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Medicaid Administration

42 CFR 431.10

Designation and Authority

State Name: Kentucky

As a condition for receipt of Federal funds under title XIX of the Social Security Act, the single state agency named below submits the
following state plan for the medical assistance program, and hereby agrees to administer the program in accordance with the provisions of]

this state plan, the requirements of titles XI and XIX of the Act, and all applicable Federal regulations and other official issuances of the
Department.

Name of single state agency: Department for Medicaid Services

Type of Agency:
C Title IV-A Agency
(> Health
( Human Resources

(& Other

Type of Agency [State Medicaid Agency

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

The state statutory citation for the legal authority under which the single state agency administers the state plan is:

KRS 194A.030

The single state agency supervises the administration of the state plan by local political subdivisions.
C Yes (@ No

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

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

The single state agency administers the entire state plan under title XIX (i.e., no other agency or organization administers any portion of
it).

CYes ®No

Waivers of the single state agency requirement have been granted under authority of the Intergovernmental Cooperation Act of
“ 1968.

TN No: 13-0005-MM4 © Approval Date: 11/19/13 Effective Date: 01/01/14
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The waivers are still in effect.

(® Yes

O No

Date waiver granted (MM/DD/YY):111/07/13

The type of responsibility delegated is (check all that apply):
[} Determining eligibility
Conducting fair hearings
[ Other

Name of state agency to which responsibility is delegated:

Division of Administrative Hearings

Describe the organizational arrangement authorized, the nature and extent of responsibility for program
administration delegated to the above named agency, and the resources and/or services of such agency to be utilized
in administration of the plan:

The Division of Administrative Hearings is housed within the Cabinet Secretary’s Office and consists of two
branches: the Health Services Administrative Hearings Branch and the Families & Children Administrative
Hearings Branch. The HS AHB hearing officers conduct hearings in service appeal cases. These cases include
both members and providers. The F&C AHB hearing officers conduct hearings primarily in eligibility appeal
cases. Any party unsatisfied with the hearing officer determination my appeal to the Appeals Board. This board is
appointed by the Secretary and presently consists of three attorneys along with support staff. Decisions of the
appeals board are final and not reviewed by DMS.

The methods for coordinating responsibilities among the agencies involved in administration of the plan under the
alternate organizational arrangement are as follows:

The Division of Administrative Hearings provides impartial hearing officers for various Cabinet for Health and
Family Services administrative hearings to resolve disputes concerning benefits, services and actions in a variety
of programs administered by the Cabinet and governed by state and federal law.

The Division of Administrative Hearings has two branches:

Families and Children Administrative Hearings Branch
Health Services Administrative Hearings Branch

Families and Children Administrative Hearings Branch
Conducts hearings for the Kentucky Transitional Assistance Program (K-TAP) including initial and ongoing
eligibility for monthly payments, eligibility as an incapacitated individual, non-participation in the Kentucky

Works Program (KWP) and concerning other services provided by the Department for Community Based
Services.

Conducts hearings for the Food Stamp Program including initial and ongoing eligibility for program benefits,
participation in the employment and training program and recoupment of overpayment of benefits. Conducts .
hearings for individuals who allegedly have committed an intentional program violation.

TN No: 13-0005-MM4 Approval Date: 11/19/13 Effective Date: 01/01/14
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Conducts hearings for Medicaid including initial and ongoing eligibility for medical benefits, eligibility as a
permanent and totally disabled individual and monthly personal obligation for cost of nursing facility care. .

Conducts hearings for the Division of Child Support including obligation amounts, tax intercept, payment
arrearages and suspension of drivers licenses.

Conducts hearings for the Division of Protection and Permanency including prograi issues about services for and
treatment of families, children and vulnerable adults.

Health Services Administrative Hearings Branch ;
Process and schedule hearing requests in a timely manner and in accordance with applicable laws and regulations;
Conduct pre-hearing conferences in a timely manner and in accordance with appropriate laws and regulations; .

Conduct hearings in accordance with KRS 13B requirements or in accordance with hearing procedures approved
iby the Attorney General and the legislature;

Render decisions or reports in a timely manner in accordance with appropriate laws and regulations;
Maintain hearing records in accordance with federal and state statutes;

Issue subpoenas; Administrative Subpoena; CAPTA Administrative Subpoena
Assist the CHFS secretary on appeals and hearings when requested.

-DMS will ensure that DAH complies with all federal and state laws, regulations and policies.

-DMS does retains oversight of the State Plan and will establish a process to monitor the entire appeals process,
including the quality and accuracy of the final decisions made by DAH.

-DMS will ensure that every applicant and beneficiary is informed, in writing, of the fair hearing process and how
to contact DAH and how to obtain information about fair hearings from that agency.

] The agency that administers or supervises the administration of the plan under Title X of the Act as of January 1, 1965, has been
separately designated to administer or supervise the administration of that portion of this plan related to blind individuals.

The entity or entities that have responsiiﬁlity for determinations of eligibility for families, adults, and for individuals under 21 are:

[] The Medicaid agency

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

[X] An Exchange that is a government agency established under sections 1311(b)(1) or 1321(c)(1) of the Affordable Care Act
The entity that has responsibility for determinations of eligibility for the aged, blind, and disabled are:

[] The Medicaid agency

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

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

TN No: 13-0005-MM4 Approval Date: 11/19/13 Effective Date: 01/01/14
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LIS PR N ARE N AACII BRAAY.

Xl The Federal agency administering the SSI program

Indicate which agency determines eligibility for any groups whose eligibility is not determined by the Federal agency:
[} Medicaid agency
Title IV-A agency

An Exchange

The entity or entities that have responsibility for conducting fair hearmgs with respect to denials of eligibility based on the applicable
modified adjusted gross income standard are:

[[] Medicaid agency
[} An Exchange that is a government agency established under sections 1311(b)(1) or 1321(c)(1) of the Affordable Care Act
[[] An Exchange appeals entity, including an entity established under section 1411(f) of the Affordable Care Act

The agency has established a review process whereby the agency reviews appeals decisions made by the Exchange or Exchange appeals
entity or other state agency, but only with respect to conclusions of law, including interpretations of state or federal policies.

CYes (®No

42 CFR 431.10
42 CFR 431.11

Organization and Administration

Provide a description of the organization and functions of the Medicaid agency.

The organizational structure of the Department for Medicaid Services consists of a commissioner, deputy commissioner, medical
director, pharmacy director, dental director and six (6) divisions. Each division director assumes specific responsibility in one of the
following divisions: Division of Program Quality and Outcomes, Division of Community Alternatives, Division of Provider and
Member Services, Division of Fiscal Management, Division of Policy and Operations and Division of Program Integrity.

Each director utilizes professional and clerical staff specializing in specific program areas.

The Division of Program Quality and Outcomes consists of the Disease and Case Management Branch and the Managed Care
Oversight - Quality Branch. Each branch consists of Nurse Consultants, Medicaid Specialists and Program Coordinators.

The Division of Community Altérnatives consists of the Mental Health/Intellectual and Developmental Disabilities Branch,
Acquired Brain Injury Branch, Home and Community Based Services Branch and Community Transitions Branch. Each branch
consists of Nurse Consultants, Medicaid Specialists and Program Coordinators.

The Division of Provider and Member Services consists of the Member Services Branch and the Provider Services Branch. . Each
branch consists of Medicaid Specialists.

The Division of Fiscal Management consists of the Administrative Services Branch, Financial Management Branch and Rate

Setting Branch. This division consists of Healthcare Data Administrators, Actuary, Internal Policy Analysts and Medicaid
Specialists.

The Division of Policy and Operations consists of the Eligibility Policy Branch, Benefit Policy Branch and the Managed Care

TN No: 13-0005-MM4 Approval Date: 11/19/13
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Oversight - Coniract Management Branch. This division consists of Medicaid Specialists, Internal Policy Analysts and Nurse
Consultants.

The Division of Program Integrity consists of the Recovery Branch, Third Party Liability Branch and Provider Licensing and
Certification Branch. The division consists of Medicaid Specialists.

The Department for Medicaid Services is directly concerned with administration of all aspeets of the Program (excluding the
eligibility determinations function). It is responsible for promoting and administering the provision of a continuum of high quality
comprehensive services to indigent citizens of the Commonwealth of Kentucky so as to improve their healthcare. There is a further
responsibility for the Department to promote efficiency in assuring the availability and accessibility of facilities and resources,
particularly in rural and urban poverty areas where shortages of health resources prevail. To be effective in these respects, it is
essential for the Department to have a unified philosophy, clearly defined goals, and sufficient authority to carry out its
responsibilities. As the organizational unit administering the Medicaid program, the Department is responsible for developing,
recommending, and implementing policies, standards, and procedures relating to benefit elements.

A. Functions and responsibilities of the Department include, but are not limited to, the following:

Certifying the need of recipients for Medicaid;

Issuing authorizations for provision of Medicaid;

Certifying the provision of medical care in accordance with quality and quantity standards as established;

Developing bases and methods of payment for the medical services provided;

Certifying vendor billings for compliance with established base of payments;

Developing and implementing a managed care program for the delivery of physical and behavioral health services;
Developing and implementing a capitated non-emergency medical transportation delivery system, excluding ambulance
stretcher services; and

Nk v =

B. In the course of carrying out the above specifically designated functions the Department for Medicaid Services performs other
functions, including but not limited to:

1. Developing, implementing, and disseminating policy and procedure material relevant to service benefits;

2. Preparing and managing the Program budget;

3. Conducting research analysis and evaluation, and preparing special reports on the findings thereof:

4. Conducting provider and recipient utilization review for use as a control technique in the enforcement of quality and quantity
standards;

5. Establishing and maintaining a data base for the generation of statistics necessary for the operation and management of the
program;

6. Maintaining a complete system of claims processing;

7. Determining recipient qualifications for specific service benefits;

8. Verifying recipient eligibility and certifying provider payments;

9. Providing oversight of the managed care program for the delivery of physical and behavioral health services;

10. Providing oversight of the capitated non-emergency medical transportation delivery system;

11. Assisting the Advisory Council, the Technical Advisory Committees, and other special committees as they carry out their
assignments; and ~

12. Administering a quality improvement program to monitor and evaluate the health and health outcomes of members.

Upload an organizational chart of the Medicaid agency.

Provide a description of the structure of the state's executive branch which includes how the Medicaid agency fits in with other health,
human service and public assistance agencies.

TN No: 13-0005-MM4 Approval Date: 11/19/13 Effective Date: 01/01/14
Kentucky Al-5
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. ORI TR AT RN HE PORIERS

The Cabinet for Health and Family Services is the primary agency in state government responsible for the development and
operation of health and human service programs, including all federal programs in which the Commonwealth elects to participate.
The Secretary of the Cabinet is the chief executive and administrative officer of the Cabinet for Health and Family Services and
reports to the Office of the Governor.

The Secretary of the Cabinet for Health and Family Services has supervisory authority overthe Department for Medicaid Services,
which is the Single State Agency. The Commissioner for Medicaid Services directs the operation of all Divisions and functions
within the Department, and has the authority to exercise administrative discretion in the administration or supervision of the
Medicaid program, including the issuance of policies, rules, and regulations on program matters. The Cabinet Secretary is
responsible for determining that the Commissioner’s exercise of authority is in compliance with general state executive policy.

Type of entity that determines eligibility:

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

() An Exchange that is a government agency established under sections 1311(b)(1) or 1321(c)(1) of the Affordable Care Act
() The Federal agency administering the SSI program

Provide a description of the staff designated by the entity and the functions they perform in carrying out their responsibility.

The Department for Medicaid Services has by interagency agreement provided that the Department for Community Based Services
will be responsible for all eligibility determinations and certification functions for individuals eligible for Medicaid, except that
pursuant to agreement with the Social Security Administration, that agency determines Medicaid eligibility for Supplemental
Security Income recipients.

The Department for Community Based Services is the single State agency for financial assistance under Title IV-A. Within the
Department for Community Based Services, the Director of the Division of Family Support is responsible for supervising and
directing the eligibility-related activities of staff located in each of Kentucky’s 120 counties. Staff assigned to each local county
make the eligibility determinations, with the appropriate eligibility rolls maintained at the central office level.

Type of entity that determines eligibility:

o Single state agency under Title [V-A (in the 50 states or the District of Columbia) or under Title I or XVI (AABD) in Guam,
~* Puerto Rico, or the Virgin Islands

(&) An Exchange that is a government agency established under sections 1311(b)(1) or 1321(c)(1) of the Affordable Care Act
(O The Federal agency admihistering the SSI program

Provide a description of the staff designated by the entity and the functions they perform in carrying out their responsibility.

A Memorandum of Understanding has been signed between the Department for Medicaid Services and the Office of the Kentucky
Health Benefit Exchange, within the Cabinet for Health and Family Services, to facilitate coordination and administration of
programs and systems that support Medicaid/KCHIP. One aspect of the Exchange includes a "no wrong door approach” to allow
one enrollment system for multiple programs. This Eligibility and Enrollment (E&E) system will allow individuals to enroll in
Medicaid and KCHIP, if determined eligible. This E&E system is owned by the Exchange and replaces the mainframe system the
Department for Medicaid Services is currently using for eligibility determinations for Medicaid and KCHIP,

TN No: 13-0005-MM4 Approval Date: 11/19/13 Effective Date: 01/01/14
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Medicaid Administration

Type of entity that determines eligibility:

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

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

(®) The Federal agency administering the SSI program ~

Provide a description of the staff designated by the entity and the functions they perform in carrying out their responsibility.

Pursuant to a 1634 agreement, the Social Security Administration determines Medicaid eligibility for Supplemental Security
Income recipients.

Type of entity that conducts fair hearings:

(C An Exchange that is a government agency established under sections 1311(b)(1) or 1321(c)(1) of the Affordable Care Act
() An Exchange appeals entity, including an entity established under section 1411(f) of the Affordable Care Act

Provide a description of the staff designated by the entity and the functions they perform in carrying out their responsii)ility.

Supervision of state plan administration by local political subdivisions (if described under Designation and Authority)

Is the supervision of the administration done through a state-wide agency which uses local political subdivisions?

O Yes ¢ No

42 CFR 431.10
42 CFR 431.12
42 CFR 431.50

Assurances

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

All requirements of 42 CFR 431.10 are met.

There is a Medical Care Advisory Committee to the agency director on health and medical services established in accordance with
meeting all the requirements of 42 CFR 431.12.

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

Assurance for states that have delegated authority to determine eligibility:

TN No: 13-0005-MM4
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Medicaid Administration

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

Assurances for states that have delegated authority to conduct fair hearings:

B There is a written agreement between the Medicaid agency and the Exchange or Exchange appeals entity that has been delegated
authority to conduct Medicaid fair hearings in compliance with 42 CFR 431.10(d).

N When authority is delegated to the Exchange or an Exchange appeals entity, individuals who have requested a fair hearing are given
the option to have their fair hearing conducted instead by the Medicaid agency.

™~

Assurance for states that have delegated authority to determine eligibility and/or to conduct fair hearings:

The Medicaid agency does not delegate authority to make eligibility determinations or to conduct fair hearings to entities other than
government agencies which maintain personnel standards on a merit basis. -

TN No: 13-0005-MM4 Approval Date: 11/19/13 Effective Date: 01/01/14
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

1902(2)(46)(B)

8 U.S.C. 1611, 1612, 1613, and 1641
1903(v)(2),(3) and (4)

42 CFR 435.4

42 CFR 435.406

42 CFR 435.956

(=]

(=]

Citizenship and Non-Citizen Eligibility

The state provides Medicaid to citizens and nationals of the United States and certain non-citizens consistent with requirements of 42
CFR 435.406, including during a reasonable opportunity period pending verification of their citizenship, national status or
satisfactory immigration status.

[W] The state provides Medicaid eligibility to otherwise eligible individuals:

[m] Who are citizens or nationals of the United States; and

Who are qualified non-citizens as defined in section 431 of the Personal Responsibility and Work Opportunity
Reconciliation Act (PRWORA) (8 U.S.C. §1641), or whose eligibility is required by section 402(b) of PRWORA (8 U.S.C.
§1612(b)) and is not prohibited by section 403 of PRWORA (8 U.S.C. §1613); and

Who have declared themselves to be citizens or nationals of the United States, or an individual having satisfactory
immigration status, during a reasonable opportunity period pending verification of their citizenship, nationality or
satisfactory immigration status consistent with requirements of 1903(x), 1137(d), 1902(ee) of the SSA and 42 CFR 435.406,
and 956.

The reasonable opportunity period begins on and extends 90 days from the date the notice of reasonable opportunity is
received by the individual.

The agency provides for an extension of the reasonable opportunity period if the individual is making a good faith effort to
resolve any inconsistencies or obtain any necessary documentation, or the agency needs more time to complete the
verification process.

CiYes (@ No

The agency begins to furnish benefits to otherwise eligible individuals during the reasonable opportunity period on a date
earlier than the date the notice is received by the individual.

®Yes (i No
The date benefits are furnished is:
(C The date of application containing the declaration of citizenship or immigration status.
(s} The date the reasonable opportunity notice is sent.

