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Title 23: Division of Medicaid

Part 100: General Provisions

Chapter 1: Introduction

Rule 1.1: History and Legal Base

A

Title XIX of the Social Security Act, enacted in 1965, provides authority for states to
establish Medicaid programs to provide medical assistance to needy individuals. The
program is jointly financed by federal and state governments and administered by states.
Within broad federal rules, each state decides eligible groups, types and range of services,
payment levels for services, and administrative and operating procedures. Payments for
services are made directly by the state to the providers that furnish the services.

The Mississippi Legislature passed enabling legislation for the Medicaid program during a
special session in 1969. Funds were appropriated, and the Mississippi Medicaid Commission
was designated as the single state agency to administer the program.

From 1969 to 1973, the State Department of Public Welfare (DPW) determined Medicaid
eligibility. During this period, DPW authorized money payments for the aged, blind and
disabled (ABD) as well as dependent children.

Source: Miss. Code Ann. § 43-13-101 et. seq.

History: Revised eff. 08/01/2020.

Rule 1.2: Supplemental Security Income (SSI) Program

A.

In 1972, the United States Congress passed amendments to the Social Security Act
establishing the Supplemental Security Income (SSI) Program for the aged, blind and
disabled (ABD) individuals. The Missisisppi Legislature amended its code to specify that
State Department of Public Welfare (DPW) would no longer determine eligibility for a
monthly payment for ABD-designated recipients beneficiaries..

Under the Social Security Act amendments, states had the option to either grant Medicaid to
all persons receiving SSI or to grant Medicaid to persons who met more restrictive criteria as
determined individually by states. The Mississippi Legislature voted to limit Medicaid
eligibility to persons who met more restrictive criteria and to designate the DPW as the
certifying agency for Medicaid.

During the 1980 Session, the Mississippi Legislature extended Medicaid coverage to all
individuals receiving SSI. In addition, SSI criteria would be used to determine eligibility for
all ABD individuals. During the 1981 Session, the Mississippi Legislature designated the
Mississippi Medicaid Commission to make Medicaid determinations for ABD individuals.



Regional Medicaid offices opened in July 1981 to assess eligibility of ABD individuals who
did not receive SSI.

Source: 42 U.S.C. 8 1382 et seq., Pub. L. 92-603, Miss. Code Ann. § 43-13-115.

History: Revised eff. 08/01/2020.

Rule 1.3: Current Structure

A

During the 1984 Session, the Mississippi Legislature designated the Division of Medicaid in
the Office of the Governor as the single state agency authorized to administer the Medicaid
Program.

. After the Division of Medicaid’s designation, the Mississippi Department of Human Services

(MDHS, formerly known as Department of Public Welfare) continued to determine
eligibility for Medicaid Programs for children and families. In 1999, MDHS acquired the
authority to determine eligibility for the Children’s Health Insurance Program (CHIP).

During the 2004 Session, the Mississippi Legislature expanded the Division of Medicaid’s
eligibility jurisdiction, making the Division of Medicaid additionally responsible for
determining initial and ongoing eligibility for all children, families, and pregnant women.
The transition of the Families, Children and CHIP (FCC) programs from MDHS to the
Division of Medicaid was effective January 1, 2005. MDHS remained the certifying agency
for children under Title IV-E services and other related custody and adoption assistance
programs and those eligible for Medicaid coverage under the Refugee Resettlement Program.

During the 2012 Session, the Mississippi Legislature transferred the existing contract for
insurance services for CHIP from the State and School Employees Health Insurance
Management Board to the Division of Medicaid effective January 1, 2013.

The Mississippi Legislature created the Department of Child Protection Services (CPS)
during the 2016 Session, making CPS Mississippi’s lead child welfare agency. Effective July
1, 2016, CPS became responsible for Medicaid certifications for children in its custody who
qualify for Medicaid, and children under Title 1\VV-E services and other related custody and
adoption assistance programs and those eligible for Medicaid coverage under the Refugee
Resettlement Program.

During the 2018 Session, the Mississippi Legislature made CPS a sub-agency of MDHS.
CPS remains independent of MDHS, but was housed within DHS to increase efficiency
through the sharing of resources, such as system support and other related administrative
functions.

Source: Miss. Code Ann. 8§88 41-86-9, 41-86-15, 43-13-101 et seq., 43-13-115, 43-26-1 .

History: Revised eff. 08/01/2020.



Chapter 2: Agency Duties

Rule 2.1: Duties of the Division of Medicaid.

The duties of the Division of Medicaid Agency are set out by State and Federal legislation and
the approved Mississippi State Plan include, but are not limited to:

A

Setting regulations and standards for the administration of the Medicaid programs, with
approval from the Governor, and in accordance with the Administrative Procedures Law.
[Refer to Miss. Admin. Code Part 100, Rule 9.3]

Providing Medicaid coverage to all qualified beneficiaries under the provisions of state law
and within appropriated funds.

Establishing reasonable fees, charges and rates for medical services, drugs, equipment and
supplies

Conducting fair and impartial hearings.
Safeguarding the confidentiality of records.

Detecting and investigating alleged violations, and addressing fraudulent practices and
abuses of the program.

Receiving and expending funds for the program.

. Submitting a state plan for Medicaid in accordance with state and federal regulations.

Preparing and distributing required reports to the state and federal government.
Defining and determining the scope, duration, and amount of Medicaid coverage.

Cooperating and contracting with other state agencies for the purpose of administrating the
Medicaid program.

Bringing suit in its own name.

Recovering incorrect beneficiary or provider payments including recovery of beneficiary or
provider state tax refunds of beneficiaries or providers.

. Establishing and providing methods of administration for the operation of the Medicaid

program.

Contracting with the federal government to provide Medicaid coverage for certain refugees.



P. Entering into an agreement with the federal health insurance marketplace as necessary to
fulfill the requirements of federal healthcare laws relating to insurance affordability programs
that include Medicaid, CHIP and subsidies for insurance coverage through a federal
marketplace, effective January, 2014.

Source: 42 C.F.R. 8§ 435.1200; Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020; Revised eff. 09/01/2014.

Rule 2.2: Duties of the Department of Child Protection Services (CPS)

A. The duties of the Child Protection Services (CPS) with regard to Medicaid include, but are
not limited to:

1. Providing the opportunity for persons to apply for Medicaid benefits through all foster
care and refugee programs.

2. Determining eligibility for foster children and adoption assistance-related Medicaid
applicants, certifying eligible children, and notifying the appropriate individuals of
eligibility decisions certified by CPS

3. Renewing foster care and adoption assistance Medicaid eligibility at required intervals.

4. Providing the opportunity for filing appeals.

5. ldentifying and reporting third-party resources for foster care and adoption assistance
beneficiaries to the Division of Medicaid.

Source: Miss. Code Ann. 8§88 43-13-115, 43-26-1. .

History: Revised eff. 08/01/2020.

Chapter 3: Rights of Applicants and Recipients

Rule 3.1: Opportunity to Apply

Any individual, who requests assistance, including those who are clearly ineligible, must be
allowed to apply without delay. The Division of Medicaid must make a reasonable effort to
assist the applicant in establishing eligibility.

Source: 42 C.F.R. §8435.906, 435.908 (Rev. .

History: Revised eff. 08/01/2020.

Rule 3.2: Civil Rights and Non-Discrimination.



The Division of Medicaid complies with all state and federal policies which prohibit
discrimination on the basis of race, age, sex, national origin, handicap or disability as defined
through the Americans with Disabilities Act of 1990, the Rehabilitation Act of 1973 and the
Civil Rights Act of 1964. All complaints of discrimination will be investigated in accordance
with state and federal laws and regulations.

Source: 42 C.F.R. §435.901.

History: Revised eff. 08/01/2020.

Rule 3.3: Access to Information

A. The beneficiary or their authorized representative may have access to information in the
eligibility case record to either review the file or request copies of information from the file,
in certain situations and under specified conditions as required by the Health Insurance
Portability and Accountability Act (HIPAA) of 1996. The privacy restrictions for protected
health information (PHI) under HIPAA are specific regarding the disclosure of information
to and on behalf of a Medicaid beneficiary. Privacy policies and procedures for all
disclosures and the authorization forms required prior to the release of case record
information are located in the HIPAA Privacy Policies Manual and the HIPAA Privacy
Procedures Manual.

B. The HIPAA Privacy Procedures Manual outlines requirements for the release of information,
with or without consent of the beneficiary, and the type and amount of information that is
allowed to be released to or for:

1.

2.

8.

9.

A Medicaid beneficiary.

A Personal Representative of a beneficiary as defined by HIPAA.
A legal representative of a beneficiary.

A parent or guardian of a minor child.

Law enforcement agencies or officials.

Public authorities.

A judicial or administrative hearing.

Federal or state agencies.

Audits or compliance reviews.

10. Legislators or elected officials.



11.Providers and their contractors.
Source: 45 C.F.R. Parts 160,164; Miss. Code Ann. 8§88 43-12-17, 43-13-121.
History: Revised eff. 08/01/2020.
Rule 3.4: Confidentiality of Information
All individuals have the right to a confidential relationship with the Division of Medicaid. All
information maintained about current and former beneficiaries beneficiariesbeneficiariesand
current and denied applicants is confidential and must be safeguarded. The Division of Medicaid
adheres to state laws and federal regulations regarding the protection of the confidentiality of
information about applicants andbeneficiaries. Protected information may only be disclosed
without the individual’s authorization in accordance with the Health Insurance Portability and
Accountability Act (HIPAA) of 1996.

Source: 42 C.F.R. § 431. 300 et seq.; 45 C.F.R. Parts 160, 164.Miss. Code Ann. 8§ 43-13-117,
43-13-121 .

History: Revised eff. 08/01/2020.

Rule 3.5: Protected Health Information

A. Protected Health Information (PHI) is information created or received by the Division of
Medicaid that identifies an individual or for which there is a reasonable basis to believe an
individual can be identified, is transmitted or maintained by electronic media or in any other
form, with the exception of any such records held by the Division of Medicaid in its role as
an employer or regarding a person who has been deceased for more than 50 years, and relates
to the following:
1. The past, present, or future physical or mental health or condition of an individual,
2. The provision of health care to an individual, or

3. The past, present, or future payment for the provision of health care to an individual,

B. Protected Health Information (PHI) consists of eligibility/financial and/or medical
information and includes, but is not limited to, the following information:

1. Eligibility information:
a) Name and address of applicants and beneficiaries,

b) Social and economic conditions or circumstances,



c) Evaluation of personal information such as financial status, citizenship, residence,
age and other demographic characteristics,

d) Information received in connection with the identification of legally liable third-party
resources,

e) Information received for verifying income eligibility and benefit level and

f) Income information verifying income eligibility and benefit level received from the
Social Security Administration, the Veteran’s Administration, State Retirement
Board, or Medicare. Information provided by these agencies must be safeguarded
according to the requirements of the agency that furnished the data.

2. Medical information:

a) Medical data, including diagnosis and past history of disease or disability,

b) Medical services provided,

c) Medical status, psychobehavioral status, and functional ability,

d) Results of laboratory tests, and

e) Medication records.

Source: 42 C.F.R. 88 160.103, 435.901, Miss. Code Ann.§ 43-13-121.

History: Revised eff. 08/01/2020.

Rule 3.6: Release of Program Information

The Division of Medicaid releases program information for the purposes of informing the public

and conducting necessary business in accordance with all applicable privacy laws. The release

of such information includes, but is not limited to:

A. The annual report of the Division of Medicaid, published pursuant to state law, containing
the total number of beneficiaries, the total amount paid for medical assistance and care, the
total number of applications, the total number of applications approved and denied, and
similar data.

B. Pamphlets, brochures and other documents prepared for distribution to the public.

C. Information exchanged with other state or federal agencies pursuant to a contract or written
agreement.

Source: Miss. Code Ann. § 43-13-121.



History: Revised eff. 08/01/2020.

Rule 3.7: Safeguarding Confidential Information

A

Privacy laws protect electronic records, paper records and oral communication. Employees of
the Division of Medicaid are responsible for safeguarding the confidentiality of applicant and
beneficiary information in all forms to prevent unauthorized disclosure.

Failure to abide by the policies and procedures regarding confidentiality of applicant and
beneficiary information, either intentionally or unintentionally, can result in disciplinary
action. In addition, any violation of privacy and security policies and procedures may be
referred to state and/or federal agencies for prosecution.

Source: 42 C.F.R. §435.901; 45 C.F.R. Parts 160, 164. .

History: Revised eff. 08/01/2020.

Rule 3.8: Privacy and Security Training

A

The Division of Medicaid ensures that all workforce members receive training regarding the
privacy and security requirements of applicable state and federal laws, as well as the privacy
and security policies and procedures of the the Division. In addition, all workforce members
are trained how to identify, report, and prevent potential privacy and security incidents.

. Privacy and security training is ongoing throughout an employe’s tenure with the Division of

Medicaid and includes, but is not limited to, training in relevant Health Insurance Portability
and Accountability Act of 1996 (HIPAA) mandates and periodic security reminders.

Source: 45 C.F.R Parts 160, 164.

History: Revised eff. 08/01/2020.

Chapter 4: Right to Appeal and Fair Hearing [Refer to Part 300]

Chapter 5: The Hearing Process [Refer to Part 300]

Chapter 6: Improper Payments [Refer to Part 305]

Chapter 7: Quality Control [Refer to Part 305]

Chapter 8: Coverage of the Categorically Needy in Mississippi [Refer to Part 101]

Chapter 9: Administrative Rules

Rule 9.1: Public Notice



The Division of Medicaid provides public notice of any:

A

F.

G.

Significant proposed change in methods and standards for setting payment rates for State
Plan services, except when a change is:

1. Being made to conform to Medicare methods or levels of reimbursement,

2. Required by a court order, or

3. Based on changes in wholesalers’ or manufactures’ prices of drugs or materials, if the
Division of Medicaid's reimbursement system is based on material cost plus a
professional fee.

Significant proposed change in methods and standards for setting payment rates and an

opportunity for public input on substantive changes to services and operations of a 1915

Waiver.

Submission of an application or extension of an 1115 Demonstration Waiver.

Proposed change to eligibility or benefits for the Children's Health Insurance Program
(CHIP).

Proposed significant modifications to existing premiums or cost sharing, including any
change in the consequences for non-payment.

Requests for bids or proposals as required by state law.

Proposed changes to the MississippiCAN program.

Source: 42 CFR 88 431.400, 431.404, 431.408, 438.50, 438.202, 441.301, 441.304, 447.57,

447.205, 447.253, 457.65; Miss. Code Ann. 8§88 25-9-120, 31-7-13, 43-13-121.

History: New Rule eff. 07/01/2015.

Rule 9.2: Public Records

A

The Division of Medicaid defines "public records” as all books, records, papers, accounts,
letters, maps, photographs, films, cards, tapes, recordings or reproductions thereof, and any
other documentary materials, regardless of physical form or characteristics, having been
used, being in use, or prepared, possessed or retained for use in the conduct, transaction or
performance of any business, transaction, work, duty or function of the Division of Medicaid
or required to be maintained by the Division of Medicaid.

The Division of Medicaid allows any person the right to inspect, copy, mechanically
reproduce or obtain a reproduction of any public record of the Division of Medicaid, unless



the record is exempt from public inspection as specified by federal and/or state law, during
the Division of Medicaid's normal business hours, Monday through Friday, 8:00 a.m. to 5:00
p.m., excluding legal holidays.

1.

Public records must be inspected or reproduced at the central or regional office(s) of the
Division of Medicaid, depending on the type of public records requested.

The Division of Medicaid may have a staff member observe the inspection or
reproduction of public records by the requestor.

The Division of Medicaid will provide reasonable space for the inspection and/or
reproduction of public records.

Requested public records and/or information will be provided by a Division of Medicaid
staff member.

Public records subject to inspection and/or reproduction may not be destroyed, altered,
marked upon, or disassembled in any manner by the requestor.

The time, place and manner of inspection and/or reproduction of public records cannot
interfere with other essential duties or unreasonably disrupt operations of the Division of
Medicaid.

The time, place and manner of inspection and/or reproduction of public records must be
mutually agreed upon by the Division of Medicaid and the requestor.

The requestor must claim or review the assembled records within thirty (30) days of the

Division of Medicaid's notification to him or her that the records are available for inspection
or reproduction.

1.

The Division of Medicaid will notify the requestor in writing of this requirement and
inform the requestor that he or she should contact the Division of Medicaid to make
arrangements to claim or review the records.

If the requestor or a representative of the requestor fails to claim or review the records
within the thirty (30) day period or make other arrangements, the Division of Medicaid
may close the request and refile the assembled records.

D. Any person requesting to inspect, copy, mechanically reproduce or obtain a reproduction of
public records of the Division of Medicaid must make the request in writing by email, fax or
letter addressed to the Division of Medicaid's public records officer and must include the
following information:

1.

2.

Name of requestor,

Address of requestor,

10



5.

Other requestor contact information, including telephone number and an email address,
Identification of the requested public records, by individual item or by category with
reasonable particularity, so that the public records officer or designee can locate the
public records, and

Date of request.

E. Within seven (7) business days of receipt of the request, the public records officer will:

1.

2.

3.

4.

Make the public records available for inspection and/or reproduction,
Deliver requested copies to the requestor if terms of payment are agreed upon,
Request clarification from the requestor via telephone, letter or email, or

Deny the request and give the specific exemption or other authority and/or provide a brief
explanation.

F. If the Division of Medicaid cannot produce the requested public records within seven (7)
business days of the request, the public records officer will:

1.

2.

Provide the requestor with notification specifying the reason why the requested public
records cannot be produced within seven (7) business days, and

Obtain a mutually agreed upon delivery date for the public records to be released.

The Division of Medicaid may charge for the processing, retrieval/searching, reviewing and

duplicating of information and/or public records not readily available, unless the information
and/or public records are requested by a federal agency, institution of higher learning, or a
Medicaid beneficiary, as follows:

1.

The actual cost of searching for, reviewing and redacting exempt information from public
records, which is based on the hourly rate of compensation for the lowest paid agency
employee qualified to perform the tasks multiplied by the actual time to complete the task
according to the Division of Medicaid's fee schedule,

The cost of any associated computer run time or database processing time related to the
retrieval of data according to the Division of Medicaid's fee schedule,

The cost of electronic copies of public records being placed on a data storage device.
There is no charge for e-mailing electronic public records to a requestor, unless another
cost applies such as a scanning fee or system costs according to the Division of
Medicaid's fee schedule,

11



4. Fifty Cents ($0.50) per page for standard black and white and/or color copies of any
public record made on a Division of Medicaid copier, and

5. The actual cost of mailing, including the cost of the shipping container.

. The Division of Medicaid requires payment, by check or money order, to the Division of

Medicaid in the amount of the estimated cost of processing or retrieval of public records
and/or information prior to the completion of the request.

Source: Miss. Code Ann. 88 25-61-1, et seq., 43-13-121.

History: New Rule eff. 07/01/2015.

Rule 9.3: Declaratory Opinions

A

This rule sets forth the Mississippi Division of Medicaid’s rules governing the form, content,
and filing of requests for declaratory opinions, the procedural rights of persons in relation to
the written requests, and the Mississippi Division of Medicaid’s procedures regarding the
disposition of requests as required by Miss. Code Ann. § 25-43-2.103.

The Mississippi Division of Medicaid will issue declaratory opinions regarding the
applicability to specified facts of:

1. A statute administered or enforceable by the Mississippi Division of Medicaid,
2. A rule promulgated by the Mississippi Division of Medicaid; or
3. An order issued by the Mississippi Division of Medicaid.

A request must be limited to a single transaction or occurrence.

. When a person with substantial interest, as required by Miss. Code Ann. § 25-43-2.103,

requests a declaratory opinion, the requestor must submit a printed, typewritten, or legibly
handwritten request.

1. Each request must be submitted on 8-1/2” x 11 white paper.

2. The request may be in the form of a letter addressed to the Executive Director of the
Mississippi Division of Medicaid or in the form of a pleading as if filed with a court.

3. Each request must include the full name, telephone numbers, and mailing address of the
requestor(s).

4. All requests shall be signed by the person filing the request, unless represented by an
attorney, in which case the attorney may sign the request.

12



5. Each request must clearly state that it is a request for a declaratory opinion.

E. Any party who signs the request shall attest that the request complies with the requirements
set forth in these rules, including but not limited to a full, complete, and accurate statement of
relevant facts and that there are no related proceedings pending before any agency,
administrative, or judicial tribunal.

F. Each request must contain the following:

1. A clear identification of the statute, rule, or order at issue;

2. The question for the declaratory opinion;

3. Acclear and concise statement of all facts relevant to the question presented;

4. The identity of all other known persons involved in or impacted by the facts giving rise to
the request including their relationship to the facts, and their name, mailing address, and

telephone number; and

5. A statement sufficient to show that the requestor has a substantial interest in the subject
matter of the request.

G. The Mississippi Division of Medicaid may, for good cause, refuse to issue a declaratory
opinion. The circumstances in which declaratory opinions will not be issued include, but are
not necessarily limited to the following:

1. The matter is outside the primary jurisdiction of the Mississippi Division of Medicaid;

2. There is a lack of clarity concerning the question presented,;

3. There is pending or anticipated litigation, administrative action or anticipated
administrative action, or other adjudication which may either answer the question

presented by the request or otherwise make an answer unnecessary;

4. The statute, rule, or order on which a declaratory opinion is sought is clear and not in
need of interpretation to answer the question presented by the request;

5. The facts presented in the request are not sufficient to answer the question presented,;

6. The request fails to contain information required by these rules or the requestor failed to
follow the procedure set forth in these rules;

7. The request seeks to resolve issues which have become moot or are abstract or

hypothetical such that the requestor is not substantially affected by the rule, statute, or
order on which a declaratory opinion is sought;

13



10.

11.

12.

13.

14.

15.

16.

17.

18.

No controversy exists or is certain to arise which raises a question concerning the
application of the statute, rule, or order;

The question presented by the request concerns the legal validity of a statute, rule, or
order;

The request is not based upon facts calculated to aid in the planning of future conduct,
but is, instead, based on past conduct in an effort to establish the effect of that conduct;

No clear answer is determinable;

The question presented by the request involves the application of a criminal statute or sets
forth facts which may constitute a crime;

The answer to the question presented would require the disclosure of information which
is privileged or otherwise protected by law from disclosure;

The question is currently the subject of an Attorney General’s opinion request;
The question has been answered by an Attorney General’s opinion;

One or more requestors have standing to seek an Attorney General’s opinion on the
proffered question;

A similar request is pending before this agency, or any other agency, or a proceeding is
pending on the same subject matter before any agency, administrative or judicial tribunal,
or where such an opinion would constitute the unauthorized practice of law; or

The question involves eligibility for a license, permit, certificate, or other approval by the
Mississippi Division of Medicaid or some other agency and there is a statutory or
regulatory application process by which eligibility for said license, permit, or certificate
or other approval may be determined.

. Within forty-five (45) days after the receipt of a request for a declaratory opinion which
complies with the requirements of these rules, the Mississippi Division of Medicaid shall, in
writing:

1.

Issue an opinion declaring the applicability of the statute, rule, or order to the specified
circumstances;

Agree to issue a declaratory opinion by a specified time but no later than ninety (90) days
after receipt of the written request; or

Decline to issue a declaratory opinion, stating the reasons for its action.

14



4. The forty-five (45) day period shall begin on the first business day after which the request
is received by the Mississippi Division of Medicaid.

I. Declaratory opinions and requests for declaratory opinions shall be available for public
inspection and copying at the expense of the viewer during normal business hours. All
declaratory opinion and requests shall be indexed by name, subject, and date of issue.
Declaratory opinions and requests which contain information which is confidential or exempt
from disclosure under the Mississippi Public Records Act or other laws shall be exempt from
this requirement and shall remain confidential.

Source: Miss. Code Ann. 8§ 25-43-2.103; 43-13-121.
History: New eff. 09/01/2014.
Rule 9.4: Oral Proceedings

A. This rule applies to all oral proceedings held for the purpose of providing the public with an
opportunity to make oral presentations or written input on proposed new rules, amendments
to rules, and proposed repeal of existing rules before the Mississippi Division of Medicaid
pursuant to the Administrative Procedures Act, specifically Miss. Code Ann. § 25-43-3.104.

B. When a political subdivision, an agency, or ten (10) persons request an oral proceeding in
regards to a proposed rule adoption, the requestor must submit a printed, typewritten, or
legibly handwritten request.

1. Each request must be submitted on 8-1/2” x 11” white paper.

2. The request may be in the form of a letter addressed to the Executive Director of the
Mississippi Division of Medicaid or in the form of a pleading as if filed with a court.

3. Each request must include the full name, telephone numbers, and mailing address of the
requestor(s).

4. All requests shall be signed by the person filing the request, unless represented by an
attorney, in which case the attorney may sign the request.

C. Notice of the date, time, and place of all oral proceedings shall be filed with the Secretary of
State’s Office for publication in the Administrative Bulletin. The agency providing the notice
shall provide notice of oral proceedings to all persons requesting notification of proposed
rule adoptions. The oral proceedings will be scheduled no earlier than twenty (20) days from
the filing of the notice with the Secretary of State. The Executive Director of the Mississippi
Division of Medicaid or designee who is familiar with the substance of the proposed rule
shall preside at the oral proceeding on a proposed rule.

D. Public participation shall be permitted at oral proceedings, as follows:

15



. At an oral proceeding on a proposed rule, persons may make statements and present

documentary and physical submissions concerning the proposed rule.

Persons wishing to make oral presentations at such a proceeding shall notify the
Executive Director of the Mississippi Division of Medicaid at least three (3) business
days prior to the proceeding and indicate the general subject of their presentations. The
presiding officer in his or her discretion may allow individuals to participate that have not
contacted the Mississippi Division of Medicaid prior to the proceeding.

. At the proceeding, those who participate shall indicate their names and addresses,

identify any persons or organizations they may represent, and provide any other
information relating to their participation deemed appropriate by the presiding officer.

. The presiding officer may place time limitations on individual presentations when

necessary to assure the orderly and expeditious conduct of the oral proceeding. To
encourage joint presentations and to avoid repetition, additional time may be provided for
persons whose presentations represent the views of other individuals as well as their own
views.

Persons making presentations are encouraged to avoid restating matters that have already
been submitted in writing. Written materials may be submitted at the oral proceeding.

. Where time permits and to facilitate the exchange of information, the presiding officer

may open the floor to questions or general discussion. The presiding officer may question
participants and permit the questioning of participants by other participants about any
matter relating to that rule-making proceeding, including any prior written submissions
made by those participants in that proceeding. No participant shall be required to answer
any question.

Physical and documentary submissions presented by participants in an oral proceeding shall
be submitted to the presiding officer. Such submissions become the property of the
Mississippi Division of Medicaid, part of the rulemaking record, and are subject to the
Mississippi Division of Medicaid’s public records request procedure. The MissisSippi
Division of Medicaid may record oral proceedings by stenographic or electronic means.

Source: Miss. Code Ann. 8§ 25-43-2.103; 43-13-121.

History: New eff. 09/01/2014.

Rule 9.5: Public Hearings

A

This rule applies to all public hearings held for the purpose of providing the public with an
opportunity for input on the Division of Medicaid's submissions to the Centers for Medicare
and Medicaid Services (CMS).

The date, time, and place of a public hearing will be published as part of a public notice.
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C. Public hearings held by the Division of Medicaid will allow for a reasonable time for the
public to provide input.

D. The presiding officer may place time limitations on individual presentations when necessary
to assure the orderly and expeditious administration of the public hearing.

E. The Division of Medicaid is not required to respond to public comments or questions during
a public hearing.

F. Physical and documentary submissions presented by participants of a public hearing are to be
submitted to the presiding officer and become property of the Division of Medicaid, subject
to the public records request procedure.

G. The Division of Medicaid may record public hearings by stenographic or electronic means.

Source: 42 CFR § 447.205; Miss. Code Ann. § 43-13-121.

History: New Rule eff. 07/01/2015.
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Title 23: Division of Medicaid

Part 101: Coverage Groups and Processing Applications and Reviews Redetermination
Processes

Part 101 Chapter 1: Coverage of the Categorically Needy in Mississippi [Revised and moved
from Miss. Admin. Code Part 100, Chapter 8]

Rule 1.1: Certification Responsibilities

Medicaid eligibility is certified or authorized by the following entities:

A. The Social Security Administration (SSA),

B. The Mississippi Department of Child Protection Services (DCPS),

C. The Mississippi Division of Medicaid, and

D. Qualified Hospitals that certify Hospital Presumptive Eligibility (HPE).
Source: 42 C.F.R. § 435.1110; Miss. Code Ann. § 43-13-115.

History: New Rule eff. 04/01/2018.

Rule 1.2: Coverage of Mandatory and Optional Categorically Needy Individuals

A. The Division of Medicaid covers the following categorically needy individuals as mandated by
federal law listed in Miss. Admin. Code Part 101, Rules 1.2 - 1.11.

B. The Division of Medicaid covers the following optional categorically needy groups as
authorized by state law listed in Miss. Admin. Code Part 101, Rules 1.12 - 1.18.

Source: 42 C.F.R. § 435.2; Miss. Code Ann. § 43-13-115.
History: Revised and moved from Miss. Admin. Code Part 100, Rule: 8.1 eff. 04/01/2018.

Rule 1.3: Modified Adjusted Gross Income (MAGI) Related Coverage and Aged, Blind and
Disabled (ABD) Coverage

A. Coverage for children, pregnant women, parents and caretaker relatives are referred to as
MAGI-related coverage due to the application of Modified Adjusted Gross Income or MAGI
standards to these groups.

1. Income standards for MAGI-related coverage are referred to as MAGI-equivalent
standards.

2. Effective January 1, 2014, the Affordable Care Act (ACA) required that net income
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B.

thresholds in effect prior to the ACA be converted to equivalent MAGI levels to account for
income disregards eliminated by the ACA.

Coverage of the aged, blind and disabled are referred to as ABD coverage.

1. ABD policy is based on the most closely related cash assistance program, which is the
Supplemental Security Income (SSI) program.

2. The ABD program area uses SSI policy rules except:

a) In categories that have been allowed to use more liberal methodologies through State
Plan approval, and

b) When changes in federal Medicaid regulations take precedence over SSI policy.

Source: 42 C.F.R. § 435.603.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.2 eff. 04/01/2018.

Rule 1.4: Mandatory Coverage of Parents and Other Caretaker Relatives

A.

Coverage is mandatory for parents and other caretaker relatives who have a dependent child or
children under the age of eighteen (18) living in the home whose household income is below
the applicable limit established by the state for coverage.

1. The limit established by the state is a modified adjusted gross income (MAGI) equivalent
standard based on household size.

2. The Division of Medicaid certifies eligibility for this group.

Extended Medicaid coverage for twelve (12) months is mandatory for a family whose
eligibility is based on family coverage if the family loses Medicaid coverage solely due to
increased income from employment or increased hours of employment provided the family
received Medicaid in any three (3) or more months during the six (6) month period prior to
becoming ineligible, as determined by the Division of Medicaid.

Extended Medicaid for a maximum of four (4) months is required if a new collection or
increased collection of child support, prior to January 2014, or spousal support under Title V-
D of the Social Security Act results in the termination of Medicaid for a family whose
eligibility is based on family coverage described above, as determined by the Division of
Medicaid. Effective January 1, 2014, child support no longer counts as income.

Source: 42 C.F.R. 8§ 435.110, 435.112, 435.115.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.3 eff. 04/01/2018.



Rule 1.5: Mandatory Coverage of Pregnant Women

A. Coverage is mandatory for pregnant woman whose household income is at or below the income
standard established by the state, not to exceed one hundred eighty-five percent (185%) of the
federal poverty level (FPL) converted to a modified adjusted gross income (MAGI) equivalent
standard. The Division of Medicaid certifies eligibility for this group.

The Division of Medicaid extends eligibility following termination of pregnancy to women
who applied for, and were eligible for, and received Medicaid services on the day that their
pregnancy ended.

1.

This period extends through the last day of the month in which the sixty (60) day post-
partum period ends.

Eligibility is met regardless of changes in the woman's financial circumstances that may
occur within this extended period.

Source: 42 C.F.R. 88 435.116, 435.170.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.4 eff. 04/01/2018.

Rule 1.6: Mandatory Coverage of Newborns

A.

Coverage is mandatory for infants born to Medicaid eligible mothers.

1.

2

The infant is deemed eligible for one (1) year from the date of birth.

Retroactive eligibility for coverage applies in instances where the labor and delivery
services were furnished prior to the date of Medicaid application provided the Medicaid
application is filed by the end of the third (3") month following the birth month of the
infant.

The Division of Medicaid is responsible for certifying eligibility for deemed eligible
newborns.

Coverage is mandatory for infants born to qualified or non-qualified alien mothers who qualify
for Medicaid on all factors other than alien status who receive Medicaid on the basis of
emergency medical services, provided an application for emergency services is timely filed
with the Division of Medicaid as defined in Miss. Admin. Code Part 101, Rule 1.6.A.2.

Source: 42 U.S.C. §1396a; 42 C.F.R. §435.117; Miss. Code Ann. § 43-13-121.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.5 eff. 04/01/2018.

Rule 1.7: Mandatory Coverage of Infants and Children under Age Nineteen (19)



D.

Coverage is mandatory for infants to age one (1) in households whose income is at or below
one hundred eighty-five percent (185%) of the federal poverty level (FPL) converted to a
modified adjusted gross income (MAGI)equivalent standard.

Coverage is mandatory for children age one (1) to age six (6) whose household income is at or
below one hundred thirty-three percent (133%) of the FPL converted to a MAGI-equivalent
standard.

Children age six (6) to age nineteen (19) are eligible for Medicaid if household income is at or
below one hundred thirty-three percent (133%) of the FPL. This limit is not converted to a
MAGI-equivalent standard since federal law specifies that one hundred thirty-three percent
(133%) is the maximum limit.

The Division of Medicaid certifies eligibility for these age-specific groups of children.

Source: 42 C.F.R. §435.118.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.6 eff. 04/01/2018.

Rule 1.8: Mandatory Coverage of Adoption Assistance and Foster Care Children

A.

Coverage is mandatory for children for whom adoption assistance or foster care maintenance
payments are made under Title IV-E of the Social Security Act, as determined by the
Mississippi Department of Child Protection Services (DCPS) who certifies eligibility for this
group of children

Coverage is mandatory for former foster care children who are under age twenty-six (26) if the
child was in foster care and enrolled in Medicaid upon reaching age eighteen (18) or prior to
age twenty-one (21) when released from foster care. Continued Medicaid coverage is certified
by the Division of Medicaid in coordination with DCPS.

Source: 42 USC § 1396a; 42 C.F.R § 435.145.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.7 eff. 04/01/2018.

Rule 1.9: Mandatory Coverage of the Aged, Blind and Disabled (ABD)

A.

Coverage is mandatory for individuals receiving Supplemental Security Income (SSI) in
Mississippi.
1. This includes individuals:
a) Receiving Supplemental Security Income (SSI) pending a final determination of
blindness or disability, those receiving SSI under an agreement to dispose of resources

that exceed the SSI resource limit, and those receiving benefits under section 1619(a) or
considered to be receiving SSI under 1619(b) of the Social Security Act.



B.

b) Who would be eligible for SSI except for an eligibility requirement used in the SSI
program that is specifically prohibited under Title XIX.

2. Eligibility for SSI is determined by the Social Security Administration (SSA).

3. No separate application for Medicaid is required unless the individual needs to apply for
retroactive Medicaid for up to three (3) months prior to the month of the SSI application, in
which case the individual must apply with the Division of Medicaid for the retroactive
period of eligibility.

Individuals who become ineligible for SSI cash assistance as a result of a cost-of-living
increase in Title Il benefits received after April, 1977, are granted Medicaid coverage if the sole
reason for the loss of SSI was an increase in retirement, survivors, disability insurance (RSDI)
benefits received by the individual and/or his or her financially responsible spouse. The
Division of Medicaid certifies eligibility for this group.

Coverage is mandatory for certain disabled widows and widowers and certain disabled adult
children who would be eligible for SSI except for receipt of Title Il benefits. Specified
conditions apply in order to have Medicaid coverage continued as a former SSI cash assistance
recipient under these protected groups, as determined by the Division of Medicaid.

Source: 42 C.F.R. 8§ 435.120-122, 435.130-138.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.8 eff. 04/01/2018.

Rule 1.10: Mandatory Coverage of Certain Medicare Cost-Sharing Groups

The Division of Medicaid covers the following Medicare cost-sharing groups.

A.

Qualified Medicare Beneficiaries (QMB) must be entitled to Medicare Part A and have income
that does not exceed one hundred percent (100%) of the federal poverty level (FPL). Medical
assistance is limited to payment of Medicare cost-sharing expenses that includes premiums, co-
insurance and deductible charges.

Specified Low-Income Medicare Beneficiaries (SLMB) must be entitled to Medicare Part A
and have income that exceeds one hundred percent (100%) of the FPL but does not exceed one
hundred twenty percent (120%) of the FPL. Medical assistance for this group is limited to
payment of Medicare Part B premiums.

Qualifying Individuals (QI) must be entitled to Medicare Part A and have income that exceeds
one hundred twenty percent (120%) of the federal poverty level but does not exceed one
hundred thirty-five percent (135%) of the FPL.

1. Medical assistance for this group is limited to payment of Medicare Part B premiums under
a federal allotment of funds.

2. Eligibility for coverage as a QI is dependent on the availability of federal funds.
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F.

. Payment of the Medicare Part D pharmacy plan premium is applicable to the Medicare cost-

sharing groups of QMB, SLMB and QI provided the beneficiary enrolls in a benchmark
pharmacy plan. Benchmark or zero dollars ($0) premium plans are subject to change each
calendar year based on plans that choose to participate within the state of Mississippi.

Qualified Disabled and Working Individuals must be entitled to Medicare Part A and have
income that does not exceed two hundred percent (200%) of the FPL whose return to work
results in the loss of coverage for Medicare. Medical assistance is limited to payment of the
Part A premium,

The Division of Medicaid certifies eligibility for all of the Medicare cost-sharing groups.

Source: 42 U.S.C. §§ 13964, 1396d, 1395w-114.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.9 eff. 04/01/2018.

Rule 1.11: Mandatory Coverage of Certain Aliens for Emergency Services

A.

B.

Coverage is limited to emergency services, including labor and delivery services, for aliens
who are in need of treatment of an emergency medical condition who meet all eligibility
requirements for Medicaid coverage except for their alien status.

1. Coverage is limited to treatment of the emergency condition only.

2. Transplant services are prohibited.

The Division of Medicaid certifies Medicaid coverage for emergency services.

Source: 42 C.F.R. §435.139.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.10 eff. 04/01/2018.

Rule 1.12: Mandatory Presumptive Eligibility Determined by Qualified Hospitals

A.

Qualified hospitals are allowed to determine presumptive eligibility for individuals eligible for
Medicaid in certain Medicaid coverage groups, referred to as Hospital Presumptive Eligibility
(HPE).

1. Qualified hospitals are to immediately enroll patients in Medicaid who are determined
eligible for Medicaid by authorized hospital staff.

2. HPE provides temporary Medicaid eligibility but also allows access to continuing Medicaid
coverage provided the HPE decision includes filing a full Medicaid application.



Medicaid populations eligible for HPE decisions include children up to age nineteen (19),
pregnant women, low income parents or caretaker relative(s), former foster children and certain
women with breast or cervical cancer.

The Division of Medicaid is responsible for HPE Medicaid in conjunction with qualified
hospitals that certify HPE eligibility.

Source: 42 C.F.R. § 435.1110.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.11 eff. 04/01/2018.

Rule 1.13: Optional Coverage of Children Elected to be Covered by Mississippi

A

Children under age twenty-one (21) who are in foster homes or private institutions and the
Mississippi Department of Child Protection Services (DCPS) assumes full or partial financial
responsibility are certified for Medicaid coverage by DCPS if the child’s income is within state
established standards, converted to a modified adjusted gross income (MAGI)equivalent
standard. Children under age twenty-one (21) in adoptions subsidized in full or part by DCPS
and children in adoption assistance who cannot be placed for adoption without medical
assistance due to special needs of the child are eligible for Medicaid regardless of the child’s
income, as determined by DCPS.

Independent foster care adolescents who are in foster care under the responsibility of DCPS on
their eighteenth (18th) birthday have Medicaid coverage continued until age twenty-one (21)
without regard to any change in circumstances such as income or resources.

1. As required by the Affordable Care Act (ACA), former foster children receive Medicaid
coverage on a mandatory basis to age twenty-six (26); however, the optional coverage of
former foster children to age twenty-one (21) was in place prior to the ACA.

2. The Division of Medicaid, in coordination with DCPS, certifies Medicaid coverage for this
group.

Uninsured children under age nineteen (19) whose household income is at or below two
hundred percent (200%) of the federal poverty level (FPL) converted to a MAGI-equivalent
standard are covered by the Children’s Health Insurance Program (CHIP), which is a separate
health plan. Covered children include:

1. Infants to age one (1) whose household income exceeds the MAGI-equivalent standards of
one hundred eighty-five percent (185%) but does not exceed two hundred percent (200%)
of the federal poverty level,

2. Children age one (1) to age six (6) whose household income exceeds the MAGI-equivalent
standards of one hundred thirty-three percent (133%) but does not exceed two hundred
percent (200%) of the FPL, and

3. Children age six (6) to age nineteen (19) whose household income exceeds one hundred
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D.

thirty-three percent (133%) of the FPL but does not exceed the MAGI-equivalent standard
of two hundred percent (200%).

The Division of Medicaid certifies eligibility for CHIP.

Source: 42 U.S.C. §1396a; 42 C.F.R. § 435.201; Miss. Code Ann. § 41-86-15.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.12 eff. 04/01/2018.

Rule 1.14: Optional Coverage of the Aged, Blind and Disabled (ABD) Considered to be in an
Institution Elected to be Covered by Mississippi

A.

Individuals who would be eligible for cash assistance if not institutionalized may qualify for
Medicaid. The individual must be in a Title XIX nursing facility or hospital and meet income,
resource and other non-financial factors of eligibility, as determined by the Division of
Medicaid.

Individuals in institutions who are eligible under a special income test may qualify for
Medicaid. The individual must be in a Title XIX nursing facility or hospital and meet income,
resource and other non-financial factors of eligibility, as determined by the Division of
Medicaid.

Individuals receiving home and community-based services who would be Medicaid eligible if
institutionalized and who are eligible under an approved waiver and receive waiver services
may qualify for Medicaid. The individual must meet income, resource and other non-financial
factors of eligibility, as determined by the Division of Medicaid.

Certain disabled children age eighteen (18) or under who are living at home, who would be
eligible for Medicaid if in a medical institution and for whom the Division of Medicaid has
made a determination as required under section 1902(e)(3)(B) of the Social Security Act may
qualify for Medicaid. The cost-effectiveness of care at home compared to care provided in a
medical institution must be considered.

Source: 42 U.S.C. § 13964a; 42 C.F.R. 8§ 435.211, 435.217, 435.236.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.13 eff. 04/01/2018.

Rule 1.15: Optional Coverage of the Aged, Blind and Disabled (ABD) Living At-Home Elected to
be Covered by Mississippi

A. Disabled individuals who work in excess of an established number of hours each month whose

net family earned income is at or below two hundred fifty percent (250%) of the federal
poverty level (FPL) and whose unearned income is at or below one hundred thirty five percent
(135%) of the FPL are eligible for Medicaid.

1. Resource limits and other non-financial factors of eligibility are required.



2. Premiums are payable for households with countable earnings that exceed one hundred fifty
percent (150%) of the FPL.

3. The Division of Medicaid certifies eligibility and premiums payable for this group.

B. Women who have been screened for breast or cervical cancer under the Centers for Disease
Control’s (CDC’s) National Breast and Cervical Cancer Early Detection Program (NBCCEDP)
established under Title XV of the Public Health Service Act in accordance with the
requirements of section 1504 of that Act and need treatment for breast or cervical cancer,
including a precancerous condition of the breast or cervix may qualify for Medicaid.

1. Coverage is limited to women who are otherwise uninsured and are not eligible for
Medicaid under any other mandatory coverage group and have not attained age sixty-five
(65).

2. The Mississippi State Department of Health (MSDH) is responsible for the screening,
diagnosis and financial eligibility decisions.

3. The Division of Medicaid is responsible for the non-financial eligibility decisions and for
certifying Medicaid eligibility during the course of the woman’s active treatment.

Source: 42 U.S.C. § 1396a.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.14 eff. 04/01/2018.

Rule 1.16: Optional Waiver Coverage of Non-Medicare Aged, Blind and Disabled Individuals

A. Section 1115 waiver coverage is granted to certain non-Medicare entitled individuals who are
aged, blind or disabled and have income at or below one hundred thirty-five percent (135%) of
the federal poverty level (FPL).

B. Coverage under the waiver is subject to an enroliment cap.

C. Resource limits and other factors of eligibility apply, as determined by the Division of
Medicaid.

Source: 42 U.S.C. § 1315; Healthier Mississippi Waiver.

History: Revised and moved from Miss. Admin. Code Part 100, Rule 8.15 eff. 04/01/2018.

Rule 1.17: Optional Waiver Coverage of Family Planning and Family Planning Related Services

A. Section 1115 waiver coverage provides family planning and family planning related services to
women of child bearing age who have family incomes at or below one hundred eighty-five

percent (185%) of the federal poverty level (FPL) converted to a modified adjusted gross
income (MAGI)equivalent standard who are not otherwise eligible for Medicare, Medicaid,



Children’s Health Insurance Program (CHIP) or other health insurance that includes coverage
of family planning services [Refer to Miss. Admin. Code Part 221].

Effective January 1, 2015, the family planning waiver includes the coverage of men.
All individuals qualifying for coverage of family planning and family planning related services

under the waiver must be within the age and income limits, as determined by the Division of
Medicaid.

Source: 42 U.S.C. § 1315; Family Planning Waiver.

H

istory: Revised and moved from Miss. Admin. Code Part 100, Rule 8.16 eff. 04/01/2018.

Rule 1.18: Optional Waiver Coverage of 1915 Home and Community-Based Service (HCBS)
Waivers

Section 1915 home and community-based services (HCBS) waiver coverage includes the
following:

A

B.

C

D

E.

. Elderly and Disabled Waiver [Refer to Part 208, Chapter 1],

Independent Living Waiver [Refer to Part 208, Chapter 2],

. Assisted Living Waiver [Refer to Part 208, Chapter 3],

. Traumatic Brain Injury/Spinal Cord Injury Waiver [Refer to Part 208, Chapter 4], and

Intellectual Disabilities/Developmental Disabilities Waiver [Refer to Part 208, Chapter 5],

Source: 42 U.S.C. § 1315; Miss. Code Ann. § 43-13-117.

H

istory: Revised and moved from Miss. Admin. Code Part 100, Rule 8.17 eff. 04/01/2018.

Part 101 Chapter 2: Introduction to Applications and Reviews

Rule 2.1: General Information.

A.

The application process consists of all activities completed during the timely processing period
from the time a signed application form is received by the agency until a notice of approval or
denial is mailed to the applicant.

An annual review or renewal of eligibility is a full review of all variable eligibility factors,
conducted at specific intervals not to exceed 12 months for each beneficiary, to determine
whether or not eligibility continues. Basic information that is not subject to change is not re-
verified.
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C. A special review is required to determine the impact a reported change has on eligibility during
areview.

D. A reinstatement reopens eligibility without requiring a new application or renewal form.
Eligibility may or may not be reopened back to the date of closure, depending on the
circumstances.

Source: 42 C.F.R. 88 435.902, 435.916.

History: Revised eff. 04/01/2018.

Part 101 Chapter 3: How to Apply

Rule 3.1: Applicants and Application Forms

A. An applicant is defined as someone:

1.

