2009-004 DATE EFFECTIVE 01/01/2015
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1. a cost report for the period January 1 through March

31;

2. a short-period cost report would be required per Section 1-

3, Q, for the period April 1 through June 30; and

3. a regular year-end cost report for the period July 1

through December 31.

B. When to File

Each facility must submit a completed cost report on or before the

last day of the fifth month following the close of the reporting 

period.  Should the due date fall on a weekend, a State of 

Mississippi holiday or a federal holiday, the due date shall be the 

first business day following such weekend or holiday. 

C. Extension for Filing

Extensions of time to file may be granted due to unusual situations 

or to match a Medicare filing extension for a provider-based 

facility.  The extensions may only be granted by the Director of the 

Division of Medicaid. 

TN NO 15-004 DATE RECEIVED 
SUPERSEDES DATE APPROVED
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D. Delinquent CosL ReporLs

Cost reports that are submitted after the due date will be assessed
a penalty in the amount of $50.00 per day the cost report is
delinquent. This penalty may only be waived by the Director of
the Division of Medicaid.

E. What to Submit

1

2

For facilities with costs affocaLed from hospitals, home offices and
related management companies the listed information is required for
al-l- entities. All cosL reports must be filed in electronic format,
v,¡i th the f ollowing:

Working Trial Balance, facility and home office (if
appf i cable ) ;

Grouping schedule showing the general ledger account.s grouped
together and reported on the various fines of the cost report.

Depreciation Schedule (s) . If t.he facility has differenL book
and Medicaid depreciat ion schedr-rles, copíes of both
depreciatíon schedules must be submítted.

Any work papers used tro compute the r e c 1 a s s i f i c a t i o n s
and adjustments made in the cost report(s);

Narrative description of purchased management services or a copy
of contracts for managed services, if applícable;

5

TN ÀtO 18-0001
SIIÞ¡IRSEDES
TN NO ]q 004

DA'1'E
DATFì



ATTACHMENT 4.L9-D
D-^ð 1 a

Form 2 v,¡ith an original signature on the Certification by

Officer or Adminístrat.or of Provider. Scanned

signatures are acceptable.
Vùork papers t.hat support the ventifator dependent care unit
form, if applicable.

vühen it is determined that a cost report has been submitted that is noL

compleLe enough to perform a desk review, the provider will be

notified. The provider musL submit a compfete cost report. If
the request is made and the completed cost report is not received on

or before the due date of the cost report, the provider wil-l- be subject
Lo the penalties for fi1íng delinquent cost reports. When it is
determined that Lhe cost reporL submitted is complete but is missing

certain information, providers will be allowed a specified amount

of Lime Lo submít the requested information without incurring the
penalty for a definquent cost report. For cosL reporLs which are

submitted by the due date, Len (10) working days from the date of the

provider's receipt of the request for additional informaLion
will be allowed for the provider Lo submit

7
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the additional information. For cost reports which are submitted 

after the due date, five (5) working days from the date of the 

provider's receipt of the request for additional information will be 

allowed for the provider to submit the additional information. If 

requested additional information has not been submitted by the 

specified date, an additional request for the information will be 

made. An exception exists in the event that the due date comes 

after the specified number of days for submission of the 

requested information. In these cases, the provider will be 

allowed to submit the additional requested information on or 

before the due date of the cost report. Information that is 

requested that is not submitted following either the first or the 

second request may not be submitted for reimbursement purposes. 

Providers will not be allowed to submit the information at a 

later date, at the time of audit, the cost report may not be 

amended in order to submit the additional information, and an 

appeal of the disallowance of the costs associated with the 

requested information may not be made. Adjustments may be made to 

the cost report by the Division of Medicaid to disallow 

expenses for which required documentation, including revenue cost 

findings, is omitted. 

F. Where to File

The cost report and related information must be uploaded

electronically to the cost report data base as designated by the

Division of Medicaid.

G. Cost Report Forms

All cost reports must be filed using forms and instructions that

TN NO   20-0004 DATE RECEIVED  
SUPERSEDES DATE APPROVED 
TN NO 2009-004 DATE EFFECTIVE 04-01-2020 
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are adopted the Divisíon of Medicaid

H. Amended Cost Reports

The Division of Medicaid accepts amended cost reports in eLectronic
format for a period of thirty-six (36) mont.hs following the end of
the reporting period. Amended cost reports should ínclude Form 1,
in order to explain the reason for the amendment in the Section II;
Form 2 with origínal signature; and aLl" forms that are being amended
along with work papers for any revised recfassifications and/or
adjusLments. Each form and schedule submitted should be clearly
marked "Amended" at the top of the page. Amended cost reports
submitted after the annual base rate is determíned will be used
only Lo adjust the individual provider's rate. Cost reporLs may not
be amended after an audit has been initiated.

l. Ðesk Revie\,rs

The Division of Medicaid wiII conduct cost report reviews, as deemed
necessary, prior to raLe determination. The objective of the desk
reviews is to evaluate the necessity and reasonableness of facílity
costs in order to determine Lhe alfowabfe costs used in the
caLculation of the prospective per diem rate.

Desk review wiff be performed using desk review programs developed
by the Division of Medicaid. Providers wíll be notified, in wrítíng,
of all adjustments made to alfowabfe costs.

TN NO 18 00 01
ST]PI]RST]DT]S

DATE RECE IVED
oerr aernovnr_fiffiff 2flg
DAT¡I FFFFÌcrTVfr o1 /01 /18T\1 NO i 5-nn4



ATTACHMENT 4.19-D
Page 21 

Copies of desk review work papers will be furnished to the 
provider upon written request.  Facilities have the right of 
appeal as described in Section 1-7 of this plan. 

The desk review procedures will consist of the following: 
1. Cost reports will be reviewed for completeness,

accuracy, consistency and compliance with the 
Mississippi Medicaid State Plan and Division of Medicaid 
policy.  All adjustments (whether in the provider's 
favor or not) will be made.  All adjustments will 
include written descriptions of the line number on the 
cost report being adjusted, the reason for the 
adjustment and the amount of the adjustment, and the 
reference that is being used to justify the change (Ex. 
applicable section of the state plan).   

2. Providers

TN NO  2009-004  DATE RECEIVED   
SUPERSEDES   DATE APPROVED  03-18-10 

TN NO  98-10   DATE EFFECTIVE 02-08-10 
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may be requested to submit additional informaLion prior to the
compleLion of the desk revíew.

3. All desk review findings will be sent to the provider or its
designated representative .

4. All desk reviews may be amended multiple times.
5. Desk reviews amended after the annuaf base rate is deLermined

will be used only tÕ adjust the individual provider's rates.
6. Desk reviews may not be the finaf deLermination of all-owable costs

used in the caLculation of the provider's rate. Aff cost reports
have Lhe potentiaf Lo be audited.

,J. Audits of Financial Records

The Division of Medicaid wiLf conduct audits as necessary to verify the

accuracy and reasonableness of the financial and staLisLical ínformation

cont.ained in Lhe Medicaid cost report. Audit adjustments

(whet.her in the províder's favor or not) wilL be made. Aff adjustments

wilf include writ.Len descriptions of the line number on the cost report being

adjust.ed, the reason for the adjustment, the amount of the adjusLment,

and the applicable section of the State Plan or CMS Pub. 15-1 t.hat is being used

to justify the change. j

Audits issued after the annual base rate is determined will be used only

to adjust the individual provider's rate.

K. Record Keeping Regui rements

Providers must maintain adequate financial records and st.aListical data for
proper determination of costs payable under the program. The cost reporL

must be based on the financial and stat.isLical records maintained by the

facility. AIf non -governmenLaf facilities must file cost reports based on the

accruaf met.hod of accounting. GovernmenLal facilitíes have the option Lo use

Lhe cash basis of accounLing for reporLing. Financial and statistical data

must be current, accurate and in sufficient detail to supporL cosLs contaíned

ín the cost reporL. This includes all ledgers, books, records and

original evidence of cost (purchase requisitions for supplies, invoices,

paid checks,

nÀTn n nan T\¡nn
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invenLories, time cards, payrolls, basis for allocating costs, etc.) whích

pertain to Lhe determinaLion of reasonabLe costs. sLaLísLicaf data should

be maintained regarding census by payment source, room numbers of

residents, hospítal leave days and therapeuLic leave days.

Financiaf and statisLicaf records should be maintained in a consistent manner

from one period to another. However¡ a proper regard for consistency

need not preclude a desirable change in accounting procedures, provided that

full dísclosure of signíficant changes are made to Lhe Division of Medícaid.

This disclosure shoufd be made as a footnote on the cost report and should

include the effecL of the change.

AII financial and statistical records, incJ-uding cost reports, must be

maintained for a period of three (3) years after submission to the Division

of Medicaid. Records pertaining to amended cost reports must be maintained

for a period of three (3) years after the submission date of the amended cost

report. Records pertaining to open reviews or audits must afso be maintained

untif the review or audit is finafized.

A provider musL make available any or afl fínanciaf and statisLicaL records

to the Division of Medicaid or its contract auditors for the purpose of

determining complíance with the provj,sions of this plan or Medicaid policy.

For those cost reports selected for audít, a1l records which substantiate

the ínformation included in the cost report will be made

DATE RECE IVED.-
oare aeenover_fifl\J ffllfll$
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available to the DivisÍon of Medicaid reviewers during the schedul-ed audì-t, including

any documentation relating Lo home office and/or managemenl conpany cosbs. Records of
a non related managemenL company wiIl be made available Lo supporL the non- rel-ated

party stabus of the management company. Information requesLed during an audil:

LhaL is submitted after the províder's receipt of the Medicaid adjustmenc reporl:

wilf not be accepted. Providers will not be allowed to submit this
informatrion at a faLer date, the cost report may noL be amended in order to
submit the additional information, and an appeal of the disalloh¡ance of the

costs associãted with the requested information may not be made.

The provider being audited is required to make available within the boundaries' of the

State of Mississippi, when it is reasonable to do so, all information required for the

Division to werify the accuracy and reasonableness of the financial and statistical
informaLion contained in the Medicaid cost reports. When the Division of Medicaid concurs

wíth the provider that it is not reasonabfe to make aff necessary informalion available

for rewiew withín the boundaries of Lhe state of Mississippi (for example, when the

records to be reviewed are Loo costly Lo ship compared to the costs of travel necessary

t.ravel will be paid by Lhe division of Medicaid. However, if, in the opinion of the

Division of Medicaid, Lhe necessary informatíon may be reasonably made availabl-e within
the boundarÍes of the Stat.e of Mississippi and the provider being audited chooses nob to
make the necessary informalion available within the StaLe's boundaries, the provider will
bear alI expenses and costs refated to t.he audit, including, but. not limiLed to travel and

reasonable living expenses, and those costs will not L'e allowable on any subsequent' cost

report. Travel expenses and costs wilf incl-ude those alfowÊd per policy issued by the

Mississippi Department of Financc and AdministralÍon, Office of Purchasing and Travel for
state employees traveling on official sEate business. The provider is required to make

available to the Division of Medicaid reviewers, whenever possible, adequate space and

privacy for t.he auditors to conduct the audit.

DATE RDCIIVDD
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L. Failure to File a Cost Report 

 

Providers that do not file a required cost report within six (6) months 

of the close of the reporting period will be subject to sanctions as 

described in Sanctions, Chapter 1 Section 7-C. 

 

M. Change of Ownership 

 

For purposes of this plan, a change of ownership of a facility 

includes, but is not limited to, inter vivos gifts, purchases, 

transfers, lease arrangements, cash transactions or other comparable 

arrangements whenever the person or entity acquires a majority interest 

of the facility operations.  The change of ownership must be an arm's 

length transaction consummated in the open market between non-related 

parties in a normal buyer - seller relationship. 

 

Costs attributable to the negotiation or settlement of the sale or 

purchase of any capital asset whether by acquisition or merger for 

which any payment has previously been made shall not be considered 

reasonable in the provision of health care services and, therefore, 

shall not be included in allowable costs. These costs include, but are 

not limited to, legal fees, accounting and administrative costs, travel 

costs, and the costs of feasibility studies. 
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Facilities that undergo a change of ownership must file a cost report 

from the date of change of ownership through the end of the standard 

year end or other approved year end, as outlined in Section 1-3, A. 

The cost report must cover a reporting period of at least one month, 

defined as beginning on or before the fifteenth day of the month. If 

needed, to comply with this requirement, the initial cost report may 

cover up to thirteen months.

The cost report for the old owner, used in setting the old owner’s 

rate just prior to the effective date of the change of ownership, 

will be used to set the base rates of the new owner until such time 

that the new owner’s initial cost report is used under the regular 

rate setting schedule. Asset additions will be incorporated into the 

property rate using the regular schedule each January 1. Adjustments

to the old owner’s cost report otherwise required under this plan 

will apply to the new owner (i.e. audit adjustments, trend factors). 

The new owner’s initial cost report will be used to rebase the new 

owner’s rate for the second calendar year following the end of the 

initial cost report.

Example for January 1, 2013 Change of Ownership:

Trend
Effective Date Base Rate Cost Report Used Multiplier
December 31, 2012 $174.00 Calendar year 2010 2.0
January 1, 2013 $179.00 Calendar Year 2010 3.0
January 1, 2014 $182.00 Calendar Year 2010 4.0
January 1, 2015 $185.00 Calendar year 2013 2.0

TN NO 2010-029 DATE RECEIVED August 13, 2010
SUPERSEDES DATE APPROVED Sept. 26, 2011
TN NO 2007-003 DATE EFFECTIVE August 25, 2010
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The seller must file a final cost report with the Division of 

Medicaid from the date of the last cost report to the effective 

date of the sale.  The filing of a final cost report may be 

waived by the Division, if the cost report will not be needed for 

a trend factor calculation. 

A facility which undergoes a change of ownership must notify the 

Division of Medicaid in writing of the effective date of the 

sale. The new owner must submit provider enrollment information 

required under Division of Medicaid policy.   

For sales of assets finalized on or after July 1, 1993, there 

will be no recapture of depreciation. 

N.  Increase or Decrease in Number of Medicaid Certified Beds 

Facilities which either increase or decrease the number of 

certified beds by less than one-third (1/3) the current number of 

certified beds will not be required to file a short-period cost 

report when the increase or decrease in the number of certified 

beds does not result in a change of facility classification.  The 

per diem rate  

TN NO  2009-004  DATE RECEIVED 
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will be revised whenever the number of Medicaid-certified beds 
changes, however, to reflect the correct number of certified beds 
and to reflect the proper annualized patient days for the 
property and return on equity portions of the rate. 

Changes that either increase or decrease by one-third (1/3) or 
more the number of certified beds, must be approved effective the 
first day of a month.  Facilities must file a cost report from 
the effective date of the increase or decrease of one-third (1/3) 
or more certified beds through the end of the third calendar 
month following the effective date of the increase or decrease. 
The Division of Medicaid may shorten or lengthen the reporting 
period of the initial cost report to not less than two (2) months 
or not more than four (4) months.  These facilities must also 
file a cost report for the period from the date of the last cost 
report to the effective date of the increase or decrease in the 
number of beds that results in a change of one-third or more the 
number of certified beds. 

Effective the date of the one-third (1/3) or more change, the 
interim per diem rate will be revised from the existing rate only 
to reflect the correct number of certified beds and to reflect 
the proper annualized patient days for the property and return on 
equity portions of the rate.   Upon request, the facility’s 
interim rate will also be revised to pay the ceilings for direct 
care and care related and administrative and operating costs. 
The facility’s interim rates will be adjusted retroactively based 
on the initial cost report, after desk review.   The rates 
computed based on the initial cost report of the facility will be 
effective beginning the same date the increase or decrease in the 
number of beds occurred. 

O. New Providers
Nursing Facilities and ICF/IIDs beginning operations during a
reporting year will file an initial cost report from the date of
certification to the end of the third (3rd) month of operation.
The Division of Medicaid may lengthen the reporting period of the
initial cost report to not more than six (6) months.  PRTF's
beginning operations during a reporting year will file a cost
report from the date of certification to the end of the sixth
(6th) month of operation.  Facilities will be paid the maximum
rate for their classification until the initial cost report is
received and the rate is calculated.  The maximum rate for
nursing facilities is

TN NO  15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
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defined as the ceiling for direct care and care related costs 

paid based on a case mix of 1.000 plus the ceiling for 

administrative and operating costs and the gross rental per diem 

payment as computed under the plan. Quarterly rate adjustments 

will be made to adjust for changes in the case mix score, once 

available.  The maximum rate for ICF/IIDs and PRTFs is defined 

as the ceiling for direct care, therapies, care related, 

administrative and operating plus the gross rental per diem as 

computed under the plan.   New facilities will not be paid a 

return on equity per diem or a property tax and insurance per 

diem until the initial cost report is filed. 

A retroactive rate adjustment to the initial certification date 

will be made based on the initial cost report, after desk review. 

Applicable facility-average case mix score(s) will be applied to 

nursing facility rates. 

For example, a new nursing facility provider enrolls in the 

Medicaid program effective August 15, 2000.   The facility’s 

interim per diem rate is set at the maximum rate for its 

classification, as defined above. The direct care and care 

related payment would equal the ceiling, due to use of a case mix 

score of 1.000.  A cost report would be required for the period 

August 15, 2000 through October 31, 2000. The Division of 

Medicaid would issue a desk review after receipt and review of 

TN NO  15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
TN NO  2003-09  DATE EFFECTIVE 01/01/2015



ATTACHMENT 4.19-D 

Page 30 

the cost report. In addition, the Division of Medicaid would 

prepare an "Annual" case mix report to determine the case 

mix score for the cost report period. A "Quarter Final" case 

mix report would be prepared to determine the case mix score 

for each quarter beginning with the quarter July 1, 2000 

through September 30, 2000. The facility’s rates for the period 

August 15, 2000 through December 31, 2001 would be calculated 

using actual cost and census data from the August 15 through 

October 31 cost report, after desk review. The case mix reports 

would also be used in calculating the rates. The initial Quarter 

Final case mix score would be used for the rate periods 

beginning August 15, 2000; October 1, 2000; and January 1, 2000. 

The following quarters’ rates would be set on the normal 

schedule using the quarter Final roster score from the second 

preceding quarter. 

P. Out-of-State Providers

For services not available in Mississippi, Nursing 

Facilities, PRTFs ICF/IIDs and swing beds from states other 

than Mississippi may file claims for services provided to 

Mississippi Medicaid beneficiaries that are 

TN NO 20-0004 DATE RECEIVED  
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considered residents of Mississippi.  These providers must 

provide documentation of their certification for Title XIX and the 

facility's Medicaid rate for the domicile state.  In most cases, 

payment will be made based on the lesser of the Medicaid rate of the 

domicile state or the maximum Mississippi Medicaid rate for their 

classification.  The rates may be negotiated.  However, the 

negotiated rate for ICF/IIDs and PRTFs may not exceed the higher of 

the Medicaid rate of the domicile state or the maximum Mississippi 

Medicaid rate for their classification.  The negotiated rate for 

NFs may not exceed the higher of the Medicaid rate of the 

domicile state or the maximum Mississippi Medicaid rate for nursing 

facilities, as case mix adjusted.  The maximum Mississippi Medicaid 

rate for out-of-state providers is defined for nursing facilities as 

the ceilings for direct care and care related costs paid based on a 

case mix of 1.000 plus the ceiling for administrative and 

operating costs and the gross rental per diem payment as 

computed under the plan.  Classifications which have a case mix 

adjustment will be computed using a case mix score of 1.000 unless 

the facility submits an MDS form that is classifiable. The case 

mix adjustment will be applied to the maximum Mississippi Medicaid 

rate only when the maximum Mississippi Medicaid rate is determined 

to be lower than the Medicaid rate of the domicile state and 

when the Mississippi Medicaid rate is negotiated.  The maximum 

Mississippi Medicaid rate for out-of-state providers is defined 

for ICF/IIDs and PRTFs as the ceiling for direct care, therapies, 

care related, administrative and operating plus the gross rental 

per diem as computed under the plan.  The maximum Mississippi 

Medicaid rate for out-of-state providers will not include a 
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return on equity per diem or a property tax and insurance per diem.  The gross 

rental per diem used in determining the maximum rate will be based on submitted 

property information from the provider or a thirty year age in the absence of 

provider information.  

Q. Change of Classification 

Changes in the number of Medicaid certified beds resulting in a change of 

classification must be approved effective the first day of a month.  Facilities 

that undergo a change of classification must file a cost report from the date of 

the change of classification through the end of the third month following the 

change.  The Division of Medicaid may shorten or lengthen the reporting period of 

the initial cost report to not less than one (1) month or not more than four (4) 

months.  Facilities must also file a cost report for the period from the last cost 

report period to the date of the change.   

Effective the date of the change, the interim per diem rate will be changed from 

the existing rate to reflect the correct number of certified beds and to reflect 

the proper annualized patient days for the property and return on equity portions 

of the rate.  In addition, the existing rate will be revised to apply the 

Administrative and Operating ceiling for the new classification.  Upon request, 

the facility’s interim rate will also be revised to pay the ceilings for direct 

care and care related and administrative and operating costs.  The facility’s 

interim rates will be adjusted retroactively based on the initial cost report, 
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after desk review. The rates computed based on the initial cost report of 

the facility will be effective beginning the same date the change of 

classification occurred. 

1-4 Resident Fund Accounts

Nursing Facilities, ICF/IIDs, and PRTFs must account for the facility's 

resident fund accounts in accordance with policies and procedures adopted by 

the Division of Medicaid.  These policies and procedures are contained in 

the appropriate provider manuals. The resident trust fund accounts of each 

facility will be reviewed annually. Results of the resident trust fund 

reviews will be reported to the Mississippi State Department of Health, 

Division of Health Facilities Licensure and Certification. The Division of 

Medicaid may impose certain sanctions, established by the Division of 

Medicaid, on those facilities found to be in non-compliant status, based on 

criteria approved by the Division of Medicaid. 

1-5 Admission, Transfer, and Discharge Rights

The facility must establish and practice admission, discharge, and 

transfer policies which comply with federal and state regulations. 

Long-term care facilities that participate in the Medicaid program are 

prohibited from requiring any resident or any resident's family member or 

representative to give a notice prior to discharge in order to require 

payment from that resident, family member or representative for days after the 

discharge date. 

1-6 Payments to Providers

A. Acceptance of Payment

Participation in the Title XIX Program will be limited to those providers

that agree to accept, as payment in full, the amounts
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paid by the Division of Medicaid plus any deductible, coinsurance or 

co-payment required by the plan to be paid by the individual for all 

covered services provided to Medicaid patients.   

B. Assurance of Payment 

The State will pay a certified Title XIX long-term care facility with 

a valid provider agreement, furnishing services in accordance with 

these and other regulations of the Mississippi Medical Assistance 

Program in accordance with the requirements of applicable State and 

Federal regulations and amounts determined under this plan.  Payment 

rates will be reasonable and adequate to meet the actual allowable 

costs of a facility that is efficiently and economically operated. 

C. Upper limit based on Customary Charges 

In no case may the reimbursement rate for services provided under this 

plan exceed an individual facility's customary charges to the general 

public for such services, applied in the aggregate, except for those 

public facilities rendering such services free of charge or at a 

nominal charge.  The Division of Medicaid recognizes the requirement 

that facilities give notice to residents thirty (30) days in advance 

of a rate change.  Presuming that facilities set their private pay 

rates on the first day of the month, if a facility receives notice 

from Medicaid less than thirty-five (35) days in advance of their 

Medicaid rate increase, additional time to properly notify their 

residents will be granted before the upper limit is applied.  However, 

the facility must adjust the private pay rate as soon as possible and 

no later than sixty-seven (67) days following the receipt of the rate 

notification, in order to comply with this limit.  
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D. Overpayments 

An overpayment is an amount which is paid by the Division of 

Medicaid to a provider in excess of the amount that is computed 

in accordance with the provisions of this plan.  Overpayments 

must be repaid to the Division of Medicaid within sixty (60) days 

after the date of discovery.  Discovery occurs either (1) on the 

date the Division of Medicaid first notifies a provider in 

writing of an overpayment and specifies a dollar amount that is 

subject to recovery, or (2) on the date a provider acknowledges 

an overpayment to the Division of Medicaid in writing, whichever 

date is earlier. Failure to repay an overpayment to the Division 

of Medicaid may result in sanctions. 

Overpayments documented in audits will be accounted for on the 

Form CMS-64 Quarterly Statement of Expenditures not later than 

the second quarter following the quarter in which the overpayment 

was found. 

E. Underpayments 

An underpayment occurs when an amount which is paid by the 

Division of Medicaid to a provider is less than the amount that 

is computed in accordance with the provisions of this plan. 

Underpayments will be reimbursed to the provider within sixty 

(60) days after the date of discovery. 
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F. Credit Balances 

 

A credit balance, or negative balance, on a provider's account is an amount 

which is due to the Division of Medicaid.  The credit balance is treated as an 

overpayment by the Division of Medicaid and is subject to the rules described 

above for overpayments. 

 

1-7 Appeals and Sanctions 

 

A. Appeal Procedures - Desk and Field Reviews 

 

Long-term care providers who disagree with an adjustment to their allowable 

costs made as a result of a desk review or an audit may request a 

reconsideration in writing and must include the reason for the reconsideration 

and any supporting documentation, and must be made within thirty (30) calendar 

days after receipt of the notification of the adjustment. If the provider 

disagrees with the reconsideration decision, the provider may file a request 

for an administrative hearing to the Division of Medicaid.  The hearing 

request must be in writing, must include the reason for the appeal and any 

supporting documentation, and must be made within thirty (30) calendar days 

after receipt of the notification of the final reconsideration letter. The 

Division of Medicaid shall respond within thirty (30) calendar days after the 

receipt of the reconsideration request or administrative hearing request. If 

the provider does not request a reconsideration, the Division of Medicaid will 

consider the provider’s nonresponse as acceptance of the adjustments made.  

Therefore, no administrative hearing request will be considered. 