(; Other date, as described:

TN No: 13-0006-MM6 Approval Date: 11/19/13 Effective Date: 01/01/14
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Medicaid Eligibility

O ERS TN NAL AR R MEPICARM VYRS

The state provides Medicaid coverage to all Qualified Non-Citizens whose eligibility is not prohibited by section 403 of PRWORA
(8 U.S.C. §1613).

®Yes (No

The state elects the option to provide Medicaid coverage to otherwise eligible individuals under 21 and pregnant women, lawfully »
residing in the United States, as provided in section 1903(v)(4) of the Act. =

@®Yes (ONo
[[] Pregnant women
Individuals under age 21:
( Individuals under age 21
C Individuals under age 20

(® Individuals under age 19

i An individual is considered to be lawfully residing in the United States if he or she is lawfully present and otherwise meets the
eligibility requirements in the state plan.

[@] An individual is considered to be lawfully present in the United States if he or she:

1. Is a qualified non-citizen as defined in 8 U.S.C. 1641(b) and (c);

2. Is a non-~citizen in a valid nonimmigrant status, as defined in 8 U.S.C. 1101(a)(15) or otherwise under the immigration laws (as
defined in 8 U.S.C. 1101(a)(17));

3. Ts a non-citizen who has been paroled into the United States in accordance with 8 U.S.C. 1182(d)(5) for less than 1 year,
except for an individual paroled for prosecution, for deferred inspection or pending removal proceedings;

4. Is a non-citizen who belongs to one of the following classes:
[W] Granted temporary resident status in accordance with 8 U.S.C. 1160 or 1255a, respectively;

0 Granted Temporary Protected Status (TPS) in accordance with 8 U.S.C. §1254a, and individuals with pending
applications for TPS who have been granted employment authorization;

[H] Granted employment authorization under 8 CFR 274a.12(c);
[®] Family Unity beneficiaries in accordance with section 301 of Pub. L.. 101-649, as amended,;

[®] Under Deferred Enforced Departure (DED) in accordance with a decision made by the President;

[M] Granted Deferred Action status;
W] Granted an administrative stay of removal under 8 CFR 241;
[W] Beneficiary of approved visa petition who has a pending application for adjustment of status;

5. Is an individual with a pending application for asylum under 8 U.S.C. 1158, or for withholding of removal under 8
U.S.C.1231, or under the Convention Against Torture who -

W] Has been granted employment authorization; or

[W] Is under the age of 14 and has had an application pending for at least 180 days;

TN No: 13-0006-MM6 Approval Date: 11/19/13 Effective Date: 01/01/14
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Medicaid Eligibility

6. Has been granted withholding of removal under the Convention Against Torture;
7. 1s a child who has a pending application for Special Immigrant Juvenile status as described in 8 U.S.C. 1101(a)(27)(J);

8. Is lawfully present in American Samoa under the immigration laws of American Samoa; or

9. Is a victim of severe trafficking in persons, in accordance with the Victims of Trafficking and Violence Protection Act of
2000, Pub. L. 106-386, as amended (22 U.S.C. 7105(b));

10. Exception: An individual with deferred action under the Department of Homeland Security's deferred action for the
childhood arrivals process, as described in the Secretary of Homeland Security's June 15, 2012 memorandum, shall not be
considered to be lawfully present with respect to any of the above categories in paragraphs (1) through (9) of this definition.

[] Other

The state assures that it provides limited Medicaid services for treatment of an emergency medical condition, not related to an
organ transplant procedure, as defined in 1903(v)(3) of the SSA and implemented at 42 CFR 440.255, to the following
individuals who meet all Medicaid eligibility requirements, except documentation of citizenship or satisfactory immigration
status and/or present an SSN:

[m] Qualified non-citizens subject to the 5 year waiting period described in 8 U.S.C. 1613;

] Non-qualified non-citizens, unless covered as a lawfully residing child or pregnant woman by the state under the option in
accordance with 1903(v)(4) and implemented at 435.406(b).

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Health Coverage &
Help Paying Costs

Application for More Than One Person

Use this application § :Free or low-cost coverage from Medicaid or the Kentucky Chlldren s
to see what - Health Insuranc“ Program (KCHIP)

insurance choices = Payment ; that can help you pay for your health coverage -
you qualify for .

Who is this : .

application for? e Areincluded ¥ tax return, even if they don’t live with you
Lo i v S § gﬁ.:nut f|led .

Apply faster online

What you may need e Your soci"’a/l échrity aniber (or document number if you are a legal immigrant)
to apply . Employer and income |nformat|on {for. example, paystubs W-2 forms, or wage

Why do we a_Sk for “information to see if you qualify for and if you can get any help paying for
this information? _your health coverage costs.
“1f you need help getting an SSN, caH 1-800-772-1213 or visit
'somalsecunty gov. TTY users should call 1-800-325-0778.

We || keep all the mformatlon you glve us private, as required by law.

« Mail or fax your completed, signed application to:

What happens next? , g P
entucky Health Benefit Exchange

THINGS TO KNOW

ation we ask for, submit your application
|§smg mformatlon if we cannot comptete

To get help " fif C w :kynect ky gov i :
\ Il Customer Service at 1-855~ 4kynect (459-6328)
alist of places near where you live by visiting our website

TTY usars call 1 __455-326-4654

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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Health Coverage &
kynect Help Paying Costs

Kentucky's Healthcare Connection App"cation for More Than One Person

Y=l Tell Us about Yourself (the Responsible Party)

Complete this part of the application with information about the Responsible Party (even if
the Responsible Party is not applying for coverage). If you are completing this application
for someone else, you must use Appendix B to enter your contact information.

1. First name, Middle initial, Last name & Suffix (as it appears on your Social Security card)

2. Social Security Number (SSN) We need your SSN if you want coverage and have a SSN. Giving us your SSN can
be helpful if you:don't want health coverage too since it can speed up the application
b ’ ‘
3. If you want coverage and SSN is not provided, select the reason for not providing it.
O Religious Objection [0 Not eligible to receive SSN due to alien status [ Applied for SSN

O Do not have an SSN and may only be issued an SSN for a valid non-work reason [0 Refuse to provide SSN

4. f you are applying for health coverage, check here [ and answer all questions.
If you are not applying for health coverage, do not answer questions 25-31 on the next page.

5. Date of Birth (mm/dd/yyyy) |6. Gender
0 Male [ Female

7. Do you live in Kentucky and plan to stay in Kentucky? (Only required if you want coverage) [1Yes [ No

8. Home Address - L1 Check here if you do not have a Home Address. You will still have to enter a Mailing Address below.

9. City ‘ 10. State 11. Zip Code 12, County

13. Mailing Address (Only required if different from home address)

14. City 15. State 16. Zip Code 17. County
18. Primary Phone Number U Home 0O Work O Cell 19. Secondary Phone Number [ Home Owork O Cell
( ) ( )
20. 01 Check here to allow kynect to send text message 21. O Check here to allow kynect to send text message
alerts to your primary phone number. alerts to your secondary phone number.
22. Preferred Spoken Language (if not English) 23. Preferred Written Language (if not English)

E E If you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-
6328). Para ayuda en Espafiol, llame gratis al 1-855-4kynect (459-6328).

=1 . Form KHBE-I10 Rev NA-NM1-14
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24. Do you, the Responsible Party, plan to file a federal income tax return for coverage year 2014?
(You can apply for health insurance even if you don't file a federal income tax return.)

CIYES. If yes, answer questions a—d. CINO. If no, skip to question d.
a. What will be your filing status? O Married Filing Jointly O Married Filing Separately
O Single 00 Head of Household

b. If married, what is your spouse’s name?
c. Do you have any tax dependents? [OYes [ No
If yes, list name(s) of dependent(s):
d. Are you claimed as a dependent on someone else’s tax return? [Yes [ No
If yes, list the name of the tax filer:

How are you related to the tax filer?

27. Are--yqu: a US
citizen or national?

O Yes [ No

since 19967 C1Yes DINo
ive- duty member of the U.S: military? O Yes [ No

29, Are you of H|span|c, Latlno or Spamsh ongln'? OPTIONAL) D\Yes E] No
30. Race - (OPTIQNAL) ' . L ‘

Owhite = 0O Amerlcan lndlan
[ Black or African [ Alaska Native

American [II Amanllnd;:‘ j
D Chmese ' -

: D Vletnamese L1 Guamanian or Chamorro
I Other Asian -~~~ [J Samoan
’%Hawaﬂan [ Other Pacific Istander.

: aying ,:fc‘jri":ﬁis/he;r{medica! bills. Please give
us the followmg lnformatlon abcutt, ‘ s
Name o

~ Gender [IMale
[Female
Race (0PT|ONAL) :

Y28 Other Members of the Household

Next, you will need to give us information about the other members of your household (include all members of your
household, even if they do not want health coverage). Include spouse, children, and others who live in Kentucky and
plan to stay in Kentucky, are included on your tax return {even if they don't live with you}, and live in your household,
even if taxes are not filed. If you need to include more than four persons on this application, attach additional pages with
their information.

Get started with the members of your tax household.

E E If you need help with your a‘pplication or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-
6328). Para ayuda en Espanol, llame gratis al 1-855-4kynect (459-6328).

E . Form KHBE-110 Rev. 06-01-14
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Person 2

3. Social Security Number (SSN)

4. If PERSON 2 wants coverage and SSN is not prowded select reason for not providing it.

[Religious Objection [INot eligible to receive SSN due to alien status [JApplied for SSN [ONewborn without SSN
Do not have an SSN and may only be issued an SSN for a valid non-work reason URefuse to provide SSN

5. If PERSON 2 is applying for health coverage, check here Ul and answer ali questions.
if PERSON 2 is not applying for health coverage, do not answer questions 12-17.

6. Date of Birth (mm/dd/yyyy) 7. Gender
CIMale (I Female

8. Does PERSON 2 live at the same address as the RESPONSIBLE PARTY?
UYes. if yes, do not enter an address below. LINo. if no, enter PERSON 2’s address below.

9. Home Address ‘ 10. Mailing Address (Required if different from Home Address)

11. Does PERSON 2 plan to file a federal income tax return for coverage year 2014?
(Individuals can apply for health insurance even if they don't file a federal income tax return. )

{IYES. If yes, answer questions a—d. CINO. If no, skip to question d.

a. What will be PERSON 2’sfiling status? [ Married Filing Jointly 0 Married Filing Separately
O Single [ Head of Household
b. If married, what is the spouse’s name?
¢. Does PERSON 2 have any tax dependents? [lYes [ No
If yes, list name(s) of dependent(s):
d. I1s PERSON 2 claimed as a dependent on someone else’s tax return? OYes [ No
If yes, please list the name of the tax filer:
How is PERSON 2 related to the tax filer?

12, Is PERSON 2 offered health coverage from a-job«(mcludlng someone else s jOb hke a parent s or spouse’s job)?
: = O No

DYes DNo ;

th fast 3 months’>

|f yes Wthh month(s)'?

14.1s PERSON2aUS. ‘ itize | al, does PERSON 2 have tmm‘gration status?
citizen or national? 3 A 1esl a- S

O Yes " tJ No-

17. Race (OPTtONAL) : .
O Whtte [ Guamanian or Chamorro
| Bl -] Samoan

I Native Hawaiian 01 Other Pacific Islander

(5 Chmese

6328). Para ayuda en Espafiol, llame gratis al 1-855-4kynect (459-6328).

Eﬁm If you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-
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Person 3

» 2 R'eblatvi'dn'ship to" yoij

orage and has a SSN. Giving
overage 100 since it can- speed up

e T B

4. If PERSON 3 wants coverage and SSN is not prowded seiect reason for not providing it.

[JReligious Objection [INot eligible to receive SSN due to alien status [1Appiied for SSN [INewborn without SSN
(JDo not have an SSN and may only be issued an SSN for a valid non-work reason DRefuse to provrde SSN

5. If PERSON 3 is applylng for health coverage, check here [] and answer all questions.
If PERSON 3 is not applying for health coverage, do not answer questions 12-17.

6. Date of Birth (mm/dd/yyyy) 7. Gender
[IMale [J Female

8. Does PERSON 3 live at the same address as the RESPONSIBLE PARTY?
OYes. If yes, do not enter an address below. CINo. If no, enter PERSON 3's address below. -

9. Home Address 110. Mailing Address (Required if different from Home Address)

11. Does PERSON 3 plan to file a federal income tax return for coverage year 2014?
(Individuals can apply for health insurance even if they don't file a federal income tax return.)

TIYES. If yes, answer questions a-d. [JINO. If no, skip to question d.

a. What will be PERSON 3'sfiling status? [J Married Filing Jointly 0J Married Filing Separately
O Single 1 Head of Househotd
b. If married, what is the spouse’s name?
c. Does PERSON 3 have any tax dependents? [JYes [JNo
If yes, list name(s) of dependent(s):
d. Is PERSON 3 claimed as a dependent on someone else’s tax return? [Yes [ No
If yes, please list the name of the tax filer:
How is PERSON 3 related to the tax filer?

12. Is PERSON 3 offered health coverage from'a ‘ob,(mciudmgssomeone elsa s Job llke a parent‘s orspouse's;joh)?

lastSmgnths?“ EJYes TNo

14.1s PEBSON 3a us
citizen or national? -

' El Yes DNo

16.1 PERSON 3 of Hlspamc, Lati
17. Race - (OPTIONAL) e
[ White - [ American Indian

[ Indian: ] Guamanian or Chamorro
{3 Black or African  [] Alaska Native o [0 Samoan
- American ~ DAsianindian ~  [lKorean D‘ atlve Hawauan - O Other Pacific Islander

O Chinese

[} 3¢5 =]

If you need help with your application or to apply faster online, go to www.kynect.ky.qov or call 1-855-4kynect (459-
6328). Para ayuda en Espafiol, lame gratis al 1-855-4kynect (459-6328).

Form KHBE-I10 Rev. 06-01-14
Approval Date: 09/05/14
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Person 4

1. First name, Middie initial, Last name & Suffix (as it appears on Social Secunty card) gé.ihélat?i&iSHiibﬁto ybu 7

3. Social Securit); Number (SSN)

4.1f PERSON 4 wants coverage and SSN is not prdviﬂd'é”d,) sMeIeCt reason for not providing it.

CIReligious Objection  [INot eligible to receive SSN due to alien status [JApplied for SSN  [ONewborn without SSN
Do not have an SSN and may only be issued an SSN for a valid non-work reason ORefuse to provide SSN

>5. if PERSON 4 is applying for health coverage, check here [J and answerwall questions.
If PERSON 4 is not applying for health coverage, do not answer questions 12-17.

6. Date of Birth (mm/dd/yyyy) 7. Gender
~ OMale O Female

8. Does PERSON 4 live at the same address as the RESPONSIBLE PARTY?
OYes. If yes, do not enter an address below. ONo. if no, enter PERSON 4’s address below.

9. Home Address 110. Mailing Address (Required if different from Home Address)

11. Does PERSON 4 plan to file a federal income tax return for coverage year 20147
(Individuals can apply for health insurance even if they don't file a federal income tax return.)

[IYES. If yes, answer questions a~d. LINO. If no, skip to question d.

a. What will be Person 4's filing status? [0 Married Filing Jointly 00 Married Filing Separately
[ Single [0 Head of Household

b. If married, what is the spouse’s name?
c. Does PERSON 4 have any tax dependents? [Yes [ No
" If yes, list name(s) of dependent(s):
d. Is PERSON 4 claimed as a dependent on someone else’s tax return? [CYes [ No
If yes, please list the name of the tax filer:
How is PERSON 4 related to the tax filer?

12. Is PERSON 4 offered health covééégé‘ffmfn a”

(mclud g someone else s job, like a parent’s or spouse’s job)?
Appendix A with this application. = [} No

m the Eas';a ,montha.’? LYes . T No

If yes, Whlch month(s)’?

14, 1s PERSON 4aUs. 15. If:
citizen or national? =~

N 4 have immigration status?

OYes ONo e
e 96? C[lYes [INo
ember oftheUS mlhtary'? [1Yes EJNo

" L"Sl Guamaman or Chamorro
[J SBamoan ,
{1 Other Pacnflc Islander

/e Hawaiian
{1 Chinese £

E E If you need help with your application or to apply faster online, go to www.kynect.ky.qov or call 1-855-4kynect (459-
6328). Para ayuda en Espafiol, llame gratis al 1-855-4kynect (459-6328).

- Form KHBE-{10 Rev. 06-01-14
[ ] Y
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Y i =Kl Additional Que_stion_s

If the answer to the following questions is yes for more than one person, use additional
sheets of paper to give us the details.

. ls anyone thatis applymg for heaﬁh coverage cm thls apphcatmn currenﬂy in pnson or:jail.or has been
released in the past three months” o

LIYES. If yes, answer questlons a—d L EJNO’ n no, 'gotq questtdn 2.
a. Who? e

b. When did this person enter: pnson’? (mm/dd/yyyy)
c. When did this person leave prison? (mm/dd/yyyy) : o
d. Is this person currently waiting for a decision on charges" ClYes [INo

2. Has anyone on this application had a pregnancy end (giving birth or losing a pregnancy) in the past three
months or is currently pregnant?