Whose signed application form has been received by the Division of Medicaid and is
requesting an eligibility determination,

Whose signed application has been received by another agency or entity authorized to make
Medicaid certifications, or

Who applies for coverage in Mississippi through the Federally Facilitated Marketplace
(FFM) and has their electronic application information transferred to the Division of
Medicaid via a process referred to as an Account Transfer (AT).

B. An application for Medicaid on behalf of a deceased individual must be filed before the end of
the third (3) month following the date of death in order for the Division of Medicaid to be able
to consider the month of death for coverage using the rules that apply for retroactive Medicaid.

C. A non-applicant is defined as an individual who is not requesting an eligibility decision for
himself or herself but is included in the applicant’s household to determine eligibility for the
applicant.

D. The Division of Medicaid uses two (2) types of application forms to determine eligibility:

1.

For modified adjusted gross income (MAGI) related purposes, the Mississippi Application
for Health Benefits is the single streamlined application form used to apply for Medicaid
and the Children’s Health Insurance Program (CHIP). Information from this form is also
used to refer individuals to the FFM for health coverage if ineligible for health coverage
through the Division of Medicaid.

For aged, blind and disabled (ABD) purposes, the Application for Mississippi Medicaid
Aged, Blind and Disabled Medicaid Programs is used.
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E.

The (MAGI) related and ABD applications forms may be a paper version, an electronic version
or an exact facsimile of the appropriate form.

Applications filed for Medicaid coverage through other agencies or entities have their own
Medicaid applications, such as Social Security Income (SSI) or hospital presumptive eligibility
(HPE).

The application form is a legal document completed by the applicant or representative that
signifies intent to apply and is:

1. The official agency document used to collect information necessary to determine Medicaid
eligibility,

2. The applicant’s formal declaration of financial and other circumstances at the time of
application,

3. The applicant’s certification that all information provided is true and correct, signed under
penalty of perjury, regardless of whether the application is completed and submitted
electronically, by telephone or in paper form.

4. Providing notice to the applicant of his rights and responsibilities, and

5. May be introduced as evidence in a court of law.

Source: 42 C.F.R. §435.4; Miss. Code Ann. § 43-13-121.

History: Revised eff. 04/01/2018.

Rule 3.2: Signature Requirements

A

An application form must be signed to be considered a valid application. The signature does
not have to be an original signature since applications are allowed to be submitted via means
other than on an original paper form; however, a valid signature by someone authorized to
apply for Medicaid or CHIP is required.

If an applicant is unable to write his/her name, the form may be signed with an “X” mark;
however, a witness signature is required. If an applicant is incompetent as adjudged by a court
or incapacitated due to a physical or mental condition someone must be named to officially
represent the applicant.

Unsigned applications or applications signed with an “X” mark that are not witnessed are not
valid and are returned to the applicant with an explanation of the signature requirements.

Applications that are signed but are incomplete are accepted as valid applications. The
Medicaid Specialist will work with the applicant to complete the information needed.
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E. Applications signed by an individual other than a person who is authorized to apply, as
specified in Miss. Admin. Code Part 101, Rule 3.4, are accepted as valid applications. The
Medicaid Specialist must assist the applicant or head of household to obtain an acceptable
signature on the submitted application form.

Source: 42 C.F.R. §435.4; Miss. Code Ann. § 43-13-121.

History: Revised eff. 04/01/2018.

Rule 3.3: Representatives Authorized to Act for an Applicant

A. An authorized representative is defined as a person or employee of an organization who is
acting responsibly for the applicant with his knowledge and written consent.

1.

The MAGI-related application form allows the head of household to designate an
authorized representative with no separate written authorization required except in cases
where the head of household has a legal representative who is required to act on his/her
behalf.

ABD applications require the use of a separate authorization form in order for an applicant
or recipient to appoint an authorized representative.

The authorized representative:

a) Has knowledge of the applicant’s circumstances and is usually a relative or close friend,
but may be a designee of an organization if the applicant or recipient permits.

b) Must be authorized in writing by the applicant to act on his/her behalf and files the
application in the name of the applicant.

¢) Can provide eligibility information and sign the application form and receive all
eligibility notices; however, the applicant or recipient has the right to limit the authority
of their authorized representative.

The appointment of an authorized representative does not prevent the Division of Medicaid

from communicating directly with the applicant or beneficiary as deemed appropriate.

When an organization or other individual assisted with the completion of an application and
their primary need is access to case record information rather than function as an authorized
representative, the “Authorization for the Use and Disclosure of Protected Health
Information” form must be completed.

B. A self-designated representative is defined as a person acting responsibly for an applicant or
beneficiary because the physical or mental condition of the applicant/ beneficiary is such that
he/she cannot authorize anyone to act for him/her nor can he/she act for himself/herself.

1.

Family members or non-relatives with knowledge of the applicant’s or beneficiary’s
circumstances are allowed to self-designate in writing with the use of the form designed for
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this purpose.

A representative of an organization or a provider cannot self-designate to represent an
applicant or beneficiary, except in cases where the self-designating individual is an owner,
operator or employee of a state-owned long-term care facility.

All other individuals representing an organization or provider must be legally appointed to
represent an individual for health care decisions, in which case the individual becomes the
legal representative of the applicant or beneficiary.

A self-designated representative must file an application or review form in the name of the
applicant/beneficiary with the self-designated representative providing required information
to determine or re-determine eligibility and sign all eligibility-related forms that are
required. The self-designated representative will receive all eligibility notices and letters.

C. A legal representative is defined as someone legally appointed to act on behalf of an applicant
or beneficiary.

1.

2.

The legal representative must complete the Legal Representative Form and provide
documentation of their legal authorization to act for the applicant or beneficiary, including,
but not limited to, one (1) of the following:

a) Power of Attorney document,

b) Legal guardianship decree,

c) Conservatorship decree,

d) Custody decree, or

e) Other type of court order.

All such documents must specify that the legally appointed individual has the right to make
health care decisions for the applicant or beneficiary.

If an applicant or beneficiary is deceased, proof that the individual is the executor or
administrator of the applicant’s or beneficiary’s estate is required if eligibility is needed in
the month of death and/or retroactive period.

The legally appointed representative must act on behalf of the applicant or beneficiary in all
matters with the Division of Medicaid without limitation.

Source: 42 C.F.R. § 435.4; Miss. Code. Ann. § 43-13-121.

History: Revised eff. 04/01/2018.
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Rule 3.4: Who Can File the Application
A. An application can be filed by one (1) of the following individuals, as applicable to the case:
1. Adult applicants,
2. Certain minor applicants including a:
a) Pregnant minor of any age requesting coverage solely due to pregnancy,
b) Married minor living with a spouse,
c) Minor living independently, or
d) Minor living with his/her parent(s) and applying only for the minor’s own children.
3. The parent who has primary physical custody of a minor child,
4. Either parent of a minor child when custody is equally divided between legal parents,

5. The caretaker relative with whom a dependent child is living who has primary
responsibility for the child’s care.

a) A caretaker relative is defined as a relative by blood, adoption or marriage with whom
the child is living who assumes primary responsibility for the child’s care.

b) A dependent child is defined as a child under age eighteen (18) and deprived of parental
support by reason of death, absence from the home, or physical or mental incapacity.

6. An authorized representative, a self-designated representative or a legal representative, as
defined in Miss. Admin. Code Part 101, Rule 3.3.

B. An application signed by anyone other than a person described in Miss. Admin. Code Part 101,
Rule 3.4 will be accepted, but will not be complete until a signature of a person authorized to
apply is obtained during the application process.

Source: 42 C.F.R. 8 435.907; Miss. Code Ann. § 43-13-121.
History: Revised eff. 04/01/2018.
Rule 3.5: Access and Accommodations in Applying

A. Access to a regional office or out-stationed site should not be a barrier for individuals wishing
to apply in person or request assistance with the application process. Each Division of Medicaid
regional office where Medicaid Specialists are located is accessible to handicapped persons. If
a site is not accessible, alternate accommodations will be made including assistance with an
alternate method of filing the application.
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B. Each application intake site and each telephone application is required to provide the following
accommodations:

1. A language line to secure the assistance of an interpreter capable of communicating in the
applicant’s language to assist in the application process and relate the services offered for
individuals with limited English proficiency who are unable to communicate effectively in
any language other than his native language.

a) This service is available free of charge and is available to applicants, beneficiaries and
those inquiring about coverage or services offered through the Division of Medicaid.

b) An applicant is not required to provide his/her own interpreter or rely on an
accompanying adult or minor child of the applicant to provide interpreter services
unless it is an emergency situation involving imminent threat of safety or welfare of the
applicant or beneficiary or person inquiring and no qualified interpreter is available.

c) If the applicant, beneficiary or individual inquiring about Medicaid eligibility requests
an accompanying adult to interpret and the accompanying adult agrees and reliance on
the accompanying adult is appropriate to the circumstances, the Division of Medicaid
may allow the adult to provide interpreter services.

2. Reading application forms in their entirety for blind applicants, assisting in completion of
the application forms, explaining various program requirements and services offered
through the Division of Medicaid and answering any questions.

3. Securing a person proficient in sign language for deaf applicants when needed or
communicating in writing to explain program requirements and services offered through the
Division of Medicaid and to answer questions.

4. Reading forms in their entirety for individuals who cannot read and/or write, assisting in
completion of the forms, explaining various program requirements and services offered
through the Division of Medicaid and answering any questions the applicant may ask.

Source: 42 C.F.R. 88 435.901, 435.907, 435.908.

History: Revised eff. 04/01/2018.

Rule 3.6: Reasonable Efforts to Assist

A. The Division of Medicaid provides assistance to any individual seeking help with the
application or renewal process in person, over the telephone, and on-line and includes, but is
not limited to, the following:

1. Completion of forms,

2. Securing a representative, if needed,

16



3.

Obtaining necessary information from third parties, and

4. Providing information to the applicant to assist in making informed decisions about

Medicaid eligibility.

B. The Division of Medicaid informs each applicant of the policies that will impact his or her
eligibility requirements, available Medicaid services and the rights and responsibilities of
applicants and beneficiaries electronically, orally and in paper formats.

Source: 42 C.F.R. 88 435.905, 435.908.

History: Revised eff. 04/01/2018.

Part 101 Chapter 4: Filing the Application

Rule 4.1: Right to Apply.

A

Individuals inquiring about program eligibility requirements are informed of their opportunity
to apply and informed about the various means of applying.

1.

2.

If a hardcopy application is requested, it will be provided or mailed, as applicable.

If another person or agency refers the name of an individual in need of medical assistance
to the regional office, the individual will be contacted, if possible, and the various means of
applying will be explained. Otherwise, an application will be mailed if an address is
available.

Individuals wishing to file an application are afforded the opportunity to do so without delay.

1.

When an individual inquires about making an application, an application form will be
provided and the person offered the opportunity to file that day.

The agency allows an individual or individuals of an applicant’s or beneficiary’s choice to
accompany and assist them is the application or redetermination process; however, in order
to officially represent the applicant or recipient, an individual must become an authorized,
self-designated or legal representative.

. The application of a clearly ineligible person wishing to file will be accepted and then denied.

An individual seeking assistance from other social service agencies may be required to obtain a
statement from the Division of Medicaid that he is not eligible for Medicaid in order to obtain
that agency’s services.

1.

If the individual indicates through questioning that none of the categorical requirements
would be met including, but not limited to, the individual is not aged, blind, disabled,
pregnant, under age nineteen (19) or part of a family with dependent children, the regional
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office may provide the individual with a form developed by the Division of Medicaid for
this purpose advising that he or she is not eligible based on the self-declared information.

2. This form is not an official denial and cannot be appealed.

3. If an official denial notice is required, an application must be filed and a decision rendered
after all eligibility factors have been examined according to rule.

4. If the individual appears categorically eligible, an application must be filed to obtain an
eligibility decision.

Source: 42 C.F.R. § 435.906 and 42 C.F.R. § 435.907.
History: Revised eff. 04/01/2018.
Rule 4.2: Submitting an Application and Application File Date

A. An application for Medicaid may be filed in any of the following described submission
methods.

1. In person at any regional office, official out-stationed location or other location outside the
regional office where eligibility staff are on official duty, such as a nursing facility, hospital
or other public facility. The filing date is the date received by the office or other location.

2. By mailing to any regional office. Applications received by mail which arrive after the end
of the month, but which are postmarked by the last day of the month, will be considered to
have been received by the regional office on the last day of the month in which they are
postmarked.

3. By fax received in any regional office. The date of filing is the date received by the
Division of Medicaid’s central or regional offices. An original signature is not required.

4. By on-line submission to the Federally Facilitated Marketplace (FFM) which is then
transferred to the Division of Medicaid. The filing date is the date received by the FFM.
An electronic signature is accepted for applications filed on-line to the FFM.

5. By telephone via a telephonically recorded application process. The date of filing is the
date the telephonic signature is recorded. Unless the telephone interview is recorded, the
completed application must be mailed to the applicant for signature in which case the date
of filing is the date the Division of Medicaid receives the signed application form.

B. Once a signed and dated application has been received by the Division of Medicaid, it cannot
be altered by adding, changing or deleting any information.

1. During an interview, an applicant may make changes to the information on an application.

2. If the interview is in-person, the applicant must initial the changes.
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3. If the change to information on the application is reported in any other manner, it must be
documented in the case record and/or in the case narrative, but not on the application form.

Source: 42 C.F.R. 88 435.907; 435.912; Miss. Code Ann. § 43-13-121.
History: Revised eff. 04/01/2018.
Rule 4.3: Protected Application Dates for Medicaid Applicants.

A. An applicant who applies for Medicaid on any basis is entitled to have eligibility determined
under all available coverage groups.

1. An individual who files a modified adjusted gross income (MAGI)-related application for
an insurance affordability program does not also have to file a separate application to be
evaluated for potential eligibility in an aged, blind and disabled (ABD) Medicaid program
and vice versa.

2. Any application received by the regional office is evaluated across program lines to
determine if eligibility exists under any category of Medicaid coverage.

3. Completion of additional forms will be necessary to complete the eligibility process.

B. The protected date also includes applications filed through another certifying agency, such as
the Social Security Administration (for SSI applicants).

1. If an individual is denied SSI, but would qualify in any available Medicaid-only coverage
group, the SSI application date is the protected filing date for Medicaid benefits.

2. If the individual is eligible for Medicaid-only, eligibility must be determined using the SSI
application date as the Medicaid application date even if additional information may be
needed to determine eligibility.

Source: 42 U.S.C. § 1396a (a) and (b); 42 C.F.R. § 435.909, 435.911.
History: Revised eff. 04/01/2018.
Rule 4.4: Applications Received from Mississippi Residents Out-Of-State.

A. Applications made for Mississippi residents who are temporarily out of the state may be
accepted. Generally the applicant must return to the state before the application processing
period ends.

B. The application of a Mississippi resident who is hospitalized in another state and planning to
return to Mississippi when discharged may be processed in the usual manner. If the application
is approved, it must be reviewed every three (3) months to determine if the individual’s intent is
to continue to reside in Mississippi.
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Source: 42 C.F.R. § 435.403.

History: Revised eff. 04/01/2018.

Rule 4.5 Out of State Applicants

A

Applications received from individuals residing in another state will be denied with a notice
mailed to them explaining that the applicants need to reapply upon arrival in Mississippi with
the intent to permanently reside.

Individuals who are in Mississippi for a temporary purpose, such as a visit, who intend to return
to their home out of state are not eligible for Mississippi Medicaid or the Children’s Health
Insurance Program (CHIP).

Individuals always have the right to make an application if they wish to do so and receive a
decision on their case.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 04/01/2018.

Rule 4.6: Residence Change During the Application Process

A

If the applicant reports moving to another location within Mississippi during the application
process, the application must be completed by the first regional office, and if approved,
transferred to the regional office applicable to the new location. If the application is denied, the
record is not transferred until the applicant reapplies in the second location.

If the applicant reports moving out of Mississippi during the application process, the date of the
move must be determined. If otherwise eligible, the applicant may be approved for Medicaid
for any requested retroactive months through the month of the move. If the applicant will be
eligible for Children’s Health Insurance Program (CHIP), eligibility can be established for the
month following the month of application or any subsequent month(s) when the applicant lived
in Mississippi.

If only some members of the applicant family are moving from Mississippi, the children and
adults who remain in Mississippi will be identified and the case will be handled on their
ongoing eligibility accordingly.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 04/01/2018.

Rule 4.7: Where to File the Application
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A. Applications submitted via any acceptable method listed in Miss. Admin. Code Part 101, Rule
4.2 should be filed with the regional office that serves the applicant’s county of residence.

1. Applications for individuals living in another regional office’s service area will be accepted
by any regional office.

2. Each regional office must review each application upon receipt and confirm the accuracy
of the address if there is a question about the responsible office.

B. Combination modified adjusted gross income (MAGI) and aged, blind, disabled (ABD)
households are the responsibility of the regional office that serves the county of residence of the
household; however, if one of the ABD household members is institutionalized, the regional
office that serves the county where the long-term care facility is located is responsible for both
ABD and MAGI cases.

C. Applications filed with the Federally Facilitated Marketplace (FFM) are evaluated for coverage
in either Medicaid, the Children’s Health Insurance Program (CHIP) or for enrollment in a
qualified health plan, i.e., insurance affordability programs.

1. If an individual or family appears to be eligible for Medicaid or CHIP based on data
verified by the FFM, the electronic account of the individual or family is transferred to the
Division of Medicaid for completion of the application.

a) The Account Transfer (AT) received from the FFM is evaluated for MAGI-related
coverage initially, but if any applying household member indicates that a disability
exists or if the household member is age sixty-five (65) or older, that household member
is evaluated for ABD coverage.

b) The AT record received from the FFM is the responsibility of the regional office that
serves the county of residence of the applicant household unless one (1) member of the
applying household is in an institution.

2. Insurance affordability programs include Medicaid, CHIP and coverage in a qualified
health plan through the FFM that provides advance payments of the premium tax credit or
cost-sharing reductions to qualified individuals.

3. MAGI-related denied applications that are filed with the Division of Medicaid that do not
indicate ABD coverage is possible are automatically referred to the FFM for an evaluation
of coverage in a qualified health plan.

4. Non-Medicare ABD denials are referred to the FFM for an evaluation of coverage in a
qualified health plan. However, if a MAGI-related or ABD application is denied for failure
to comply with application requirements or if the application is voluntarily withdrawn, no
referral is made to the FFM.

Source: Miss. Code Ann. § 43-13-121.
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History: Revised eff. 4/01/2018.

Rule 4.8: Voter Registration

A.

C.

The Division of Medicaid offers the opportunity to register to vote or update voter registration
to applicants, recipients and adults applying for children at the time of application, at the time
of review or whenever an address change is reported.

Voter registration forms are available at regional offices and out-stationed sites for those
applying in person, offered to those applying by phone and available on-line for those applying
or submitting applications on-line.

Completed forms returned to the regional office are transmitted to the Circuit Clerk’s office in
the county of residency, according to established timelines.

Source: 52 U.S.C § 20501- 52.

History: New eff. 04/01/2018.

Rule 4.9: Medicaid Applications Filed Through Another Agency or Entity

Certain applications for Medicaid are filed through other agencies or entities as follows:

A

Supplemental Security Income (SSI) applications are filed with the Social Security
Administration (SSA). No separate application for Medicaid is necessary unless the SSI
applicant needs to apply separately for retroactive Medicaid or for Medicaid to evaluate
coverage for any missing month(s) of SSI coverage.

Children in the custody of the Mississippi Department of Child Protection Services (DCPS)
who are certified as Medicaid-eligible by DCPS receive Medicaid with no separate application
required.

Applications filed with the Federally Facilitated Marketplace (FFM) are reviewed for possible
Medicaid or the Children’s Health Insurance Program (CHIP) eligibility before enrolling the
applicant in a qualified health plan.

1. If applicants are potentially eligible for Medicaid or CHIP, their FFM account is transferred
to the Division of Medicaid for further development and a decision regarding eligibility.

2 Referrals from the FFM require a Division of Medicaid decision to approve or deny
eligibility for Medicaid or CHIP.

Low-Income Subsidy (LIS) applications are filed as part of an application for Medicare
coverage through the SSA. LIS applications referred to the Division of Medicaid by SSA
require a decision to approve or deny eligibility for one of the Medicare cost-sharing coverage
groups Qualified Medicare Beneficiary (QMB), Specified Low - Income Medicare Beneficiary
(SLMB), or a Qualifying Individual (QI).
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E.

Hospital Presumptive Eligibility (HPE) applications are filed by qualified hospitals to place
time-limited Medicaid eligibility on file for certain individuals qualifying for HPE. The
Division of Medicaid places the presumptive eligibility on file and monitors the submission of
a full Medicaid application that can shorten the HPE eligibility originally placed on file or, if
eligibility is approved, place full eligibility on file.

Source: 42 U.S.C.§ 1396p; 42 C.F.R. 88 423.774, 423.904, 435.120, 435.201, 435.1110,

435.1200.

History: New eff. 04/01/2018.

Part 101 Chapter 5: Standards of Promptness

Rule 5.1: Regional Office Responsibilities

The regional offices determine eligibility within the appropriate timeframes for the program type.

A

B.

If there is a delay in processing, the reason must be clearly documented in the record.

Each regional office has controls in place which ensure timely application processing at all staff
levels, including sufficient time for supervisory review and corrections, as appropriate.

Applications are generally processed in the order in which they are received, taking into
consideration promptness and delay in receipt of verifications, and in some cases, urgent need.

Applications are only approved with the proper verifications, received through electronic
databases and otherwise, that document eligibility for each applicant.

Source: 42 C.F.R. 88 435.911, 435.912.

History: Revised eff. 04/01/2018.

Rule 5.2: Exceptions to Timely Promptness

A. The Division of Medicaid determines eligibility within established standards except in unusual

B.

circumstances when a decision cannot be reached including, but not limited to:
1. Failure or delay on the part of the applicant,

2. A disability decision has not been returned by the Disability Determination Service (DDS)
or

3. Administrative or other emergency delay that could not be controlled by the agency.

Time standards are not used in the Division of Medicaid as a waiting period before determining
eligibility or as a reason to deny eligibility because the agency has not determined eligibility
within the time standards.
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Source: 42 C.F.R. 88 435.911, 435.912.

History: Revised eff. 04/01/2018.

Rule 5.3: Timely Processing

A

Applications are approved or denied, and the applicant notified, within forty-five (45) days
from the date the application was filed.

The processing timeframe is ninety (90) days when a disability determination is required before
the eligibility determination can be completed. However, if a separate disability decision is not
required, the forty-five (45) day standard applies.

The applicable standard of promptness of forty-five (45) or ninety (90) days is applied to an
aged, blind, or disabled (ABD) application from the date an application is filed to the date the
notice of decision is mailed to the applicant. When there is a delay, the reason is documented in
the record.

The applicable standard of promptness for applications filed with the Federally Facilitated
Marketplace (FFM) begins when the Account Transfer (AT) record is received by the Division
of Medicaid.

Source: 42 C.F.R. 88435.911, 435.912.

History: Revised eff. 04/01/2018.

Part 101 Chapter 6: Processing Applications

Rule 6.1: Making an Eligibility Decision

A.

Eligibility is determined based on information contained on the application form as well as
information secured during the application process. Appropriate Division of Medicaid forms,
along with other legal or official documents which support the eligibility decision are filed in
the case record.

As part of the eligibility process, information provided by the applicant and secured from
electronic databases is evaluated by the Division of Medicaid prior to making the eligibility
decision.

If information on the modified adjusted gross income (MAGI) application or renewal form
provided by or on behalf of a MAGI applicant or otherwise provided is consistent and
reasonably compatible with information obtained through electronic databases, eligibility must
be determined or renewed based on such information.

An applicant cannot be required to provide additional information or documentation unless
information needed cannot be obtained electronically or the information obtained electronically
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is not consistent with information declared on the application or otherwise secured during the
application process.

E. The Division of Medicaid is not required to use data available from an electronic source if
establishing a data match would not be effective considering such factors as the administrative
costs associated with establishing and using the data match as compared to relying on paper
documentation.

F. Income information is obtained from electronic sources such as the Mississippi Department of

Employment Security, the Social Security Administration (SSA), commercial database matches
and other available cost-effective databases.

G. The general rule for verification is to verify only the information which is material to the
individual’s eligibility. The Division of Medicaid has permission to obtain needed verifications
based on the signed and dated application form.

Source: 42 C.F.R. § 435. 940 through § 435.960.

History: Revised eff. 04/01/2018.

Rule 6.2: Application Actions

All applications are subject to one (1) of the following actions:

A. Approval when all eligibility factors are met,

B. Denial when one (1) or more eligibility factors are not met.

1. A Medicaid application cannot be denied due to death. If the applicant dies before a final
eligibility determination is made, the application process must be continued to completion.

2. If an applicant provides all needed information to complete the application before the end
of the month following the month of the denial, the denied application is used to determine
eligibility using the original application date and form. The exception is an aged, blind, or
disabled (ABD) application denied for failure to appear for a required interview and

there was no request to make alternative arrangements to be interviewed.

C. Withdrawal.

1. When the applicant withdraws the request for assistance during the application process, no
remaining verification and evaluation is performed.

2. If the applicant is present, the Division of Medicaid obtains the request for withdrawal in
writing.
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3. When the request to withdraw is not made in person, the Division of Medicaid documents
the case to reflect the specifics of the request.

4. The withdrawn application is denied and the appropriate notice is issued.
Source: 42 C.F.R. §435.914.
History: Revised eff. 04/01/2018.

Part 101 Chapter 7: Combination Modified Adjusted Gross Income (MAGI) and Aged,
Blind, Disabled (ABD) Applications

Rule 7.1: MAGI-Related Application Indicates Possible Aged, Blind, Disabled (ABD) Eligibility

A. The Modified Adjusted Gross Income (MAGI) application asks the following specific
questions at the individual level regarding possible aged, blind, disabled (ABD) eligibility if the
applying household member:

1. Isdisabled,
2. Has a physical, mental or emotional condition that limits common activities, or
3. Lives in a medical facility or nursing facility.

B. An affirmative response to any of the questions in Miss. Admin. Code Part 101, Rule 7.1.A.
requires further development during the MAGI application process to follow up on possible
ABD eligibility if it is unlikely that the applying household member will qualify for MAGI-
related Medicaid or the Children’s Health Insurance Program (CHIP) based on the application
information. If possible ABD eligibility is indicated:

1. An ABD application form is issued requesting only information that is not part of the
MAGI application process, such as disability information or resource ownership
verification.

2. Asigned ABD application is required to formalize receipt of an ABD application.

3. If the ABD applicant follows through with needed ABD application requirements, the ABD
application is processed and approved regardless of the action taken on the MAGI-related
application.

C. For MAGI applications filed with the Federally Facilitated Marketplace (FFM) and referred to
the Division of Medicaid as an Account Transfer (AT), the system recognizes any affirmative
responses to the questions that indicate a request for an applying household member to apply
for ABD Medicaid.
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1. A letter to the individual is systematically issued, informing the applying household
member that additional information will be needed if the individual wants to pursue
applying for Medicaid on the basis of disability.

2. If the individual signs and returns the letter to the Division of Medicaid via any means
listed in Miss. Admin. Code Part 101, Rule 4.2, an ABD application is issued and the
regional office will follow up as described in Miss. Admin. Code Part 101, Rule 7.1.B.

Source: 42 C.F.R. §§ 435.907, 435.911.

History: New Rule eff. 04/01/2018.

Part 101 Chapter 8: Eligibility Dates

Rule 8.1: Beginning Dates of Medicaid Eligibility

Medicaid applicants, including an applicant who dies prior to filing an application or dies prior to
completion of the application process, may qualify for Medicaid on one (1) of the following dates:

A. The first (1st) day of the month of the application, provided all eligibility factors are met.

B. The first (1st) day of the month after the month of application in which all eligibility factors are
met.

C. The first (1st) day of the first (1%), second (2"%) or third (3") month prior to the month of
application when conditions are met for retroactive Medicaid.

D. The first (1st) day of the month following the month of approval for a Qualified Medicare
Beneficiary (QMB).

E. The Hospital Presumptive Eligibility (HPE) beginning date of eligibility defined as the date the
HPE application is approved by authorized hospital staff.

Source: 42 C.F.R. 88 435.914, 435.915, 435.1110.

History: Revised eff. 04/01/2018.

Rule 8.2: Beginning Dates of the Children’s Health Insurance Program (CHIP) Eligibility

A. The benefit start date for the Children’s Health Insurance Program (CHIP) is the first (1st) day
of the month following the month of application, provided all eligibility factors are met. There
is no retroactive eligibility for CHIP-eligible children other than newborns.

B. The start date for a CHIP-eligible newborn is the date of birth of the newborn if the application

for the newborn is filed within thirty-one (31) days of birth with the thirty-one (31) day count
beginning the day following the date of birth.
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Source: 42 C.F.R. § 457.340(Q).
History: Revised eff. 04/01/2018.
Rule 8.3: Terminations Dates

Eligibility for a Medicaid or the Children’s Health Insurance Program (CHIP) beneficiary ends on
one (1) of the following days of the month, unless otherwise noted:

A. The last of the month in which the beneficiary was eligible;
B. The death date of the beneficiary, or
C. The date the beneficiary entered a public institution.

D. The last day of the month of the Hospital Presumptive Eligibility (HPE) period or the day of the
month that the full application for Medicaid is denied.

Source: Miss. Code Ann. § 43-13-121.
History: Revised eff. 04/01/2018.
Rule 8.4: Retroactive Medicaid Eligibility

A. Retroactive Medicaid eligibility may be available to any Medicaid applicant who received
medical care prior to applying for Medicaid.

B. Retroactive eligibility may include all three (3) or any of the three (3) months prior to the month
of application. In addition:

1. Each Applicant is informed of the availability of retroactive Medicaid coverage.

2. The applicant’s statement is accepted regarding medical expenses incurred in the retroactive
period.

3. Retroactive Medicaid may also be available to an individual who is added to a case such as
a child who returns home.

4. The applicant does not have to be eligible in the month of the application or even the
current month to be eligible for one (1) or more months of retroactive Medicaid.

5. The applicant or beneficiary may ask for retroactive Medicaid coverage at any time.

6. The date of application, rather than the date of the eligibility determination, establishes the
beginning of the three (3) month retroactive period.

7. There is no provision for retroactive coverage in the Qualified Medicare Beneficiary
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(QMB) program. QMB eligibility begins the month following the month of authorization.
QMBs cannot be placed into a Specified Low-Income Medicare Beneficiary (SLMB) or
Qualified Individual (QI)-1 category of eligibility to provide retroactive payment of
Medicare Part B premiums for the retro period.

8. Hospital Presumptive Eligibility (HPE) has no retroactive coverage.

a) If a full application for Medicaid is filed and approved, retroactive Medicaid is available
for up to three (3) months prior to the month the full Medicaid application is filed.

b) Any partial month of eligibility granted under HPE is changed to a full month of
eligibility, provided the full application is timely filed.

Source: 42 C.F.R. 8§ 435. 915435.1110.
History: Revised eff. 04/01/2018.
Rule 8.5: Deceased Applicants

An application for retroactive Medicaid coverage may be made on behalf of a deceased person
provided the application is filed in a timely manner that allows retroactive Medicaid to cover
needed month(s) of eligibility. Retroactive eligibility can cover all three (3) months prior to the
month of application or any month(s) in the three (3) month period if the deceased person is found
to be eligible.

Source: 42 C.F.R. § 435. 915.
History: Revised eff. 04/01/2018.

Part 101 Chapter 9: Authorizing a Nursing Facility Per-Diem Payment for a Beneficiary
Eligible in a Non-Institutional Category

Rule 9.1: Application of Long-Term Care Provisions for Non-Institutional Coverage Groups

A. Individuals whose source of eligibility is Security Income (SSI), Mississippi Department of
Child Protection Services (DCPS), modified adjusted gross income (MAGI) or a full service
aged, blind, and disabled (ABD) at-home coverage group may enter long-term care in a nursing
facility or intermediate care facility for the individuals with intellectual disabilities (ICF/IID).

B. Any individual requesting long-term care services is subject to the transfer of assets provision
and the spousal impoverishment provision regardless of their source of eligibility or coverage

group.

1. A five (5) year look-back is conducted as well as a review of all subsequent months to
determine if a transfer of assets has occurred that may disqualify the individual for a per
diem payment and application of the spousal impoverishment provision that would allow
possible transfers to a spouse.
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2. Beneficiary liability, referred to as Medicaid income, is payable for individuals entering
long-term care with the exception of MAGI-related individuals.

3. Medicaid income is not payable for a MAGI-related adult or child.
Source: 42 U.S.C. § 1396p; 42 C.F.R. § 435.725.
History: New rule eff. 04/01/2018.
Part 101 Chapter 10: Notification
Rule 10.1: Notification

The beneficiary and, when applicable, the medical facility is notified in writing of the action taken
on an application or an active case when eligibility or benefit level is affected by a change.

Source: 42 C.F.R. 88 435.912, 435.917.
History: Revised eff. 04/01/2018.
Rule 10.2: Advance Notice

A. The Division of Medicaid issuances of a notice of adverse action ten (10) days before the
effective date of an action to reduce or terminate benefits.

1. For continuation of benefits to apply when an appeal has been filed, the ten (10) day
advance notice includes five (5) days mailing time.

2. The Division of Medicaid requires a fifteen (15) day advance notice period for all adverse
actions other than increasing beneficiary liability which is based on ten (10) days advance
notice prior to Medicaid payment to the long-term care facility.

B. During the advance notice period, the beneficiary is allowed time to fully comply with unmet
requirements, provide information or verification that will alter the decision to terminate or
reduce benefits, or request a Fair Hearing with continued benefits. If this occurs, the Division
of Medicaid takes prompt and appropriate action to reinstate benefits.

Source: 42 C.F.R. 88435.211, 435.917.

History: Revised eff. 04/01/2018.

Rule 10.3: Exceptions to Advance Notice

The Division of Medicaid does not provide advance notice but sends a notice of termination no
later than the date of action in the following circumstances when the agency has:
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A. Factual notification of death. Eligibility is terminated as of the death date.

B. Established that a beneficiary has moved from Mississippi through information received from
the beneficiary or because another state reports the beneficiary has been accepted as a resident
for Medicaid in that state. Eligibility is terminated at the end of the month in which action is
taken to close the case.

C. Established that the beneficiary has been admitted to a public institution, such as a prison or a
state hospital in a non-Title XX facility. Eligibility is terminated as of the date of entry into the
public institution.

D. Been unable to locate a beneficiary eligibility. The Division of Medicaid makes reasonable
efforts to locate the beneficiary but if these efforts are unsuccessful, eligibility is terminated.
However, if the individual’s whereabouts subsequently become known during the time the
individual is eligible for Medicaid services, the case is reinstated.

E. Been notified by the beneficiary or his/her designated representative of a request to voluntarily
close their case. Eligibility is terminated at the end of the month in which action is taken to
close the case.

F. Established a beneficiary has become Medicaid-eligible through Supplemental Security Income
(SSI) or foster care, eligibility in the current aged, blind and disabled (ABD) or modified
adjusted gross income (MAGI)related program is terminated.

Source: 42 C.F.R. 8 431.213; Miss. Code Ann. § 43-13-121.

History: Revised 04/01/2018.

Part 101 Chapter 11: Continuous Eligibility for Children

Rule 11.1: Continuous Eligibility

A. A child under age nineteen (19), who is approved for Medicaid or the Children’s Health
Insurance Program (CHIP), is eligible for twelve (12) months consecutively, regardless of

changes in family income and other household circumstances.

B. Miss. Admin. Code Rule 11.1.A. is applied when determining and re-determining eligibility
for a child under age nineteen (19) regardless of category of eligibility.

C. Continuous coverage for children may also be referred to as a protected period because the
child cannot lose eligibility in the assigned category of eligibility unless one (1) of a limited
number of early termination reasons is met. [Refer to Miss. Admin. Code Part 101, Rule 11.2].

D. The child’s program cannot be changed from Medicaid to CHIP or vice versa unless the head

of household voluntarily requests early termination or the child was approved in error in the
current program.
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Source: 42 U.S.C. §1396a; 42 C.F.R. § 435.926; Miss. Code Ann. § 43-13-115.

History: Revised eff. 04/01/2018.

Rule 11.2: Early Termination Reasons for Children

A. The twelve (12) month certification for a child in modified adjusted gross income
(MAGI)related or aged, blind and disabled (ABD) programs may shorten if the child:

1.

2.

10.

Dies, eligibility is terminated.

Moves out of the state, eligibility is terminated.

Attains the maximum age for the program and an assessment of continued eligibility
indicates the child is not eligible in any other MAGI or ABD program, eligibility is
terminated. [Refer to Miss. Admin. Code Part 101, Rule 12.6]

Basis of eligibility is long-term care placement, eligibility is terminated if the child is
discharged from the long-term care facility.

Becomes an inmate in a public institution, eligibility is terminated.

Becomes eligible for Medicaid through Supplemental Security Income (SSI) or Foster Care,
coverage authorized through the Medicaid regional office is terminated because the child
can have only one (1) source of eligibility.

Is approved in error, eligibility is terminated.

Cannot be located after reasonable efforts, eligibility is terminated.

Has a request for voluntary closure, eligibility is terminated.

Becomes covered by other full health insurance or a CHIP minor’s pregnancy is discovered
which causes the minor to be moved from CHIP to Medicaid for the duration of her

pregnancy and post-partum period, CHIP eligibility is also terminated within the twelve
(12) month period.

B. Other changes for children under age nineteen (19) in a child or family-related category of
eligibility do not affect the child’s eligibility prior to the end of the twelve (12) months of
continuous eligibility.

Source: 42 U.S.C. §1396a; 42 C.F.R. § 435.926.

History: Revised eff. 04/01/2018.

Rule 11.3: Deemed Eligible Infants
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A deemed eligible infant is defined as a child whose mother was eligible for Medicaid in the
child’s birth month with no requirement that the child remain with the mother to continue
eligibility.

The deemed eligible child has continuous Medicaid eligibility for a thirteen (13) month period
from the birth month through the month of the first (1st) birthday unless one (1) of the above
early termination reasons in Miss. Admin. Code Part 101, Rule 11.2 is applicable.

The deemed child’s eligibility start date is always the birth month regardless of the date the
Division of Medicaid authorizes eligibility for the child.

If the mother is not eligible for Medicaid at the time her child is born, she may apply for
Medicaid for herself and her newborn.

1. The application must be filed by the end of the third (3") month following the birth month
of the child in order for the birth to be covered by Medicaid, if determined eligible.

2. If the mother and newborn are determined eligible, the mother is covered throughout her
post-partum period and the newborn is eligible for twelve (12) continuous months.

Source: 42 U.S.C. §1396a; 42 C.F.R. § 435.117.

History: Revised eff. 04/01/2018.

Rule 11.4: Eligibility of Adults

A

Adults have no protected period of eligibility except for women. Changes in income and other
circumstances can impact an adult’s eligibility as such changes occur.

Women have a protected period of eligibility solely due to pregnancy.

1. Pregnant women are provided coverage from their first eligible month through the post-
partum months regardless of any subsequent changes including, but not limited to, income
or household composition.

2. Women whose eligibility originated in a non-pregnancy related category of eligibility that
are determined eligible for and transition to pregnancy related Medicaid coverage for the
duration of her pregnancy and post-partum coverage are covered. Eligibility is reviewed
for the impact of any changes in circumstances after transitioning back to her original
category of eligibility.

Source: 42 U.S.C. § 1396a; 42 C.F.R. § 435.116.

History: Revised eff. 04/01/2018.

Part 101 Chapter 12: The Redetermination or Renewal Process
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Rule 12.1: General Information

Redetermination or renewal is defined as the process of verifying whether a beneficiary continues
to meet the eligibility requirements of a particular program and are classified as either regular or
special reviews.

A. A regular review is an annual review of eligibility factors that are subject to change.

B. A special review is completed when a portion of the case must be re-worked or case information
must be updated because of a change.

Source: 42 C.F.R. § 435.916.

History: Revised 04/01/2018.

Rule 12.2: Regular Redeterminations

A. The Division of Medicaid reviews eligibility of every Medicaid and the Children’s Health
Insurance Program (CHIP) beneficiary at least every twelve (12) months as required by federal
and state law.

B. During the regular redetermination process, the beneficiary’s circumstances are reviewed and
each eligibility factor subject to change, such as income and/or resources, is re-evaluated.
Beneficiaries are not asked to provide information that is not relevant to ongoing eligibility or

that has already been provided and is not subject to change.

C. Each child must be provided twelve (12) months of continuous eligibility in his/her eligible
category. Prior to the end of the twelve (12) month period, a child cannot be:

1. Terminated, unless an early termination reason exists [Refer to Miss. Admin. Code Part
101, Rule 11.2], or

2. Changed from one program to another, such as Medicaid to CHIP or vice versa, unless the
parent or other authorized person voluntarily requests early closure in the current program
or the original determination was in error.

D. Each child must be fully reviewed at the end of their twelve (12) month protected period of
eligibility.

Source: 42 C.F.R. § 435.916; Miss. Code Ann. § 43-13-115.
History: Revised eff. 04/01/2018.
Rule 12.3: Administrative Renewals

A. A renewal of eligibility is processed without requiring information from the beneficiary if the
Division of Medicaid is able to do so based on reliable information contained in the
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beneficiary’s case record and other more current information available to the Division of
Medicaid, such as data secured from data matches with other state, federal and commercial
databases as required by the Affordable Care Act (ACA).

If a beneficiary’s eligibility can be renewed administratively, based on available information,
the recipient will be notified of the approval and the basis for the approval.

The beneficiary must inform the Division of Medicaid, through any of the modes permitted for
submission of applications listed in Miss. Admin. Code Part 101, Rule 4.2, if any information
reported in the renewal process is inaccurate. The individual is not required to sign and return
the approval notice if all information on the notice is accurate.

Administrative reviews are not processed for age, blind and disabled (ABD) cases with an asset
test.

If an administrative review does not result in an approval in the same program, Medicaid or the
Children’s Health Insurance Program (CHIP), then it is not possible to complete the
administrative review. A pre-populated renewal form is issued to allow the beneficiary to
provide current information.

Source: 42 C.F.R. § 435.916; Miss. Code Ann. § 43-13-115.

History: Revised eff. 04/01/2018.

Rule 12.4: Pre-Populated Renewals

A

If the Division of Medicaid cannot renew eligibility based on information available to the
agency from electronic data matches, the Division of Medicaid issues a pre-populated renewal
form to the recipient displaying the information that is available to the Division of Medicaid.

The beneficiary has a minimum of thirty (30) days from the date the renewal form is issued to
respond and provide any necessary information needed to renew eligibility, including returning
the signed renewal form. The signed renewal form and any paper verifications must be returned
to the Division of Medicaid through any of the modes permitted for submission of applications
listed in Miss. Admin Code Part 101, Part 4.2.

If a signed renewal form is not returned by the due date or if all requested information is not
provided a telephone contact is attempted prior to taking action to terminate eligibility.

If the beneficiary is determined no longer eligible at the time of the annual redetermination of

eligibility, the Division of Medicaid reviews the information in the case record for possible
eligibility under any other available coverage within Medicaid or the Children’s Health
Insurance Program (CHIP), if appropriate.

1. Terminated individuals are referred for health coverage through the Federally Facilitated
Marketplace (FFM), as appropriate.
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2. Eligibility is not terminated by the Division of Medicaid until after the pre-populated
review form is issued and the beneficiary is allowed the opportunity to respond to the
information.

E. If a renewal form and/or requested information is not returned timely for either a modified
adjusted gross income (MAGI) or aged, blind and disabled (ABD) renewal but the beneficiary
subsequently submits the signed renewal form and any necessary information needed to renew
eligibility within ninety (90) (ninety) days after the case is terminated, the case will be
reinstated without requiring a new application, provided all eligibility factors are met

Source: 42 C.F.R. § 435.916; Miss. Code Ann. 43-13-115.

History: Revised eff. 04/01/2018.

Rule 12.5: Adverse Action

A. Advance notice of an adverse action is required if the eligibility decision results in:

1. Termination of benefits,
2. Conversion to a reduced services coverage group, or
3. Termination of a nursing facility vendor per-diem payment

B. During the advance notice period, the beneficiary is allowed ten (10) days’ notice plus five (5)
days mailing time before the date of the adverse action. During this fifteen (15) day adverse
action notice time period, the beneficiary can fully comply with unmet redetermination
requirements, provide information or verification that will alter the decision to terminate or
reduce benefits or request a Fair Hearing with continued benefits.

Source: 42 C.F.R. § 431.211.

History: Revised eff. 04/01/2018.

Rule 12.6: Exparte Reviews

A. Any individual or beneficiary under review who is losing eligibility in one (1) category of
eligibility is entitled to have eligibility reviewed and evaluated under all available coverage
groups.

B. The term “exparte review” is defined as to review information available to the Division of
Medicaid to make a determination of eligibility in another coverage group without requiring the
individual or beneficiary to come into the regional office or file a separate application.

1. For an exparte determination to be made, the Division of Medicaid must be in the process

of making a decision on a current application, review or reported change. If the Division of
Medicaid is denying or closing the case for failure to return information or failure to
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3.

complete the interview process, an exparte determination is not applicable.

The decision of whether the individual or beneficiary is eligible under a different coverage
group must be based on information contained in the case record which may include:

a) Income, household or personal information in the physical record which indicates the
ineligible adult or child has potential eligibility in another coverage group and/or

b) Information received through electronic matches with other state or federal agencies
such as a disability onset date or prior receipt of benefits based on disability.

When potential eligibility under another coverage group is indicated, but the Division of
Medicaid does not have sufficient information to make an eligibility determination, the
individual or beneficiary must be allowed a reasonable opportunity to provide the necessary
information.

If the individual or beneficiary is subsequently determined to be eligible in the new
category, the approval is coordinated with termination in the current program to ensure
there is no lapse or duplication in coverage.

a) If requested information is not provided or if the information clearly shows that the
individual or beneficiary is not eligible under another category, eligibility in the current
program will be terminated with advance notice.

b) During the advance notice period, the individual or beneficiary is allowed time to
provide all requested information to determine eligibility in the new program, provide
information which alters the decision to terminate benefits in the current program or
request a Fair Hearing with continued benefits.

If the individual or beneficiary subsequently provides all of the information needed to
assess eligibility in the new program within ninety (90) days from the effective date of
termination for modified adjusted gross income (MAGI) or aged, blind and disabled (ABD)
closures t, the case is handled in accordance with the redetermination reinstatement
procedures. A new application is not required.

C. Social Security Income (SSI) terminations due to excess income and/or resources are treated as
a type of exparte review.

1.

2.

A review form is issued to the individual terminated from SSI.

If a signed renewal form is returned by the individual prior to the SSI closure date,
eligibility will be determined using available information, if possible.

If return of a signed renewal form is not possible, written requests for information will be
provided to attempt placement in an appropriate Medicaid-only category of eligibility.

Source: 42 U.S.C. §1396a; 42 C.F.R. § 435.916; Miss. Code Ann. § 43-13-121.
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History: Revised eff. 04/01/2018.
Part 101 Chapter 13: Special Case Reviews
Rule 13.1: Conducting a Special Case Review

A. A special case review is completed when changes occur between regular reviews which may
result in adjustments to eligibility or benefit level.

B. A special case review is not a full review.

1. The special case or an individual is evaluated to consider the impact of the changed
information.

2. Factors unrelated to the change are not re-verified as part of a special case review.
C. A special case review of eligibility is required when:

1. The beneficiary reports a change in circumstances which could affect eligibility and benefit
level,

2. Information is received from any other source which could affect eligibility and benefit
level, and/or

3. Potential changes in eligibility are indicated by information available to the Division of
Medicaid.

D. The special case review process may result in termination of benefits, benefit reduction or
adjustments to Medicaid income. It may also involve procedural changes, including, but not
limited to, updating or correcting case information with no impact on eligibility or benefits.