 
 

Notices and responses shall be delivered by certified mail, return  

receipt  requested,  overnight  delivery  by  a  private carrier, or by hand 

delivery, and shall be deemed to have been received (a) if by certified mail 

or overnight mail, on the day the delivery receipt is signed, or (b) if by 

hand delivery, on the date delivered. 
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Long-term care providers who disagree with an adjustment to the Minimum 

Data Set (MDS) that changes the classification of the resident to a 

different MDS RUG IV group than the MDS RUG IV group originally 

determined by the facility may request a reconsideration in writing and 

must include the reason for the reconsideration, and must be made within 

thirty (30) calendar days after the date of the notification of the final 

case mix review findings report. This request must contain the specific 

classification adjustment(s) in dispute and the reason(s) the provider 

believes his/her documentation complies with the Mississippi Supportive 

Documentation Requirements. If the provider disagrees with the 

reconsideration decision, the provider may file a request for an 

administrative hearing to the Division of Medicaid.  These adjustments 

may have been made by either a desk review or an on-site visit. The 

hearing request must be in writing, must contain the reason for the 

appeal, and must be made within thirty (30) calendar days after the 

provider was notified of the final reconsideration letter.  The Division 

of Medicaid shall respond within thirty (30) calendar days after the 

receipt of the reconsideration request or administrative hearing request. 

If the provider does not request reconsideration, the Division of Medicaid 

will consider the provider’s nonresponse as acceptance of the final case 

mix review findings report. Therefore, no administrative hearing request 

will be considered. 

 

Notices and responses shall be delivered by certified mail, return  

receipt  requested,  overnight  delivery  by  a  private carrier, or by 

hand delivery, and shall be deemed to have been received (a) if by 

certified mail or overnight mail, on the day the delivery receipt is 

signed, or (b) if by hand delivery, on the date delivered. 
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The provider may appeal the decision of the Division of Medicaid in 

matters related to cost reports, including, but not limited to, 

allowable costs and cost adjustments resulting from desk reviews and audits 

in accordance with Medicaid policy. 

 

The provider may appeal the decision of the Division of Medicaid in 

matters related to the Minimum Data Set (MDS) including but not limited 

to reviews and classifications in accordance with Medicaid policy. Final 

Roster Reports upon the close of the quarter are not subject to an informal 

reconsideration or an appeal. 
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The action of the Division of Medicaid under review shall be stayed 

until all administrative proceedings have been exhausted. 

Appeals by nursing facility providers involving any issues other than 

those specified above in this section shall be taken in accordance with 

the administrative hearing procedures set forth in Medicaid policy. 

B. Grounds for Imposition of Sanctions

Sanctions may be imposed by the Division of Medicaid against a provider 

for any one or more of the following reasons: 

1. Failure to disclose or make available to the Division of

 Medicaid, or its authorized agent, records of services

provided to Medicaid beneficiaries and records of payment made

therefrom.

2. Failure to provide and maintain quality services to Medicaid

beneficiaries within accepted medical community standards as

adjudged by the Division of Medicaid or the MS Department of

Health.

3. Breach of the terms of the Medicaid Provider Agreement or

failure to comply with the terms of the provider certification as

set out on the Medicaid claim form.
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4. Documented practice of charging Medicaid beneficiaries for

services over and above that paid by the Division of

Medicaid.

5. Failure to correct deficiencies in provider operations after

receiving written notice of deficiencies from the Mississippi State

Department of Health or the Division of Medicaid.

6. Failure to meet standards required by State or Federal law for

participation.

7. Submission of a false or fraudulent application for provider status.

8. Failure to keep and maintain auditable records as prescribed by the

Division of Medicaid.

9. Rebating or accepting a fee or portion of a fee or charge for a

Medicaid patient referral.

10. Violating a Medicaid beneficiary's absolute right of freedom of choice

of a qualified participating provider of services under the

Medicaid program.

11. Failure to repay or make arrangements for the repayment of

identified overpayments, or otherwise erroneous payments.

12. Presenting, or cause to be presented, for payment any false or

fraudulent claims for services or merchandise.
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13. Submitting, or causing to be submitted, false information for

the purpose of obtaining greater compensation than that to which

the provider is legally entitled.

14. Submitting, or causing to be submitted, false information for

the purpose of meeting prior authorization requirements.

15. Exclusion from Medicare because of fraudulent or abusive

practices.

16. Conviction of a criminal offense relating to performance of a

provider agreement with the State, or for the negligent practice

resulting in death or injury to patients.

17. Failure to submit timely and accurately all required resident

assessments.

18. Submitting, or causing to be submitted, false information for the

purpose of obtaining a greater case mix facility average score in

order to increase reimbursement above what is allowed under the

plan.

19. Non-compliance with requirements for the management of

beneficiaries’ personal funds, as stated in 42 CFR, Section

483.10, and as hereafter amended.

20. Failure to submit timely and accurately all required

cost reports.

TN NO 15-004      DATE RECEIVED 
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C. Sanctions

After all administrative proceedings have been exhausted, the following 

sanctions may be invoked against providers based on the grounds 

specified above: 

1. Suspension, reduction, or withholding of payments to a provider,

2. Imposition of Civil Money Penalties upon Medicaid only, Title XIX

participating long-term care facilities found to be in

noncompliance with division and certification standards in

accordance with federal and state regulations, including

interest at the same rate calculated by  the Department of

Health and Human Services and/or the Centers for Medicare and

Medicaid Services under federal regulations set forth in CFR 42,

Section 488.400 - 488.456 and as hereafter amended.

3. Suspension of participation in the Medicaid Program,

and/or

4. Disqualification from participation in the Medicaid Program. Under

no circumstances shall any financial loss caused by the imposition

of any of the above sanctions be passed on to beneficiaries, their

families or any other third party.
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1-8 Public Notification 

Public notice of any changes in the statewide methods and 

standards for setting payment rates shall be provided as 

required by applicable law. 

1-9 Plan Amendments 

Amendments to the Mississippi Medicaid State Plan will be 

made in accordance with Section 43-13-117 of the 

Mississippi Code of 1972. 

The state has in place a public process which complies with 

the requirements of Section 1902(a) (13) (A) of the Social 

Security Act and 42 CFR, section 447.205. 
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1-10 Special Services

A. Swing Bed Services Reimbursement.  Swing-bed providers will be

reimbursed for the eligible days of care rendered Medicaid

beneficiaries in each calendar month.  The rates will be

redetermined annually for the reimbursement period July 1 through

June 30.  The methods and standards for determining the
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reimbursement rate for swing-bed services will be the statewide average 

rate paid under the State Plan during the previous calendar year to 

Nursing Facilities. 

The swing-bed provider will be responsible for collecting that portion 

of the total amount (days X rate) owed by the Medicaid beneficiary as 

indicated on the Division of Medicaid Form DOM-317.  Hospitals operated 

in conjunction with a distinct part nursing facility will not receive 

swing-bed reimbursement for those patient days when empty distinct part 

long-term care beds are available.  Hospitals may bill for those 

ancillary services rendered to swing-bed patients and not customarily 

furnished by nursing facilities such as a hospital outpatient claim or 

lab referral claim. 

Cost Reporting.  Swing-bed providers will not file separate cost 

reports required of other nursing facilities, nor will rates or amounts 

paid for swing- bed care be considered in the determination of nursing 

facility rates.  

TN NO 15-004 DATE RECEIVED
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B. Services for Children Under Age 21

Any services required for children under age 21, that are not 

covered elsewhere in this plan, will be provided. 

TN NO  15-004 DATE RECEIVED
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Reimbursement for these services will be at an amount 

not greater than ninety percent (90%) of the provider's 

usual and customary charges for the services.   

Services that are required for children under age 21 

that are available only in a state other than 

Mississippi will be reimbursed at the lower of the 

provider's Medicaid rate, as defined by the Medicaid 

agency in the provider's state of operation, or the 

Mississippi Medicaid maximum rate for that 

classification of facility.  If the services are 

required at a type of facility for which the Mississippi 

Medicaid plan does not provide payment methodology, 

reimbursement will be made at the lesser of the 

provider's Medicaid rate, as defined by the Medicaid 

agency in the provider's state of operation or an amount 

not greater than ninety percent (90%) of the provider's 

usual and customary charges for the services.  The 

Division of Medicaid will not reimburse a facility at a 

rate greater than the provider's customary charges to 

the general public for the services. 
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CHAPTER 2

STANDARDS FOR ALLOWABLE COSTS

2-1   Allowable and Non-Allowable Costs 

The Division of Medicaid defines allowable and non-allowable costs to 

identify expenses which are reasonable and necessary to provide care to 

Nursing Facility, PRTF and ICF/IID residents.  The standards listed 

below are established to provide guidance in determining whether 

certain selected cost items will be recognized as allowable costs.  In the 

absence of specific instructions or guidelines in this plan, facilities 

will submit cost data for consideration for reimbursement. Allowable costs 

must be compiled on the basis of generally accepted accounting principles 

(GAAP). In cases where Division of Medicaid cost reporting rules conflict 

with GAAP, IRS or CMS PRM 15-1, Division of Medicaid rules take precedence 

for Medicaid provider cost reporting purposes.  Allowable costs are based 

on CMS PRM 15-1 standards except as otherwise described in this plan.  If 

the Division of Medicaid classifies a particular type of expense as 

non-allowable for the purpose of determining the rates, it does not mean 

that individual providers may not make expenditures of this type. 
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covered services to Medicaid beneficiaries by providers of services. 

In determining the allowability of these costs, the facts and 

circumstances of each provider situation as well as the amounts which 

would ordinarily be paid for comparable services by comparable 

institutions will be considered.  To be allowable, such costs must 

be common and accepted occurrences in the field of the 

provider's activity. 

Advertising costs incurred in connection with the provider's public 

relations activities are allowable if the advertising is primarily 

concerned with the presentation of a good public image and directly 

or indirectly related to patient care. Examples are: visiting hours 

information, conduct of management-employee relations, etc.  Costs 

connected with fund-raising are not included in this category. 

Costs of advertising for the purpose of recruiting medical, 

paramedical, administrative and clerical personnel are allowable if 

the personnel would be involved in patient care activities or in 

the development and maintenance of the 

facility.
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Costs of advertising for procurement of items or services 

related to patient care, and for sale or disposition of 

surplus or scrap material are treated as adjustments of the 

purchase or selling price. 

Costs of advertising incurred in connection with obtaining 

bids for construction or renovation of the provider's 

facilities should be included in the capitalized cost of the 

asset. 

Costs of informational listings of providers in a telephone 

directory, including the "yellow pages," or in a directory of 

similar facilities in a given area are allowable if the 

listings are consistent with practices that are common and 

accepted in the industry. 

Costs of advertising for any purpose not specified above or 

not excluded in the non-allowable cost section of this plan 

may be allowable if they are related to patient care and are 

reasonable. 
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3. Barber and Beauty Expense.  The cost of providing barber and

beauty services to residents is considered an allowable cost 

only if the residents are not charged for these services. 

4. Board of Directors Fees.  Fees paid to board members for
actual attendance at Board of Directors' meetings are
allowable costs, subject to the test of reasonableness.  For
this purpose, the table below will assist in the
determination of reasonable fees.  Related travel expenses,
as long as determined reasonable, will also be considered an
allowable cost.  This table is effective for the calendar
year 1991.  The Division of Medicaid will update the table
annually based on the change in the Consumer Price Index for
all urban consumers (all items).  The Division of Medicaid
will issue a new table each year that will contain the
limitations, as computed above, for the previous calendar
year.  The new limits will be published in the Medicaid
Bulletin.  The table for calendar year 1991 is as follows:
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Nursing Facilities and 
ICF/IID Facilities Annual Director's Fees

0 to 99 Beds Total fees of $2,288 per
meeting, maximum of 4 meetings per

year

100 to 199 Beds Total fees of $3,432 per meeting, 
maximum of 4 meetings per year 

200 to 299 Beds Total fees of $4,576 per meeting, 
maximum of 4 meetings per year 

300 to 499 Beds Total fees of $5,720 per meeting, 
maximum of 4 meetings per year 

500 or More Beds Total fees of $6,864 per meeting, 
maximum of 4 meetings per year 

5. Compensation of Outside Consultants.  This includes, but is

not limited to, activities consultants, medical directors,

registered nurses, pharmacists, social workers, dieticians,

medical records consultants, psychologists, physical

therapists, speech therapists, occupational therapists,

dentists, and other outside services related to patient care.

TN NO 15-004    DATE RECEIVED 
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6. Contract Labor.  This includes, but is not limited to, 

payments for contract registered nurses, licensed practical nurses, 

aides, therapists, dietary services, housekeeping services and 

maintenance services and agreements. 

7. Depreciation Expense.

a. Administrative and Operating Depreciation Expense.

Assets purchased on or after January 1, 2013, excluding

vehicles, for an amount of $5,000 or greater but collectively

less than the amount determined to be the cost of a new bed as

defined in Chapter 3 for nursing facilities, Chapter 4 for

ICF/IIDs, or Chapter 5 for PRTFs should be depreciated using

the straight line method over three (3) to five (5) years.

Vehicles purchased for facility use that are related to patient

care should be depreciated using the straight line method over

three (3) to five (5) years. These depreciation expenses

should be included in Administrative and Operating Costs on the

cost report.
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b. Property and Equipment Depreciation Expense.

Assets purchased on or after  January 1, 2013, excluding

vehicles, for an amount of $5,000 or greater a n d  collectively

equal to or greater than the new bed value determined for the

year of the purchase, as defined by other portions of this

plan, should be considered as either new beds, replaced beds,

or a renovation.  These depreciation expenses should be

included in Property and Equipment Costs on the cost report.

c. Shared Assets.

In facilities with distinct parts, purchases not solely related

to the certified beds for the classification being considered

will be allocated between the certified beds for the

classification being considered and the other beds in the

facility. The allocation will be based on the number of beds

in the classification being considered to total facility beds

at year end. The portion allocated to the classification being

considered is combined with assets solely to the certified beds

for comparison to the new bed value for type of depreciation

expense determinations. Assets purchased for use solely by

the portion of the facility other than the classification

being considered will not be considered as
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new beds, replaced beds, renovated beds, or for depreciation 

expense. 

d. Assets less than $5,000.

Assets purchased for an amount less than $5,000 should be

included in allowable costs as a c urrent period expense.

Additionally, the portion of assets allocated to the

certified unit for less than $5,000 should be

expensed in the current period. The expense should be

included in the Miscellaneous Administrative and

Operating Costs on the cost report.

e. Facility depreciation.

A facility may choose to depreciate an asset that cost

less than $5,000 or was allocated at less than $5,000.

In these cases, the Division of Medicaid will not

adjust the depreciation expense nor enter an adjustment

to allow the asset as an expense in the cost report

period. Similarly, the provider should not adjust

depreciation expense and expense these assets, for cost

report purposes only, either.  However, if the provider

chooses to do so, a separate depreciation schedule, for

Medicaid purposes only, must be prepared and submitted with

these expensed assets removed.  Additionally, the

capitalized asset will not be used for comparison to

the new bed value to determine depreciation type. Only

assets greater than or equal to $5,000 are used for the

comparison.

8. Dues.

Providers customarily maintain memberships in a variety of

organizations and consider the costs incurred as a result

of these memberships to be ordinary provider operating 

costs.  Some of those organizations promote objectives in 

the provider's field of health care activity. Others have 

purposes or functions which bear little or no relationship 

to this activity.  In order to determine for Medicaid 

purposes the allowable costs incurred as a result of 

membership in various organizations, memberships have been 

categorized into three basic groups:  (A) professional, 

technical or business related; (B) civic; and (C) social, 

fraternal, and other. The Division of Medicaid will look 

to comparable providers, as well as to the justification 

by the individual provider, in determining the 

reasonableness of the number of organizations in which the 

provider maintains memberships and the claimed costs of 

such memberships. 
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A. Professional, Technical, or Business Related 

Organizations.  Organizations are classified in this 

category if their functions and purposes can be  

reasonably  related  to  the  development and 

operation of patient care facilities and programs, or 

the rendering of patient care services.  Memberships in 

these organizations are generally comprised of provider, 

provider personnel, or others who are involved or 

interested in patient care activities.  Costs of 

memberships in such organizations are allowable for 

purposes of program reimbursement. 

B. Civic Organizations.  These organizations function for 

the purpose of implementing civic objectives.  

Reasonable costs of membership are an allowable cost.  

Examples of these types of dues are:  American Legion, 

Chamber of Commerce, Rotary Club, Kiwanis Club, Lions 

Club, and Jaycees. 
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c. Socía] , Fraternaf, and other organizations. GeneralIy, these
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organízaLions concern Lhemsefves with activitíes unrefated Lo

their members' professional or business activities. Their
objectives and functions cannot be considered reasonably

related to the care of beneficiaries.

Consequentfy, provider
memberships in social,
not a1lowable.

costs incurred in
fraternaf, and other

connection wíth
organizations are

9. Lega] Fees

10

Legal fees, expenses and cosLs íncurred by nursing
facíIities shall be allowable, in the period incurred, if said costs

are reasonable, necessary and pat.ient-relaLed. These legal fees,

expenses and costs shall be documented in t.he provider's file, and

shall be clearly identifiable, including ídent.ification by case number

and title, if possible. Faifure to clearly identify trhese costs shalf
result ín dìsallowance.

Legal fees resulLing from suits against federal
and/or state agencies administering Lhe Medicaid program are not

a]lowable costs and should notr be claimed until al1 appeal remedies

hawe been exharisLed and the prowider has prevailed in their appeaf or
liLigation. once Lhe províder has prevailed ancl a1l appeal remedies

have been exhausted, Lhe provider may cfaim these legal fees in the

current cost report period open at Lhat tlme.

Management Fees Paid Lo Related Parties and Home office costs.
The attowabiliLy of the cos
and home office costs wl11

of
be

management fees paid to related parties
based on CMS PRM 15 1 standards.
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11. Management Fees Paid to Unrelated Parties.  The allowability

of the cost of purchased management services will be based on

CMS PRM 15-1 standards.

12. Organization Costs.  Organization costs are those costs

directly  incident to the  creation of a corporation or other

form of business.  These costs are an intangible asset in

that they represent expenditures for rights and privileges

which have a value to the enterprise.  The services inherent

in organization costs extend over more than one accounting

period and thus affect the costs of future periods of

operation.

Allowable organization costs include, but are not limited to, 

legal fees incurred in establishing the corporation or other 

organization (such as drafting the corporate charter and by-

laws, legal agreements, minutes of organizational meeting, 

terms of original stock certificates), necessary accounting 

fees, expenses of temporary directors and organizational 

meetings of directors and stockholders, and fees paid to 

States for incorporation. 
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The following types of costs are noL considered aflowabfe

orqanization costs: costs relating to the issuance and safe

of shares of capital stock or other securities, such as

underwriters' fees and commissions, accountant's or lawyer's

fees, cost of qualifying the issues with the appropriaÈe

staLe or federal authorities, sLamp taxes, etc.

ALlowable organization costs should be amorti zed

(60) months .

over a

period of not less than sixty

13. Ovnners' and Officer's Salaries. A reasonable allowance of

compensation for services of owners and officers is an

alfowable cost, provided the services are acLually performed

ín a necessary function. The requirement that the function be

necessary means that had the owner or officer not rendered the

services, the institution would have had to employ another

pergon to perform them. The services must be perLinent to Lhe

operation and sound conduct. of the faciliLy.

Compensat.ion paid Lo an employee who is an immediate rel-ative

of the owner or officer of the facility is aLso reviewable
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under the test of reasonabfeness. For Lhís purpose/ the

following persons are considered "immediate refatives":
husband and wif e,' natural parent, chifd and sibling; adopted

child and adoptive parent; stepparent, stepchild,

stepbrother, and stepsister; father-in-law, mother-ín-1aw,

son-in-1aw, daughter-in-1aw, brother-in-1aw, and sist.er-in-
law; grandparent and grandchild.

The maximum safary allowed for owners or officers, íncluding

owner administraLors shal-f be computed at 150? of the

average salary paid to non-owner administrators for the

previous cafendar year for each classification of

facilities. For example: The average salary of non-owner

administrators for calendar year L992 for each

classificaLion of facifities would be multiplied by one

hundred and fifty percenL (150?) to determine the maximum

allowable owner administrator or officer salary for cal-endar

year 1993 . Limits ar:e pr.rbl.ì sheri each year: i n the Medicaid

BufÌetin. The maximum compensation is considered to íncfude

forty or more work hours per week. The maximum will be

decreased ratably for owners or officers average time worked

which is less than forty hours per week. owners and offícers
are al]owed to receive compensatíon from more than one

facility. Total hours
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worked per v¿eek at al-l owned facifitíes cannot exceed sixty
hours for each individual to be considered alLowabfe. This

limitation applies for safaries that are paid by the facility
and/ or by the home office.

14. Personal ene Items The cost of routine personal

hygíene items and services as required to meet the needs of
residents, including, but not limited to, hair hygiene

supplies, comb, brush, bath soap¡ disinfecting soaps or
specialized cleansing agents when indicated to treat special
skin problems or to fight infectíon, razort shaving cream,

toothbrush, toothpaste, denture adhesive, denture cJ-eaner,

dental f1oss, moisturizing lotion, tissues, cotton balls,
coLton swabs, deodorant, incontinence care and supplies,
sanitary napkíns and related supplies, to\,ùe1s, washcloths,
hospital gowns, hair and naj-f hygiene services, bathing,
over-the-counter drugs Lhat are not covered by the Mississippi

Medicaíd drug program, and basic personal

laundry. Basic hair cuLs and shampoos must be provided by

the facility at no additíonal, cost to the resídent. Basic

haircuts and shampoos may be done by facility staff or a

ficensed barber or beautician. If the facility elecLs to
use a ficensed barber or beautician, the resident may not be

charged a fee for the service. Barber and beauty services
requested by the residenL that are in addition to basic
haircuts and shampoos may be billed to the residents.
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15. Salaries and Fringe Benefits.  Allowable costs include

payments for salaries and fringe benefits for those

employees who provide services in the normal conduct of

operations related to patient care.  These employees

include, but are not limited to, registered nurses, licensed

practical nurses, nurses aides, other salaried direct care

staff, director of nursing, dietary employees, housekeeping

employees, maintenance staff, laundry employees, activities

staff, pharmacy employees, social workers, medical records

staff, non-owner administrator, non-owner assistant

administrator, accountants and bookkeepers and other

clerical and secretarial staff.  Fringe benefits include:

A. Payroll taxes and insurance.  This includes Federal 

Insurance Contributions Act (FICA), Social Security, 

unemployment compensation insurance and worker's 

compensation insurance. 

B. Employee benefits.  This includes employer paid health, 

life, accident and disability insurance for employees; 

uniform  allowances; meals  provided to 

TN NO    93-08    DATE RECEIVED  ________ 
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employees as part of their employment; contributions to 

employee pension plans; and deferred compensation.  The 

allowable portion of deferred compensation is limited 

to the dollar amount that an employer contributes 

during a cost reporting period.  The deferred 

compensation expense must represent a clearly 

enumerated liability of the employer to individual 

employees. 

16. Start-Up Costs.  In the period prior to admission of

patients, certain costs are incurred.  The costs incurred

during this time of preparation are referred to as start-up

costs.  Since these costs are related to patient care

services rendered after the time of preparation, they are

subject to the reasonableness test and must be capitalized

as deferred charges and amortized over a sixty (60) month

period beginning with the month in which the first patient

is admitted to the facility.

Start up costs include, for example, administrative and 

nursing salaries, utilities, taxes, insurance, mortgage and 

other interest, employee training costs, repairs and 
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maintenance, housekeeping, and any other allowable costs 

incident to the start-up period.  However, any costs that 

are properly identifiable as organization costs, or which 

may be capitalized as construction costs, must be 

appropriately classified as such and excluded from start-up 

costs. 

Where a provider prepares all portions of its facility for 

patient care services at the same time and has capitalized 

start-up costs, the start-up costs must be amortized ratably 

over a period of sixty (60) consecutive months beginning 

with the month in which the first patient is admitted to the 

facility.  Where a provider prepares portions of its 

facility for patient care services on a piecemeal basis, 

start-up costs must be capitalized and amortized separately 

for the portions of the provider's facility that are 

prepared for patient care services during different periods 

of time. 

17. Supplies and Materials.  This includes, but is not limited

to, medical supplies, office, dietary, housekeeping,  and 

laundry  supplies; food  and dietary 

TN NO  2009-004  DATE RECEIVED  
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18. Therapy Expenses. Costs attributrable to Lhe adminisLering of
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suppfements; materiafs and supplies for t.he operaEion, maintenance and

repair of buildings, grounds and equipment; finens and laundry
afternatives; and postage. Medical supplies necessary for the

provision of care in order to attain or maintaín the highest
practicable physical , mentaf, and psychosocial well-being of each

resldent, as deLermined by resident assessments and individual plans

of care are af l-owable costs- Any supplies or equipment ordered

by a resident's attending physician must be provided by the facílity
and will be an alfowable cost.

therapy serwices are affowabfe. Physical, occupat.ional and Speech

l,anguage Pathology therapy expenses will be included in t.he per diem

rate for NFSD, PRTF and ICF/IID providers. Physical, occupationaf
and Speech Language Pathology therapy expenses for smaff Nursing

Facifities and Large Nursing Facilities wíÌl be reimbursed on a

fee for service basis. Respiratory therapy expenses will be included
in Lhe per díem rate for all long-term care facifities.
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Travel . Travef expenses incurred for facility business Lhat. is
relaLed t.o pat.ient care are alfowable costs. Travel must be
docìÌmented as to the person Lraveling, dates of the trip,
destination, purpose of the trip, expense description, and the
cosL. Travel incurred by employees not refated to t.he owner for
"ln-town travef" (travel within the trown of the facility) does
noL need to be itemized if the expenditure is less than $50.00.

Ut.ilities. This includes electricity, naturaf gas, fuel oil,
\47ater, waste water, garbage collecLion, hazardous waste coflection,
tefephone and communications and cabfe television charges.

Medicaid Assessment. The monthly nursíng facility, ICF/IID and
PRTF bed assessments based on bed occupancy, wiII be consídered
allowable costs on the cosL report filed by each long-term care
facility, in accordance with the CMS Provider Reinìlf,ursement
Manual, Part 1, Section 2722.L.

Training CosLs. Trainíng costs, other than nurse aide t.raining, are
an aflowable cost where the fees paid are (a) to maintaín cl.rrrent
license/certifícations, (b') or directly applicable to your current
position, and Lherefore related to patient care, or (c) for training
on softlvare updates. The costs are allowable in the cost report
period incurred.

Educational costs to attain a college or technicaf degree resulting in
the attainment of an increase in license level (e.9. CNA receiving an
LpN, or RN degree or certification) - Costs of education of employees
aE accredited and technical insLiLutions to acquire an undergraduate
or graduate degree are aflowable in accordance with the Provider
Reimbur:semenL Manuaf (PRM) 15-1 section 416.3 as modified by t.he
following;

The cosLs should not be claimed until the cost reporh period afLer Lhe
employee has attained their degree/cerLification. The costs should
amortized over a similar number of periods for which tuition waÐ paid
or Lhe continued employment agreement period (between the employee and
the facility) whlchever is longer. i.e. If 4 semesters of tuition were
paid, then the expense should be spread over 2 years of a cost report
period.

aa

23

B. Non-Allowable Cos Ls
cert.ain expenses are considered non-affowable for Medicaid purposes
because they are not normally incurred in prowiding patient care.
These non- allowable coshs include, ]lut are not limit.ed to, the
foÌlowinq t.ypes of expenses.