OYES. If yes, answer questions a—~d. OONO. If no, go to question 3.

a. Who?

b. What is the due date or the last date of pregnancy? (mm/dd/yyyy)

¢. How many children are/were expected with this pregnancy?

d. Would this person like to be referred to WIC (a program that offers food to women, infants & children)? COYes (INo

3. Is anyone on this applicatiprj Ametican Indian or Alaska Native?
CIYES. If yes, complete Appendix C and mail it with this application.  OINO. If no, go to question 4.

4. Does anyone applying for health coverage on this application need help with activities of daily living (like
bathing, dressing, etc.) or live in a medical facility or nursing home?

OYES. if yes, who? DNO. If no, go to question 5.

5. Is anyone that is’ app!ymg for coverage on tms apphcation blmd or permanently disabled?
OYES. If yes, who? . : e INO If no; go-to question 6.

6. Does anyone in your household that is applying for health coverage on this application currently have other

OYES. If yes, answer questions a—h. ONO. If no, go to question 7.
a. Who? f. Policy number

b. Type of coverage g. Coverage start date

c. Name of policy holder h. Coverage end date

d. Name of insurance company
e. Address of insurance company

7. Was anyone in your household recei
‘placement? [CIYES. If yes, who
In what state did he/she live? -
CINO. If no, go to Step 4 on next pag

,g Medicand when,yhe/she became too old to be ehg;ble for foster care

, H W 'Id was he/she'7 ‘

E E If you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-
6328). Para ayuda en Espanol, llame gratis al 1-855-4kynect (459-6328).

E . Form KHBE-I10 Rev. 06-01-14
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STEP 4

income and Deductions

Use additional sheets of paper if you need to add more than two jobs.

Income from Job 1 |1. Who earns this income? 2. Who is this pefébﬁr’is érﬁpioyéf?

3. What is the gross amount this person makes (before taxes)? }4. How often? 1 Weekly [J Twice a month

R ; O Every two weeks (] Monthly
5. IF SELF-EMPLOYED b. Gross Income : e. How often?
a. Type of work

c. Self-employment Expenses

d. NET income (Gross minus expenses)

Income from Job 2 |6. Who earns this income? 7. Who is this person's employer?

8. What is the gross amount this person makes (before taxes)? (9. How often? [0 Weekly O Twice a month
$ U Every two weeks [ Monthly

10. IF SELF-EMPLOYED b. Gross Income
a. Type of work

e. How often?

c. Self-employment Expenses

d. NET income (Gross minus expenses)

Type of Income Who Receives it? How Much? How Often?
[ Social Security $ OWeekly O7Twice amonth  CiMonthly
(1 Pensions $ OWeekly  OTwice a month  TOMonthly
O Interest or Dividend $ COWeekly  OTwice a month  (OMonthly
[ Disability Payments $ COWeekly  OTwice a month  TIMonthly
[J Unemployment $ OWeekly  OTwice a month  [TiMonthly
(J Other $ OOWeekly  Twice a month  TIMonthly

| iT)('pe of Deductloh;n U/o Hom
O Afimony Paid $ [Weekly [OTwice amonth  [OMonthly
{3 Student Loan Interest $ COWeekly OTwice a month  OMonthly
{J Educator Expenses $ OWeekly OTwice a month  CIMonthly
O School Tuition & Fees $ OWeekly OTwice a month  [1Monthly

(]

If you need help with your application or to apply faster online, go to www.kynect.ky.gqov or call 1-855-4kynect (459-

6328). Para ayuda en Espafiol, llame gratis al 1-855-4kynect (459-6328).

01 - F

Form KHBE-110
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L1122 Sign and Date this Application

s | am signing this application under penalty of perjury which means | have given true answers to all the questions on
this form to the best of my knowledge and belief. | know that | may be subject to penalties under federal and/or state
law if | provide false and/or untrue information.

+ | know that | must tell kynect if anything changes from what | wrote on this application within 30 days of the change. |
can visit kynect.ky.gov or call 1-855-4kynect (459-6328) to report any changes. | understand that a change in my
information could affect the eligibility for member(s) of my household.

» |f | think kynect has made a mistake, | can appeal its decision. To appeal means to tell someone at kynect that | think
the action is wrong, and ask for a fair review of the action. | know that | can be represented in the process by
someone other than myself. My eligibility and other impaortant information will be explained to me.

s | know that under federal law, discrimination is not permitted on the basis of race, color, national origin, sex, age,
sexual orientation, gender identity, or disability. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/office/file.

¢ | understand that kynect wili check my answers using information in databases from the Internal Revenue Service
(IRS), Social Security, the Department of Homeland Security, and/or any other trusted source. If the information
does not match, | may be asked to send proof.

Renewal of coverage in future years: To make it easier to determine my eligibility for help paying for health coverage
in future years, | agree to allow kynect to use income data, including information from tax returns and other trusted data
sources. kynect will send me a notice, et me make any changes, and | can opt out at any time.

Yes, renew my eligibility automatically for the next: (select one)

0 5 years (maximum allowed) [14years [J3years [12years U1 year

[0 Do not use information from tax returns or other data sources to renew my coverage.

Voter Registration: If | am not registered to vote or not registered where | currently live, | can choose to register to
vote by checking yes below. If | check yes, | will receive a voter registration application in the mail. Checking yes or no
below does not affect the outcome of this application.

O Yes, | want to apply to register to vote. An application will be mailed to me. [INo, | don't want to register to vote.

if anyone on this application is eligible for Medicaid or KCHIP:

¢ |l understand that if Medicaid pays for a medical expense, any other health insurance or legal settlement
payments will go to Medicaid to reimburse it for the expense. ]

¢ | understand that my application may be reviewed to make sure that eligibility was determined correctly. If my
application is reviewed, | must cooperate with the review.

« Does any child on this application have a parent living outside of the home? 0 Yes [ No

e Ifyes, | give the Cabinet for Health and Family Services (CHFS), Child Support Office, the right to enforce
medical support from the child’s absent parent(s). If | think that cooperating with the Child Support Office will
harm me or my chiidren, | can tell CHFS and | may not have to cooperate.

‘Signature : Dt (middiyyyy)

E E if you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4k>ynect (459-
6328). Para ayuda en Espanoal, llame gratis al 1-855-4kynect (459-6328).

E " Form KHBE-I10 Rev. 06-01-14

TN No: 13-0007-MM2 Approval Date: 09/05/14

Effective Date: 01/01/14
Kentucky $94-9



= Health Coverage
kyneCt & Help Paying Costs

Kentusios Healtbcare Comnsction Application for One Person

Use this application
to see what
insurance choices
you qualify for

I Who is this
application for?

What you may need o Your soclal secunty number (or document number if you are a legal immigrant)
to aopl s Employer and income nnformatlon (for example, paystubs, W-2 forms, or wage
pRly ~ and tax statements)

-fWe ask about your Social Securlty Number (SSN), your income and other
Why do we ask for _information to see if you qualify for and if you can get any help paying for your
this information? health coverage costs.

:;‘;lf you need help gettmg an SSN, call 1-800 772-1213 or visit socialsecurity.gov.
VTTY users should cali1 800 325 0778

i formahon you glve us prnvate, as reqmred by law.

What happens next? . Mau or fax your completed sngned apphcaﬂon to;

THINGS TO KNOW

. Offlce'ofvthe Kentucky Health Beneﬂt Exchange

tion we ask for, submit your application
ct you for the missing information if we cannot complete
n based on the information you give us.
, determmatlon, we wm send you detalled information about

To get hel (ot A
g . stomer Servuce at 1-855- 4kynect (459-6328)
1 of places near where you hve by visiting:our website

- For TTY serwces call :.1-855~326-4654

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky 594-1



JEEE— Health Coverage
kynect & Help Paying Costs

Kertucky's Healthcare Connection Ap p| i Cati 0 n fo r o n e P erso n

SYi=:AN Tell Us about Yourself

If someone else is helping you fill out this application, use Appendix B to give us that
person’s information.)

1. First Name, Middie initial, Last name, Suffix (as it appears on your Social Security card)

2. Social Security Number (SSN)

3. If you want coverage and SSN is not provided, select reason for not providing it.

(] Religious Objection I Not eligible to receive SSN due to alien status I Applied for SSN
] Does not have an SSN and may only be issued an SSN for a valid non-work reason U Refuse to provide SSN
4. Date of Birth (mm/dd/yyyy) 5. Gender

(0 Male 0O Female

6. Do you live in Kentucky and plan to stay in Kentucky?  OYes [ No
7. Home Address - [0 Check here if you do not have a Home Address. You will still have to enter a Mailing Address below.

8. City 9. State 110. Zip Code ' 11. County

|
L

2. Mailing Address (Only required if different from home address)

13. City ' 14. State 15.Zip Code  16. County

17. Primary Phone Number 0O Home [JWork U Cell |18. Secondary Phone Number [ Home 0O Work [J Cell
( ) ( )

19. O Check here to allow kynect to send text message 20. O Check here to allow kynect to send text message
alerts to your primary phone number. alerts to your secondary phone number.
21. Preferred Spoken Language (if not English) 22, Preferred Written Language (if not English)

23. Have you had a pregnancy end (giving birth or losing a pregnancy) in the past three months or are you currently
pregnant? OYes. If yes, answer questions a—C. UNo
a. What is the due date or the last date of pregnancy? (mm/dd/yyyy)
b. How many children are/were expected with this pregnancy?

¢. Would you like to be referred to the program that offers food to Women, Infants and Children (WIC)? OYes [INo

24. Are you offered health coverage from a job (including someone else’s job, like a parent's job)?
O Yes. If yes, you will need to complete and include Appendix A with this application. OJ No

25. Do you want help paying for medical bills from the last 3 months? [lYes [l No
if yes, which month(s)?

E If you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-
':" 6328). Para ayuda en Espanol, llame gratis al 1-855-4kynect (453-6328).
= Form KHBE-I11 Rev. 06-01-14

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective

Kentucky $594-2



26. Do you plan to file a federal income tax return for coverage year 20147
(You can apply for heaith insurance even if you don't file a federal income tax return.)

a. Wil you file as a single person with no dependents? [JYes [ No ‘
If No, stop using this form. Use the Health Coverage & Help Paying Costs Application for More Than
One Person to include your tax dependents (even if you do not want to apply for health coverage for them.)

b. Are you claimed as a dependent on someone else’s tax return? [lYes O No

If Yes, stop using this form. You will need to apply for coverage with the person claiming you on their tax return
{even if that person does not want coverage.)

27.Are you a U.S. 28. If you are not a U.S. citizen or national, do you have immigration status?
citizen or national? [ Yes. Answer questions a—d below. -
a. Immigration Document Type:
OYes [INo b. Document ID Number:

c. Haveyoulivedinthe U.S. since 19967 [ Yes [ No
d. Are you a veteran or active-duty member of the U.S. military? [ Yes [J No

29. Are you of Hispanic, Latino or Spanish origin? (OPTIONAL) [1Yes [INo

J White ) American Indian [ Filipino [ Vietnamese ! Guamanian or Chamarro
(0 Black or African  [J Alaska Native (1 Japanese (1 Other Asian (3 Samoan
American [3 Asian Indian 1 Korean ] Native Hawaiian [ Other Pacific Islander
{3 Chinese
31. Are you American Indian or Alaska Native?
OYes. if yes, complete Appendix C and mail it with this application. (ONo

32, Are you cur‘rently“‘i‘hmb}'i'éon or jail or have you been released in the past three months?
[IYes. if yes, answer questions a—c. CINo
a. When did you enter prison? (mm/dd/yyyy)
b. When did you leave prison? {mm/dd/yyyy)
c. Are you currently waiting for a decision on charges? [lYes [INo

33. deyou need help with activities of daily living (like bathing, dressing, etc.) or live in a medical facility or hhrsing home?
O Yes O No

34. Are you blind or permanently disabled? COYes 0ONo

35. Were you receiving Medicaid when you became too old to be eligible for foster care placemént? OVYes O No
If yes, in what state were you living? How old were you?

36. If you are filling out this application on behalf of a person who réééﬁﬂy passed away, enter the deceased bérson’s date
of death:

=]
=5

If you need help with your application or to apply faster oniine, go to www.kynect.ky.gov or call 1-855-4kynect (459-
6328). Para ayuda en Espaniol, llame gratis al 1-855-4kynect (459-6328).

Form KHBE-111 Rev. 06-01-14

|I'-.II'E

TN No: 13-0007-MM2 ‘ Approval Date: 09/05/14 Effective Date: 01/01/14
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Y =8 Current Job and Income Information

Use additional sheets of paper if you need to add more than two jobs.

income from Job 1 |1. Who eans this income? 2. Who is this person’s employer?

3. What is the gross amount this person makes (béfore taxes)? |4. How often? O Weekly O Twicea month
$ 7 O Every two weeks [ Monthly

5. IF SELF-EMPLOYED b. Gross Income e. How often?

a. Type of work c. Self-employment Expenses

d. NET income (Gross minus expenses)

Income from Job 2 |6. Who earns this income? 7. Who is this person’s employer?

8. What is the gross amount this person makes (before taxes)? |9. How often? [J Weekly (J Twice a month
s S B D Every two weeks (J Monthly

10. IF SELF-EMPLOYED b. Gross Income e. How often?

a. Type of work c. Self-employment Expenses

d. NET income (Gross minus expenses)

11. Additional Income: List here any additional income you may receive, give the amount and how often you
get it. Do not include income from child support Supplemental Securlty Income {S81), veteran’s income, or
Worker's Compensation, If none, leave blank. . .

Type of Income How Much? How Often?
[0 Social Security $ OWeekly OTwice a month OMonthly
(1 Pensions $ OWeekly OTwice a month CMonthly
U Interest or Dividend $ OWeekly OTwice a month OMonthly
[ Disability Payments $ OWeekly OTwice a month CIMonthly
tJ Unemployment $ OWeekly CTwice a month OMonthly
0 Other $ OWeekly OTwice a month OMonthly

T
B Type of Dedﬁétion How Much? How Often?

I Alimony Paid $ OWeekly OTwice a month OMonthly
[0 Student Loan interest $ OWeekly ClTwice a month COMonthly
[J Educator Expenses $ OWeekly OTwice a month CIMonthly
[J School Tuition and Fees $ OWeekly OTwice a month UMonthly

E E If you need help with your application or to apply faster online, go to www.kynect.ky.qgov or call 1-855-4kynect (459-
: 6328). Para ayuda en Espanol, llame gratis al 1-855-4kynect (459-6328).
[=]; = Form KHBE-I11 Rev. 06-01-14
TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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S1)= KB Other Healthcare Coverage

Do you have health coverage now, including dental and major medical coverage that is not Medicaid or
KCHIP?

O YES. If yes, complete the information below. O NO.

Type of coverage Policy Number
Name of policy holder Coverage start date
Name of insurance company Coverage end date

Insurance Company’s Address

S11=4: 8 Sign and Date this Application

« | am signing this application under penalty of perjury which means | have given true answers to all the questions on
this form to the best of my knowledge and belief. | know that | may be subject to penalties under federal law if |
provide false and/or untrue information.

s | know that | must tell kynect if anything changes from what | wrate on this application within 30 days of the change. !
can visit kynect.ky.gov or call 1-855-4kynect (459-6328) to report any changes.

s If | think kynect has made a mistake, | can appeal its decision. To appeal means to tell someone at kynect that | think
the action is wrong, and ask for a fair review of the action. | know that | can be represented in the process by
someone other than myself. My eligibility and other important information will be explained to me.

« | know that under federal law, discrimination is not permitted on the basis of race, color, national origin, sex, age,
sexual orientation, gender identity, or disability. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/officeffite.

« | understand that kynect will check my answers using information in databases from the Internal Revenue Service

(IRS), Social Security, the Department of Homeland Security, and/or any other trusted source. If the information does
not match, | may be asked to send proof.

Renewal of coverage in future years: To make it easier to determine my eligibility for help paying for health coverage
in future years, | agree to allow kynect to use income data, including information from tax returns and other trusted data
sources. kynect will send me a notice, let me make any changes, and t can opt out at any time.

Yes, renew my eligibility automaticalily for the next: (select one)

[J 5 years (maximum allowed) O 4years [3years O 2years L[1year
0 Do not use information from tax returns or other data sources to renew my coverage.

Voter Registration: If | am not registered to vote or not registered where | currently live, | can choose to register to vote
by checking yes below. If | check yes, | will receive a voter registration application in the mail. Checking yes or no below
does not affect the outcome of this application.

[ Yes, | want to apply to register to vote. An application will be mailed to me. INo, | don’'t want to register to vote.

If 1 am eligible for Medicaid:

o | understand that if Medicaid pays for a medicat expense, any other health insurance or legal settlement payments will
go to Medicaid to reimburse it for the expense.