Source: 42 C.F.R. § 435.916; Miss. Code Ann. § 43-13-121.

History: Revised eff. 04/01/2018.

Rule 13.2: Beneficiary Reporting Requirements

A. Beneficiaries must report required changes impacting eligibility within ten (10) days of the date
the change becomes known. Changes may be reported in person, by telephone, by mail or fax

to the Division of Medicaid.

B. A required change is considered reported on the date the report of change is received by the
Division of Medicaid.
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C. If a beneficiary fails to report timely or the Division of Medicaid fails to take timely action
resulting in the beneficiary to receive benefits which he or she is not entitled, the Division of
Medicaid will report an overpayment.

Source: 42 C.F.R. § 435.916.

History: Revised eff. 04/01/2018.

Rule 13.3: Taking Action on Reported Changes

A. If the reported change has no effect on eligibility or benefits the information will be considered
during the next regular redetermination.

B. Action on a reportable change is initiated no later than ten (10) working days from the date the
change becomes known to the agency to determine its impact on eligibility and benefit level.

C. A negative change reported during a review period that affects eligibility for adult(s) is handled
at the time of the reported change.

1. Punitive action is not taken on children in a case due to action being taken for the adult’s
eligibility.

2. Children are fully reviewed at the end of their twelve (12) months of continuous eligibility.
D. If verification of a reportable change is needed it must be requested from the beneficiary.

1. If the beneficiary fails to respond to the request, eligibility is terminated after allowing
advance notice only if the change affects eligibility for the household.

2. If areported change does not affect eligibility for the household, eligibility is not terminated
for a failure to respond to a request for the following information. These types of changes
include, but are not limited to:

a) A change of address within Mississippi,

b) The loss of an income source,

c) The death of a child’s parent, or

d) Other types of changes that would not result in the loss of eligibility.
Source: 42 C.F.R. § 435.916; Miss. Code Ann. 43-13-121).
History: Revised eff. 04/01/2018.

Part 101 Chapter 14: Reinstatements and Corrective Action
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Rule 14.1: Situations Requiring a Reinstatement

A. Certain situations require a reinstatement of services which means eligibility is restored or
Medicaid income is corrected for a prior period. Both types of reinstatements are completed
without requiring that a new application be filed on behalf of the recipient.

B. A reinstatement is issued r in the following situations, as applicable:

1. Hearing Decision

a)

b)

When a decision granting eligibility or increased benefits is rendered as part of a state or
local hearing, the regional office may be required to reinstate and/ or correct Medicaid
income.

The effective date of the reinstatement is retroactive to the date decided by the hearing
official.

2. Action Taken During Advance Notice Period

a)

b)

c)

When the individual or beneficiary makes a timely hearing request during the advance
notice period, benefits will be continued at the same level through the reinstatement
process until a hearing decision is reached.

If advance notice of benefit reduction or termination is not issued as required, benefits
must be reinstated at the time the error is discovered, regardless of whether the
individual or beneficiary is currently eligible.

After benefits are reinstated, advance notice is issued.

3. Information Provided Prior to Effective Date of Closure

a)

b)

If the individual or beneficiary provides information that changes the adverse action
decision or fully complies with unmet requirements prior to the effective date of the
closure, benefits are reinstated to ensure no loss of benefits if the individual or
beneficiary remains eligible.

If the information provided does not change the adverse action no further action is
required.

4. Ninety (90) Day Reinstatement Period for Modified Adjusted Gross Income (MAGI) and
Aged, Blind and Disabled (ABD) Renewals

a) A ninety (90) day reinstatement period applies to closures at the time of a case review if

a case closes due to the failure to return the renewal form and a signed renewal form is
returned within the ninety (90) day period following the effective date of the closure.

1) If the returned form is incomplete, action is taken to obtain complete information.
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b)

c)
d)

2) If requested information is not provided within the time period allowed for
requesting information the case will not be reinstated.

If the case closed due to failure to provide needed information and the requested
information is provided, in full or in part, within the ninety (90) day period following
the effective date of the closure, the case will be reinstated provided all information is
provided within the time period allowed for requesting the remainder of the needed
information.

The effective month of a reinstatement is the month following the month of closure.

If a returned renewal form is not signed the ninety (90) day reinstatement provision is
not applicable.

5. Whereabouts Become Known

a)

b)

c)

d)

Eligibility must be terminated if a beneficiary’s whereabouts remain unknown after the
Division of Medicaid has made reasonable efforts to locate the beneficiary.

If the beneficiary’s location subsequently becomes known during the time he or she is
eligible benefits will be reinstated.

For a child who has continuous eligibility, Medicaid benefits are reinstated with no
break in coverage.

For an adult, the Division of Medicaid determines eligibility for each month that the
adult beneficiary’s whereabouts were unknown and reinstate for any period he or she
would have been eligible.

6. Temporary Case Closure

a)

b)

When it is known that a beneficiary will be ineligible for three (3) months or less, the
closure is processed in the usual manner but at the end of the temporary period the case
may be reinstated without completing new eligibility forms necessary for reapplication.

In this situation a break in eligibility correctly exists with the eligibility begin date
adjusted to reflect the most recent eligibility begin date.

7. Reapplication

a)

b)

When an applicant has a prior application which has been in rejected status for three (3)
months or less, the rejected application form can be reinstated.

A new application is not required provided all information is provided to determine
eligibility.
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8. Agency Error

a) When the Division of Medicaid has denied or terminated eligibility in error or reduced
benefits in error, benefits are reinstated retroactively.

b) The date of reinstatement is the month the error occurred.
Source: 42 C.F.R. § 431.246.
History: Revised eff. 04/01/2018.
Rule 14.2: Corrective Action.

A. At the time the Division of Medicaid becomes aware of an error which affects eligibility or
level of benefits, action is initiated to correct the error and prevent further error.

B. In some instances an error is corrected retroactively to prior months.
C. When corrective action to prior months adversely affects the beneficiary and the error caused
the beneficiary to be totally ineligible or eligible for fewer benefits an improper payment has

occurred.

D. When corrective action to prior months favorably affects the beneficiary and the client was
eligible or eligible for more benefits the corrective action is handled through reinstatement.

Source: 42 C.F.R. § 431.246.

History: Revised eff. 04/01/2018.

Part 101 Chapter 15: Other Changes — Aged, Blind and Disabled (ABD) Programs
Rule 15.1: Changes in Medicaid Income

A. Medicaid income is defined as the amount of income an institutional beneficiary must pay to
the nursing facility toward the cost of his or her care.

B. Changes in income, marital status or non-covered medical expenses will increase or decrease
Medicaid income with the effective dates of such changes determined as follows:

1. A decrease in Medicaid income is effective the month in which the change is reported or
becomes known to the Division of Medicaid.

2. An increase in Medicaid income requires advance notice to the beneficiary advising of the
increase.

a) Advance notice for Medicaid income increases is based on issuing notice ten (10) days
before the date the Division of Medicaid makes its payment to the nursing facility.
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5.

b) If a state or local hearing is requested within the advance notice period, the increase is
not effective until the final hearing decision is rendered.

A temporary decrease in Medicaid income occurs due to the allowance of a deduction
including, but not limited to, a health insurance premium or other non-covered medical
expense.

a) Medicaid income is subsequently returned to the amount previously in effect.
b) This action is not considered an increase in Medicaid income subject to advance notice.

An increase in Medicaid income combined with a closure occurs when income is counted in
the month received and receipt of the income also renders the beneficiary ineligible. The
excess income is included in the Medicaid income computation provided there are ten (10)
calendar days left in the month of receipt to allow for advance notice.

A temporary increase in Medicaid income occurs when excess resources are not an issue,
but receipt of additional income results in the monthly income total being over the income
limit for long-term care eligibility.

a) The case will remain open if there is not time to allow for advance notice of closure.
b) If there are ten (10) calendar days left in the month, Medicaid income is increased to the

amount of that month’s income or the Medicaid reimbursement per-diem rate for the
facility, whichever is less.

Source: 42 C.F.R. § 435.725.

History: Revised eff. 04/01/2018.

Rule 15.2 Changing to a Reduced Service Coverage Group

A.

Changing from a full service coverage group to a reduced service coverage group requires
advance notice before the change can be effective the following month.

An active full service case is not changed to a reduced service coverage group such as

Qualified Medicare Beneficiary (QMB), Specified Low-Income Medicare Beneficiary
(SLMB), or Qualified Individual (QI) for the following month unless there are at least fifteen
(15) days remaining in the current month.

Source: 42 C.F.R. §431.211.

History: Revised eff. 04/01/2018.
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Title 23: Division of Medicaid

Part 102: Non-Financial Requirements

Chapter 1: Residency

Rule 1.1: State Residency

A. Medicaid must be available to eligible residents of the state.

B. A resident is someone who voluntarily lives in Mississippi with the intention to remain
permanently or for an indefinite period of time, or someone living in Mississippi, having
entered with a job commitment or for the purpose of seeking employment, whether or not the
individual is currently employed.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.2: Residency Requirements

A. The individual must live in Mississippi and meet all other eligibility requirements in order to
receive Medicaid benefits.

B. A spouse and children living in the same household with the individual are also considered
Muississippi residents.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.3: No Permanent Mississippi Address

An individual, including someone with no permanent or fixed address, is a resident of
Mississippi if living in the state and capable of stating and does state intent to remain here
permanently or for an indefinite period of time.

Source: 42 C.F.R. §435.403

History: Revised eff. 08/01/2020.

Rule 1.4: Residing in Another State and Out-of-State Mailing Addresses

A. An individual who claims to be a resident of Mississippi, but is residing in another state,

must show an established address or place of residence in Mississippi before that individual
can be considered temporarily absent from Mississippi for Medicaid purposes.



B. All out-of-state mailing addresses must be resolved by reasonable explanation or
documentary verification of Mississippi residency.

Source: 42 C.F.R. § 435.403.
History: Revised eff. 08/01/2020.
Rule 1.5: Stating Intent to Reside

A person is considered capable of stating intent to reside unless that person has an 1Q of forty-
nine (49) or less or has a mental age of seven (7) or less based on tests acceptable to the
Department of Mental Health; or is judged legally incompetent; or is found incapable of
indicating intent based on medical documentation obtained from a physician, psychologist or
other individual licensed by the state in the field of intellectual disability.

Source: 42 C.F.R. § 435.403.
History: Revised eff. 08/01/2020.
Rule 1.6: Specific Residency Prohibitions

A. An individual cannot be denied Medicaid because that individual has not resided in
Mississippi for a specified period of time. There is no durational requirement for residency.

B. An individual cannot be denied benefits because that individual is temporarily absent from
Mississippi and intends to return when the purpose of the absence has been accomplished.
However, if another state has accepted that individual as a resident for Medicaid purposes,
the individual cannot be considered a Mississippi resident.

Source: 42 C.F.R. § 435.403.
History: Revised eff. 08/01/2020.
Rule 1.7: Temporary Absence From the State

A. The recipient is responsible for reporting a temporary absence from Mississippi and for
giving information regarding purpose of absence, plans and dates of departure and return.
The recipient’s eligibility must be reviewed every three (3) months to determine the
recipient’s continued intent to reside in Mississippi.

B. No limit is placed on the length of the out-of-state visit; however, if it is determined that an
individual has left the state with no declared intention to return, the individual will be
deemed to have given up Mississippi residency and the individual’s eligibility will be
terminated.



Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.8: Individuals Receiving a State Supplementary Payment

An individual receiving a state supplementary payment (optional or mandatory), such as state
adoption assistance or state foster care payment, is a resident of the state making the
supplementary payment. If the state making the adoption assistance or state foster care payment
is @ member of the Interstate Compact on Adoption and Medical Assistance and an agreement is
in effect, the child is a resident of the state in which the child is living. The placing state must
coordinate Medicaid eligibility with the Mississippi Department of Child Protection Services
(CPS).

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.9: Individuals Receiving a Title IV-E Payment

An individual receiving a Title IV-E foster care or adoption assistance payment is a resident of
the state in which the child associated with the assistance payment is currently residing.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.10: Determination of Residency (Under Age 21)

A. If a non-institutionalized individual under age twenty-one (21) is an emancipated minor or is
married and capable of stating intent, the state of residence is where the individual is living

with the intent to remain permanently or for an indefinite period.

B. A non-institutionalized individual under age twenty-one (21) whose eligibility is based on
blindness or disability is a resident of the state where the individual is actually living.

C. Others under twenty-one (21) Not Living in an Institution

1. The state of residence is the state where the individual resides, with or without a fixed
address; or

2. The state of residency of the parent, caretaker or guardian with whom the individual
resides.

D. Under twenty-one (21), in an Institution and Under Parental Care and Control



1. The state of residence is the custodial parents’ (or custodial parent's) state of residence at
the time of placement. However, if a legal guardian has been appointed and parental
rights have been terminated, the state of residence of the guardian is used instead of the
parent’s or parents’; or

2. The state of residence is the current state of residence of the parent who files the
application, if the individual is residing in an institution in that state. However, if a legal
guardian has been appointed and parental rights have been terminated, the state of

residence of the guardian is used instead of the parent’s or parents’; or

3. The state of residence is the state of residence of the party that files an application if the
institutionalized individual:

a) Has been abandoned by the individual’s parent(s),
b) Does not have a legal guardian, and
c) Isresiding in an institution in that state.
Source: 42 C.F.R. § 435.403.
History: Revised eff. 08/01/2020.
Rule 1.11: Determination of Residency (Age Twenty-One (21) and Older)
A. Not in an Institution
The state of residence for a non-institutionalized individual is where the individual is living
and intends to reside, including without a fixed address; or the state the individual has
entered, either with a job commitment or searching for employment, regardless of whether
the individual is currently employed. If the individual is incapable of stating intent, the state

of residence is where the individual is living.

B. The state of residence for an institutionalized individual who became incapable of stating
intent before age twenty-one (21) is:

1. The state of residence of the parent who is applying for Medicaid on the individual’s
behalf. If a legal guardian has been appointed and parental rights have been terminated,
the state of residence of the legal guardian is used instead.

2. The state of residence of the parent at the time of placement. If the legal guardian has
been appointed and parental rights have been terminated, the state of residence of the
guardian is used instead.

3. The current state of residence of the parent or legal guardian who files the application, if
the individual is residing in an institution in that state. If a legal guardian has been



appointed and parental rights have been terminated, the state residence of the guardian is
used instead.

4. The state of residence of the party that files an application if the individual:
a) Has been abandoned by the individual’s parent(s),
b) Does not have a legal guardian, and
c) Isresiding in an institution in that state.

C. In an Institution and Became Incapable of Stating Intent at or After Twenty-One (21). The
state of residence is where the individual is physically present, except in instances where
another state made the placement.

D. Any Other Individual in an Institution

1. The state of residence is where the individual is living and intends to reside.

2 When a competent individual leaves a facility in which the individual was placed,
residence becomes the state where the individual is physically located.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.12: State Placement in an Out-of-State Institution

A. If a state agency, or an entity under contract with the state, arranges for an individual to be
placed in an institution in another state, the state arranging or making the placement is the
individual's state of residence.

B. For purposes of state placement, the term “institution” also includes licensed foster care
homes that provide food, shelter, and supportive services for one or more individuals

unrelated to the proprietor. The following actions are not considered state placement:

1. Providing basic information to individuals about another state’s Medicaid program and
information about healthcare services and facilities in another state, or

2. Providing information regarding institutions in another state if the individual is capable of
indicating intent and decides to move.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.



Rule 1.13: Out-of-State Placements

There are three circumstances under which Mississippi will pay for placement in an out-of-state
nursing facility.

A. If the agency has a part in the placement or otherwise approves or authorizes an out-of-state
placement, regional offices will be notified on an individual case basis.

B. When a Mississippi resident moves to a nursing facility in another state, only the partial
month of the move can be paid if the facility enrolls as a Mississippi provider. The individual
is considered a resident of the new state effective with the first full month of residence and
has to qualify for Medicaid eligibility and the per diem payment in the new state.

C. A provider supplying a service not available in Mississippi to a Mississippi Medicaid
beneficiary who has retained Mississippi residency may file a claim for payment.

Source: 42 C.F.R. § 435.403, Miss. Code Ann. § 43-13-121.
History: Revised eff. 08/01/2020.

Rule 1.14: Recipients Moving to Mississippi From Another State
A. Termination of Benefits in the Former State of Residence.

1. An individual coming to Mississippi from another state may be considered a resident of
Mississippi in the month of the move, provided the individual intends to reside in
Mississippi.

2. Individuals are not entitled to duplication of Medicaid services from both the former state
and Mississippi. When a Medicaid recipient moves from one state to another, the former
state initiates the change effective the first month in which it can administratively
terminate the case in accordance with timely and adequate notice regulations.

B. Request for Mississippi Medicaid Prior to Termination in Former State.

1. There will be occasions when a recipient requests that eligibility in Mississippi begin
prior to the effective date of closure in the former state. Neither state can deny coverage
because of administrative requirements or time constraints needed to take action to
terminate benefits in the former state.

2. When an individual is no longer a resident of a state, that state is not required to pay for
any services incurred in Mississippi.

a) If the former state will pay out-of-state claims or the partial and subsequent months
for a nursing home recipient, Mississippi cannot approve eligibility until the former
state has terminated services.



b) If the former state will not pay out-of-state claims, duplication of services is not an
issue, and Medicaid eligibility in Mississippi can potentially begin with the month of
the move.

C. If aninstitutionalized individual moves to Mississippi, that individual must apply for benefits
in Mississippi and must meet all eligibility requirements. If the individual is transferred
directly from one medical facility to another, the time spent in the out-of-state facility can be
used to meet the thirty (30) consecutive day requirement.

D. When two (2) or more states cannot agree on residence, the state where the individual is
physically located is the individual’s residence. Coordination efforts should ensure that an
eligible person does not experience a discontinuation of benefits.

Source: 42 C.F.R. § 435.403.

History: Revised eff. 08/01/2020.

Rule 1.15: Migrant and Seasonal Agriculture Workers
A. The Division of Medicaid defines:

1. Migrant agricultural farm worker as an individual who is employed in agricultural
employment of a seasonal or other temporary nature and is required to be absent from the
worker’s permanent place of residence when employed on a farm or ranch performing
field work such as planting, cultivating, or harvesting operations, or when employed in
canning, packing ginning, seed conditioning or related research, or processing operations,
and transported, or caused to be transported, to or from the place of employment by
means of a day-haul operation. This term does not include:

a) Any immediate family member of an agricultural employer or a farm labor
contractor, or

b) Any temporary nonimmigrant noncitizen who is authorized to work in agricultural
employment in the U.S. under sections 1101(a)(15)(H)(ii)(a) and 1184(c) of Title 8 of
the United States Code.

2. Seasonal agricultural worker as an individual who is employed in agricultural
employment of a seasonal or other temporary nature and is not required to be absent
overnight from the worker’s permanent place of residence when employed on a farm or
ranch performing field work related to planting, cultivating, or harvesting operations, or
when employed in canning, packing, ginning, seed conditioning or related research, or
processing, operations, and transported, or caused to be transported, to or from the place
of employment by means of a day-haul operation. This term does not include:

a) Any migrant agricultural worker,



b) Any immediate family member of an agricultural employer of a farm labor
contractor, or

c) Any temporary nonimmigrant noncitizen who is authorized to work in agricultural
employment in the U.S. under sections 1101(a)(15)(H)(ii)(a) and 1184(c) of Title 8 of
the United States Code.

B. An individual involved in work of a transient nature or someone who goes to another state
seeking employment as a migrant or seasonal agricultural worker can choose to either
establish residence in the state where that individual is employed or seeking employment or
claim one state as the individual’s domicile or state of residence.

Source: 29 U.S.C. §1802; 42 C.F.R. 8 435.403; Miss. Code Ann. § 43-13-121.
History: Revised eff. 08/01/2020.
Rule 1.16: Data Matching

Data matches are performed quarterly, comparing the eligibility files of active Medicaid
beneficiaries in Mississippi with the eligibility files of all other states for the purpose of detecting
duplicate participation. Verification of residency is required for individuals identified as active in
another state unless the data has previously been reported and action is in process to terminate
the individual’s Mississippi Medicaid enrollment.

Source: 42 C.F.R. §8 435.403 and 435.945.
History: Revised eff. 08/01/2020.

Chapter 2: United States Citizens

Rule 2.1: Eligible Individuals.

A. An eligible individual must either be a citizen of the United States or a qualified non-citizen
as defined by 8 U.S.C. § 1641.

B. Most United States citizens are natural-born citizens, meaning they were born in the United
States or were born to United States citizens overseas. Individuals born in the United States,
which includes the fifty (50) states, the District of Columbia, Puerto Rico, Guam, the U.S.
Virgin Islands, the Northern Mariana Islands and the Panama Canal Zone before it was
returned to Panama, are U.S. citizens at birth (unless born to foreign diplomatic staff),
regardless of the citizenship or nationality of the parents.

C. United States Nationals from American Samoa or Swain’s Island are treated as citizens for
Medicaid eligibility purposes.



Source: 8 U.S.C. 81641, 42 C.F.R. § 435.406.

History: Revised eff. 08/01/2020.

Rule 2.2: Child Citizenship Act of 2000

The Child Citizenship Act of 2000, enacted February 21, 2001, amended the Immigration and
Naturalization Act to provide automatic acquisition of U.S. citizenship by operation of law to
certain foreign born children, including orphans with a full and final adoption by U.S. citizens,
either abroad or in the U.S., and the biological or legitimated children of U.S. citizens. A child
automatically acquires U.S. citizenship on the date the child meets all of the requirements of the
law.

Source: 8 U.S.C. § 1431, 42 CFR § 435.407.

History: Revised eff. 08/01/2020.

Rule 2.3: Establishing Citizenship and Identity

A

The citizenship and identity of applicants and recipients declaring to be U.S. citizens must be
verified unless an exemption applies. Verification of citizenship and identity is required and
must be obtained electronically, if available. If unavailable or discrepant data exists,
citizenship and identity must be verified by means of documentary evidence. Verification is a
one-time requirement completed at the time of application unless there is a valid reason to
question the accuracy of the initial determination.

Documentary evidences of citizenship are divided into a hierarchy of primary, secondary,
third-level and fourth-level documents. Primary evidence has the highest reliability and
conclusively establishes both a person’s citizenship and identity. When the individual has
secondary, third- or fourth-level documentation of citizenship, additional verification must be
provided to establish identity. The evidences of identity are not prioritized.

The highest level of verification must be used if it is available. “Available” means the
document exists and can be obtained within the time period allowed for providing
information, i.e., thirty (30), forty-five (45) and ninety (90) days, based on application type.
When a higher-level document is not available, it is permissible to use a lower-level
document.

It is generally the individual’s responsibility to provide required documents and pay
associated fees to obtain them. However, when individuals are economically disadvantaged
and unable to pay fees associated with obtaining necessary documents, lower-level evidences
of citizenship and identity will be accepted.

Assistance must be provided when an applicant or beneficiary does not have the required
verifications and is homeless, an amnesia victim, or mentally impaired or physically
incapacitated and lacks someone to act for them. Contact must be attempted and assistance



provided to any applicant or recipient who is known to be deaf, hard of hearing, blind,
mentally or visually impaired, physically incapacitated or otherwise disabled, illiterate,
homeless, has limited English proficiency and/or requires communication assistance with
reading agency notices and other written correspondence prior to the denial or termination of
the individual’s case.

1. Eligibility will not be denied or terminated until all avenues of verification have been
exhausted.

2. When the individual has been given a reasonable period to provide the information and
all avenues of assistance have been exhausted and documented, eligibility must be denied
or terminated if needed information is not provided.

Non-citizens applying for Emergency Medicaid services only are not required to provide
information about citizenship, immigration status or Social Security Number.

Verification must be either an original document or copy certified by the issuing agency. A
photocopy or faxed or scanned copy will be accepted unless information on the copy
submitted is inconsistent with other available information or there is reason to question the
validity of, or the information in, the document.

Source: 42 C.F.R. 88 435.407.

History: Revised eff. 08/01/2020.

Rule 2.4: Exemptions from Citizenship/ldentity Requirements

Individuals declaring U.S. citizenship are exempt from citizenship and identity documentation
requirements if they are in one of the following categories:

A.

Medicare recipients entitled to, or enrolled in, Medicare under any claim number are exempt
from the verification requirements.

Individuals receiving Social Security disability benefits based on their own disability are
exempt from the verification requirements. The individual must be a current recipient of
Social Security Disability. Prior receipt of disability does not qualify an individual for this
exemption. In addition, this exemption does not apply to individuals receiving early
retirement or to dependents drawing off the disabled individual’s record.

Individuals receiving Supplemental Security Income (SSI) benefits are exempt. The
individual must be a current SSI recipient. Prior receipt of SSI does not qualify a person for
this exemption. Former SSI recipients applying for Medicaid must provide evidence of
citizenship and identity. Current SSI recipients applying only for retroactive coverage are
exempt.

Children in receipt of Title IV-B services or Title IV-E Adoption Assistance or foster care
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E.

payments are exempt.

Deemed eligible children are exempt from citizenship and identity verification requirements
until the end of the deemed year. All eligibility factors, including documentation of
citizenship and identity, must be met for eligibility to continue beyond the first year.

Source: 42 C.F.R. § 435.406.

History: Revised eff. 08/01/2020.

Rule 2.5: Electronic Verification of U.S. Citizenship

A.

Electronic verification of U.S. Citizenship that matches an applicant’s Social Security
Number with data sources within the Social Security Administration (SSA) is the primary
verification source to establish citizenship and identity for applicant’s declaring to be U.S.
citizens.

If the SSA fails to substantiate citizenship, a secondary data source that verifies vital events
for participating states is utilized to verify citizenship. Identity is verified separately.

If the primary and/or secondary data source fails to substantiate U.S. citizenship, but the
applicant is otherwise eligible, the applicant will be approved for benefits for up to ninety
(90) days as a reasonable period to provide acceptable documentary evidence of U.S.
citizenship and identity. The ninety (90) day period does not include approval for any
retroactive month(s).

Source: 42 C.F.R. 88 435.949, 435.956, and 435.1008.

History: Revised eff. 08/01/2020.

Rule 2.6: Documentary Evidences of U.S. Citizenship

A.

Applicants declaring to be U.S. citizens whose citizenship cannot be verified by means of
electronic verification must provide acceptable evidence(s) of citizenship and identity.

Primary Evidence has the highest reliability. If provided, no further verification is needed to
verify citizenship and identity. If any other level of evidence is used to verify U.S.
citizenship, a second document verifying identity must be obtained. The following
documents are accepted as primary evidence:

1. U.S. Passport. A U.S. Passport does not have to be currently valid to be accepted as
evidence of U.S. citizenship as long as it was originally issued without limitation. On an
emergency basis, the passport office will issue a U.S. passport without proof of
citizenship. In this instance, the passport is issued with the limitation that is valid for one
(1) year rather than the usual five (5) or ten (10) years. When the holder of a passport
with limitation returns to the country, the holder has to provide proof of citizenship to
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have the passport reissued without limitation. To determine if a passport was issued with
limitation, compare the issuance date with the expiration date. If the expiration date is
less than five (5) years from the issuance date, the passport was issued with limitation and
cannot be used as proof of citizenship. Each passport must be examined closely to
determine whether or not the passport was issued with limitation. Spouses and children
were sometimes included on one passport through 1980. U.S. passports issued after 1980
show only one person. The citizenship and identity of the included person can be
established when one of these passports is presented. Passports issued with a limitation
cannot be accepted as evidence of U.S. citizenship. However, such a passport may be
used as proof of identity.

. Certificate of Naturalization (N-550 or N-570). Issued by Department of Homeland
Security (DHS) for Naturalization.

. Certificate of Citizenship (N-560 or N-561). Issued by DHS to individuals who derive
citizenship through a parent.

. A valid state-issued driver’s license, if the state issuing the license requires proof of U.S.
citizenship or obtains and verifies a Social Security Number from the applicant who is a
citizen before issuing such license.

Documentary evidence issued by a federally-recognized Indian Tribe, including Tribes
located in a state that has an international border, which:

a) Identifies the federal- recognized Indian Tribe that issued the document,
b) Identifies the individual by name, and

c) Confirms the individual’s membership, enrollment or affiliation with the Tribe, such
as a Tribal enrollment card, a Certificate of Degree of Indian Blood, a Tribal census
document, or other document on Tribal letterhead issued under the signature of the
appropriate Tribal official that identifies the individual’s name and confirms the
individual’s membership, enrollment or affiliation with the federally-recognized
Indian Tribe.

d) An updated listing of federally-recognized Indian Tribes is published annually in the
Federal Register by the Bureau of Indian Affairs within the U.S. Department of the
Interior.

. Secondary Evidence of citizenship is documentary evidence of satisfactory reliability that is
used when primary evidence of citizenship is not available within the reasonable opportunity
period. In addition, a second document establishing identity must be presented. The
following documents are accepted as secondary evidence of citizenship:

1. A U.S. public birth record. A birth certificate may be issued by a state, commonwealth,

territory, or local jurisdiction showing birth in one of the following:
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a) One of the fifty (50) U.S. States;

b) District of Columbia;

¢) American Samoa;

d) Swain’s Island;

e) Puerto Rico (if born on or after January 13, 1941);
f) U.S. Virgin Islands (on or after January 17, 1917);

g) Northern Mariana Islands (after November 4, 1986, NMI local time); Guam (on or
after April 10, 1899).

h) Panama Canal Zone if born between February 26, 1904 and October 1, 1979 and one
parent was a U.S. citizen at the time of the person’s birth. If born in the Republic of
Panama on or after February 26, 1904, but not in the Canal Zone, one parent must
have been a citizen of the U.S. and employed by the U.S. Government or by the
Panama Railroad Co. at the time of the person’s birth.

. Verification through the Department of Homeland Security’s Systematic Alien
Verification for Entitlements (SAVE) database to verify U.S. citizenship for a naturalized
citizen when original naturalization papers are not available.

. When a child derives U.S. citizenship from a parent and meets the requirements of the
Child Citizenship Act of 2000, establish the parent’s U.S. citizenship and the child’s legal
immigration status, if applicable, through SAVE to verify the child’s citizenship. Primary
verification through a Certificate of Citizenship should be available if child was issued a
visa rather than a permanent resident alien card upon entry into the country.

. Certification of Report of Birth Abroad (FS-1350). The U.S. Department of State issues a
DS-1350 to U.S. citizens who were born outside the U.S. and acquired citizenship at
birth, as verified by the information recorded on the FS-240, Consular Report of Birth
Abroad. When the birth was recorded on the FS-240, certified copies of the Certification
of Report of Birth Abroad can be obtained from the U.S. Department of State. The DS-
1350 contains the same information as recorded on the current version of the Consular
Report of Birth FS-240. The DS-1350 is not issued overseas and can be obtained from the
U.S. Department of State in Washington, D.C.

. Consular Report of Birth Abroad of a Citizen of the United States of America (FS-240).
The Department of State consular office prepares and issues this document. A Consular
Report of Birth can only be prepared at an American consular office overseas, while the
child is under eighteen (18). While original FS-240s are not issued within the U.S., lost or
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mutilated documents can be replaced through the U.S. Department of State in
Washington, D.C. Children born to military personal are usually issued an FS-240.

6. Certification of Birth Abroad (FS-545). Before November 1, 1990, the U.S. Department
of State consulates also issued Form FS-545 along with the prior version of FS-240. In
1990, U.S. consulates ceased to issue Form-545. A FS-545 is the equivalent of a DS-1350
for Medicaid eligibility purposes.

7. Certificate of Birth in the U.S. This is the form created by the birthing hospital that is sent
to Vital Records and used to create an official birth certificate.

8. U.S. Citizen ID Card (1-197) or prior version 1-179. The former Immigration and
Naturalization Service (INS) issued the 1-179 from 1960 until 1973. It revised the form
and renumbered it as form 1-197. INS issued the 1-197 from 1973 to April 7, 1983. INS
issued the form 1-179 and 1-197 to naturalized U.S. citizens living near the Canadian or
Mexican Border who needed it for frequent border crossings. Although neither form is
currently issued, either form that was previously issued is still valid.

9. Northern Mariana Card. INS issued the 1-873 to a collectively naturalized citizen of the
U.S. who was born in the NMI before November 4, 1986. The card is no longer issued,
but those previously issued are still valid.

10. Final adoption decree. The adoption decree must show the child’s name and U.S. place of
birth. In situations where an adoption is not finalized and the state in which the child was
born will not release a birth certificate prior to final adoption, a statement from a state-
approved adoption agency that shows the child’s name and U.S. place of birth is
acceptable. The adoption agency must state in the certification that the source of the place
of birth information is an original birth certificate.

11. Evidence of civil service employment by the U.S. government. The document must show
employment by the U.S. government before June 1, 1976.

12. Official military record of service. The document must show a U.S. place of birth (for
example a DD-214 or similar official document showing a U.S. place of birth).

C. Third-Level Evidence of citizenship is documentary evidence of satisfactory reliability that is
used when primary or secondary evidence of citizenship is not available. Third-level
evidence may only be used when primary and secondary evidence does not exist or cannot be
obtained and the applicant/beneficiary alleges being born in the U.S. In addition, a second
document establishing identity must be obtained. The following are third-level evidences of
citizenship:

1. Medical records, including but not limited to, hospital, clinic or doctor records or

admission papers from a nursing facility or other institution that indicates a U.S. place of
birth. Souvenir “birth certificates” issued by a hospital are not acceptable evidence.
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2. Life or health or other insurance record that shows a U.S. place of birth.

3. Official religious record recorded in the U.S. showing that the birth occurred in the U.S.
The record must be an official record with a religious organization. In questionable cases,
e.g., a religious document recorded near an international border, the religious record must
be verified and/or verify that the mother was in the U.S. at the time of birth. Entries in a
family Bible are not considered religious records.

4. School records, including pre-school, Head Start and daycare, showing a U.S. place of
birth. The record must show the name of the child, the date of admission to the school,
the date of birth (or age at the time record was created), and a U.S. place of birth.

D. Fourth-Level Evidence of citizenship is of lowest reliability and is used in the rarest of
circumstances. It is used when primary evidence is not available, both secondary and third-
level evidence do not exist or cannot be obtained within the reasonable opportunity period
and the applicant alleges a U.S. place of birth. In addition, a second document establishing
identity must be obtained. Accept any of the following documents as fourth-level evidence of
U.S. citizenship if the document meets the listed criteria, the applicant/beneficiary alleges
U.S. citizenship and there is nothing indicating the person is not a U.S. citizen or lost U.S.
citizenship. Fourth-level evidence consists of documents established for a reason other than
to establish U.S. citizenship and showing a U.S. place of birth. The U.S. place of birth on the
document and documented place of birth on the application must agree. The written affidavit
may be used only when the specialist is unable to secure evidence of citizenship in any other
chart. The following are fourth-level verifications:

1. Federal or state census record showing U.S. citizenship or a place of birth (generally for
persons born 1900 through 1950). The census record must also show the applicant’s age.
Census records from 1900 to 1950 contain certain citizenship information. To secure this
information for the applicant, beneficiary, or state, complete Form BC-600, Application
for Census records for Proof of Age, place the note, “U.S. Citizenship data requested,” in
the remarks portion of the form, and indicate that the purpose is for Medicaid eligibility.
This form requires a fee.

2. Written Affidavit. An affidavit signed by another individual under penalty of perjury who
can reasonably attest to the applicant’s citizenship can be submitted with the applicant’s
name, date of birth and place of U.S. birth. The affidavit does not have to be notarized.

E. If the document used to verify U.S. citizenship indicates the individual was born in Puerto
Rico, the Virgin Islands of the U.S., or the Northern Mariana Islands before these areas
became part of the U.S., the individual may be a collectively naturalized citizen. Collective
naturalization occurred on certain dates listed for each territory.

1. Puerto Rico. Evidence of birth in Puerto Rico on or after April 11, 1899, and the

applicant/beneficiary’s statement that the applicant/beneficiary was residing in the U.S.
possession of Puerto Rico on January 13, 1941, or evidence that the applicant/beneficiary
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was a Puerto Rican citizen and the applicant/beneficiary’s statement that the
applicant/beneficiary did not take an oath of allegiance to Spain.

U.S. Virgin Islands. Evidence of birth in the U.S. Virgin Islands and the
applicant/beneficiary’s statement of residence in the U.S., a U.S. possession or the U.S.
Virgin Islands on February 25, 1927. The applicant/beneficiary’s statement indicating
resident in the U.S. Virgin Islands as a Danish citizen on January 17, 1917, and residence
in the U.S., a possession or the U.S. Virgin Islands on February 25, 1927, and that the
applicant/beneficiary did not make a declaration to maintain Danish citizenship; or
evidence of birth in the U.S. Virgin Islands and the applicant/beneficiary’s statement
indicating residence in the U.S., a U.S. possession or territory or the Canal Zone on June
28, 1932.

Northern Mariana Islands (NMI), formerly part of the trust territory of the Pacific Islands
(TTPI). Evidence of birth in the NMI, the U.S., or a U.S. territory or possession on
November 3, 1986 (NMI local time) and the applicant/beneficiary’s statement that the
applicant/beneficiary did not owe allegiance to a foreign state on November 4, 1986,
(NMI local time); evidence of TTPI citizenship, continuous residence in the NMI since
before November 3, 1981 (NMI local time), voter registration prior to January 1, 1975,
and the applicant/beneficiary’s statement that the applicant/beneficiary did not owe
allegiance to a foreign state on November 4, 1986 (NMI | local time); or evidence of
continuous domicile in the NMI since before January 1, 1974, and the
applicant/beneficiary’s statement that the applicant/beneficiary did not owe allegiance to
a foreign state on November 4, 1986 (NMI local time). If a person entered the NMI as a
nonimmigrant and lived in the NMI since January 1, 1974, this does not constitute
continuous domicile, and the individual is not a U.S. citizen.

Source: 42 C.F.R. 8§ 435.407 8 U.S.C. 1403.

History: Revised eff. 08/01/2020.

Rule 2.7: Evidences of Identity

A

Proof of identity is required when primary evidence of citizenship cannot be obtained and a
secondary, third or fourth-level evidence is used.

The identity of all applicants and beneficiaries must be verified as a one-time verification
requirement. Documents submitted as proof of identity must have a photograph or other
identifying information sufficient to establish identity, including but not limited to name, age,
sex, height, weight, eye color or address.

Acceptable documents that may be used to verify the identity of an applicant or beneficiary
are listed below. Documents may be recently expired provided there is no reason to believe
the document does not match the individual.

1. A current driver’s license issued by a state or territory.
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2. A school identification card.
3. U.S. military card or draft record.
4. ldentification card issued by the federal, state, or local government.

5. Military dependent’s identification card.
6. U.S. Coast Guard Merchant Mariner card.

7. For children under age 19, a clinic, doctor, hospital or school record, including preschool
or day care records.

8. Two (2) other documents containing consistent information that corroborates an
applicant’s identity. Such documents include, but are not limited to marriage licenses,
divorce decrees, high school diplomas (including general education or equivalency
diplomas), employer ID cards, property deeds/titles or other similar types of documents
issued by local or state governmental entities.

9. A U.S. Voter Registration Card or Canadian Driver’s License is not acceptable as an
identity verification.

10. If the applicant does not have any of the above documents, accept an affidavit signed,
under penalty of perjury, by a person other than the applicant who can reasonably attest
to the applicant’s identity. The affidavit must contain the applicant’s name and other
identifying information establishing identity (name, age, sex, race, height, weight, eye
color, address). The affidavit does not have to be notarized.

D. Citizenship and/or identity do not have to be verified if the applicant is not otherwise eligible.

Source: 42 C.F.R. § 435.407

History: Revised eff. 08/01/2020.

Rule 2.8: Establishing a Non-Applicant’s Identity

A. The identity of the responsible person who is a non-applicant filing an application for others
must be verified. The responsible person is defined as a non-applicant parent, relative, non-
relative or an authorized representative filing the application on behalf of others. Non-
applicants are not asked to provide any document that discloses their own citizenship,

immigration status or Social Security Number; however, such documents may be provided
voluntarily.
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B. A good cause determination for non-applicants can be made to waive or reduce the
requirement if it is determined the non-applicant head of household or authorized
representative cannot meet the identity verification requirement.

Source: 42 C.F.R. § 435.407, Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020.

Chapter 3: Non-Citizens

Rule 3.1: General Information

In general, eligibility and level of coverage is based on the non-citizen’s date of entry into the

U.S., the date qualified non-citizen status was obtained and/or the non-citizen’s immigration

status.

Source: 42 C.F.R. § 435.406.

History: Revised eff. 08/01/2020.

Rule 3.2: Qualified Non-Citizens

A. Individuals living in the United States who are not citizens by birth or acquisition and are
not U.S. Nationals are non-citizens.

B. For Medicaid purposes, certain non-citizens are referred to as “qualified,” meaning they
are potentially eligible for full Medicaid services just like U.S. citizens.

C. Each applicant declaring to be a qualified non-citizen is responsible to provide, or
cooperate in obtaining, documentation of non-citizen status.

D. Applicants declaring to be qualified non-citizens who are otherwise eligible except for
resolution of qualified non-citizen status will be approved for benefits for up to ninety
(90) days as a reasonable period to provide acceptable documentary evidence of qualified
non-citizen status.
Source: 42 C.F.R. § 435.406 and 435.956.
History: Revised eff. 08/01/2020.
Rule 3.3: Non-Qualified Non-Citizens

A. “Non-qualified non-citizens” are non-citizens potentially eligible only for Emergency
Medicaid services.
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Non-citizens applying for Emergency Medicaid services are not required to disclose
information regarding citizenship, non-citizen status or enumeration, and should not be asked
to do so.

All applicable program requirements must be met before a non-citizen is eligible for either
full Medicaid or Emergency Medicaid services.

Source: 42 C.F.R. § 435.406.

History: Revised eff. 08/01/2020.

Rule 3.4: Grandfathered Non-Citizens

A

Effective August 22, 1996, the Personal Responsibility and Work Opportunity Reconciliation
Act of 1996 (PRWORA) limited non-citizen eligibility for Medicaid and other federal
programs. Mississippi elected to “grandfather in” non-citizens who were receiving and
eligible for Medicaid on that date. This means a grandfathered non-citizen who is lawfully
residing in the U.S. has the right to have eligibility continue under the non-citizen rule in
effect prior to August 22, 1996. The non-citizen also retains grandfathered rights if benefits
are terminated and eligibility is later reestablished. If the non-citizen was receiving Medicaid
on August 22, 1996, but was subsequently determined to be ineligible, the non-citizen’s
status as a qualified non-citizen must be determined for full Medicaid coverage. If the non-
citizen is not a qualified non-citizen, the non-citizen may be eligible for Emergency Medicaid
services.

. Non-citizens who entered the U.S. prior to August 22, 1996 and obtained qualified status

prior to that date are considered to be qualified non-citizens if otherwise eligible.

Non-citizens who entered the U.S. prior to August 22, 1996 and obtained qualified status on
or after that date and have remained continuously present in the U.S. since their last date of
entry into the U.S. prior to August 22, 1996 until becoming a qualified non-citizen are
considered to be qualified non-citizens. There must have been no single absence from the
U.S. of more than 30 days and no total of aggregate absences of more than 90 days. If not
continuously present, these non-citizens are subject to the five (5) year disqualification
period from the date qualified status was obtained and the forty (40) quarters of qualifying
coverage requirement.

Source: 8 U.S.C. §1612.

History: Revised eff. 08/01/2020.

Rule 3.5: Classifications of Qualified Non-Citizens

A

There are nine (9) classifications of qualified non-citizens. Seven (7) are based on INS non-
citizen status, one (1) is based on battery or extreme cruelty and INS non-citizen status, and

19



one (1) is based on severe forms of trafficking and certification by U.S. Health and Human
Services.

B. The nine (9) classifications of qualified non-citizens are:

1. A Non-Citizen Lawfully Admitted for Permanent Residence (LPR). Under the
Immigration and Nationality Act (INA),

2. Arefugee. Admitted under Section 207 of the INA,
3. A Non-Citizen granted Asylum. Under Section 208 of the INA,

4. A Cuban and Haitian Entrant. As defined in Section 501(e) of the Refugee Education
Assistance Act of 1980,

5. A Non-Citizen Granted Parole For At Least One (1) Year. Under Section 212(d)(5) of the
INA,

6. A Non-Citizen Whose Deportation Is Being Withheld. Under (1) Section 243(h) of the
INA as in effect prior to April 1, 1997; or (2) Section 241(b)(3) of the INA, as amended,

7. A Non-Citizen Granted Conditional Entry. Under Section 203(a)(7) of the INA in effect
before April 1, 1980,

8. A Battered Non-Citizen. A qualified non-citizen includes an individual who has been
battered or subjected to extreme cruelty in the U.S. by a spouse or a parent or by a
member of the spouse or parent’s family residing in the same household as the non-
citizen. The non-citizen must be either the person battered, the parent of a child who is
battered or a child whose parent has been battered. The battered non-citizen must not be
residing in the same household with the person responsible for the battery or extreme
cruelty at the time of application for coverage. A battered non-citizen must meet the
condition set forth in Section 431(c) of PRWORA, as added by Section 501 of the Illegal
Immigration Reform and Immigrant Responsibility Act of 1996 Pub. L. 104-
208(1IRIRA), and amended Section 5571 Balanced Budget Act of 1997, Pub. L.105-
33(BBA) and Section 1508 of the Violence Against Women Act of 2000, PRWORA as
amended, is codified at 8 U.S.C. § 1641(e), or

9. A Victim of a Severe Form of Trafficking. In accordance with Section 107(b)(1) of the
trafficking Victims Protection Act of 2000, Pub. L. 106-86. A non-citizen who is a victim
of trafficking is eligible to the same extent as a non-citizen admitted to the U.S. as a
refugee under section 207 of the INA.
Source: 8 U.S.C. 88 1101 et seq. and § 1641; Pub. L. 96-422; and Pub. L. 106-86.

History: Revised eff. 08/01/2020.
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Rule 3.6: Five-Year Disqualification Period

A. Unless an exemption is met, qualified non-citizens admitted to the U.S. on or after August
22,1996, are disqualified from receiving public benefits for:

1. The first five (5) years from the date they entered the country, or

2. The first five (5) years from the day they obtained qualified non-citizen status, whichever

is later.

B. During this five (5) year-ban or disqualification period, these non-citizens are eligible only
for emergency services if they meet all other eligibility requirements.

Source: 42 C.F.R. §435.406; 8 U.S.C. §1613.

History: Revised eff. 08/01/2020.

Rule 3.7: Classifications Subject to Five-Year Ban

A. Non-exempt non-citizens in the following classifications, admitted to the U.S. on or after
August 22, 1996, are subject to the five (5) year disqualification.

1.

2.

Lawful Permanent Resident (LPR) Non-Citizens,
Non-Citizens Granted Parole for at Least One Year, and
Battered Non-Citizens.

Non-Citizens granted conditional entry under Section 203(a)(7) of the INA in effect
before April 1, 1980, are not exempt from the five (5) year disqualification per se;
however, as a practical matter the disqualification will never apply since by definition,
they entered the United States and obtain qualified non-citizen status prior to August 22,
1996.

B. During the disqualification period these non-citizens are potentially eligible only for
Emergency Medicaid services.

Source: 8 U.S.C. §1613.

History: Revised eff. 08/01/2020.

Rule 3.8: Classifications Subject to a Seven-Year Limit on Eligibility

A. The following non-citizen classifications are exempt from the five (5) year ban but are
subject to a seven (7) year eligibility limit, if otherwise eligible:
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1. Refugees, including Iragi and Afghan Special Immigrants, may qualify until seven (7)
years after date of entry into the U.S.,

2. Asylees may qualify until seven (7) years after the grant of asylum,
3. Amerasian immigrants may qualify for seven (7) years after date of entry in the U.S.,
4. Cuban/Haitian entrants may qualify until seven (7) years after grant of that status,

5. Non-Citizens who have been granted withholding of deportation may qualify the first
seven (7) years after grant of deportation withholding, and

6. Victims of trafficking and their derivative beneficiaries may qualify during the first seven
(7) years after obtaining that status.