1. Àdwertising Expense Non-Allowable. Costs of
adwerLislng, promoLlonaf, or publicity costs
purpose, are not allowable.

fund-raising, including
incurred for such a

TN NO ]R-OOOI
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Costs of advertising of a general nature designed to invite 

physicians to utilize a provider's facilities in their 

capacity as independent practitioners are not allowable.   

Costs of advertising incurred in connection with the 

issuance of a provider's own stock, or the sale of stock  

held by the provider in another corporation, are considered 

reductions in the proceeds from the sale and, therefore, are 

not allowable.   

Costs of advertising to the general public which seeks to 

increase patient utilization of the provider's facilities 

are not allowable.  Situations may occur where advertising 

which appears to be in the nature of the provider's public 

relations activity is, in fact, an effort to attract more 

patients.  An analysis by the Division of Medicaid or its 

contractor of the advertising copy and its distribution may 

then be necessary to determine the specific objective. 

2. Bad Debts.  Bad debts are not an allowable cost for Medicaid

reimbursement purposes.

TN NO  2009-004  DATE RECEIVED  
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3. Barl:er and Beauty Expense. The cost of a barber and beauty shop
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located in the facility must be excLuded from alLowable costs if
the residents are charged for these services. costs to excfude
lnclude salaries and frínge benefits of barber and beauty shop

staff, uLilities, supplies and capital costs refated to the
square footage used for this purpose. If the facility does not
submiL a cost finding with the cost report, the revenue for
barber and beauty services wíIf be deducted from alfowable cosls.
The cost of barber and beauty serwices provided Lo residents for

which no charge is made should be included in care
refatedcosts in the alLowabfe cosl- secL:iorÌ of Lhe cost report.

incfudes polit.icaÌ contribuLions and donaLions to religious,
charitable, and civic organi zaL ions .

alfowable cost. Reimbursement for feeding assistant traíning is
made Lo l-he provider through dÍrect biÌIing.

4. contributions. contrÍbutions are not an aflowable cost. This

5. Feeding AssístanL Training. Feeding 'AssistanL Lraining is a non-

6. Income Taxes - State and Federaf. State and federal income Laxes

paid are not alLowable costs for Medicaid reimbursement purposes
'/. otl'ìer: lvledl ca id assessments

Any portion of Medicaid Hospital assessûrerrts and rcTs, will Ì¡e

considered non-allowable costs on the cost reporc filed by each

long-term care facility.
Medicaid Assessments other than the monthly Medicaid LTC bed

assessments based on occupancy, will be considered non-a1lowable

cosLs on the cost reporl- filed by each long term care facifity.

a)

b)

DATE RËCE IVED
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7. Life Insurance - Officers, Owners and Key Employees.  In

general, the cost of life insurance on the officer(s),

owner(s), key employee(s) where the provider is a direct or

indirect beneficiary are not allowable costs.  A provider is

a direct beneficiary where, upon the death of the insured

individual, the insurance proceeds are payable directly to

the provider.  A provider is an indirect beneficiary when

another party receives the proceeds of a policy through an

assignment by the provider to the party or other legal

mechanism but the provider benefits from the payment of the

proceeds to the third party.

An exception to these requirements is permitted where (1) a 

provider as a requirement of a lending institution must 

purchase insurance on the life of an officer(s), owner(s), 

or key employee(s) to guarantee the outstanding loan 

balance, (2) the lending institution must be designated as 

the beneficiary of the insurance policy, and (3) upon the 

death of the insured, the proceeds will be used to pay off 

the balance of the loan.  The insurance premiums allowable 

are limited to premiums 

TN NO  2009-004  DATE RECEIVED   
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equivalent to that of a decreasing term life insurance 

policy needed to pay off the outstanding loan balance.  In 

addition, the loan must be related to patient care and be 

considered an allowable debt as described elsewhere in this 

plan. 

8. Non-Nursing Facility Costs.  Facilities which have a portion

of the facility that is not certified for Medicaid should

allocate the costs associated with that portion of the

facility as non-allowable costs.  These costs should be

allocated based on square footage for fixed costs (i.e.

utilities, depreciation, interest), actual salaries and

fringe benefits of employees working in the non-certified

area, and based on patient days for non-direct costs (i.e.

administrative costs, dietary costs), or other methods which

are acceptable by Medicare per CMS PRM 15-1 guidelines.

9. Nurse Aide Testing and Training.  Nurse aide training and

testing is a non-allowable cost.  Reimbursement for nurse

aide training and testing is made to the provider through

direct billing.

TN NO  2009-004  DATE RECEIVED  
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10. other Non-A]lowable Costs The cost of any

charged a fee ísprovided for which res idenLs

af f owabl" e cost. In addition,

subj ect Lo direct reimbursement

is a non-allowabLe cost.

âre

the

by

The cost of providing

a non-aflowable cost if

service.

serv].ces

a non-

amount paid for any item

Medicaidthe Division of

11. Penaltíes and Sanct ions AIl penalLies and sanctions
assessed to the facility are considered non-allowabfe costs.
These ínclude, but are not limited to, delinquent. cost
report penafLies, lnternal Revenue Service penalties, civil
money penalties, delinquent bed assessment penafties, late
payment fees and insufficient check charges.

L2. I eIevl saon Lefevision service to

residents is

fee for thi s

residents are charged a

13. Vending Machínes. The cost of providi-ng vending machines is

a non-allowabfe cost. Tf a cost findinq ís not submitted

wit.h the cost report, the vending machine revenues will be

offset against affowable costs.

Tlt ¡to 18 0001
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2-2 Nurse Aide Training and Competency Testing 

Reasonable costs of training and competency testing of nursing 

assistants in order to meet the requirements necessary for the nursing 

assistants to be certified in accordance with the Omnibus Budget 

Reconciliation Act of 1987 are to be billed directly to the Division 

of Medicaid.  The nursing facility will be directly reimbursed by the 

Division  of  Medicaid  following  policies  stated  in the 

Mississippi Medicaid Nursing Facility Manual.  Payments made by 

Medicaid will be based on the facility's Medicaid utilization 

percentage which will be calculated for each state fiscal year.  Each 

facility's percentage will be calculated once for each fiscal year, no 

more than forty-five (45) days in advance of the start of the state 

fiscal year and will be based upon data from the most recent cost 

report available.  Facilities which change ownership will use the old 

owner's percentage for the remainder of the fiscal year.  A facility's 

interim percentage will be eighty percent (80%) if no cost report data 

is available.  The percentage will be adjusted to actual upon receipt 

of a cost report; the adjustment will not be retroactive.  The 

training costs must be incurred for an employee of a Medicaid 

participating nursing facility who attends a program approved by the 

Mississippi State Department of Health. Nursing facilities must 

account for and request for reimbursement for training and competency 

testing costs in accordance with policies and procedures adopted in 

the Mississippi Medicaid Nursing Facility Manual.  All costs billed to 

the Division of Medicaid are subject to verification of the expense 

prior to being processed for payment.  The Division of Medicaid shall 

claim these expenses as administrative costs on the CMS-64 Quarterly 

Statement of Expenditures. 

TN NO  2009-004  DATE RECEIVED   
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The costs of in-service training of certified nursing assistants 

are a nursing facility cost and are an allowable cost to be 

included on the nursing facility's cost report. 

2-3 Related Party Transactions

A. Allowability of Costs

Costs applicable to services, facilities and supplies furnished to 

the provider by organizations or persons related to the provider by 

common ownership of 5% or more equity, control, interlocking 

directorates, or officers are allowable at the cost to the related 

organization.  Such costs are allowable to the extent that they 

relate to patient care, are reasonable, ordinary, and necessary, 

and are not in excess of those costs incurred by a prudent cost-

conscious buyer.  These requirements apply to the sale, transfer, 

lease-back or rental of the property, plant or equipment or 

purchase of services of the related organization. 

Allowability of costs is subject to the regulations prescribing the 

treatment of specific items as outlined in the Provider's 

Reimbursement Manual, CMS Publication 15-1, Chapter 10 and Section 

2150.3.

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED   
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B. Determination of Common Ownership or Control 

In determining whether a provider organization is related to a 

supplying organization, the tests of common ownership and control are 

to be applied separately.  If the elements of common ownership or 

control are not present in both organizations, the organizations are 

deemed not to be related to each other.   

C. Exception 

An exception is provided to the general rule applicable to related 

organizations.  The exception applies if the provider demonstrates by 

convincing evidence to the satisfaction of the fiscal agent and/or the 

Division of Medicaid: 

1. That the supplying organization is a bona fide separate

organization.

2. That a substantial part of the supplying organization's

business activity of the type carried on with the provider

is transacted with other organizations not related to the

provider and the supplier by common ownership or control and

there is an open, competitive market for the type of

services, facilities, or supplies furnished by the

organization.

TN NO  93-08   DATE RECEIVED  _________ 
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3. ThaL t.he services, facìliLies, or supplies are those which are commonly

obtained by nursing facifiLies from other organizations ând are roL a basic
element of patient care ordinarily furnished directly to patients by

nursing faclfiLies.
4. That the charge to t.he provj.der is in line wiLh che charge forsuch services,

faclfitles, o¡ supplies in the open na¡ket and no môre then the charge made

under comparable circumstances to others by the organization for such services,
facili hies, or supplies.

!ùhere aff of Lhe conditions of Lhis exception are met, the charges by the suppÌier to thê provider
for such services or supplies are allowable as cosLs.
D. Hospital Bâsed CosLs ÀllocaLion

1. For costs aÌfocated from hospitals, the costs musL be reasonable and necessary in the
provisio¡Ì of paLienL care at Lhe long berm care facility (LTC) providers. À11 cost
aÌÌocation determinations must be in accordance with Chapters 2A, 22 arrd 23 of PRM

PublicaLion 15-1.
2. Affocation of these cosLs must be in a mânner thaL is auditabÌe ând thaL is supported

by documentation thaL verifies Lhe aÌÌocation of expense is applicable to the LTC

faciliLy for which services were rendered.
3. For LTC facìliLies Lhat are noL contiguous to t.he hospital, square footage or number of

personnel is not an acceptable allocation statistic. Document.ed provision of service
musL be maintained relat.ed to Lhe allocation of any cost center other t.han Administrative
and General (A&G), which shoufd be affocated on the accumulated cosL basis. This
documenLaLion includes, but is not. limited to, time or assignment schedufes documenting

Lhe provision of service to the affected LTc facility.
4. As part of the allocation of the À&G cost. center, onfy costs of Lhose areas, included

in the A&G center. that provided service to Lhe attached LTC facility should be atlocated
to them.

5. HospiLal providers are not mandated to component.ize t.helr A&c or other cosL centers;
buL, should thc hospital providcr choosc not to do Bo, any expenses alfocated to the
LTC facility conLrary Lo the instructions in items 1-4 above should be calculated and

removed llefore inclusion in the Medicaid Long Term Cost Reporl forms.

E. Def iniL ions

Reasonable - The consideraLion given for goods or services is t.he amounh thaL
would be acceptable to an independent buyer and seller in Lhe same Cransaction.
Necessary - The purchase is required for normaf, efficienL, and continuing
operation of bhe business.

TN NO 18-0001
SUPERS EDES
TN NO 93 - 08

DATE RECE IVED
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3. Costs related to patient care - Include all necessary and

proper costs which are appropriate and helpful in developing

and maintaining the operation of patient care facilities and

activities.  Necessary and proper costs related to patient

care are usually costs which are common and  accepted 

occurrences in  the  field of the 

provider's activity.  They include costs such as nursing 

costs, maintenance costs, administrative costs, costs of

employee pension plans, normal standby costs, and others.

4. Costs not related to patient care - Costs not related to

patient care are costs which are not appropriate or

necessary and proper in developing and maintaining the

operation of patient care facilities and activities.  Such

costs are not allowable in computing reimbursable costs.

They include, for example, cost of meals sold to visitors or

employees, cost of drugs sold to other than patients, cost

of operation of a gift shop, and similar items.

5. Related to provider - The provider to a significant extent

is associated or affiliated with, or has control of, or is

controlled by, the organization furnishing the services,

facilities, or supplies.  The existence of an

TN NO  93-08   DATE RECEIVED   ________ 
SUPERSEDES   DATE APPROVED  04-11-95 

TN NO  92-01     DATE EFFECTIVE 07-01-93



ATTACHMENT 4.19-D
Page 78 

immediate family relationship will create an irrefutable 

presumption of relatedness through control or attribution of 

ownership or equity interests where the significance tests 

are met.  The following persons are considered immediate 

family for these purposes: (1) husband and wife; (2) natural 

parent, child, and sibling; (3) adopted child and adoptive 

parent; (4) step-parent, step-child, step-sister, and step-

brother; (5) father-in-law, mother-in-law, sister-in-law, 

brother-in-law, son-in-law, and daughter-in-law; (7) 

grandparent and grandchild. 

6. Common ownership - Common ownership exists when an

individual or individuals possess ownership to the extent

that significant control can be exercised.

2-4 Private Room Charge 

The Medicaid per diem reimbursement rate includes reimbursement for a 

resident's placement in a private room due to medical necessity 

prescribed and ordered by a physician.  No extra charge will be made 

to the resident, his/her family, or the Medicaid program.   

When a resident is in a private room, by resident or family choice, a 

resident may be charged the difference between the private room charge 

and the semi-private room charge if the provider informs the  

TN NO  93-08   DATE RECEIVED   _______ 
SUPERSEDES   DATE APPROVED  04-11-95 
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resident at the time of his/her admission of the amount of the charge. 

Semi-private room accommodations are covered by the Medicaid 

reimbursement rate. 

 
2-5 Reserved Bed Days Payments – Refer to Attachment 4.19-C 

 
 
A. Hospital Leave – Refer to Attachment 4.19-C 
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B. Home/Therapeutic Leave – Refer to Attachment 4.19-C 
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C. Bed Hold Days Payment – Refer to Attachment 4.19-C 
 

 

2-6 Feeding Assistant Training 

 Reasonable costs of training feeding assistants in order to meet the 

requirements necessary to certify feeding assistants in accordance with 42 CFR, 

Section 483.35 (4)(2) are to be billed directly to the Division of Medicaid. 

Nursing facilities must account for and request reimbursement of training costs 

in accordance with policies and procedures adopted in the Mississippi Medicaid 

Nursing Facility Manual. The nursing facility will be directly reimbursed by 

the Division of Medicaid. The expenses will be subject to verification prior to 

processing the payment. Payments made by Medicaid will be based on the 

facility’s Medicaid utilization percentage used for nurse aide training and 

testing reimbursement. The Division of Medicaid shall claim these expenses as 

administrative costs on the CMS-64 Quarterly Statement of Expenditures report. 
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CHAPTER 3

RATE COMPUTATION - NURSING FACILITIES

3-1 Rate Computation - Nursing Facilities - General Principles

It is the intent of the Division of Medicaid to reimburse nursing 

facilities a rate that is adequate for an efficiently and economically 

operated facility.  An efficiently and economically operated facility is 

defined as one with direct care and care related costs greater than 90% 

of the median and less than the maximum rate, therapy costs of NFSD less 

than the maximum rate, administrative and operating costs of less than 

the maximum rate, and an occupancy rate of 80% or more. 

3-2 Resident Assessments

All nursing facilities shall complete a Minimum Data Set assessment on all 

residents, in accordance with the policies adopted by the Division of 

Medicaid and CMS. 

TN NO 15-004 DATE RECEIVED 
SUPERSEDES DATE APPROVED
TN NO 2009-004    DATE EFFECTIVE 01/01/2015
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A. Submission of MDS Forms and Bed Hold Days Information. 
 

Assessments of all residents must be submitted electronically in 

accordance with CMS requirements. Bed hold day information must be 

submitted electronically to the Division of Medicaid’s designee. 
 

 
Data processing on all assessments and bed hold days started within a 

calendar quarter will be closed on the fifth (5th) day of the second 

(2nd) month following the quarter, e.g., the MDS's with start 



ATTACHMENT 4.19-D  
Page 84 

 
 
 
TN NO 18-0005          DATE RECEIVED        
SUPERSEDES           DATE APPROVED  10/11/2018     
TN NO 18-0001                  DATE EFFECTIVE 07/01/2018 

dates between July 1, 1996 and September 30, 1996 will be closed out for 

the final calculations on November 5, 1996.  This allows a full month 

for the submission and correction of all MDS's begun in a calendar 

quarter and the submission of bed hold day information. Assessments and 

bed hold day information for a specific quarter which are received after 

the file has been closed will not be entered for previous quarterly 

calculations except as a result of a Division of Medicaid case mix review. 

If the quarter close date is on a weekend, a state of Mississippi holiday, 

or a F ederal holiday, the data must be submitted on or before the first 

business day following such weekend or holiday. Final Roster Reports upon 

the close of the quarter are not subject to an informal reconsideration or 

an appeal. 

 

The submission schedule may be extended as deemed necessary by the 

Division of Medicaid for extenuating circumstances.   

 

B. Assessments Used to Compute a Facility's Average Case Mix Score. 

 

All resident assessments completed per a calendar quarter will be used to 

compute the quarterly case mix average for a facility. These will include 

the last assessment from the previous calendar quarter.  Bed Hold days, 

which are therapeutic leave and hospital leave days, will be calculated 



C. Medicaid Reviews of the MDS. The accuracy of the MDS will be
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at the lower of the case mix weight as computed for the residenE on Leawe

using the assessment being utilized for payment at the point in tíme the

resident sLarLs the feave, or a case míx score of 1.000. Assessments

used will affect the case mix computation using Lhe start date of
the assessment except for new admissions and reentries. The computation

of the facility's case mix score wiLl use the date of admission for
new admissions or residents that are reentered afLer a discharge from

the facility. In computing a facifity's average case mix, the dates of
admission or reentry wilÌ be counted and the dates of discharge will not be

counted in Lhe computation.

werified by Regístered Nurses. AL least ten percent (10?) of the Lotal
facilityb e d s wí}] be selected for the sample. The sample should

include at least one resident from each major classification group.

Residents may be added to the minimum sample as deemed appropriate by

Lhe review nurse(s) and/ or other case mix staff. The sample will not

be limited to Tit-Ie XIX beneficiarles since the total case mix of the

facility will be used in computing the per diem rate. lf th¡enty-five
percent (25+) or greater of the sample assessments are found Lo have errors
which change the classification of the resident, the sample will be expanded.

TN NO 18 OOO1
gUIIERÐEDÐC
,-l't\ M .l!.uu4
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Policies adopted by the Division of Medicaid will be 

used as a basis for changes in reviews of the MDS, the 

sample selection process, and the acceptable error rate. If 

MDS data is not available, the Division may temporarily 

cease performing reviews. 

 
D. Roster Reports. Roster reports are used for reporting each 

beneficiary’s MDS RUG classification with assigned case mix 

index (CMI) for all days within the report period.  Bed hold 

days are reflected on the roster reports.  The facility’s 

weighted average index, or score, is also reported.  Roster 

reports are run for each calendar quarter (quarterlies) and 

for each cost report period (annuals).  The annual rosters 

are used to set base per diem rates each January 1.  The 

quarterlies are used in setting the direct care per diem 

rate each quarter.  Roster reports are made available to all 

facilities electronically.  Interim roster reports should be 

checked by the facilities to confirm assessments completed by 

the facility have been submitted to the QIES ASAP System 

used by the Division of Medicaid case mix database and to 

confirm discharge assessments are reflected on the report. 

Facilities should also use the interim roster reports and bed 

hold reports to confirm all hospital and home/therapeutic 

leave has been properly reported. Missing assessments, 

discharge assessments, and bed hold day information should 

be submitted electronically prior to the close of the 

quarter. If the quarter close date is on a weekend, a state of 

Mississippi holiday, or a Federal holiday, the data should 

be submitted on or before the first business day following 

such weekend or holiday. Final Roster Reports upon the close 

of the quarter are not subject to an informal reconsideration 

or an appeal. 
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E. Failure to Submit MDS Forms.  Nursing facilities that do not submit

the MDS for residents for which an assessment was due and completed,

transmitted electronically and accepted, the period beginning day 93 is

considered an inactive assessment or expired assessment period.  The days

following an expired assessment (starting the 93rd day) will be assigned

the delinquent RUG classification of BC1, Inactive Category, with a CMI of

0.450, equivalent to the lowest case mix category until the next

assessment is received.  Delinquent assessments will result in the

calculation of delinquent days at the Inactive classification of BC1.

Delinquent assessments are defined as those assessments not completed

according to the schedule required by CMS and the Division of Medicaid.

TN NO  15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
TN NO 98-07     DATE EFFECTIVE01/01/2015
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3-3 Resident Classification System

The Division of Medicaid uses the MDS RUG IV classification model

to classify nursing facility residents so a facility case mix

average may be computed. This classification system utilizes 

specific items from the MDS to assign residents to categories which 

reflect the resident's functional status as well as resource 

utilization to meet resident care needs. The RUG IV model contains

forty-eight (48) total groups and is based on index maximizing; 

ranging from the most resource intense to the least resource intense.

(The graphic depiction of the classification hierarchy included at the

end of this section provides a visual representation of this 

narrative.)

TN NO 15-004      DATE RECEIVED
SUPERSEDES      DATE APPROVED
TN NO 2010-027 DATE EFFECTIVE 01/01/2015 
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The seven (7) major categories in which a resident may be classified are as 

follows:

Extensive Services 

Rehabilitation

Special Care High 

Special Care Low 

Clinically Complex

Behavioral Symptoms and Cognitive Performance 

Reduced Physical Functioning 

These seven (7) major categories split into additional groupings based on 

specific criteria; namely the Activities of Daily Living (ADL) Score, 

Depression Severity Score, and Restorative Nursing Programs, each of which is 

described below. 

The Inactive Category is defined in 3-2, E. as for delinquent or expired 

assessments.

ADL Score

The ADL Score is a composite score for assessing the ability of a resident to 

perform in four of the Activities of Daily Living - bed mobility, toilet use, 

transfer, and eating, as defined in the RAI User's Manual.  The ADL score is 

NOT a total of the actual ADL codes on the MDS.  A score is assigned to show 

how a resident functions in Self Performance and Support Provided in the 

following manner: 

TN NO 15-004  DATE RECEIVED 
SUPERSEDES  DATE APPROVED   
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For Bed Mobility, Toilet Use, and Transfer, residents who are coded as:

Independent or needing Supervision receive a score of 0

Needing Limited Assistance receive a score of 1

Requiring Extensive Assistance with no physical assist, setup

assist or 1 person physical assist receive a score of 2

Requiring Total Dependence with no physical assist, setup help

or 1 person physical assist receive a score of 3

Requiring Extensive Assistance or Total Dependence with 2+

person physical assist receive a score of 4

For Eating, residents who are coded as: 

Independent, needing Supervision or Limited Assistance with or

without setup help only receive a score of 0

Independent, needing Supervision or Limited Assistance with 1 or

2+ person physical assist receive a score of 2

Requiring Extensive Assistance or Total Dependence with no setup

help or physical help from staff or setup help only receive a

score of 2

Requiring Extensive Assistance with 1 or 2+ person physical

assist receive a score of 3

Requiring Total Dependence with 1 or 2+ physical assist receive

a score of 4

The ADL Score may range from a low of zero (0) to a high of sixteen (16).  The 

following example illustrates how an ADL Score is computed. Assume a resident 

is independent in bed mobility, requires extensive assistance with one-person 

assist in toilet use, requires limited assistance with transferring and is 

independent in eating.  This resident's ADL Score would be computed as 

follows:

-Bed mobility (independent) = 0 

-Toilet use (extensive assistance with 1-person assist) = 2

-Transfer (limited assistance) 11 = 1

-Eating (independent) = 0 
ADL Score 3

TN NO  15-004  DATE RECEIVED
SUPERSEDES   DATE APPROVED
TN NO  93-08    DATE EFFECTIVE 01/01/2015



ATTACHMENT 4.L9-D
Page 92

An ADL score is calculated for all assessments. The ADL score delermines which

group the assessment is under for its specific category. The only exception ís
Lhe caLeqory of Extensíve Serwices.

Depressíon croups

The major categorles of Special Care High, Special Care Low and Clinically
Complex hawe splits which indicate whether or noL a resident meets specific
indicators of depression. In order to be classified in one of Lhe depression

groups, the folfowing criteria must be present based on the MDS: The presence

and frequency of symptoms of depressíon are deLermined by a standardized
severity score greater Lhan or equal to 10. The Total Severity Score is
deríved from responses to items conLained in the PHQ-90 Resident ínterwiew
or the PHQ-9-OVo Staff Assessment of Mood. copyright @ Pfizer
lnc. All rights reserved.

TN NO 18-0001
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Restorative Nursing Groups

Three of the major categories have splits which indicate the receipt of restorative 

nursing programs. The major categories for which this split applies are 

Rehabilitation, Behavioral Symptoms and Cognitive Performance, and Reduced Physical 

Function. In order to be computed as receiving Restorative Nursing, a resident must 

receive two (2) restorative nursing programs, each for at least six (6) days a week 

and a minimum of fifteen (15) minutes a day.  Restorative Nursing includes the 

techniques/practices specified in the MDS. 

TN NO 15-004      DATE RECEIVED
SUPERCEDES      DATE APPROVED
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In an index maximized classificatrion system, assessments rt" "oit"d from Lhose

hawíng the highest acuity,/resource uEilization to those with the least:

acuity,/ re source uLillzation. Once the criteria for pl-acement in one of the

seven major catregories is met, the ADL score, Depression Severity Score and,/or

ResLorative Nursing Program ís determined, and the final group classificaLion
is made.

.An addít.ional group classification is incfuded to allow placement of assessments

Lhat. become delinquent or inactive. Thís group classification (BCl , ) is
given bhe same weight as the lowest group classification,

The classifícation will- be calcufated efectronically at the Diwision of Medicaíd

or its designee using the MDS assessment and the MDS RUG lV classifícation model '

Submission requirements are addressed in section 3-2(A) .