« | understand that my application may be reviewed to make sure that eligibility was determined correctly. If my
application is reviewed, | must cooperate with the review.

Signature Date (mm/dd/yyyy)

If you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-
6328). Para ayuda en Espafiol, llame gratis al 1-855-4kynect (459-6328).

A
E' = Form KHBE-I11 Rev. 06-01-14

TN No: 13-0007-MM2

‘ Approval Date: 09/05/14
Kentucky

Effective Date: 01/01/14
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kynect

Kentucky's MHealthoare Connectipn

APPENDIX C

American Indian or Alaska Native (Al/AN)

Complete this appendix if you or a family member is American Indian or Alaska Native. Submit this with your

application for health coverage.

Tell us about your American Indian or Alaska Native family member(s).
American Indians and Alaska Natives can get services from the Indian Health Services, tribal health programs, or urban
Indian health programs. They also may not have to pay cost sharing and may get special monthly enrollment periods.

Answer the following questions to make sure your family gets the most help possible.

NOTE: If you have more people to include, make a copy of this page and attach.

Al/AN PERSON 1 Al/AN PERSON 2

1. Name First Mi First Mi
(First name, M, Last name)
Last Last
) -
2. Member of a federally recognized tribe? ] Ves O Yes

If yes, tribe name and state

If yes, tribe name and state

J No ] No
3. Has this person ever gotten a service from the
X : . O Yes L Yes
Indian Health Service, a tribal health program, or
e e [1 No C1 No

urban Indian health program, or through a
referral from one of these programs?

If no, is this person eligible to get
services from the Indian Health
Service, tribal health programs, or
urban Indian health programs, or
through a referral from one of these
programs?

{d Yes I No

If no, is this person eligible to get
services from the Indian Health
Service, tribal health programs, or
urban indian health programs, or
through a referral from one of
these programs?

[} Yes

4. Certain money received may not be counted for
Medicaid or the Kentucky Children’s Health
Insurance Program (KCHIP). List any income
(amount and how often) reported on your
application that includes money from these
sources:

« Per capita payments from a tribe that come
from natural resources, usage rights,
leases, or royalties '

« Payments from natural resources, farming,
ranching, fishing, leases, or royaities from
land designated as Indian trust land by the
Department of the Interior (including
reservations and former reservations)

+ Money from selling things that have cultural
significance

$

How often?

$

How often?

If you need help with your application or to apply faster online, go to www.kynect.ky.gov or call 1-855-4kynect (459-6328). Para
ayuda en Espanol, llame gratis al 1-855-4kynect (459-6328).

Form KHBE-CO1
TN No: 13-0007-MM2
Kentucky

Rev. 06-01-14

Approval Date: 09/05/14
Appendix C S94-1

Effective Date: 01/01/14
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“kynect

As a response to the letter that accompanied the Centers for Medicare
& Medicaid Services (CMS) approval of state plan amendment (SPA)
transmittal KY #13-0007-MM2 Kentucky will demonstrate how we plan
to address the following five issues identified regarding our application
for financial assistance on kynect. These changes will be made on our
Self Service Portal, Worker Portal and our paper applications.

The five items identified by CMS are:

1. Kentucky will include questions about business deductions from seilf-
employment income in its applications to allow for a calculation of
taxable self-employment income, which is the net income remaining
after self-employment business expenses are deducted.

2.  Kentucky will include questions about tribal income deductions
allowed for American Indians and Alaska Natives (AlI/ANS) in its
applications.

Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky $94-2




3. Kentucky will restructure its applications so that all applicants who
are Al/ANs are asked whether they have received services from
Indian Health Service organizations, tribal health providers, and
urban Indian health providers (I/T/Us), rather than requesting this
information from only members of federally recognized tribes.

4. Kentucky will no longer display questions about tobacco use for
applicants potentially eligible for Medicaid or CHIP.

5. Kentucky will remove questions regarding absent parents who go
beyond flagging whether there is an absent parent living outside
the home and whether the applying parent agrees to corporate
with medical child support enforcement post-eligibility.

TN No: 13-0007-MM?2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky 594-3



Kynect

#1 — Business Deductions for Self-Employment

kynect is modifying our application to clearly call out self-
employment expenses for the applicant. The Self Service Portal
(SSP) and Worker Portal (WP) screens will be modified to allow the
user to input their income, expenses and identify the frequency of
their income/expenses. The net self-employment income will be
calculated automatically based on the user’s input for gross income,
expenses and frequency period.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky S94-4
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Questions
incame Summary

indiviguat income Type

Seif Employment
Information

TN No: 13-0007-MM?2
Kentucky

SOMENAME

Mame  rpgrinGape 33F

income Type Earned

Payer joaby

/12638

Total Gross Amount™® §$| ]

Approval Date: 09/05/14
$94-7

individual # 100315837
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income Type
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Family Financial

Paper Application Changes

Assistance Application: (page 8)

STEP 4

3. What is the gross amount this person makes (before taxes)? |4. How often? ] Weekly O Twice a month

Income and Deductions
Use additional sheets of paper if you need to add more than two jobs.

11. Who eams this income? 2. Who is this person’s employer?

3 {J Every two weeks U Monthly
5. IF SELF-EMPLOYED b. Gross income e. How often?
a. Type of work

¢. Self-employment Expenses

d. NET income (Gross minus expenses)

Single Financial

Assistance Application: (page 4)

STEP 2

Current Job and Income Information

Use additional sheets of paper if you need to add maore than two jobs.

Income from Job 1

1. Who eams this income? 2, Who is this person's employer?

3. What is the gross amount this person makes (before taxes)? 4. How often? [ Weekly [ Twice a month

$

71 Every two weeks {J Monthly

5. IF SELF-EMPLO
a. Type of work

YED b. Gross {ncome e. How often?

¢. Seif-employment Expenses

d. NET income (Gross minus expenses) e

Kentucky

TN No: 13-0007-MM2

Approval Date: 09/05/14 Effective Date: 01/01/14
$94-8



Kynect

#2 — Tribal Income Deductions

» kynect is modifying our application to allow American Indian/Alaskan
Natives to have the opportunity to enter deductions from tribal
income. These deductions will only be available if individuals in the
application have identified themselves as American Indian/Alaskan
Natives.

« For the paper applications we have adopted the style of the federal
paper applications in that we will now have an appendix for
American Indian/Alaskan Natives to complete. This appendix will
include a section for these deductions.

TN No: 13-0007-MM2
Approval Date: .
Kentucky ;’;’4_9 ate: 09/05/14 Effective Date: 01/01/14
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4. Certain money received may not be counted for $ $
Medicaid or the Kentucky Children's Health
Insurance Program (KCHIP). List any income
(amount and how often) reported on your
application that includes money from these
sources:

o Per capita payments from a tribe that come
from natural resources, usage rights,
leases, or royalties

+» Payments from natural resources, farming,
ranching, fishing, leases, or royalties from
land designated as Indian trust land by the
Department of the Interior {including
reservations and former reservations)

+ Money from selling things that have cultural
significance

How often? How often?

TN No: 13-0007-MM?2 Approval Date: 09/05/14 Effective Date: 01/01/14
Kentucky $94-13



“Kynect

H3 — Indian Health Services, etc.

« kynect is modifying our application to ask all American
Indians/Alaskan Natives if they have ever gotten a service from the
Indian Health Service, a tribal health program, or urban Indian health
program, or through a referral from one of these programs. If they
answer no to that question then we will also ask if this person is
eligible to get services from the Indian Health Service, tribal health
programs, or urban Indian health programs, or through a referral
from one of these programs?

» For the paper applications we have adopted the style of the federal
paper applications in that we will now have an appendix for
American Indian/Alaskan Natives to complete. This appendix will
include a section regarding these services.

TN No: 13-0007-MM?2
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Worker Portal

NOTE - the second
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yn

Paper Applications — Appendix C

3. Has this person ever gotten a service from the

Indian Health Service, a tribal health program, or U Yes - Ll Yes

urban Indian health program, or through a LI No LI No

referral from one of these programs? If no, is this person eligible to get If no, is this person eligible to get
services from the Indian Health services from the Indian Health
Service, tribal health programs, or Service, tribal health programs, or
urban Indian health programs, or urban Indian heaith programs, or
through a referral from one of these through a referral from one of
programs? these programs?
[JYes 0 No I Yes O No

TN No: 13-0007-MM?2 Approval Date: 09/05/14
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#4 — Tobacco Question for Medlcald/CHIP Ind|V|duaIs

 As part of our application changes kynect will be developing a Post-
Eligibility module. This will enable us to ask program specific
questions once an individual’s eligibility has been determined. The
tobacco usage question will now be able to be asked of only
individuals eligible to shop for Qualified Health Plans.

TN No: 13-0007-MM2
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Kynect
Paper Applications

» The tobacco usage question has been removed from both the family
and single financial assistance application.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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kynect

#5 — Medical Support Enforcement

» kynect will modify our application to only ask the appropriate
individuals MSE questions in the Pre-Eligibility component if they
agree to cooperate with medical support enforcement and if
answered No, they may answer if they have good cause for not
cooperating.

* Then in our Post-Eligibility module we will ask additional optional
questions regarding the non-custodial parent. The individual’s
response to these Post-Eligibility questions does not affect their
eligibility. If they have good cause for not cooperating they will not be
asked these Post-Eligibility questions.

TN No: 13-0007-MM?2 Approval Date: 09/05/14 Effective Date: 01/01/14
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Worker Portal — Pre-Eligibilit

Medical Support Information @ B 7
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* Please note that Cooperation Verification will be Client Statement — there is
nothing for them to verify.
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Worker Portal — Post-Eligibility (optional questions screen 2)

Non-Custodial Parent Relationship Information & B 7

NOTE - the three

s A questions about
- R cooperation, good cause
... TETmT=  andcooperation
. e . .& verification are read only
QU L e fields and are only
| repeated here to assist
5 workers in remembering

what was previously
entered Pre-Eligibility.
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Pper Aplications

Family Financial Assistance Application
— These questions have not changed, they are in the signature portion of

the paper application for families
If anyone on this application is eligible for Medicaid or KCHIP:

» [ understand that if Medicaid pays for a medical expense, any other health insurance or iegal settlement
payments will go to Medicaid to reimburse it for the expense.

e | understand that my application may be reviewed to make sure that eligibility was determined correctly. If my

. application is reviewed, | must cooperate with the review.

¢ Does any child on this application have a parent living outside of the home? OYes [INo

¢ |f yes, | give the Cabinet for Health and Family Services (CHFS), Child Support Office, the right to enforce
medical support from the child’s absent parent(s). If | think that cooperating with the Child Support Office will
harm me or my children, | can tell CHFS and | may not have to cooperate.

» Single Financial Assistance Application
« Since this application is for a single individual there are not cooperation
with medical support enforcement questions. No modlflcatlons have been
made to this application.

TN No: 13-0007-MM2 Approval Date: 09/05/14 Effective Date: 01/01/14
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

Enter the AFDC Standards below. All states must enter:

MAGI-equivalent AFDC Payment Standard in Effect As of May 1, 1988 and
AFDC Payment Standard in Effect As of July 16, 1996

Entry of other standards is optional.

The standard is as follows:

(s Statewide standard
(" Standard varies by region

(" Standard varies by living arrangement

(" Standard varies in some other way

Additional incremental amount

Household size | Standard ($) C Yes (& No

147 Increment amount $

179

207

259

303

342

381

The dollar amounts increase automatically each year

C Yes (& No

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
Kentucky S14-1



Medicaid Eligibility

The standard is as follows:

®

Statewide standard

Standard varies by region

('\.
( Standard varies by living arrangement
C

Standard varies in some other way

Household size

Standard ($)

186

225

262

328

383

432

482

Additional incremental amount
C Yes (8 No

Increment amount $

C Yes (& No

The dollar amounts increase automatically each year

The standard is as follows:

(s Statewide standard

(" Standard varies by.region

(: Standard varies by living arrangement

(" Standard varies in some other way

TN No: 13-0008-MM1
Kentucky

Approval Date: 11/18/13

514-2
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Medicaid Eligibility

Additional incremental amount

Household size | Standard (3) C Yes @ No

223 Increment amount $

274

324

403

470

532

595

The dollar amounts increase automatically each year

" Yes (& No

The standard is as follows:

(¢ Statewide standard
( Standard varies by region

(" Standard varies by living arrangement

(" Standard varies in some other way

TN No: 13-0008-MM1

Approval Date: 1
Kentucky P 1/18/13

Effective Date: 0
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Medicaid Eligibility

Additional incremental amount

Household size | Standard ($) C Yes @ No

401 Increment amount $

460

526

592

658

724

790

The dollar amounts increase automatically each year

C Yes (& No

The standard is as follows:

C Statewide standard
C Standard varies by region
(' Standard varies by living arrangement

(" Standard varies in some other way

The dollar amounts increase automatically each year

(> Yes (¢ No -

The standard is as follows:

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
Kentucky S14-4



Medicaid Eligibility

( Statewide standard
(: Standard varies by region
(" Standard varies by living arrangement

(" Standard varies in some other way

The dollar amounts increase automatically each year

C Yes (8 No

The standard is as follows:

(; Statewide standard
(" Standard varies by region
(" Standard varies by living arrangement

( Standard varies in some other way

The dollar amounts increase automatically each year

C Yes (& No

The standard is as follows:

( Statewide standard
(C Standard varies by region
(" Standard varies by living arrangement

(: Standard varies in some other way

The dollar amounts increase automatically each year

C: Yes & No

PRA Disclosure Statement

TN No: 13-0008-MM1

Approval Date: 11/1 i .
Kentucky p /18/13 Effective Date: 01/01/14
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Medicaid Eligibility

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.110

1902(a)(10)(A)(i)(T)
1931(b) and (d)

O Parents and Other Caretaker Relatives - Parents and other caretaker relatives of dependent children with household income at or
below a standard established by the state.

The state attests that it operates this eligibility group in accordance with the following provisions:
p
[W] Individuals qualifying under this eligibility group must meet the following criteria:

O Are parents or other caretaker relatives (defined at 42 CFR 435.4), including pregnant women, of dependent children
(defined at 42 CFR 435.4) under age 18. Spouses of parents and other caretaker relatives are also included.

The state elects the following options:

This eligibility group includes individuals who are parents or other caretakers of children who are 18 years old,
[7] provided the children are full-time students in a secondary school or the equivalent level of vocational or
technical training.

Xl Options relating to the definition of caretaker relative (select any that apply):

n The definition of caretaker relative includes the domestic partner of the parent or other caretaker relative,
even after the partnership is terminated.

Definition of domestic
partner:

%4 The definition of caretaker relative includes other relatives of the child based on blood (including those of
half-blood), adoption or marriage.

If a parent is not included in the case, one (1) other caretaker relative may be
included to the same extent he would have been eligible in the Aid to Families
with Dependent Children program using the AFDC methodology in effect on
- July 16, 1996.

A caretaker relative shall include:

1. Grandfather;

2. Grandmother;

3. Brother;

4. Sister;

TN No: 13-0008-MM1

Approval Date:
Kentucky pp ate: 11/18/13
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Medicaid Eligibility

5. Uncle;
6. Aunt;
Description of other
relatives: 7. Nephew;
8. Niece;

9. First cousin;

10. A relative of the half-blood;

11. A preceding generation denoted by a prefix of:
a. QGrand;
b. Great; or
c. Great-great; or

12. A stepfather, stepmother, stepbrother, or stepsister.

O] The definition of caretaker relative includes any adult with whom the child is living and who assumes
primary responsibility for the dependent child's care.

X} Options relating to the definition of dependent child (select the one that applies):
The state elects to eliminate the requirement that a dependent child must be deprived of parental support or

(s care by reason of the death, physical or mental incapacity, or absence from the home or unemployment of at
least one parent.

_ The child must be deprived of parental support or care, but a less restrictive standard is used to measure
" unemployment of the parent (select the one that applies):

[m] Have household income at or below the standard established by the state.

0 MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state.

[m] Income standard used for this group

[®] Minimum income standard

The minimum income standard used for this group is the state's AFDC payment standard in effect as of May 1, 1988,
converted to MAGI-equivalent amounts by household size. The standard is described in S14 AFDC Income Standards.

The state certifies that it has submitted and received approval for its converted May 1, 1988 AFDC payment
standard.

[B] Maximum income standard

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
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Medicaid Eligibility

The state certifies that it has submitted and received approval for its converted income standard(s) for parents and
other caretaker relatives to MAGI-equivalent standards and the determination of the maximum income standard to
be used for parents and other caretaker relatives under this eligibility group.

The state's maximum income standard for this eligibility group is:

c The state's effective income level for section 1931 families under the Medicaid state plan as of March 23, 2010,
- converted to a MAGI-equivalent percent of FPL or amounts by household size.

@ The state's effective income level for section 1931 families under the Medicaid state plan as of December 31,
" 2013, converted to a MAGI-equivalent percent of FPL or amounts by household size.

The state's effective income level for any population of parents/caretaker relatives under a Medicaid [ 115
(. demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household
size.