. The seven (7) year period is a point in time in which the non-citizen may qualify for benefits
if otherwise eligible and an application is timely filed. The seven (7) year period begins with
either the date of entry into the U.S. or the date status is granted.

. Eligibility must terminate the month following the end of the seven (7) year period unless the
non-citizen’s status changes to a status that is not subject to the seven (7) year limit.

. When the non-citizen’s status adjusts to LPR during the seven (7) year period, the non-citizen
can continue to be eligible for the remainder of the seven (7) year period, provided the non-
citizen is otherwise eligible.

. To continue eligibility beyond the seven (7) year period, the non-citizen must be credited
with forty (40) qualifying quarters of coverage or meet an exemption. Otherwise, the non-
citizen’s eligibility ends the first month after the seven (7) year period ends.

Source: 8 U.S.C. 881613, 7105.

History: Revised eff. 08/01/2020.

Rule 3.9: Qualified Non-Citizens Not Subject to Eligibility Restrictions

A. The following groups of qualified non-citizens are exempt from both the five (5) year

disqualification and the seven (7) year eligibility time limit, and if otherwise eligible, qualify
for full Medicaid:

1. Any qualified non-citizen who is also
a) An honorably discharged veteran, or

b) On active duty in the U.S. military, or
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B.

c) The spouse of an non-citizen honorably discharged veteran or non-citizen on active
duty in the U.S. military (including a surviving spouse who has not remarried), or

d) Anunmarried dependent child of an honorably discharged veteran or
individual on active duty in the military;

2. Grandfathered non-citizens, i.e., those eligible for and receiving Medicaid on August 22,
1996,

3. Non-citizens who entered the U.S. and obtained qualified status prior to August 22, 1996,
or

4. Non-citizens who entered the U.S. prior to August 22, 1996, but obtained qualified status
on or after that date, and remained “continuously present” in the U.S. from their last entry
date into the country prior to August 22, 1996, until becoming a qualified non-citizen.
Refer to Rule 3.4, infra, for the definition of “continuously present.”

Non-citizens filing an application for Emergency Medicaid services only are not subject to
either the five (5) year disqualification or seven (7) year time limit.

Source: 8 U.S.C. § 1612.

History: Revised eff. 08/01/2020.

Rule 3.10: Requirement for Forty (40) Qualifying Quarters

A.

At the end of the five (5) year disqualification period, a non-citizen classified as lawfully
admitted for permanent residence (LPR) is potentially eligible for full Medicaid benefits only
if the non-citizen has forty (40) qualifying quarters (QQs) of earnings covered by Social
Security or can be credited with forty (40) QQs that satisfy the requirement.

. If forty (40) QQs cannot be credited, the LPR remains potentially eligible for Emergency

Medicaid only. Non-citizens who are subject to the mandatory five (5) year disqualification
period are not eligible for full Medicaid for the first five (5) years, even if they can be
credited with forty (40) qualifying quarters prior to or during the five (5) year disqualification
period.

The disqualification period must be imposed before an assessment of eligibility based on the
forty (40) quarter requirement.

Non-citizens classified as granted parole for at least one year, battered non-citizens and non-
citizens granted conditional entry are not required to have forty (40) QQ.

Source: 42 C.F.R. 88 435.406 and 435.956.
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History: Revised eff. 08/01/2020, Revised to correspond with SPA 2013-0023 (eff. 01/01/2014),
eff. 09/01/2014.

Rule 3.11: Forty (40) Qualifying Quarters of Earnings

A “qualifying quarter” (QQ) is a quarter of coverage as defined under Title Il of the Social
Security Act that is worked by the non-citizen, and/or:

A. All the qualifying quarters worked by the spouse of the non-citizen during their marriage,
provided the non-citizen remains married to the spouse or the marriage ended by death, and

B. All of the qualifying quarters worked by a parent of a non-citizen while the non-citizen was
under age eighteen (18). The non-citizen does not have to be under eighteen (18) at the time
of the application.

C. Subject to the limitations above, the non-citizen’s own QQ’s can possibly be combined with
those of the non-citizen’s parent(s) and/or spouse to attain the required forty (40) quarters.

Source: 8 U.S.C. § 1645.

History: Revised eff. 08/01/2020.

Rule 3.12: Receipt of Means-Tested Benefits

After December 31, 1996, any quarter in which any of these individuals, i.e., the non-citizen , the
non-citizen’s parent(s) and/or spouse, received Federal means-tested benefits, such as Temporary
Assistance to Needy Families, Supplemental Security Income and Medicaid, cannot be credited
to meet the forty (40) quarter requirement.

Source: 8 U.S.C. § 1645.

History: Revised eff. 08/01/2020.

Rule 3.13: Electronic Verification of Qualified Non-Citizen Status

A. The primary data source for verifying non-citizen status is the Verify Lawful Presence
function through the Federal Data Services Hub.

B. The secondary electronic data source is the Systematic Alien Verification for Entitlement
(SAVE) process.

C. Both data sources are used to verify:

1. The authenticity of the non-citizen’s USCIS (U.S. Citizenship and Immigration Service)
documents,
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2. The date of the non-citizen’s admission to the U.S., and
3. The current immigration status of the non-citizen.

D. Non-citizens in a grandfathered status dependent on continuous presence in the U.S. requires
additional proof provided by the non-citizen to document continuous presence.

E. Non-citizen status is not re-verified unless status is subject to change.

F. Non-citizens applying for Emergency Medicaid services only are not subject to electronic
verification of status.

Source: 42 C.F.R. 8§ 435.406, 435.949.
History: Revised eff. 08/01/2020.
Rule 3.14: Verification for Victims of Trafficking

The qualified status of a trafficking victim is not based on immigration status and cannot be
verified electronically. The Office of Refugee Resettlement (ORR) issues a certification letter for
an adult who has been subjected to a severe form of trafficking and meets statutory certification
requirements. The ORR also issues a similar eligibility letter for children. Other agencies may
issue letters or documents to victims of severe forms of trafficking; however, the ORR letter is
the acceptable verification. Victims of trafficking are not required to provide immigration
documents.

Source: 22 U.S.C. § 7105.
History: Revised eff. 08/01/2020.
Rule 3.15: Verification for Battered Non-Citizens

Electronic verification of lawful presence through the Federal Data Services Hub or the
Systematic Alien Verification for Entitlement (SAVE) is used to verify status if possible. If not,
available immigration documents will be used to submit to SAVE for verification purposes. The
non-citizen must also be able to show a substantial connection between the battery or extreme
cruelty and the need for Medicaid, such as to obtain medical attention or mental health
counseling caused by abuse or to replace medical coverage lost when the individual separated
from the abuser. If the battered non-citizen resumes living with the one who is responsible for
the battery or extreme cruelty, the battered non-citizen’s eligibility ends the month after the
month of reconciliation.

Source: 8 U.S.C. §1641.

History: Revised eff. 08/01/2020.
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Rule 3.16: Veterans, Active Duty Military and Family Member Requirements

A. To be eligible as a veteran, the qualified non-citizen must have been honorably discharged,
not based on non-citizen status, and must have fulfilled minimum active duty service
requirements. A qualified non-citizen who is an active duty member of the Armed Forces,
but not on active duty for training purposes only, can also be eligible. A qualified non-citizen
who is the spouse of a veteran or active duty service member may be eligible. The veteran’s
exemption also includes the unmarried surviving spouse of a veteran or active duty military
person.

B. To qualify as a surviving spouse, at least one (1) of the following conditions must be met:
1. The spouse must have been married to the veteran for at least one (1) year,
2. The spouse must have had a child with the veteran, or
3. The veteran’s death must have been due to an injury or illness incurred during military
service, and the marriage must have been in existence sometime within fifteen (15) years
after the period of service in which the injury or disease was incurred or aggravated.
C. Surviving spouses who remarry lose the benefit of this exemption the month after the month
of the remarriage. Spouses whose marriage ended in divorce lose the benefit of this

exemption the month after the month of divorce.

D. To qualify as a child of a veteran or active duty U.S. military person, the biological, adopted
or stepchild must be:

1. Unmarried and claimable as a dependent on the military person’s tax return and under
age eighteen (18) years of age or under age twenty-two (22) and a student regularly
attending school,

2. A child with disabilities who is over age eighteen (18) if the child had a disability and
was a dependent of the veteran or active duty military member before the child’s

eighteenth (18™) birthday, or

3. A surviving unmarried minor child of a veteran or person killed in active duty and
dependent on the veteran at the time of the veteran’s death.

Source: 8 U.S.C. § 1612.
History: Revised eff. 08/01/2020.
Rule 3.17: Non-Qualified Non-Citizens

A. A non-citizen who does not meet the specific requirements of a qualified non-citizen is a
non-qualified non-citizen for Medicaid purposes. A non-qualified non-citizen who meets
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B.

Mississippi residency requirements and other applicable eligibility factors can receive
Medicaid Emergency Services only.

An applicant for Emergency Medicaid services is not required to provide information
regarding citizenship, immigration or enumeration and should not be asked to do so.

Source: 42 C.F.R. 88 435.139 and 440.255.

History: Revised eff. 08/01/2020.

Rule 3.18: Undocumented Non-Citizens

A

Undocumented non-citizens are non-qualified non-citizens. This group of individuals
includes:

1. Undocumented non-citizens who entered illegally without knowledge of USCIS, or

2. Non-citizens who were admitted for a limited period of time and did not leave the U.S.
when the period of time expired.

These individuals, if they meet all eligibility criteria except citizenship/non-citizen status, are
entitled to Medicaid only for treatment of an emergency medical condition. The Division of
Medicaid must accept the applicant’s statement if they say they have no documentation and
assess the non-citizen for emergency services only. Undocumented and unauthorized non-
citizens do not have to provide a Social Security Number or provide information regarding
citizenship or immigration status. The non-citizen status of an undocumented or unauthorized
non-citizen is not verified through electronic verification processes.

Source: 42 C.F.R. § 440.255.

History: Revised eff. 08/01/2020.

Rule 3.19: Ineligible Non-Citizens

A

Ineligible non-citizens may be lawfully admitted to the U.S., but only for a temporary or
specified period of time. These non-citizens are never qualified non-citizens. Because of the
temporary nature of their admission status, most ineligible non-citizens are not entitled to any
Medicaid benefits, including emergency services.

In some instances, a non-citizen in a currently valid non-immigration status may meet state
residency requirements, such as intent to reside in Mississippi for purpose of employment. If
state residency requirements are met, the non-citizen is potentially eligible for Emergency
Medicaid services only.

Examples of ineligible non-citizens who are lawfully admitted:
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8.

9.

Foreign Students,

Visitors,

Tourists,

Foreign government representatives and their families and servants,

Crewmen on shore leave,

International organization representatives and their families and servants,

Temporary workers (individuals allowed entry temporarily for employment purposes),
Members of the foreign press, radio, film, etc., and their families, and

Short term parolees.

D. Ineligible non-citizens who are admitted lawfully must possess one of the following:

1.

2.

3.

Visa, Passport, or Form 1-766,
Form 1-94, Arrival/Departure Record annotated with A-M, or

Form 1-688 Temporary resident Card annotated with Section 210 or 245 A.

Source: 42 C.F.R. § 440.255.

History: Revised eff. 08/01/2020.

Rule 3.20: Other Non-Citizens

Non-citizens who are admitted legally to the U.S. but do not fall into one of the specific
categories of qualified non-citizens are non-qualified non-citizens. These individuals may
include Legal Temporary Residents (LTRS), as well as individuals who are given temporary
administrative statuses, i.e., a stay of deportation or voluntary departure until they can formalize
permanent status, or individuals who are paroled for less than one year or non-citizens under

deportation procedures.

Source: 42 C.F.R. § 440.255.

History: Revised eff. 08/01/2020.

Rule 3.21: Immigration Reporting
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A. Applicants who are found to be in the U.S. illegally through the application process are not
subject to immigration reporting requirements. Persons who apply for benefits on behalf of
others, i.e., a mother applying for her children, are not subject to immigration reporting
requirements.

B. Declining to provide documentation of immigration status is not a valid reason to report a
non-citizen to immigration. The non-citizen applicant who declines to present documentation
of qualified non-citizen status will only be able to receive Emergency Medicaid if otherwise
eligible. In this instance, there is no reason to seek further verification of non-citizen status
beyond interviewing the applicant.

C. All rules of confidentiality must be applied to an individual’s non-alien status.

Source: 42 C.F.R. §8 435.139 and 440.255.

History: Revised eff. 08/01/2020.

Rule 3.22: Criteria for Approval of Emergency Services

A. Non-citizens who are not entitled to full Medicaid benefits may be eligible for emergency
services only, if the following conditions exist:

1. All other eligibility requirements are met except satisfactory immigration status.

2. Care and services needed are not related to an organ transplant procedure or routine
prenatal or postpartum care.

3. The non-citizen has, after sudden onset, a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that the absence of
immediate medical attention could reasonably be expected to result in:

a) Placing the patient’s health in serious jeopardy,
b) Serious impairment to bodily functions,
c) Serious dysfunction of any bodily organ or part, or
d) The patient requires services for labor and delivery.
B. The services provided in this situation must relate to the injury, illness, or delivery causing
the emergency. Services that are not directly related to the injury, illness, or delivery are not
compensated by Medicaid. Once the medical condition is stabilized, even if it remains

serious or results in death, it is no longer an emergency.

Source: 42 C.F.R. 8§ 435.139 and 440.255.

29



History: Revised eff. 08/01/2020.

Rule 3.23: Processing Eligibility for Emergency Medicaid Services

At the point of application, the applicant, who is a non-qualified non-citizen or a qualified non-
citizen subject to five (5) year disqualification, must be informed that if all applicable program
eligibility requirements are met, Medicaid may reimburse for emergency services only (including
labor and delivery) after the services have been received.

Source: 42 C.F.R. 88 435.139 and 440.255.

History: Revised eff. 08/01/2020.

Rule 3.24: Determining Eligibility for Emergency Medicaid Services

A. When determining eligibility for Medicaid coverage for treatment of an emergency medical
condition only, information obtained must:

1. Establish eligibility based on emergency services criteria, such as copy of the hospital bill
or other documentation from the hospital including treatment or services received, dates
of service and the diagnosis for the individual’s condition, and

2. Establish eligibility on technical factors such as income and resource eligibility, as
appropriate.

B. The non-citizen must meet all eligibility factors for the category of eligibility in which the
non-citizen qualifies except for citizenship, non-citizen status and enumeration requirements.

Source: 42 C.F.R. §§ 435.139, 440.255.

History: Revised eff. 08/01/2020.

Rule 3.25: Citizen Children of Non-Qualified Alien(s)

Children born in the United States to non-qualified non-citizen parent(s), may be eligible for full
Medicaid. The parent(s) and any sibling(s) who are non-qualified non-citizens cannot be eligible
for full Medicaid benefits; however, they may be assessed for Emergency Medicaid Services. A
child born to a mother eligible for emergency services for labor and delivery is deemed eligible
for Medicaid through the month of the child’s first birthday. When the child reaches the age of
one, a review is required. Verifications postponed during the deemed eligible child’s first year
must be provided.

Source: 42 C.F.R. §435.117.

History: Revised eff. 08/01/2020.
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Rule 3.26: Public Charge

A.

Non-citizens who seek admission to the U.S. must establish that they will not become “public
charges.”

A “public charge” is a non-citizen who has become (for deportation purposes), or who is
likely to become (for admission/adjustment purposes), solely dependent on government
assistance as demonstrated by receipt of the following:

1. Receipt of public cash assistance for income maintenance (including Temporary
Assistance for Needy Families or Supplemental Security Income).

2. Medicaid with the exceptions for emergency services, coverage or pregnant women and
coverage of children under age twenty-one (21).

3. Supplemental Nutrition Assistance Program.
4. Public Housing or Section 8 vouchers.

The Public Charge rule does not apply to certain classes of non-citizens including refugees
and persons granted asylum or victims of trafficking or criminal activity or individuals
classified under the Violence Against Women Act or military service members and their
spouses and children.

USCIS officials make a determination of public charge on a case-by-case basis. The
Division of Medicaid is not involved in this determination and Medicaid eligibility is based
on immigration status combined with all other Medicaid criteria in determining eligibility for
non-citizens.

Source: Immigration and Nationality Act § 212(a)(4), 8 U.S.C. § 1182(a)(4).

History: Revised eff. 08/01/2020.

Chapter 4:  Enumeration

Rule 4.1: Social Security Number (SSN)

Enumeration is the process of assigning Social Security Numbers. In general, applicants for
Medicaid must be enumerated as a condition of eligibility by either;

A

Furnishing the Social Security Number (SSN). The applicant can verbally provide the SSN
when they do not have a card or other document with the number on it; or

. Providing verification of an application for a SSN when a number has not already been

assigned.
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Source: 42 C.F.R. § 435.910.

History: Revised eff. 08/01/2020.

Rule 4.2: Exceptions to the Enumeration for Applicants

Exceptions to the enumeration requirement are limited to the following:

A.

Non-qualified non-citizens applying for Emergency Medicaid services only do not have to
provide a Social Security Number or provide proof of an application for a Social Security
Number (SSN) as a condition of eligibility for emergency benefits.

The requirement is postponed for deemed eligible infants until the first redetermination.

The Social Security Administration (SSA) does not issue SSNs to deceased individuals. The
enumeration requirement is applicable if the SSN was issued prior to death.

The enumeration requirement may be waived for an applicant who, because of well-
established religious objections, refuses to obtain a SSN. A statement written by the applicant
including the applicant’s religious affiliation and reasons for objecting to the requirement
must be obtained. The agency will review the statement for compliance with the
requirements of 42 C.F.R. § 435.910 (h)(iii).

Individuals not eligible to receive a SSN.
An individual does not have a SSN and may only be issued one for a valid non-work reason.

These are non-citizens in a lawful immigration status in the U.S. that do not have Department
of Homeland Security work authorization.

Source: 42 C.F.R. §435.910.

History: Revised eff. 08/01/2020.

Rule 4.3: Non-Applicants and Enumeration.

A

C.

Non-applicants cannot be required to disclose their own SSN as a condition of an applicant’s
eligibility.

Voluntary disclosure of the non-applicant’s SSN whose income is countable will enable the
agency to make a more accurate eligibility determination and ensure correct benefits. If the
non-applicant’s income is countable and is from a source usually verified using the SSN,
alternate verification must be provided.

The application cannot be denied solely because a non-applicant’s SSN is not disclosed.

Source: 42 C.F.R § 435.910.
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History: Revised eff. 08/01/2020.
Rule 4.4: Use of Social Security Numbers

Social Security Numbers will be matched with federal and state agencies at the time of
application and renewal, as appropriate, to verify income and eligibility.

Source: 42 C.F.R. § 435.940.

History: Revised eff. 08/01/2020.

Rule 4.5: Verification of the Social Security Number

When the applicant provides a document with the Social Security Number (SSN) or provides the

number verbally, the number must be electronically verified with the Social Security

Administration (SSA).

A. If the number originally submitted to the State Verification and Exchange System (SVES) is
not verified, the correct information must be obtained and re-submitted to SSA for
verification.

B. If discrepancies exist, such as an applicant/beneficiary who has more than one SSN or has the
same SSN as another individual, the client must be referred to the Social Security
Administration office for resolution.

Source: 42 C.F.R. § 435.910.

History: Revised eff. 08/01/2020.

Chapter 5:  Categorical Eligibility

Rule 5.1: Categorical Eligibility.

A. Eligibility for the Medicaid program is limited to certain groups of individuals authorized by
Congress.

B. When authorizing a group, Congress also establishes specific requirements that must be met
to qualify as a member of that group.

1. Each designated group is assigned a category of assistance.

2. The requirements that must be met to fit into a group or category are known as
categorical requirements.
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3. The Division of Medicaid is responsible for the following categories of assistance: aged,
blind, disabled, children under age nineteen (19), pregnant women and parents and
caretakers with dependent children. The Division of Medicaid also manages and has
oversight responsibility for former foster children to age twenty-six (26).

Source: Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020

Rule 5.2: Aged

A. An individual categorically eligible as aged must be sixty (65) years of age or older.

B. According to the Supplemental Security Income program, a given age is attained on the first
moment of the day preceding the anniversary of the individual’s birth. For example, a person
born on January 1, 1943, is considered to be age sixty (65) as of December 31, 2007, and
meets the definition of an aged individual in the month of December 2007. A person born
January 2, 1942, meets the definition of an aged individual in January 2008.

Source: 42 C.F.R. § 435.520.

History: Revised eff. 08/01/2020.

Rule 5.3: Blindness and Disability

To be categorically eligible for Medicaid as blind or disabled, an individual must, at a

minimum, meet the Supplemental Security Income (SSI) definition of blindness or disability.

The Disability Determination Service (DDS) makes all decisions relating to disability and

blindness for the Division of Medicaid and the Social Security Administration (SSA).

Source: 42 C.F.R. § 435.541.

History: Revised eff. 08/01/2020.

Rule 5.4: Children Under Age 19

A. Children under the age of 19 are eligible for Medicaid or the Children’s Health Insurance
Program (CHIP), depending on the child’s age, household income and other factors of
eligibility.

B. Children under age 19 have continuous eligibility for a twelve (12) month certification period
unless an “early-out” termination reason is met.

Source: 42 C.F.R. 88 435.118, 435.926, 457.310.

History: Revised eff. 08/01/2020.
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Rule 5.5: Pregnant Women

A. A pregnant woman of any age is categorically eligible. Other factors of eligibility must be
met.

B. A pregnant woman’s eligibility includes a two (2) month post-partum period following the
month of delivery, miscarriage or other termination of pregnancy.

Source: 42 C.F.R. § 435.116.
History: Revised eff. 08/01/2020, Deleted Miss. Admin. Code Part 102, Rule 5.5.C.
Rule 5.6: Parents and Caretaker Relatives of Dependent Children

A. Low-income parent(s) or caretaker relatives with children under age eighteen (18) are
categorically eligible for Medicaid. Other factors of eligibility must be met.

B. This group includes intact two (2) parent families and families in which the children are
deprived of one or both parents.

C. A caretaker relative with whom a dependent child is living is related by blood, adoption
or marriage and assumes primary responsibility for the child’s care. The caretaker
relative must meet a specified degree of relationship to qualify. The spouse of the
caretaker relative is included for coverage, provided the spouses live together.

D. A dependent child is under the age of eighteen (18) and is deprived of parental support by
reason of the death, absence from the home, physical or mental incapacity, or
unemployment (or underemployment) of at least one parent.

Source: 42 C.F.R. § 435.110.

History: Revised eff. 08/01/2020; Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq.(eff. 01/01/2014), eff. 04/01/2014.

Chapter 6:  General Eligibility Requirements
Rule 6.1: Basic Eligibility Requirements
A. An eligible individual must:
1. Be in one of the categories of assistance;
2. Be acitizen of the United States or a qualified non-citizen;

3. Be aresident of Mississippi;
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4. Have income and resources, when applicable, within specified program limits; and
5. File an application.

B. Notwithstanding the above, an individual is not eligible in any program if the person:
1. Fails to apply for any and all other benefits for which he may be eligible;

2. Fails to assign rights to any third-party medical support or cooperate with the Division of
Medicaid in obtaining third-party payments;

3. Is aresident of a public institution except under specified conditions; or

4. Refuses to accept vocational rehabilitation services (Aged, Blind and Disabled
Programs).

Source: 42 C.F.R. 8 435 et. seq.
History: Revised eff. 08/01/2020.
Rule 6.2: Eligible Individuals — Aged, Blind and Disabled (ABD) Programs
A. An eligible ABD adult or child is one who meets all basic program requirements.
B. An eligible spouse is a person who:
1. Meets all of the basic program requirements,
2. Is the spouse of an eligible individual; and
3. Lives with the eligible individual.
4. This includes a couple who hold themselves out as married.

5. The individual and spouse must each apply and meet all of the basic program
requirements to establish eligibility as a couple.

Source: 42 C.F.R. § 435 et. seq.
History: Revised eff. 08/01/2020.

Rule 6.3: Eligible Individuals — Modified Adjusted Gross Income (Modified Adjusted Gross
Income) Programs
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A. Children under age nineteen (19), pregnant women of any age and parents or needy
caretakers, within the specified degree of relationship, are eligible individuals for the
Modified Adjusted Gross Income programs if they apply and meet program requirements.

B. For adult coverage:

1. Parents must live together; have a biological, adopted or stepchild; apply; and
meet all of the basic program requirements.

2. A needy caretaker must be the primary caretaker of a child under age eighteen (18).
The caretaker’s spouse must live with the needy caretaker to gain coverage.

Source: 42 C.F.R. §435.110.

History: Revised eff. 08/01/2020; Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 6.4: Verification of Age
A. The age of an individual must be verified in the following situations:
1. The applicant is an adult or child applying for benefits that are based on age;

2. There are ineligible children in an Aged, Blind and Disabled (ABD) deeming
household,;

3. A disabled or blind applicant under age twenty-one (21) applies for ABD and any of
the following conditions exist:

a) Deeming;
b) Student earned income exclusion; or
c) Support from absent parent exclusion.
B. Age is verified by matching with electronic data sources. If age cannot be verified by
available data sources, the applicant will be required to provide acceptable verification of
age.

Source: 42 C.F.R. 8§ 435.601 and 435.603.

History: Revised eff. 08/01/2020; Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 6.5: Marital Relationships — Aged, Blind and Disabled (ABD) Programs
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A marital relationship is one in which members of the couple are:

A. Married under state law,

B. Married under common law provided the couple began holding out themselves to the public
as married prior to April 1, 1956,

C. Married for Title II purposes, meaning one member of the couple is entitled to spouse’s
benefits on the record of the other,

D. Living in the same household in a “holding out” relationship as a married couple.

1. A couple who live in the same household are married for Supplemental Security

Income/Medicaid purposes if they hold themselves out to the community in which they
live as a married couple.

It is possible for a couple to live together and not be “holding out” as married, depending
on the economic and social circumstances. The only way to make a determination of
marital status is examine how the couple holds themselves out to the community. If the
couple is determined to be living separately and apart, each is treated as an individual.
However, when evidence does not support that a couple is living separately and apart,
couple rules and deeming applies.

When a couple lives together, but denies “holding out,” evidence must be obtained to
make a determination as to the couple’s relationship and living arrangement. Such
evidence may include mortgages; leases; rent receipts; property deeds; bank accounts; tax
returns; credit cards; information from other government programs (Social Security
Administration, public housing, food stamps, etc.); and statements from friends, relatives
and neighbors.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 6.6: Termination of a Marital Relationship — Aged, Blind and Disabled (ABD) Programs

A. For ABD programs, the marital relationship no longer exists as of the date that:

1.

2.

Either individual dies,

A final decree of divorce or annulment is issued for the marriage (if a divorced couple
resumes living together, a holding out relationship determination must be made),

Either individual begins living with another person as their spouse;,

The couple is determined not to be married for Title 11 purposes if that was the basis for
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considering the couple married, or
5. The couple begins living in separate households.

a) When a married couple claims to be living apart, evidence must be obtained to make
a determination regarding the couple’s relationship and living arrangement. Such
evidence may include mortgages; leases; rent receipts; property deeds; bank accounts;
tax returns; credit cards; information from government programs (Social Security
Administration, public housing, food stamps, etc.); and statements from friends,
relatives and neighbors.

b) If the couple is living apart, each person is treated as an individual.

B. A couple who are still legally married and resume living together after having lived apart is a
married couple, regardless of the reason for having resumed living together.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 6.7: Verification of a Marital Relationship — Aged, Blind and Disabled (ABD) Programs

A marital relationship is presumed for an ABD couple unless the client states otherwise and
provides the types of evidence listed in previous rules in this Chapter, supra, that indicate the
relationship does not exist or has terminated.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 6.8: Changes in Marital Status — Aged, Blind and Disabled (ABD) Programs.

A. A couple are married for a month if they meet any of the criteria for a marital relationship
within the month.

B. When a change occurs and an individual marries, resumes living with a spouse, enters a
“holding out” relationship, etc., couple budgeting is applicable beginning the month of the
change in relationship status.

1. Anincrease in benefits can be effective immediately if policy otherwise allows it.
2. Adverse action rules apply when ineligibility or a decrease in benefits results for a

recipient. Termination of marriage is effective the month after the month of a death,
divorce, annulment or separation.
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C. For spousal impoverishment purposes applicable to institutionalization, the couple must be
legally married under state law or in a common-law marriage that began prior to April 1,
1956. The spousal impoverishment provision is not applicable to couples in “holding-out”
situations that began on or after April 1, 1956.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 6.9: Marital Relationships — Modified Adjusted Gross Income Programs.

A. A marital relationship is one in which members of the couple are:

1. Married under state law, and

2. Married under common law prior to April 1, 1956, as recognized by Mississippi.

B. Couples in “holding out” situations are unrelated individuals for Modified Adjusted Gross
Income purposes.

Source: 42 C.F.R. § 435. 603.
History: Revised eff. 08/01/2020, Deleted Miss. Admin. Code Part 102, Rule 6.9 A(4).
Rule 6.10: Termination of a Marital Relationship —Modified Adjusted Gross Income Programs

A. The marital relationship no longer exists for Modified Adjusted Gross Income purposes as
of the date that:

1. Either individual dies,
2. Afinal decree of divorce or annulment is issued for the marriage, or
3. The married couple begins living in separate households.

B. A legally married couple who resumes living together after having lived apart are treated
as a married couple, regardless of the reason for having resumed living together. If a
divorced couple resumes living together, the adults are unrelated.

Source: 42 C.F.R. § 435.603.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 6.11: Changes in Marital Relationship — Applications, Modified Adjusted Gross Income
Programs
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A. Marriage or termination of marriage, including separation, is effective the month the
event occurs.

B. In application situations, individuals must be in the home at least one day of the month to
be included in that month.

Source: 42 C.F.R. § 435.603.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 6.12: Changes in Marital Relationship — Active Cases, Modified Adjusted Gross Income
Programs

A. A change in marital status must be reported by eligible adult recipients in the
Parent/Caretaker Program.

B. When an adult becomes ineligible due to a change in marital status, eligibility is terminated
after advance notice.

C. Any changes resulting for the children will be handled at review.

Source: 42 C.F.R. § 435.916.

History: Revised eff. 08/01/2020.

Rule 6.13: Definition of a Child — Aged, Blind and Disabled (ABD) Programs
In ABD programs, a child is defined as someone who is:

A. Neither married nor head of a household, and

B. Either under age eighteen (18), or

C. Under age twenty-two (22) and a student regularly attending school, college or training that
is designed to prepare that individual for a paying job.

Source: 42 C.F.R. § 435.602.
History: Revised eff. 08/01/2020.
Rule 6.14: Termination of Child Status— Aged, Blind and Disabled (ABD) Programs

Status as a child ends:
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A. Effective with the month the child becomes age eighteen (18), or age twenty-two (22) if a
student, or

B. The month the individual last meets the definition of a child.
Source: 42 C.F.R. § 435.602.
History: Revised eff. 08/01/2020.

Rule 6.15: Student Status as an Eligibility Requirement Aged, Blind and Disabled (ABD)
Programs

A. A child under age eighteen (18) who does not expect to earn over $65 in any month meets the
definition of a child without regard to student status.

B. Student status must be explored whenever an applicant or recipient between the ages of
eighteen (18) and twenty-two (22) alleges being a student.

1. An individual meets the definition of a child for purposes of allocation and budgeting if
the individual is:

a) Under age twenty-two (22), and

b) Regularly attending school, college or training designed to prepare the individual for
a paying job.

1) Regular attendance means the individual takes one or more courses of study and
attends classes:

(@) In a college or university for at least eight (8) hours a week under a semester
or quarter system;

(b) In grades seven to twelve (7-12) for at least twelve (12) hours a week; or
(c) In a course of training to prepare the individual for a paying job for at least
fifteen (15) hours a week if the course involves shop practice or twelve (12)

hours a week if it does not involve shop practice.

(d) This kind of training includes antipoverty programs, such as Job Corps and
government-supported courses in self-improvement.

2) Attendance may be less than the time indicated above for reasons beyond the
student’s control if the circumstances justify the reduced credit load or attendance.
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3) Student status is also granted to homebound students who have to stay home due
to a disability.

4) Student status is granted if the child studies courses given by a school (grades
seven to twelve (7-12), college, university or government agency and a home
visitor or tutor directs the study or training.

5) A child remains a student when classes end if he attends classes regularly prior to
school vacation and intends to return when school reopens.

2. A student between the ages of eighteen (18) through twenty-two (22) may qualify for the

student earned income exclusion, if applicable, or an ineligible child allocation, which

may reduce the amount of deemed income from an ineligible spouse or parent.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 6.16: Definition of a Child — Modified Adjusted Gross Income Programs

A

To be categorically eligible as a child in the Modified Adjusted Gross Income programs,
the individual must be under the age of nineteen (19).

Age is verified, primarily through electronic sources.

An individual’s status as a child ends effective the month after the child turns age
nineteen (19).

Source: 42 C.F.R. § 435.603.

History: Revised eff. 08/01/2020.

Rule 6.17: Emancipated Children — Modified Adjusted Gross Income Programs

A.

Most children are dependents of their parents or have another adult caretaker. However,
some children may be emancipated. An emancipated minor is authorized to act on the
emancipated minor’s own behalf. Though not a dependent child, an emancipated minor
under age nineteen (19) is a categorically eligible child for Modified Adjusted Gross
Income programs.

Emancipation may occur by court-ordered emancipation, marriage or living
independently; however, how an emancipated child under age 19 is treated for Medicaid
or Children’s Health Insurance Program purposes depends on the living arrangement of
the child, the child’s tax dependent or tax filer status and/or whether the child must be
treated as an exception to tax filer rules or under non-filer rules, as described in budgeting
rules.
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Source: 42 C.F.R. § 435. 603.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 6.18: Minor Parents — Modified Adjusted Gross Income Programs

An unmarried parent under age nineteen (19) who resides in the home with the minor parent’s
child or children and the minor parent’s parents (the child or children’s grandparents) retains
individual eligibility determined using tax filer or exception rules. The minor’s children are
dependent children of the minor parent for determining their eligibility.

Source: 42 C.F.R. § 435. 603.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 6.19: Minor Heads of Household — Modified Adjusted Gross Income Programs
A. There are instances in which it is permissible for a child to be the head of household.
1. Children living independently, including those in group homes, orphanages and other
situations in which parents have relinquished or abandoned custody, often have

individuals filing on their behalf, such as a social worker, administrator or foster parent.

2. It is also permissible for the child to file the application when the child is capable of
doing so.

B. In addition, a child living with parents can be the head of household, i.e., the person filing the
application, under certain circumstances:

1. A married minor living with a spouse can file an application as head of household,
independent of parents.

2. A pregnant minor can file an application as a pregnant woman, independent of parents.

3. A minor parent can file an application for the minor parent’s children as head of
household. However, a minor parent must have the minor parent’s own eligibility
determined with the minor parent’s parents.

Source: Miss. Code Ann. § 43-13-121.
History: Revised eff. 08/01/2020.

Rule 6.20: Utilization of Other Benefits — General
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A. As a condition of eligibility, an aged, blind or disabled or Modified Adjusted Gross Income
applicant or recipient must take all necessary steps to obtain all benefits to which they are
entitled when the benefit(s) is/are one of the following types:

1. Unemployment Benefits,
2. Worker’s Compensation Benefit,

3. Social Security Retirement, Survivors and Disability Insurance Benefits, Including Early
Retirement at Age Sixty-Two (62),

4. Retirement or Disability Benefits Including Veterans’ Pensions And Compensation (VA
Aid and Attendance is not a required benefit under this provision), and

5. Annuity Or Pension Such As Private Employer Pensions, Civil Service Pensions, Union
Pensions, Railroad Retirement Annuities and Pensions, Municipal, County, or State
Retirement Benefits.

a) Federal Civilian Employment for a minimum of five (5) years,
b) Federal Uniformed Service (Military) for a minimum of twenty (20) years, or
c) State or Local Government employment.

B. An applicant or recipient entitled to Medicare Part A (Hospital Insurance) and Part B
(Supplemental Medical Insurance) must apply and accept coverage under Parts A and B
provided the Division of Medicaid will pay all associated premiums and cost-sharing
expenses for persons in the category of eligibility under which the individual is applying or is
eligible.

1. An applicant or recipient entitled to Medicare Part A with no premium payable (through
work history of self or spouse), must apply and accept both Part A and Part B of
Medicare as a condition of eligibility.

2. An applicant or recipient who is not eligible for free Medicare Part A is required to apply
and accept Medicare as follows:

a) If household income is equal to or less than the federal poverty level (100% FPL), the
individual must apply and accept Medicare Part A under conditional enrollment,
meaning Medicare will be accepted when Medicare is approved and Medicaid begins
payment of the Part A premium. The individual must also apply for Medicare Part B
at the same time.

b) If household income is greater than the federal poverty level (100% FPL), the
applicant/recipient will not be required to apply for Medicare Part A unless the only
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category of eligibility in which the individual qualifies is that of Specified Low
Income Medicare Beneficiary (SLMB) or Qualifying Individual (QI). Both SLMB
and QI require active Medicare Part A as a condition of eligibility.

c) An applicant or recipient will not be required to apply for Medicare if the individual
has previously applied for Medicare Part A and/or Part B and coverage for both or
either parts of Medicare were refused, withdrawn or terminated due to non-payment
of premiums. The Division of Medicaid will take appropriate action to have Medicare
Part A and/or Part B reopened through the Medicare Buy-In process if household
income is equal to or less than the federal poverty level (100% FPL). An individual
whose household income is greater than the FPL will not be required to reapply for
Medicare unless the only category of eligibility in which the individual qualifies is
that of a Specified Low-Income Medicare Beneficiary (SLMB) or a Qualified
Individual (QI), in which case reapplication for Medicare Part A is required as a
condition of eligibility.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.21: Benefits Exempt from Utilization Provision

The client is not required to apply for the following types of benefits:

A. Temporary Assistance for Needy Families (TANF),

w

General Public Assistance, including Supplemental Security Income,

Bureau of Indian Affairs General Assistance,

o O

Victim’s Compensation payments,

m

Other federal, state, local or private programs with payments based on need, and
F. Earned Income Tax Credits.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.22: Individuals Exempt from Utilization Provision

A. This provision applies only to eligible individuals (applicants or recipients).

B. It does not apply to non-applicants or other ineligible household members, such as:
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1. Anineligible spouse or community spouse in the Aged, Blind and Disabled programs and
non-applicant or ineligible parents or caretaker relatives of children.

2. The responsible adult is required to file on behalf of children potentially eligible for other
benefits as a condition of the child’s eligibility.

Source: 42 C.F.R. § 435.608.
History: Revised eff. 08/01/2020.
Rule 6.23: Exception to the Utilization Provision

A. An individual is not required to accept another benefit if the resulting payment would be a
reduction in current benefits payable to the individual.

B. This exception does not include a reduction in Medicaid benefits.
Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.24: Good Cause for Not Complying with Utilization Provision

A. The agency must require clients to take all steps necessary to apply for other benefits to
which they are entitled, unless good cause can be shown for not doing so.

B. A denial or dismissal of a claim for other benefits due to failure to submit required
verification does not satisfy this requirement.

C. Good cause for not applying for other benefits may be found to exist if the individual does
not apply due to:

1. lllness, and there is no authorized representative to apply on the client’s behalf,

2. The individual previously applied and was denied, and the reason for the denial has
not changed, or

3. The individual was unaware of the availability of a benefit, and the agency did not
advise the individual of its availability.

D. If good cause does not exist for failure to comply with this requirement, eligibility will be
denied or terminated as discussed later in this section.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

47



Rule 6.25: Applying the Utilization Provision

A. The Utilization of Other Benefits provision (Rule 6.20, infra) is applicable at the time of
application and for the duration of eligibility.

B. The individual potentially eligible for the types of benefits listed above or the responsible
person, if the client is a child, must take steps to apply for the benefits.

C. If eligible, the individual must accept the payment regardless of the impact the additional
income will have on Medicaid eligibility.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.26: Notification Requirements for Utilization Provision

A. The applicant must be furnished with written notice explaining the responsibility to apply for
the potential benefit within thirty (30) days of the notice for Aged, Blind and Disabled
applicants and within fifteen (15) days of the notice for Modified Adjusted Gross Income
applicants.

B. A Request for Information will be used to inform the individual of the following:
1. The type of benefit the applicant appears to be eligible for;
2. The agency or organization where an application should be filed;
3. That the applicant has thirty (30) days (or fifteen (15) for Modified Adjusted Gross

Income) from the date of the notice in which to file an application for the potential

benefit; and

4. Proof that that application has been filed must be provided to the Regional Office within
the thirty (30) day (or fifteen (15) day) timeframe.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.27: Agreement to Comply with Utilization Provision.

A. An agreement to comply does not negate any prior action to deny or terminate benefits.

B. The effective month of potential eligibility is the month in which the individual takes the
steps necessary to obtain benefits from the other agency.
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Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.28: Other Issues Related to Utilization Provision.

A

An applicant may be eligible for more than one type of benefit. All potential sources of
benefits must be identified.

The election of a lower benefit when the individual has an option between a high and low
benefit will result in denial or loss of eligibility.

. When an applicant has a choice regarding payment as a lump sum or an annuity, the annuity

must be selected.

1. A one (1) time total withdrawal of pension plan funds in this situation does not comply
with the statutory requirements that mandate application for the annuity or pension, i.e.,
money payments at some regular interval.

2. When a benefit source permits the individual to change the decision for a lump sum and
apply for money payments at regular intervals, the individual must pursue the change as a
condition of eligibility for Medicaid.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.29: Failure to Comply without Good Cause — Aged, Blind and Disabled (ABD) Programs

A.

If an ABD individual has failed without good cause to take all steps to obtain the other
benefits, action to deny or terminate benefits until the requirement is fulfilled must be taken.

An agreement to comply does not negate any prior action to deny or terminate benefits.
The effective month of eligibility is the month in which the individual takes the steps

necessary to obtain benefits from the other agency or provides proof of ineligibility for the
benefit(s).

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.30: Failure to Comply Without Good Cause — Modified Adjusted Gross Income Programs
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When the application for other benefits has not been filed and good cause does not exist, the
Modified Adjusted Gross Income adult or child who was potentially eligible for the other
benefits cannot be approved for Medicaid.

Any other eligible children included in the application can be placed in an appropriate
program.

Source: 42 C.F.R. § 435.608.

History: Revised eff. 08/01/2020.

Rule 6.31: Assignment of Third-Party Rights

A

Federal law requires that all Medicaid and/or Children’s Health Insurance Program (CHIP)
applicants and recipients must cooperate with the Medicaid Agency in identifying, to the
extent they are able, potentially liable insurers and other third parties who may be liable to
pay for care and services covered by Medicaid and/or CHIP.

As a condition of eligibility, each applicant/recipient must:
1. Disclose all potential third-party liability sources,

2. Assign to the Division of Medicaid the applicant’s/recipient’s individual rights to medical
support and other third-party payments, and such rights of any other eligible individuals
for whom the applicant/recipient has legal authority,

3. Cooperate in establishing paternity and obtaining medical support or payments, when
applicable, and

4. Cooperate in identifying and providing information to obtain third-party payments.

By accepting Medicaid in Mississippi, each applicant/recipient is deemed to have made an
assignment to the Mississippi Medicaid Program of the applicant’s/recipient’s rights to
medical support or any third-party benefits, including hospitalization, accident, medical or
health benefits owed to the individual, as well as rights to such benefits owed by any third
party to the children or any other person for whom the applicant/recipient has legal authority
to execute such an assignment.

The individual’s signature on the application form at initial application and each
redetermination of eligibility acknowledges the automatic assignment of all third-party
rights.

Source: 42 C.F.R. § 435.610.

History: Revised eff. 08/01/2020.
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Rule 6.32: Failure to Cooperate With Third-Party Assignment

A.

The Third-Party Recovery (TPR) Unit has the responsibility for determining if an individual
has failed, without good cause, to cooperate with assignment of third-party rights.

If the TPR Unit determines there was good cause for failure to cooperate, the individual will
be exempted from the cooperation requirement.

A determination of failure to assign rights or lack of cooperation in obtaining third-party
payments, without good cause, will result in denial or termination of Medicaid benefits after
affording the right to appeal.

If the TPR Unit determines an individual has failed, without good cause, to cooperate with
third-party assignment, action may be taken to deny or terminate eligibility with advance
notice and state appeal rights.

Source: Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020.

Rule 6.33: Children’s Health Insurance Program (CHIP) and Other Insurance Coverage —
Modified Adjusted Gross Income Programs

A

Children who are covered by creditable third-party insurance at application are not eligible
for CHIP. This is true regardless of who pays the health insurance premiums. Geographical
access is taken into consideration when creditable coverage exists for a child. A CHIP child
with creditable coverage but no geographical access to the coverage network cannot be
denied CHIP.

Creditable insurance coverage is full health insurance through a job-based health plan,
private health insurance, Medicare, Medicaid, CHIP, CHAMPUS, TRICARE and veterans’
health coverage through the VA or the Health Insurance Marketplace and any health plan
established or maintained by a state, the U.S. government or a foreign country or a state
health insurance risk pool.

Children with limited scope coverage are not considered to have creditable coverage;
however, assignment of rights applies if CHIP pays for a benefit that is the legal liability of
the limited third-party coverage that includes: accident insurance, disability income
insurance, liability insurance, supplemental policies for liability insurance, worker’s
compensation, automobile medical payment insurance, credit-only insurance, coverage for
onsite medical clinics or limited-scope dental or vision or long-term care insurance.

. Termination of creditable coverage must be verified when the application indicates insurance

coverage will terminate within the thirty (30) day application processing period or terminated
within the six (6) months prior to the application.
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When creditable insurance coverage will terminate within the thirty (30) day application
processing period, an otherwise CHIP-eligible child is not denied.

If all other factors of eligibility will be met, the application will be held and action taken to
approve the child after the insurance coverage has ended.

Source: 45 C.F.R. § 457.310, Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020.

Rule 6.34: Child Support Requirements in General

A.

State IV-D agencies are required to petition for medical support when health insurance is
available to the absent parent at a reasonable cost. In order for the IV-D agency to provide
the services required by law, the Division of Medicaid must refer the following children to
the Mississippi Department of Human Services (MDHS), Child Support Enforcement Office:

1. Disabled children in an Aged, Blind and Disabled program with an absent parent, and
2. Dependent children with an absent parent. Dependent children are those with a parent or
caretaker eligible for Medicaid in the Parent/Caretaker Modified Adjusted Gross Income

Medicaid program.

State IV-D Cooperation is not required for the FPL programs; however, the client can
volunteer for the child support services for children in FPL Medicaid programs.

Source: 45 C.F.R. § 233.90.

History: Revised eff. 08/01/2020.

Rule 6.35: Child Support Requirements for Parents and Caretaker Relatives.

A.

Referral to and cooperation with child support is required as a condition of the adult’s
eligibility if the deprivation reason for at least one child is continued absence.

The parent or caretaker relative must cooperate with child support requirements and assist
the state by cooperating with enforcement of existing court orders or in obtaining at least
medical support from the absent parent.

A referral to the State IV-D agency is made whether or not there is an existing court order
and regardless of whether child support is being paid by the absent parent.

Source: 45 C.F.R. § 233.90, Miss. Code Ann. § 43-13-121.

History: Revised to correspond with the Patient Protection and Affordable Care Act, 42 U.S.C. §

18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.
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Rule 6.36: Non-Cooperation and Good Cause Determinations

A. At time of application, if the parent or caretaker relative refuses to cooperate with child
support or is already in a non-compliance status with the child support agency, the adult’s
Medicaid eligibility will be denied.