'1'N NO 18 0001
SUPERCEDES
TN NO 15-004
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Each of the forty-eight (48) resident group classifications as well as the 

inactive/expired classifications have been assigned case mix weights. The 

base weights for all classification groups are listed in the  following 

table for residents in regular units as well as residents with Alzheimer’s 

or related dementia in licensed Alzheimer’s Special Care Units.

CMS MEDICAID PAYMENT INDEX
MDS RUG IV, SET F01, NURSING ONLY
48 Group Classification Model

EXTENSIVE SERVICE CATEGORIES
CMI

REGULAR ALZHEIMER’S
GROUP DESCRIPTION ADL SCORE  UNIT     UNIT

ES3 Extensive Services 2-16 3.000

ES2 Extensive Services 2-16 2.230

ES1 Extensive Services 2-16 2.220

REHABILITATION CATEGORIES 
CMI

REGULAR ALZHEIMER’S
GROUP DESCRIPTION ADL SCORE  UNIT     UNIT

RAE Rehabilitation 15-16 1.650

RAD Rehabilitation 11-14 1.580

RAC Rehabilitation 6-10 1.360

RAB Rehabilitation 2-5 1.100

RAA Rehabilitation 0-1 0.820

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
TN NO 2002-31   DATE EFFECTIVE 01/01/2015
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SPECIAL CARE HIGH CATEGORIES

CMI
REGULAR ALZHEIMER’S

GROUP DESCRIPTION ADL SCORE  UNIT     UNIT
HE2 Special Care High 
with Depression 15-16 1.880

HE1 Special Care High 15-16 1.470

HD2 Special Care High 
with Depression 11-14 1.690

HD1 Special Care High 11-14 1.330

HC2 Special Care High 
with Depression 6-10 1.570

HC1 Special Care High 6-10 1.230

HB2 Special Care High 
with Depression 2-5 1.550

HB1 Special Care High 2-5 1.220

SPECIAL CARE LOW CATEGORIES
CMI

REGULAR ALZHEIMER’S
GROUP DESCRIPTION ADL SCORE  UNIT     UNIT

LE2 Special Care Low with
Depression 15-16 1.610

LE1 Special Care 15-16 1.260

LD2 Special Care Low with
Depression 11-14 1.540

LD1 Special Care Low 11-14 1.210

LC2 Special Care Low with
Depression 6-10 1.300

LC1 Special Care Low 6-10 1.020

LB2 Special Care Low with
Depression 2-5 1.210

LB1 Special Care Low 2-5 0.950

TN NO 15-004  DATE RECEIVED
SUPERSEDES DATE APPROVED
TN NO 2002-31 DATE EFFECTIVE 01/01/2015
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CLINICALLY COMPLEX CATEGORIES

MISSISSIPPI WEIGHT
REGULAR ALZHEIMER’S

GROUP DESCRIPTION ADL SCORE  UNIT     UNIT

CE2 Clinically Complex with 
Depression 15-16 1.390 1.779

CE1 Clinically Complex 15-16 1.250 1.600 

CD2 Clinically Complex with 
Depression 11-14 1.290 1.651

CD1 Clinically Complex 11-14 1.150 1.472

CC2 Clinically Complex with 
Depression 6-10 1.080 1.382

CC1 Clinically Complex 6-10 0.960 1.229 

CB2 Clinically Complex with 
Depression 2-5 0.950 1.216

CB1 Clinically Complex 2-5 0.850 1.088

CA2 Clinically Complex with 
Depression 0-1 0.730 0.934

CA1 Clinically Complex 0-1 0.650 0.832 

BEHAVIORAL SYMPTOMS AND COGNITIVE PERFORMANCE CATEGORIES 
CMI

REGULAR ALZHEIMER’S
GROUP DESCRIPTION ADL SCORE UNIT     UNIT
BB2 Behavioral Symptoms and Cognitive 
Performance with Restorative Nursing 2-5 0.810 1.393

BB1 Behavioral Symptoms and Cognitive 
Performance 2-5 0.750 1.290

BA2 Behavioral Symptoms and Cognitive 
Performance with Restorative Nursing 0-1 0.580 0.998

BA1 Behavioral Symptoms and Cognitive 
Performance 0-1 0.530 0.912

TN NO 15-004 DATE RECEIVED
SUPERCEDES DATE APPROVED
TN NO 2002-31   DATE EFFECTIVE 01/01/2015
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REDUCED PHYSICAL FUNCTION CATEGORIES
CMI

REGULAR ALZHEIMER’S
GROUP DESCRIPTION ADL SCORE  UNIT     UNIT

PE2 Reduced Physical Function 
with Restorative Nursing 15-16 1.250 1.600

PE1 Reduced Physical Function 15-16 1.170 1.498

PD2 Reduced Physical Function 
with Restorative Nursing 11-14 1.150 1.472

PD1 Reduced Physical Function 11-14 1.060 1.357

PC2 Reduced Physical
Function with Restorative 

6-10 0.910 1.165

PC1 Reduced Physical Function 6-10 0.850 1.088

PB2 Reduced Physical
Function with Restorative 

2-5 0.700 0.896

PB1 Reduced Physical Function 2-5 0.650 0.832

PA2 Reduced Physical
Function with Restorative 

0-1 0.490 0.627

PA1 Reduced Physical Function 0-1 0.450 0.576

INACTIVE CATEGORY 
CMI

REGULAR ALZHEIMER’S
GROUP DESCRIPTION ADL SCORE UNIT UNIT

BC1 Inactive Group* Not Applicable 0.450 0.450

*RESIDENT ASSESSMENTS THAT CONTAIN ERRORS IN FIELDS WHICH PROHIBIT
CLASSIFICATION WILL AUTOMATICALLY BE PLACED INTO THIS CATEGORY BY
DEFAULT.

3-4 Computation of Standard Per Diem Rate for Nursing Facilities

A s t a n d a r d  per diem base rate will be established annually, 

unless this plan requires a rate being calculated at another time, 

for the period January 1 through December 31.  A case mix adjustment 

will be made quarterly based on the MDS forms submitted by each 

facility in accordance with other provisions of this plan.  Cost 

TN NO 15-004 DATE RECEIVED
SUPERSEDES    DATE APPROVED
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reports used Lo calcufate the base raEe will be Ehe cost report filed for the
period ending in the second calendar year prior to t.he beginning of the
caÌendar rate year. For example, trhe base rates effectiwe January 1, 2015

will be determined from cost reports filed for the year ended .fune 30, 2013

for state owned facilities, for t.he year ended Septernber 30, 2073 for
county owned facillties and for the year ended Decernber 31,, 2013 (or other
approved year-end) for aff oLher facilities, unfess a short period cost
report and rate calcufation are required by otrher provisions of this plan.

A description of the calcul-ation of t.he per diem rate is as follows:

A. Direct Care Base Rate and Care ReLaLed Rate

DeLermination
DirecL care costs include safaries and fringe benefits for registered
nurses (RN's), (excÌuding the Director of Nursing, the AssisEant
Ðirector of Nursing and the Resident Assessment Instrument (RÀI)

coordinator) ; licensed practicaf nurses {LPN's) ; nurse aldes;
respiratory therapists; feeding assistanLs; cont.ract RN's, contract
LPN's, and contract nurse aídes; contract respiratory thenaplsts;
contract feeding asslstants; medical supplies and other direct care

supplies; medical wasLe disposal; and allowabÌe drugs.

TN NO 18 0001
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Care related costs include salaries and fringe benefits for activities, 

the Director of Nursing, the Assistant Director of Nursing, RAI 

Coordinator, pharmacy and social services.  It also includes barber and 

beauty expenses for which the residents are not charged, raw food and food 

supplements, consultants for activities, nursing, pharmacy, social 

services and therapies, the Medical Director, and supplies used in the 

provision of care related services. 

1. Calculate the average case mix score for each facility during

the facility's cost report period.  [Divide the case mix adjusted

patient days (the sum of the patient days multiplied by case mix

weights) by total period patient days.]

2. Determine the per diem direct care cost for each facility during the

cost report period. (Divide direct care cost by total period

patient days.)

3. Divide each facility's per diem direct care cost by its case mix

score as determined in 1, above.  The result is the facility's case

mix adjusted direct care per diem cost.  This adjustment

expresses each facility's direct care costs as if the facility had

a case mix of 1.000.

4. Add the per diem care related cost for each facility to the case

mix adjusted direct care per diem cost calculated in 3, above.

5. Trend forward each facility's case mix adjusted direct care and

care related cost per diem to the middle of the rate year using

the trend factor.  This is done by multiplying the trend factor

by a mid-point factor.  The mid-point factor allows costs to be

trended forward from the mid-point of the cost report period to the

mid-point of the payment period.
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6. Determine the ceiling for direct care and care related costs

together for small and large nursing facilities and separately

for NFSD’s as follows:

A. Prepare an array of the small and large nursing

facilities; their associated trended direct care and care

related costs, summed; and their annualized total

patient days.  Prepare a separate array of the NFSD’s.

B. Arrange the data in order from lowest to highest cost

for each array.

C. Add to each array the cumulative annualized total

patient days by adding in succession the days listed for

each facility.

D. Determine the median patient days by multiplying the

total cumulative patient days by fifty percent (50%) and

locate the median patient days on each array.

E. Determine the median costs by matching the median

patient days to the cost associated with the median

patient day for each array.  This may require

interpolation.

F. The ceiling for direct care and care related costs is

determined by multiplying the median cost for each

array by one hundred twenty percent (120%).
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7. Determine the rate for each facility for direct care and care

related costs.  If the facility's case mix adjusted cost is

above the ceiling, its base rate is the ceiling.  If the

adjusted cost falls below the ceiling, then its base rate is

its case mix adjusted cost.

8. Allocate each facility's base rate between direct care

costs and care related costs.  This is done by using the

percentage of case mix adjusted direct care costs and care

related costs to the total of these costs used in 4, above,

for each facility. This will result in the
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Case Mix Adjusted Direct Care Base Rate and the Care 

Related Per Diem Rate. 

9. The Case Mix Adjusted Direct Care Base Rate of each facility

will be multiplied by the facility's average case mix score as

described in Section B, below, on a quarterly basis.

TN NO 15-004     DATE RECEIVED
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B. Case Míx Adiusted Per Diem Rate

A per diem rate will be calcufaLed for each nursing facility on a quãrLerfy
basis. Each nursing facility's direct care base rate will be mulLiplied by

iLs average case mix for the period two calendar quarters príor to Lhe sLarL

date of Lhe rate being calculated. For example, t.he January I, 2075 rate will
be deLermined by multiplying the direct care base rate by Lhe average case mix

for the quarLer July 1, 2014+ Lhrough SepLenìber 30, 20f4. This will resull-
in the case mix adjusted direct care per diem rate. Thís ís added to the care

refated per diem rate, the therapy per diem rate for NFSD's only, the

administratiwe and operating per diem rate, Lhe per diem fair rentaf pa)4nent,

and the pe:: diem reLurn on equity capital to compute the facility's totaL
standard per diem raLe for the cafendar quarter. The direct care per diem base

rate, the care refaLed per diem rate, the therapy per diem for NFSD's only, the

administratiwe and operating per diem rate, the per diem fair rental payment.,

and the per diem return on equity capital are computed annually and are

effective for the period .fanuary 1 through Decenìber 31. The case mix
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adjustment is made quarterly to determine the total rate for the periods 

January 1 through March 31, April 1 through June 30, July 1 through 

September 30, and October 1 through December 31. 

C. Therapy Rate for Nursing Facilities for the Severely Disabled

Therapy costs include salaries and fringe benefits or contract costs of

therapists and other direct costs incurred for therapeutic services.

1. Determine the per diem therapy cost for each Nursing Facility

for the Severely Disabled during the cost report period. (Divide

therapy cost by total period patient days.)

2. Trend each facility’s therapy per diem cost to the middle of the

rate year using the trend factor as defined in Chapter 7.  This is

done by multiplying the trend factor by a mid-point factor. The

mid-point factor allows costs to be trended forward from the mid- 

point of the cost report period to the mid-point of the payment

period.
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3. Determine the ceiling for therapy costs as follows:

a. Prepare an array for the classification, including the facility

names, the associated trended therapy costs, and the annualized

total patient days.

b. Arrange the data from lowest to highest

cost.

c. Add to each array the cumulative annualized total patient days by

adding in succession the days listed for each facility.

d. Determine the median patient day by multiplying the total

cumulative patient days by fifty percent (50%) and locate the

median patient day on each array.

e. Determine the median cost by matching the median patient day

to the associated costs. This may require interpolation.

f. Multiply the cost at the median patient day by 105% to

determine the ceiling.

4. Determine the therapy per diem rate for each facility.  If the

facility’s therapy cost is above the ceiling, its therapy rate is the

ceiling. If the facility’s cost falls below the ceiling, then its

therapy rate is its trended cost.

D. Administrative and Operating Rate. Administrative and operating costs

include salaries and fringe benefits for the administrator, assistant

administrator, dietary, housekeeping, laundry, maintenance, medical records,

owners and other administrative staff. These costs also include contract

costs for dietary, housekeeping, laundry and maintenance, dietary and

medical records consultants, accounting
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fees, non-capital amortization, bank charges, board of directors fees, dietary 

supplies, depreciation expense for vehicles and for assets purchased that are 

less than the equivalent of a new bed value, dues, educational seminars, 

housekeeping supplies, professional liability insurance, non-capital interest 

expense, laundry supplies, legal fees, linens and laundry alternatives, 

management fees and home office costs, office supplies, postage, repairs and 

maintenance, taxes other than property taxes, telephone and communications, 

travel and utilities. 

1. Determine the per diem administrative and operating cost for each facility

during the cost report period. (Divide administrative and operating cost

by total period patient days. Patient days will be increased, if less than

80% occupancy, to 80% occupancy.)

2. Trend each facility's administrative and operating per diem cost to the

middle of the rate year using the trend factor. This is done by

multiplying the trend factor by a mid-point factor. The mid- point factor

allows costs to be trended forward from the mid-point of the cost report

period to the mid-point of the payment period.

3. Determine the ceiling for administrative and operating costs for each

classification as follows:

a. Prepare an array for each nursing facility classification.  Each

array should include the facility names, their associated trended

administrative and operating costs, and their annualized total

patient days.

b. Arrange the data in each array from lowest to highest cost.

TN NO 15-004       DATE RECEIVED
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c. Add to each array the cumulative annualized total patient

days by adding in succession the days listed for each

facility.

d. Determine the median patient days by multiplying the

total cumulative patient days by fifty percent (50%)

and locate the median patient days on each array.

e. Determine the median costs by matching the median

patient days to the associated costs. This may require

interpolation.

f. The cost at the median patient day is multiplied by

109% to determine the ceiling for each classification.

4. Determine the per diem rate for each facility for administrative and

operating costs.  If the facility's administrative and operating

cost is above the ceiling, its administrative and operating rate is

the ceiling.  If the facility's cost falls below the ceiling, then

its administrative and operating rate is its trended cost plus

seventy-five percent (75%) of the difference between the greater of

the trended cost or the median and the ceiling. For NFSDs, the

ceiling for Administrative and Operating Costs will be the facility's

allowable costs.

E. Property Payment.

1. The property payment includes the fair rental per diem and the

property taxes and insurance per diem.  The fair rental per diem

is a rental payment based on the age of each facility.  The

property taxes and insurance per diem is based on actual

facility costs.

The fair rental system establishes a facility's value based

on its age.  The newer the facility is aged, the greater its

value.  The facility specific value and fair rental per diem are

determined using the following parameters:

TN No. 15-004 Date Received
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METHODS AND ST AND ARDS FOR ESTABLISHING PAYMENT RA TES-OTHER 
TYPES OF CARE 

a. State-wide new bed value 
b. Medicaid certified beds at the start of the rate period 
c. Facility average age, not to exceed 28.5714 years 
d. Accumulated depreciation, accumulating at a rate of 1.75% annually, not to exceed 

50% 
e. Rental factor of 5.35% with an added risk factor of2% 
f. Annualized patient days, at no less than 80% occupancy 

The new bed value minus the accumulated depreciation multiplied by total beds determines 
the facility value. The value times the rental factor divided by days equals the fair rental per 
diem. The parameters and calculations are further described below. 

2. Each year a state-wide new bed value is determined. The new bed value for 2015 is $91,200. 
Therefore, a new facility constructed during 2015 will have a per bed value of $91,200 for 
the 2015 rental payment. The value of new construction will be indexed each year using the 
RS Means Construction Cost Index estimate for Jackson, MS. The new bed value will be 
indexed each year to January 1 of the payment year. For example, in computing the rates for 
the year January 1, 2016 through December 31, 2016, the 2015 new bed value will be 
adjusted to the January I, 2016 value using the estimated index. For licensed Alzheimer's 
units, new beds constructed on January 1, 2015 are assumed to have an additional value of 
$33,926.40, which is 37.20% of the nursing facility bed value. Each year, the January 1 new 
bed value adjustment for beds in licensed Alzheimer's units will be determined by 
multiplying the nursing facility new bed value by 37.20%, to account for the additional 
construction costs required to be licensed as an Alzheimer's unit. For NFSDs, a new facility 
constructed on January 1, 2015 is assumed to have a per bed value of $159,600, which is 175 
percent of the nursing facility bed value. Each year, the January 1 new bed value for the 
NFSD class will be determined by multiplying the nursing facility new bed value by 175%. 

The new bed value for Mississippi has been rebased effective January 1, 2015. The previous 
new bed values apply for rate setting periods prior to January 1, 2015. For transition 
purposes, $91,200 will be used for determining if 2013 and 2014 capitalized assets and 
renovation costs will be converted into new beds. The list of historical new bed value indices 
is included in 9. 

TN No. 16-0011 
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3. The Medicaid certified beds at the start of the annual rate period

will be used for the property rate calculation.  An increase or

decrease in the number of certified beds that does not result in a

change of classification will be reflected in the facility rate

for the next quarter after the Division of Medicaid is notified of

the change in the number of certified beds if the Division of

Medicaid receives the notification from the certifying agency on

or before the first day of the month preceding the effective date of

the quarterly rate change.  For example, a facility increases its

number of Medicaid beds from 100 to 110 effective August 1, 1993.

The rate of the facility would reflect 100 beds for the period

July 1, 1993 through September 30, 1993. The rate would reflect 110

beds for the period October 1, 1993 through December 31, 1993.

If the change in the number of beds had been effective September 1,

1993 and the Division of Medicaid did not receive notification

until September 15, 1993, the increase would be reflected in the

rate effective January 1, 1994.

4. Each facility’s average age is a weighted average of each certified

bed within the facility.  The beds are aged using their construction

date and adjustments for additions, replacements, and renovations

and major improvements as defined by this plan.  Additions,

replacements, and renovations and major improvements will be

recognized by lowering the age of the facility and, thus, increasing

the facility’s value.  The facility average age will not exceed

28.5714 years for purposes of the fair rental calculations.  Beds

constructed during the rate setting year will be considered to have

a zero (0) age.  All beds will be aged by one (1) year at each

December 31.  Beds will not be aged beyond thirty (30) years for

calculating new bed equivalents.
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a. The addition of beds is typically accomplished through 

construction or the conversion of personal care or hospital beds. 

Newly constructed beds are aged in the year placed in service. 

Converted beds will be assigned the average age of the Medicaid-

certified beds calculated for the 1992 start-up of the fair rental 

system.  If the converted beds were aged for start-up, however, 

the related computation will be used.  The cost of renovations and 

major improvements after start-up and before conversion will be 

considered in aging the beds if the facility provides proper 

documentation at the time of the conversion.

b. The replacement of existing beds differs from the addition of beds

in that a certain number of beds replace those that were

previously aged. Unless the replaced beds can be specifically

identified on the property rate sheet, it is assumed that the

oldest beds are the ones replaced.

c. Renovations and major improvements reduce the average age of the

facility by bringing a calculated number of beds’ aging to the

year of renovation or major improvement.  Renovation and major

improvement costs include all capitalized assets greater than or

equal to $5,000, excluding vehicles.  The costs must be documented

through cost reports, depreciation schedules, construction

receipts, or other means.  Costs must be capitalized in order to

be considered a renovation or major improvement.  Costs

capitalized by a facility lessor are considered.  In facilities

with distinct parts, renovation and/or major improvement costs are

limited to the portion of capitalized assets allocated directly

and indirectly to the classification being considered.  The

indirect allocation for assets shared between the certified beds

and the other beds in the facility are based on the number of beds

in the classification being considered to total facility beds at

year end.

In establishing the age of a facility, renovations/improvements

are converted into bed replacements when the

renovations/improvements in the aggregate exceed the new bed

value.  The conversion is made by dividing the total cost by the

average accumulated depreciation per bed at January 1st of the

renovation year.

d. The start-up age of each facility bed will not exceed thirty (30)

years.

TN NO 15-004 DATE RECEIVED
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5. Accumulated Depreciation.  Facilities, one year or older, will be

valued at the new construction bed value less depreciation of

1.75% per year according to the age of the facility.  The average

accumulated depreciation per bed is calculated by multiplying the

new bed value by the average age of the facility and by the 1.75%

depreciation rate.  Facilities will not be depreciated to an

amount less than fifty percent (50%) of the new bed value.  For

sales of assets closed on or after July 1, 1993, there will be no

recapture of depreciation.

6. Facility Value.  The average per bed value is the difference

between the new bed value and the accumulated depreciation.  The

average per bed value will be multiplied by the number of beds to

estimate the facility’s total current value.

7. A rental factor is applied to the facility's total current value

to estimate its annual fair rental value.  The rental factor is

determined by using the Treasury Securities Constant Maturities

(10 year) as published in the Federal Reserve Statistical

Release using the average for the second calendar year preceding

the beginning of the rate period with an imposed lower limit of

5.35% per annum and an imposed upper limit of ten percent (10%)

per annum plus a risk premium.  A risk premium in the amount of

two percent (2%) is added to the index value.  The rental

factor is multiplied by the facility's total current value to

determine the annual fair rental value.

8. The annual fair rental value is divided by annualized total

patient days to calculate the fair rental per diem.  Annualized

patient days will equal the total patient days for Medicaid

certified beds reported for the cost report period used to set the

rate.  An adjustment to annualize the days will be made if the

cost report period is not equal to twelve months.  Annualized

total patient days will be adjusted to reflect any increase or

decrease in the number of certified beds by applying to the

increase or decrease the occupancy rate reported on the cost

report b e i n g used to set rates.  Patient days will be

adjusted to at least 80% occupancy, if the facility reported an

occupancy rate lower than 80%.
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9

NEW CONSTRUCTION VALUE PER BED FOR NURSING FACILITIES 
USING THE RS MEANS CONSTRUCTION COST INDEX FOR JACKSON, MS

 NEW CONSTRUCTION 
 CALENDAR    VALUE 

YEAR PER BED
1992  $25,908 
1993  $26,300
1994  $26,750
1995  $27,604 
1996  $28,233 
1997  $28,818 
1998  $29,858 
1999  $30,663 
2000  $31,016 
2001  $31,315 
2002  $31,911 
2003  $32,210 
2004  $32,475 
2005  $36,617 
2006  $38,174 
2007  $40,759 
2008  $47,552 
2009  $52,622 
2010  $50,999 
2011  $50,700 
2012  $52,954 
2013 For Renovations only  $91,200 
2014 For Renovations only  $91,200 
2015 Rebased  $91,200 
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MS PROPERTY REIMBURSEMENT - FAIR RENTAL SYSTEM EXAMPLE 

Per Bed Value of New Nursing Facility 

$91,200 (including building, land and equipment) on January 1, 2015. 

Per Bed Value of Specific Facility (Based on Annual Depreciation for age of Facility) 

Depreciation of new bed value at 1.75% per year based on year of construction or bed 
replacement, not to exceed 50% of the new bed value.  Individual beds will not be aged beyond 
30 years and the facility average age will not exceed 28.5714 years. 

Example:  Facility Constructed in 2010 has depreciated 5 years.
    Depreciation: 1.75% x 5 = 8.75%. 
    Depreciated bed value: $91,200 x 91.25% (100%-8.75%) = $83,220. 

Facility's Total Current Value 

Per Bed Value x Number of Beds

Example:  120 Bed Facility Value = $83,220 x 120 = $9,986,400 

Rental Factor 

Federal Reserve Treasury Securities Constant Maturities (10yr) + Risk Premium 

Example: Rental Factor = 5.35% + 2.0% = 7.35% 

Annual Fair Rental Value 

Facility Value x Rental Factor 

Example: Rental Value = $9,986,400 x 7.35% = $734,000 

Fair Rental Per Diem 

Rental Value/Annualized Total Patient Days 

Example: Rental Payment = $734,000/41610 = $17.64 

Property Taxes and Insurance Per diem 

Pass Through Based on Annualized Reported Costs/Annualized Total Patient Days 

Example:  Property Taxes   $0.65 ($27,050/41,610) 

    Cost report Form 6, line 5-05 

    Prop. Insurance    0.60 ($24,970/41,610) 

    Cost report Form 6, Line 5-04 

   Total $1.25
Per Diem Property Payment 

Rental Payment + Taxes & Insurance 
Example: Per Diem Property Payment = $17.64 + $1.25 = $18.89 

F. Return on Equity Payment
The facility's average net working capital for the reporting period maintained for
necessary and proper operation of patient care activities will be multiplied by the
return on equity (ROE) factor to determine the return on equity payment.  The return
on equity payment will be divided by
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annualized patient days during the cost report period used to set the rate to 

calculate the per diem return on equity payment. Patient days will be adjusted to 

reflect changes in the number of certified beds and, if less than 80% 

occupancy, to 80% occupancy.  The facility's net working capital will be 

limited to two (2) months of the facility's allowable costs, including 

property-related costs.  The return on equity factor is five and seventy-five 

hundredths percent (5.75%). 

In effect, net working capital is the net worth of the provider 

(owners' equity in the net assets as determined under the Medicaid 

program) excluding net property, plant, and equipment, and liabilities 

associated therewith, and those assets and liabilities which are not 

related to the provision of patient care.  Providers that are members 

of chain operations must also include in their working capital a share 

of the equity capital of the home office. 