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115
(" demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by
household size.

Enter the amount of the maximum income standard:

(" A percentage of the federal poverty level: %

® The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent standard. The
" standard is described in S14 AFDC Income Standards.

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage
(" increase in the Consumer Price Index for urban consumers (CPI-U) since such date, converted to a MAGI-
equivalent standard. The standard is described in S14 AFDC Income Standards.

The state's TANF payment standard, converted to a MAGI-equivalent standard. The standard is described in S14
C
AFDC Income Standards.

(: Other dollar amount

[m] Income standard chosen:
Indicate the state's income standard used for this eligibility group:
(> The minimum income standard

(¢ The maximum income standard

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage

(. increase in the Consumer Price Index for urban consumers (CPI-U) since such date. The standard is described in
S14 AFDC Income Standards.

(" Another income standard in-between the minimum and maximum standards allowed

[m) There is no resource test for this eligibility group.

[®] Presumptive Eligibility

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
Kentucky $25-3



Medicaid Eligibility

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expirati te: 10/31/2014

42 CFR 435.116

1902(a)(10)(A)(i)(I1I) and (IV)
1902(a)(10)(A)(ii)(T), (IV) and (IX)
1931(b) and (d)

1920

[®] Pregnant Women - Women who are pregnant or post-partum, with household income at or below a standard established by the state.
The state attests that it operates this eligibility group in accordance with the following provisions:
[®] Individuals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435.4.

Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this

group in accordance with section 1931 of the Act, if they meet the income standard for state plan Parents and Other
Caretaker Relatives at 42 CFR 435.110.

& Yes C No

O MAG]I-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based
Income Methodologies, completed by the state.

[} Income standard used for this group
[®] Minimum income standard (Once entered and approved by CMS, the minimum income standard cannot be changed.)

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining
eligibility for pregnant women, or as of July 1, 1989, had authorizing legislation to do so.

& Yes (O No

Enter the amount of the minimum income standard (no higher than 185% FPL):|185 % FPL

[®] Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant
women to MAGI-equivalent standards and the determination of the maximum income standard to be used for
pregnant women under this eligibility group.

The state's maximum income standard for this eligibility group is:

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income

families), 1902(a)(10)(A)(i)(III) (qualified pregnant women), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-

related pregnant women), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(10)
C (A)(ii)(1) (pregnant women who meet AFDC financial eligibility criteria) and 1902(2)(10)(A)(ii}(IV)

(institutionalized pregnant women) in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent of FPL.

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
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Medicaid Eligibility

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income
families), 1902(a)(10)(A)(i)(III) (qualified pregnant women), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-
related pregnant women), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related pregnant women), 1902(a)(10)
(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)(10)(A)(ii)(IV)
(institutionalized pregnant women) in effect under the Medicaid state plan as of December 31, 2013, converted to
a MAGl-equivalent percent of FPL.

o The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as
" of March 23, 2010, converted to a MAGl-equivalent percent of FPL.

C The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as
" of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

C 185% FPL

The amount of the maximum income standard is:} 195 % FPL

[m] Income standard chosen
Indicate the state's income standard used for this eligibility group:
(> The minimum income standard
(¢: The maximum income standard
(> Another income standard in-between the minimum and maximum standards allowed.
[W] There is no resource test for this eligibility group.
[W] Benefits for individuals in this eligibility group consist of the following:
(& All pregnant women eligible under this group receive full Medicaid coverage under this state plan.

. Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant women receive
~ only pregnancy-related services.

[M] Presumptive Eligibility

The state covers ambulatory prenatal care for individuals under this group when determined presumptively eligible by a
qualified entity.

(¢ Yes (C No
[W] The presumptive period begins on the date the determination is made.

[W] The end date of the presumptive period is the earlier of:

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by the
last day of the month following the month in which the determination of presumptive eligibility is made; or

The last day of the month following the month in which the determination of presumptive eligibility is made, if no
application for Medicaid is filed by that date.

[@] There may be no more than one period of presumptive eligibility per pregnancy.

A written application must be signed by the applicant or representative.

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
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Medicaid Eligibility

’

C: Yes (® No

[m] The presumptive eligibility determination is based on the following factors:
[m] The woman must be pregnant
[@] Household income must not exceed the applicable income standard at 42 CFR 435.116.
X State residency

[] Citizenship, status as a national, or satisfactory immigration status

O The state uses qualified entities, as defined in section 1920A of the Act, to determine eligibility presumptively for
this eligibility group.

A qualified entity is an entity that is determined by the agency to be capable of making presumptive |
eligibility determinations based on an individual’s household income and other requirements, and that
meets at least one of the following requirements. Select one or more of the following types of entities
used to determine presumptive eligibility for this eligibility group: (

% Furnishes health care items or services covered under the state's approved Medicaid state plan and
is eligible to receive payments under the plan

[ Is authorized to determine a child's eligibility to participate in a Head Start program under the
Head Start Act

] Is authorized to determine a child's eligibility to receive child care services for which financial
assistance is provided under the Child Care and Development Block Grant Act of 1990

Is authorized to determine a child's eligibility to receive assistance under the Special Supplemental
[] Food Program for Women, Infants and Children (WIC) under section 17 of the Child Nutrition Act
of 1966

n Is authorized to determine a child's eligibility under the Medicaid state plan or for child health
assistance under the Children's Health Insurance Program (CHIP)

] Is an elementary or secondary school, as defined in section 14101 of the Elementary and Secondary
Education Act of 1965 (20 U.S.C. 8801)

[] Is an elementary or secondary school operated or supported by the Bureau of Indian Affairs
[ Is a state or Tribal child support enforcement agency under title IV-D of the Act

Is an organization that provides emergency food and shelter under a grant under the Stewart B.
O ek :
McKinney Homeless Assistance Act

] Isa stat;, or Tribal office or entity involved in enrollment in the program under Medicaid, CHIP, or
title IV-A of the Act

Is an organization that determines eligibility for any assistance or benefits provided under any program
of public or assisted housing that receives Federal funds, including the program under section 8 or any

O other section of the United States Housing Act of 1937 (42 U.S.C. 1437) or under the Native
American Housing Assistance and Self Determination Act of 1996 (25 U.S.C. 4101 et seq.)

N Is a health facility operated by the Indian Health Service, a Tribe, or Tribal organization, or an
Urban Indian Organization

[] Other entity the agency determines is capable of making presumptive eligibility determinations:
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CMS Medicaid Eligibility

The state assures that it has communicated the requirements for qualified entities, at 1920A(b)(3) of the Act,
and has provided adequate training to the entities and organizations involved. A copy of the training materials
has been included.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.118

1902(a)(10)(A)()(III), (IV), (VI) and (VII)
1902(a)(10)}(A)(ii)(IV) and (IX)

1931(b) and (d)

O Infants and Children under Age 19 - Infants and children under age 19 with household income at or below standards established by
the state based on age group.

The state attests that it operates this eligibility group in accordance with the following provisions:
[m] Children qualifying under this eligibility group must meet the following criteria:
[®] Are under age 19
[W] Have household income at or below the standard established by the state.

il MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income Methodologies, completed by the state.

[®] Income standard used for infants under age one

[B] Minimum income standard

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining
eligibility for infants under age one, or as of July 1, 1989, had authorizing legislation to do so.

® Yes ( No

Enter the amount of the minimum income standard (no higher than 185% FPL):| 185 % FPL

[®] Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for infants

under age one to MAGl-equivalent standards and the determination of the maximum income standard to be used
for infants under age one.

The state's maximum income standard for this age group is:

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income
families), 1902(a)(10)(A)(i)(III) (qualified children), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-related

(: infants), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related infants) and 1902(a)(10)(A)(ii)(1V)
(institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a MAGI-
equivalent percent of FPL.
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®

O

C

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income
families), 1902(a)(10)(A)(i)(I11) (qualified children), 1902(a)(10)(A)(i)(IV) (mandatory poverty level-related
infants), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related infants) and 1902(a)(10)(A)(ii)(IV)
(institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a
MAGlI-equivalent percent of FPL.

The state's effective income level for any population of infants under age one under a Medicaid 1115
demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

The state's effective income level for any population of infants under age one under a Medicaid 1115
demonstration as of December 31, 2013, converted to a MAGl-equivalent percent of FPL.

185% FPL

Enter the amount of the maximum income standard: {195 % FPL

[M] Income standard chosen

The state's income standard used for infants under age one is:

&

C

The maximum income standard

If not chosen as the maximum income standard, the state's highest effective income level for coverage of infants
under age one under sections 1931 (low-income families), 1902(a)(10)(A)(i)(III) (qualified children), 1902(a)(10)
(A)()(1V) (mandatory poverty level-related infants), 1902(a)(10)(A)(ii)(1X) (optional poverty level-related
infants) and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of
March 23, 2010, converted to a MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of infants
under age one under sections 1931 (low-income families), 1902(a)(10)(A)(i)(III) (qualified children), 1902(a)(10)
(A)(i)IV) (mandatory poverty level-related infants), 1902(a)(10)(A)(ii)(IX) (optional poverty level-related
infants) and 1902(a)(10)(A)(ii)}(IV) (institutionalized children), in effect under the Medicaid state plan as of
December 31, 2013, converted to a MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of infants
under age one under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-equivalent
percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of infants
under age one under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-equivalent
percent of FPL.

Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
the effective income standard for this age group in the state plan as of March 23, 2010.

[@] Income standard for children age one through age five, inclusive

[W] Minimum income standard
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Medicaid Eligibility

The minimum income standard used for this age group is 133% FPL.

[H] Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for children

age one through five to MAGI-equivalent standards and the determination of the maximum income standard to be
used for children age one through five.

The state's maximum income standard for children age one through five is:

The state's highest effective income level for coverage of children age one through five under sections 1931 (low-
o income families), 1902(a)(10)(A)(i)(IIT) (qualified children), 1902(a)(10)(A)(i)(VI) (mandatory poverty level-
- related children age one through five), and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the
Medicaid state plan as of March 23, 2010, converted to a MAGl-equivalent percent of FPL.

The state's highest effective income level for coverage of children age one through five under sections 1931 (low-
@ income families), 1902(a)(10)(A)(i)(IIT) (qualified children), 1902(a)(10)(A)(i}(VI) (mandatory poverty level-
" related children age one through five), and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the
Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

o The state's effective income level for any population of children age one through five under a Medicaid 1115
* demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

o The state's effective income level for any population of children age one through five under a Medicaid 1115
~" demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

Enter the amount of the maximum income standard: {142 % FPL

[W] Income standard chosen
The state's income standard used for children age one through five is:
(8. The maximum income standard

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age one through five under sections 1931 (low-income families), 1902(a)(10)(A)(i)(IIT) (qualified children),

> 1902(a)(10)(A)(i)(VI) (mandatory poverty level-related children age one through five), and 1902(a)(10)(A)(ii)
(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children
_ age one through five under sections 1931 (low-income families), 1902(2)(10)(A)(i)(III) (qualified children),
o 1902(a)(10)(A)(i)(VI) (mandatory poverty level-related children age one through five), and 1902(a)(10)(A)(ii)
(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a
MAGI-equivalent percent of FPL.
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Medicaid Eligibility

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of children

O age one through five under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-
equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of children
age one through five under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-
equivalent percent of FPL.

. Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
~" the effective income standard for this age group in the state plan as of March 23, 2010.

@] Income standard for children age six through age eighteen, inclusive

[

[

()

Minimum income standard
The minimum income standard used for this age group is 133% FPL.

Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for children age
six through eighteen to MAGI-equivalent standards and the determination of the maximum income standard to be
used for children age six through age eighteen.

The state's maximum income standard for children age six through eighteen is:

The state's highest effective income level for coverage of children age six through eighteen under sections 1931
o (low-income families), 1902(a)(10)(A)(i)(IIT) (qualified children), 1902(a)(10)(A)(i)(VII) (mandatory poverty
* level-related children age six through eighteen) and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect
under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

The state's highest effective income level for coverage of children age six through eighteen under sections 1931
@ (low-income families), 1902(a)(10)(A)(i)III) (qualified children), 1902(a)(10)(A)(i)(VII) (mandatory poverty
" level-related children age six through eighteen) and 1902(a)(10)(A)(ii}(IV) (institutionalized children), in effect

under the Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

C The state's effettive income level for any population of children age six through eighteen under a Medicaid 1115
" demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL.

o The state's effective income level for any population of children age six through eighteen under a Medicaid 1115
" demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL.

> 133%FPL

Enter the amount of the maximum income standard: [142 % FPL

Income standard chosen
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The state's income standard used for children age six through eighteen is:
(& The maximum income standard

If not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age six through eighteen under sections 1931 (low-income families), 1902(a)(10)(A)(1)(I1I) (qualified children),

C 1902(a)(10)(A)(i)(VII) (mandatory poverty level-related children age six through eighteen) and 1902(a)(10)(A)
(ii))(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age six through eighteen under sections 1931 (low-income families), 1902(a)(10)(A)(i)(IIl) (qualified children),
1902(a)(10)(A)(I)(VI) (mandatory poverty level-related children age six through eighteen) and 1902(a)(10)(A)
(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to
a MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of children
age six through eighteen under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-
equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of children
age six through eighteen under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-
equivalent percent of FPL.

Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
* the effective income standard for this age group in the state plan as of March 23, 2010.

[H] There is no resource test for this eligibility group.
[W] Presumptive Eligibility
The state covers children when determined presumptively eligible by a qualified entity.

C Yes (= No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
Kentucky S30-5




Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

1902(a)(10)(A)(i)(VIII)
42 CFR 435.119

The state covers the Adult Group as described at 42 CFR 435.119.
@ Yes i No

[®] Adult Group - Non-pregnant individuals age 19 through 64, not otherwise mandatorily eligible, with income at or below 133% FPL.
The state attests that it operates this eligibility group in accordance with the following provisions:
{H] Individuals qualifying under this eligibility group must meet the foliowing criteria:
[®] Have attained age 19 but not age 65.
[®] Are not pregnant.

[W] Are not entitled to or enrolled for Part A or B Medicare benefits.

W] Are not otherwise eligible for and enrolled for mandatory coverage under the state plan in accordance
with 42 CFR 435, subpart B.

Note: In 209(b) states, individuals receiving SSI or deemed to be receiving SSI who do not qualify for mandatory
Medicaid eligibility due to more restrictive requirements may qualify for this eligibility group if otherwise eligible.

[@] Have household income at or below 133% FPL.

O MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based
Income Methodologies, completed by the state.

[W] There is no resource test for this eligibility group.

Parents or other caretaker relatives living with a child under the age specified below are not covered unless the child is
[W] receiving benefits under Medicaid, CHIP or through the Exchange, or otherwise enrolled in minimum essential coverage, as
defined in 42 CFR 435 4.

(® Under age 19, or
C A higher age of children, if any, covered under 42 CFR 435.222 on March 23, 2010:
(W] Presumptive Eligibility

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

C Yes @ No
PRA Disclosure Statement
TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
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According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.150
1902(a)(10)(A)G)(IX)

O Former Foster Care Children - Individuals under the age of 26, not otherwise mandatorily eligible, who were on Medicaid and
in foster care when they turned age 18 or aged out of foster care.

The state attests that it operates this eligibility group under the following provisions:

[®] Individuals qualifying under this eligibility group must meet the following criteria:
(W} Are under age 26.
0 Are not otherwise eligible for and enrolied for mandatory coverage under the state plan, except that eligibility under
this group takes precedence over eligibility under the Adult Group.

Were in foster care under the responsibility of the state or Tribe and were enrolled in Medicaid under the state's state

[m] plan or 1115 demonstration when they turned 18 or at the time of aging out of that state's or Tribe's foster care
program.

The state elects to cover children who were in foster care and on Medicaid in any state at the time they turned 18 or
aged out of the foster care system.,

®Yes (No

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CFR
435.118) eligibility groups when determined presumptively eligible.

(CYes (&No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

~
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OMB Control Number 0938-1148
Ixpiration date: 4

1902(a)(10)(A)(i)(XX)
1902(hh)
42 CFR 435.218

Individuals above 133% FPL - The state elect to cover individuals under 65, not otherwise mandatorily or optionally eligible,
with income above 133% FPL and at or below a standard established by the state and in accordance with provisions described at
42 CFR 435.218.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-0S, Baltimore, Maryland 21244-1850.
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.220
1902(a)(10)(A)i)(T)

Optional Coverage of Parents and Other Caretaker Relatives - The state elects to cover individuals qualifying as parents or other
caretaker relatives who are not mandatorily eligible and who have income at or below a standard established by the state and in
accordance with provisions described at 42 CFR 435.220.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.222
1902(a)(10)(A)(ii)(1)
1902(a)(10)(A)(i)(1V)

Reasonable Classification of Individuals under Age 21 - The state elects to cover one or more reasonable classifications of individuals

under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance
with provisions described at 42 CFR 435.222.