B. After a referral to the State IV-D agency, satisfactory cooperation, good cause for failure to
cooperate and satisfactory cooperation after a period of non-compliance are determined by
the State IV-D agency.

1. If a non-compliance decision is received from the State IV-D agency, the adult’s
eligibility will be terminated allowing adverse action notice.

2. The sanction can only be removed when the adult has complied fully with child support
requirements as required by the State 1V-D agency.

3. The requirement to cooperate as a condition of eligibility impacts the eligibility of an
adult only. The eligibility of a child is not impacted.

Source: 45 C.F.R. § 233.90, Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020.

Chapter 7: Non-Financial Requirements - Aged, Blind and Disabled (ABD) Programs

Rule 7.1: Definition of Adult Disability

The law defines disability as the inability to do any substantial gainful activity by reason of any
medically determinable physical or mental impairment that can be expected to result in death or
that has lasted or can be expected to last for a continuous period of not less than twelve (12)

months.

A. This means the adult is unable to do the adult’s previous work or any other substantial
gainful activity that exists in the national economy.

B. The adult’s residual functional capacity, age, education and work experience are considered
in the disability determination process.

Source: 42 C.F.R. 8§ 435.540.
History: Revised eff. 08/01/2020.

Rule 7.2: Definition of Childhood Disability

53



A. An individual under the age of eighteen (18) is considered disabled under the Supplemental
Security Income program if that child has a medically determinable physical or mental
disability that results in marked and severe functional limitation and that can be expected to
result in death or that has lasted or can be expected to last for a continuous period of at least
twelve (12) months.

B. No individual under the age of eighteen (18) who engages in substantial gainful activity may
be considered disabled.

Source: 42 C.F.R. § 435.540.

History: Revised eff. 08/01/2020.

Rule 7.3: Definition of Blindness

Statutory blindness is central visual acuity of 20/200 or less in the better eye with the use of a

correcting lens. An eye that has a limitation in the field of vision so that the widest diameter of

the visual field subtends an angle no greater than 20 degrees is considered to have a central

visual acuity of 20/200 or less.

A. An individual’s ability to work will not affect eligibility based on blindness.

B. Throughout the remainder of this section, the term “disability” also refers to blindness.

Source: 42 C.F.R. § 435.530.

History: Revised eff. 08/01/2020.

Rule 7.4: Disability Determination Process

In Mississippi, an application for Supplemental Security Income (SSI) is also an application for

Medicaid. If the only application for Medicaid is filed with the Social Security Administration

(SSA) for SSI benefits, the applicant is required to wait until SSA makes the SSI determination

to receive the Medicaid decision. The SSA disability determination is binding on the Division of

Medicaid.

Source: 42 C.F.R. § 435.541.

History: Revised eff. 08/01/2020.

Rule 7.5: Independent Disability Determinations.

A. The Disability Determination Service (DDS) with the Department of Rehabilitation Services
is the agency that determines disability for both Supplemental Security Income-related

disability and blindness applications and Medicaid-only disability and blindness applications.
A disability approval is required for all Aged, Blind and Disabled applicants under the age of
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C.

sixty-five (65) applying for Medicaid on the basis of being disabled or blind. Throughout the
remainder of Rule 7, the term “disability” also refers to blindness.

An independent disability determination is required when an individual applies for both SSI
benefits on the basis of disability or blindness and applies separately for Medicaid with the
Division of Medicaid for the same period of time. An independent disability determination
means that both the Social Security Administration (SSA) and the Division of Medicaid
submit a request to DDS to determine disability for the same individual for the same period
of time. The Medicaid application may also include a request for retroactive benefits.

1. If DDS has not ruled on the Supplemental Security Income (SSI) disability portion of an
application filed with both SSA for SSI benefits and the Division of Medicaid for
Medicaid-only benefits within ninety (90) days of the Medicaid-only request for a
disability decision, DDS will issue a 90-day denial of disability for Medicaid purposes
while the SSI disability decision remains pending. The Medicaid-only application must
be denied because disability requirements are not met. The denial notice will inform the
applicant to notify the Division of Medicaid if SSI benefits are approved by SSA.

2. If SSI is approved, the dates of SSI eligibility will be reviewed by the Division of
Medicaid to determine if Medicaid-only eligibility is needed for the retroactive period
and/or for any missing months of SSI eligibility.

An independent disability decision utilizing DDS is required if an individual applies for
Medicaid-only and has not applied for SSI or has applied for SSI and been denied for a
reason other than disability. If SSI was denied due to disability, the Division of Medicaid will
take a separate application and request a DDS decision, but the prior DDS denial will prevail
unless there is new information, a new disabling condition exists or it has been more than
twelve (12) months since the last SSI denial.

Source: 42 C.F.R. §435.541.

History: Revised eff. 08/01/2020.

Rule 7.6: Exceptions to Obtaining Disability Approvals

A

There may be instances when Disability Determination Services (DDS) has already
determined disability using Supplemental Security Income criteria for the same period of
time to be covered by a Medicaid application. If so, a separate Medicaid determination is not
needed.

If the disability onset date, as established by the Social Security Administration, does not
include all months of requested Medicaid eligibility, a separate DDS decision is required.

Source Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020.
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Rule 7.7: Situations Not Requiring a Separate Disability Determination Services (DDS) Decision

A. In the following situations a separate blindness/disability determination for Medicaid is not
needed. The applicant/beneficiary is considered to be blind/disabled:

1. Applicant receives Title 1l Disability.
The applicant receives benefits on an ongoing basis based on the applicant’s own
disability, and the disability onset date is verified to include all months to be covered by
the Medicaid application, i.e., the month of application and any retroactive months.
Receipt of Title 11 disability must be re-verified at each redetermination.

2. Disability Decision Overturned by Administrative Law Judge (ALJ) Order.
An ALJ reverses a disability denial and establishes disability with a disability onset date
that covers all months of the Medicaid application. If the Medicaid applicant is otherwise
eligible, eligibility can be established as of the date of the onset of disability as
established by the ALJ order, but no earlier than:
a) The Medicaid application date, or
b) Three months before the Medicaid application date if retroactive benefits are an issue.

3. Deceased Applicants.

A verified death date establishes disability if a disability, due to any illness or accident
that resulted in death, existed in all months for which Medicaid eligibility was requested.

4. Disabled Adult Children.

Disability has been established by the Social Security Administration for an applicant
who is over eighteen (18), entitled to Medicare and receiving Title 1l benefits as a child
(C1-C9 beneficiary). The disability onset date must be determined.

Source: 42 C.F.R. §435.541.

History: Revised eff. 08/01/2020.

Rule 7.8: Separate Disability Decisions

If there is no indication that any of the above exceptions apply, a separate disability decision

must be obtained from Disability Determination Services when an applicant applies for Medicaid

on the basis of disability or blindness.

Source: 42 CFR §435.541
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History: Revised eff. 08/01/2020.
Rule 7.9: Temporary Social Security Income Closures

A. Some cases that are Social Security Income (SSI)-eligible terminate once per quarter and are
reinstated by SSI after one or two (2) months of ineligibility.

B. The usual cause of the temporary SSI closure is earned income in a five (5) week month.

C. The individual whose SSI is temporarily terminated can apply for Medicaid coverage during
the missing SSI months by filing an application with the regional office, which, if approved,
is valid for twelve (12) months. Redeterminations that are approved are also valid for a
twelve (12) month period for temporary SSI closures.

Source: Miss. Code Ann. § 43-13-121.

History: Revised eff. 08/01/2020.

Rule 7.10: Refer to Miss. Admin. Code Part 306, Rule 1.8.

Rule 7.11: Refer to Miss. Admin. Code Part 306, Rule 1.8.

Rule 7.12: Refer to Miss. Admin. Code Part 306, Rule 1.8.

Rule 7.13: Refer to Miss. Admin. Code Part 306, Rule 1.8.

Chapter 8: Non-Financial Requirements — Modified Adjusted Gross Income Programs

Rule 8.1: Deprivation

A. Deprivation is an eligibility factor for dependent children under age eighteen (18).
Deprivation must exist within the household in order for the parent(s) or caretaker relative
to obtain eligibility. The child’s eligibility is not tied to deprivation, but there must be a
dependent child under the age of eighteen (18) in the home in order for the adult to

qualify for coverage.

B. A condition of deprivation is not applicable in any other Medicaid programs or the
Children’s Health Insurance Program.

C. The deprivation factor means a dependent child is deprived of the support of one or both
of their parents for one of the following reasons:

1. Death,

2. Continued absence from the home,
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3. Physical or mental incapacity (two (2) parent families only), and
4. Unemployment or Underemployment (two (2) parent families only).

D. Deprivation is established for the dependent child in relation to the child’s legal and/or
natural parents.

1. The biological parent of a child who has been legally adopted is no longer a legally
responsible parent. Deprivation is determined only in regard to the adoptive parents.

2. Deprivation due to continued absence is always met in a single parent adoption.
Source: 42 C.F.R. §435.4.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 8.2: Legally Responsible Parents

The following are legally responsible parents:

A. The child’s biological, adoptive or step-mother,

B. The child’s biological, adoptive or step-father, or

C. The adoptive parent who has been legally granted a final decree of adoption.
Source: 42 C.F.R. § 435.603.

History: Revised to correspond with the Patient Protection and Affordable Care Act, 42 U.S.C. §
18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 8.3: Legal Father
A. For the deprivation determination, a child’s legal father is one of the following:

1. A man whose name appears on the child’s birth certificate unless a court has
determined otherwise,

2. A man who has been declared to be the child’s father by a court order,

3. A man who has acknowledged paternity of the child in an Admission of Paternity if
there is no legal father either on the birth certificate or in a court order, or
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4, A man who married the child’s mother subsequent to the birth and publicly
acknowledges that he is the father of the child when there is no legal father listed on
the child’s birth certificate and a paternity order has not been issued establishing a
different person as the father.
Source: 42 C.F.R. § 435.601, Miss. Code Ann. § 43-13-121.

History: Revised to correspond with the Patient Protection and Affordable Care Act, 42 U.S.C. 8§
18001 et seq. (eff. 01/01/2014), eff. 04/01/2014.

Rule 8.4: Continued Absence

A. Continued absence exists when a parent does not live in the home with the child as the result
of divorce, legal separation, desertion, incarceration, long term hospitalization, institutional
care, court-ordered removal of the child from the home or because paternity has not been
established.

B. Deprivation is also established if the parent is convicted of an offense and sentenced to
perform unpaid public work or community service during working hours and is allowed by
the court to live at home.

C. However, deprivation does not exist when a parent lives at an address separate and apart
from the child, and:

1. The parent is out of the home solely to seek or accept employment, or

2. The parent is out of the home solely due to active duty in the uniformed service of the
United States.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 8.5: Incapacity

A child who lives with biological, legal or adoptive parents is deprived of parental support or
care if one (1) or both parents receive Social Security Disability or Supplemental Security
Income.

Source: 42 C.F.R. § 435.601.

History: Revised eff. 08/01/2020.

Rule 8.6: Under/Unemployment
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A child who lives with both of the child’s biological, legal or adoptive parents is deprived of
parental support or care if the combined family income is equal to or below the
parent/caretaker income limits for the appropriate family size.

Source: 42 C.F.R. § 435.603.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and

Affordable Care Act, 42 U.S.C. § 18001 et seq.(eff. 01/01/2014), eff. 04/01/2014.

Rule 8.7: Temporary Absence from the Home

A. The temporary absence of the parent, other adult caretaker or the child from the home does
not affect the eligibility determination, provided the absent member does not establish a
home elsewhere and the reason(s) for the absence is temporary.

B. The adult must retain legal responsibility for the child during the absence. The case must be
documented with the reason for separation, the approximate duration and plan for the child or
adult to return to the home.

C. The following situations are considered temporary absences:

1.

Either the adult or child is temporarily out of the home receiving care or treatment in a
medical facility, such as a hospital, a maternity home or drug treatment facility,

Either the adult or child is out of the home for a visit,
Either the adult or child is out of the home to attend school or training,

The adult works away from home and retains responsibility for the child, even though
day-to-day care is delegated to someone else,

The child is in a juvenile facility that is not a state institution and the qualified relative
retains legal responsibility for the child even though the facility has physical custody,

The child is in a Psychiatric Residential Treatment Facility (PRTF), or

Absence of parent(s) due to fulfilling a military obligation. A legal parent who is away
from home on military duty is considered part of the budget group unless there is
abandonment of the family. Benefits will not be authorized for the person away on
military duty.

D. Any family member who is residing elsewhere permanently cannot be considered
temporarily absent.

Source: 42 C.F.R. § 435.603.
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History: Revised eff. 08/01/2020.

Rule 8.8: Relationship

A. The responsible adult may be a relative or a non-relative for children eligible in a
Modified Adjusted Gross Income-related FPL program, including the Children’s Health
Insurance Program (CHIP).

B. To meet the requirement of relationship as a parent or caretaker relative, a child must live
in the home with a biological, adopted or step-parent or one of the following relatives
within the specified degree of relationship:

1. Grandfather or grandmother (extends to great, great-great and great-great-great),

a) A grandparent-in-law is within the required degree.

b) The relationship of grandparent-in-law occurs when one of the child’s
grandparents remarries.

2. Brother or sister (including half-brother and half-sister),

3. Uncle or aunt (extends to great and great-great),

4. First cousin, including first cousin once removed (child of a first cousin),
5. Nephew or niece (extends to great and great-great),

6. Step-father or step-mother, or

7. Step-brother or step-sister.

C. Relationship extends to the legal spouse of the above-listed relatives even after the
marriage is terminated by death or divorce.

D. The relationship requirement is met when the child lives with any of the above-named
relatives.

E. Legal custody is not a factor in determining relationship.

F. Legal adoption terminates all prior relationships except that the biological parent remains
a qualified relative to the child for eligibility.

1. A natural or biological parent whose child has returned to the parent’s home after
being legally adopted by another individual is within the degree of relationship.
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2. In such instances the natural parent is not legally responsible for the child and the
adoptive parents must be reported as absent parents to the Division of Child Support.

G. Relationship as a caretaker relative must be verified.
Source: 42 C.F.R. 8435.4.

History: Revised eff. 08/01/2020, Revised to correspond with the Patient Protection and
Affordable Care Act, 42 U.S.C. § 18001 et seq.(eff. 01/01/2014), eff. 04/01/2014.

Chapter 9: Residents of an Institution
Rule 9.1: Residents of an Institution

A. Residence in an institution can affect an applicant’s/recipient’s eligibility for any Medicaid
program and for the Children’s Health Insurance Program.

B. Generally, an individual who is an inmate of a public institution may be enrolled in Medicaid
but may not receive Medicaid covered services, except under specified conditions.

C. Public institutions, for Medicaid purposes, are broadly defined as prisons or other penal
settings and institutions for mental diseases.

Source: 42 C.F.R. § 435.10009.
History: Revised eff. 08/01/2020.
Rule 9.2: Institutions for Mental Diseases

An Institution for Mental Diseases (IMD’s) are hospitals, nursing facilities or other institutions
of more than sixteen (16) beds that are primarily engaged in providing diagnosis, treatment or
care of persons with mental diseases, including medical attention, nursing care and related
services.

A. Individuals under age twenty-one (21) may receive Medicaid while in an institution for
mental diseases if they are receiving psychiatric services and are otherwise eligible. If the
individual is receiving inpatient psychiatric services at the time the individual turns age
twenty-one (21), the individual may receive Medicaid until age 22.

B. Individuals between the ages of twenty-one (21) and sixty-five (65) are not eligible to receive
any Medicaid benefits while residing in an institution for mental diseases, with the following
exception:

1. A Medicaid eligible pregnant woman who is receiving treatment for a substance use

disorder is eligible to receive Medicaid covered services provided outside the IMD
facility.
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2.

3.

Pregnancy-related Medicaid may be determined prior to or after entering the IMD.
Medicaid will continue through the two (2) month post-partum period.

Eligibility for pregnancy-related Medicaid may be determined for the retroactive period
but not prior to October 1, 2019, which is the effective date of the IMD exception
provision.

C. Individuals age sixty-five (65) or older may not receive Medicaid benefits while in an IMD
unless they reside in a long-term care facility or receive inpatient hospital services and are
otherwise eligible for Medicaid in an allowed group.

Source: 42 C.F.R. §435.1010 and U.S.C. § 1396d.

History: Revised eff. 08/01/2020.

Rule 9.3: Institutions

A. An institution is an establishment that provides food, shelter and some treatment or services
to four or more persons unrelated to the proprietor.

B. A public institution is an institution that is the responsibility of a government unit or over
which a governmental unit exercises administrative control including the following:

1.

4.

5.

Prisons, local jails, detention facilities operated by or under contract with federal, state,
political subdivision of a state or tribal entity for the confinement of persons charged with
or convicted of a crime.

Penal settings such as boot camps or wilderness camps.

Residential Reentry Centers operated by prisons where inmates live while serving a term
of incarceration.

Correctional facilities organized for the primary purpose of involuntary confinement.

Hospitals and medical clinics operated by prisons.

C. Institutions that are not considered public institutions for Medicaid purposes include the
following. Residents may receive Medicaid benefits if otherwise eligible.

1.

2.

Medical institutions such as hospitals, nursing facilities, extended care facilities.
Publicly Operated Community Residences that serve no more than sixteen (16) residents

and provide food, shelter, social services, assistance with personal living activities or
training in socialization.
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6.

Supervised community residential facilities (half-way houses) that allow the resident
freedom to work outside the facility, use community resources and seek healthcare in the
community the same as other Medicaid enrollees.

Child care institutions licensed by the state that are not operated primarily for the
detention of children determined to be delinquent.

Public educational or vocational training institutions for the purpose of securing an
education or vocation.

Public shelters or housing provided to homeless individuals.

Source: 42 C.F.R. § 435.1010

Rule 9.4: Inmate Status

A. An individual is an inmate if serving time for a criminal offense or is confined involuntarily
in a state or federal prison, jail, detention facility or other penal facility.

B. Individuals considered inmates include:

1.

4.

5.

An individual of any age that is in custody and held involuntarily through operation of
law enforcement authorities in a public institution.

Individuals on home or work release for a temporary period of time who have to report to
the facility for incarceration at night or on weekends.

Individuals in correctional or holding facilities, who have been arrested or detained
involuntarily and are awaiting trial or disposition of charges or who are held under court
order.

Inmates who are sent to work on farms on a seasonal basis.

Escaped prisoners.

C. Inmate status is not terminated until the individual is paroled or otherwise unconditionally or
permanently released or pardoned and no longer resides in a penal setting.

D. Individuals not considered inmates who can qualify for full Medicaid benefits if otherwise
eligible include:

1. Paroled individuals and individuals on probation. Individuals in violation of the terms of

their parole or probation remain potentially eligible for Medicaid even though
Supplement Security Income (SSI) or Social Security benefits have been terminated due
to fugitive status. These individuals can qualify or continue to qualify for Medicaid
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unless or until they are under direct control of the penal system, at which time they are
considered inmates.

2. Individuals on house arrest or home release when not required to report to the public
institution for an overnight stay.

3. Individuals voluntarily living in a detention center, jail or penal facility after their case has
been adjudicated and other living arrangements have been made.

4. An individual placed in a public institution on a temporary emergency basis.

E. There is no difference between juveniles and adults when determining inmate status.

Source: 42 C.F.R. §435.1009 and 435.1010.

History: Revised eff. 08/01/2020.

Rule 9.5: Inmates Potentially Eligible for Medicaid

A

Admittance as an inpatient in a hospital, nursing facility, juvenile psychiatric facility or
intermediate care facility interrupts inmate status.

If otherwise eligible and inmate qualifies in an allowed group, the individual can be approved
for covered services received as an inpatient. This does not include medical facilities on the
grounds of or under the control of a penal facility or for services received in an emergency
room, urgent care center, clinic or other outpatient setting.

C. When determining inmate eligibility, Medicaid coverage is limited to those eligible in the

following allowed groups:

1. Children under age nineteen (19).

2. Pregnant women. Infants born to Medicaid eligible inmates are deemed fully Medicaid
eligible for the first year, even during the time the infant lives with the inmate in the
public institution.

3. Disabled individuals.

4. Aged individuals with no previous Medicare entitlement.

It is not possible for an individual to qualify as a parent or caretaker relative while in inmate

status since there is no direct primary responsibility for a child under age eighteen (18) while

the individual is incarcerated and separated from the child or children.

Inmates must meet all non-financial and financial eligibility factors of the program for which
they are being considered.
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F.

If an inmate does not meet citizenship requirements, but qualifies for Emergency Services in
an allowed group; the inmate is eligible for emergency inpatient services only.

Source: 42 C.F.R. § 435.1008 through 435.1010.

History: Revised eff. 08/01/2020.

Rule 9.6: Special Considerations

A.

An inmate cannot be considered a sole applicant until they have been separated from other
household members for thirty (30) days. When determined Medicaid-eligible as a member of
the community, an inmate is eligible for full Medicaid services.

An inmate can be considered as the sole member of the budget group for the month in which
the thirty-first (31%") day falls. When determined eligible as an inmate and as the sole member
of the budget group, the inmate is eligible for inpatient services only.

If an inmate is receiving Social Security Retirement, Disability or Survivors benefits, and is
convicted of a crime and confined to the correctional institution for more than thirty (30)
continuous days, the Social Security Administration (SSA) will suspend benefits. Similarly,
SSA must suspend benefits to individuals receiving Supplemental Security Income (SSI
payments when the person is incarcerated for at least one full calendar month. These
suspended payments are disregarded as income.

Source: 42 C.F.R. §435.1010.

History: Revised eff. 08/01/2020.

Rule 9.7: Verification of Inmate Status

A

Verification sources for inmate status may include:

1. State Department of Corrections, including electronic file exchanges,

2. Local prison/mental health authorities, including electronic file exchanges,
3. Court documents,

4. Court clerk for court that sentenced the individual,

5. A representative of the prosecutor’s or State’s Attorney’s office, or

6. Discharge arrangements and agreements between the individual and the penal/judicial
authority.
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Source: Miss. Code Ann. § 43.13.121.

History: Revised eff. 08/01/2020.

Rule 9.8: Inmate Application Process

A.

Inmates residing in a prison, detention center, local jail or institution for mental diseases
(IMD) may file an application for Medicaid while residing in the public institution.
Applications are accepted and processed for eligibility if covered inpatient hospital services
have been received. If the applicant has not received inpatient services at the time of
application but the applicant is otherwise eligible in an allowed covered group (see Rule 9:5
(C)), eligibility is suspended until such time as the individual is released from the public
institution. During the periods of suspension, annual reviews will be conducted. Inmates
whose release is imminent may file an application or have their suspended eligibility
reviewed for Medicaid coverage in all available coverage groups in order to have Medicaid
eligibility upon release. The Central Office of the Division of Medicaid coordinates pre-
release applications with the specific public institution.

Inmates who have had their eligibility suspended while in a public institution or IMD have
eligibility reviews conducted annually.

Source: 42 U.S.C. § 1396.

History: Revised eff. 08/01/2020.

Rule 9.9 State Residency of Inmates

Inmates are generally state residents of the state in which they are living. Residency is otherwise
determined under the following conditions:

A.

If the inmate is placed in an out-of-state institution by the home state, the home state remains
the state of residence for purposes of Medicaid eligibility and reimbursement of inpatient
services.

Individuals who commit a crime outside their home state and are placed in a correctional
facility in and by the state in which the crime was committed are considered to be residents
of that state while incarcerated. The state in which the individual is incarcerated determines
how eligibility is established.

Prior to release, an inmate may apply for Medicaid in a different state if the inmate intends to
reside in that state after release. The effective date of eligibility can be no earlier than the
month the former inmate arrives in the new state of residence.

Source: 42 U.S.C. §435.403

History: Revised eff. 08/01/2020.
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Title 23: Division of Medicaid

Part 103: Resources

Part 103 Chapter 1: Introduction to Resources

Rule 1.1 Families, Children and CHIP Programs.

A

The Medicare Catastrophic Coverage Act of 1988, (P.L.100-360), added provision 1902(r)(2)
to the Medicaid statute which allows the state to apply income and resource rules to certain
Medicaid coverage groups that are more liberal than the most closely related cash assistance

group.

For the FCC programs, the most closely related cash assistance group is the former Aid to
Families with Dependent Children (AFDC) program. For the ABD programs, the most
closely associated cash assistance group is the Supplemental Security Income (SSI) program.

Under 1902(r)(2) and other authorization, the FCC programs operate under liberalized
resource policy and have no resource test for eligibility in any coverage group.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.2 Aged, Blind and Disabled Programs.

A

Medicaid uses the value of a person’s resources as a factor in determining eligibility. It is
generally expected that individuals or couples whose resources exceed the limit will use the
excess to meet their needs before becoming eligible for Medicaid.

As a 1634 state, Mississippi is required to use SSI resource rules for ABD eligibility
determinations. However, as indicated previously, the state is allowed to apply income and
resource rules to certain ABD coverage groups that are more liberal than the SSI program.
The Division of Medicaid requested and received approval to liberalize resource policies for
some ABD coverage groups.

Some coverage groups are exempt from liberalization under 1902(r)(2) because they are
considered “deemed” cash assistance groups. These coverage groups continue to follow SSI
resource rules. The remainder of this section describes the treatment of resources in
determining eligibility in the Aged, Blind and Disabled programs and discusses the use of
strict SSI rules or liberalized resource policy, as applicable.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 1.3 General Resource Principles.

A

The following general principles about resources should be noted:



1. Not everything a person owns is a resource.
2. Not all resources count against the limit.

3. The Social Security Act and other Federal laws require certain types and amounts of
resources to be excluded.

a) If aresource is not specifically excluded, it is countable.

4. In certain situations, federal law requires other people to share financial responsibility
for an individual or couple.

a) In those situations, Medicaid considers the resources of the person(s) along with those
actually belonging to the individual couple. If countable resources exceed the limit, an
individual or couple is not eligible.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 1.4 Resource Limits.

A. Federal law establishes a limit on the value of resources an individual or couple may own and
still be eligible for Medicaid.

B. Countable resources must not exceed the limit in effect for the applicable time period.
C. Beginning 07-01-2000 ongoing:

1. The indivdual limit is $4,000; and

2. The couple limit is $6,000.

a) The increased limits above are applicable to most coverage groups subject to
liberalized resource policies.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b).

Rule 1.5 SSI Resource Limits.

A. The individual/couple limits for groups subject to SSI resource limits remain $2,000/$3,000.
Source: Social Security Act 81902 (r)(2); 42 CFR 8§ 435.601(b) (Rev 1994).

Rule 1.6 Coverage Groups Subject to SSI Resource Limits.

A. SSI resource limits apply to the following coverage groups:



1. SSI Retro Determinations,
a) Unless the client must be placed in a liberalized coverage group for the retroactive
period.
2. Former SSI Recipient Coverage Groups, which include:
a) Disabled Adult Child (DAC),
b) Costof Living (COL) and
c¢) OBRA widows/widowers.
3. Disabled Child Living at Home (DCLH), and
4. Qualified Working Disabled Individuals (QWDI),

a) QWDI is a reduced coverage group which has resource limits that are twice SSI
limits.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).
Rule 1.7 Coverage Groups Subject to Liberalized Resource Limits.
A. Liberalized resource limits apply to the following coverage groups:
1. Long Term Care coverage groups (LTC);
2. Home and Community Based Waiver groups (HCBS);
3. Poverty Level Aged and Disabled (PLAD);
a) Program ended December 31, 2005.
4. Healthier Mississippi Waiver (HM);
5. Working Disabled (WD) and
6. Medicare Savings Programs (MSP)
a) See discussion on these reduced coverage groups below.
Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.8 Reduced Coverage Groups.



A. The reduced coverage groups for non-institutional individuals have or had a resource

1.

2.

limit that is twice the SSI-related resource limit.
Under liberalized policy, the Medicare Savings Programs (QMB, SLMB, and QI) have
no assets test.

The individual/couple limit for QWDI remains twice the SSl-related resource limit or
$4,000/$6,000.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 1.9 Resource Limits Applicable to Institutional Groups.

A. For Medicaid coverage groups considered to be “institutional” coverage groups, the
following set of resource limits apply:

1.

Effective 10-01-1989, Spousal Impoverishment resource rules apply to married couples
whereby one spouse is in a medical facility while the other spouse remains at home.

The Community Spouse is allowed a higher resource limit set by federal law and subject
to increase each year.

Effective 04-01-1993 until the coverage group ended 04-30-2005, Spousal Impoverish
rules applied to Hospice Coverage group.

Effective 01-01-1994, Spousal Impoverishment resource rules began to be applied to the
HCBS Waiver programs.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.10 Liberalized Resource Policy Overview.

A. The following briefly describes the liberalized resource policies currently in effect. The
liberalizations are described in greater detail in the discussion of each resource type:

1.

Spend down of resources within a month to become eligible in that month, i.e., eligibility
may be established effective the first day of the month if countable resources fall below
the applicable limit within the month.

Excess resources earmarked for payment of private pay in a nursing facility in month(s)
prior to Medicaid eligibility are not considered countable resources.

Income that accumulates pending Medicaid approval that results in excess resources can
be excluded if this income is obligated for Medicaid income purposes.

Certain property and types of ownership are totally excluded, regardless of value:



9)
h)

Home property located in Mississippi, life estate and remainder interests in any
property, 16™ Section land leaseholds, mineral rights or timber rights that are not
under production and housing on government-owned land are excluded under
liberalized policy,

Income producing property is excluded if it produces at least six percent (6%) of
the equity value of the property,

Promissory notes, loans and property agreements are excluded if the note produces a
net annual return of six percent (6%) of the principal balance,

Up to two (2) automobiles may be excluded,

Household goods are totally excluded and personal property up to five thousand
dollars ($5,000.00) in equity value is excluded,

The cash value of whole life insurance is excluded if the combined face value of all
life insurance policies on any one individual is ten thousand dollars ($10,000.00) or
less,

Burial spaces for family members are excluded as resources, and

Burial funds set aside in a revocable arrangement are subject to a six thousand
dollar ($6,000.00) limit effective April 1, 2001.

The current market value of real property is established using the county tax assessed true
value as shown or calculated using the appropriate county property tax assessment notice.

Source: 42 U.S.C. §1396a; 42 C.F.R. § 435.601.

History: Revised to correspond to SPA 16-0009 (eff. 01/01/2016) eff. 01/01/2017.

Rule 1.11 SSI Resource Policy Overview.

A

SSI policy specifies different exclusion limits or different ways to determine countable
resources. If the resource policy has not been liberalized, SSI policy is applicable unless a
subsequently issued federal statue or Medicaid regulation supersedes SSI policy.

SSI policies include:

1.

Eligibility is based on the individual’s countable resources as of the first moment of the
first day of the month and is applicable to the entire month.

a)

b)

If resources exceed the limit as of the first moment of the first day of the month, the
individual or couple is not eligible for that month.

It is not possible to “spenddown” resources within a month to establish eligibility for
that month under SSI resource policy.

9



2. One automobile is automatically excluded regardless of value.
3. The value of life estates and remainder interest in real property is a countable resource.

4. The cash value of whole life insurance is excluded, if the combined face value of all
policies on any individual is $1,500 or less.

a) The combined face value of these excluded policies is used as an offset in
determining burial fund exclusion.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).
Rule 1.12 First of the Month Rule for Making Resource Determinations.

A. In the programs using SSI policy, resource determinations are made as of the first moment
of a calendar month.

B. Any increase or decrease in the value of resources during a month is considered as of the
first moment of the month following the month the change occurred.

1. Example; Tom Lee applies for assistance on March 30™. His only resource is 20 shares of
XYZ stock that are worth $800.00 on the date he applied. On April 30", the value
increased to $1,000.00. His countable resource amount for April is $800.00. The
countable value for May is $1,000.00.

2. Example; Rhonda Mooney applies for assistance on April 5. On April 1%, her resources
were $500 in checking and $700 in savings. On April 5™, her son gave her money and she
purchases a CD worth $1,800. Her savings balance increased to $750 on April 30", but
her checking balance dropped to $350. For April, countable resources are $1,200 ($500
+ $700). For May, they are $2,900 ($1,800 + $750 + $350). The CD is not considered
until May since it was acquired in the middle of the month.

C. Do not consider as a resource any advance dated checks or advance posted direct deposit
checks received prior to the month of normal receipt. If retained, funds from such checks
will be considered a resource as of the first moment of the first day of the month following
the month in which the check is normally paid.

Source: Social Security Act 81902 (r)(2); 42 CFR 8§ 435.601(b) (Rev 1994).

Rule 1.13 Resource Definitions.

A. Resources (General Definition): All assets, including real and personal property which an
individual or couple:

1. Owns;

10



2. Can apply toward basic needs of food, clothing and shelter, either directly or by
conversion to cash, (if not already cash); and

3. Are not legally restricted from use for support or maintenance.
a) Examples of resources include, but are not limited to:
1) Home,
2) Land,
3) Bank Accounts,
4) Burial Assets,
5) Life Insurance,
6) Automobiles, and
7) Investments.
B. Liquid Resources:
1. Cash or items that are readily converted to cash (within 20 workdays).
2. Liquidity or nonliquidity of a resource has no effect on a resource’s countability.
3. Absent evidence to the contrary, assume the following types of resources to be liquid:
a) Stocks, bonds and mutual fund shares;
b) Checking and savings accounts, time deposits, CDs;
¢) US Savings Bonds, treasury bills;
d) Mortgages and promissory notes;
e) This is not an all-inclusive list of liquid resources.
C. Non-liquid Resources:
1. Are not cash and are not readily convertible to cash;

2. Liquidity or non-liquidity of a resource has no effect on a resource’s countability; and

11



3. Absent evidence to the contrary, assume the following resources to be non-liquid:
a) Buildings, land and other real property rights,
b) Vehicles,
c) Farm machinery and livestock,
d) Household goods and personal effects, and
e) Non-cash business property.
f) This is not an all-inclusive list of non-liquid resources.
. Real Property:
1. Land, including buildings or immovable object attached permanently to the land.
. Personal Property:
1. Any property that is not real property.
2. Personal property includes such items as:
a) Cash,
b) Jewelry,
¢) Household goods,
d) Tools,
e) Life insurance policies, and
f) Automobiles
Exclusion:

1. A resource, or part of a resource’s value, that is not considered in the eligibility
determination.

. Countable Resources:

1. Resources remaining after all exclusions are applied.

12



2. The value of a resource is the amount of an individual’s or couple’s equity in it. The
current market value and debt on a resource must be verified to determine the equity
value.

Current Market Value (CMV):

1. The amount a resource can reasonably be expected to sell for on the open market in the
particular geographical area involved or the sale price, if sold for a higher amount.

Equity Value:

1. The current market value (CMV) minus any encumbrance (payoff amount), i.e., a piece
of property has a CMV of $35,000. The mortgage payoff is $20,000. The equity value is
$15,000.

Encumbrance:

1. Anencumbrance is a legally binding debt against a specific property.

2. The debt reduces the value of the encumbered property, but does not prevent the owner
from transferring ownership (selling) to a third party.

a) However, if the owner does sell it, the creditor will nearly always require payment
from the proceeds of a sale.

Conserved Funds:
1. Funds or property being held for an individual by another person, such as a daughter has

$30,000 in a bank in her name but it is verified to be her parent’s money and is used for
their needs.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.14 Income vs Resources.

A.

It is important to distinguish between resources and income to know which counting rules to
use for any given month. The same item is not evaluated under two sets of counting rules for
the same month; that is, one item cannot be counted as both income and a resource in the
same month:

Income Counting Rules. Items received in cash or in-kind during a month are evaluated
under the income rules.

Resource Counting Rules. Items retained for use in the month following the month of

receipt are subject to evaluation under resource rules, as are all other items not defined as
income.

13



Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.15 Distinguishing Resources from Income.

A. If an individual sells, exchanges, or replaces a resource, what he receives in return is not
income; rather, it is a different form of resource.

B. In order to distinguish resources from income, a determination must be on what has occurred
and the monetary gain.

C. The monetary gain would be considered a resource when it:

1.

2.

3.

4.

Was an increase in value of an existing resource;
Was for the receipt or replacement of a resource;
Was from the conversion or sale of a resource; or

Was a cash or in-kind item for the replacement or repair of an excluded resource which is
lost, damaged or stolen. (This is discussed further later in this chapter.)

D. Dividends and interest are defined as returns on investments, stocks, bonds, and savings
accounts, etc. Refer to the income section for handling.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.16 Converted Resources.

A. If an individual sells, exchanges or replaces a resource, what he receives in return is a
resource that has been converted from one type of resource to another.

B. Examples of converted resources are:

1.

2.

A lot with equity value of $5,000.00 is sold and the money is deposited into a money
market account.

A life insurance policy is cashed in and the proceeds are used to purchase a pre-need
burial contract.

C. Handling Changes in a Converted Resource. When a resource changes form, it may also
change:

1.

2.

From an excluded resource to a countable one,

From a countable resource to an excluded one or

14



3. To something that is not considered a resource for Medicaid purposes.

a)

b)

Example: An excluded vehicle is sold and proceeds are deposited into a checking
account. The money received is a countable resource, rather than income.

Example: A life insurance policy with a face value of $15,000.00 and a countable
cash surrender value of $1,000.00 is cashed in and the proceeds are used to purchase
a cemetery plot which is excluded in the resource determination.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 1.17 Evaluation of Receipt of Property as Income.

A. When an individual first receives property (as a gift or inheritance, for instance, and not as a
purchase or trade of one resource for another), the new property is subject to evaluation
under the income rules for the month of receipt and under resource rules thereafter.

Source: Social Security Act 81902 (r)(2); 42 CFR 8§ 435.601(b) (Rev 1994).

Rule 1.18 Factors That Make Property a Resource.

A. Property of any kind, including cash, is a resource only if it meets all three criteria listed
below by resource criteria and description:

1.

Ownership Interest.

a)

An individual must have some form of ownership in property in order for the property
to be considered a resource. The fact that an individual has access to property, or has
a legal right to use it, does not make it a resource if there is no ownership interest.

Legal Right to Access (spend or convert) Property.

a)

An individual must have a legal right to access property. Even with ownership
interest, property cannot be a resource if the owner lacks the legal ability to access
funds to spend or convert non-cash property into cash. The fact that an owner does
not have physical possession of property does not mean it is not his resource. Itis a
resource if the owner still has the legal ability to spend it or convert it into cash. An
individual has free access to, and unrestricted use of, property even when he can take
actions only through an agent (such as a representative payee or conservator).

Legal Ability to Use for Personal Support and Maintenance.

a)

Even with ownership interest and legal ability to access property, a legal restriction
against the property’s use for the owner’s own support and maintenance means the
property is not a resource.
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Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.19 Access to Resources.

A. Unless an individual has been declared legally incompetent, he is assumed capable of
managing his own affairs and his resources are considered. Competency does not affect
consideration of resources.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.20 Individuals Declared Legally Incompetent.

A. The following is applicable to individuals who have been declared legally incompetent:

1. Court Appointed Guardian or Conservator or Conservator. If the court has appointed a
guardian or conservator, resources owned by the individual are considered available.

a) Seeking court approval is not a legal restriction to the sale or disposal of the property
and does not change the property’s status as a countable resource to the individual.

B. No Court Appointed Guardian. If the court has not yet appointed a guardian or conservator,
resources owned by the individual are not considered available.

1. The individual does not have access to the resource until a guardian or conservator has
been appointed.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).
Rule 1.21 Types of Access.

A. Resources are accessible through an agent, litigation or a petition-conservatorship account
under SSI and liberalized resource policy:

1. Access Via an Agent. An individual is considered to have free access to, and unrestricted
use of, property even when he can take those actions only through an agent, such as a
representative payee or guardian.

a) Example: Joan Shoto receives Social Security. Her mother, Laura Shoto, is her
representative payee and has Power of Attorney. The bank account is a countable
resource to Joan because she has unlimited access through her mother.

2. Access Only Via Litigation. If there is a legal restriction, or a bar, to the sale or use of

property, such as a co-owner legally blocks the sale of jointly-owned property, an
individual is not required to undertake litigation to accomplish the sale or access. The
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property is not a resource under such circumstances in a month if a legal bar exists any
time in the month.

a) Example: Shelley Lumpkin and her sister, Susan Smith, co-own a piece of property
they inherited from their parents. Last year Susan took legal action to prevent Shelley

from selling. Shelley is not required to enter into litigation to gain the
ability to sell, so the property is not a resource to her.

3. Access Via Petition. Petitioning a court is different from undertaking litigation, and:

a) Seeking court approval is not a legal restriction against use.

b) Although the individual does not have access to the asset, the conservator does.
Therefore, it is available for the individual’s support and maintenance and is,
therefore, that individual’s resource. This is true despite the fact that the individual or
his agent is required to petition the court to withdraw funds for the individual’s
support and maintenance.

c) The conservator will be allowed a period of time to petition the court. Once the
conservator has verified a petition has been filed with the court, the regional office
will follow-up to determine the outcome.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).
Rule 1.22 Assets vs Resources.

A. Not everything a person owns (assets) are resources for Medicaid purposes. As previously
indicated, a resource is cash or other real or personal property that an individual (or spouse, if

any):

1. Owns,

2. Has the right, authority or power to convert to cash, (if not already cash),
3. Isnot legally restricted from using for his support or maintenance.

B. In certain situations, an asset that is not a resource may become one at a later date or vice
versa. The distinction is important since:

1. An asset that is not a resource does not count against the resource limit (while a resource
may count); and

2. Proceeds from the sale or trade of a resource, i.e., the amount representing conversion of
principal from one form to another, are also resources; however,
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3. What a person receives from a non-resource is subject to evaluation as income at the time
of receipt. For example, an individual is the beneficiary of a trust which is not his
resource; therefore, when the trust pays him his monthly allowance, he receives income.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 1.23 Resources With Zero Value.

A. Property does not cease to be a resource simply because it has no current market value. Even

though there is no value to count, the property remains a resource for as long as it meets the
definition of a resource. If the property develops market value at a later time, this will be an
increase in the value of a resource rather than receipt of income.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.24 Property That Is Not a Resource.

A.

Any property (asset) that does not meet the above definition of a resource is not a resource,
e.g., an individual who has an ownership interest in property, but is not legally able to
transfer that interest to anyone else does not have a resource.

Example: An individual owns a block of stock with his brother. Although the form of
ownership is one which would permit either to sell the property without the other’s consent,
the brothers have a legally binding agreement that one will not sell without consent of the
other. The individual’s brother refuses his consent, making the stock a non-resource for the
individual. If the brother subsequently agrees to sell, the stock would be evaluated under
resource-counting rules beginning with the month following the month of consent. The value
of the stock would not be counted as income to the individual in the month consent is given.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.25 Unknown Assets.

A.

An individual may be unaware of his ownership of an asset. If this is the case, the asset is not
a resource for the period during which the individual is unaware of his ownership.

Once the asset is discovered by the individual, the value, including any monies accumulated
on it through the month of discovery, must be treated as follows:

1. Month of discovery. The value of the unknown asset, including any monies (such as
interest) that have accumulated on it through the month of discovery, is evaluated under
regular income-counting rules.

2. Months after month of discovery. For months after the month of discovery, the
previously unknown asset is a resource and subject to usual resource counting rules.
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Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.26 Valuation of Resources.

A. The value of a resource is the amount of an individual’s or couple’s equity in it. As indicated
in the definitions section, the equity value (EV) of a resource is its current market value
(CMV) less any encumbrance(s). The pay-off amount for each encumbrance on the property
is used in the calculation of its equity value.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 1.27 Whose Resources to Count.

A. When eligibility is determined or re-determined, the resources of the following must be
considered:

1. Applicant/recipient; and
2. Spouse of the applicant/recipient;
a) If the spouse is included in the household,
b) Even if the spouse is not applying or is ineligible;
c) An exception exists for institutionalized individuals.

3. Parent(s) of an applicant/recipient who is a child under age 18 living in the same
household.

a) There is no deeming of parental resources to the eligible child in the Disabled Child
Living at Home group or in any institutional group for the month of entry.

Source: Social Security Act 81902 (r)(2); 42 CFR 8§ 435.601(b) (Rev 1994).

Part 103 Chapter 2: Ownership Interest

Rule 2.1 Significance of Ownership.

A. Since the type and form of ownership may affect the value of real or personal property and
even its status as a resource, ownership interests are significant in determining resource
eligibility.

Source: Social Security Act 81902 (r)(2); 42 CFR 8§ 435.601(b) (Rev 1994).

Rule 2.2 Sole Ownership.
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A. Only one person owns the property (real or personal) and may sell, transfer or dispose of the
property. However, sole ownership may be subject to conditions imposed by others, such as
sole ownership of a remainder interest in property.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 2.3 Shared Ownership.

A. Two or more people own the property (real or personal) together. The different types of
shared ownership are discussed below.

1. Tenancy in Common.

2.

3.

a)

b)

Two or more people have an undivided fractional interest in the whole property for
the duration of the tenancy. These interests are not necessarily equal, i.e., two joint
tenants do not necessarily each owns half of the property.

One owner may dispose of his share without permission of the other owner(s), but
cannot take these actions with respect to the entire property.

When one owner dies, his interest passes to his heirs or estate.
There is no automatic right to survivorship for the surviving tenants-in-common.

Example, Don, Charles and Fred Evans own property as tenants-in-common. Charles
and Fred each own an undivided Y. interest while Don owns the remaining %2 interest.
If Don Evans were to sell his % interest to Stan Long, Mr. Long would be a tenant-in-
common with Charles and Fred. If Mr. Long were then were then to die so that
property passed to his 4 children, each of them would own 1/8 interest as tenants-in—
common with Charles and Fred, who would each continue to own ¥4 interest.

Joint Tenancy

a)

b)

Each person has an undivided ownership interest and possession of the whole
property for the duration of the tenancy. In effect, each owns all of the property.

Right to survivorship applies to the other owner(s).Upon the death of one of only two
joint tenants, the survivor becomes the sole owner. On the death of one of three or
more joint tenants, the survivors become joint tenants of the entire interest.

Tenancy by the Entirety.

a)
b)

Exists only with married couples.
While married, the wife and husband own the property as a unit and the property can
only be disposed of if both give consent;
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c) If divorced, the former spouses become tenants-in-common and each can sell his/her
share without the other’s consent.

d) Right to survivorship applies upon the death of one tenant by the entirety, the
survivor takes the whole.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).
Rule 2.4 Fee Simple Ownership.

A. Relates only to real property;

B. Means absolute and unqualified legal title to real property;

C. Fee simple ownership is completely free of conditions imposed by others.
D. The owner has the unconditional power of disposition during his lifetime.

E. Upon the owner’s death, property held in fee simple can always pass to the
owner’s heirs.

F. May exist with respect to property owned jointly or solely.
Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).
Rule 2.5 Less Than Fee Simple Ownership.
A. Equitable Ownership.
1. Exists without legal title to property;
2. Legal title may belong to another or to no one;

3. Examples of equitable ownership include ownership in unprobated estates or trust
property.

a) Unprobated Estate. An individual may have an equitable ownership in an unprobated
estate if he is an heir or relative of the deceased, receives income from the property or
acquires rights through intestacy laws. Under liberalized policy, estates in process of
probation are excluded. Under SSI resource policy an unprobated estate becomes a
resource the month following the month it meets the definition of income.

b) Trust Property. A trust is a right of property, established by a trustor or grantor. A
Trustee holds legal title and manages the property for the benefit of a beneficiary. The
beneficiary does not have legal title, but does have an equitable ownership interest.
Clearance procedures must be followed in determining how the trust affects eligibility
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B. Life Estate Interest.

10.

11.

Individual has certain property rights during his life or someone else’s life.
May be conditional. See instructions below for handling a conditional life estate.
Legal document is required (such as will or deed).

Unless the legal document restricts rights, the life estate owner has the right to possess,
use, and obtain profits from the property (such as rents).