The average of the net working capital computed for the beginning and 

ending of the reporting period will be used for purposes of 

determining the net working capital eligible for a return on 

investment. The following are examples of items not included in the 

computation for net working capital: 

1. Property, plant, and equipment, excluding vehicles;

2. Debt related to property, plant, and equipment, excluding vehicles;

3. Liabilities related to property, plant, and equipment, excluding

vehicles, such as accrued property taxes, accrued interest, and

accrued property insurance;

4. Notes and loans receivable from owners or related

organizations;

5. Goodwill;

6. Unpaid capital surplus;

7. Treasury Stock;

8. Unrealized capital appreciation surplus;

TN NO  15-004      DATE RECEIVED
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9. Cash surrender value of life insurance policies;

10. Prepaid premiums on life insurance policies;

11. Assets acquired in anticipation of expansion and not used in

the provider's operations or in the maintenance of patient

care activities during the rate period;

12. Inter-company accounts;

13. Funded depreciation;

14. Cash investments that are long term (more than six months);

15. Deferred tax liability attributed to non-allowable

tax expense;

16. Any other assets not directly related to or necessary

for the provision of patient care;

17. Net capitalized loan/financing costs;

18. Resident fund accounts held on behalf of the resident which

were included on the facility's balance sheet;

19. Workers’ Compensation self-insurance fund.

Return on Non-Property Equity Per Diem 

*Average Non-Property Equity x ROE Factor / Annualized Total Patient Days

Example:

Avg. Non-Property Equity=$156,500 x 5.75% (ROE factor)/41,610 = $.22

*Subject to limitation of two (2) months of reported allowable costs
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G. Total Standard Per Diem Rate.  The annual standard per diem rate is the sum of

the direct care per diem rate, the care related per diem rate, the administrative

and operating per diem rate, the per diem property payment, and the per diem

return on equity payment. The annual rate for NFSD's also includes the therapy

per diem rate.

H. Calculation of the Rate for One Provider.  In years when the rate is calculated

for only one NFSD, reimbursement will be based upon allowable reported costs of

the facility.  Reimbursement for direct care, therapies, care related, and

administrative and operating costs will be calculated at cost plus the applicable

trend factors. The property payment and the return on equity payment will be

calculated for the facility as described in Sections 3-4 F and G.

3-5 Ventilator Dependent Care (VDC) Per Diem Rate 

A ventilator dependent care (VDC) per diem rate of $178.34 is established for 

beneficiaries receiving VDC services in large and small nursing facilities.  The 

VDC per diem rate will be reviewed for adjustment every fifth year.

3-6 Occupancy Allowance 

The per diem rates for fixed administrative and operating costs, care 

related costs and property costs wi11 be calculated using the greater of 

the facility's actual occupancy level or eighty percent (80%). This 

level is considered to be the minimum occupancy level for economic and 

efficient operation. This minimum occupancy level will not be applied 

to the computation of patient days used to calculated the direct care 

and therapy rates, or the variable portion of the administrative and 

operating and care related rates. 

For facilities having less than eighty percent (80%) occupancy, the

number of total patient days will be computed on an eighty percent (80%) 

factor instead of a lower actual percentage of occupancy. For example: 

a facility with an occupancy level of seventy percent (70%) representing 

20,000 actual patient days in a reporting period will have to adjust 

this figure to 22,857 patient days (20,000/70%) 
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x 80å) to equal a minimum of eighty percenL (80?) occupancy. Reserved bed
days \,/i11 be counted as an occupied bed for this computation. Facilities having
an occupancy ral:e of less than eig¡rty percent (80å) should complete Form 14

when submítting their cost report.

3 -'7 State Qwned NFrs

3-9 Upper Payment Limit (UPL)

NF's that are owned by the State of Mississippi will be included in the
raLe setting process descr.ibed above in order Lo calculate a pIospective
rate for each facility. However, €tate awned facililies will be pald
based on lOOå of allowable cosLs, subject to the Medicare uppet: timit,
A state o\,rned NF may request that the per diem rate be adjusLed during
Lhe year based on changes in their costs. After the state owned NF's
file their cost reporl , the per diem raLe for each cost report period will
be adjusLed to the acbual allowable cost for that period, subject to the
Medicare upper limit.

Adjustments Lo Lhe Rate for Changes in Law or Regulation
Adjustments may be made Lo Lhe rate as r¡ecessary Lo comply with changes
in sLate or federal law or regulation.

Non-state government owned ar operated NF's will be reimbursed in accordance
with the applicable regulations regarding the Medicaid upper pa}rmenl limiL.
For each facility, the amount Lhat Medicare would have paid for the
prevj.ous year will be calculated and compared t.o payments actually made

by Medicaid duríng thaL same Lime period. The calculation will be made

as follo\,¡s: MDS daLa is run for a sample population of each facility to
group paLient days into one of the Medicare RUGS. An estimated amount
LhaL Medicare would have paid on average by fací1ity is calculated by
multiplying each adjusted RUG rate by the number of days for that RUc.

The sum is then divided by the total days for the estimated average per diem
by faciliLy thaL Medicare would have paid, From this amount, the Medicaid
average per diem for the time period is subbracted to deLermine the UPL

balance as a per diem. The per diem is then multiplied by the Medicaid
days for the period co calculate the available UPL balance amount for each
faciliLy. This calculation wiIl then be used to make payment for the
current year to nursing facilities eligible for such payments in accordance
wiLh applicable regulations regarding the Medicaid upper payment limit. 100
percent of Lhe calculated UPl, will be paid to non-state government - owned or
operated facilities, in accordance with applicable state and federal laws and
regulations, lncluding any provisions specified in appropriations by the
Mi ssj ssi ppi Legj s1ê cure ,
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State government owned or operated NF’s will be reimbursed in 
accordance with the applicable regulations regarding the Medicaid 
upper payment limit. For each facility, the amount that Medicare 
would have paid for the previous year will be calculated and 
compared to payments actually made by Medicaid during that same time 
period. The calculation will be made as follows: For each State 
provider, total Medicaid allowed amounts and total covered days 
including bed hold are obtained from the provider’s most current 
Medicaid cost report after desk review. In addition total Medicaid 
bed hold patient days will be obtained from the MMIS. For each 
provider the allowed amount per day is calculated by dividing the 
Medicaid allowed amounts per cost report by the total covered days 
per cost report less bed hold days. The allowed amount per day is 
multiplied by paid Medicaid days less bed hold days per the MMIS to 
determine the upper payment limit on Medicaid payments. The upper 
payment limit on Medicaid payments is then compared to the actual 
Medicaid payments made during that same time period to calculate the 
available UPL balance for each facility. This calculation will then 
be used to make payment for the current period to nursing facilities 
eligible for such payments in accordance with applicable regulations 
regarding the Medicaid upper payment limit. 100 percent of the 
calculated UPL will be paid to State government owned or operated 
facilities, in accordance with applicable state and federal laws and 
regulations, including any provisions specified in appropriations by 
the Mississippi Legislature. 

TN NO 15-004 DATE RECEIVED
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CHÀPTER 4

RATE COMPUTATION - ICF/IID ' S

RaLe computation - lcF/IID's - General Principles

It is the intent of the Division of Medicaid to reimburse Intermediate care

Facilities for Individuals with InLellectual Disabilities a rate lhat is
adequate for an efficiently and economically operated facility. An efficiently
and economically operated facility is defined as one with direct care

costs, therapy costs, care related costs, and adminisLraLive and operaEing

casts less than 110å of the median and an occupancy rate of 80å or more.

4-2 CompuLaLion of Rate for Intermediate cârê Fâci l i1_ies f.)r Tndivi.]lrel s \ril:h

-A

Intellectual Disabilities

A per diem rate \,rill be established annually for the period '.lanuary 1 through

December 31, unless this plan requires a raLe being calculated at another

Lime. cost reports used Lo calculate the rate will be Lhe cost reporL filed for
the period ending in the second calendar year prior to the beginning of Lhe next

calendar rate year, unless this plan requires a short period cost report to be used

Lo compute the facility rate, For example, Lhe rates effective .lanuary J", 20L5

wilt be deLermined from cost reports filed for the cost report. year ended in 20L3

unless a shorL period cost report and rate calculation is required by other
provisions of chis plan. Costs used in the rate calculations may be adjusted
by the amount of anLicipated increase in costs or decrease in costs due Lo

federal or stabe laws or regulations.

-A descripLion of the calculation of the rate is as follows:
Direct care, Therapies, care Re1ated, and Administrative and operating
RaLe Determlnat ion

Determine the per diem cost for direct care costs, therapies, care

relaled cosLs, and administrative and operating costs for each

facility during the cost reporL period. This is done by adding the total
alfowable costs for these cost centers and dividing the resuft by Lhe

tatal patient days.

Trend each facifity's per diem cosL as deLermined in 1, above, to
the middle of tÌìe rate year using the ICF/IID and PRTF Trend Factor.
This is done by multiplying the rcF/lrD and pRTF Trend

FâcLor in order. to trend costs forward from the

TN ÀTO 18-0001
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the cost report period to the mid-point of the payment period. 

3. Array the trended costs from the lowest cost to the highest cost.

4. Determine the ceiling for direct care costs, therapies, care related

costs, and administrative and operating costs.  The ceiling is based

on 110% of the cost associated with the median patient day.

The median is determined by accumulating the annualized total

patient days for each facility in the array described in 3, above.

The trended cost that is associated with the mid-point of the total

patient days is determined by multiplying the total patient days by

fifty percent (50%) and interpolating to determine the median cost.

The cost at the median is multiplied by 110% to determine the

ceiling.

5. Determine the per diem rate for each facility for direct care

costs, therapies, care related costs and administrative and

operating costs.  If the facility's cost is above the ceiling, its

rate is the ceiling. If the facility falls below the

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
TN NO 93-08  DATE EFFECTIVE 01/01/2015
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER 
TYPES OF CARE 

ceiling, then its rate is its trended cost plus fifty percent (50%) of the difference between 
the trended cost or the median, whichever is greater, and the ceiling. 

B. Property Payment. A per diem payment will be made for property costs based on a 
fair rental system. The amount of the payment is detennined as follows: 

1. A new facility constructed on January 1, 2015 is assumed to have a per bed 
value of $109,440, which is 120 percent of the nursing facility bed value. Each year, the 
January 1 new bed value for the ICF/IID class will be determined by multiplying the 
nursing facility new bed value by 120%. 

TN No. 16-0011 
Supercedes 
TN No. 15-004 
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2. Existing facilities, one year or older, will be valued at the new

bed value less depreciation of 1.75% per year according to the

average age of the facility. Facilities will not be depreciated to an

amount less than 50% of the new bed value. Additions, replacements

and renovations and major improvements will be aged and converted to

new beds as described for nursing facilities in Chapter 3.

3. The per bed value is multiplied by the number of certified beds to

estimate the facility's total current value.

4. A rental factor will be applied to the facility's total current

value to estimate its annual fair rental value. The rental factor is

determined by using the Treasury Securities Constant Maturities

(10-year) as published in the Federal Reserve Statistical Release

using the average for the second calendar year preceding the

beginning of the rate period with an imposed lower limit of

five and thirty-five hundredths percent (5.35%) per annum and an

imposed upper limit of ten percent (10%) per annum plus a risk

premium.   A risk premium in the amount of two percent (2%) will

be added to the index value.  The rental factor is multiplied by the

facility's total value, as determined in 3, above, to determine the

annual fair rental value.

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
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5. The annual fair rental value will be divided by the facility's

annualized total patient days during the cost report period to

determine the fair rental per diem payment.  Annualized total

patient days will be adjusted to reflect changes in the number of

certified beds by applying to the increase or decrease the occupancy

rate reported on the cost report used to set rates.  Patient days

will be adjusted, if less than 80% occupancy, to 80% occupancy.

6. Property taxes and property insurance will be annualized and

divided by annualized total patient days to determine a per diem

amount for these costs and will be passed through as an addition to

the fair rental per diem payment.  Patient days will be adjusted to

reflect changes in the number of certified beds and, if less than

80% occupancy, to 80% occupancy.

7. The total of the fair rental per diem payment and the per diem

property taxes and insurance is the per diem property payment.

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED
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C. Return on Equity Payment

The facility's average net working capital for the reporting period 

maintained for necessary and proper operation of patient care 

activities will be multiplied by the return on equity (ROE) 

factor to determine the return on equity payment. The return on 

equity payment will be divided by annualized patient days 

during the cost report period used to set the rate to calculate 

the per diem return on equity payment. Patient days will be 

adjusted to reflect changes in the number of certified beds and, if 

less than 80% occupancy, to 80% occupancy.  The facility's net 

working capital will be limited to two (2) months of the 

facility's allowable costs, including property-related costs. 

The return on equity factor is five and seventy-five hundredths 

percent (5.75%).  In effect, net working capital is the net 

worth of the provider (owners' equity in the net assets as 

determined under the Medicaid program) excluding net property, 

plant, and equipment, and liabilities associated there with, and 

those assets and liabilities

TN NO 15-004  DATE RECEIVED 
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which are not related to the provision of patient care. Providers that 

are members of chain operations must also include in their working 

capital a share of the equity capital of the home office. 

The average of the net working capital computed for the beginning and 

ending of the reporting period will be used for purposes of 

determining the net working capital eligible for a return on investment. 

The following are examples of items not included in the computation for 

net working capital: 

1. Property, plant, and equipment, excluding vehicles;

2. Debt related to property, plant, and equipment, excluding

vehicles;

3. Liabilities related to property, plant, and equipment, excluding

vehicles, such as accrued property taxes, accrued interest,

and accrued property insurance;

4. Notes and loans receivable from owners or related organizations;

5. Goodwill;

6. Unpaid capital surplus;

7. Treasury Stock;

TN NO 15-004 DATE RECEIVED
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8. Unrealized capital appreciation surplus;

9. Cash surrender value of life insurance policies;

10. Prepaid premiums on life insurance policies;

11. Assets acquired in anticipation of expansion and not

used in the provider's operations or in the maintenance

of patient care activities during the rate period;

12. Inter-company accounts;

13. Funded depreciation;

14. Cash investments that are long term (six months or

longer);

15. Deferred tax liability attributed to non-allowable tax

expense;

16. Any other assets not directly related to or necessary

for the provision of patient care;

17. Net capitalized loan/financing costs;

18. Resident fund accounts held on behalf of the 

resident which were included on the facility's 

balance sheet;

19. Workmen's Compensation self insurance fund.

D. Total Rate

The annual rate is the sum of the per diem rate for direct care

costs, therapies, care related costs and

TN NO 15-004 DATE RECEIVED
SUPERSEDES DATE APPROVED   
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administrative and operating costs, the per díem property payment,

and the per diem retr.trn on equiLy paymenL.

E. State owned ICF/IID's

F. Ad'justments to Lhe Rate for changes ín Law or Regulation Adjustments

IcF/IID's that are o\^¡ned . by the state of Mississippi will be

included in the rate setting process descríbed above in order
to calculate a prospective rate for each faciliLy. Hov.¡ever, state
owned facilities will be paid based on L00?; of allowabfe costs,
subject to the Medicare upper limit. A state owned ICF/IID may

request thaL Lhe per diem rate be adjusted during Èhe year based on

changes in their cosLs. Af ter the state o\.\¡ned ICF/IID's f ile theír
cost report, the per diem rate for each cost report period will be

adjusted to the actual affowabfe cost for that period.

may be made to the rate as necessary to compfy with changes in state
or federaL faw or regulation.

TN NO 18 0001
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CHAPTER 5
RATE COMPUTATION - PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES

5-1 Rate Computation-Psychiatric Residential Treatment Facilities (PRTF's)

- General Principles

It is the intent of the Division of Medicaid to reimburse Psychiatric 

Residential Treatment Facilities (PRTF's) a rate that is adequate 

for an efficiently and economically operated facility.  An efficiently 

and economically operated facility is defined as one with direct 

care costs, therapy costs, care related costs, and administrative 

and operating costs less than 110% of the median, and an occupancy 

rate of 80% or more. 

5-2 Rate Computation for PRTF's

A per diem rate will be established annually, unless this plan requires 

a rate being calculated at another time, for the period January 1 

through December 31, unless this plan requires a rate being calculated 

at another time.  Cost reports used to calculate the rate will be the 

cost report filed for the period ending in the second calendar year 

prior to the beginning of the calendar rate year, unless this plan 

requires a short period cost report to be used to compute 

TN NO 15-004 DATE RECEIVED
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Lhe facility rate. For exampfe, the rates effective .fanuary 1, 2001

will be determined from cost reports filed for the cost reporL year

ended ín 1999 unfess a short period cost report and rahe calcufation
is required by other prowisions of this plan. Costs used in the rate
calcufations may be adjusted by the amount of anticipated increase in
costs or decrease in costs due to f ederal" or staLe faws or regulaLions.

However, the PRTF ratres effective ,fanuary l, 20\o, wllf continue
to be effective through June 30, 2oI2, for facilities in operation as

of AugusL 25, 2oI0. For facilities ínitially Medicaid certified
betrween August 25, 2010 and .fune 30, 2oI2, the per diem base rate
effecLiwe the first day of certification, computed in accordance with
this plan subject to .lanuary 1, 2010 ceilings, will be used as the

base rate Lhrough ,fune 30, 2oI2. No adjustments Lo the rate,
otherwise required by this plan, will be used to determine PRTF rates
af ter ,.Tanuary I, 20IO and bef ore 'fuly 1, 2OL2 , except that rates v,¡ill
be adjusted to incorporate facility cost changes related Eo the

provider tax llmit increase effective october I, 2oIL.

A description of the calculabion of the rate is as follows

A. Direct Care, Therapies, care RelaLed, and Administ.raLive and Operat ing

RaLe Determinat ion

Determlne the per diem cost for direct care costs, therapies,
care refaLed costs, and adminisLraEiwe and operaLing costs for each

facllity during Lhe cost report period. This is done by adding the

total allowab'le costs for t.hese cost centers and divlding the result by

the total paL ient days.

Trend each faciliLy's per diem cost as determined in 1, above, to
Lhe mlddle of the rate year using the ICF/IID and PRTF Trend

Factor. This is done by mulLiplying the ICF/IID and PRTF Trend

FacLor in order to trend costs forward from the mid-point of the

cost report period to the mld-point of the payment period.

2
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3. Array the trended costs from the lowest cost to the highest

cost.

4. Determine the ceiling for direct care costs, therapies, care

related costs, and administrative and operating costs. The

ceiling is based on 110% of the cost associated with the

median patient day. The median is determined by

accumulating the annualized total patient days for each

facility in the array described in 3, above. The trended

cost that is associated with the mid-point of the total

patient days is determined by multiplying the total

patient days by fifty percent (50%) and interpolating to

determine the median cost.  The cost at the median is

multiplied by 110% to determine the ceiling.

5. Determine the per diem rate for each facility for direct

care costs, therapies, care related costs and

administrative and operating costs. If the facility's

cost is above the ceiling, its rate is the ceiling.  If the

facility falls below the

TN NO 15-004  DATE RECEIVED
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ceiling, then its rate is its trended cost plus fifty percent (50%) of the difference between 
the trended cost or the median, whichever is greater, and the ceiling. 

B. Property Payment. A per diem payment will be made for property costs based on a fair 
rental system. The amount of the payment is determined as follows: 

1. A new facility constructed on January 1, 2015 is assumed to have a per bed value of 
$109,440 which is 120 percent of the per bed value of a nursing facility. Each year, the 
January 1 new bed value of the PRTF class will be determined by multiplying the 
nursing facility new bed value by 120%. 
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2. Existing facilities, one year or older, will be valued at

the new bed value less depreciation of 1.75% per year

according to the average age of the facility.  Facilities

will not be depreciated to an amount less than 50% of the

new construction bed value.  Additions, replacements, and

renovations and major improvements will be aged and

converted to new beds as described for nursing facilities in

Chapter 3.

3. The per bed value will be multiplied by the number of beds

in the facility to estimate the facility's total current

value.

4. A rental factor will be applied to the facility's total

current value to estimate its annual fair rental value.  The

rental factor is determined by using the Treasury Securities

Constant Maturities (10-year) as published in the Federal

Reserve Statistical Release using the average for the

second calendar year preceding the beginning of the rate

period with an imposed lower limit of five and thirty-five

hundredths (5.35%).

TN NO 15-004      DATE RECEIVED
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per annum and an imposed upper limit of ten percent 

(10%) per annum plus a risk premium. A risk premium in 

the amount of 2% will be added to the index value.  The 

rental factor is multiplied by the facility's total value as 

determined in 3, above, to determine the annual fair rental 

value.

5. The annual fair rental value will be divided by the

facility's annualized total patient days during the cost

report period to determine the fair rental per diem

payment.  Annualized total patient days will be adjusted

to reflect changes in the number of certified beds by

applying to the increase or decrease the occupancy rate

reported on the cost report used to set rates.  Patient

days will be adjusted, if less than 80% occupancy, to 80%

occupancy.

6. Property taxes and property insurance will be annualized and

divided by annualized total patient days to determine a

per diem amount for these costs.  These costs will be

passed through as an addition to the fair rental per

diem payment. Patient days will be adjusted to reflect

changes in the number of certified beds and, if less than

80% occupancy, to 80% occupancy.

TN NO 15-004    DATE RECEIVED
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7. The total of the fair rental per diem payment and the per diem

property taxes and insurance is the per diem property payment.

C. Return on Equity Payment

The facility's average net working capital for the reporting period 

maintained for necessary and proper operation of patient care 

activities will be multiplied by the return on equity (ROE) factor to 

determine the return on equity payment.  The return on equity 

payment will be divided by annualized patient days during the 

cost report period used to set the rate to calculate the per diem 

return on equity payment. Patient days will be adjusted to reflect 

changes in the number of certified beds, and if less than 80% 

occupancy, to 80% occupancy. The facility's net working capital will 

be limited to two (2) months of the facility's allowable costs, 

including property-related costs.  The return on equity factor is five 

and seventy-five hundredths percent (5.75%).  In effect, net working 

capital is the net worth of the provider (owners' equity in the net 

assets as determined under the Medicaid program) excluding net 

property, plant, and equipment, and liabilities associated therewith, 

TN NO 15-004    DATE RECEIVED
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and those assets and liabilities which are not related to the 

provision of patient care.  Providers that are members of chain 

operations must also include in their working capital a share of the 

equity capital of the home office. 

The average of the net working capital computed for the beginning and 

ending of the reporting period will be used for purposes of 

determining the net working capital eligible for a return on 

investment.  The following are examples of items not included in 

the computation for net working 

capital:

1. Property, plant, and equipment, excluding vehicles;

2. Debt related to property, plant, and equipment, excluding

vehicles;

3. Liabilities related to property, plant, and equipment,

excluding vehicles, such as accrued property taxes, accrued

interest, and accrued property insurance;

4. Notes and loans receivable from owners or related 

organizations;

5. Goodwill;

6. Unpaid capital surplus;

7. Treasury Stock;

8. Unrealized capital appreciation surplus;

TN NO 15-004 DATE RECEIVED
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9. Cash surrender value of life insurance policies;

10. Prepaid premiums on life insurance policies;

11. Assets acquired in anticipation of expansion and not used in the

provider's operations or in the maintenance of patient care

activities during the rate period;

12. Inter-company accounts;

13. Funded depreciation;

14. Cash investments that are long term (six months or longer);

15. Deferred tax liability attributed to non- allowable tax

expense;

16. Any other assets not directly related to or necessary for the

provision of patient care;

17. Net capitalized loan/financing costs;

18. Resident fund accounts held on behalf of the resident which were

included on the facility's balance sheet;

19. Workmen's Compensation self insurance fund.

TN NO 15-004 DATE RECEIVED
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D. Total Rate

The annual rate is the sum of the per diem rate for direct care

costs, therapies, care related costs and administrative and

operating costs, the per diem property payment, and the per diem

return on equity payment.

E. State Owned PRTF1 s

PRTF1 s that are owned by the State of Mississippi will be

included in the rate setting process described above in order

to calculate a prospective rate for each facility. However,

state owned facilities will be paid based on 100% of allowable

costs, subject to the Medicare upper limit. A state owned PRTF may

request that the per diem rate be adjusted during the year based

on changes in their costs.  After the state owned PRTF1 s file

their cost report, the per diem rate for each cost report period

will be  adjusted to the actual allowable cost for that period.

F. Adjustments to the Rate for Changes in Law or Regulation

Adjustments may be made to the rate as necessary to comply with

changes in state or federal law or regulation.

TN NO 15-004   DATE RECEIVED 
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6-1 Trend Factor - General Principles

The trend factor is a statistical measure of the change in the 

costs of goods and services purchased by long term care 

facilities during the course of one year.  The intent of the 

trend factor is to provide the Division of Medicaid with insight 

into the amount and nature of change of health care costs 

experienced by long-term care providers. 

6-2 Trend Factor Computation

A trend factor will be computed each year for long-term care 

facilities and will be used in the calculation of the base rates 

effective for the rate year, January 1 through December 31.  A 

separate trend factor will be calculated for direct care costs 

and care related costs, for therapy costs, and for 

administrative and operating costs.  These trend factors will be 

computed as described below. 

A. Cost Reports Used in the Calculation of the Trend Factors

Cost reports used in the computation of the trend factors are as

described below.

TN NO 15-004      DATE RECEIVED
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1. Facilities which have at least eighty percent (80%) occupancy.

2. Facilities which are in operation a full twelve (12) months.

Facilities which have undergone a change of ownership will be

used if the facility was open at least twelve (12) months under

both the buyer's and seller's periods of operations combined.

The costs from all cost reports in the standard reporting year will

be used in the computation.

3. Nursing facilities which either certify additional beds or decertify

beds that results in a change in classification (either Small

Nursing Facility to Large Nursing Facility or vice versa) as long as

the facility was in operation at least twelve (12) months under both

classifications combined.  The costs from all cost reports in the

standard reporting year will be used in the computation.

4. Facilities which use the cost report line(s) for allocated

costs will not be used.

B. Computation of the Trend Factors

The following steps will be taken to compute the trend factors for direct 

care costs, therapies, care related costs and administrative and operating 

costs.

TN NO 15-004      DATE RECEIVED
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1. Separate the costs into the following cost categories as defined

in the cost report form:

a. Direct Care Expenses (Form 6, Section 1)

b. Therapies (Form 6, Section 2)

c. Care Related Expenses (Form 6, Section 3)

d. Administrative and Operating Costs(Form 6, Section 4)

2. Determine the relative weight of each of the line items in each

category. A trend factor will not be developed for property costs

because the value of each nursing facility bed will be indexed

using the RS Means Construction Index for use in the fair

rental reimbursement computation.

3. Obtain the market basket of economic indicators. An example of 

this market basket follows Section 6-6 of this plan.

4. The economic indicators for each line item of cost will be

multiplied by the relative weight of the Form 6 line items in order

to determine the trend factor for each line item.  An example of the

computation of the trend factors, using weighted

TN NO 15-004     DATE RECEIVED 
SUPERSEDES DATE APPROVED
TN NO 2009-004  DATE EFFECTIVE 01/01/2015



ATTACHMENT 4.19-D 
Page 142 

averages, is shown in Section 6-7 of this plan. 