C Yes (¢ No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.227
1902(a)(10)(A)(ii)(VIII)

Children with Non IV-E Adoption Assistance - The state elects to cover children with special needs for whom there is a non IV-E
adoption assistance agreement in effect with a state, who were eligible for Medicaid, or who had income at or below a standard
established by the state and in accordance with provisions described at 42 CFR 435.227.

C Yes (8 No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information cotlection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
Expiration dat

1902(a)(10)(A)(ii)(XIV)
42 CFR 435.229 and 435.4
1905(u)(2)(B)

Optional Targeted Low Income Children - The state elects to cover uninsured children who meet the definition of optional targeted
low income children at 42 CFR 435.4, who have household income at or below a standard established by the state and in accordance
with provisions described at 42 CFR 435.229.

C Yes (8 No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

1902(a)(10)(A)(ii)(XIT)
1902(z)

Individuals with Tuberculosis - The state elects to cover individuals infected with tuberculosis who have income at or below a standard
established by the state, limited to tuberculosis-related services.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/ 014

42 CFR 435.226
1902(a)(10)(A)(ii)(XVII)

Independent Foster Care Adolescents - The state elects to cover individuals under an age specified by the state, less than age
21, who were in state-sponsored foster care on their 18th birthday and who meet the income standard established by the state and
in accordance with the provisions described at 42 CFR 435.226.

C: Yes @ No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

1902(a)(10)(A)(ii)(XXI)
42 CFR 435.214

Individuals Eligible for Family Planning Services - The state elects to cover individuals who are not pregnant, and have household
income at or below a standard established by the state, whose coverage is limited to family planning and related services and in
accordance with provisions described at 42 CFR 435.214.

C Yes (& No

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-0008-MM1 Approval Date: 11/18/13 Effective Date: 01/01/14
Kentucky $59-1
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Kentucky
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s28, S30, S51, S52, S53, S54, and

S14 and related pages or sections of pages being deleted as obsolete

State Plan Section Complete Pages Removed Partial Pages Removed
Page 1 Page 2, A.2.b
Page 3 Page 2, A.2.c
Page 3a Page 2a, A.3
Page 4 Page 5, A.10
Page 4a Page 9c, B.1l remove
Attachment 2.2-A Page 12 “Caretaker relatives”
Page 13 and “Pregnant women”
Page 13a Page 20, B.14
Page 14 Page 23c, #19, #21
Page 1l4a Page 25, C.4
Page 23
Page 23b
Supplement 1 to Attachment 2.2-A Page 1
Page 3b Page 1, A.2.a(i) and
Page 1lla (1ii)
Page 19 Page 6 related to AFDC
Page 19a recipients, pregnant
Attachment 2.6-A Page 19Db women, infants, and
Page 21 children
Page 7, l.a(l) and (2)
Page 12, 5.e(2)
Page 18, 5.e
Page 25, 1ll.a(3)
Supplement 1 to Attachment 2.6-A Pages 1-4
Supplement 2 to Attachment 2.6-A Pages 1-5
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groups for families
and children
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2.6-A
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families and children

Supplement 12 to Attachment
2.6-A

Pages 1-3




OMB Control Number 0938-1148
OMSB Expiration date: 10/31/2014

o =
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42 CFR 435.1110

One or more qualified hospitals are determining presumnptive eligibility under 42 CFR 435.1110, and the state is providing Medicaid
coverage for individuals determined presumptively eligible under this provision.

#FYes (No

[¥] The state attests that presumptive eligibility by hospitals is administered in accordance with the following provisions:
[®] A qualified hospital is a hospital that:

Participates as a provider under the Medicaid state plan or a Medicaid 1115 Demonstration, notifies the Medicaid agency of

[®] its election to make presumptive eligibility determinations and agrees to make presumptive eligibility determinations
consistent with state policies and procedures.
Has not been disquatified by the Medicaid agency for failure to make presumptive eligibility determinations in accordance

[W] with applicable state policies and procedures or for failure to meet any standards that may have been established by the
Medicaid agency.

Assists individuals in completing and submitting the full application and understanding sny documentation requirements.

CYes @No

[W] The eligibility groups or populations for which hospitals determine eligibility presumptively are:

{®] Pregnant Women

[m] Infants and Children under Age 19

[#] Parents and Other Caretaker Relatives

[8] Adult Group, if covered by the state

[®] Individuals above 133% FPL under Age 65, if covered by the state

[®] Individuals Eligible for Family Planning Services, if covered by the state

[®] Former Foster Care Children

[®] Certzin Individuals Needing Treatment for Breast or Cervical Cancer, if covered by the state

[ Other Family/Adult groups:

[] Eligibility groups for individuals age 65 and over

[] Eligibility groups for individuals who are blind

[] EBligibility groups for individuals with disabilities

[[] Other Medicaid state plan eligibility groups

7] Demonstration populations covered under section 1115

The state establishes standards for qualified hospitals making presumptive eligibility determinations.

TN No: 13-0003-MM7 Approval Date: 11/22/13 Effective Date: 01/01/14
Kentucky $21-1



cCmMs Medicaid Eligibility

CYes G No
[W] The presumptive period begins on the date the determination is made.
[W] The end date of the presumptive period is the carlier of:

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by the last day of
the month following the month in which the determination of presumptive eligibility is made; or

The last day of the month following the month in which the determination of presumptive eligibility is made, if no
application for Medicaid is filed by that date.

[ Periods of presumptive eligibility are limited as follows:
(& No more than one period within a calendar year.
" No more than one period within two calendar years.

No more than one period within a twelve-month period, starting with the effective date of the initial presumptive eligibility
period.

(" Other reasonable limitation:
The state requires that a written application be signed by the applicant, parent or representative, as appropriate.
C Yes (¢ No
[W] The presumptive eligibility determination is based on the following factors:
The individual’s categorical or non-financial eligibility for the group for which the individual’s presumptive eligibility is
{M} being determined (e.g., based on age, pregnancy status, status as a parent/caretaker relative, disability, or other requirements

specified in the Medicaid state plan or 28 Medicaid 1115 demonstration for that group)

Ol Household income must not exceed the applicable income standard for the group for which the individual's presumptive
eligibility is being determined, if an income standard is applicable for this group.

X State residency
Citizenship, status as a national, or satisfactory immigration status

7] The state assures that it has communicated the requirements for qualified hospitals, and has provided adequate training to the
hospitals. A copy of the training materials has been included.

PRA Disclo €
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB contro} number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-0009-MM7 Approval Date: 11/22/13 Effective Date: 01/01/14
Kentucky $21-2



Medicaid Eligibility

OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

1902(e)(14)
42 CFR 435.603

W] The state will apply Modified Adjusted Gross Income (MAGI)-based methodologies as described below, and consistent with
42 CFR 435.603.

In the case of determining ongoing eligibility for beneficiaries determined eligible for Medicaid on or before
December 31, 2013, MAGI-based income methodologies will not be applied until March 31, 2014, or the next
regularly-scheduled renewal of eligibility, whichever is later, if application of such methods results in a
determination of ineligibility prior to such date.

In determining family size for the eligibility determination of a pregnant woman, she is counted as herself plus
each of the children she is expected to deliver.

In determining family size for the eligibility determination of the other individuals in a household that includes
a pregnant woman:

C The pregnant woman is counted just as herself.

C The pregnant woman is counted as herself, plus one.

(*> The pregnant woman is counted as herself, plus the number of children she is expected to deliver.

Financial eligibility is determined consistent with the following provisions:

When determining eligibility for new applicants, financial eligibility is based on current monthly income and
family size.

When determining eligibility for current beneficiaries, financial eligibility is based on:

(&: Current monthly household income and family size

C Projected annual household income and family size for the remaining months of the current calendar year

In determining current monthly or projected annual household income, the state will use reasonable methods to:

[] Include a prorated portion of a reasonably predictable increase in future income and/or family size.

Account for a reasonably predictable decrease in future income and/or family size.

Except as provided at 42 CFR 435.603(d)(2) through (d)(4), household income is the sum of the MAGI-based income
of every individual included in the individual's household.

In determining eligibility for Medicaid, an amount equivalent to 5 percentage points of the FPL for the applicable
family size will be deducted from household income in accordance with 42 CFR 435.603(d).

Household income includes actually available cash support, exceeding nominal amounts, provided by the person
claiming an individual described at §435.603(f)(2)(i) as a tax dependent.

C Yes (& No

TN No: 13-0010-MM3 Approval Date: 10/25/13 Effective Date: 01/01/14
Kentucky $10-1
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Medicaid Eligibility

[®] The age used for children with respect to 42 CFR 435.603(£)(3)(iv) is:
(¢ Age 19

(" Age 19, orin the case of full-time students, age 21

PRA Bisclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-0010-MM3 Approval Date: 10/25/13 Effective Date: 01/01/14
Kentucky $10-2



SUPERSEDING PAGES OF

STATE PLAN MATERIAL
TRANSMITTAL NUMBER: STATE:
KY-13-0010-MM3 Kentucky
PAGE NUMBER OF THE PLAN SECTION OR PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
ATTACHMENT: OR ATTACHMENT (If Applicable):

Notwithstanding any other provisions of the Kentucky Medicaid
State Plan, the financial eligibility methodologies described in

Si10 - MAGI Income Methodology State Plan Amendment KY-13-0010-MM3 will apply to all
MAGI-based eligibility groups covered under Kentucky's
Medicaid State Plan. The MAGI financial methodologies set forth
in 42 CFR § 435.603 apply to everyone except those individuals
described at 42 CFR § 435.603(j) for whom MAGI-based methods
do not apply. This State Plan Amendment supersedes the current
financial eligibility provisions of the Medicaid State Plan only
with respect to the MAGI-based eligibility groups.




OMB Control Number 0938-1148
OMB Expiration date: 10/31/2014

42 CFR 435.403 ~

State Residency

The state provides Medicaid to otherwise eligible residents of the state, including residents who are absent from the state under
certain conditions.

Individuals are considered to be residents of the state under the following conditions:

i Non-institutionalized individuals age 21 and over, or under age 21, capable of indicating intent and who are emancipated or
married, if the individual is living in the state and:

[m] Intends to reside in the state, including without a fixed address, or
[W] Entered the state with a job commitment or seeking employment, whether or not currently employed.

O Individuals age 21 and over, not living in an institution, who are not capable of indicating intent, are residents of the state in
which they live.

[@] Non-institutionalized individuals under 21 not described above and non IV-E beneficiary children:
@] Residing in the state, with or without a fixed address, or

O The state of residency of the parent or caretaker, in accordance with 42 CFR 435.403(h)(1), with whom the individual
resides.

[l Individuals living in institutions, as defined in 42 CFR 435.1010, including foster care homes, who became incapable of
indicating intent before age 21 and individuals under age 21 who are not emancipated or married:

O Regardless of which state the individual resides, if the parent or guardian applying for Medicaid on the individual's behalf
resides in the state, or

Regardless of which state the individual resides, if the parent or guardian resides in the state at the time of the individual's
(= placement, or

If the individual applying for Medicaid on the individual's behalf resides in the state and the parental rights of the
[m] institutionalized individual's parent(s) were terminated and no guardian has been appointed and the individual is
institutionalized in the state.

[ndividuals living in institutions who became incapable of indicating intent at or after age 21, if physically present in the state,
unless another state made the placement.

Any other institutionalized individual age 21 or over when living in the state with the intent to reside there, and not placed in the

[}
[®] Individuals who have been placed in an out-of-state institution, including foster care homes, by an agency of the state.
= institution by another state.

IV-E eligible children living in the state, or

TN No: 13-0011-MM5 Approval Date: 11/19/13 Effective Date: 01/01/14
Kentucky $88-1



Medicaid Eligibility

[W] Otherwise meet the requirements of 42 CFR 435.403.

TN No: 13-0011-MMs5 Approval D
ate: .
Kentucky pp o e: 11/19/13 Effective Date: 01/01/14



Medicaid Eligibility

Meet the criteria specified in an interstate agreement.
¢ Yes ( No

[®] The state has interstate agreements with the following selected states:

Alabama X| Iilinois Montana o Rhode Island
Alaska X] Indiana X Nebraska South Carolina
Arizona X Towa < Nevada South Dakota
Arkansas [X| Kansas X| New Hampshire Tennessee
California [T Kentucky <] New Jersey Texas
Colorado <] Louisiana P<| New Mexico Utah
Connecticut [X| Maine ] New York Vermont
Delaware [X] Maryland [X] North Carolina Virginia
District of Columbia X] Massachusetts PX] North Dakota Washington
Florida X Michigan [X] Ohio West Virginia
Georgia [X| Minnesota [X] Oklahoma Wisconsin
Hawaii X| Mississippi <] Oregon 7] Wyoming

Idaho [X] Missouri [X] Pennsylvania

0 The interstate agreement contains a procedure for providing Medicaid to individuals pending resolution of their residency
status and criteria for resolving disputed residency of individuals who (select all that apply):

Are IV-E eligible

[] Are in the state only for the purpose of attending school

[] Are out of the state only for the purpose of attending school
[T] Retain addresses in both states

[] Other type of individual

The state has a policy related to individuals in the state only to attend school.
C Yes (& No

[W] Otherwise meet the criteria of resident, but who may be temporarily absent from the state.

The state has a definition of temporary absence, including treatment of individuals who attend school in another state.

C Yes (& No

PRA Disclosure Statement

TN No: 13-0011-MM5 Approval Date: 11/19/13 Effective Date: 01/01/14
Kentucky $88-3



Medicaid Eligibility

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. )

TN No: 13-0011-MM5 Approval Date: 11/19/13 Effective Date: 01/01/14
Kentucky $88-4



Eligibility Groups Included in the Alternative Benefit Plan Population:

 |The Alternative Benefit Plan population will include individuals from the entire state/territory.

@ 3 Alternative Benefit Plan

OMB Control Number: 0938-1148

Att
achment 3.1.L. D ’ OMB Expiration date: 10/31/2014

AN <

oo ABPL

R IR T AR A A RN SRR R

: |this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data

Identify and define the population that will participate in the Alternative Benefit Plan.

Alternative Benefit Plan Population Name: KyHealth Choices-New Aduit Group 1

Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any
targeting criteria used to further define the poputation.

Enrollment is

Eligibility Group: man'datory or
voluntary?

lMandatory l X

+ {lAdult Group

Enroliment is available for all individuals in these eligibility group(s). tes I

Geographic Area

Any other information the state/territory wishes to provide about the population (optional)

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons ¢ = required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete

resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Repoits Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V 20130724

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP-1



@5 Alternative Benefit Plan

OMB Control Number: 0938-1148
OMB

0

IThe state/territory has fully aligned its benefits in the Altemnative Benefit Plan using Essential Health Benefits and subject to 1937
;requircmems with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937 Yes
requirements. Therefore the state/territory is deemed to have met the requirements for voluntary choice of benefit package for

Individuals exempt from mandatory participation in a section 1937 Alternative Benefit Plan.

Explain how the state has fully aligned its benefits in the Altemative Benefit Plan using Essential Health Benefits and subject to 1937
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937 requirements.

pu—
Kentucky has reviewed the EHB's Anthem PPO and added or supplemented Medicaid benefits where necessary to at least offer the

benefits for purposes of defining EHBs. The ABP that is subject to section 1937 requirements and the Medicaid State Plan are fully
aligned.

: PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
fesources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to; CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130807

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP2a



@5, Alternative Benefit Plan

OMB Control Number: 0938-1148

Attachment 3.1-L Q OMB Expiration date: 10/31/2014

Select one of the following:

(" The state/tertitory is amending one existing benefit package for the population defined in Section 1.

(¢ The state/territory is creating a single new benefit package for the population defined in Section 1.

Name of benefit package: (KyHealth Choices

Selection of the Section 1937 Coverage Option

 The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
Equivalent Benefit Package under this Alternative Benefit Plan (check one):

(& Benchmark Benefit Package.
(" Benchmark-Equivalent Benefit Package.

The state/territory will provide the following Benchmark tsenefit Package (check one that applies):

c The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit
Program (FEHBP).

( State employee coverage that is offered and generally available to state employees (State Employee Coverage):

c A commercial HMO with the largest insured commercial, non-Medicaid enrollment in the state/territory (Commercial
HMO):

(¢ Secretary-Approved Coverage.

(¢ The state/territory offers benefits based on the approved state plan. -

The state/territory offers an array of benefits from the section 1937 coverage option and/or base benchmark plan
benefit packages, or the approved state plan, or from a combination of these benefit packages.

(¢ The state/territory offers the benefits provided in the approved state plan.

C Benefits include all those provided in the approved state plan plus additional benefits.

C Benefits are the same as provided in the-approved state plan but in a different amount, duration and/or scope.
(" The state/territory offers only a partial list of benefits provided in the approved state plan.

 The state/territory offers a partial list of benefits provided in the approved state plan plus additional benefits.