Life estate interest can be sold.
Life estates do not descend to heirs.

Example: Mr. Heath, now deceased, willed his daughter a life estate in property which he
owned fee simple. The will also designated Mr. Heath’s two sons as remaindermen. The
daughter has the right to live on the property until her death at which time, under the
terms of her father’s will, the property will pass to her brothers as joint tenants.

If there are joint owners of a life estate, the CMV is divided by the number of owners to
determine an individual’s share.

When one joint owner of the life estate dies, the surviving owner(s) increases their
interest. If a couple has a life estate and one spouse dies, the remaining spouse is the sole
owner of the life estate. When the remaining spouse dies, the person holding the
remainder interest then has the right to possess and use the property.

It is possible to have a life estate interest in a structure (house) and not surrounding land.
The CMV of the structure or whatever the tenant has the right to use as established by the
deed or a will would be determined.

Under liberalized policy, a life estate is an excluded resource. The exclusion is not
limited to property located in Mississippi. In addition, if the individual has a life estate
interest in more than one piece of property, all are excluded. However, there are some
exceptions to excluding a life estate:

a) If a life estate is transferred or sold, eligibility for vendor payment or HCBS waiver
services may be affected. A transfer of a life estate is sanctionable.

1) When the value of a life estate interest needs to be determined for a potential
transfer, follow the procedures below, using the age of the individual as of their
last birthday at the time of the transfer. Verify the Current Market Value (CMV)
of the property. Use the Unisex Life Estate and Remainder Interest Table for the
following steps:
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(@) Find the age of life estate owner as of their last birthday at the time of the
transfer.

(b) Locate the factor in the Life Estate column that corresponds to the age.

(c) Multiply the CMV of the property by the life estate factor to obtain the value
of the life estate. (CMV of the property X Life Estate Factor = CMV of the
life estate).

(1) Example: Jane Ayers took a life estate in her home in 1988. Now at age
97, she is applying for nursing home care. It is discovered she transferred
her life estate interest to her son two years ago. Her age as of her last
birthday at the time of the transfer was 95 and at that time the property had
a CMV of $250,000. The uncompensated value is determined as follows:

$250,000 (CMV) x .22887 (Life Estate Factor for Age 95) = $52,217.50
(Uncompensated Value).

12. Conditional Life Estate.

13.

a)

b)

A conditional clause establishes limitations on the life estate. For example, the
grantor may reserve a life estate for as long as the grantor lives and maintains a home
on the property.

For deeds dated on or after February 8, 2006, consider the entire property transferred
if the deed contains a conditional life estate clause. The transfer date will be the date
of the deed.

The life estate can be corrected if a revised deed is prepared removing the conditional
clause with the grantor reserving a life estate without limitations. However, the
transfer of the remainder interest, if it occurred within the 5-year look back period,
must be considered if the grantor enters long term care. Therefore, removing the
conditional life estate clause may only shorten the transfer period.

Under the DRA the purchase of a life estate in another individual’s home on or after
February 8, 2006, is a transfer of assets unless the purchaser resides in the home for at
least 12 consecutive months after the date of purchase.

a)

Do not deduct vacations, overnight visits, and hospital stays from the one-year period
as long as the home continued to be the individual’s legal residence. Count the entire
purchase price as an uncompensated transfer if the purchaser resides in the home for
any period less than one year.

b) Also the DRA provides that even if the life estate purchaser lives in the home for 12

consecutive months, the purchaser must not pay more than CMV for the life estate.
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Any amount paid above CMV is considered a transfer and should be penalized
according to the transfer policy. Verify the purchase price and calculate the CMV of
the life estate. Any amount paid over the CMV of the life estate is considered a
transfer.

14. Under strict SSI policy, the value of a life estate is a countable resource unless an
exclusion exists.

a) Verify the Current Market Value (CMV) of the property.

b) Use the Unisex Life Estate and Remainder Interest Table for the following steps:
1) Find the age of life estate owner as of their last birthday.
2) Locate the factor in the Life Estate column that corresponds to the age.

3) Multiply the CMV of the property by the life estate factor to obtain the value of
the life estate. (CMV of the property X Life Estate Factor = CMV of the life
estate).

c) If there is joint ownership of a life estate, first determine the CMV of the entire
property. Divide the CMV by the sharer of joint owners to determine the individual’s
share and then calculate the individual’s life estate value as described above.

1) Example. 75 year-old Harry Thomas has a life estate in non-homestead property
with a current market value of ~ $80,000. An exclusion for the property cannot
be developed. Using the table, his life estate interest is valued as follows:
$80,000 (CMV) x .52149 (factor for age 75) = $41,719.20 (value of the life
estate)

2) Example. 75 year-old Max Berry is living with his daughter due to illness, but
states he intends to return home when health permits. Ten years ago, he
transferred his home to his children retaining a life estate interest. An exclusion

can be developed for the home property since his desire is to be able to return
home.

C. Ownership by Will or Descent.
1. An individual may have ownership interest in an unprobated estate acquired through a
will or through the death of a relative who died intestate (without a will). The heir(s) may
be the sole owner or joint or common owners, etc.

2. Heirs by Will.

a) Have ownership or control of the property or their joint or common share.
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b) If the will has not been filed with the proper court and has not been probated, there is
question of whether the will is legally binding. Legally, wills are supposed to be filed
for probate; however, there is no time limit.

c) Absent evidence to the contrary, assume the client owns the property in proportion,
whereby he has the right to the will’s directives.

3. Heirs by Descent.

a) Acquire ownership interest to property by virtue of the heir’s relationship to the
deceased. Intestate property of a deceased person with a spouse and children is shared
equally by the surviving spouse and children. Grandchildren become involved in
ownership interest only when their parent, who was a child of the original owner, is
deceased. The grandchildren’s interest is only in the share that their deceased parent
held in interest.

b) Intestate property of an individual with no spouse or children at the time of death
descends equally to his parents and brothers and sisters. If the deceased’s parents are
also deceased, the property descends to his brothers and sisters. Nieces and nephews
become involved only if their parent who was a brother or sister to the deceased is
also deceased. Their ownership interest is only in the share that their deceased parent
held an interest in.

c) Absent evidence to the contrary assume an heir inherited property based on their laws
of descent where the property is located.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).
Rule 2.6 Property Rights With No Ownership.
A. Leasehold.

1. Does not designate rights of ownership, but conveys an individual control of the property
so that he has use and possession for a specific period of time and usually for a specified
rent, such as 16" section land leases.

a) 16" Section Land. 16™ section land or land acquired in lieu of 16" section land is land
controlled by the State Board of Education under the general supervision of the State
Land Commissioner. Generally each county Board of Supervisors has the authority to
approve or renew leases on the land. An individual who leases such land does not
own the property and has limited rights. The value of the lease decreases as the
expiration date nears. Lease rights to 16th section or lieu lands are negotiable. These
rights may be sold to another person provided the governing authority which
approves such leases is agreeable to such a sale.

B. Incorporeal Interests.
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1. No ownership of the physical property;
2. The owner has certain rights to use the property without the right to dispose of property;
3. Applies to mineral rights, timber rights and easements, which may be sold by the owner.

a) Mineral Rights. Ownership in natural resources, usually obtained from the ground,
such as coal, oil, sulphur, sand or natural gas, etc., coming from the property.

b) Timber Rights. These rights permit one party to cut and remove trees from property
owned by another, as designated by a contract with the owner of the land on which
the timber stands.

c) Easements. Property right whereby one has the right to use the land of another person
for a special purpose.

C. Valuation of leaseholds and incorporeal interests.

1. They may be countable resources under both SSI and liberalized resource policy if they
have a cash value available to the individual upon disposition.

2. However, in some cases these property rights are not saleable and would not be a
countable resource:

a) An individual may own an easement to pass through another person’s property to get
to his own property. There would be little or no market for the sale of this property
right.

b) Timber rights to land which has been stripped of its trees or mineral rights to land with
no viable natural resources would have little or no market value.

3. To verify the value of property ownerships such as mineral rights or timber rights,
determine the CMV from a knowledgeable source. If the property right is under
production, it is necessary to obtain a copy of the land lease to determine if the lease is
transferrable in order to determine if the property right is a countable resource.

4. Under liberalized policy, 16th Section land leases and mineral rights, timber rights and
leaseholds that are not under production are excluded in the resource determination
regardless of value. If one of these types of ownership is income-producing, net annual
return is tested against the 6% income-producing rule when applicable.

Source: Social Security Act 81902 (r)(2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 2.7 Other Rights to Use of Real Property.
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A. Homestead Rights

1.

Under state law a surviving spouse (widow or widower) is entitled to the homestead on
the real property used as the home at the time of the death of the spouse and to receive
income from it for his lifetime. This is not a life estate interest in the property, but is quite
similar.This situation occurs when spouses jointly or commonly own property without the
right of survivorship clause in the property.The surviving spouse has homestead rights to
the portion of the property that belonged to the deceased spouse. The surviving spouse
would also own his/her own interest in the property. A homestead right does not have
value and cannot be sold.

Source: Social Security Act 81902 (r)(2); 42 CFR § 435.601(b) (Rev 1994).

Rule 2.8 Evidence of Real Property Ownership.

A. Property ownership must be verified. Obtain a copy of the official document used to verify
ownership and file it in the case record. The following official records may be used to
establish real property ownership:

1. Current Deed. If the client does not have a copy of the current deed, a copy may be

2.

obtained from records in the Chancery Clerk’s office in the county where the property is
located. Any discrepancies which exist between a deed and a tax receipt must be
resolved in order to determine the true ownership situation. A deed must be recorded in
the appropriate county office to be considered a true deed documenting ownership.

Tax Assessment Notice or Most Recent Tax Receipt. Tax records and receipts describe
the property. Phrases such as “Et al” and “Et ux” beside the name on a tax receipt
indicate joint or common ownership in some form. Current Mortgage Statement.
Mortgages are recorded in the Chancery Clerk’s office; however, the name of the
mortgage holder must be known. Report of Title Search Wills, Court Records or
Relationship Document.- Which show rights of an heir to the property after death of the
former owner.

Source: Miss. Code Ann. 43-13-121.1 (Rev. 2005).

Rule 2.9 Verifying Current Market Value (CMV).

A.

Once ownership or ownership interest in property has been verified, the current market

value (CMV) of the client’s ownership interest is determined based on the coverage group

of the applicant or beneficiary and whether Supplemental Security Income (SSI) or
liberalized resource policy is applicable.

Under liberalized resource policy, the CMV is established using the most recent county
property tax assessment notice unless a tax assessment for a prior time period is needed,
such as to establish CMV when a transfer of assets occurred.

1.

The true value of the property as shown on the county property tax assessment notice is
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used to establish CMV. If the true value is not shown, the property tax assessed true value
is calculated as follows:

a) A tax assessed value divided by the county tax assessment ratio is the CMV based
on the assessment. Class 1 property is home property and Class 2 property is non-
home property. Class 2 property may adjoin home property and therefore be included
in the definition of home property.

b) Property in Mississippi is assessed at ten percent (10%) for Class 1 (home) property
and fifteen percent (15%) for Class 2 (non-home) property.

c) The assessed value divided by the applicable assessment ratio is used to arrive at the
true value of property. For example, Class 1 (home) property has an assessed value
of five thousand dollars ($5,000.00). Divide five thousand dollars ($5,000.00) by ten
percent (10%). The true value is fifty thousand dollars ($50,000.00) based on the
county tax assessment.

If the individual disagrees with the true value as shown on the appropriate county
property tax assessment notice or calculated using the county property tax assessed
value, the individual must obtain a knowledgeable source estimate to establish CMV as
required under SSI policy.

C. SSI Policy requires obtaining a knowledgeable source estimate to establish the CMV of real
property. Knowledgeable sources include, but are not limited to:

1.

2.

6.

Real estate brokers,
Local office of the Farmer’s Home Administration (for rural land),
Local office of the Agricultural Stabilization and Conservation Service (for rural land),

Banks, savings and loan associations, mortgage companies and similar lending
institutions, and

An official of the local property tax jurisdiction (must obtain an estimate rather than the
office’s assessment).

Licensed Mississippi real estate appraisers.

D. When CMYV has an impact on eligibility and applicants or beneficiaries disagree with
the CMV evidence submitted or obtained by the Medicaid specialist, a rebuttal
determination must be made.

1.

The rebuttal determination must take into account:
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2.

c)

All the evidence previously in the file including, but not limited to, the individual’s
original allegation, any tax assessment notices and any estimates from
knowledgeable sources,

Any additional evidence the individual wishes to submit including, but not limited
to, evidence that the individual’s ownership interest in the property is worth less
than the CMV determined total value of the property divided by the number of
owners, and

Any other facts about the property or about market conditions where it is located.

The rebuttal must be supported by a preponderance of the evidence which may require
one (1) or more additional estimates from knowledgeable sources.

E. For both SSI and liberalized policy, the CMV less any legally binding debts against the
property is the countable equity value for real property that cannot be excluded under any
real property exclusion.

Source: Miss. Code Ann. § 43-13-121.

History: Revised to correspond to SPA 16-0009 (eff. 01/01/2016) eff. 01/01/2017.

Part 103 Chapter 3: Non-Countable Resources

Rule 3.1 Retirement Funds.

A. Retirement funds are annuities or work-related plans that are designed to provide income
when employment ends. These funds can be held with a company or held privately at a bank
or other financial institution. Listed below are some examples:

1.

2.

w

4.

Pensions, disability, or retirement plans administered by an employer or union 401K;

Individual Retirement Account (IRA);

Keogh plans (plans for self-employed individuals); and

Some profit sharing plans

Source: Social Security Act §1902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 3.2 Treatment of Retirement Funds.

A. The terms IRA and Keogh refer only to the type of retirement account and do not identify
the underlying investment vehicle for the account, which may be a bank account, Certificate
of Deposit, mutual fund, etc.

1.

If retirement benefits are being received out of such accounts, the principal is not
considered a resource.
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2. Otherwise, IRAs and Keogh accounts are developed according to the resource policy
applicable to the underlying investment vehicle.

. Retirement benefits are payments made at some regular interval (i.e., monthly) and result
from entitlement to a retirement fund.

1. Periodic payments must be of uniform rate, principal and interest (principal must equal or
exceed amount of interest) and are counted as unearned income.

. If an individual owns a retirement fund, determine whether he is eligible for periodic
payments.

1. If so, he must apply for those benefits under the utilization of other benefits provision. If
he has a choice of periodic payments or a lump sum, he must take the retirement benefit
payments.

. If an individual owns a retirement fund and is not eligible for periodic payments, determine
whether he can make a lump sum withdrawal.

1. If he can withdraw any of the retirement fund, the value of the fund is a resource in the
month the funds become available for withdrawal.

. The value of the retirement fund is the amount that can currently be withdrawn. If there is a
penalty for early withdrawal, the fund’s value is the amount available after the penalty is
deducted. However, any taxes which may be due are not deductible in determining the fund’s
value.

. A retirement fund is a resource when the individual has the option of withdrawing a lump
sum, even if he is not eligible for periodic payments. When this is the case:

1. If the individual applies for periodic payments and is denied, the value of the fund
becomes a countable resource the month after the month periodic payments are denied.

2. A delay in payment beyond the individual’s control (e.g., an organization’s processing
time) does not mean the fund is not a resource since the individual is legally able to
obtain the money.

. A retirement fund is not a resource when a person must terminate employment to obtain
payment or when a person is eligible for and receiving periodic payments.

. Retirement funds owned by an ineligible spouse or parent are excluded from resources for
deeming purposes.

A previously unavailable retirement fund is subject to resource rules in the month after the
month the funds first become available.
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Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 3.3 Loans, Promissory Notes & Property Agreements — General.

A

This section provides resource policies that primarily apply when the client or spouse is the
creditor (lender or seller) and is, therefore, the owner of a loan agreement, promissory note or
a property agreement. The principal amounts of these items are evaluated under appropriate
SSI or liberalized resource policy.

Definitions.

1.

2.

Bona Fide Agreement. An agreement which is legally valid and made in good faith.

Negotiable Agreement. A type of agreement where legal title or the amount of the
agreement can be transferred (sold) to another party.

a) Generally, promissory notes, loan agreements and personal and real property
agreements can be sold to a third party.

b) An agreement may be assumed to be non-negotiable if there is a legal bar to its sale.

Loan. A transaction in which one party advances money to, or on behalf of another
party, who promises to repay the lender in full, with or without interest.

a) The loan agreement must be enforceable under state law and be in writing.

b) A written loan agreement is a form of promissory note.

Informal Loan. With formal loans (e.g., commercial), there is rarely a question about
whether the loan agreement is bona fide. An informal loan is a loan between individuals

who are not in the business of lending money or providing credit. An informal loan must
be written and is bona fide if:

a) Itis legally binding under state law;

b) It was in effect at the time of the transaction (money given with no obligation to repay
cannot become a loan at a later date) ;

c) There is an acknowledgement of an obligation to repay, with or without interest, by
the lender and the borrower;

d) There is a plan or schedule for repayment and the borrower’s express intent to repay
by pledging real or anticipated future income; and

e) The repayment plan is feasible.
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5. Promissory Note. Written, unconditional agreement where one person promises to pay
another party a specific amount at a specific time (or on demand). It can be repayment
for goods, money loaned or services rendered.

6. Property Agreement. A piece of property is used to secure payment of a debt or
performance of services within a specified period of time. Other names for property
agreements include:

a) Mortgages;
b) Real estate or land contracts;
c) Contracts for deed;

d) Deeds of trust;

e) Personal property agreements, e.g., pledges of crops, fixtures, inventory, etc., are
known as chattel mortgages.

C. Property Agreements Prior to Settlement. A person holding a contract for sale of real estate
(seller or creditor) owns two items until the settlement of the sale is completed:

1. The real estate, which is not a resource since it cannot be sold while encumbered by the
contract, and

2. The value of the contractual agreement.

D. Determining the Value of a Contract. The status and value of a contract, i.e., loan agreement,
promissory note or property agreement, must be evaluated to determine if it is a resource
under appropriate SSI or liberalized resource policy.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 3.4 Treatment of Loans, Promissory Notes & Property Agreements (SSI).

A. SSI policy when the individual is the seller or creditor:

1. Obtain a copy of the agreement and assume, absent evidence to the contrary, that the
written agreement is bona fide and negotiable.

2. A bona fide, negotiable agreement is a resource. The goods or money represented in the
agreement are not a resource because they are not accessible.

3. The debtor’s payments against the principal are a conversion of a resource, not income.

4. The interest portion received by the lender is unearned income.
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5.

If retained, principal and interest are counted as the lender’s resource the month
following the month of receipt.

a) Example: Debtor pays $500 per month - $350 toward principal and $150 in interest.
The $350 is a converted resource. The $150 is unearned income.

If including the original principal balance (the amount owed to the creditor when the

agreement was established) causes ineligibility on resources, obtain verification of the

outstanding principal balance, i.e., the balance in the month for which a determination is

being made.

If including the outstanding principal balance causes ineligibility on resources use the

outstanding principal balance in determining resources unless one of the following is

submitted:

a) Evidence of a legal bar to the sale of the agreement ; or

b) An estimate from a knowledgeable source (in the business of making estimates, such
as banks, other financial institutions, private investors, real estate brokers, etc.)
showing that the CMV of the agreement is less than its outstanding principal balance.
1) The estimate must show name, title, and address of the source.

For agreements determined to be Non-Bona Fide or Non-Negotiable:

a) A non-bona fide or non-negotiable agreement is not a resource under SSI policy;

b) The principal and interest paid to the lender are income, not a resource ; and

c) The goods or money represented in the agreement may be a resource to the seller if
the seller/creditor has access for his own use

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 3.5 Treatment of Loans, Promissory Notes and Property Agreements (Liberalized).

A

For the borrower under both SSI and liberalized resource policy, if the agreement is bona fide
and negotiable:

1. Cash paid by the lender to the borrower is not income;

2. However, cash retained (or property received) may be a resource to the borrower the

month following the month of receipt.

Liberalized policy when individual is the seller or creditor:
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1. Obtain a copy of the agreemen and assume, absent evidence to the contrary, that the
written agreement is bona fide and negotiable.

2. Determine if the bona fide, negotiable note or agreement produces at least 6% net annual
return of the principal balance.

a) Loans, promissory notes and property agreements can be excluded as a resource if the
note, loan or agreement produces at least a 6% net annual return of the principal
balance.

b) The income must be received by the client/spouse and counted as income in order for
the exclusion to apply.

c) If the above criteria are not met, the note or agreement cannot be excluded as a
resource.

C. Policy for institutionalized individuals in SSI or liberalized programs.

1. Even though the 6% rule is in effect and establishes a minimum acceptable payment
when compared to the principal balance, the following conditions must also be met for a
resource exclusion for all institutionalized individuals in either SSI or Liberalized
programs:

a) The repayment terms of the agreement must be actuarially sound;

b) The payments must be of uniform rate, principal and interest, during the term of the
agreement, with no deferred or balloon payments; and

c) The agreement must prohibit cancellation of the debt upon the death of the lender.

d) The institutional client or spouse must reasonably expect to receive full payoff of the
note or loan during his/her lifetime. As with annuities, the average number of years of
life expectancy remaining based on the Annuity Life Expectancy Charts must
coincide with the payout of the promissory note or loan.

D. Agreements which do not meet requirements.

1. For non-institutional cases assessed under liberalized resource policy, a non-bona fide or
non-negotiable agreement is not a resource. Principal and interest payments are income to
the seller/creditor. The goods or money represented in the agreement may be a resource if
the seller/creditor has access for his own use.

2. For institutional cases, funds used to purchase promissory notes, loans or mortgages that
do not meet the 6% rule, are not actuarially sound or are not bona fide or negotiable will
be considered a transfer of assets valued as the entire outstanding balance due as of the
date of the application for long term care for contracts dated on or after February 8, 2006.
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Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 3.6 Inheritances and Unprobated Estates.

A. Unprobated Estates.

1.

2.

Under SSI resource policy, an ownership interest in an unprobated state may be a
resource if an individual:

a) Is an heir of the deceased; or
b) Receives income from the property; or

c) Under state intestacy laws has acquired rights in the property due to the death of the
deceased.

An ownership interest in an unprobated estate exists if:
a) Documents such as a will or court records indicate an individual is an heir; or
b) An individual has the use of, or income from, a deceased person’s property; or

c) Documents verify, or the individual alleges, a relationship to the deceased that awards
him a share under the state’s intestacy laws; or

d) The inheritance, use of income and distributions are not contested.

Under liberalized policy, estates in the process of probation are excluded from the
resource determination.

B. Inheritances.

1.

2.

An inheritance is cash, a right, or a noncash item(s), received as the result of a person’s
death.

Treatment under liberalized resource policy.

a) An inheritance is not a resource until the month following the month it meets the
definition of income i.e., it has a value and can be used, either directly or by sale or
conversion to meet basic needs. Thereafter, if retained, the property is evaluated as a
resource.

b) If an applicant or recipient in a long term care program refuses or transfers an

inheritance, the individual may be subject to penalty under the transfer of assets
provisions.
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Source: Social Security Act 81902 (r) (2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 3.7 Real Property Exclusions.

A. Home Property Exclusion.

1.

3.

An individual’s home is property he has ownership interest in and is his principal place of
residence; and

It may include the shelter he lives in, the land on which the shelter is located, and all
buildings on the land.

a) A principal place of residence is the dwelling that an individual considers his/her
principal home. It may be:

1) Real or personal property;
2) Fixed or mobile;
3) Located on land or water.

b) Example: If a person owns and resides in a houseboat on a lake, the boat may qualify
as home property.

If a person owns land and intends to reside on it, it may be considered home property if
there is no other principal place of residence. If a person owns the land, but not the
shelter, the land is considered the residence.

a) Example: A person owns the land he lives on, but lives in a mobile home owned by
his parents. If a person owns the shelter, but not the land, the shelter is the
residence.

b) Example: A person owns the mobile home, but rents the lot on which it is located.

4. Applying the home exclusion.

a) The home exclusion applies to:
1) The shelter in which the individual lives;
2) All buildings on the property;
3) The land on which the shelter is located; and
4) Any land adjoining it as long as it is not separated by land that neither the

individual nor spouse has an ownership interest in.
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(a) Easements and public rights of way (utility lines, roads, etc) do not separate
other land from the home plot.

5. Home Out-Of-State.

a) If an applicant’s home property is located out-of-state, policy governing state
residency applies.

b) It is not permissible for the individual to intend to return to his principal place of
residence out-of-state and at the same time intend to reside in Mississippi.

c) If the applicant intends to return home to another state, he cannot be considered a
Mississippi resident for Medicaid eligibility purposes.

d) If the applicant intends to reside in Mississippi, home out-of-state cannot be excluded
as his principal place of residence.

6. Treatment of Home Property Under SSI Resource Policy.
a) An individual’s home, regardless of value, is an excluded resource if the individual:
1) Resides in the home; or
2) lIs absent and intends to return to the home.
(@ An individual is residing with her children due to an illness, but intends to go
home when health permits The intent is based on the person’s desire to return

home.

(b) If the individual leaves the home and does not intend to return home to it, it is
no longer considered the person’s principal place of residence.

(i) The home exclusion no longer applies as of the date the individual leaves
with the intent not to return or the date the individual no longer intends to
return.

(i) The month after there is no intent to return, the property will be
considered a countable resource unless another exclusion develops.

b) A home can be excluded without intent to return, if:

1) A spouse or dependent relative of an institutionalized individual continues to
reside in the home while the individual is institutionalized,

(a) Dependency may be financial or medical;
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(b) Relatives may include child, step-child, grandchild, parent, step-parent,
grandparent, sibling, step-sibling, half sibling, aunt, uncle, cousin niece,
nephew, in-laws;

2) Sale of the home would cause an undue hardship to a co-owner due to loss of
housing.

(a) Obtain a statement from the dependent relative or the co-owner to apply either
of the above exclusions.

c) Multiple Residences.
1) Only one residence can be excluded as home property.

2) If there are multiple residences, the principal place of residence must be
determined, considering such points as how much time is spent at each residence;
where the individual is registered to vote; and which address the individual uses
for mail and tax purposes.

7. Treatment of Home Property Under Liberalized Resource Policy.

a) Home property can be excluded regardless of intent to return home or whether a
dependent relative lives on the property.

b) Each client is allowed one home that can be excluded regardless of its use.

c) If more than one residence is owned, exclude the property that would be most
advantageous to the client.

d) For long term care applications filed on or after January 1, 2006, there is a
disqualification for individuals with equity interest in their home of greater than
$500,000. This provision will not prevent an individual from using a reverse
mortgage or home equity loan to reduce the total equity interest in the home.

1) This disqualification period means that the homeowner who is in long term care
can qualify for all Medicaid services except vendor payment of nursing facility
services as long as equity interest exceeds the $500,000 limit.

2) If Medicaid eligibility is dependent upon participation in the HCBS waiver, the
individual is ineligible for full Medicaid services as long as equity in the home
exceeds the limit; however, a Medicare Savings Program can be approved if
criteria are met.

3) Undue hardship can be found to exist if a lien or legal impediment exists causing
the individual to be unable to access the equity.

8. Reverse Mortgages.
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a) A reverse mortgage is an agreement in which a lending company:

1) Makes a lump sum (subject to being counted as a resource the month following
month of receipt);

2) Available line of credit (subject to being counted as a resource the month following
month of receipt; or

3) Regular payments (treated as loan proceeds) to a homeowner during a specific
period of time.

b) The amount of payment is determined by the amount of equity the homeowner has in

the home.

¢) The homeowner is allowed to remain in the home until his/her death. At that time, the

home is sold and/or the lender is repaid.

d) Reverse mortgages are available to homeowners age 62 or older who own a debt-free

or nearly debt-free home.

e) Funds received from a reverse mortgage in any form that are transferred, either in the

month of receipt or subsequent months, are subject to a transfer penalty unless an
allowable exception applies (such as spousal transfers).

. Exclusion of Home Replacement Funds.

1. If an individual sells an excluded home, the proceeds may be an excluded resource if he:

a) Plans to buy another excluded home; and

b) Buys the home within 3 full calendar months following the month the proceeds are

received.

. Exclusion of Installment Sales Contracts.

1.

If the proceeds from the sale of an excluded home are received under an installment sales
contract, the contract is excluded if the individual:

a) Plans to use the entire down payment and the entire principal portion of a given

installment payment to buy another excluded home; and

b) Purchases the new home within 3 full calendar months following the month the down

payment or installment payment is received.

The proceeds of the sale include the following:
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3.

a) Lump sum. The net amount the seller receives at closing/settlement;
b) Installments. Down payment and principal portion of any installment payment.

Use of Proceeds. Use of the proceeds to buy another excluded home includes payment of
any costs that stem from the purchase. These include, but are not limited to:

a) Down payment;

b) Closing/settlement costs;

€) Moving expenses;

d) Loan processing fees and points;

e) Necessary repairs and replacement of the new home’s structures and fixtures costs, if
identified and documented before the new home is occupied and stem directly from
the purchase or occupancy of the new home.

1) This may include: roof, heating and cooling, plumbing, built-in appliances, etc.

f) Mortgage payments;

g) Use of proceeds to pay other costs will warrant their exclusion if such costs are
identified and documented prior to occupancy and stem directly from the purchase or
occupancy of the new home.

Proceeds Not Re-Invested in a Timely Manner.

a) If the home is not replaced within the allowable 3-month period, the unused proceeds
are a countable resource retroactive to the month following the month of receipt as

follows:

1) Lump sum. The exclusion of the unused funds is revoked retroactively to the date
of receipt;

2) Installment contract. The exclusion of the contract itself and the unused portion
of any installments received are revoked retroactively to the date the unused
proceeds were received.

3) The exclusion of an installment contract, once revoked, will be reinstated if the
individual intends to and does use the entire principal portion of a subsequent
installment payment toward the purchase of another excluded home within 3 full
calendar months of receiving such installment payment.
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(@) The exclusion does not apply to that portion of the proceed of the sale of the
original home that is in excess of the costs of the purchase and occupancy of
the new home.

5. Exclusion of Jointly Owned Property Whose Sale Would Cause Undue Hardship.

a) The value of an individual’s ownership interest in the jointly-owned property is an
excluded resource for as long as the sale of the property would cause an undue
hardship, due to loss of housing, to a co-owner.

b) Undue hardship would result if the co-owner:

1) Uses the property as his principal place of residence;
2) Would have to move if the property were sold;
3) Has no other readily available housing.

¢) The exclusion ends when any one of the above conditions no longer exists.

1) Example: Mr. Allen and his son jointly own a piece of land. The son and his
family live on the property and have no other place to live. Mr. Allen applies for

Medicaid. The property is excluded because the sale would cause an undue

hardship to his son. However, if the son owned another house nearby which was

vacant and habitable, there would be other available housing. Under these
circumstances, undue hardship would not exist and the value of Mr. Allen’s
interest would be countable.

E. Exclusion of Real Property Due to Reasonable Efforts to Sell.

1. Real property may be excluded from resources if the owner is making reasonable efforts
to sell it and those efforts have been unsuccessful.

2. The individual must maintain their efforts to sell unless good cause, i.e., circumstances
beyond the individual’s control prevent his taking the required actions to accomplish
reasonable efforts to sell, exists.

3. In addition, the individual must accept a reasonable offer for the property. The specific
requirements listed below must be met in order for this exclusion to apply:

a) Reasonable Efforts To Sell.

1) Reasonable efforts to sell real property consist of taking all necessary steps to sell
it through media serving the geographic area in which the property is located.
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2)

Reasonable efforts specifically mean that within 30 days of signing the
Agreement to Sell Property, the owner(s) must:

(a) List the property with an agent; or

(b) Begin to advertise in at least one of the appropriate local media, place “For
Sale” signs on the property (if permitted),

(c) Begin to conduct open houses or otherwise show the property to interested
parties on a continuing basis and attempt any other appropriate methods of
sale; and

(d) Except for gaps of no more than 1 week, the owner must maintain efforts the
type listed above; and

(e) The owner does not reject any reasonable offer to buy the property and
accepts the burden of demonstrating to Medicaid’s satisfaction that an offer
was rejected because it was not reasonable.

b) Reasonable Offer To Buy.

1)

Assume that an offer to buy the property at a particular price is reasonable if it is
at least two-thirds of the estimated current market value (CMV), as evidenced by
the tax receipt. If the owner disagrees with CMV as evidenced by the tax receipt,
he must provide convincing evidence of a different CMV. Verification presented
by the owner to support a CMV other than that evidenced by the tax receipt must
be submitted to state office for review.

¢) Good Cause.

1)

2)

Good cause exists when circumstances beyond an individual’s control prevents
the required action to accomplish reasonable efforts to sell. If good cause exists
for failure to meet any of the criteria specified above, the exclusion can continue
provided action is taken to resume efforts to sell.

Good cause includes:

(@) No offer to buy is received;

(b) A legitimate offer does not result in a sale;

(c) Escrow begins, but closing does not take place within the disposal
period; and

(@) Incapacitating illness or injury, such as the individual becomes
homebound or hospitalized for a prolonged period due to illness or injury and
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cannot take steps necessary to sell the property or to arrange for someone to
sell it on his behalf.

(b) Eample: Sandy Patterson is a Medicaid recipient whose property has been
excluded due to a bona fide effort to sell. She accepted a reasonable offer for
the property; however, the buyer backed out of the deal at closing. Ms.
Patterson immediately started sales efforts again. Good cause exists.

d) Failure To Make Reasonable Efforts.

1) Unless there is good cause, failure to meet any of the criteria specified above
means that:

(@) An individual is not making reasonable efforts to sell the property and is not
accepting a reasonable offer to buy;

(b) The individual’s countable resources include the value of the property
beginning with the month following the month in which reasonable efforts to
sell stop or the month following the month the owner failed to accept a
reasonable offer to buy; and

(c) The individual will be charged with an improper payment, if applicable.

e) Initial Verification of Efforts To Sell.

1) The effort to sell must be documented in the case record within the 30-day time
period for applying the exclusion by requiring all proof such as:

(a) Copy of the listing agreement with the real estate agent in current use;
(b) Dated advertisement(s) indicating the property is for sale;
(c) Contracts with local media to advertise the property;

(d) A photograph of the “For Sale” sign on the property, in conjunction with other
efforts; or

(e) Any other relevant items.
f) Effective Date of Exclusion.

1) If the appropriate proof is submitted, the exclusion is applied back to the first of
the month in which the effort to sell as initiated.
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2) If a reasonable effort to sell was in existence prior to the date of application, the
exclusion can be applied retroactively provided the effort is documented and
DOM-320A is signed.

3) If the effort to sell is just beginning, the exclusion applies effective with the first
month DOM-320A is signed (provided it is signed within 30 days). If not signed
within 30 days, the exclusion applies as of the first month a reasonable effort to
sell is initiated.

g) Follow-Up Contacts.

1) Contacts must be scheduled at 90-day intervals until the property is sold or the
exclusion ends.

2) Follow-up contacts may be by telephone to determine efforts being made to
accomplish the sale and to document whether there has been any offer to buy
since the prior contact.

3) If an offer to buy has been refused, a statement must be submitted explaining the
refusal.

4) The refusal of an offer to buy must be evaluated under the “Reasonable Offer to
Buy” guidelines. If the refusal is unacceptable, the exclusion ends beginning with
or retroactive to the month after the month of the refusal to sell.

5) If the reasonable efforts to sell are not continuing at each follow-up contact,
determine if good cause exists. If good cause does not exist, the exclusion ends
beginning with or retroactive to the month after the month the reasonable efforts
stopped.

Source: Social Security Act 81902 (r) (2); 42 CFR 8 435.601(b) (Rev 1994).
Rule 3.8 Interests of Individual Indians in Trust or Restricted Lands.

A. Certain types of Indian-specific property are excluded from being considered as resources in
determining Medicaid eligibility for an individual who is an Indian. These excluded
resources include the following:

1. Property Connected to the Political Relationship between Indian Tribes and the Federal
Government;

a) This exclusion includes any Indian trust or restricted land, or any other property under
the supervision of the Secretary of the Interior located on a reservation, including any
federally-recognized Indian Tribe’s reservation, pueblo or colony, and including
Indian allotments on or near a reservation as designated and approved by the Bureau
of Indian Affairs of the Department of the Interior; and
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b) Individual Indian Monies (IIM) accounts, which are under the supervision of the
Secretary of the Interior, and considered to be inaccessible; and

c) Property located within the most recent boundaries of a prior Federal reservation
including former reservations in Oklahoma and Alaska Native regions established by
the Alaska Native Claims Settlement Act;

d) Ownership interest in rents, leases, royalties or usage rights related to natural
resources (including extraction of natural resources or harvesting of timber, other
plants and plant products, animals, fish, and shellfish) resulting from the exercise of
federally-protected rights Monies received from the lease or sale of these natural
resources remain excluded while in an 11M account.

2. Property with Unique Indian Significance, such as:

a) Ownership interest in or usage rights to items not covered under the above provisions
that have unique religious, spiritual, traditional, or cultural significance or rights that
support subsistence or traditional lifestyle according to Tribal law or custom.

b) While the above identified assets are excluded in determining eligibility, if the assets
are converted to a non-excluded asset, they become countable.

1) For instance money in an IIM account is excluded; however, once the money is
removed from the 1IM account it becomes a countable asset.

2) Money received by Indians from the lease or sale of natural resources, and rent or
lease income, resulting from the exercise of federally-protected rights on excluded
Indian property, is considered an asset conversion. Therefore, this money is not
considered income, but is an excluded resource in the month the money is
received (This is true even if the money is taken out of the 1IM account in the
same month it was deposited into the account). If some or all of the money is
retained at the end of the month in which received, it is either counted or excluded
based on the type of resource in which the money is retained after month of
receipt.

3. Distributions of per capita judgment funds or property earnings held in trust for a Tribe
by the Secretary of the Interior.

a) However, this does not include local Tribal funds that a Tribe distributes to
individuals on a per capita basis, but which have not been held in trust by the
Secretary of the Interior (e.g., tribally managed gaming revenues, which are countable
income).

Source: P.L. 111-5 American Recovery and Reinvestment Act of 2009 § 5006.
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Rule 3.9 Exclusion of Personal Property.

A. Personal property includes automobiles, life insurance, household goods and personal effects
and burial funds and certain burial arrangments and items, which may be subject to a full or
partial exclusion. The exclusion applicable to each is discussed under this rule.

1. Exclusion of Automobiles.

a)

b)

d)

An automobile is any registered or unregistered vehicle used for transportation.
Vehicles used for transportation can be motorized, animal drawn or even an animal.
A vehicle not used for transportation is not an automobile, but may be a countable
resource. A temporarily inoperable vehicle normally used for transportation meets the
definition of an automobile.

If an exclusion cannot be developed for a vehicle the current market value must be
determined. The CMV is the average price an automobile of that particular year,
make and model and condition would sell for on the open market (to a private
individual) in the particular geographic area involved. The most recent NADA
Official Car Guide or Older Car Guide may be used to determine the average trade-in
value. If there is debt on the vehicle, determine the equity value.

1) If the client states the CMV is not representative of the value of the vehicle, he
must be given the opportunity to provide a value rebuttal from another
knowledgeable source, such as a used car/truck dealer, automobile insurance
company, classic car appraiser, etc.

Examples of Automobiles:

1) Car or truck;

2) Boat;

3) Motorcycle;

4) All-terrain vehicle;

5) Horse-drawn carriage;

6) Horse.

The following are not vehicles for purposes of this exclusion:

1) Permanently inoperable (junk) vehicle;

2) Vehicle used exclusively for recreation, such as boats, motorcycles, RVs, dirt
bikes, golf carts, etc. ;
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3) Leased vehicles are not considered in the resource determination, as the individual
does not own the vehicle.

e) Treatment of Vehicles Under SSI Resource Policy.

1) Effective April 2005, one automobile may be excluded, regardless of value, if is
used for transportation of the individual, spouse and/or a household member.

(@) Unless there is evidence to the contrary, assume the vehicle is used for
transportation.

(b) If multiple vehicles are involved, apply the exclusion in a way that is most
advantageous to the applicant/recipient. That is, apply the exclusion to the
vehicle with the greater value.

(c) For any vehicle that cannot be excluded wholly under this provision or
another provision (e.g., property essential to self-support, etc.), the equity
value is countable toward the resource limit.

(d) The equity value of junk cars and vehicles used only for recreation is a
resource. The personal effects exclusion does not apply to such vehicles.

f) Treatment of Vehicles Under Liberalized Resource Policy.

1) Two vehicles may be excluded, regardless of value, if used for transportation of
the individual, spouse and/or a household member.

2) Unless there is evidence to the contrary, assume the vehicles are used for
transportation.

3) If multiple vehicles are involved. apply the exclusions in a way that is most
advantageous to the applicant or recipient. That is, apply the exclusions to the
vehicles with the greater equity value.

4) For any vehicle that cannot be excluded wholly under this provision or another
provision (e.g., property essential to self-support, etc.), the equity value is
countable toward the resource limit.

5) Any car that is permanently inoperable (junk car) can be totally excluded as a
resource.

6) Recreational vehicles are treated as personal property. The personal effects
exclusion does not apply to such vehicles.

2. Exclusion of Life Insurance.
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a)

b)

c)

A life insurance policy is a contract. The purchaser (owner) pays premiums to the
company (insurer). In return, the insurer agrees to pay a specified sum to a
designated person(s), known as a beneficiary, upon the death of the insured
individual. The owner and the insured may or may not be the same person. The policy
should state the owner’s name, if different from the insured.

Below are some common terms associated with life insurance:

1) Face Value (FV) is the amount of basic death benefit contracted for at the time the
policy is purchased. The face page of the policy may show it as such or as the

“amount of insurance”, “the amount of this policy”, “the sum insured”, etc. A
policy’s FV does not include:

(a) The FV of any dividend addition, which is added after the policy is issued;

(b) Additional sums payable in the event of accidental death or because of other
special provisions; or

(c) The amount(s) of term insurance, when a policy provides whole life coverage
for one family member and term coverage for others.

2) Cash Surrender Value (CSV) is a form of equity value that it acquires over time.
The owner of the policy can obtain in its CSV only by turning the policy in for
cancellation before it matures or the insured dies. A loan against a policy reduces
its CSV.

3) Dividends are shares of any surplus insurance company earnings, which can be
applied to premiums due or paid by check or by an addition or accumulation to
an existing policy.

4) Dividend Additions are the amount of insurance purchased with dividends added
to the policy, increasing its death benefit and CSV. The table of CSVs that comes
with a policy does not reflect the added CSV of any dividends.

5) Dividend Accumulations are dividends that the policy owner has constructively
received, but left in the custody of the insurer to accumulate at interest. They are
not a value of the policy; the policy owner can obtain them without affecting FV
or CSV.

(a) Dividend accumulations cannot be excluded from resources under the life
insurance exclusion, even if the policy that pays the accumulations is excluded
from resources. Unless they can be excluded under another provision (e.g., as
set aside for burial), they are a countable resource.

Verification of Life Insurance.
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d)

1) Documentary evidence is obtained to verify the value of life insurance when the
client/spouse reports ownership of whole life insurance(s) on any individual with
a total FV exceeding the appropriate program exclusion limit: $1500 (SSI) or
$10,000 (Liberalized).

2) The individual or authorized representative must provide a copy of all the life
insurance policies and the most recent dividend statement for each one.

3) After exclusions are developed, any remaining cash value must be considered in
the eligibility determination. The cash surrender value of any policy that cannot
be excluded is countable toward the resource limit.

Types of Life Insurance.

1) Term Life Insurance is usually in effect for a specific length of time such as 20
years or length of employment. It does not accrue cash value;

2) Whole Life Insurance remains in effect unless the premiums are not paid or the
policy matures; and accrues cash value;

3) Burial Insurance contracts prevent the proceeds from being used for anything
other than the burial expenses of the insured.

Owner versus Beneficiary.

1) The owner is the one who has control of the policy. An individual may own life
insurance on himself or another person. The owner may take such actions as cash
in a policy, take out a loan against cash value, etc. The value of life insurance
policies owned must be considered in the eligibility process.

2) The beneficiary is the individual(s) who receive the proceeds of the policy at the
insured individual’s death. One person may be both the owner and the
beneficiary.

(@) Example: Jim Jones purchases a $10,000 life insurance policy on his mother,
Jane Williams, and is the beneficiary upon her death.

Treatment of Life Insurance Under SSI Resource Policy.
1) Term life insurance policies do not have cash value and are excluded.

2) Burial policies are excluded.
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9)

3)

4)

5)

6)

7)

8)

For all other policies determine the total Face Value (FV) of the policies owned
by the individual. Do not include the Face Value of any dividend additions in
determining whether a policy is a countable or excluded resource.

A life insurance policy is excluded if its” Face Value and the FV of any other life
insurance policies the individual owns on the same insured person total $1,500 or
less.

Even if a policy is excluded, any accumulated dividends are countable toward the
resource limit unless they are excluded under another provision such as set aside
for burial.

If the policy is a countable resource, the cash surrender values (CSV), dividend
additions, dividend accumulations, outstanding loan amounts reducing the (CSV)
of the policies must be verified and considered in the eligibility determination.

The countable cash surrender values of the policies and accumulations are
countable toward the resource limit unless they can be excluded as burial assets.

The following are examples:

(@) Lyn Reno is the owner of four life insurance policies. Two have Face Values
of $500 and two have Face Values of $250. The total of all FVs is $1500 so
the policies are excluded.

(b) Jerry Mann is the owner of three life insurance policies insuring his spouse.
The Face Value of each one is $750. The total Face Value is $2,250. The
specialist must determine the cash values of the policies and count them
toward the resource limit unless a burial exclusion is developed.

(c) Roger West is the owner of two life insurance policies on his spouse. One is
whole life with a Face Value of $1,200 and the other is term life with a Face
Value of $10,000. The term life policy has no cash value and is excluded. The
whole life policy is excluded because the Face Value is less than $1,500.

Treatment of Life Insurance Under Liberalized Resource Policy.

1)
2)

3)

Term life insurance policies do not have cash value and are excluded.
Burial policies are excluded.
For all other policies determine the total Face Value (FV) of the policies owned

by the individual. Do not include the Face Value of any dividend additions in
determining whether a policy is a countable or excluded resource.
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h)

4)

5)

6)

7)

8)

A life insurance policy is excluded if its Face Value and the FV of any other life
insurance policies the individual owns on the same insured person total $10,000
or less.

Even if a policy is excluded, any accumulated dividends are countable toward the
resource limit unless they are excluded under another provision such as set aside
for burial.

If the policy is a countable resource, the cash surrender values (CSV, dividend
additions, dividend accumulations, outstanding loan amounts reducing the CSV)
of the policies must be verified and considered in the eligibility determination.

The countable cash surrender values of the policies and accumulations are
countable toward the resource limit unless they can be excluded as a burial asset.

The following are examples:

(@ Lane Ryan is the owner of four life insurance policies. Two have Face Values
of $1,500 and two have Face Values of $750. The total Face Value is $4,500
so the policies are excluded.

(b) Jennifer Madison is the owner of three life insurance policies on her spouse,
with Face Values of $750, $2,500 and $12,000. The total Face Values are
$15,250. The specialist must determine the cash surrender values of the
policies and count them toward the resource limit unless a burial exclusion is
developed.

(c) Roberta Warren is the owner of two life insurance policies on her spouse. One

is whole life with a Face Value of $8,500 and the other is term life with a Face
Value of $25,000. The term life policy has no cash surrender value and is
excluded. The whole life policy is excluded because the Face Value is less than
$10,000.

Accelerated Life Insurance Payments.

1)

2)

3)

Proceeds paid to a policyholder before death.

Plans vary from company to company; however, all involve early payout of some
or all of the proceeds of the policy.