5. Add the line item trend factors determined in (4) above for each

cost category. The result will be the trend factor for each of the

cost categories.

6. The forecasted trend factor for each of the cost centers may

be adjusted due to the following:

a. Known increases or decreases in costs due to federal or state

laws or regulations, or

b. Other factors that can be reasonably forecasted to have a

material effect on costs in the prospective year.

6-3 Trend Factors - Nursing Facilities

Trend factors will be used in computing the base rates for nursing 

facilities.  A direct care and care related costs trend factor will be 

determined by combining the trend factors determined for each of these 

cost centers as determined in Section 6-2.  The total Direct Care and 

Care Related Trend Factor will be computed by weighting the total 

allowable costs in each of the cost centers to the total costs for the two 

(2) cost centers. The percent of each cost center to total costs will

be multiplied by the individual trend factors to determine an adjusted 

trend factor.  The total of the two adjusted trend factors will be the 

direct care and care related costs trend factor.
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NURSING FACILITY TREND FACTORS - 2004

ALLOWABLE TREND
% OF 
TOTAL

ADJUSTED
TREND

  COST CENTER COSTS  FACTOR  COSTS  FACTOR

Direct Care $216,911,547 6.13% 77.93% 4.78%
Care Related   61,417,034 4.15% 22.07% 0.92%

DC/CR Trend
Factor $278,328,581 100.00% 5.70%

Therapy

Trend Factor  $ 17,048,995  6.32%  100.00%  6.32%

Administrative
and Operating 
Trend Factor   $188,448,481 8.75% 100.00% 8.75%

For example:  The trend factor for direct care costs was determined to be 6.13% 

and the trend factor for care related costs was determined to be 4.15% in the 

trend factor computation example shown in Section 6-7, computed in accordance 

with Section 6-2. The total allowable costs for these cost centers was 

$216,911,547 for direct care costs and $61,417,034 for care related 

costs for a total of $278,328,581. Direct care costs made up 77.93% and 

care related costs amounted to 22.07% of the total for these two cost 

centers.  Accordingly, the trend factor for direct care costs was multiplied 

by 77.93% and the trend factor for care related costs was multiplied by 22.07% 

in order to compute the Direct Care and Care Related Costs Trend Factor.  The 

result in the example is (6.13% X 
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77.93"6) + (4.L52 X 22.072) = 5.7O% dlrect care and care refated Lrend factor.
The therapy trend facLor in the example ís 6.32t. The adminisLrative
and operating trend factor in the example is 8.75?.

6-4 TTend FacLor - PRTF's and ICF/IID's

one (1) trend factor will be used in computing the rates for PRTF's

and lcF/IID's. .4. trend factor will be determined by combiníng l-he

Lrend factrors determíned for each cost center, as determined in Section 7-

2. The PRTF and ICF/IID trend factor will be computed b'y weighting Lhe

Loì:al allowable costs in each of the four (4) cost cent.ers to the LoLal

costs of the four (4) cost centers. The percent of each cost center to
Lotal costs wilf be multiplied by t.he individual trend facLors to determine
an adjusted trend factor. The total of the adjusted trend facLors will
be the PRTF and ICF/IID trend factor. For example:

PRTF and ICF/rrD TREND FACTORS - 2004

Cost Center
UATECT CâTE
Therapies
Care Refated
Admin. /Oper.

Allowabfe
Costs

ç2L6 , 911 , 547
r7 , 048 ,995
6r,4r7,034

r88,444,44r

'1rend
Fac Lor
----,fr-

C' . -t J 'o'

6 .32%
4 . L5e"

? of Total
Costs

44 . 83c,
3.522

1i .7 oz
38.95%

Adj usted
Trend Factor

a .1c9.

0 .222
0.53%
3.4L2

Totaf ç483 ,826 , O57 100 . 00?
In this example the PRTF and ICF/IID Trend Factor: ís 6.9L2

6 . 9Ie"

'fN Nn tB-n001
SUÞERSEDES
TN NO 15-004
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6-5 Mid-Point Factor

A mid-point factor is applied separately for each facility to allow 
costs to be trended forward from the mid-point of the cost report 

period to the mid-point of the payment period.  The applicable mid- 
point factor is multiplied by each trend factor the adjusted trend 
factor is then used to determine each facility’s trended costs.  The 
mid-point factor is calculated by counting the number of months from 

the mid-point of the cost report period to the mid-point of the 
payment period.  This number of months is divided by twelve (12). The 
product is the mid-point factor.  The mid-point factor for a calendar 
year cost report being used to set rates for the second following 

calendar year is 2.0.  For example, the mid-point factor is 2.0 when 
the cost report for January 1, 2002 through December 31, 2002 is used 
to set rates for the payment period January 1, 2004 through December 
31, 2004.  This is calculated by first determining the mid-points of 

both the cost report period and the payment period, July 1, 2002 and 

July 1, 2004, respectively. The number of months between the two mid- 

points in this example is twenty-four (24).  Twenty-four (24) divided 

by twelve (12) equals 2.0. 

The mid-point factor is multiplied by each applicable trend factor for 

a facility. Using the trend factors in Sections 6-3 and 6 -4, the 
Trend Mid-Point Adjusted

Cost Center(s) Direct Care/ Fa
tTherapy

Administrative
and Operating 

6.32%

8.75%

Factor

2.0

Trend Factor

.114000
Direct Care, 
Therapies,
Care Related, 

2.0

2.0

.126400

.175000
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6-6 Market Basket of Economic Indicators Example
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6-7 Trend Factor Computation Example
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6-7 Trend Factor Computation Example
Line Percentage Weighted

Line Cost of Trend Trend

No. COST CENTER Item Cost Center Factor Factor 

 3 CARE RELATED COSTS 

3-01 Salaries-Activities 5,136,257 8.36% 6.40% 0.54%

3-02
Salaries-Assistant Director of 
Nursing 3,123,663 5.09% 6.40% 0.33%

3-03 Salaries- Director of Nursing 7,777,076 12.66% 6.40% 0.81%

3-04 Salaries-MDS Coordinator 4,013,640 6.54% 6.40% 0.42%

3-05 Salaries-Pharmacy 45,378 0.07% 6.40% 0.00%

3-06 Salaries-Social Services 4,687,317 7.63% 6.40% 0.49%

3-07 FICA Taxes-Care Related 2,061,706 3.36% 6.40% 0.22%

3-08 Group Insurance-Care Related 1,824,792 2.97% 5.01% 0.15%

3-09 Pension Plan-Care Related 376,240 0.61% 6.40% 0.04%

3-10 Unemployment Taxes-Care Related 155,099 0.25% 6.40% 0.02%

3-11 Uniforms-Care Related 112,715 0.18% -2.60% 0.00%

3-12 Workmen's Comp-Care Related 922,489 1.50% 6.40% 0.10%

3-13 Barber & Beauty Expense-Allowable 345,793 0.56% 2.10% 0.01%

3-14 Consultant Fees-Activities 75,920 0.12% 2.70% 0.00%

3-15 Consultant Fees-Medical Director 1,725,043 2.81% 2.80% 0.08%

3-16 Consultant Fees-Nursing 1,477,260 2.41% 2.70% 0.07%

3-17 Consultant Fees-Pharmacy 646,320 1.05% 2.70% 0.03%

3-18 Consultant Fees-Social Worker 113,825 0.19% 2.70% 0.01%

3-19 Consultant Fees-Therapists 42,012 0.07% 2.70% 0.00%

3-20 Food 22,033,612 35.88% 1.80% 0.65%

3-21 Supplies-Care Related 4,720,877 7.69% 2.40% 0.18%

3-22
Allocated Costs-Hospital Based & 
State Facilities 0 0.00% 0.00% 0.00%

3-18 Total- Care Related Expenses $61,417,034 100.00% 4.15%

Line Percentage Weighted

Line Cost of Trend Trend

No. COST CENTER Item Cost Center Factor Factor 

 4 ADMINISTRATIVE AND OPERATING  

4-01 Salaries-Administrator 8,700,745 4.62% 6.40%  0.30% 

4-02 Salaries-Assistant Administrator 577,088 0.31% 6.40% 0.02%

4-03 Salaries-Dietary 20,847,337 11.06% 6.40% 0.71%

4-04 Salaries-Housekeeping 10,928,029 5.80% 6.40% 0.37%

4-05 Salaries-Laundry 4,989,169 2.65% 6.40% 0.17%

4-06 Salaries-Maintenance 5,154,790 2.74% 6.40% 0.18%

4-07 Salaries-Medical Records 3,126,640 1.66% 6.40% 0.11%

4-08 Salaries-Other Administrative 13,928,346 7.39% 6.40% 0.47%

4-09 Salaries-Owner 1,135,719 0.60% 6.40% 0.04%

4-10 FOCA Taxes-Admin & Operating 5,331,387 2.83% 6.40% 0.18%

4-11 Group Health-Administrative 5,188,213 2.75% 5.01% 0.14%
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CHAPTER 7

DEFINITIONS

Annualized Total Patient Days - The total patient days reported on the 

cost report adjusted for any cost report period less than one year and for 

changes in the number of Medicaid-certified beds.  This is done to 

estimate what the total patient days would be for a full year for a 

facility.  For example, a nursing facility files a cost report for three (3) 

months with total patient days of 10,000.  The annualized total patient days 

would be (10,000 / 3) X 12 = 40,000.  In this example, it is estimated that 

the total patient days for this facility would be 40,000. 

Base Rate - A direct care per diem rate established for nursing facilities 

that is set at least annually and is the equivalent of a case mix score of 

1.0.

Care Related Costs - These costs include salaries and fringe benefits for 

activities, Director of Nurses, pharmacy, social services; food; Medical 

Director; consultants for activities, nursing, pharmacy, social services 

and therapies; related supplies; and personal hygiene supplies. 

TN NO 15-004  DATE RECEIVED
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on care of the residents. These costs include safaries and fringe
benefits for RegisLered Nurses (RN's) , (excluding the Director of
Nursing, the ÀssisLant Director of Nursing and Lhe Resident Assessment

Ìnstrument (RAI) coordinator; l,icensed Practical Nurses (LPN's) ; nurse

aides; feeding assist.antrs; contract RN's, LPN's, Respiratory Therapist
(RTs) and nurse aides; medical supplies and other direct care supplies;
medical waste dísposaL; and allowable drugs.

Direct Care Costs-Expenses incurred by nursíng facilities for the hands

Faír Rentaf System-The gross rentaf system as modified by Lhe

Mississippi Alzheimer's Unit Weights-A calculation, based on actuaf

ATTACHMENT 4.19_D
D-^^ 1trtr qYr rJ¿

time and salary informaLion of the care givers, of the relaEionship
of each RUG IV group to the average for residents in ficensed Alzheimer's
UniLs.

Mississippi Case Mix,Advisory commlttee and descríbed in this plan

fntermediate Care Facility for Individuafs wíth Intelfectuaf D i sabi l it les
(IcF/IID) -Ä cfassifícaLion of fong-term care facilities that provides
services only for individuafs with intellectual disabilitíes in
accordance '¡ríLh 42 CFR Part 4I3, subpart I.

Minimum Data Set (MDS)-The resident assessment ínstrument approved by the

Department of Health and Human Services, Centers for Medicare and Medicaid

Serwices (CMS), for use by all Medicaid and Medicare certified nursing
facilities in Misslssippi including secbion s, as applicable.

Tt{ r,ro 1B-0001.
fìITDnnrìnnfifi
TN N0 15 - 004
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Resource Utilization Grouper IV (RUG IV)– The Centers for Medicare and 

Medicaid Services Medicaid 48-grouper classification system adopted for 

use in setting per diem rates for nursing facilities. This 

classification system is based on assessments of residents and the time 

and cost associated with the care of the different types of residents. 

Large Nursing Facility- A classification of long-term care facilities 

that provides nursing facility care in accordance with 42 CFR Part 483, 

Subpart B and which has 61 or more beds certified for Title XIX. 

Nursing Facility- Psychiatric - A classification of facilities now called 

Psychiatric Residential Treatment Facilities (PRTF). 

Patient Days- The number of days of care charged to a beneficiary, 

including bed hold and leave days, for patient long-term care is always 

counted in units of full days.  A day begins at midnight and ends 24 

hours later.  The midnight-to-midnight method must be used in reporting 

the days of care for beneficiaries, even if the facility uses a different 

definition for statistical or other purposes. The day of admission 

counts as a full day.  However, the day of discharge 
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is not counted as a day.  If both admission and discharge occur on the 

same day, the day is considered a day of admission and counts as one 

patient day. 

Psychiatric Residential Treatment Facilities- A classification of 

facilities that provides long-term psychiatric care for children under 

age 22, in accordance with 42 CFR, Part 441, Subpart D. Services must be 

provided under the direction of a physician who is at least board 

eligible and has experience in child/adolescent psychiatry. The 

psychiatric services must also be provided in accordance with an 

individual comprehensive services plan. 

Small Nursing Facility- A classification of long-term care facilities 

that provides nursing facility care in accordance with 42 CFR Part 483, 

Subpart B and which has 1-60 beds certified for Title XIX. 

Nursing Facility for the Severely Disabled- A classification of long-term 

care facilities that provides specialized nursing facility care to 

severely disabled residents, including, but not limited to, those with 

spinal cord injuries, closed head injuries, and ventilator-dependence, in 

accordance with 42 CFR, Part 483, Subpart B and MS Code 43-13-117 (44). 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19..:E 

DEFINITION OF A CLAIM 

For hospital outpatient, physician, dental, prescribed drugs, home health services, 
and clinics, a claim is a line item with an associated charge to be adjudicated. 

For hospital inpatient services, a claim is a separate hospital billing issued for all 
or a portion of the inpatient hospital stay. When a single hospital billing is com­
prised of more than one document, the billing should be counted as a single claim. 

A nursing home claim is defined as one claim per month per recipient stay. 
Recipient stay is defined as consecutive days in a nursing home at the same 
level of care. 

EPSDT claim is defined as one claim per line item. 

Cross-over claims are defined as the cross-over billing item. 

Transmittal #87-11 
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ATTACHMENT: 4.22-A 
Paqe 1 
OMB NO.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 
433.138(f) 
52 FR 5967 

State/Territory: Mississippi 

Requirements for Third Party Liability 
Identifying Liable Resources 

(1) The designated state agency, Department of 
Human Services (OHS), performs the required 
data exchanges specified in Section 
433.138(d)(l) during application period and at 
least on a quarterly basis. The exception to 
this time frame is the institutionalized 
individuals for which exchanges of data are 
conducted as specified in Sec. 435.948(d). 

Data exchange agreements have been executed 
with Workers' Compensation Commission and the 
Department of Public Safety with specified 
exchange time frame on each of annually. 

(Section 433. 138 ( d) ( 4)) 

The MMIS identifies on a monthly basis those 
paid claims that contain diagnosis codes 800-
999 ( ICD9CM) for the purpose of identifying 
the legal liabilities of third parties. 
(Section 433.138(e)) 

433.138(g)(l)(ii) 
and (2)(ii) 

The TPL unit receives health insurance 
information from DHS who performs the 

52 FR 5967 SWICA and SSA wage and earnings files data 
exchanges. OHS maintains a copy of the TP 
information in the eligibility file and sends 
a copy to the DOM TPL Unit. The TPL Unit 
completes any necessary research, enters the 
data into the MMIS TPL files within 45 days, 
and files the hard copy information. 
(Section 433.138(g){l)(i)) 

TN No. 93-01 Approval Date 4-6-93 
supersedes Date Received 3-2-93 
TN No. 91-02 

Effective Date 1-1-93 
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Page lA 
OMB NO.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State/Territory: Mississippi 

Requirements for 'Third Party Liability 
Identifying Liable Resources 

The TPL Unit receives insurance information from OHS, the 
SSA, and the Medicaid Regional Off ices from application 
and redetermination procedures for Medicaid eligibility. 
The sources of eligibility maintain a copy of the third 
party information in the eligibility case file and send 
a copy to the DOM TPL Unit. Within 60 days, the TPL Unit 
completes the necessary research, enters the data into 
the MMIS TPL Support System, and files the hard copy 
document. 
(Section 433.138(g)(2) (i)) 

The required data exchange takes place annually with the 
Mississippi Workers' Compensation Commission. In order 
to incorporate TPL data within 60 days as specified in 
section . 433.139(g)(2)(i), prior to producing the final 
report of "hits,'' the MMIS cross references th.e matched 
tape received back from WC with the trauma code claims 
which appeared on the Trauma Code edit rE:"ports to avoid 
duplication of effort. Upon receipt of the final report, 
the we case files are examined by the DOM TPL Unit as 
warranted. Inquiries containing Medicaid's subrogation 
rights to insurance companies, employers or attorneys are 
generated. Upon receipt of response, the source of 
eligibility is sent detailed information on the liable 
third party to include in the eligibility case f ile . . 

TN No. 93 -01 
supersedes 
TN No. 91-02 

Approval Date 4-6-93 
Date Received 3-2-93 

Effective Date 1-1-93 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State/Territory: Mississippi 

Requirements for Third Party Liability 
Identifying .Liable Resources 

The TPL Unit maintains related case f i les . 

433.138 ( g) (3 ) ( i) 
and (iii ) 

( 3) A required data exchange takes place 
with the Department of Public Safety 
(DPS) annually. The potential for a 
useful data exchange is slight since the 
DPS file is keyed by driver license 
number. This is not always the social 
security number which will be used to 
execute the exchange. Furthermore, the 
data maintained on the DPS fi l e relates 
only to the driver or the owner of the 
vehicle; no passenger i nformation. 
Also, State law prohibits access to the 
accident reports or supplemental reports ~ 
In order to incorporate TPL data within 
60 days, follow-up includes the MMIS 
automatically generating inquiries to 
recipients listed on final data 
exchange report. Upon receipt of 
response indicating a liable third party, 
the source of eligibility will be sent TP 
information to include in the eligib il i ty 
case file. The TPL Unit will maintain 
related case files. 

5 2 FR 5967 

TN No. 93 - 01 
Supersedes 
TN No . 91-02 

Approval Date 4-6- 93 
Date Received 3- 2- 93 

Effective Date 1- 1-93 



Revision: HCFA-PM- 90-2 (BERC) 
January, 19 90 
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Page lC 
OMB NO.: 0 938-01 93 

STATE PLAN .UNDER TITLE XIX OF THE SOCIAL SECURI TY ACT 

State/Territory: Mississippi 

Requirements for Third Party Liability­
Identifying Liable Resources 

433.138 (g } (4) {i ) 
through (iii) 

The MMIS identifies on a monthly basis t hose 
paid claims that contain diagnosis codes 

52 FR 5967 

TN N0.93 - 01 
Supers edes 
TN NO . 9 1- 31 

800-999 (ICD-9-CM.) An accident questionnaire 
is system generated and mailed to each 
recipient whose accumulated monthly paid amount 
equals or exceeds $250. Responses received 
by the TPL Unit that identify a l iable t hird 
party, attorney, or insurance carrier require 
a notice and inquiry to that party advis i ng 
of Medicaid's subrogation statute ( section 4 3-
13-125 of the Mississippi Code of 1972, 
annotated as amended) within 30 days. I n 
order to incorporate TP informat i on wi t hin 
60 days, the sources of eligibility are 
notified to include TP information in the 
eligibility case record. The TPL Unit wi l l 
make any necessary updates to the MMIS fi l es 
and maintain related hard copy files. A 
detailed amount of the state's subrogation 
c l aim is provided to the 
thir4 party upon request and updated 
i mmediately prior to settlement. Should 
Medicaid's potential recovery be less than 
the total subrogation interest, the case i s 
referred to the staff attorney for a comprise 
determination (Section 43-13-125(2 )( b ) , 
Mississippi Code of 1972, annotated amended. ) 
Additionally, the right of subrogati on by t he 
state to the recipient's right to recovery 
shall be subject to ordinary and reasonabl e 
attorney fees (Section 43-13-125 ( 2 )( a ) , 
Mississippi Code of 1972, annot ated as 
amended .) 

Approval Date 4-6-93 
Date Received 3-2-93 

Effect i ve Date 1-1-~.:> 
------
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ~CT 

433.138(e) 

State/Territory: Mississippi 

Requirements for Third Party Liability­
Identifying Liable Resources 

Priority for follow-up will be given to the 
trauma codes which yield the highest recovery 
as evidenced by the quarterly report produced 
by the DOM TPL Unit in-house computer program. 

TN NO. 93 - 01 Approval Date ~4_-~6-_9~3~-
supersedes Dat e Received 3- 2- 93 

Effective Date ------
1-1-93 
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OMB NO. 0938 -0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territoty: Mississ ippi 

Requirements for Third Party Liability payment of Claims 

Citation 433. l39(b)(3) 
(ii)(c) 
55 FR 1423 

433. 139(£)(2)(2) 
50 FR 46652 

433.139(0(3) (3) 

50 FR 46652 

TN No. 2005-001 
Supercedes 

TN No. 2001-15 

(I) The provider is not required to file with the third party prior to filing 

Medicaid in a situation where the TP is derived from a parent whose 
obligation to pay support is being enforced by the State Title IV-D 
Agency. 

(2) A threshold amount of $100 is used to detennine whether to seek recovery 
from a liable third patty except for trauma-related claims in which case a 
threshold amount of250 is used. 

(3) Third party recovery wi 11 be pursued when the accumulated monthly trauma 
code paid claims amollnt for each beneficiary equals or exceeds a $250 

threshold. 

The MMIS will generate monthly invoices of prenatal, preventive 
pediatrics, and IV-D related claims when the accumulated paid claims for 
each beneficiary with a third party indicator in the claims payment system 
and no third patty amount listed on the claim, equals or exceeds a $I 00 

threshold. 

Date Received: 01/05/?005 
Date Approved: 0 l/03/2005 

Date Effective: 0110 l/?00 5 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

Requirements for Third Party Liability­
Payment of Claims 

447 . 20(e) 
55 FR 1423 

The Medicaid provider may not refuse covered 
services to an individual who is eligible for 
medical assistance under the plan on account of 
a third party's liability. The provider may not 
seek to collect from the Medicaid eligible 
individual (or any financially responsible 
relative or representative of that individual ) 
if the total amount of the third party liability 
is equal to or greater than the amount payable 
under the State Plan (which includes, when 
applicable, approved cost-sharing payments.) 
When the total third party payment is less than 
the amount payable under the State Plan (which 
includes, when applicable, approved cost-sharing 
payments), the provider may collect from the 
individual (or any financially responsible relative 
or representative) an amount the lesser of any 
approved cost-sharing amount or the difference 
between the amount payable under the State Plan 
and the total third party payment. 

*Formerly approved as Attachment 4.22-B, Page 1. 

TN. NO, 91-31 
Supersedes 
TN. NO . 91-03 

10- 1- 91 Approval Date 1-28-92 Effective Date 
Date Received 12- 31-91 ~~~~~~-
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation condition or Requirement 

1906 of the Act State Method on Cost Effectiveness of 
Employer-Based Group Health Plans 

I. The State of Mississippi will use two (2) methods to determine the likely 
cost effectiveness of a group health plan: 

(1) Cost Effectiveness Based on Average Expenditure Projection 

The likely cost effectiveness of a health insurance policy to 
Medicaid may be determined by comparing the annualized premium, 
deductible, and copaymente, plus the administrative cost of analysis 
and processing by the State against the average Medicaid expenditure 
for a recipient in the recipient's eligibility classification for 
types of service(e) cover~d under the policy . The premium shall be 
paid even if the policy covers other non- Medicaid person(s) . 

(2) cost Effectiveness Based on Actual Expenditures 

The likely cost effect iveness of health insurance may be established 
by documentation of actual expenditure (Explanation of Benefits) 
from the insurer which, based on a recipient's existing condition, 
are likely to continue and that exceed the annualized coat of the 
policy as described in item (1) above . 

II. Policies with Coverage Limitations 

Health insurance policies which are not considered to be cost effective, 
based upon the limited nature of their coverage, are accident, indemnity, 
Medicare supplemental and surgical policies. These policies, therefore, 
will not be evaluated. Dread disease and cancer policies may be cost 
effective if documented by insurance benefits which can be expected to be 
ongoing and when determined to be cost effective as described in item I. 

TN No . 92-16 
Supersedes __ _ Approval Date 11-3 - 9 3 

Date Received ~--9_-_3_0 __ -_9_2 ___ ~ 
Effective Date 7-1-92 

TN No. New HCFA ID: 7985E 



STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
M EDICAL ASSISTANCE PROGRAM 

Attachment 4.32 - A 
Page 1 

State of Mississippi 
Income and Eligibility Verification System Procedures 

Matching Agency 
Social Security Administration (SSA) 

MS Department of Employment Security 
(MDES) 

Public Employees Retirement System (PERS) 

lnternal Revenue Service (lRS) 

Public Assistance Reporting f nfonnation 
System (PARIS) 

TN No. 14-021 
Supercedes 
TN No . .:....:.Ne=w:.___ 

General Description and Frequency 
Non-MAGI applicants are submitted through 
daily fi le transmissions and on-demand 
requests for standard SVES responses to verify 
an applicant's SSN, U.S. citizenship (if not 
previously verified) and title II and title XVI 
data. Upcoming non-MAGI renewals are 
submitted once per month to verify title II and 
title XVI data. Renewal files are processed in 
the month prior to the scheduled review due 
date. 
MAGl applicants are submitted through the 
Federal Data Services Hub to verify SSN, title 
II and U.S. citizenship (if not previously 
verified). The FDSH also verifies wages 
through T ALX and alien status through the 
Department of Homeland Security as part of 
the same submission and not as a separate 
match bv the agency. 
Applicants are submitted weekly to verify 
wage and unemployment benefits. Renewals 
are submitted once per month for the same 
data. Renewal files are processed in the month 
prior to the scheduled review due date. 
Age appropriate applicants are sent monthly to 
verify state retirement benefits. All known 
State retirees are submitted annually to verify 
current State retirement benefits. 
Temporarily discontinued. Discussions are 
being held with lRS to develop an acceptable 
secure matching process. 
Quarterly file transmissions of Medicaid 
recipients active in the previous quarter are 
submitted for matching purposes with 
applicable federal databases to identify benefi t 
information on matching Federal civilian 
employees and military members, both active 
and retired, and to identify duplicate 
participation across state lines. 