Please briefly identify the benefits, the source of benefits and any limitations:

Please refer to the state's approved State Plan

{S_eleclion of Base Benchmark Plan

TN No: 13-020 Approval Date: 12/20/13

Effective Date: 01/01/14
Kentucky ABP3-1



@§ Alternative Benefit Plan

Attachment 3.1-L

The state/territory must select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or
Benchmark-Equivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option.
Indicate which Benchmark Plan described at 45 CFR 156.100{a} the state/territory will use as i Base Benchmark Plan:
(¢ Largest plan by enrollment of thé three largest small group insurance products in the state's small group market.
(" Any of the largest three state employee health benefit plans by enrollment.
(" Any of'the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment.
( Largest insured commercial non-Medicaid HMO.

Plan name: {Anthem Blue Cross Blue Shield Small Group PPO

Other Information Related to Selection of the Section 1937 Coverage Option and the Base Benchmark Plan (opsional):

The State assures that all services in the base benchmark have been accounted for throughout the benefit chait found in ABPS.

The State assures the accuracy of all information in ABPS depicting amount, duration and scope parameters of services authorized in the
currently approved Medicaid state plan.

. Discle sure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this inforination collection is 0938-1148. The time required to complete
this information collection is estimated to average S hours per response, including the time to review instructions, search existing date
tesources, gather the data needed, and complete and review the information collection. [f you have comments concerning the accuracy of
the time estimate{s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Repors Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V 20130801

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP3-2




@_§ Alternative Benefit Plan

OMB Control Number: 0938-1148
OMB Expiration date: 10/31/2014

. ABP4

Attachment 3.1- L. [;L

7] Any cost sharing described in Attachment 4.18-A applies to the Alternative Benefit Plan.

Attachinent 4.18-A may be revised to include cost sharing for ABP services that are not otherwise described in the state pfan. Any such
cost sharing must comply with Section 1916 of the Social Security Act.

“The Alternative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in
No
Attachment 4.18-A.

Other Information Related to Cost Sharing Requirements (optional):

: PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information coliection, If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130807

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP4



@,,s  Alternative Benefit Plan

OMB Control Number: 0938-1148
OM’E_Expimtion date: 10/31/2014

ABPS.

The state/territory proposes a “Benchmark-Equivalent” benefit package.

The state/territory is proposing “Secretary-Approved Coverage” as its section 1937 coverage option.

Secretary-Approved Benchmark Package: Benefit by Benefit Comparison Table

The state/territory must provide a benefit by benefit comparison of the benefits in its proposed Secretary-Approved Alternative
Benefit Plan with the benefits provided by one of the section 1937 Benchmark Benefit Packages or the standard full Medicaid state
plan under Title XIX of the Act. Submit a document indicating which of these benefit packages will be used to make the comparison
and include a chart comparing each benefit in the proposed Secretary-Approved benefit package with the same or similar benefit in
the comparison benefit package, including any limitations or amount, duration and scope pertaining to the benefits in each benefit
package.

An attachment ie sobmitted.

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:
Anthem PPO

Enter the specific name of the section 1937 coverage option selected, if other than Secretary-Approved. Otherwise, enter
“Secretary-Approved.”

Secretary-Approved

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP5-1



CMS Alternative Benefit Plan

TN KO T ALY 5 AR A WYY

Attachment 3.1-L

[®] Essential Health Benefit {: Ambulatory patient services Collapse Al []

Benefit Provided: Source:
[Physician Services 1 Ismte Plan 1905(a) T

Authorization: Provider Qualifications:

INone | [Medicaid State Phan |

Amount Limit: Duration Limit:

lNone l lNO"C l

Scope Limit:

[None |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This represents Physician services.

Benefit Provided:

Source:
lOutpatient Hospitat Services l IL :te Plan 1905(a) ‘ Remove
Authorization: Provider Qualifications: ‘
[Other ] [Medicaid State Plan l
Amount Limit:* Duration Limit:
lNone J lNone j
Scope Limit:

- - ]

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Prior authorization is required for some services. See State Plan for complete listing.

Benefit Provided:

Source:
[Ciinic Services | |state pran 1905(a) ]
Authorization: Provider Qualifications:
lNonc l lMcdicaid State Plan l
Amount Limit: ’ Duration Limit:

hone l [None ‘

Scope Limit:

[one l

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABPS-2
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Attachment 3.1-L

Alternative Benefit Plan

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Remove

Benefit Provided: Source:

|Ceniﬁed Pediatric or Family Nurse Practitioner 7 [Sme Plan {905(a) I l'_ll;!—o;_]
Authorization: Provider Qualifications:
|None I lMedicaid State Plan l

Amount Limit:

Duration Limit:

!;IOHC

=

Scope Limit:

INone

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Full State Plan Service Title: Certified pediatric or family Nurse Practitioner services

Benefit Provided:

Saurce:

[Family Planning Services and Supplies for Individu

l lState Plan 1905(a)

Authorization:

Provider Qualifications:

[None

] h\dedicaid State Plan

Amount Limit:

Duration Limit:

[NOI'IC

7 o

|

Scope Limit:

ﬁ..imited to individuals of child-bearing age

]

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Fulil State Plan Service Title: Family Planning Services and Supplies for Individuals of Child-bearing Age

Benefit Provided: Source:
lHospice Care 1 lsme Plan 1905(a) ]
Authorization: Provider Qualifications:

lPrior Authorization

| [Medicaid state Plan

Amount Limit:

Luration Limit:

[None

| o

TN No: 13-020
Kentucky

Approval Date: 12/20/13
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cms Alternative Benefit Plan

ENIEM N S AT WD AT IV N

Attachment 3.1-L

Scope Limit:

Dually eligible (Medicare and Medicaid) recipients must participate in the Medicare and Medicaid hospice l Remove i
programs simultaneously in order to receive Medicaid hospice services

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Benefit Provided: Source:

IPn'vate duty nursing ' J lSlalc Plan 1905(a) , [I”‘E
Authorization: Provider Qualifications:
IPrior Authorization I IMcdicaid State Plan ]
Amount Limit: Duration Limit:
l2000 hours / year ‘ INone l
Scope Limit:
[Services in an inpatient setting excluded l
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source:

IMedicaI care & any other type of remedial:podiatry J [Sme Plan 1905(a) l
Authorization: T’rovider Qualifications:
[None l IMedicnid State Plan l
Amount Limit: Duration Limit:
]Nonc l [None l
Scope Limit:
;Limit\:d to non-routine fool care; routine foot care excluded 1

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Medical care and any other type of remedial care provided by licensed
practitioners: Podiatry

KY State Plan Title: Medical care and any other type of remedial care

Podiatry exclusions include: treatment of flatfoot; treatments undertaken for the sole purpose of correcting
a subluxated structure as an isolated entity within the foot; routine footcare, except when the patient has a
systemic disease of sufficient severity that unskilled perférmance of such procedures would be hazardous;
specified methods of plethysmography. Orthopedic shoes and other supportive devices for the feet are not
covered under this program element. Additional detail  -xplanations of these exclusions are included in

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP5-4




3
[V "

@§ Alternative Benefit Plan

Attachment 3.1-L

J—

the State Plan.
This represents podiasy services

Remove
Benefit Provided: Source:
[Medical care & any other type of remedial: Other ] ls@: Plan 1905(a) ] [ Remove
Authorization: Provider Qualifications:
[None | [Medicaid state Plan |
Amount Limit: Duration Limit:
= j[= |
B
Scope Limit:
!None l
Othier information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
ull State Plan Service Title: Medical care and any other type of remedial care provided by licensed
practitioners: Other practitioner’s services
KY State Plan Title: Medical care and any other type of remedial care
This represents services provided by other practitioners listed in the Swate Plan
Add

IN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP5-5
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Alternative Benefit Plan

.|[@) Essential Health Benefit 2: Emergency services Collapse All[]
Benefit Provided: Source:
[quaa(iem Hospital: Emergency Department I Isme Plan 1905(a) I [ Remove ]

Authorization:

Provider Qualifications:

[None | [Medicaid State Ptan ]
Amount Limit: Duration Limit:
lNonc l lNone I
Scope Limit:
[ione |
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source:

IAny other medical care: emergency fransporiation I [State Plan"1905(a) l {_R_e;:;c—]
Authorization: Provider Qualifications:
INonc I lMedicaid State Plan l
Amount Limit: Duration Limit:
[None l IN°“° l
Scope Limit:
iNonc t

benchmark plan:

Other information-regarding this benefit, including the specific name of the source plan if it is not the base

the state law, specified by the Secretary
This represents emergency wansporsation/ambulance

Full State Plan Service Title: Any other medical care and any other type of remedial care recognized under

TN No: 13-020
Kentucky -

Approval Date: 1
ABPS-6

2/20/13 Effective Date: 01/01/14




@5 Alternative Benefit Plan

Attachment 3.1-L

. | Essential Health Benefit 3: Hospitalization Collapse At []
Benefit Provided: Saurce:
[Inpatient Hospital Services i [;taw Plan 1905(a) j mé:]
Authorization: Provider Qualifications:

{other | [Medicaid State Plan B

Ameunt Limit: Duration Limit:

lNone ] hﬂone

Scope Limit:

[None B

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Authorization is done through prior, concurrent, and retroactive authorization, depending on the type of
hospital and service.

Benefit Provided: Source:
ﬁysician: Inpatient Services W l&am Plan 1905(a) I
Authorization: Provider Qualifications:
[None vl [ﬂedicaid State Plan [
Amoﬁnt Limit: Duration Limit:
[None ] lﬂone ]
Scope Limit:
[None ]

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This represents Inpatient Physician Services

Add

TN No: 13-020
Kentucky Approval Date: 12/20/13
ABP5.7 Effective Date: 01/01/1
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Alternative Benefit Plan

{W] Essential Health Benefit 4: Maternity and newbom care Collapse All {]
Benefit Provided: Source:
@rsc-midwife Services l Em(e Plan 1905(a) ‘ m
Authorization: Provider Qualifications:
(None l lM.:dicaid State Plan l
Amount Limit: Duration Limit:
[None —I EO"C j
Scope Limit:
lNone J
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:

hpatient Hospital Services: Maternity

J l§tate Plan 1905(a)

Authorization: Provider Qualifications:

Mr } lMedicaid State Plan i
Amount Limit: Duration Limit:

[None [ !_Nm‘e J
Scope Limit:

INone j

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

hospital and service.

Authorization is done through prior, concurrent, and retroactive authorization, depending on the type of

Services such as physician or inpatient hospital found in other EHBs are applicable here too

Benefit Provided:

Source;

lPhysician services: Matemity

l lsm: Planr 1905(a) }

Authorization: Provider Qualifications:

|other | [Medicaid State Plan ]
Amount Limit: Duration Limit:

Eone ‘] lﬁone l
Scope Limit:

lNone N l
::n':‘;’c’kly-’"ozo ApproX;L l;i;e: 12/20/13 Effective Date: 01/01/14




CMS Alternative Benefit Plan

VR M Sl TS & SRR A OV YA

Attachment 3.1- L

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan: -

lThis benefit is a duplicate of "outpatient surgery physician/surgical” in the base benchmark.

Approval Date: 12/20/13 Effective Date: 01/01/14

TN No: 13-020 ABPS-9
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Attachment 3.1-L

Essential Health Benefit 5: Mental health and substance usc disorder services including

; Ol behavioral health treatment

Coltapse All [}

Benefit Provided: Source:

|Inpatient Hospital Services: IP Mental Health ' IStatc Plan 1905(a) J

Authorization: Provider Qualifications:
|Pri0r Authorization 1 IMedicaid State Plan J
Amount Limit: Duration Limit:

[None | [Noe 7

Scope Limit:

‘IP Mental Health in an IMD is not available to individuals between the ages of 21 to 64.

Other information regarding this benefit, including the .pecific name of the source plan if it is not the base
benchmark plan:

This represents Inpatient Mental Health services.
These facilities are not IMDs.

Benefit Provided: Source:

IRehabilitative services: OP Mental Health [ [Smm Plan 1905(a) l m
Authorization: * Provider Quatifications:
lNone I lMedicaid State Plan J
Amount Limit: Duration Limit:

fone ) fene ]

Scope Limit:

[None

|

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilitative services, i.e. other
than those provided eisewhere in this plan
This represents Outpatient Mental Health services.

Benefit Provided: Source:
llnpatient Hospital Services: IP Substance Use l !State Plan 1905(a) l
Authorization: . Provider Qualifications:
IPrior Authorization ] [&edicaid State Plan I
Amount Limit: Duration Limit:
lI\Ione l lNonc J
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Attachment 3.1-L

Scope Limit:
[None / | [ Remove
Other information regarding this benefit, including the specific name of the source plan ift is not the base
benchmark plan:
This represents IP Substance Use Disorder Services /
These facilitics are not IMDs. ;
i
Benefit Provided: Source: [/’
|Rehabilimivc services: OP Substance Use | [Sta‘g Plan 1905(3)7 1 { Remove I
Autherization: Provider Qualifications:
[None | [Medicaid State Ptan |
Amount Limit: Duration Limit:
[None ] IN°"° ]
Scope Limit:
lNonc }
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilisative services, i.c. other
than those provided elsewhere in this plan
| This represents OP Substance Usc Disorder Services
[ A ]

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABPS5-11 )
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[® Essential Health Benefit 6: Prescription drugs

Benefit Provided:

Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the
same number of prescription drugs in cach category and class as the base benchmark.

Prescription Drug Limits (Check all that apply.): Auth-ization: Provider Qualifications:
C] Limit on days supply Yes l Eate licensed J
[J Limit on number of prescriptions
[ Limit on brand drugs
[ Other coverage limits
B Preferred drug list

Coverage that exceeds the minimum requirements or other:

The Commonwealth of Kentucky's ABP prescription drug benefit plan is the same as under the approved
Medicaid state plan for prescribed drugs.

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP5-12
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Alternative Benefit Plan

Scope Limit:

[None

)

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

services.

State Plan Service Title: Physical therapy and related services

20 visits per year for physical therapy; benefit limits are aggregated between habilitation and rehabilitation

[@ Essential Health Benefit 7: Rehabilitative and habilitative services and devices Collapse Al []
Benefit Provided: Source:
[Physical therapy &related svcs: PT ] !i“’“ Plan 1905(a) J ‘Remove
Authorization: Provider Qualifications:
[PTior Authorization _] lMedicaid State Plan I
Amount Limit: Duration Limit:
‘20 visits per calendar year _l Elune l

Benefit Provided:

Source:

lHome Health: Medical supplies, equipment, and appl J IS‘“" Plan 1905(a)

Authorization:

Provider Qualifications:

[ Prior Authorization

] [Medicaid State Plan

[ Remove l

J A
]
]

Amount Limit: Duration Limit:

Fone ] )ﬁme

Scope Limit:

E;cciﬁc restrictions and exclusions are found in the fee schedule j
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Fult State Plan Service Title: Home Health: Medical supplies, equipment, and appliances suvitable for use in
the home

KY State Plan Title: Home Health: Medical supplies suitable for use in the home

Prior authorization is required for items of equipment or repairs greater than $500 and certain other

specified items.
Benefit Provided: Source:
h‘rosthetics J lSta(e Plan 1905(a) J
Authorization: Provider Qualifications:
Br Authorization ‘ ll‘\dedicaid State Plan _J
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Amount Limit: Duration Limit:

lNone ] 'Eone J ‘ Remove |
Scope Limit:

[None ’

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Prior authorization is required for items of cquipment or repairs greater than $500 and certain other
specified items.

Benefit Provided: Source:
F‘Jursing Facility Services (21 and older) { rs';;;e Plan 1905(a) J m
Authorization: ‘Trovider Qualifications:
[Prior Authorization ] [Mcdicaid State Plan J
Amount Limit: Duration Limit:
lNone l h‘lone ]
Scope Limit:

Weets level of care J

Other-information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

This is a nursing facility for rehabilitative purposes. The base benchmark limits the number of days in a

nursing facility to 90 day.
Benefit Provided: Source: .
IMedical and other types of remedial care: chiropra ] Isgate Plan 1905(a) J Remove

Authorization: Provider Qualifications:

iPrior Authorization l LKi'edicaid State Plan ]

Amount Limit: Duration Limit:

(26 visits per calendar year J l;one I

Scope Limit:

[None |

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This represents chiropractic services

Benefit Provided: Source:
(Physical therapy &related svcs: OT j bate Plan 1905(a) l
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Authorization: Provider Qualifications:

[prior Authorization | [Medicaid State Plan ]
Amount Limit: Duration Limit:

120 visits per calendar year 1 hﬁone 1

Scope Limit:

[None ]

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

State Plan Service Title: Physical therapy and related services

20 visits per year for occupational therapy; benefit limits are aggregated between habilitation and
rehabilitation services.