Most of the plans fall into three basic types depending on the circumstances that
cause the payments to be accelerated:

(@) Long Term Care Model. Allows payments if the policyholder requires an

extended stay in a care facility or, in some instances, healthcare services at
home.
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(b) Dread Disease or Catastrophic Illness Model. Allows payments if the
policyholder suffers from a specified covered disease or illness such as cancer
or AIDS.

(c) Terminal Iliness Model. Allows payments following the diagnosis of a
terminal illness where death is likely to occur within a specified timeframe.

4) These payments are also called “living needs” or “accelerated death” payments.

5) Depending on the plan, the receipt of payments may reduce the FV of the policy
by the amount of the payments and may reduce the CSV in a proportionate
manner. In other cases, a lien may be attached to the policy in the amount of the
payments that results in a proportionate reduction in the CSV.

6) If an individual has a life insurance policy that allows them to receive their death
benefit while living and the individual meets the requirements set by the insurance
company to receive such proceeds, they are not required to file for the proceeds.

(@) If the individual does file and receives the benefits, the payment will be
considered as follows:

(i)  Consider as income in the month of receipt.
(i) Any money remaining the following month is considered a resource.
i)  Life Insurance Endowment Policies.

1) A life insurance policy’s primary function is to pay out upon the death of the
insured.

2) A life insurance endowment policy does not do that; rather it serves as an
investment medium with a maturity date or date certain payout, i.e., 5 years from
purchase, at which time a benefit is paid to a designated beneficiary. The possible
death of the “insured” individual before the maturity date is a secondary
consideration.

3) These policies should be treated as annuities.

3. Exclusion of Household Goods and Personal Effects.

a) Household goods are personal property found in the home and used in
connection with normal maintenance, use and residency of a home. They include:

1) Furniture;
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2) Appliances;

3) Television sets;

4) Carpets;

5) Cooking and eating utensils;

6) Dishes.

b) Personal effects are personal property that is worn or carried by an individual or that
have an intimate relation to him or her. They include:

1) Clothing;

2) Jewelry;

3) Personal care items;

4) Prosthetic devices;

5) Educational or recreational items;

(a) Books;

(b) Musical instruments.

c) Treatment under SSI Resource Policy.

1)

2)

3)

Household goods and personal effects as defined above, are excluded in resource
determinations, regardless of their dollar value.

Prior to April 2005, a general exclusion of up to $2,000 applies to the total equity
value of household goods and personal effects, other than those excluded
regardless of value: one wedding ring, one engagement ring and prosthetic
devices, wheelchairs, hospital beds, dialysis machines and other items required by
a person’s physical condition.

Personal property that an individual acquires or holds because of its value or as
an investment is:

(@) A countable resource; and

(b) Not considered as household goods or personal effects for purposes of
exclusion.
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4) When ownership of other personal property is alleged and the property is not
excludable as household goods or personal effects, the Current Market Value
(CMV) or Equity Value (EV), as appropriate, of the item must be verified.

5) Example: A recreational vehicle (RV) used for vacations and other recreational
activities is classified as personal property. It does not meet criteria to be an
automobile or meet the definition of household goods or personal effects for
exclusion. If the CMV of the RV is $10,000 and the payoff is $5,000, under SSI
resource policy the equity value of $5,000 is counted as a resource.

d) Treatment Under Liberalized Resource Policy.

1) Under liberalized policy, household goods and personal effects, as defined above,
are excluded in resource determinations regardless of their dollar value.

2) Personal property that an individual acquires or holds because of its value or as an
investment:

(@) Is a countable resource when its equity value exceeds $5,000; and

(b) Is not considered to be household goods or personal effects for purposes of
exclusion.

3) When ownership of other personal property is alleged and the property is not
excludable as household goods or personal effects, under liberalized resource
policy, up to $5,000 in EV is excluded for other personal property.

4) The Current Market Value (CMV) or Equity Value (EV), as appropriate, must be
verified.

5) Example: A recreational vehicle (RV) used for vacations and other recreational
activities is classified as personal property. The RV does not meet criteria to be an
automobile, nor does it meet the definition of household goods or personal effects
for exclusion. If the CMV of the RV is $12,000 and the payoff is $7,500, the RV
can be excluded as a resource under liberalized policy since its equity value is
$5,000 or less.

3. Exclusion of Death Benefits for Last Iliness and Burial Expenses.
a) Death benefits are received because of another person’s death. Examples include:

1) Life insurance proceeds;

2) Social Security death benefits;

3) Burial benefits from the Railroad or Veterans Administration;
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b)

4) Inheritances;
5) Gifts from relatives, friends or the community to help with expenses.

Recurring survivor benefits from a pension or retirement plan or the Social Security
Administration are not death benefits.

Last illness and burial expenses include related hospital and medical expenses;
funeral, burial plot and interment expenses; and other related expenses.

Death benefits provided to an individual are income to the extent that the total amount
exceeds the expenses of the deceased’s last illness and burial expenses paid by the
individual.

Death benefits which are not income are also not a resource for one month following
the month of receipt. If retained, the second month following receipt, death benefits
are resources.

If death benefits are not considered income, under both SSI and Liberalized Resource
policy, treatment is as follows:

1) Month of receipt. Excluded.
2) Month after receipt. Excluded.
3) Second Month following receipt/ Countable resource, if retained.

4) Exception: If the death benefits are repayment for expenses already paid, they are
considered resources the month after receipt, if retained.

(a) Example: When her uncle passed away, Beth Smith received 4,000 as
Beneficiary of his life insurance policy. She received it in July and
anticipates spending the entire amount on his last illness and burial expenses.
She has already received bills totaling $900 that she paid. On August 1, she
received a funeral bill for $2,900 and a few days later received a cash gift of
$500 which she also intends to apply toward last illness and burial expenses.
She pays the $2,900 funeral bill in August and intends to use the remainder of
the life insurance to pay some hospital expenses.

(i) Treatment: Neither the $4,000 received in July nor the $500 received in
August is unearned income since it is all expected to be used for burial or
last illness expenses. She used $900 of the $4,000 in July. As of August 1,
she had $3,100 that is not a resource for August. During August she paid
the $2,900 bill and then had $200 left. However, the $500 she receives in
August gives her $700 to use for hospital expenses. She must spend $200
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in August for burial or last illness expenses; otherwise, the $200 will count
as a resource September 1. Any portion of the $500 remaining as of
October 1 will be counted as a resource.

(b) Jane Smith has total countable resources of $1,980 consisting of a $1,000
savings account and $980 in checking. Her brother died in late October. In
November she receives $3,000 as beneficiary of her brother’s life insurance.
She has last illness and burial expenses of $2,750 to pay. There are no other
bills.

(i) Treatment: Of the $3,000 Ms. Smith received, $250 is unearned income in
November because the last illness and burial expenses are only $2,750.
The $2,750 is not considered unearned income and will not be a resource
until January 1, if she still has it at that time. Any of the $250 remaining
will be a resource for December.

4. Exclusion of Burial Spaces.

a)

b)

Burial spaces are spaces or items that are used to contain the remains of a deceased
person. These include:

1) Cemetery plots, crypts, mausoleums, cremation niches;

2) Caskets, urns;

3) Headstones or other grave markers;

4) Burial containers (burial vaults or grave liners);

5) Expenses related to the opening and closing of the grave sites; and

6) Perpetual care expenses

Treament of Burial Spaces Under SSI and Liberalized Resource Policy.

1) A burial space or an agreement which represents the purchase of a burial space
held for the burial of the individual, his or her spouse, or a member of his or her
immediate family is an excluded resource, regardless of value. The burial space

exclusion is in addition to, and has no effect on, the burial funds exclusion.

2) Under SSI policy, burial spaces may be excluded if intended for use of the
individual, spouse or immediate family, as defined.

3) Liberalized policy includes all of the relatives in the SSI definition and extends to
family members of any degree of relationship.
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4)

5)

6)

7)

8)

To be “held for” the burial of an individual , the item must be paid for in full and
if not paid for in full, the amount paid is considered a burial fund rather than a
burial space.

Only one item serving the same purpose may be excluded per person. For
example, exclude a casket and vault for the same person, but not a casket and an
urn.

No limit exists on the value that may be excluded.

Taxes paid on burial spaces are also excluded.

If a burial space is being held by a funeral provider in accordance with a burial

agreement, whether revocable or irrevocable, then the value of the burial space(s)
is excluded under the burial space exclusion

5. Exclusion of Burial Funds.

a) Burial funds are items clearly designated for an individual’s burial. They include:

b)

1)
2)

3)

4)
5)
6)

7)

Revocable burial contracts;
Revocable burial trusts;

Other revocable burial arrangements (Including installment sales contracts for
burial spaces);

Cash;
Financial accounts such as checking, saving or CDs;
Stocks or bonds; and

Life insurance cash value.

Burial funds must be clearly designated for the eligible individual’s burial, cremation
or other burial-related expenses, i.e., flowers, clothing, transportation, etc.

Property other than that listed above will not be considered burial funds and may not
be excluded under the burial funds provision. For example, a car, real property,
livestock, etc., are not burial funds.

d) Burial funds may be designated by:
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9)

1) An indication on the burial funds document, such as a revocable burial contract or
the title on a bank account. Whenever burial funds are already clearly set aside as
burial funds, no separate signed statement or further designation is required.

2) Completion of DOM-321B, Designation of Burial Funds, provides the
information required to document a burial fund, i.e., owner, value and form of
funds, date set aside for burial, etc.

3) Once a fund is designated, it remains a burial fund until eligibility terminates or
the individual uses the funds for another purpose, in which case a penalty may
apply. See discussion of Misuse of Burial Funds later in this section.

The burial fund may be excluded retroactively to the date the individual originally
designated the funds for burial. The individual’s allegation of the date the funds were
first considered set aside for burial (even prior to application) is accepted unless there
is evidence the funds were used and replaced after that date.

1) Example: Mr. Hoover applies on May 1 and signs DOM-321B designating a CD
for burial. He set the account up two years ago for his burial. He is seeking
coverage for February, March and April. The exclusion may be given for those
months.

Burial funds cannot be commingled with other resources which are not intended for
burial. The burial fund exclusion applies only if funds set aside for burial expenses
are kept separate from non-burial funds. If excluded burial funds are mixed with
resources not intended for burial, the exclusion will not apply to any portion of the
funds.

1) It is possible to have excluded and non-excluded funds commingled provided all
funds are intended for burial. It is not permissible, however, to have burial and
non-burial funds commingled.

(a) Example: Mr. Brennan has a bank account with a balance of $2,000. He plans
to use $1,500 for burial and the remaining $500 for other non-burial expenses.
The burial exclusion may not be applied to this bank account. Mr. Brennan
may want to consider opening another account for the $500. If he does so, he
must provide verification and DOM-321B must be completed to document the
burial exclusion.

Any amount may be designated for burial; however, only the amount up to the
applicable maximum exclusion may be excluded. Once the amount of the designated
burial funds equals the applicable maximum, the only additions to it that can be
excluded are appreciation and interest. However, until the maximum has been
reached, additional amounts can be excluded if the individual designates them for
burial expenses. Interest is not included in determining if the maximum has been
reached.
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h)

)

K)

SSI policy allows up to $1,500 in funds set aside for the burial of the individual and
up to an additional $1,500 in funds set aside for burial of the individual’s eligible or
ineligible spouse.

1) Example: Mr. Brown designates $1,500 in a bank account for burial. The entire
amount may be excluded. Mr. Brown designates an account with a $2,000 balance
for burial. Since $1,500 is the maximum exclusion, the remaining designated
funds are not excluded and count toward the resource limit.

Under liberalized policy, the maximum that can be excluded for burial of the
individual is $6,000. In addition, up to $6,000 is allowed for burial of the eligible or
ineligible spouse.

The $1,500 or $6,000 maximum exclusion is reduced by:

1) Any amount held in an irrevocable trust or burial contract or other revocable
arrangement for the individual or spouse, if applicable, except to the extent it
represents excludable burial spaces.

2) Face Value of any excluded life insurance policy on the individual or spouse, if
applicable

(a) Example (SSI): Greta Mann has a savings account designated for burial. It has
a balance of $2,000. She also has an irrevocable burial contract with Hartfield
Funeral Home that represents burial space items worth $2,500 and burial
funds of $1,500. The burial fund portion of the burial contact totally offsets
the $1,500 SSI burial exclusion: $1,500-$1,500 = 0; therefore, the entire
$2,000 balance in the savings account is not excluded and counts toward the
resource limit.

(b) Example (Liberalized): Greta Mann has an excluded life insurance policy with
a Face Value of $5,000. She also has a savings account with a balance of
$4,000 that she designates for burial. The $6,000 burial exclusion is partially
offset by the Face Value of her policy: $6,000-$5,000 = $1,000. Therefore,
$1,000 of her savings may be excluded and the remaining $3,000 in non-
excluded burial funds is a countable resource.

Irrevocable burial arrangements are not resources and are not subject to the $1,500 or
$6,000 maximums; however, as indicated above, they do reduce the amount of the
burial fund exclusion allowed. Burial insurance is considered an irrevocable
arrangement.

The value of the irrevocable burial arrangements purchased by the individual must be

equal to the value of the funding source used to make the purchase, e.g., cash
prepayment, life insurance or annuity irrevocably assigned to the funeral home. If the
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value of the burial arrangement is not equal to the value of the prepayment, a penalty
may be assessed under the transfer of assets provision for institutionalized clients.

m) The maximum amount that can be excluded when a burial fund is initially designated

p)

is $1,500 under SSI resource rules or $6,000 under liberalized policy. Interest earned
on excluded burial funds and appreciation in the value of excluded burial
arrangements are excluded as income and resources if left to accumulate and become
part of the separate burial fund.

Changes in the individual’s circumstances may raise or lower the amount that can be
excluded for burial, such as:

1) The purchase of additional life insurance with cash surrender value may change
the allowable exclusion. In addition, cashing in life insurance may raise or lower
the allowable exclusion.

2) The face amount of life insurance may change, thereby changing the allowable
exclusion.

3) An irrevocable burial contract may be purchased, thereby reducing the allowable
burial exclusion.

4) Deposits made to bank accounts designated for burial will change the allowable
exclusion.

5) If the amount designated is less than the maximum exclusion, the individual may
add additional funds to the burial fund to bring up the original amount to the
maximum exclusion amount.

The burial fund exclusion once applied must be reevaluated whenever a change
bcomes becomes known that would affect the exclusion amount or at each
redetermination.

If the fund contains both excluded and non-excluded amounts, use the formula below
to determine the excludable portion:

1) Original exclusion amount + Original fund amount x Present fund amount =
Excluded Portion;

2) Example: An individual, subject to SSI rules, designated $2000 (original fund
amount) as a burial fund, $1500 (original exclusion amount) was excluded and
$500 is non-excluded. At the most recent review, the account had grown to $2200
(present fund amount) due to accumulated interest. The excluded amount is
$1650. (1500 + 2000 x 2200 = 1650)
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q) If funds, including interest, that were excluded under the burial fund exclusion are
used for any purpose other than burial expenses for the designated individual, a
penalty for misuse is imposed only if the client would have excess resources without
the burial exclusion. Upon discovery of the misuse of excluded burial funds,
verification must be obtained (which may be in the form of a statement from the
client or representative) that all or a portion of the funds have been used for another
purpose other than burial to determine the effect the misuse will have on eligibility.

1)

2)

3)

4)

5)

6)

7)

If the client would have excess resources without the burial fund exclusion, the
amount used inappropriately is counted as income the next possible month after
the month in which the misuse is discovered.

The misused funds will be included as income in the eligibility computation;
however, misused burial funds are not counted as income in the Medicaid Income
computation for the institutionalized individual unless the funds are available to
the recipient.

If the misused funds include non-excluded burial funds, assume the funds were
used in this order: non-excluded interest; non-excluded designated amount;
excluded interest and excluded designated amount. The penalty only applies to
excluded interest and designated amounts.

If ineligibility results, the case will be closed in accordance with ongoing policy,
i.e., advance notice issued, etc.

If the misuse of burial funds does not result in excess income because the client’s
resources would not exceed limit even if the burial funds were not excluded or if
applicable, the funds are not available to the client to include in the Medicaid
Income computation, no action is required other than documenting the case
record.

There must be a new redesignation of funds when there is a change in the amount
of funds originally designated, not including accumulated interest or appreciation.

If eligibility is lost, the burial fund exclusion must be developed if the individual
reapplies later.

(@) Example: Jennifer Shows originally designated $1,500 as a burial fund.
Interest accumulated and the account grew to $1,750. In May, she withdrew
$500 to repair her car. If her other resources plus the $1750 burial fund, which
is now non-excluded, exceed the program resource limit, the penalty applies.
In addition, she must redesignate the amount of funds for burial because the
amount in the account ($1,250) is now below the original amount designated.
In the alternative, she could add $250 to the account and the original
designation would be accurate; however, any penalty would still apply.

61



6. Exclusion of Pre-Need Burial Contracts.

a)

b)

d)

9)

A pre-need burial contract is an agreement between an individual and a funeral home
where the buyer pays in advance for his or another person’s burial arrangements.

If an applicant’s resources exceed the allowable limit, he is allowed to establish a pre-
need contract to reduce his resources below the limit.

Many pre-need contracts include both burial space and burial fund items:

1) Expenses related to the burial space include: casket, vault, opening/closing costs
at the cemetery; and

2) Expenses related to the burial fund include: embalming, clothing, visitation room,
transportation, flowers.

Payment for a contract has taken place when an applicant/recipient transfers a liquid
resource to the funeral provider or when specific life insurance policies have been
designated on the pre-need burial contract.

A liquid resource designated, but not transferred to the funeral provider as payment
for a contract, is counted as an available resource.

A resource cannot be designated for future payment of a pre-need contract and that
resource be excluded as a resource.

There are two types of pre-need burial contracts: revocable and irrevocable.

1) Revocable contracts may be sold or the money may be refunded. They are
considered resources; however, a full or partial exclusion may be developed.

(a) Revocable Contracts That Are Paid in Full.

(i) If the value of all the items is provided, both the burial space and the burial
fund exclusion may be developed. If the value of the burial space items is
not provided, only the burial fund exclusion may be developed.

(b) Revocable Contracts That Are Not Paid In Full.
(i) Only the burial fund exclusion may be developed unless the contract

verifies the burial space items are paid for and the burial funds items are
being paid on.

(c) Under SSI and Liberalized Resource Policy, revocable pre-need burial

contracts are considered a resource; however, a burial exclusion may be
developed.
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(d) If the revocable contract is paid in full:

(i) Any portion of the contract clearly representing burial spaces may be
excluded entirely, regardless of value

(ii) Up to $1,500 (SSI) or $6,000 (Liberalized) of the remaining portion of the
contract may be excluded as a burial fund

(e) If the contract is not paid in full, it should be treated as a burial fund unless it
is verified that the burial spaces themselves are paid in full and considered
“held for” the individual

(F) Example: Mr. Allen applies for Medicaid. He has just purchased a revocable
contract at Land of Lakes Funeral Home. The contract verifies it is paid in
full and includes the following:

$1,500 Casket

$1,000 Vault

$1,000 Headstone

$500 Opening/closing costs
$200 Embalming

$300 Visitation Room
$1,000 Funeral service

Because the contract is paid in full, the first four items, which are burial space
items, may be excluded under the burial space exclusion. The remaining
$1,500 may be excluded under the burial fund exclusion.

2) Irrevocable pre-need contracts under SSI and liberalized resource policy are not a
resource since the money cannot be refunded or the contract sold without
significant hardship. If the contract is irrevocable, it is not a resource retroactive
to the date of purchase. The portion that represents burial funds offsets that
exclusion. If the contract is not paid in full, the portion paid represents burial
funds up to the maximum.

3) Life Insurance Funded Burial Contracts.

(@) A life insurance funded burial contract involves an individual purchasing a
life insurance policy on his own and then assigning, revocably or irrevocably,
either the proceeds or ownership of the policy to a funeral provider. The
purpose of the assignment is to fund a burial contract. Life insurance funded
burial contracts are not considered burial insurance.

7. Effect of the Assignment of Ownership on Burial Exclusion.

a) Revocable Assignment.
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1) The burial space exclusion does not apply because the items are not paid for until
the death of the individual and therefore are not being “held for” the individual.
The burial fund exclusion may apply.

2) The resource value of the burial contract is equal to the Cash Surrender Value of
the life insurance, subject to the maximum burial funds exclusion amount.

b) Irrevocable Assignment.
1) The burial space exclusion may apply if the values of the items are provided.

2) The life insurance policy is not a resource because the individual no longer owns
it.

3) The contract is not a resource because the individual no longer owns it.

4) The value of the burial fund items offsets the value of any other burial funds items
up to the allowable maximum

8. Effect of the Assignment of Proceeds on Burial Exclusion.
a) When life insurance proceeds are assigned, the burial space exclusion does not apply
because the provider will not be paid until the death of the individual and spaces are

not being “held for” the individual.

b) The resource value of the contract is the cash surrender value of the life insurance
policy.

1) If the Face Value of all life insurance policies for the individual total
$1,500/$6,000 or less, exclude the CSV under the life insurance exclusion.

2) If the FVs total more the $1,500/$6,000, verify and count the CSV toward the
resource limit. The burial fund exclusion may apply.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
Rule 3.10 Exclusion of Property Essential for Self-Support.
A. The exclusion of property essential to self-support may apply to real or personal property.

1. All property must be in current use or, if not in use for reasons beyond the individual’s
control, there must be a reasonable expectation that the required use will resume.

2. The income generated by income-producing property is not excluded under this

provision. Income is either earned or unearned, depending on the type of income-
producing property involved.
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B. Resources excluded under this provision generally fall into four categories:
1. Property Essential to Self Support;
2. Property Used to Produce Goods and Services;
3. Non-Business, Income-Producing Property; and
4. Essential Property Exclusion under Liberalized Policy.

C. For exclusion under this provision, the property must be in current use in the type of activity
that qualifies it for exclusion.

1. Current use is evaluated on a monthly basis.
2. Property not in current use may be excluded only if it has been in use and
3. There is expectation that the use will resume within 12 months of last use.
a) This 12-month period can be extended for an additional 12 months if non-use is due
to a disabling condition and resumption of the self-support activity can reasonably be

expected to occur within that time.

1) If the individual does not intend to resume the self-support activity, the property is
a countable resource for the month after the month of last use.

2) If there is a change of intent after the exclusion has been applied, the exclusion no
longer applies as of the date of the change of intent. The property becomes a
resource for the following month unless a different exclusion is met.

D. Exclusion Principles and Types of Property.

1. Properties essential to self-support which are excluded regardless of value or rate of
return are discussed in this section.

2. The properties essential to self-support described in this section include necessary capital
and operating assets of a business, e.g., real property, buildings, inventory, equipment,
machinery, livestock, motor vehicles, etc.

3. The properties must be in current use or if not in current use due to circumstances beyond
the individual’s control, there must be a reasonable expectation that the required use will
resume.

4. The following types of properties essential to self-support are excluded regardless of
value or rate of return:
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a) Property used in a trade or business;

b) Government permits which represent authority to engage in an income-
producing activity; and

c ) Personal property used by an employee in his work
5. Property essential to self-support used in a trade or business is excluded from resources,
regardless of the value or rate of return. This is applicable to programs subject to both

SSI and liberalized resource policy.

a) When the individual alleges owning a trade or business property, a statement must be
obtained in regard to:

1) Description of the trade or business;

2) Description of the assets of the trade or business;

3) The number of years the business has been operated,;

4) Names of any co-owners; and

5) Estimated gross and net earnings of the trade or business for the current tax year.

b) A copy of the current year tax return (Form 1040 with schedules and attachments)
must also be obtained.

1) The tax forms are used to determine net self employment earnings and validity of
the trade or business.

2) If the current year return is not available, obtain the latest return available.

6. Government permits represent authority granted by a government agency to engage in an
income-producing activity. They are excluded regardless of value or rate of return. This
is applicable to programs subject to both SSI and liberalized resource policy.

a) Examples are commercial fishing permits or tobacco crop allotments.

b) When the individual alleges owning a government license, permit or other property
which represents government authority to engage in an income producing activity,
and which has value as a resource, the following information is needed:

1) Type of license, permit or other property;

2) Name of the issuing agency, if appropriate;
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3) If license is required for engaging in this activity;
4) How the license, permit or property is being used; or

5) If not being used, why not.

c) A copy of the license, permit and/or other applicable documents is required.

7. Personal property used by an employee for work is excluded from resources. This is
applicable to programs subject to both SSI and liberalized resource policy.

a) Excluded items include tools, safety equipment, uniforms, etc.

b) If the individual alleges owning items that are used in his work as an employee, obtain

a statement regarding the following:
1) Name, address and telephone number of employer;
2) General description of the job duties and the items; and

3) Whether the items are currently in use

c) Absent evidence to the contrary, the individual’s statement may be accepted.

8. Non-business property, real or personal property (but not cash or bank accounts), used to
produce goods or services essential to daily living is excluded as follows:

a)
b)

c)

d)

No specified rate of return is required.

Property must be in use or, if not in use for reasons beyond the individual’s control,
there must be a reasonable expectation that the required use will return.

If the equity value of the property exceeds $6000, the excess is not excluded; it is
countable toward the resource limit.

1) Example: If the resource is valued at $7000, then $6000 is excluded and $1000 is
counted.

Non-Business Property, real or personal, includes:

1) Property used to grow produce or livestock raised solely for personal
consumption in the individual’s household,

2) Property used in activities essential to the production of food for home
consumption, such as a tractor used for plowing or a boat for subsistence fishing.
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e)

f)

(@) This does not include any vehicle that qualifies as an automobile.

When an individual alleges owning property that he uses to produce goods or services
necessary for daily activities, the following must be obtained:

1) A description of the property;
2) How it is used; and

3) Estimate of the CMV; and
4) Any legal encumbrances.

The client’s statement may be accepted regarding use of the property.

9. Non-business, income-producing property is excluded as follows:

a)

b)

d)

This property is defined as property which includes land that produces rents or other
land-use fees (e.g., non-liquid notes or mortgages, ownership or timber rights, mineral
or oil exploration) or other non-liquid property which provides rental or other income,
but is not used as part of a trade or business.

When an individual alleges owning non-business real property that produces income,
the following must be documented:

1) The number of years he has owned the property;
2) Any co-owners of the property;

3) A description of the property;

4) The estimated CMV of the property;

5) Any encumbrances; and

The estimated net and gross income from the property for the current tax year. Must
be obtained to establish that the property is producing income.

1) If available, a copy of the tax return for the year must be obtained.
2) When no tax returns are available, other evidence may be obtained, e.g., a person
leasing land for mineral or oil exploration should have a copy of the lease

agreement for the period in question.

The equity value of the property must be verified.
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e) Under SSI policy, treat as follows:

1) This exclusion applies to non-business, income-producing property.

2)

Up to $6000 of the equity value can be excluded from resources if the property
produces a net annual return equal to at least 6% of the excluded equity value.

3) Any equity that exceeds $6000 counts toward the resource limit.

4)

5)

6)

7)

If the net annual return is less than 6%, the entire equity value is counted.
Example: At review, Mr. Cameron reports that he lives in an apartment and is
renting out his formerly excluded home, which has an equity value of $13,000.
Even if the property produces a 6% net annual return, $7000 of his equity cannot
be excluded and counts as a resource under SSI policy.
Exceptions: If the property produces less than a 6% net annual return, the
exclusion may be allowed only if the following apply; otherwise, none of the EV
is excluded under this provision:
(@) Lower return that is beyond the individual’s control, such as:

(i) Crop failure;

(ii) Fire;

(iii) HlIness; and

(b) There is a reasonable expectation that the property will again produce a 6%
Return.

If earnings decline for reasons beyond the client’s control, up to 24 months is
allowed for resumption of a 6% net annual rate of return.

(@) This 24-month period begins with the first day of the tax year following the
one in which the rate dropped below 6%.

(b) The individual’s progress with the business must be checked.

(c) The individual can have the additional 12 months to achieve the 6% net
annual rate of return if he is actively pursuing the activity.

(d) If the individual has stopped actively pursuing the activity, the value of the
property counts as a resource the month following the review.
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(€)

(f)

If the property is still not producing at least a 6 percent net annual return at
the end of the 24-month period, the exclusion is discontinued.

The value of the property counts as a resource the month following the
month the 24-month period ends.

8) If an individual owns more than one piece of property, the 6% return rule applies

individually to each piece.

(@) The $6000 equity value limit applies to the combined equity values of

properties meeting the 6% return rule.

(b) If all the properties meet the 6% test, but total EV exceeds $6000, that portion

of the total in excess of $6000 is not excluded under this provision.

(i) Example: Mr. Green has a piece of land on which he grows corn for sale at

market. The equity value of the land is $7000. He nets $500 per year in
sales. $500 + $7000 = 7.14%; therefore, $6000 of the EV is excluded and
$1000 counts as a resource. Last year his crop was struck by lightning and
caught on fire. He made no money, but expects to plant and sell again next
year at the regular rate. The $6000 may still be excluded because Mr.
Green had no control over the fire. His 24-month period begins January 1
of the tax year following the year in which the loss occurred. A tickler is
set to check on his progress in 12 months.

(if) Example: Mr. Green owns three non-connected acres of pastureland. He

rents them to different horse and cattle owners for $500 per year each. The
land has equity values of $2000, $3500 and $1200 for a total of $6700.
The 6% rule is met: $500 + $2000 = 25% return; $500 + $3500 = 14%
return; $500 + $1200 = 42% return. Since the 6% rule is met, $6000 is
excluded and $700 is countable

10. The essential property exclusion is applied using liberalized policy as follows:

a)

b)

Property essential to self-support, defined as property used in a trade or business,
government permits and personal property used by an employee for his job, is
excluded regardless of value or rate of return.

The $6000 exclusion cap is lifted under liberalized policy; therefore, property used to
produce goods or services essential to daily living is also excluded regardless of value
or rate of return.

With the $6000 exclusion cap lifted under liberalized policy, non-business, income-
producing property must produce a net annual return of 6% of the EV of each

property.
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d) If multiple properties are involved, each must be evaluated under the 6% rule.

e) Property that a client sells via a property settlement agreement must meet the 6% net
annual return criteria and the agreement must be actuarially sound in order to avoid a
possible transfer of resources penalty for the institutional client.

Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994)

Rule 3.11 Resources Set Aside As Part of A Plan To Achieve Self-Support (Pass).

A. The Social Security Act authorizes the exclusion of income and resources of an individual
who has a disability or is blind (but not aged) when the individual needs the income and
resources to fulfill a Plan to Achieve Self-Support (PASS) approved by the Social Security
Administration.

B. Resources set aside as part of an approved PASS are excluded.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994)

Rule 3.12 Exclusion of Retained Cash Payments.

A. The treatment of the following types of retained cash payments is discussed below:

1. Retroactive Supplemental Security Income (SSI) and Retirement, Survivors and
Disability Insurance (RSDI).

a) The unspent portion of retroactive SSI benefits and RSDI benefits is excluded from
resources for nine (9) calendar months following the month in which the individual
receives the benefits.

b) Retroactive SSI benefits are SSI benefits issued in any month after the calendar
month for which they are paid.

1) Benefits for January that are issued in February are retroactive.

c) Retroactive RSDI benefits are those issued in any month that is at least two calendar
months after the calendar month for which they are paid.

2. Disaster Assistance.
a) Disaster Assistance includes assistance received from the following sources:
1) The Disaster Relief and Emergency Act (PL 100-707);

2) Another federal statute because of a presidentially-declared major disaster;
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b)

c)

3) A state or local government’s comparable assistance; or
4) A disaster assistance organization.

If the disaster assistance funds are excluded from income, the unspent amount is also
excluded from resources.

Interest earned on funds excluded in this provision is excluded from income and
resources.

Presidentially-Declared Major Disasters.

a)

b)

Some catastrophes (such as hurricanes) cause such wide-spread destruction that the
President of the United States declares them major disasters.

Effective 2/25/96, the exclusion period may be extended for individuals who incurred
damage or loss of excluded resources under certain circumstances.

1) The 18-month period (9-month initial period plus the 9-month good cause
extension) may be extended up to an additional 12 months.

2) Such an extension may be granted if the excluded resource is located within the
geographical area of the disaster area (this area is defined in the presidential
order); the individual intends to repair or replace the excluded resource or the
individual presents evidence of good cause.

Netherland WUV Payments to Victims of Persecution.

a)

b)

The Netherlands Act on Benefits for Victims of Persecution 1940 — 1945, WUV (Wet
Uitkering Vervlgingsslachtoffers) provides payments to individuals who were victims
of persecution during World War | during German and Japanese occupation of the
Netherlands and the Netherlands East Indies (now the Republic of Indonesia).

The unspent WUV payments made by the Dutch government are excluded from
resources and the interest earned on unspent WUV payments is excluded from
income.

German Reparation Payments.

a)

German reparations payments are made to certain survivors of the Holocaust under
the:

1) Federal Republic of Germany’s laws for compensation of National Socialist
Persecution (German Restitution Act); or

2) German Reunification Act of 1990.
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b)

c)

These payments may be made periodically or in a lump sum.

Unspent German reparations payments are excluded from income and resources.
Interest earned on unspent payments is excluded from income.

Austrian Social Insurance Payments.

a)

b)

d)

The nationwide class action law suit, Bondy v. Sullivan, involved Austrian social
insurance payments that were based on wage credits granted under Paragraphs 500-
506 of the Austrian General Social Insurance Act.

These paragraphs grant credits to individuals who suffered a loss; that is, were
imprisoned, unemployed or forced to flee Austria, during the period of March 1933 to
May 1945 for political, religious or ethnic reasons.

Unspent Austrian social insurance payments based, in whole or in part, on wage
credits granted under Paragraphs 500-506 of the Austrian General Social Insurance
Act are excluded from resources and the interest earned on unspent Austrian social
insurance payments is excluded from income.

Austrian social insurance payments not based on wage credits granted under these
paragraphs are not excluded from resources under this provision.

Benefits Excluded from Both Income and Resources by a Federal Statute other than Title
XVI.

a)

Federal statutes other than Title XVI specify many income and resources exclusions.
Examples of these are discussed below:

1) Agent Orange Settlement Payments.

(a) There is no limit to the length of time unspent Agent Orange settlement funds
are excluded from resources. Interest earned on conserved payments is
excluded as income.

2) Victims Compensation.

(a) Some states establish funds to assist victims of crimes.

(b) Unspent payments received from such a fund are excluded for 9 months if
received for expenses incurred or losses suffered because of crime, e.g., lost

wages, medical expenses incurred due to injuries, etc.

(c) Interest earned on unspent victims’ compensation payments is not excluded
from income or resources.
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3) Relocation assistance.

(@) This type of assistance is sometimes provided to persons displaced by
projects which acquire real property.

(b) Relocation assistance may be provided under local, state or federal programs.

Such payments may be excluded for certain lengths of time. The length of the
exclusion depends on the source:

(i) State and Local Program Assistance — unspent funds are excluded from
resources for 9 months;

(ii) Federal Assistance — There is no time limit on the exclusion for assistance
provided under the Uniform Relocation Assistance and Real Property
Acquisitions Policies Act of 1970

(c) Interest earned on unspent payments is not excluded from income or
resources.

8. Tax Advances and Refunds related to Earned Income Tax credits (EITC) and Child Tax
Credits (CTC).

a) Unspent federal tax refunds or payments related to the Earned Income Tax Credits
(EITC) or Child Tax Credits (CTC) are excluded from resources for nine (9) calendar
months following the month the refund or payment is received.

b) Interest earned on any unspent tax funds related to EITC or CTC is not excluded as
income or a resource.

9. Radiation Exposure Compensation Trust Fund Payments.
a) The Radiation Exposure Compensation Trust Fund (RECTF) authorized the
Department of Justice to make compensation payments to individuals (or their
survivors) that were found to have contracted certain diseases after exposure.

b) The payments will be made as a one-time lump sum.

¢) Unspent payments are excluded from resources. Interest earned on unspent payments
is excluded income.

10. Gifts of Domestic Airline Tickets.

a) The value of a ticket for domestic travel received by an individual (or spouse) is not a
resource if the ticket is:
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1) Received as a gift,
2) Not converted to cash, i.e., cashed in, sold, etc., and

3) Excluded from income.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 3.13 Treatment of Excluded Funds Co-Mingled with Non-Excluded Funds.

A

B.

Otherwise excludable funds must be identifiable in order to be excluded.

This does not require them to be separate from other funds (such as in a separate bank
account).

When withdrawals are made from co-mingled funds, the assumption is non-excludable funds
are withdrawn first, leaving as much of the excluded funds in the account as possible.

If excluded funds are withdrawn, the excluded funds left in the account can only be added to
by deposits of subsequent funds excluded under the same provision and excluded interest

Example: An individual deposits an $800 retroactive RSDI check in a checking account. The
account already contains $300 in non-excluded funds.

1. Of the new $1,100 balance, $800 is an excluded retroactive RSDI payment;
2. The individual withdraws $300. The remaining $800 is still excluded;
3. The individual withdraws another $300, leaving the $500 balance excluded;

4. The individual deposits $500, creating a new $1000 balance. Only $500 of the new
balance is excluded.

Example: An individual deposits $200 in excluded funds in a non-interest bearing checking
account that already contains $300 in non-excluded funds.

1. The individual withdraws $400. The remaining $100 is excluded;

2. The individual then deposits $100 in non-excluded funds. Of the resulting $200 balance,
$100 remains excluded;

3. The individual next deposits $100 in excludable funds. Of the resulting $300 balance,
$200 is now excluded.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
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Part 103 Chapter 4. Countable Resources

Rule 4.1 Cash.

A. Cash is a countable resource.

B.

Cash is defined as money on hand that is in the form of coin or currency.
1. Foreign currency or coins are cash to the extent they can be exchanged for U.S. currency.
2. Coin collections are not considered cash, even though they are a resource.

a) The value of coin collections is based on a collector’s value and determined by
knowledgeable source estimate.

1) Treat a coin collection as other personal property.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994)

Rule 4.2 Checking/Savings Accounts.

A. Funds maintained in checking and savings accounts are usually payable on demand.

B.

When an individual has unrestricted access to an account, all of the funds in the account are
considered as a resource to the owner of the account, regardless of who deposited the funds.

A fiduciary or trustee is authorized to act on behalf of or for the benefit of another person. A
fiduciary’s right to withdraw funds is the same as the account owner’s right to withdraw
them.

Bank accounts must be verified eith from the client’s own records (statements, print-outs,
etc.) or agency verification to establish activity on the account and account balances.

1. The person designated as the owner in the account title is assumed to own all the funds in
the account.

2. Absent evidence to the contrary, the person shown as the owner in the account title is
assumed to have the legal right to withdraw funds and use them for support and
maintenance.

a) Example: An account is titled “In trust for John Jones and Mary Smith, subject to sole
order of John Jones, balance at death of either to belong to survivor”. Since John
alone has unrestricted access, none of the funds in the account could be considered
Mary’s resources unless John is her fiduciary or his resources are deemed available to
her.
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b)

Example: An account is titled” George Dahey, restricted Individual Indian Money
Account”. Mr. Dahy cannot withdraw funds from the account without the
authorization of the Bureau of Indian Affairs. Therefore, the account is not his
resource.

Source: Social Security Act 81902 (r) (2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 4.3 Joint Checking/Savings Accounts.

A.

Except for account ownership, all instructions in the above rule also apply to joint bank
accounts. The information in this section pertains only to ownership of joint bank accounts.

Ownership Assumptions for Joint Accounts.

1. Ownership is assumed as follows when the individual has unrestricted access to the
account as follows:

a)

b)

Ownership When Medicaid Client is Joint Owner with an Ineligible Individual(s):

1) Count the total value of the account when the Medicaid applicant/recipient holds
funds jointly with an ineligible individual(s), regardless of the source of the funds.

Ownership When More Than One Medicaid Client is an Account Holder:

1) Count an equal share of the account if two or more Medicaid applicants/recipients
are holders of the same joint account, regardless of the source of the funds.

2) If the account is also jointly-held with ineligible individuals, do not allow a share
of the funds to ineligible individuals.

Deemors.
1) If one or more account holders is a deemor and none of the account holders is a

client, all of the funds in the account are assumed belong to the deemor or in
equal shares if more than one deemor.

2. Rebuttal of Joint Checking/Savings Accounts.

a)

b)

An applicant or recipient may rebut ownership of part or all of the funds in a jointly-
held account and must provide verification surrounding establishment of the account
and ownership and expenditure of funds to support this claim.

Any funds that the evidence establishes were owned by the other account holder(s),

and that the client can no longer withdraw from the account, were not and are not the
client’s resources. Rebuttal is both retrospective and prospective.
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¢) The funds can be deemed to be available to the client if the account holder to whom
the funds belong is a deemor.

Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).

Rule 4.4 Funds Held in Another Individual’s Account.

A.

The value of funds deposited or held for an applicant/recipient in an account that does not
have the client’s name on it are countable if:

1. The holder(s) of the account agrees that the funds on deposit, or a portion thereof, belong
to the applicant/recipient, and

2. The funds are available to the client.

If some or all of the funds are acknowledged as belonging to the client and are available, the
account is treated as a countable resource to the extent the funds belong to the client.

Documentation will include written statements from the client and the holder(s) of the
account.

Entitlement income deposited into an account which is not owned by the client does not alter
the fact that the income belongs to the client and is used to determine eligibility and
Medicaid Income (if applicable).

Funds belonging to the client (including non-entitlement income) deposited into another
person’s account and not accessible to the client are subject to a transfer penalty, if
applicable.

1. A transfer may exist even if the funds are not acknowledged as belonging to the client
when evidence indicates the client’s funds are deposited and retained in the account.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 4.5 Time Deposits.

A

A time deposit is a contract between an individual and a financial institution whereby the
individual agrees to leave funds on deposit for a specified period of time (six months, two
years, five years, etc.) and the financial institution agrees to pay interest at a specified rate for
that period.

1. Certificates of Deposit and savings certificates are common forms of time deposits.

2. The ownership assumptions regarding ownership of bank accounts apply to time deposits.
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B. Withdrawal of a time deposit before the specified period expires incurs a penalty which is
usually imposed against the principal. The penalty does not prevent the time deposit from
being a resource, but it does reduce its value as a resource.

1. The resource value of a time deposit at any given time is the amount the owner would
receive upon withdrawing it at that time, excluding interest paid that month. Generally
this is:

a) Amount originally deposited;
b) Plus accrued interest for all but the current month; and
¢) Minus any penalty for early withdrawal.

C. On rare occasions, the terms of a time deposit may prohibit early withdrawal altogether.
When early withdrawal is prohibited, principal and interest are treated as follows:

1. Principal.
a) If the owner of a time deposit cannot under any circumstances withdraw the principal
before it matures, the principal is not a resource. It becomes a resource (not income)
on the date it matures and may affect countable resources for the following month.

2. Interest.

a) If the owner has no access to the interest before the deposit matures, accrued interest
is also not a resource. The interest is not counted as income in the month the deposit
matures, but as a resource the month after maturity.

Source: Social Security Act 81902 (r) (2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 4.6 Conservator Accounts.

A. The term *conservatorship account” refers to a financial account in which a person or
institution has been appointed by a court to manage and preserve the assets of an individual

which are held in the account.

B. Absent evidence to the contrary, the funds are available for the individual’s support and
maintenance and are countable as that person’s resource.

C. The court order establishing the account verifies it.

1. The fact that an individual has to petition the court for withdrawal of funds does not
mean the funds may be assumed to be unavailable.
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2. The denial of a request for withdrawal of funds by the court does not necessarily mean
the funds in the account are unavailable for the individual’s support or maintenance.

a) A history of the petitions for and approvals and denials of funds may reveal the court
approves petitions to withdraw funds to provide maintenance and support and only
denies non-essential items; or

b) The court’s denial of a request is the exception rather than the rule. In either instance,
the funds are considered an available resource.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
Rule 4.7 Patient Accounts.

A. A nursing home patient account is a financial account set up by the nursing home for the
convenience of the patient.

B. These accounts are similar to a checking and/or savings account. The facility holds funds
belonging to the patient for the patient’s use.

C. For Medicaid purposes, a patient account is treated in the same manner as a checking or
savings account.

Source: Social Security Act 81902 (r) (2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 4.8 Charitable Funds Bank Accounts.

A. The value of funds in an account set up to receive and hold charitable contributions
(fundraisers) is counted if the name of the applicant/recipient is on the account and the funds
are available to the applicant/recipient for support and maintenance.

Source: Social Security Act 81902 (r) (2); 42 CFR 8 435.601(b) (Rev 1994).

Rule 4.9 Contents of Safety Deposit Box.

A. Some or all of the contents of a safety deposit box may be countable as resources based on
the appropriate policy applicable to the type of resource, i.e., stock certificated, coins,

jewelry, life insurance policy, etc.

B. If a recipient’s possessions are stored in another person’s’ safety deposit box, access to the
contents must be deteremined. Access would be determined the owner’s statement.

C. Contents are determined from statements of the applicant/recipient, spouse or authorized
representative. Access tp or owner of the .

Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).
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Rule 4.10 Non-Home Real Property.

A. This type of property is land and any permanent buildings/immovable objects attached to it
that are not considered a principal place of residence.

B. Generally, this type of property is a countable resource; however, an exclusion may be
developed if there is a bona fide effort to sell.

C. Ownership and Current Market Value must be determined.
Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
Rule 4.11 529 Plan.

A. This is a state-sponsored investment program in which parents may fund accounts to pay for
a child’s college education.

B. Parents are owners and the account is considered a resource.

1. Withdrawal for reasons other than to pay for qualified college education is subject to
income tax and an additional 10% penalty.

2. Account statements may be used to verify ownership and value of a 529 Plan..
Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).
Rule 4.12 Stocks.
A. General.

1. Shares of stocks represent ownership in a business corporation. The term *stock”
includes:

a) Preferred stock,
b) Warrants and rights; and
c) Options to purchase stock:
B. Treatment.
1. To determine value:

a) Absent evidence to the contrary, assume each owner of a stock owns an equal share
of stock; and
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b) Can sell the stock at will, at current value.
1) Broker fees do not reduce the value that stocks have as a resource.

2. Ownership is determined using the stock certificate or most recent account statement
(including dividend account) from the brokerage firm that issued or is holding the stock.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
Rule 4.13 Mutual Fund Shares.
A. General.

1. A mutual fund is a company whose primary business is buying and selling securities and
other investments.

2. Types of mutual funds include growth funds, income funds, balance funds, municipal
bonds, money market funds, load funds, no load funds.

B. Treatment

1. Shares in a mutual fund represent ownership in the investments held by the fund and their
value is a countable resource.

2. Such investments may be pooled assets (such as stocks or bonds, managed by an
investment company). In this event, a mutual fund share represents ownership interest in
this pool as opposed to a specific stock.

Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).
Rule 4.14 US Savimgs Bonds.

A. General.

1. A US Savings Bond is an obligation of the federal government, is not transferable and
can only be sold back to the federal government.

B. Treatment.
1. Ownership Determination.

a) The individual(s) in whose name the bond is registered is the owner and retains sole
ownership rights during his lifetime, even if a beneficiary is also named.

2. Valuation.
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a) The redemption value of US bonds must be determined through the US Treasury and
counts as a resource.

1) If there are joint owners, each individual owns equal shares of the bond’s
redemption value.

Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).
Rule 4.15 Corporate Bonds.
A. General.

1. Corporate bonds are the obligation of a private corporation. Corporations sell bonds to
raise capital.

2. There are two type of corporate bonds:
a) Debentures are backed by the issuer’s full faith and credit; and
b) Mortgage-Backed bonds are backed by a lien on the company’s assets.
3. Corporate bonds are issued in two forms:
a) Registered bonds pay interest to their registered owner; and
b) Bearer or coupon bonds pay interest to whomever holds the bond.
B. Treatment.
1. Ownership is determined by the receipt of purchase.

2. The bond value is obtained from the issuer, i.e., broker, securities dealer, etc., and is a
countable resource.

Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).
Rule 4.16 Municipal Bonds.
A. General.