Date Received: 09-22-14 
Date Approved: 11-03-14 
Date Effective July I. 201 4 
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Page l 
OM'.B No.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Tei:-ritory: Mississiooi 

METHOD FOR ISSUANCE OF MEDICAID ELIGIBILITY CARDS 
TO HOMELESS INDIVIDUALS 

To be determined on an individual basis. Policy written to cover this. (I. E. i 

reci9ient may request card to be sent to Medicaid's State .Office or a Regional 

Office. If request is made, then recipient may get the card at the specified 

design a ti on.) 

n; lilo. 87-9 
Supe:-sedes 
TN No . 

Approval === fec!:i ve Date 
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ATTACHMENT 4.34-A 
Page 1 
OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLAN FOR MEDICAL 
ASSISTANCE 

The material that follows in Supplement 1 to Attachment 4.34-A, pages 1 - 10, is 
contained in pamphlet form and is distributed by the applicable providers at the time 
specified in paragraph 4 .13 to those individuals under their care. The pamphlet 
contains the essential elements of State law on advance directives and prescribes 
implementing forms that comply with the requirements of the law. 

TN No. {j/~}'t/ 
Supersej\6 
TN No. etJJ 

Approval Date /-// f· tJ Z 
Date Received d ·SL-?/ 

Effective Date /{).;. J• lJ / 
HCFA ID: 7982E 
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INTRODUCTION 

In general, you have the right to make health care decisions, 
including decisions aa to nursing ho~ care, for yourself. Under 
the law, a patient must consent to any treatment or care received. 
Generally, if you are a competent adult, you can give this consent 
for yourself. In order for you to give thia· consent, you should be 
told what the recommended procedure le, why it is recommended, what 
risks are involved with the procedure, and what the alternatives 
are. 

If you are not able to make your own health care decisions, your 
advance directives can be used. An "advanced directive" can be a 
Living Will, a Durable Power of Attorney for Health Care, or other 
evid~nce of your wishes concerning health care decisions. 

A Living Will la a directive to be allowed to die naturally. The 
Living Will comes into play only when your attending physician, 
along with 2 other physicians, believes that you will not regain 
consciousness or a state of health that is meaningful to you and 
but for the use of life-sustaining mechanisms, you would soon die. 
The Living Will must be in substantially the form set forth in the 

· .................................. .... ............................................... ··········ba·c·Jc-·-·o·f ······t-h·i ·a·--·pamph-le-t ... ----·· ·-·-·-·········-··--·········H· ... ···-.................. .. .......................... ·-···········-···-·-·- ··········----·-·--·····-····------ ______ __ ___ ______ ___ _______ ________ _ .. 

A "Durable Power of Attorney for Health Care" ( "DPAHC") la a 
document where you designate someone as your agent to make health 
care decisions for you if you are unable to make such a decision. 
The DPAHC comes into play when you cannot make a health care 
decision either because of a permanent or temporary illness or 
injury. The OPAHC must apeclflcally authorize your attorney in 
fact to make heal th care decisons for you and must contain the 
standard language set out in the law . This language ls included in 
the of DPAHC form at the back of this pamphlet . Otherwise, the 
DPAHC can contain any instructions which you wish. 

w---U -you_are_.unab_le __ t.Q_ ID_~~c:!--~~-~!~!_on~ _4!_~d . have not left a Living Will 
or OPAHC, members of your family may make-·decfifcfris ·for -· you·;-- ramily 
members, however, may disagree among themselves or with the 
physician. In these instances, a Living Will or DPAHC may help to 
clarify the decisons and who can make them. 

The law on making health care decisions and advance directives ls 
dlacuased in this pamphlet in detail in wording that we hope makes 
it easy for you to read. Please read the entire pamphlet . 

YOUR RIGHT UNDER MISSISSIPPI 
LAW TO MAKE DECISIONS CONCERNING HEALTH CARE 

The Patient Self Determination Act of 1990 (the "PSDA") is a 
new federal law which imposes on the State and providers of health 
care -- such as hospitals, nursing homes, hospices, home health 
agencies, and prepaid health care organizations certain 

TN No. 91-29 
Supersedes TN No.~_N_ew~-

Date Received ~~-'// 
Date Approved :.2~ · ?7..Q..., 
Date Effective /{)- /- 91 
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requirements concerning advance directives and an individual• a 
rlghta under State law to make decisions concerning medical care. 
Thia pamphlet will discuss your rights under state law to make 
health care decisions and set out a description of the Mississippi 
law on advance directives. : 

What Are My Rights to Accept or Refuse Treatment or Care? 

In general, you have the right to make health care decisions, 
including decisions as to nursinq home care, for yourself, if you 
are 18 or older and are competent. 

What Information Must I Be Told To Give Ky Consent? 

The physician should explain to you the pertinent facts about 
your illness and the nature of the treatment in nontechnical terms 
which are understandable to you. T~e physician also should explain 
to you why the proposed treatment is recommended . 

The physician should inform you of all reasonable risks and 
material consequences or "side effects" associated with the 
proposed treatment. 

------------- -------- -

'·. 

Fina 11 y, tllEfptiysTcl-an- muet- te1-1- you- about- any- other- types- of .. __ 
treatment which you could undergo instead. The nature, purpose, 
and reasonable risks, and consequences of these treatments should 
be explained to you. 

With thil information, you can then make your health care 
decison. 

What If I am Unable to Make These Decisions? 

If you cannot make a health care decision because of 
incapacity, your advance directive, such as a Living Will or 
Durable Power of Attorney for Health Care, can be used. If you 

·····-------- ------ -- ----···-have -·not -signed-an--advanca --directive,._a _family __ rne!t\P~_r_m.~y __ _ ~~-~~ - the 
decison, or a court may have to make the decison for you. 

A. LIVING WILLS 

What ls a Living Will? 

A Living Will is a directive to be allowed to die naturally. 
Through the Living Will, you authorize your physician to withdraw 
life-sustaining mechanisms under certain circumstances'. The Living 
Will comes into play only when you suffer a terminal physical con­
dition which causes you severe distress or unconsciousness and but 

TN No. 91-29 
supersedes TN No.~_N_e_w~ 

Date Rece i ved.__:/....,.;;.~..:;...-.,,.....;3.;r.-;/:_,,-.....,9..--Y."-. __ 
Date Approved.~~/1~-~~~B .. ~/-~-~~~~=-_-.· ~~ 
Date Ef fective~~(j_~--~1.~~--~~-
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for the use of life-sustaining mechanisms, you would soon die. 

What Must the Living Will Say? 

The Livin9 Will must be in subst6ntially the form set forth in 
the Mississippi Code and properly witnessed. A copy of thia form 
is included in the Form section in the back of this pamphlet. 

Must the Living Will be Filed? 

The Living Will must be filed, along with $10, with the 
Division of Public Health Statistics of the Mississippi State 
Department of Health. 

How Can a Living Will be Revoked? 

The Living Will, once filed, la valid until revoked. You may 
revoke a Living Will by signing a revocation in substantially the 
form set forth in the statute. The revocation must be signed by 
witnesses and filed with the Division of Public Health Statistics 
of the Mississippi State Department of Health. No tiling fee la 
charged for the filing of a revocation of a Living Will. A copy of 

·----------· ·---------- ---------·---- --------- the- revoca tion----f-orm----ls. ____ J.nc.lude_d ___ ln ____ t.h~---~~~~----~J_ ___ this pamphlet. 
-----------------.... -----------·----------·--·-·····------·---·· 

.. ~·-· ... 

What If I am Unable to Follow This Procedure? 

If you wish to revoke a Living Will but are unable to sign a 
form, a clear expression by you, oral or otherwise, of your wish to 
revoke the Living Will is effective. 

What Happens When it is Time to Use the Living Will? 

Your attending physician, along with 2 other physicians, must 
believe that you will not regain consciousness or a state of health 
that ls meaningful to you and but for the use of life-sustaining 

--- ·· . .. -- --··-------------------mech~n.1,,sms , __ you would soon die . Then the physician in charge must 
get a copy of your-L"iving-wru--and~make-sure--lt-has-not - been 
revoked. Once this has been done, the life-sustaining mechanisms 
will be withdrawn. 

Will My Living Will Be Followed? 

Your Living Will la to be honored by your family and physician 
as the f !nal expression of your desires concerning the manner in 
which you die. 

A physician, hospital, nursing home, or other provider, 
however, has the right to refuse to follow your Living Will. But 
a provider not honoring your Living Will must cooperate in your 
transfer to another provider that will follow your Living Will. 

TN No. 91-29 
Supersedes TN No.~_N_ew~-

Date 
Date 
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Upon admission, you should receive a copy of the facility'• 
policies concerning advance directives. You should review these 
policies and determine whether or not the facility will follow your 
Living Will . , · · 

Should I Give My Physician a Copy of ~Y Living Will? 

Yea. A copy also should be given to any other provider, such 
as a hospital, home health agency, or nursin9 home, from which you 
are receiving care. 

8. DURABLE POWERS OF ATTORNEY FOR HEALTH CARE 

What is a Durable Power of Attorney for Healthcare? 

You may designate an individual as your agent (or "Attorney In 
Fact") to make health care decisions for you if you are unable to 

···· ··· -·····-····· ····· ····--····-· · ··make ---SUCh .. a.de.c.btQJ'.l_J:l..~~~.ll~~---·".>f A permanent or temporary illness or r 

!~j~IT~r~~~ ~~~u~=~~ t~u~~~~I r~-~~~~~-~)~-·act-1on---1s -- -the .... ourable ... P9.~.~~- ...... ............ .. I 

What Must the DPAHC Contain? 

The OPAHC must be properly witnessed, must specifically 
authorize your Attorney In Fact to make health care decisions for 
you, and must contain the standard language set out in the law . 
This language is included in the DPAHC fora at the back of this 
pamphlet. Otherwise, the DPAHC .can contain any instructions which 
you wish. 

• .... ---~-----~--. ·-------- What Should I Do With the DPAHC? 

The DPAHC does not need to be !!Ied-:-- You-s houla -keep - the 
DPAHC for yourself and give a copy to the Attorney In Fact you 
named in the DPAHC. A copy should also be given to your physician 
to make a part of your medical records. You should also give a 
copy to any other provider from which you are receiving care, such 
as a nursing home, hospital, or a home health agency. You may also 
want to provide a copy to your clergy, family ~embers and friends 
who are not named in the documents . 

Who Will Decide if I Cannot Act and My Attorney In Fact Should 
Act for Me? 

You can name a physlcan in the DPAHC to make this determina­
tion. You also can specify how incapacity and mental status is to 
be determined if the need should arise. It no instructions are 
provided, then "generally accepted standards" will normally apply. 

TN No. 91-29 
Supersedes TN No.~_N_e_w~ 
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Who Can Act As My Attorney In Fact? 

Neither a treating health care provider nor an employee of a 
treatln9 health care provider may be named as your Attorney In 
Fact. Otherwise, any person, such as· a family member or a friend, 
may act ae the Attorney In Fact. The Attorney In Fact does not 
need to be a lawyer. 

What are the Powers of My Attorney In Fact? 

Your Attorney In Fact has whatever power you give in the DPAHC 
to make health care decisona for you. "Making health care 
decisions" means consent1n9, refusing to consent or withdrawing 
consent to any care, treatment, service or procedure to maintain, 
diagnose or treat your physical or mental condition. Thia includes 
decisions as to nursing home care as well as decisions as to 
medical treatment. 

Are There Limitations on the Power of My Attorney In Fact? 

Your Attorney In Fact has a duty to act according to what you 
------- -··- ----··-- __________________ pu_t ___ in ___ ~h-~_J>.~~-~I:: or as you otherwise have made known ~o him or her, 

If your desires ... ara··---unktrown;··---·he---·--or --·11he -- must----act------ln-----Your ____ best _ __ ·--·----· 
interest. Your Attorney In Fact cannot make a particular health · 
care decision for you if you are able to make that decision. 

What if Someone Other Than the Attorney In Fact Wants to Make 
Health care Decisona for Me? 

Unless the DPAHC says otherwise, your Attorney In Fact has 
priority over any other person to act for you. 

Will a Health Care Provider Recognize My Attorney In Fact•e 
Authority? 

.... ···--···----·-··----·---------------~ --1 n-genera-1-,--yea. --Special- rules , ____ how.ev.E!r1 __ 11_1_~y-~pp_!y when life-
sus tain1 ng treatment is at issue. -----

Upon admission, you should receive a copy of the facility's 
policies on advance directives. You should review these policies 
and determine whether or not the facility will follow your DPAHC. 

Can My DPAHC be Changed? 

You can change your Attorney In Fact by telling him or her of 
the change, or you can revoke the authority to make decisions by 
notifying the health care provider in writing. In order to make 
either of these changes, you must be of sound mind. 

TN No. 91-29 
Supersedes TN No.~_N_e_w~ 
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GENERAL 

What If I Have a Living Will or DPAHC I Signed When Living in 
Another State? 

To be binding, these documents must meet Mississippi law. 
Many out-of-state documents will not meet t~ese requirements. The 
safest route ii to execute new documents following the Mississippi 
statute. 

Do I Need Both a Living Will and DPAHC? 

A Living Will and a DPAHC are distinct documents. They serve 
different purposes. 

A Li v!ng Will appl'ies only 1 f you are about to die. It 
instructs your physician to discontinue life support if your 
condition is terminal and you have become incompetent. 

A DPAHC allows you to pick another person to make your health 
care decisona for you whenever you are unable to make those 
decisions yourself • 

-·- ·- - ·· -- ·· - -- ----- ·-- -- --- - ---·-··-- -·· .. -·· - ..... ----- .. ----····- ------------·--- ------ ---···-··---··············· .. ········-···· 
You should discuss with your lawyer the advisabilft y--oi····hivinif 

either or both documents in place. 

What Other Documents Should Be Considered? 

The Living Will and DPAHC are the only documents r~cognlzed in 
Mississippi by statue. However, depending upon particular circum­
stances, the state may recognize other health care directives or 
indications of your desires concerning health care. You also 
should discuss these options with your lawyer. 

Can I Let My Family Make These Decisions? 
.... 0 - ~--... ~-M ~'----•·---- ,_ _ _ 

- ----Members Of your---famify-nfay make~declslons -for-you -·t-f -you -are 
unable to do so and have not left a Living Will or DPAHC. Family 
members, however, may disagree among themselves or with the 
physician. In these instances, a Living Will or DPAHC may help to 
clarify the decisions and who can make them. 

When Will a court Make This Decision? 

As a final resort, if someone authorized to consent for you 
has refused or declined to do so and there is no other person known 
to be available who is authorized to consent, a court may order 
treatment for you if you are not able to do so. 

TN No. 91-29 
Supersedes TN No. New 
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LIVI?«: WILL FORM 

Declaradon 

I, bein1 or sound mind, declare that Ir II 
any time I should suffer a tennin&J ph)"Sical c:ondlt.ion which caw.es me severe distress or unconciowneu, 
and my physician, with tbc concurre~ of two (2) ocher physicians, believes thu there 11 no cxpecu. 
lion or my rqaioJna consciownes1 or a 111.11 or bca!th thu LI mwtln1ful to me and but for the we 
of Ufc·sustainina mccba.nism1 my death would be imminent, I desire tbu the meclwtlsrru be withdrawa 
so thu 1 may die naturally. However, if I have been d1qnolcd u prcszwu and mu dlatnosi.1 ii"knowa · 
10 my physician, lh1s Declaration shall have no ron:c or effect durina the course of my prqnaney. 
I funhe:s" declare that this Declaration shall be honored by mr ram.Dy and my physician u the final 
expression of my desires coaceru.in1 the manner in which I die. 

Slanotlll'I ------------------ Doti-------
NatrN _____________ _ 

Social Sttwity Number-------

·f·,tddlm ;;;;:;;;;;=::;;;;;;= = == ......... --------------------

.. Nat of k/11 ---------------------------

Addrts.1 ------------------------------------

Witness 

I hereby witness this Decla.rar.lon and ancst that: 
I. l pen~:nally knO•·* Ded.anm and believe the Oeclan.nt co be of sound mind. 
l. To tbe best of my knowled1e, at the time of the execution of this Dedaradoa, I: 

•· An1 aoc rel~ed 10 the ~luant by blood or marriaae, b:-·oo aot-bave any-Ciifui oa "llie-allle-ot rh"fl)ecliiant; 
c. Am 1iOC cndtled to any portion or lhe Occlaruu's estate by a.oy wiD or by operation or law, 
d. Am not a ph)'lician 1ttendln1 the Declarant or a person employed by a physician anendln1 

the DeclUIAt. 

S11ruzt11tt Sl1MtUrt ------------

"'"'"' ----~-----------~ NatM -------------

TN No. 91-29 oa te Rece i ved,---l/.~'1-=----rS.~/~· ·~t/,,....../ __ 
Date Approved. __ ~/-~~8~-~9.~~=-~-­
Date Effective--'-'~~~~Lz_-~ll,4z-~---

Supersedes TN No. __ N_e_w_ 
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LIVI~ WIU. RF.VOCATIOO 

·. 
RevocatJoa 

On._ __ (date), •--------------- (pe.no11'1 name), or _____ _ 
-------1.'addres.s), 'Social Security Nwnbcr), bein1 or sound mind, revoke 

the Declaratlo11 made oa --- (date Declaration made) reprdin1 the manner In whidl t die. 

Si1nld -------------

Witness 

l~crcby witncs.s this Revocation and attest that: . 
11 I personally know the maker or this Revocation and believe the maker or this R.cvoation to tic 

·---·-················------·---·- ···--····:'··-··············-···-·········· ··-·--·······l -or--·sound·-nund.---·-·---------···-······-···--············-··-·-·--······-··-····-····--··-···········-··························:··················-··--·--·-·----···-·-·----···-··-····-··-·······-·-···--··································-- -----

' 2. To the best of my knowledae. at the time of the cxccudoa or thll Revocation, I: 
: a. Am not rel11cd to the maker or tbe R.evoc.atioa by blood or marriace. 
I b. Do Dot have any claim OD the eswe or the maker of lhil Rcv~tfoa, 
: c. Am not entitled to any portion ol the maku of lhis Rcvoc.atioa'1 estate by any will or opera. 
t doD of law, and 
1 • d. Am not a physician 1ttettdln1 the maker or this Revocation or a person employed by a phyii· 

· : ~ cian 1tteadiD1· the maker of lhi.s Revocation. · 
I .. 
'· 

I 

·: 

I. 
I 

I. 
I 

Sipat&UW ------------ Sl1mu11rt ------------

Nam• NatM -------------
--- --;ffiiliiii·-------- _~_-'-;:-_ -_--_____ -_.::-_ -_- _----xiidrai--_--_-_ -_ -:.::_· _--_··-_-_--_--_-_--_- _-_---_-_---_·-··_· ··-

Social S«urity NumlHr ------- Socio/ Sttvrity Numbu - ------

TN No. 91-29 Date Received,_.:....;/ 2.:..=-..,.-g;;/;.._~-rfj".:f--/ __ 
Date Approved.~~Z~·-~:2~Br-~~~~~1'"-~­
Date Effectlve~Lt~0~-~7_-_9~/L-~~ 

Supersedes TN No._~N_e_w~ 
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DURABLE POWER OF ATTORNEY FOR HEALTH CARE 

I, 

Name 

Home Address 

Work Telephone Number Home Telephone Humber 

my attorney-in-fact to niake health care decisions for ma if I 
become unable to make my own health care decisions. 

Subject to my special instructions below, thh gives my 
attorney-in-fact the full power to make health care decisons for 
me, before or after my death, to the same extent I could make 
decisona for myself and to the full extent permitted by law, 
including making a dispoeiton under the state's anatomical gift 
act, authorizing an autopsy, and directing the disposition of 
remains. My attorney-in-fact also has the authority to talk to 
health care personnel, get information and sign forms necessary to 

~~~~~~~~~.~~~c~a~r~r~y~o~u~t=-t~h~ese decisions. 
-:-~~~~~~~ 

Special instructions: 

If the person named as my attorney-in-fact is not available or 
is unable to act as my attorney-in-fact, I appoint the following 
person to serve in his or her place: 

Name 
-·-·-~-----..... ·-----...... ----~------~---- _.--=~--;;;;;--~--""'--=··--------""""'=,.,,--=----=:-:-:----------------

-- --- Home- Address----------·---------·-----·------·- . 

Work Telephone Number Home Telephone Number 

By my signature I do hereby indicate that I understand the 
purpose and effect of this document. 

SIGNATURE 

DATE: 

The law requires that this document be either (1) signed by 
two persons who witnessed your signature, or (2) acknowledged by a 
Notary Public in Mississippi. Therefore, one of the sections below 
must be completed. 

TN No. 91-29 
Supersedes TN No. New ----

Date Received J-t,-.B/~ ?I 
Date Approved~~/~---.2~8~-~z~~.,.;--_~~ 
Date Effective 10::1-t/7 

_..;._:.__..._--'-"r-----~ 



SECTION l. WITNESSES 

Supplement l to Attachment 4.34-A 
Page 10 

I declare under penalty of perjury under the laws of 
Mississippi that the principal ill personally known to me, that the 
principal signed or acknowledged this.Durable Power of Attorney in 
my presence, that the principal appears to be of sound mind and 
under no duress, fraud or undue influence, that I am not the person 
appointed as attorney-in-fact by this document, and that 1 am not 
a health care provider, nor an employee of a health care provider 
or facility. 

Signature 

Print Name 

FIRST WITNESS SECOND WITNESS 

Signature ~---~~---~-----------­

Print Name 

At least one of the witnesses listed above shall also sign the 
following declaration: 

I am not related to the principal by blood, marriage or 
-·-------adoption., ___ and __ t _o ___ t_b~---P~~-!; __ _ 9-_t.!?.Y __ knowledge, I am not entitled to any 

part of the estate of the princlpar-upo·n-·th.iif-death··-of···the--princlpal 
under a will now existing or by operation of law. 

SIGNATURE 

SECTION 2. NOTARY PUBLIC 

stat~ of Mississippi 

County of 

__ _______ ________ ----"----- on this the day of · , in the year ____ _ 
be for e ·-me-~-~-- ------------- personally __ appea r.Q_d _______ _ 
__________ ___,,___ __ ...,,...... __ , personally known to me (or proved to me on 
the basis of satisfactory evidence) to be the person whose name ls 
subscribed to this instrument, and acknowledged that he or she 
executed it. I declare under the penalty of perjury that the 
person whose name ie subscribed to th!• instrument appear1 to be of 
sound •ind and under no duress, fraud, or undue influence. 

My Commission Expires ; 

TN No. 91-29 
Supersedes TN No. New 

NOTARY PUBLIC 

Date Received /2- .Bl- 'f / ~ · 
Date Approved I.:.. .2EL· 9:2.J -
Date Effective IO:J-tll ". 



Revision: HCFA-PM-95-4 (HSQB) Attachment 4.35-A 
JUNE 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stateff erritory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Faci lities 

The State uses other factors described below to determine the seriousness of deficiencies 
in addition to those described at 42 CFR 488.404 (b) (1 ): 

TN No. 95-07 
Supersedes 
TNNo.~JQ.. 

Not Applicable 

Approval Date: Effective Date: 7-J-95 



Revision: HCFA-PM-95-4 (HSQB) Attachment 4.35-8 
JUNE 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Termination of Provider Agreement: Describe the criteria (as required at Section· 1919 (h) 
(2) (A)) for applying the remedy. 

_x_ Specified Remedy 

(Will use the criteria and notice requirements specified in the regulation.) 

TN No. 95-07 
Supersedes 
TN No ........ ~ 

Approval Date: /tJ-~/tfS- Effective Date: /-/-95" 



Revision: HCFA-PM-95-4 (HSQB) Attachment 4.35-C 
JUNE 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State!Territory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Temporary Management: Describe the criteria (as required at Section ·1919 (h) (2) (A)) for 
applying the remedy. 

__x_ Specified Remedy 

(Will use the criteria and notice 
requirements specified in the regulation.) 

_ Alternative Remedy 

(Describe the criteria and demonstrate 
that the alternative remedy is as effective 
in deterring non-compliance. Notice 
requirements are as specified in the 
regulations.) 

TN No. 95-07 
Supersedes 
TN No. New 

ID 
/(>-j./,/Jc-

Approva ate: _v_ 'f · 7 .::J Effective Date: _1_-_)-tJS" 



Revision: HCFA-PM-95-4 (HSQB) Attachment 4.35-D 
JUNE 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Denial of Payment for New Admissions: Describe the criteria (as required at Section 1919 
(h) (2) (A)} for applying the remedy. 

__x_ Specified Remedy 

(Will use the criteria and notice 
requirements specified in the regulation.) 

Alternative Remedy 

(Describe the criteria and demonstrate 
that the alternative remedy is as effective 
in deterring non-compliance. Notice 
requirements are as specified in the 
regulations.) 

TN No. 95-07 
Supersedes 
TN No. New 

Approval Date: /tJ -2 /-?S Effective Date: 7-· J-9S 



Revision: HCFA-PM-95-4 (HSQB) 
JUNE1995 

Attachment 4.35-E 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

StatefTerritory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Civil Money Penalty: Describe the criteria (as required at Section 1919 (h) (2) (A)) for 
applying the remedy. 

_x_ Specified Remedy 

(Will use the criteria and notice 
requirements specified in the regulation.) 

_ Alternative Remedy 

(Describe the criteria and demonstrate 
that the alternative remedy is as effective 
in deterring non-compliance. Notice 
requirements are as specified in the 
regulations.) 

TN No. 95-07 
Supersedes 
TNNo. New 

Approval Date: 10-2/-95 Effective Date: 1-/-95' 



Revision: HCFA-PM-95-4 (HSQB) 
JUNE 1995 

Attachment 4.35-F 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State!T erritory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

State Monitoring: Describe the criteria (as required at Section 1919 (h) (2) (A)) for applying 
the remedy. 

_x_ Specified Remedy 

(Will use the criteria and notice 
requirements specified in the regulation.) 

_ Alternative Remedy 

(Describe the criteria and demonstrate 
that the alternative remedy is as effective 
in deterring non-compliance. Notice 
requirements are as specified in the 
regulations.) 

TN No. 95-07 
Supersedes 
TN No. New 

Approval Date: /IJ-j/-fS Effective Date: 7-/-9S 



Revision: HCFA-PM-95-4 (HSQB) Attachment 4.35-G 
JUNE 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Staterr erritory: Mississippi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Transfer of residents: Transfer of residents with closure of facility: Describe the criteria (as 
required at Section 1919 (h) (2) (A}) for applying the remedy. 

_lL Specified Remedy 

(Will use the criteria and notice 
requirements specified in the regulation.) 

_ Alternative Remedy 

(Describe the criteria and demonstrate 
that the alternative remedy is as effective 
in deterring non-compliance. Notice 
requirements are as specified in the 
regulations.) 

TN No. 95-07 
Supersedes 
TN No. New 

Approval Date: ltJ-J/95 Effective Date: f-J-9S-



Revision: HCFA-PM-95-4 (HSQB) Attachment 4.35-H 
JUNE 1995 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State!Territory: M issjssjppi 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Additional Remedies: Describe the criteria (as required at Section 1919 (h) (2) (A)) for 
applying the additional remedy. Include the enforcement category in which the remedy will 
be imposed (i.e., category 1, category 2, or c;:ategory 3 as described at 42 CFR 488.408). 

Ban on Admissions - A ban on all admissions will be imposed for facilities with substandard 
quality of care. This remedy will be categorized as a Category 2 remedy. 

TN No. 95-07 
Supersedes 
TN No. New 

Approval Date: /(}-.j/-IJS Effective Date: 1-/-IJS 



/ r Revision: HCFA-PM-91-10 (BPD) ATTACHMENT 4.38 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT. 

State/Territory: Mississippi 

DISCLOSURE OF ADDITIONAL REGISTRY INFORMATION 

The following information which is contained in the nurse aid 
registry in addition to the requirements of 42 CFR 483.156 
(c)(l)(iii) and (iv) shall be disclosed upon request: 

the individual's last known address, 
the individual's date of birth, 
the employment status of the individual 
including: place of employment and full time 
or part time, 

----------~-----------------~--------~~--~~~~~--~~~~~--~~--~~--~~-~~-~~~~~-------------- ·--- ·---------------

if the individual is included on the registry 
by successfully completing the examination, by 
reciprocating from another state or by 
receiving deemed status, 
the state assigned registration number, 
the training code number for program completed 
and the date of completion of training 
program, 
the date the individual passed the competency 

evaluation, .......... 1 ··------· ______ -_________ the_indiY.idual ~-s last_known _emp.loy:.er __ inc 1 uding ____________ _ 
name/location and date of hire 
a special code or identifier to indicate, if 
applicable, confirmed findings by the state 
survey agency of abuse, neglect, or 
misappropriation of resident property by the 
individual, and 
a special code or identifier to indicate, if applicable, 
that an administrative hearing is pending regarding 
alleged abuse, neglect, or misappropriation of property. 

93-17 TN No. 
Supersedes 
TN No. NEW 

Approval Date 
Date Approved 

Effective Date /O-i~93 
HCFA .ID: 



Revision: HCFA-PM-91-10 (BPD) ATTACHMENT 4.38A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mississippi 

COLLECTION OF ADDITIONAL REGISTRY INFORMATION 

In addition to the requirements of 42 CFR 483.156(c) the nurse aide 
registry shall contain all the information listed on attachment 
4.38, page 1. 

TN No. 
Supersedes 
TN No. NEW 

93-17 1./ 
l '°'- JO_ O~ Approva Date ~-c~·/_14~' /~~ 

Date Approved ~~~~-
Effective Date l~-1-f.E 

HCFA ID: 

. ...... 1 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT                                         Attachment 4.39 
MEDICAL ASSISTANCE PROGRAM                                  Page 1      
                                                                  
 
State of Mississippi 
 
DEFINITION OF SPECIALIZED SERVICES 
 
Specialized services for mental illness are the services which, combined with services provided by 
the nursing facility (NF), result in the continuous and aggressive implementation of an 
individualized plan of care that is developed and supervised by an interdisciplinary team, which 
includes a physician, qualified mental health professionals and, as appropriate, other professionals.  
The plan of care prescribes specific therapies and activities for the treatment of persons 
experiencing an acute episode of serious mental illness, which necessitates supervision by trained 
mental health personnel; and is directed toward diagnosing and reducing the resident's behavioral 
symptoms that necessitated institutionalization, improving his or her level of independent 
functioning level that permits· reduction in the intensity of mental health services to below the level 
of specialized services at the earliest possible time. These services are defined as medication 
monitoring by a psychiatrist, life-threatening crisis intervention, intensive individual, family or 
group psychotherapy, and intensive psychosocial rehabilitation skills. 
 
Specialized serves for intellectual and developmental disabilities are the services which, combined 
with services provided by the NF or other service providers, result in treatment which meets the 
requirements of 42 C.F.R. §  483.440(a)(1). 

 
 
 
 
 
 

 
 
 

TN No.   19-0011                                                        Date Received: 07/09/19 
Supersedes                               Date Approved: 07/22/19 
TN No. 94-14                                                                      Date Effective: 07/01/19 



ST ATE PLAN UNDER TITLE XIX OF THE SOCJAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Mississippi 

False Claims Act 

Attachment 4.42-A 
Page 1 

1. TI1e Division of Medicaid, the Mississippi single state agency, will incorporate into the 
provider enrollment agreement and other contractors, the responsibilities of the affected 
entities in implementing Section 6032 of the Deficit Reduction Act of 2005, the 
"Employee Education about False Claims Recovery." 

2. The Division of Medicaid will determine affected entities based upon federal law, 
regulations, and guidance from the Centers for Medicare and Medicaid Services. 

3. The Division of Medicaid will conduct an audit oftbe affected entities written 
policies/procedures including all relevant affected employee education policies and any 
provisions described in the entity's employee handbook. A written response of approval 
and/or suggestions will be provided to the affected entity. Policies and procedures will 
include explanation of the false claims act; the entity's policies and procedures for 
detecting and preventing waste, .fraud and abuse; the rights of the employee~to_be, __ _ 

---··-··- --·--· ·--------·protected as wfustle olowers and telephone numbers and/or addresses for reporting fraud 

( 
\ .. __ 

I 
\~ ....... . 

4. 

5. 

6. 

and abuse. 
Thereafter, the Division will contact affected entities on a yearly basis for any update or 
change to its written policies. The Division will accomplish this verification by survey. 
New affocted entities identified each year will be required to submit their polides and 
dissemination plan ru1d will be handled per #2, 3, and 4. 
The Division of Medicaid has a range of sanctions contained in its administrative 
regulation for non-compliance with Medicaid policies. These sanctions range from 
requiring a plru1 of conection to termination from the Medicaid program. TI1ese sanctions 
w:ill be applied to non-compliance with the '•Employee Education about False Claim 
Recovery." ___________ .. _____________ __________ ----------~---------------·--····------- ·---·· --------------------------------- ------------- .. 

···-·--··-·~---. ............ ~-·-····~--··-,.·--~ ,, ____ ........ ,. 

TN No.: 07-002 
Supersedes 
TN No.: NEW 

Date Approved: 09/06/07 Effective Date: 01/01/07 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 7. 2- A 

State Mississippi 

NONDISCRIMillA TION 

Currently approved methods of.administration under the Civil Rights requirements 

are on file in the Regional Office for Civil Rights . 

r~(''c ____ (-" - !!. (.. 
) 3-;0 r. • .:._ .· .. - . -·. ---.. 1f, t}ftt/v~ 
. ... ... .. 

. --- -... 



Attachment 7. 2-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Mississippi Page 1 

METHODS OF ADMINISTRATION REGARDING COMPLIANCE WITH TITLE VI OF 
THE CIVIL RIGH~S ACT OF 1964 

I. Assign~~nt of Responsibility -- Responsible for overall 
coordination of Title VI activities. 

Medicaid Program Administrator (0019) - Assigned the 
specific duties of implementing policies a nd procedures 
approved by the Department of Health & Human Services , 
Office for Civil Rights (OCR) , for monitoring all providers 
of Title XIX services to insure their compliance with 
Federal nondiscriminatory regulations. The Medicaid Program 
Administrator will delegate responsibilities to a Medicaid 
Program Deve l opment Specialist to perform tasks pertinent to 
the administration of this program. 

For services based on the Title XVIII certif ica tion, this 
Agency accepts all Title VI certifications made by the 
Office for Civil Rights . After initial certification by 
OCR , compliance determinations for both the single State 
agency and Region IV OCR wil 1 be completed in keeping with 
approved procedures. 

II . Dissemi nat ion of Information 

Orient~tion sessions are conducted periodically for a l l new 
agency employees. These sessions are designed to acquaint 
the employee with al l general areas of the Medicaid Program, 
including Title VI requirements. Those with more speci f ie 
responsibilities in the area of Title VI are given more 
detailed instructions. Joint training has been done with 
staff of the Regional Office for Civil Rights . 

All brochur es, leaflets and other informational material for 
dissemination to the public contain appropriate statements 
relating to provisions of Title VI and instructions as to 
how and where complaints may be filed . 

Vendors are advised of Title VI requirements through 
in di vidua 1 prov id er ma nua 1 s, part ic ipa ti on agreements, 
statements on claim forms , personal contact by agency staff 
in the routine performance of duty , and , in t he case of 
nursing homes , through special regional meetings arranged 
through the nursing home professional associations . 

Transmittal #SQ::OCl 
Supersedes TH #8~- 35 ___ ....___ 

Date Received 5/3/90 
Date Approved s /8/90 

Date Effective 4/1/90 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 7. 2-A 

State Mississippi Page 2 

METHODS OF ADMINISTRATION REGARDING COMPLIANCE WITH TITLE VI OF 
THE CIVIL RIGHTS ACT OF 1964 

III. Maintaining and Assuring Compliance 

Region IV OCR has approved the attached written procedures as acceptable 
for monitoring the compliance of Title XIX providers. These procedures 
were developed for their appropriateness to implementation in this specific 
State Agency and were developed with the guidance and assistance of 
Region IV OCR staff. Written procedures for handling complaints of dis­
criminatory nature are also included in the approved procedures (see 
attached .Exhibit 11 A") . 

The attached written procedures are currently being utilized by the. appro­
priate Mississippi Medicaid staff in the on-going monitoring of State Title XIX 
providers. 

IV. Recruitment and Training Programs 

The policies, rules, and procedures governing personnel and position manage­
ment with this agency are under the authority of the Mississippi Code of 1972 , 
as Amended, Section 25-9-101, et seq., as approved by the Mississippi State 
Personnel Board, effective February 1, 1981. 

All vacancies are filled through approved State Personnel Board procedures 
and this agency has a standing request that State Personnel Board advertise­
ments of vacancies be made in such a way as to reaqh all segments of the 
community. Applicants certified by the State Personnel Board are considered . 
on the basis of education, experience and personal interview with the single 
objective of filling vacancies .with the best qualified persons. Race, sex and age 
are not determining factors, nor is .a physical handicap if it does not impair the 
person's ability to do the work required . The make-up of our staff attests to 
the effectiveness of the policies as stated. 

In-service training is provided all employees on an on-going basis through 
supervisory personnel and additional training outside the agency is made 
available to all employees with the only condition being relevance to the 
employees' duties with the agency. 

Transmittal #82-16 



Attachment 7.2 
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OFFICE. OF THE GOVERNOR 
DIVISION OF MEDICAID 

METHODS OF ADMINISTRATION 

FOR 

RECIPIENTS OF FEDERAL FINANCIAL ASSISTANCE 
TITLE VI - CIVIL RIGHTS COMPLIANCE 

Transmittal #2001-14 
Supersedes TN No. 87-19 

. . . iui n 1 ~0,n 1 Effective Date . ·~' ·..J -.. -..1 ...l L 'k 
Approval Date: JUL 2 O 2nD~ 



A 

B. 

c. 

Part I. 

Part II. 

Part III. 

PartN. 

PartV. 

Part VL 

Part VII. 

Part VIII. 

DIVISION OF :MEDICAID 

METHOD OF ADMINISTRATION 

TITLE VI - CIVIL RIGHTS COMPLIANCE 

INDEX 

Purpose 

Authority 

Policy 

Assignment of Responsibility 

Compliance by Other Pa1iicipants 

Dissemination of Info1mation 

Complaint Policy and Procedure 

Written Non-Discrimination Policy 

Continuing Co.mpliance 

Corrective Requirements 

Compliance Records 

Attachment 7 .2 
Exhibit "A" 
Page2 
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OFFICE OF THE GOVERNOR 
DIVISION OF MEDICAID 

METHODS OF ADMINISTRATION 
FOR 

Attachment 7 .2 
Exhibit "A" 
Page3 

RECIPIENTS OF FEDERAL FINANCIAL ASSISTANCE 
TITLE VI - CIVIL RIGHTS COMPLIANCE 

A. PURPOSE 

The purpose of this Methods of Administration ·is to provide a step-by-step guideline for Division of 
Medicaid personnel to monitor the Civil Rights and Section 504 compliance of the Program's providers of 
service. There procedures will help to implement an effective mechanism to reasonably insure that 
providers/vendors comply with the non-discriminatory requirements and guidelines of the Civil Rights Act 
and the Rehabilitation Act. 

The revised document reestablishes written policy, procedure and guidance relative to non-discrimination 
by the Office of the Governor, Division of Medicaid in the administration of its federal financial assistance 
programs. 

B. AUTHORITY 

Title VI of the Civil Rights Act of 1964 prohibits federally assisted programs from discriminating on the 
basis ofrace, color or national origin (including persons with limited English proficiency). Pursuant to this 
Act: "No person in the United States shall, on the ground of race, color, or national origin (including persons 
with limited English proficiency) be excluded from participation in, be denied the benefits of, or be otherwise 
subjected to discrimination under any program to which this part applies." 

Additionally, Title VI Regulations requires that State Agencies, receiving funds from Department of Health 
and Human Services (DHHS), develop and maintain Methods Of Administration (MOA). 

**** Reference Title VI of tlte Civil Rigltts Act of 1964 
(45 Code of Federal Regulations (CPR) Part 80). 

As part of the Rehabilitation Act ofl 973 (Public Law 93-112) Congress enacted Section 504, which provides 
that, "No qualified handicapped person shall, on the basis of handicap, be excluded from participation in, 
be denied the benefits of or otherwise be subjected to discrimination under any program or activity which 
receives or benefits from federal financial assistance (including persons with HIV I AIDS)." 

Transmittal #2001-14 
Supersedes TN No. 87-19 

Effective Date : 
Approval Date: 
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Attachment 7 .2 
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****Reference Section 504 of the Rehabilitation Act of 1973 
(45 Code of Federal Regulations (CFR) Part 84) 

Both of these regulations cover the provisions of services and employment practices. 

C. POLICY 

The Division of Medicaid is committed to assuring that all program benefits are made available to all persons 
and provided to all eligible individuals, without regard to age, religion, disability, political affiliation, veteran 
status, sex, race, color or national origin (including persons with limited English proficiency). 

PART I 
Assignment of Responsibility for Implementation 

of Title VI and Section 504 

Division of Medicaid has assigned the responsibility of the Civil Rights and Section 504 Compliance to the 
Beneficia1y Relations Bureau. The related duties of this assignment shall be: 

a. Responding to complaints of discrimination through investigation and written 
documented replies; 

b. Preparation of Compliance Reports and pa11icipation data for submission to 
the Office for Civil Rights upon request; 

c. Conducting compliance reviews of providers and providers' facilities; 

d. Acting as a liaison between the Division of Medicaid and the Office of 
Civil Rights; 

e. Acting as a liaison between the Division of Medicaid and minority and disability 
groups or other community groups concerned with the delivery of services; 

f. Monitoring essential records and files relative to civil rights and the 
civil rights program under the Division of Medicaid. 

Transmittal #2001-14 
Supersedes TN No. 87-19 

Effective Date: Ii ii ~ 1 ?W11 
Approval Date: JUL 9· A ?:ifii 
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PART II 
Title VI and Section 504 Compliance by Other 
Participants in Division of Medicaid Programs 

Attachment 7 .2 
Exhibit "A" 
Page 5 

Division of Medicaid shall recognize that its obligations for compliance extends to providers and their 
contractors of services and other providers of services, financial aid and other benefits under the D ivision 
of Medicaid program. Division of Medicaid will provide assurance that such participants in its programs 
comply with the Title VI and Section 504 regulations by: 

a. Furnishing all providers and other participants with a clear written explanation 
of their responsibilities under the Title V1 and Section 5 04 regulations; 

b. Requiring all providers and other participants to execute, in writing, an assurance 
that they will comply with Title VI, Section 504, and the implementation of related 
regulations (such assurances may take the form of a statement printed on the vou· 
chers submitted by the vendor for reimbursement by Division of Medicaid); 

c. Recognizing that assurance of compliance serves primarily as notice to participants 
oftbe program that they must comply with Title VI and Section 504, and does not 
automatically indicate actual compliance with Title VI, Section 504, and the 
implementation of related regu1ations; 

d. Conducting periodic Title VI and Section 504 compliance reviews of designated 
providers and other participants at least yearly is recommended, and more 
frequently in those cases where discrimination is alleged or suspected. 

PART III 
Dissemination of information to Beneficiaries 

and the General Public 

Division ofMedicaid will take steps to inform all beneficiaries, potential beneficiaries and the general public 
of the fact that services, financial aid and other benefits are provided on a non-discriminatory basis as 
required by Title VI and Section 504. In addition, such persons shall be notified of their rights to file a 
complaint if they believe they have been discriminated against on the basis ofrace, color or national origin 
(including persons with limited English proficiency), physical or mental disability. Such persons will be 
informed that they have the right to file a complaint with Division of Medicaid or the Office of Civil Rights, 
Atlanta, Georgia. This may be accomplished by: 

Transmittal #2001-14 
Supersedes TN No. 87-19 
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a. Including the Division of Medicaid Title VI and Section 504 non­
discrimination policy in all brochures, pamphlets, communications 
radio and TV announcements, etc. which are designed to acquaint 
potential beneficiaries and members of the general public with the 
Division of Medicaid programs and services; 

b. Printing such co1.ntnunicatio11s, as described above, in languages other 
than English for those in service areas which have a significant repre­
sentation of persons whose dominant language is other than English. 

c. Notifying all customary referral sources of the Division of Medicaid that 
services and benefits are provided in a non-discriminatory manner; and 

d. Displaying in prominent places in all its offices, and in its provider 
facilities, posters indicating the Division of Medicaid non-discriminatory 
policy under Title VI and Section 504. 

PART IV 
COMPLAINT POLICY AND PROCEDURE 

Division of Medicaid has established a complaint policy and procedure which provides that : 

a. Any person who believes that he or she, or any specific class of persons, is 
subjected to discrimination on the basis ofrace, color, national origin (including 
persons with limited English proficiency), physical or mental disability may or 
by a representative, file a written complaint; 

b. The time period for filing a complaint is no more than 180 days from the date of 
the alleged discriminatory act (s); 

c. The Civil Rights/Section 504 Coordinator may extend the time for fi ling a 
discrimination complaint; 

d. No person, who has filed a complaint, testified, assisted or participated in any 
manner in the investigation of a complaint, shall be intimidated, threatened, 
coerced or discriminated against; 

e. Complaints will be brought to the attention of the Execut ive Director of the 
Division of Medicaid; 

Effective Date: Transmittal #2001-14 
Supersedes TN No. 87-19 Approval Date : JU 1 2 n ~111 01 ... ' v &:ti 
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f. Division of Medicaid will conduct a prompt and thorough investigation of 
complaint; 

g. The Civil Rights/Section 504 Coordinator will, based on the complaint investi­
gation, determine whether or not discrimination did, in fact, occur; 

h. If discrimination has occurred, Division of Medicaid will take all necessary 
action to correct the discriminato1y practice(s); 

i. The complainant will be advised, in a timely fashion of the findings of Division 
of Medicaid regarding his or her complaint and advised of the right to appeal to 
the Office of Civil Rights if not satisfied with Division of Medicaid decision; 

j. Records will be maintained, which show the nature of the complaint, the details 
of the investigation, and the actions taken by Division of Medicaid; and 

k. In those cases where the complaint is initially filed with the Office of Civil Rights, 
the latter office may proceed to investigate the complaint utilizing its own resources 
or it may request Division of Medicaid to conduct the investigation. · 

PARTY 
WRITTEN NON-DISCRIMINATION POLICY 

Division of Medicaid will have a written non-discrimination policy which effectively communicates that the 
services, financial assistance and other benefits of its program(s) are provided in a manner that does not 
discriminate 011 the basis ofrace, color, national origin (including persons with limited English proficiency) 
or disability. 

PART VI 
CONTINUING COMPLIANCE 

Division of Medicaid will have procedures for monitoring all aspects of the providers operation to assure that 
no policy or practice is, or has the effect of, discriminating against beneficiaries or other partiCipants on the 
basis of race, color, national origin (including persons with limited English proficiency) or disability. 
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The monitoring procedures of Division of Medicaid shall include a review of the following providers in the 
stated manner: 

Hospitals Shall be reviewed once every two years 

Long-tenn Care Facilities Shall be reviewed once eve1y two years 

Physicians and Dentists Shall be reviewed annually through a random 
selection ratio of 10% of participating providers 

Providers who have completed their compliance with the Medicare Program will be requested to submit 
copies of their current Medicare certification approval letter and shall not be required to complete the 
prescribed Medicaid compliance review fonns. Medicare compliance mirrors the Medicaid compliance 
review requirements, as both programs are recipients off ederal financial assistance and are monitored by 
the Office of Civil Rights for non-discrimination. 

PART VII 
CORRECTIVE REQUIREMENTS 

Divis ion of Medicaid will take affirmative action to overcome the effects of prior discrimination in instances 
where the agency or the participants in its programs have previously discriminated against persons on the 
grounds of race, color, national origin (including persons with limited English proficiency) or disability. 

Even in the absence of such pr ior discrimination, Division of Medicaid may, on its own motion, take 
affirmative action to overcome the effects of conditions which result in limiting participation of persons of 
a particular race, color, national origin (including persons with limited English proficiency) or disabil ity. 

PARTVIIl 
COMPLIANCE RECORDS 

Division of Medicaid will collect, review, analyze and maintain racial, ethnic and disability data and 
infonnation on its operation, which will show the extent to which minorities and persons with disabilities 
are participating in all aspects of its programs. Such data will also include the number of persons served, 
having Limited English Proficiency. Division of Medicaid will require such data and information from 
providers and other participants of its programs. 

Division of Medicaid will make available to the Office of Civil Rights all data and infonnation necessary 
to determine its compliance with Title VI and Section 504 and the respective implementing regulations as 
it pertains to the compliance status of its providers and other participating service providers. 
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Once every two (2) years each long term care provider of Medicaid services will 

receive a desk compliance review. Each Long Term Care Facility will be requested to 

submit to this office information necessary to determine pro1{ider. compliance. This 

information shall include: 1. a current one-day resident bed census, 2. copies of the 

facility's current written Title VI policies, 3. copies of the facility's advertisement to 

the general public o! the facility's non-discriminatory policies. 

All information submitted will r.eceive a desk review by appropriate . Mississippi 

Division of Medicaid personnel .. Certain practices and submitted information could 

require an explanation-from the provider facility because discrimination may be involved. 

These specific indications will be "spelled out" in writing to each provider and an explana-

tion will be requested of that same provider. Suggestions by the Mississippi Division of 

Medicaid personnel to correct possible discrimination practices will also be included. 

If significant problems exist, Mississippi Medicaid personnel may find i~ necesssary to 

conduct on-the-site reviews in the provider facilities. These on-site reviews will consist 

primarily of the same informat ion requested in the desk revfew with, additionally, 

administrative and employee interviews. 

In order to insure facility commitment toward change, follow'-up reviews will be 

conducted with each provider where problems exist . These reviews will be either desk 

or on-site reviews and will be initiated within six (6) months from the date of the review 

where significan't problems were identified. 

B. Specific Procedure 

1. Each month requests for information will be sent to individual Long Term 

Care provider. (Tickler file will show which provider should be sent information requests 
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during _which month.) This request will include a cover letter and blank census form.s. 

2. ~his compliance information should be returned to the Mississi(?(.)i Division of 
~ ' . 

Medicaid office in a timely and complete manner . . Information should be returned within 

a 30-day time frame. Authorization for such compliance information and this office's 

access to that same information are clearly outlined in Part 80.6 of the Civil Rights A.ct. 

3. Upon receipt of this information, Mississippi Division of Medicaid Title VI 

[:)ersonnel will review its content to determine if the Long Term Care provider practices 

any procedures which might suggest the presence of discrimination. 

' 
4. The requested census data should indicate to Title VI personnel if discriminatory 

practices are existent at the long term care facility. Specific attention should be directed 

to total percentage of minority residents (compared to the percentage of minority in the 

service area) and-percentage of minority residents living in biracial accommodations. 

Residents must also be assigned to wards, floors, sections, buildings, or other areas without 

regard to race, color, or national origin. 

5. Written policy statements should be compared with the Office of Civil Rights 

guidelines to insure compatibility. Once copies of written policy statements have b.een 

secured and placed in Mississippi Division of Medicaid files, fliture request for written 

policies will only be necessary if there has been a change in provider wri tten Titl e VI 

policy. 

Specific written Long Term Care policies should address: a. room assignments, 

b. admissions, c. patient records, d. staff privileges, e. patient_ services, f. refei:-rals, 

g. notification of services available, antj h. courtesy titles. 

6. Once the material has been reviewed, the long term care provider will be notified 

in writing of the review findings . The responsible Mississippi Division of Medicaid staff 

should also make suggestions to the Long Term Care Facility concerning the action 

necessary to correct the alleged discrimination. It is not necessary for the provider to 
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accept the Missis.sipl?i Division of Medi~aid suggestions; however, it is necessary that the 

Long Term Care Facility submit an acceptable plan of correction to the Mississippi.. . 

Division of Medicaid within thirty (30) days.after receipt of the written review findings. 

7 . When the office receives the provider's plan of correction, the Title VI staff 

members should review it and make a determination as to whether it meets Civil Rights' 

guidelines and expectations. If the worker has some concerns about·the acceptability 

or feasibility of the plan, he should direct them to the specific provider in writin g. 

8. If significant problems exist between Title VI guidelines and provider practices, 
\ 

an on-site visit will be scheduled. The problem areas will be discussed with the responsible 

administrative personnel and actual Civil Rights' regulations will be clearly outlined and 

explained . to the responsible staff. Employees should also be inte~viewed in efforts to 

determine discrimination either in client or employee practices. 

A brief narrative regarding this on-site review will be placed in the provider's 

record along with the other compliance information and correspondence. 

9. When the review of each provider has been completed, summary form will be 

filled out and placed in the appropriate section (Title VI) of that provider file . 

1 O. Where problems of possible discrimination practices are cited, follow-up reviews 

will be conducted within six (6) months following the conclusion of the primary review. 

These reviews may be either desk or announced on-site and will address the provider's 
-

plan of correction and that plan's implementation into provider practices. A record of 

that review will be placed in the provider's compliance file. 

11 . Each provider will be notified in writing of his current compliance status. 
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