1. Municipal bonds are to city, county and state governments what corporate bonds are to
corporations.

2. Most municipal bonds are of two types:
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a)

b)

c)

General Obligation Bonds are backed by the full faith and credit of the issuing
municipality and supported by the taxing power; and

Revenue Bonds are backed by the project being financed and the revenue or user fees
it generates.

Other types of municipals are limited-tax bonds, anticipation notes, industrial
development bonds and life-care bonds.

B. Treatment.

1. Ownership is determined by the receipt of purchase.

2. The bond value is obtained from the issuer, i.e, broker, securities dealer, etc., and is a
countable resource.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 4.17 Government Bonds/US Securities.

A. General.

1. A government bond, distinct from a US Savings Bond, is a transferable obligation issued
or backed by the federal government.

Examples are:

a)

b)

d)

Treasury Bills are short-term obligations that require a minimum investment of
$10,000 and can be sold before maturity.

Treasury Notes and Bonds are similar to T-Bills but they have longer maturities and
lower minimum investment requirements. They have been registered in book form
since July 1986, but were sometimes issued as bearer bonds before then.

TIGER (Treasury Investors Growth Receipt) and CATS (Certificate of Accrual on
Treasury Securities) are government securities issued with a zero coupon concept and
can be sold before maturity. y.

Some Federal Agencies have charters to issue securities known as Federal Agency
Securities. Minimum investments range from $1,000 to $25,000. Some of these
federal agencies are: the Federal Home Loan Bank Board, Federal Home Loan
Mortgage Corporation (FREDDIE MAC), the Export-Import Bank and the
Government National Mortgage Association (GINNIE MAE).

B. Treatment.

1.

The government securities discussed above are countable resources.
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2. Ownership is determined from the receipt of purchase.

3. The value is determined from the issuer and counts as a resource.
Source: Social Security Act 81902 (r) (2); 42 CFR 8§ 435.601(b) (Rev 1994).
Rule 4.18 Cash to Purchase Medical or Social Services.

A. General.

1. Anindividual cannot always disburse cash given to him/her to purchase medical or social
services in the month of receipt.

2. To permit use of the funds as intended, it is reasonable to assume, for a limited time, that
the individual will use them to pay for approved services and, therefore, that they are not
available for support and maintenance.

B. Treatment.

1. A cash payment for medical or social services that is not income also is not a resource for
the month following month of receipt.

2. Exception: Even though it is not income, cash received as repayment for bills an
individual has already paid is a resource and if retained, is counted the month after
receipt.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
Rule 4.19 Retroactive in-home Supportive Services.
A. General.

1. In limited circumstances, governmental programs will pay a spouse or parent to provide a
disabled spouse or child with certain in-home supportive (attendant, homemaker) services
(IHSS). IHSS payments are income when received by the ineligible spouse or parent, but
are not included as income for deeming purposes. In addition, a period of time is allowed
during which retroactive IHSS payments are not considered resources.

B. Treatment.

1. A payment is considered retroactive if the payment is made after the month it was due.

a) If payment is made in the month due, but following the month services were
rendered, the payment is not retroactive.
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2. An IHSS retroactive payment is excluded as a resource the month of receipt and the
calendar month after receipt.

3. Beginning the second calendar month after receipt, it is a resource and subject to
resources deeming.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).
Rule 4.20 Uniform Gifts to Minors Act.
A. General.

1. Most states have adopted the Uniform Gifts to Minors Act (UGMA) that permits making
gifts that are tax free to minors. The UGMA is sometimes called the Uniform Transfers to
Minors Act.

2. Under the UGMA legislation:

a) An individual (donor) makes an irrevocable gift of money or other property to a
minor (the donee);

b) The gift plus any earnings it generates is under the control of a custodian until the
donee reaches the age of majority established by state law;

c) The custodian has discretion to provide to the minor or spend for the minor’s support,
maintenance, benefit or education as much of the assets as he/she deems equitable;
and

d) The donee automatically receives control of the assets when he/she reaches the age of
majority established by state law (age 21 in Mississippi).

3. A custodian of UGMA assets cannot legally use any of the funds for his/her own personal
benefit. Therefore, the assets are not the custodian’s resources and additions to, or
earnings on the principal are not income to the custodian who has no right to use them for
his/her own support and maintenance.

4. According to Mississippi state law, gifts that are valid under the Mississippi Uniform
Transfer to Minors Act must reflect that the gift is being made under this Act. This
means the gift(s), e.g., annuity, CD, property, life insurance, etc., must be assigned in
writing and substantially worded to show the custodian’s name, minor’s name and the
designation that the gift is authorized under the Uniform Transfer to Minors Act (in
Mississippi, MS Code Ann., Section 91-20-19).

B. Treatment.

1. Additions to principal may be income to the donor before becoming part of the UGMA
principal.
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a) Example: If the donor is a deemor who receives rental income and adds it to a child’s
UGMA funds, consider the rental income as income for deeming purposes.

Gifts made under the UGMA may involve a countable transfer of resources to the donor,
if applicable.

For minor donee, consider as income:
a) Custodian’s disbursements to the minor; and

b) Disbursements on behalf of the minor used to make certain third party vendor
payments.

For the minor donee, the following is not income to the minor: :
a) The UGMA property; and
b) Any additions or earnings.

For the donee at age 21, the following is applicable:
a) All UGMA property will become available to him/her; and

b) All funds in the UGMA will count as income the month the minor reaches age 21 and
IS a resource thereafter.

The document designating a UGMA transfer and ownership assigned in writing and
complying with the requirements of state law must be provided. If there is no document
designating a UGMA transfer, treat as though there is no UGMA.

Source: Social Security Act 81902 (r) (2); 42 CFR § 435.601(b) (Rev 1994).

Rule 4.21: Entrance Fees to Continuing Care Retirement Communities

A. Continuing Care Retirement Communities (CCRC) or life care communities provide a range
of living arrangements from independent living assistance to skilled nursing care.

1.

Some CCRC’s include Medicaid certified nursing facilities while others do not
participate in Medicaid.

An individual or couple may be required to pay substantial entrance fees and sign
detailed contracts before moving into the CCRC.

The entrance fee paid to a CCRC is treated as a resource under certain circumstances for
the purpose of determining Medicaid eligibility.
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B. The entrance fee paid to a CCRC is a countable resource if all of the following conditions are
met:

1. The entrance fee can be used to pay for care under the terms of the entrance contract if
other resources of the individual become insufficient. If only a portion of the fee is
refundable, this condition is met.

2. The entrance fee is refundable when the individual dies or terminates the contract and
leaves the CCRC. If the individual is eligible for a refund of any remaining entrance fee,
this condition is met.

3. The entrance fee does not confer an ownership interest in the CCRC.

Source: Social Security Act 8 1917(g); The Deficit Reduction Act of 2005.

History: New to correspond with the Deficit Reduction Act of 2005 (eff. 07/01/2008), eff.
09/01/2014.

Rule 4.22: Disqualification for Long Term Care Assistance for Individuals with Substantial
Home Equity

A. Reimbursement for nursing facility services and other long term care services must be denied
for an individual who has substantial home equity. In 2009, equity interest in home property
could not exceed $500,000. This amount is subject to increase based on the annual
percentage increase in the urban component of the consumer price index beginning in 2011,
rounded to the nearest $1,000.

B. The disqualification for substantial home equity will not apply to an individual who has a
spouse, child under age 21 or adult blind or disabled child residing in the individual’s home.

C. The substantial home equity limitation provision can be waived in cases of undue hardship as
defined in Miss. Admin. Code, Part 103, Chapter 7.

Source: Social Security Act 8 1917(f); Title XVI; Deficit Reduction Act; Omnibus Budget
Reconciliation Act of 1993.

History: New to correspond with SPA 2008-003 (eff. 07/01/2008), eff. 09/01/2014.
Part 103 Chapter 5: Trust Provisions

Rule 5.1: Classification of Trusts

The three classifications of trusts are as follows:

A. OBRA-93 Trusts:
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1. Are trusts established on or after August 11, 1993, the date mandated by OBRA-93
Federal legislation.

2. Must meet certain criteria. If OBRA-93 criteria are not met, another trust policy applies.

3. Rules were amended by The Deficit Reduction Act of 2005 (DRA) which provides
current operating procedures for trust issues.

B. Medicaid Qualifying Trusts (MQT) are trusts established on or after March 1, 1987,
through August 10, 1993, that meet MQT criteria. If MQT criteria are not met, defer to Miss.
Admin. Code Part 103, Rule 5.1.C.

C. Standard Trusts are trusts established prior to March 1, 1987, and/or trusts that do not meet
the criteria of OBRA-93 or MQT trusts, regardless of the date established.

Source: 42 CFR § 435.601(b); Social Security Act § 1902 (r)(2); Omnibus Reconciliation Act
(OBRA-93) of 1993 § 13611(Rev. 1993); Deficit Reduction Act of 2005 86016 (Rev. 2006);
Consolidated Omnibus Reconciliation Act of 1985 § 9506 (Rev. 1985).

History: Revised eff. 11/01/2014.

Rule 5.2: Clearing Trusts, Guardianships, and Conservatorships

A. Trusts, guardianships/conservatorships are often complex documents involving state law and
legal principles.

B. Trust documents must be referred to the state office for clearance whenever an individual or
spouse either creates a trust or is the beneficiary of one.

1. Pertinent materials needed to evaluate the terms of the trust include a copy of the trust
agreement and applicable material.

2. The terms of the trust will be evaluated based on the trust provisions described in this
chapter. Trusts are subject to income, resource and/or transfer of assets rules, as
appropriate.

Source: Miss. Code Ann. §43-13-121.1.
History: Revised eff. 11/01/2014.
Rule 5.3: General Trust Definitions

A. Introduction.

1. The definitions in this rule apply to any/all types of trusts.

89



2.

Each type of trust has definitions which are specific to that trust classification that are
discussed under other rules.

B. Trust Definitions

1.

A trust is a property interest whereby property is held by an individual (trustee) subject to
a fiduciary duty to use the property for the benefit of another (the beneficiary).

A grantor (also called a settlor or trustor) is a person who creates a trust. An individual
may be a grantor if an agent, or other individual legally empowered to act on his/her
behalf (e.g., a legal guardian, person acting under a power of attorney or conservator),
establishes the trust with funds or property that belong to the individual. The terms
grantor, trustor, and settlor may be used interchangeably.

A trustee is a person or entity who holds legal title to property for the use or benefit of
another. In most instances, the trustee has no legal right to revoke the trust or use the
property for his/her own benefit.

A trust beneficiary is a person for whose benefit a trust exists. A beneficiary does not
hold legal title to trust property but does have an equitable ownership interest in it.

a) Primary Beneficiary is the first person or class of persons to receive the benefits of a
trust.

b) Secondary Beneficiary is a person or class of persons who will receive the benefits of
the trust after the primary beneficiary has died.

c) Contingent Beneficiary is a person or class of persons who will receive benefits only
if a stated event occurs in the future.

The trust principal (corpus) is the property placed in trust by the grantor which the trustee
holds, subject to the rights of the beneficiary plus any trust earnings paid into the trust
and left to accumulate.

Trust earnings (or income) are amounts earned by trust principal. They may take such
forms as interest, dividends, royalties, rents, etc. These amounts are unearned income to
the person (if any) legally able to use them for personal support and maintenance.

A Totten trust is a tentative trust in which a grantor makes himself trustee of his own
funds for the benefit of another. The trustee can revoke a Totten trust at any time. Should
the trustee die without revoking the trust, ownership of the money passes to the
beneficiary.

A grantor trust is a trust in which the grantor of the trust is also the sole beneficiary of the
trust.
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9. A mandatory trust is a trust which requires the trustee to pay trust earnings or principal to
or for the benefit of the beneficiary at certain times. The trust may require disbursement
of a specified percentage or dollar amount of the trust earnings or may obligate the
trustee to spend income and principal, as necessary, to provide a specified standard of
care. The trustee has no discretion as to the amount of the payment or to whom it will be
distributed.

10. A discretionary trust is a trust in which the trustee has full discretion as to the time,
purpose and amount of all distributions. The trustee may pay to or for the benefit of the
beneficiary, all or none of the trust as he or she considers appropriate. The beneficiary
has no control over the trust.

11. A testamentary trust is a trust that is an integral part of a will and takes effect upon the
death of the individual making the will.

Source: 42 CFR 8 435.601(b); Social Security Act § 1902 (r)(2).
History: Revised eff. 11/01/2014.

Rule 5.4: General Trust Definitions - OBRA-93 and DRA Trust Policy
A. Introduction.

1. Section 13611 of the Omnibus Budget Reconciliation Act of 1993 (P.L. 103-66) amended
Section 1917(d) of the Social Security Act to revise the treatment of trusts effective with
trusts established after the date of enactment of OBRA-93, which was August 11, 1993.
Trusts established before this date, but added to or otherwise augmented after this date,
are treated under OBRA-93 Trust rules.

2. OBRA-93 Transfer of Assets policy is used in conjunction with OBRA-93 Trust policy
and provisions of the Deficit Reduction Act of 2005 (DRA), which amended rules on
transfer of assets for less than fair market value by broadening the spectrum of what is
considered a transfer, the length of the penalty period, the look back period for transfers,
the definition of assets and how penalty periods run consecutively rather than
concurrently.

B. Trust Definitions (OBRA-93 and DRA).

1. For purposes of this rule, a trust is any arrangement in which a grantor transfers property
to a trustee or trustees with the intention that it be held, managed, or administered by the
trustee(s) for the benefit of the grantor or certain designated individuals (beneficiaries).
The trust must be valid under State law and manifested by a valid trust instrument or
agreement. A trustee holds a fiduciary responsibility to hold or manage the trust's corpus
and income for the benefit of the beneficiaries. The term "trust” also includes any legal
instrument or device that is similar to a trust. It does not cover trusts established by will.
Such trusts must be dealt with using Standard Trust policy.
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A Legal Instrument or Device Similar to Trust is any legal instrument, device, or
arrangement which may not be called a trust under State law but which is similar to a
trust. That is, it involves a grantor who transfers property to an individual or entity with
fiduciary obligations (considered a trustee for purposes of this section). The grantor
makes the transfer with the intention that it be held, managed, or administered by the
individual or entity for the benefit of the grantor or others. This can include (but is not
limited to) escrow accounts, investment accounts, pension funds, and other similar
devices managed by an individual or entity with fiduciary obligations.

A trustee is any individual, individuals, or entity (such as an insurance company or bank)
that manages a trust or similar device and has fiduciary responsibilities.

A grantor is any individual who creates a trust. For purposes of this rule, the term
"grantor” includes:

a) The individual;
b) The individual’s spouse;

c) A person, including a court or administrative body, with legal authority to act in place
of or on behalf of the individual or the individual’s spouse; and

d) A person, including a court or administrative body, acting at the direction or upon the
request of the individual, or the individual’s spouse.

A revocable trust is a trust which can under State law be revoked by the grantor. A trust
which provides that the trust can only be modified or terminated by a court is considered
to be a revocable trust, since the grantor (or his/her representative) can petition the court
to terminate the trust. Also, a trust which is called irrevocable but which terminates if
some action is taken by the grantor is a revocable trust for purposes of this instruction.

An irrevocable trust is a trust which cannot, in any way, be amended or revoked by the
grantor. Being irrevocable does not make the trust unavailable as a resource for
Medicaid purposes.

A beneficiary is any individual or individuals designated in the trust instrument as
benefiting in some way from the trust, excluding the trustee or any other individual
whose benefit consists only of reasonable fees or payments for managing or
administering the trust. The beneficiary can be the grantor himself, another individual or
individuals, or a combination of any of these parties. For purposes of this rule, the
beneficiary of a trust must be the applicant or Medicaid beneficiary or another allowable
person, as described in the trust and transfer of assets rules, and under specified
conditions. A transfer of assets will result if the trust beneficiary named is not an
allowable person and the trust is funded with assets belonging to an applicant or
Medicaid beneficiary and/or spouse.
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8. For purposes of this rule, a payment from a trust is any disbursal from the corpus of the
trust or from income generated by the trust which benefits the party receiving it. A
payment may include actual cash, as well as noncash or property disbursements, such as
the right to use and occupy real property.

Source: Omnibus Reconciliation Act (OBRA-93) of 1993 § 13611 (Rev. 1993); Deficit
Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.5: Medicaid Trust Provision

The following apply to any individual who establishes a trust, and who is an applicant for or
recipient of Medicaid:

A. An individual is considered to have established a trust if his or her assets (regardless of how
little) were used to form part or all the corpus of the trust and if any of the parties described
as a grantor established the trust, other than by will,

B. When a trust corpus includes assets of another person or persons as well as assets of the
individual, the rules apply only to the portion of the trust attributable to the assets of the
individual. Thus, in determining countable income and resources in the trust for eligibility
and post-eligibility purposes, any amounts of income and resources will be prorated, based
on the proportion of the individual's assets in the trust to those of other persons. This general
rule, however, is subject to the provisions of Miss. Admin. Code Part 103, Rule 5.7.A.

C. This rule applies to trusts without regard to:

1. The purpose for which the trust is established;

2. Whether the trustee(s), has or exercises any discretion under the trust;

3. Any restrictions on when or whether distributions can be made from the trust; or
4. Any restrictions on the use of distributions from the trust.

D. Any trust which meets the basic definition of a trust can be counted in determining eligibility
for Medicaid. No clause or requirement in the trust, no matter how specifically it applies to
Medicaid or other Federal or State programs (i.e., an exculpatory clause), precludes a trust
from being considered under these rules.

E. Exceptions to the countability of trusts as a resource do exist and are discussed in Rule 5.13.
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F. Trust assets includes both resources and income the individual or individual’s spouse own or
that would have become the individual’s or spouse’s resources or income but for actions
taken to direct the assets elsewhere.

G. All assets held in a trust must be verified and the value of the assets established.

Source: Omnibus Reconciliation Act of 1993 (OBRA-93) § 13611(Rev. 1993); Deficit
Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.6: Treatment of Revocable Trusts

A. The entire corpus of a revocable trust is counted as an available resource to the individual.
Any income earned by the trust and paid into the trust is also an available resource.

B. Any payments from the trust made to or for the benefit of the individual are counted as
income to the individual, provided the payment is counted as income under SSI cash
assistance rules.

C. Any payments from the trust which are not made to or for the benefit of the individual are
considered assets disposed of for less than fair market value. [Refer to Miss. Admin. Code
Part 103, Chapter 7]

D. Home property placed in a revocable trust loses its excluded status if the client is in an
institution.

E. Changes made to a revocable trust that restrict or limit its use for the individual or spouse
may be a transfer of assets. [Refer to Miss. Admin. Code Part 103, Chapter 7]

Source: 42 CFR § 435.601(b); Social Security Act 81902 (r) (2); Omnibus Reconciliation Act
(OBRA-93) of 1993 § 13611(Rev. 1993); Deficit Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.

Rule 5.7: Treatment of Irrevocable Trusts

A. In the case of an irrevocable trust, where there are any circumstances under which payment
can be made to or for the benefit of the individual from all or a portion of the trust, the
following rules apply to that portion.
1. Payments from income or from the corpus made to or for the benefit of the individual are

treated as income to the individual, provided the payment is counted as income under SSI
cash assistance rules.
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B.

2.

Income received by the trust which could be paid to or for the benefit of the individual is
treated as a resource available to the individual.

The portion of the corpus that could be paid to or for the benefit of the individual is
treated as a resource available to the individual; and,

Payments from income or from the corpus that are made, but not to or for the benefit of
the individual, are treated as a transfer of assets for less than fair market value. [Refer to
Miss. Admin. Code Part 103, Chapter 7]

If no payment can be made to or for the benefit of the individual from either all of the trust or
from some portion of the trust, treat the trust or the unavailable portion as a transfer of assets.
The value of the trust or the value of the unavailable portion is not an available resource if it
is treated as a transfer of assets. [Refer to Miss. Admin. Part 103, Chapter 7]

1.

The sixty (60) month look back period for transfer of assets applies. When all or portion
of the corpus or income on the corpus of a trust cannot be paid to the individual, treat all
or any such portion or income as a transfer of assets under OBRA-93 transfer policy.

In treating these portions as a transfer of assets, the date of the transfer is considered to be
either the date the trust was established or, if later, the date on which payment to the
individual was foreclosed.

In determining for transfer of assets purposes the value of the portion of the trust which
cannot be paid to the individual, do not subtract from the value of the trust any payments
made, for whatever purposes, after the date the trust was established or, if later, the date
payment to the individual was foreclosed. The value of the transferred amount is no less
than its value on the date the trust is established or payment is foreclosed.

If the trustee or the grantor adds funds to that portion of the trust which cannot be paid to
the individual after these dates, the addition of those funds is considered to be a new
transfer of assets, effective on the date the funds are added to that portion of the trust
which cannot be paid to the individual.

Source: 42 CFR § 435.601(b) (Rev 1994); Social Security Act 81902 (r) (2); Omnibus
Reconciliation Act (OBRA-93) of 1993 813611 (Rev. 1993); Deficit Reduction Act of 2005
86016 (Rev. 2006).

History: Revised eff. 11/01/2014.

Rule 5.8: Payments Made From Revocable or Irrevocable Trusts

A. Payments are considered to be made to the individual when any amount from the trust,

including an amount from the corpus or income produced by the corpus, is paid directly to
the individual or to someone acting on his/her behalf, e.g., a guardian or legal representative.
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B. Payments made for the benefit of the individual are payments of any sort, including an
amount from the corpus or income produced by the corpus, paid to another person or entity
such that the individual derives some benefit from the payment.

C. A payment to or for the benefit of the individual is counted under this provision only if such
a payment is ordinarily counted as income under the SSI program.

Source: 42 CFR § 435.601(b); Social Security Act §1902 (r) (2); Omnibus Reconciliation Act
(OBRA-93) of 1993 § 13611(Rev. 1993); Deficit Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.9: Circumstances Under Which Payments Can/Cannot Be Made.

In determining whether payments can or cannot be made from a trust to or for an individual, any
restrictions on payments must be taken into account, such as use restrictions, exculpatory
clauses, or limits on trustee discretion that may be included in the trust.

A. Example: If an irrevocable trust provides that the trustee can disburse only $1,000 to or for
the individual out of a $20,000 trust, only the $1,000 is treated as a payment that could be
made. The remaining $19,000 is treated as an amount which cannot, under any
circumstances, be paid to or for the benefit of the individual.

B. On the other hand, if a trust contains $50,000 that the trustee can pay to the grantor only in
the event that the grantor needs, for example, a heart transplant, this full amount is
considered as payment that could be made under some circumstances, even though the
likelihood of payment is remote. Similarly, if a payment cannot be made until some point in
the distant future, it is still payment that can be made under some circumstances.

Source: Omnibus Reconciliation Act (OBRA-93) of 1993 § 13611 (Rev. 1993); Deficit
Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.10: Placement of Excluded Assets in Trust

A. Section 1917 of the Act provides that, for trust and transfer purposes, assets include both
income and resources.

B. Section 1917 of the Act further provides that income has the meaning given that term in
Section 1612 of the Act and resources has the meaning given that term in Section 1613 of the
Act (income and resources as defined in SSI policy).

C. Transferring an excluded asset (either income or a resource, with the exception of the home

of an institutionalized individual) for less than fair market value does not result in a penalty
under the transfer provisions because the excluded asset is not an asset for transfer purposes.
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Similarly, placement of an excluded asset in a trust does not change the excluded nature of
that asset; it remains excluded, except for the home property of an institutionalized
individual.

D. Transfer of title to the home of an institutionalized individual in a revocable trust results in
the home becoming a countable resource. Transfer of title to the home property of an
institutionalized individual in an irrevocable trust results in the home either being treated as a
countable resource or shall be considered a transfer of assets. However, if there are
circumstances where payment from the irrevocable trust could be made to or for the benefit
of the individual, those payments shall be treated as a countable resource for the individual.
The Division will look to the terms of the trust to make this determination.

Source: Social Security Act 88 1612, 1613 and 1917; Omnibus Reconciliation Act (OBRA-93)
of 1993 § 13611(Rev. 1993); Deficit Reduction Act of 2005 §6016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.11: Undue Hardship Provision

When application of the Trust provisions would work an undue hardship, the provisions will not
apply.

A. Undue hardship exists when:

1. Application of the trust provisions would deprive the individual of medical care such that
his/her health or his/her life would be endangered.

2. Application of the trust provisions would deprive the individual of food, clothing shelter,
or other necessities of life causing severe deprivation.

3. The applicant or spouse or representative has exhausted all legal action to have the
transferred assets that caused the penalty returned.

B. Undue hardship does not exist when:

1. Application of the trust provisions merely causes the individual inconvenience or when
such application might restrict his or her lifestyle but would not put him or her at risk of
serious deprivation.

2. The resource was transferred to a person (spouse, child, or other person) who was
handling the financial affairs of the client or to the spouse or children of a person
handling the financial affairs of the client unless it is established that the transferred funds
cannot be recovered even through exhaustive legal measures.

C. Each case situation must be reviewed individually to determine if undue hardship exists.

97



D. Generally, this provision is limited to financially and medically needy individuals with no
possible means of accessing funds placed in a trust.

Source: Omnibus Reconciliation Act (OBRA-93) of 1993 § 13611 (Rev. 1993); Deficit
Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.12: Reviewing Trust Documents
In reviewing a trust:

A. Trust documents, including amendments and the required number of accountings must be
obtained;

B. The type of trust, i.e., OBRA-93 Trust, Medicaid Qualifying Trust, or Standard Trust, s must
be determined;

C. The trust must be determined to be revocable or irrevocable; and
D. Establish whether any income is released from the trust; and

E. The applicable policy and procedural requirements for clearing the trust and the treatment of
the trust are applied.

Source: Miss. Code Ann. §43-13-121.1.

History: Revised eff. 11/01/2014.

Rule 5.13: Trust Exceptions

A. The following types of trusts are treated as exceptions to the trust provisions outlined above
provided the trust is established according to criteria specific to the trust type. The trust
exceptions are:
1. Special Needs Trust;
2. Pooled Trust; and

3. Income Trust.

B. Funds entering and leaving these trusts are generally treated according to SSI rules or more
liberal rules under Section 1902(r) (2) of the Act, as appropriate.

C. As noted under the rule for each type of trust, one common feature of all of the excepted
trusts is a requirement that the trust provide that, upon the death of the individual or upon
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termination of the trust for any other reason, any funds remaining in the trust go to the MS
Division of Medicaid, up to the amount paid in Medicaid benefits on the individual’s behalf.

Source: 42 CFR § 435.601(b); Social Security Act §1902 (r) (2); Omnibus Reconciliation Act
(OBRA-93) of 1993 §13611 (Rev. 1993); Deficit Reduction Act of 2005 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.
Rule 5.14 Special Needs Trusts (SNT)

A. A Special Needs Trust (SNT) contains the assets of an individual under age sixty-five (65)
who is disabled and which is established for the sole benefit of the disabled individual by a
parent, grandparent, legal guardian of the individual, or a court.

B. To qualify for an exception to the rules governing trusts, the SNT must contain a provision
stating that, upon the death of the individual or upon termination of the trust for any other
reason, the MS Division of Medicaid receives all amounts remaining in the trust, up to an
amount equal to the total amount of medical assistance paid on behalf of the individual.

C. When a SNT is established for a disabled individual under age sixty-five (65), the SNT
exception for the trust continues even after the individual becomes age sixty-five (65).
However, a SNT cannot be added to or otherwise augmented after the disabled individual
reaches age sixty-five (65). Any such addition or augmentation after age sixty-five (65)
involves assets that were not the assets of an individual under age sixty-five (65) and
therefore, those assets are not subject to the SNT exception.

D. A SNT must be established for a disabled individual, as defined under the SSI Program in
section 1614(a)(3). When the individual in question is receiving either Title Il or SSI benefits
as a disabled individual, the disability determination made for those programs is accepted. If
the individual is not receiving - SSI or title Il based on disability, a determination concerning
the individual’s disability must be made. If disability is not established using SSI criteria, the
SNT exception cannot apply.

E. Establishment of a SNT as described above does not constitute a transfer of assets for less
than fair market value if the transfer is made into a trust established solely for the benefit of a
disabled individual under age sixty-five (65). However, if the trust is not solely for the
benefit of the disabled person or if the disabled person is over age sixty-five (65) at the time
the SNT is established, transfer penalties may apply.

Source: 42 U.S.C. § 1396p(d)(4).

History: Revised eff. 11/01/2014.

Rule 5.15: Pooled Trusts
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A pooled trust is a trust containing the assets of a disabled individual that meets the following
conditions:

1. The trust is established and managed by a non-profit entity that has been granted that
status by the Internal Revenue Service (IRS);

2. A separate account is maintained for each beneficiary of the trust but for purposes of
investment and management of funds the trust pools the funds in these accounts;

3. Accounts in the trust are established solely for the benefit of disabled individuals by the
individual, by the parent, grandparent, legal guardian of the individual, or by a court; and

4. To the extent that any amounts remaining in the beneficiary’s account upon the death of
the beneficiary or upon the termination of the trust for any other reason are not retained
by the trust, the trust pays to the MS Division of Medicaid the amount remaining in the
account up to the amount equal to the total amount of medical assistance paid on behalf
of the beneficiary. To meet this requirement, the trust must include a provision
specifically providing for such payment.

To qualify as an excepted trust, the trust account must be established for a disabled
individual, as defined in Section 1614(a)(3) of the Act. When the individual in question is
receiving either Title Il or SSI benefits as a disabled individual, the disability determination
made for those programs is accepted. If the individual is not receiving SSI or title 11 benefits
based on disability, a determination concerning the individual’s disability must be made. If
disability is not established using SSI criteria, the pooled trust exception cannot apply.

Source: 42 U.S.C. §1396p(d)(4); Social Security Act §1614(a).

History: Revised eff. 11/01/2014.

Rule 5.16: SNT and Pooled Trust Guidelines and Restrictions

The MS Division of Medicaid has established guidelines and restrictions regarding payments and
distributions from a SNT or pooled trust that must be followed in order for either type of trust to
meet or continue to meet the conditions for exception. Medicaid eligibility of the disabled
individual may be affected if these guidelines are not followed.

A.

Payments for medical expenses that are not paid by Medicaid are allowed to be made from
the trust. One exception is the cost differential between that of a private room and a semi-
private room in an institutional setting is not an allowable expense.

Gifts must not be made from either type of trust,

Compensation must not be paid to a family member from either type of trust for services
rendered as a trustee.
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. Compensation must not be paid to a family member from either type of trust for services
rendered as a caretaker to the disabled beneficiary.

. The purchase of residential real property by the trust is allowable only if the residence is
specially equipped to meet the needs of the disabled beneficiary and the property serves as
the disabled beneficiary’s place of residence. Examples of “specially equipped” are: wider
doorways to accommodate wheelchairs, ramps, handrails, etc. If the disabled beneficiary
does not require a home to be specially equipped, the purchase of residential real property
will not be allowed as an expense from either type of trust. The trust must be the owner of
any real property purchased by the trust. Additions or improvements to an existing property
will be allowed only if needed to accommodate the special needs of the disabled beneficiary.

. The payment of advalorem taxes and/or insurance premiums on real property will be allowed
only if the property has been specially equipped to meet the needs of the disabled
beneficiary. Payment of utility expenses is considered as a part of maintenance and support
and is not a special need; therefore, payment of utilities by either type of trust is not allowed.

. The purchase of a vehicle by the trust is allowed only if it is specially equipped to allow the
disabled beneficiary to operate the vehicle or to be transported in the vehicle; otherwise the
purchase of a vehicle by either type of trust is not allowed. If the purchase of a non-specially
equipped vehicle is considered a medical necessity, the MS Division of Medicaid will take
into consideration an undue hardship request for the purchase of a vehicle prior to the
purchase of such a vehicle. The payment for tags, insurance and repairs on a vehicle will be
allowed only if the vehicle is specially equipped. Payments for gasoline and other operating
expenses are not considered special needs but are considered as a part of basic maintenance
and support. The trust must not be the owner of any vehicle that is purchased by funds from
either type of trust.

. Payments for vacations and other non-medical trips must not exceed $2,000 during any
calendar year.

Payments for recreational opportunities, family visits or visits to friends must not exceed
$2,000 during any calendar year.

Payments for non-medical expenses such as radios, televisions, audio or video equipment,
computer equipment or other electronic devices and/or equipment are limited to one purchase
of each type every five (5) years and the total expenditures for these types of expenses must
not exceed $5,000 during any calendar year.

. The payment of burial expenses, the purchase of pre-need burial contracts or the payment of
burial insurance premiums are not considered special needs and are not to be made from
either type of trust until after the MS Division of Medicaid has been reimbursed upon the
termination of the trust.

101



L. Payments for food, clothing, rent, mortgage payments, furniture, appliances and household
help are considered to be items of basic maintenance and support and not special needs.
Such payments must not be made from either type of trust.

M. Distributions from either type of trust directly to the disabled beneficiary or to the
beneficiary’s bank account will be considered income to the disabled beneficiary in the
month in which the distribution is made.

Source: Miss. Code Ann. § 43-13-121.
History: Revised eff. 11/01/2014.
Rule 5.17: Income Trusts

A. The purpose of an Income Trust is to allow an individual with excess income who has
exhausted all available resources to become eligible for Medicaid. The trust may be used
only for income belonging to the individual. No resources (assets) may be used to establish
or augment the trust. Inclusion of resources voids the trust exception. It is intended to assist
individuals with excess recurring monthly income who have income that exceeds the
Medicaid institutional limit in effect at the time eligibility is requested but have insufficient
income to pay the private cost of institutional care. Individuals with income above the
private pay rate for the facility in which the individual resides will not be eligible for
Medicaid under the Income Trust provision.

B. This type of trust established for the benefit of the individual is limited to institutionalized
individuals, not those in an acute care hospital setting. Persons participating in the home and
community-based services (HCBS) waiver may also utilize an Income Trust for eligibility
purposes.

C. An Income Trust must meet all the following requirements:

1. The trust is composed only of the pension(s), Social Security, and other income due the
individual from all sources, including accumulated interest in the trust. Total income
does not include income that is not countable under Medicaid rules, such as payments
from the Veterans’ Administration for Aid and Attendance (A&A) and payments for
unreimbursed medical expenses.

2. Income Trusts, once accepted by the Division of Medicaid, cannot be modified without
the Division of Medicaid’s approval. An Income Trust must specify that the trust will
terminate at the individual’s death, when Medicaid eligibility is terminated, when the
trust is no longer necessary or in the event the trust is otherwise terminated. Trusts may
need to be terminated prior to an individual’s death due to changes in the individual’s
income or changes in Medicaid policy regarding how certain income must be counted or
in the event the individual is discharged from the nursing facility.

102



w

A portion of the individual’s income may be protected in the month of entry into a
nursing facility. When income protection is applicable, there is no cost of care payable to
the nursing facility for beneficiaries whose income is less than the institutional income
limit. However, income above the amount that is one dollar ($1.00) less than the
Medicaid institutional limit is payable to the Division of Medicaid for beneficiaries
eligible under an Income Trust within thirty (30) days after receipt of the notice
approving eligibility issued by the Division of Medicaid. The approval notice informs
the Trustee of the amount payable for the month of entry.

For all subsequent month(s), if income of the individual is less than the individual’s cost
of care at the nursing facility, all income of the individual, less authorized deductions,
must be paid directly to the nursing facility. In that case no funds will be retained in the
trust. If the income of the individual exceeds the cost of care at the nursing facility in any
month the individual is eligible under an Income Trust, the trust must retain the income in
excess of the cost of care until such time that payment of the accumulated Income Trust
fund is requested by the Division of Medicaid.

Income Trusts for HCBS Waiver enrollees require that the trust must distribute to the
individual, or for his/her benefit, an amount equal to not more than one dollar ($1.00) less
than the then current Medicaid income limit as approved by the Division of Medicaid.
The trust should not specify the amount of the individual’s income as this amount may
change each year and the amount to be released from the trust will change to an amount
equal to one dollar ($1.00) less than the current Medicaid income limit.

At the dissolution or termination of an Income Trust, the death of the individual, loss of
the individual's Medicaid eligibility or in the event that the individual's income no longer
exceeds the current Medicaid income limits, the trust agreement must provide that all
amounts remaining in the trust up to an amount equal to the total medical assistance paid
by the Division of Medicaid on behalf of the individual that has not previously been
repaid will be paid to the Division of Medicaid.

The trust agreement must provide that at the time of each review of the individual's
Medicaid eligibility (at least annually) while this trust is in existence, when notified by
the Division of Medicaid, the Trustee must pay to the Division of Medicaid the amount
that should be accumulated in the trust up to the amount expended by the Division of
Medicaid on behalf of the individual that has not previously been repaid. Failure to make
the requested payments will result in the loss of Medicaid eligibility for the individual.

The trust agreement must provide for an accounting of all receipts and disbursements of
the trust during the prior calendar year when requested by the Division of Medicaid.

No fees are allowed to be paid to the Trustee for their service. In the event funds are

retained in the trust, administrative fees are limited to ten dollars ($10.00) per month and
are intended to cover any bank charges required to maintain the trust account.
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10. Any disbursements not approved by the Division of Medicaid or provided for by the trust
agreement will result in a loss of the trust exemption.

11. The trust agreement must specify an effective date. Unless the applicant is requesting
retroactive eligibility of up to ninety (90) days, which will require that the applicant have
the funds necessary to fund the trust for that period, the effective date will be the date of
execution. If a retroactive date is being sought, the effective date will be determined
through consultation with the Division of Medicaid's Regional Office. In that case the
Regional Office should be consulted to determine the effective date prior to execution of
the agreement.

D. An Income Trust will not be allowed on a temporary or intermittent basis except in instances
when monthly excess income will be reduced at a future date. In such a case, an Income
Trust will be allowed until such time as the excess monthly income no longer requires an
Income Trust to allow eligibility. Income received less than monthly does not qualify as
recurring excess monthly income that allows the use of an Income Trust. Income received
irregularly or infrequently must be converted to monthly income before evaluating the need
for an Income Trust.

E. The Division of Medicaid will provide model Income Trust agreements for individuals in
need of an Income Trust. Model agreements are provided for individuals in institutional care
and for individuals enrolled in an HCBS waiver that need an Income Trust in order to qualify
for Medicaid based on income. The only changes to these legally binding documents that the
Division of Medicaid will accept are to add language regarding a successor trustee or co-
trustee. Changes must be approved by the Division of Medicaid prior to execution of the
trust. In completing the Income Trust document, the individual cannot be the Trustee of the
Income Trust.

F. Itis possible to have an Income Trust during the time a transfer of assets penalty is in effect.
Although the Division of Medicaid will not pay for an individual’s room and board during a
transfer penalty period, the Income Trust will allow an individual with excess income who
otherwise requires an Income Trust in order to be eligible to qualify for all Medicaid covered
services other than payment of room and board and will allow the penalty period to be
implemented.

G. An applicant or beneficiary requiring an Income Trust who has a court appointed conservator
must furnish a copy of the Chancery Court Order authorizing the conservator to establish the
Income Trust. The court must be made aware of the Income Trust requirement to pay the
Division of Medicaid any accumulated trust funds up to an amount expended by the Division
of Medicaid under the terms of the trust.

Source: 42 U.S.C. § 1396p; Miss. Code Ann. § 43-13-121.

History: Revised to correspond to SPA 16-0009 (eff. 01/01/2016) eff. 01/01/2017; Revised eff.
11/01/2014.
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Part 103 Chapter 6: Annuities

Rule 6.1: Annuities Defined for Medicaid Purposes

A. Annuities — General (Applies Regardless of Purchase Date)

1.

An annuity is defined as a contract or agreement by which one receives fixed, non-
variable payments on an investment for a lifetime or a specified number of years.

a) An individual may buy an annuity by making payments over a period of time or
purchase an immediate annuity by paying a lump sum to a bank or insurance
company in return for regular payments of income in certain amounts.

b) When an annuity is “annuitized,” the investment is converted into periodic income
payments.

c) These payments may continue for a fixed period of time or for as long as the
individual or another beneficiary lives.

The annuitant is the person who will receive the payments during the term of the annuity.
The annuity contract should identify the purchaser (owner) and the annuitant. The owner
and the annuitant may or may not be the same; however, the policy described in this
chapter applies to annuities purchased with the applicant’s or recipient’s own funds by
the applicant/recipient, spouse, guardian or legal representative and which name the
applicant/recipient or spouse as the annuitant.

An annuity may or may not include a remainder clause under which, if the annuitant dies,
the contracting entity converts whatever is remaining in the annuity into a lump sum and
pays it to a designated beneficiary.

Annuities, although usually purchased in order to provide a source of income for
retirement, are occasionally used to shelter assets so that individuals purchasing them can
be eligible for Medicaid. In order to avoid penalizing annuities validly purchased as part
of a retirement plan but to capture those intended to shelter assets, a determination must
be made with regard to the ultimate purpose of the annuity, i.e., whether or not it is part
of a bona fide retirement plan.

Transfer of assets policy will be considered when an applicant or recipient’s own funds
are used to purchase an annuity for someone other than the applicant/recipient or their
spouse. Likewise, if the right to receive payment is assigned to someone other than the
applicant/recipient, spouse or to a minor or disabled child of the applicant, a transfer of
assets will be considered.

B. Revocable Annuities (Applies Regardless of Purchase Date)
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1.

An annuity that is revocable is a countable resource unless it can be excluded under
another provision, such as an income-producing asset meeting the 6% of equity provision
for annuities purchased prior to 02/08/2006. Some annuities which appear irrevocable
may be revocable with a penalty, reducing the total value. Generally, an annuity is
revocable until the time the annuity is annuitized. Verification is needed to make a
determination.

An annuity is a countable resource if it can be sold, cashed in, surrendered or revoked.
An annuity that can be revoked is valued at the amount the purchaser would receive if
canceled.

An annuity is a countable resource if it can be assigned to a new owner or the payments
transferred to someone else. If an annuity is assignable, it is valued at the amount the
annuity can be sold on the secondary market.

C. lIrrevocable Annuities (Applies Regardless of Purchase Date)

1.

If an annuity cannot be revoked or cashed in and the annuity contract does not allow the
annuitant to transfer ownership or payments to someone else, the annuity is not a
countable resource, although it may be a transfer of assets if purchased within the five (5)
year look back period as outlined in this chapter.

If periodic payments are not being made, the individual must take all steps necessary to
receive periodic payments as outlined in this chapter. If periodic payments are denied but
a lump sum payment is possible, the lump sum amount is a countable resource.

D. Payments Produced by Annuities (Applies Regardless of Purchase Date)

1.

Annuity payments paid to the annuitant are countable income regardless of whether the
annuity itself is countable as an asset or treated as a disqualifying transfer. Certain
conditions apply to the frequency and amount of the payments required in order for an
annuity to avoid being treated as a transfer of assets, as described within this chapter.

E. Non-Annuitized Annuity (or any portion thereof) (Applies Regardless of Purchase Date)

1.

The equity value of an annuity that is not annuitized or any part of an annuity that is not
annuitized is counted as a countable resource. Verification is needed to make a
determination.

Source: Social Security Act §1917 (c) and (d); Omnibus Reconciliation Act of 1993 (OBRA-93)
§ 13611(Rev. 1993); Deficit Reduction Act of 2005 §6011 and 86016 (Rev. 2006).

History: Revised eff. 11/01/2014.

Rule 6.2: Treatment of Annuities Purchased prior to 2/8/2006.
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A. An annuity purchased before February 8, 2006, by or for an individual using that individual’s
assets will be considered a transfer of assets unless both of the following are met:

1. The annuity produces a net annual return of at least 6% of its equity value; and
2. Pays out principal and interest in equal monthly installments (no balloon payments) to the
individual in sufficient amounts that the principal is paid out within the actuarial life

expectancy of the individual seeking long term care services, including HCBS services.

B. An annuity that meets the criteria above will be excluded as a resource and the income paid
by the annuity counted as income to the annuitant.

C. An annuity that does not meet the required conditions is a transfer of assets if purchased
during the look back period. The income produced by the annuity counts as income to the
annuitant during the transfer penalty period and the full payment period of the annuity.

Source: Social Security Act 81917(d); Omnibus Reconciliation Act of 1993 (OBRA-93)
8 13611(Rev. 1993).

History: Revised eff. 11/01/2014.
Rule 6.3: Calculating the Uncompensated Value of Annuities Purchased prior to 02/08/2006.

The transfer penalty period for the purchase of an annuity prior to 02/08/2006 is calculated based
on the value of the payments that would be beyond the actuarial life expectancy of the annuitant.

A. Divide the purchase price of the annuity by the number of payout years. This equals the
annual rate.

B. Use the life expectancy tables published by the Office of the Actuary of the Social Security
Administration to determine the number of years the individual is expected to live.

C. Subtract the number of years from the number of payout years.
D. Multiply the difference by the annual rate. This is the uncompensated value.

Source: Social Security Act 81917(c); Omnibus Reconciliation Act of 1993 (OBRA-93) §
13611(Rev. 1993).

History: Revised eff. 11/01/2014.
Rule 6.4: Treatment of Annuities Purchased on or after 2/8/2006.
The Deficit Reduction Act of 2005 (DRA), P.L. 109-171 adds new requirements to the Medicaid

statute with respect to the treatment of annuities purchased on or after the date of enactment,
February 8, 2006, by or on behalf of an annuitant who has applied for Medicaid for nursing

107



facility services or other long-term care services. The DRA requirements also apply to certain
other transactions involving annuities that take place on or after the date of enactment that are
described below.

A. Disclosure Requirement

1.

4.

At each application and annual review for Medicaid eligibility, all long-term care
applicants or beneficiaries are required to disclose any interest the applicant/beneficiary
or community spouse may have in an annuity or similar financial instrument. Parents of
a minor child must report any annuities in which the child may have an interest.

This disclosure is a condition for Medicaid eligibility for long-term care services,
including nursing facility services and home and community-based waiver services
(HCBS) and applies regardless of whether or not an annuity is irrevocable or is treated as
a resource.

Refusal to disclose sufficient information related to any annuity will result in denial or
termination of Medicaid eligibility, based on the applicant or beneficiary’s failure to
cooperate in accordance with existing Medicaid policies.

When an unreported annuity is discovered after eligibility has been established and after
payment for long-term care services has been made, appropriate steps to terminate
payment for long-term care services will be taken, including allowing for rebuttal and
advance notice.

B. Annuity-Related Transactions Other than Purchases Made on or after February 8, 2006.

1.

In addition to purchases of annuities, certain related transactions which occur to annuities
on or after February 8, 2006, make an annuity, including one purchased before that date,
subject to all provisions of the DRA that went into effect on February 8, 2006.

Any action taken on or after February 8, 2006, by the individual that changes the course
of payment to be made by the annuity or the treatment of the income or principal of the
annuity result in the annuity being treated as if purchased on or after February 8, 2006.
These actions include:

a) Additions of principal,

b) Elective withdrawals,

¢) Requests to change the distribution of the annuity, and

d) Elections to annuitize the contract and similar actions.

For annuities purchased prior to February 8, 2006, routine changes and automatic events
that do not require any action or decision after the effective date are not considered

108



transactions that would subject the annuity to treatment under the DRA provisions.
Routine changes could be notification of an address change or death or divorce of a
remainder beneficiary and similar circumstances.

4. Changes which occur based on the terms of the annuity which existed prior to February 8,
2006, and which do not require a decision, election or action to take effect are also not
subject to the DRA.

C. Requirement to Name the Division of Medicaid as Remainder Beneficiary on Annuities

1. The purchase of an annuity within the five (5) year look back-period and in all
subsequent months will be treated as a transfer of assets unless the Division of Medicaid
is named as a remainder beneficiary in the correct position as described herein.

a)

b)

This requirement applies to annuities purchased by the applicant or spouse and to
certain annuity-related transactions other than purchases made by the applicant or
spouse.

An annuity mu