Benefit Provided: Source:
lPhysical therapy &related svcs: ST J ’Stane Plan 1905(a) ] Remove
Authorization: Provider Qualifications:
[PrTor Authorization 1 LMedicaid State Plan !
Amount Limit: Duration Limit:
Bﬂgim per calendar year l lNone *

Scope Limit:

one ]

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

State Plan Service Title: Physical therapy and related services

20 visits per year for speech therapy; benefit limits are aggregated between habilitation and rehabilitation

services,

Benefit Provided: Source:

]Home health services: nursing, aide, and therapy J L-Sﬁte Plan 1905(a) —l
Authorization: Provider Qualifications:
[Prior Authorization _J Ededicaid State Plan !
Amount Limit: Duration Limit:

iPTIOT/ST: 20 visits each per calendar year J LNone ‘

Scope Limit:

lNone . ﬁi

TN No: 13-020

Kentucky Approval Date: 12/20/13
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Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan: . Remove

This represents the home health visit, including PT/OT/SLT (if applicable)

20 visits each per calendar year for physical, occupational, and speech therapy; benefit rehabilitation

services

Add
TN No: 13-020 A
roval : .
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{@) Essential Health Benefit 8: Laboratory services Collapse Al ]

Benefit Provided: Source:
k)ther Laboratory and x-Ray Services ] Ls‘m Plan 1905(a) j
Authorization: Provider Qualifications:
k)thcr ] ‘Medicaid State Plan J
Amount Limit: Juration Limit:
|I‘Jone l {F‘”‘e !
Scope Limit:
lNone ]
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Some imaging services require a prior authorization, See State Plan for complete listing,.
Add
Py
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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[@] Essential Health Benefit 9: Preventive and wellness services and chronic disease management

by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended

ant additional preventive services for women recommended by the Institute of Medicine (10M).

Collapse All [ ]
The state/territory must provide, at a minimum, a broad range of preventive services including: “A™ and “B” services recommended

vaccines; preventive care and screening for infants, children and adults recommended by HRSA s Bright Futures program/project;

Berefit Provided: Source:

[None | [Medicaid tate ptan ]

Amount Limit: Duration Limit:
lNone J l&me ‘

Scope Limit:

Supplements existing benefits with any additions to comply with USPSTF, ACIP, IOM, and Bright
Futures.

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:
Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilitative services, i.e. other

than those provided elsewhere in this plan

This benefit includes preventive services

igreventive services J ‘gate Plan 1905(a) 1 Remove
Authorization: Provider Qualifications:

|

Authorization:

Benefit Provided: Source:
|Physician services: altergy ] [State Plan 1905(2)
Provider Qualifications:

IT\IOIIB

I lk_ﬂpdicaid State Plan

]

Amount Limit:

Duration Limit:

II—\IOIIC

=

Scope Limit:

F\JOHC

|

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

Add

TN No: 13-020
Kentucky

Approval Date: 12/20/13
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[W] Essential Health Benefit 10: Pediatric services including oral and vision care Collapse All []
Bcneﬁt Provided: ‘ Source:
Medicaid State Plan EPSDT Benefits lStatc Plan 1905(2) J [—m
Authorization: Provider Qualifications:
[Other _J lMedicaid State Plan J
Amount Limit: Duration Limit:
(None 1 'lone J
Scope Limit:
[None l

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

State Plan Service Title: EPSDT
Prior Auth required for orthondontia

Benefit Provided:

Source:
Medicaid State Pian EPSDT Benefits [Statc Plan 1905(2) J ‘_—W
Authorization: Provider Qualifications:
INone | {Medicaid State Pian |
Amount Limit: Duration Limit:
‘None ’ l lNone J
Scope Limit:
lLimitcd to children under 21 years of age J

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Inpatient psychiatric facility services for individuals under 21 years of age

These services are not in an IMD

Add

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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["] Other Covered Benefits from Base Benchmark Collapse Alt [}

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Base Benchmark Benefits Not Covered due to Substitution or Duplication

Collapse All []

Base Benchmark Benefit that was Substituted: Source:
{Primary Care Visit ] Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1957 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physician Services, under the EHB Ambulatory Patient

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefii(s) included above under Essential Health Benefits:

Services.
Base Benchmark Benefit that was Substituted: Source:
e . Base Benchmark
Specialist Visit ase Benchm

Duplication: This benefit was replaced with Physician Services, under the EHB Ambulatory Patient

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Services.
Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
Outpatient facility fee ase Benchmar

Duplication: This benefit was replaced with Clinic Services and Outpatient Hospital Services, under the
EHB Ambulatory Patient Services.

Base Benchmark Benefit that was Substituted: Source:
‘I _Base Benchmark

lHospice

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Hospice care, under the EHB Ambulatory services

Base Benchmark Benefit that was Substituted: Source:
1 Base Benchmark

Home health care services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefil(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Home Health Services, under the EHBs Ambulatory Patient
Services & Rehabilitative and habilitative services and devices

Base Benchmark Benefit that was Substituted: Source:
- Base Benchmark
|ER Services ‘

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

IDuplication: This benefit was replaced with Outpatient Hospital Services, as well as Outpatient Hospital: _l

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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ergency Department, under the EHB Emergency Services, Emergency Rospital Scrvices arc covered as
outpatient hospital services in Medicaid.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Emergency Transportation / Ambulance

Explain the substitution or duplication, including indicating the substitted benefit(s) or the duplicate
“section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Any other medical care and any other type of remedial care
recognized under state law, specified by the Secretary, under the EHB Emergency Services .

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Ilnpatiem Hospital Services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient Hospital Services, under the EHB Hospitalization.

Base Benchmark Benefit that was Substituted: Source:
; - N - Base Benchmark
Ianauem physician and surgical services j Remove
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Duplication: This benefit was replaced with Physician Services, under the EHB Hospitalization.
Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
[skitted nursing facility J ase Benchma Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under_[_issentia] Health Benefits:

Duptication: This benefit was replaced with Nursing Facility Services (21 and older) under the EHBs
Rehabilitative and Habilitative Services and Devices. This benefit is limited to 90 days.

Base Benchmark Benefit that was Substituted: Source:
‘l Base Benchmark

lDeIivuy and all inpatient services for maternity

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1957 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient hospital services: maternity, under the EHB
Matemity and Newborn Care.

Remove

Base Benchmark Benefit that was Substituted: Source:
] Base Benchmark

Mental/behavioral health outpatient services

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services, under the EHB Mental Health and Substance Use Disorder Services, including Behavioral Health

Base Benchmark Benefit that was Substituted: Source:
W Base Benchmark

‘Mentailbehavioral health inpatient services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatieat Hospital Services: [P Substance Use, and Inpatient
psychiatric facility services for individuals under 21 years of age, under the EHB Mental Health and
Substance Use Disorder Services, including Behavioral Health, and the EPSDT EHB, respectively

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

[Substance Abuse Disorder Outpatient Services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services & Rehabilitative services for pregnant women: SU, under the EHB Mental Health and Substance
Use Disorder Services, including Behavioral Health

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Substance Abuse Disorder Inpatient Services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient Hospital Services: [P Mental Health, under the EHB
Mental Health and Substance Use Disorder Services, including Behavioral Health

Base Benchmark Bencfit that was Substituted: Source:
Base Benchmark

IGeneric Drugs

Explain the substitution or duplication, including indicating the substituted benefit{s) or the duplicate
section 1937 benchmark benefit(s) inciuded above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescription drugs, Dentures, Prosthetic Devices, and
Eyeglasses under the EHB Prescription Drugs

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
[Prefened Brand Drugs

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs

TN No: 13-020
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Base Benchmark Benefit that was Substituted: Source:

[Non-Preferred Brand Drugs Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Dugplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs

Basc Benchmark Benefit that was Substituted: Source:

lSpecialty Drugs Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Outpatient Rehabilitation Services 1 ase Benchma

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physical Therapy and related Services, undes the EHB
Rehabilitative and Habilitative Services and Devices

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Habilitation Services }

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physical Therapy and related Services, under the EHB
Rehabilitative and Habilitative Services and Devices

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
lChiropractic Care

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Medical care and any other type of remedial care, under the
Rehabilitative and Habilitative Services and Devices. This benefit is limited to 12 visits per year in the base
benchmark plan. -

Base Benchmark Benefit that was Substituted: Source:
3ase B
ﬁ)umble Medical Equipment l ase Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Family Planning Services and Supplies for Individuals of
Child-bearing Age under the EHB for Ambulatory Services, and Home Health: Medical supplies,

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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equipment, and apphiances suitable for use n the home, as well as Prosihetics, under the EHB
Rehabilitative and Habilitative Services and Devices

Base Benchmark Benefit that was Substituted: Source:
[ - - Base Benchmark
Hearing Aides

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT & Home Health: Medical supplies, equipment, and
appliances suitable for use in the home, under the EHB Rehabilitative and Habilitative Services and
Devices

Remove

Base Beachmark Benefit that was Substituted: Source:
J Base Benchmark

lDiagnostic Tests (x-rays and lab work)

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other Laboratory and X-Ray Services, under the EHB
Laboratory Services

Remove

Base Benchmark Benefit that was Substituted: Source:
- Basc Benchmark
[lmagmg (CT/PET/MRI) l

Explaih the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other Laboratory and X-Ray Services, under the EHB
Laboratory Services

Base Benchmark Benefit that was Substituted: Source:
J Base Benchmark

|Preventive care / screening / immunization

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services, under the EHB Preventive and wellness Services and Chronic Disease Management

Base Benchmark Benefit that was Substituted: Source:
‘l Base Benchmark

[Routine Eye Exam for Children

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit{s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT, under the EHB Pediatric services, including oral and
vision care

Remove

Base Benchmark Benefit that was Substituted: Source:
J Base Benchmark

Eye glasses for children

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark beaefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT & Prescribed drugs. dentures, prosthetic devices, and
cycglasses, under EHB Pediatric services, including oral and vision care

Base Benchmark Benefit that was Substituted: Source:
B )
Dental check-up for children ase Benchmark

Remove

Exptain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section {937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT, u-ider the EHB Pediatric services, including oral and
vision care

Base Benchmark Benefit that was Substituted: Source:
] Base Benchmark

lAllcrgy treatment

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physician Services, under the EHB Preventive and wellness
services and chronic discase management

Base Benchmark Benefit that was Substituted: Source:

T - Base Benchmark
[lnjectable drugs and other drugs administered in a 1 fse Benchm

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Heaith Benefits:

(Full benchmark benefit: Injectable drugs and other drugs administer in a prbviders' office or other OP
sefting) _

Duplication: This benefit was replaced with Physician Services, under the EHB Ambulatory Services

Base Benchmark Benefit that was Substituted: Source:
] Base Benchmark

Medical supplies, equipment, and education for dia

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

(Full benchmark benefit: Medical supplies, equipment, and education for diabetes care for all diabetics)
Duplication: This benefit was replaced with Prescription drugs, under the EHB Prescription drugs and
Physician Services under EHB Ambulatory Services. The medical supplies and equipment for diabetes care
maps to the Prescription Drugs, whife the education for diabetics maps to Physician Services under
Ambulatory.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
lDental services for accidental injury and other re j ase Benchmar

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

{(Full benchmark benefit: Dental services for accidental injury and other related medical services) ]

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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piication: This benelit was replaced with Oultpatient hospital services, under the EHB Ambuiatory
patient services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

lHnman organ and tissue transplant transplant servi

Remove
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Duplication: This benefit was replaced with Inpatient hospital services and Physician Services, under the
EHB Hospitalization
Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
Human organ and sssue transplant services - trans ase Benchmar { Remove ‘

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above unde Sssential Health Benefits:

Duplication: This benefit was replaced with Inpatient hospital services and Physician Services, under the
EHB Hospitalization

Base Benchmark Benefit that was Substituted: Source:
] Base Benchmark

lHuman organ and tissue transplant services - unrel

|

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

(Full benchmark benefit: Human organ and tissue transplant services - unrelated donar search)
Duplication: This benefit was replaced with Inpatient Hospital Services

Base Benchmark Benefit that was Substituted: Source:

. ] N Base Benchmark
IAunsm Services for children Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Heaith Benefits:

Duplication: This benefit was replaced with EPSDT, unflar the EHB Pediatric services, including orai and
vision care

Base Benchmark Benefit that was Substituted: v urce:

Base Benchmark
[Radislion therapy ase Benchma i Remove l

Explain the subssitution or duplication, including indicating the substituted benefit{s) or the duplicate
section 1937 benchmark benefis(s) included above under Essential Health Benefits:

IDuplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
lChemoxhcrapy l ase Benchma
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Heaith Benefits: Remave

Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:
l Base Benchmark

llnfusion Therapy Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:

IRenal diatysishemodialysis -‘ Base Benchmark (T

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above unde_r Essential Health Benefits:

Duplication: This benefit was replaced with Outpatient liospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:
J Base Benchmark

LVision correction after surgery or accident Remove

Exphi'in the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

This benefit was replaced with Duplication: This benefit was replaced with Physician Services, under the
EHB Ambulatory patient services

Basc Benchmark Benefit that was Substituted: Source:

. Base Benchmark
IOther practitioner office visit e Benchmar Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Certified pediatric or family Nurse Practitioner services, under
the EHB Ambulatory services

Base Benchmark Benefit that was Substituted: Source:

- - Rase Benchmark -
[anate duty nursing Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Private Duty Nursing, under the EHB Ambulatory Care.

The base benchmark has a 2,000 hour limit.

TN No: 13-0
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¢ Base Benchmark Benefit that was Substituted: Source:
; Base Benchmark
; 'Urgent Care Centers Remove

Explain the substitution or duplication, including indicaiisg the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced by Clinic Services, under the EHB Ambulatory patient services

Base Benchmark Benefit that was Substituted: Source:
N " - Base Benchmark
[Ompanem surgery physician / surgical

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced by Physician Services, under the EHB Ambulatory patient services
and Physician Services: Maternity under the Matemity and newborn care EHB.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

{Podinlry services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Medical care and any other type of remedial care provided by
licensed practitioners: Podiatry, under the EHB Ambulatory Patient Services

Base Benchmark Benefit that was Substituted: nource:
Base Benchmark

F)ther practitioner's services

Explain the substitution or duplfication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Heaith Benefits:

Duplication: This benefit was replaced with Medical care and any other type of remedial care provided by
licensed practitioners: Other practitioner’s services, under the EHB Ambulatory Patient Services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
[Certified Nurse Midwie 7| Base Bl

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit{s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Nurse-midwife Services, under the EHB Matemity and
INewbom Care

TN No: 13-020
Kentucky ABP5-29

Base Benchmark Benefit that. was Substituted: Source:
Base Benchmark
Frescripﬁon Drug Benefits 1 nchm

e
<

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs under the EHB Prescription drugs and Family Planning Services and
Supplies under the EHB Ambulatory services.
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Other Base Benchmark Benefits Not Covered Collapse All [ ]
Base Benchmark Benefit not Included in the Altemative  Source:
Benefit Plan: Base Benchmark
Remave

Non-emergency care when traveling outside the US

Explain why the state/territory chose not to include this benefit:

tfhis is not permissible under federal Medicaid rules.

Base Benchmark Benefit not Included in the Alternative  Source:
Benefit Plan: Base Benchmark

Prenatal and postnatal care

Explain why the state/territory chose not to include this benefit:

KY pays for newborns separately from their mothers, so this benefit is not applicable for the new adult
group

Base Benchmark Benefit not Included in the Altemative ~ Source:

Benefit Plan: Base Benchmark
Remove
Routine eye exam
Explain why the state/territory chose not to include this benefit:
‘E\is benefit s not a an EHB for adults. |
Add
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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{X] Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All []
Other 1937 Benefit Provided: Source:
T Section 1937 Coverage Option Benchmark Benefit
lSemces in an ICF-IID Package
Authorization: Provider Qualifications:
lPrior Authorization ] lMedicaid State Plan _J

Amount Limit:

Duration Limit:

{None ] i&"e }
Scope Limit:
[Medicaid individuals who meet ICF-IDD patient status criteria ]
Other:
Other 1937 Benefit Provided: ik ree: _
lDental Services ] ::z::;el 937 Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
[OIher { hdedicaid State Plan i
Amount Limit: Duration Limit:

il cleaning and 1 x-ray per year

] o N

Scope Limit:

lDental services for aduits 21 years of age or older ‘

Qther:

No authotization required

Other 1937 Benefit Provided: Source:
Routi Section 1937 Coverage Option Benchmark Benefit
‘ outine eye exam “Phckage

Authorization: Provider Qualifications:

l;)lher l {Mudicaid State Plan ‘

Amount Limit:

Duration Limit:

lNone

]h“one 1

Scope Limit:

[None

Other:

No authorization required

TN No: 13-020
Kentucky
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l

]

Remaove

Other 1937 Benefit Provided:

Source:

lFamily planning services and supplies

Section 1937 Coverage Option Benchmark Benefit
Package

Authorization:

Provider Qualifications:

fover

] lyediuid State Plan [

Amount Limit:

Duration Limit:

[None

i ]

Scope Limit:

move

4

Ilnclude counseling services, medical services and supplics

Other:

In-vitro fertilization, artificial insemination, sterilization reversals, sperm banking and related services,
hysterectomies, and abortions shall not be considered family planning services

Full State Plan Service Title: Family Planning Services and Supplies for Individuals of Child-bearing Age

No authorization required

Other 1937 Benefit Provided:

Source:

LCase management services

vection 1937 Coverage Option Benchmark Benefit
Package

Authorization: Provider Qualifications:
[otrer | {Medicaid state Pran |
Amount Limit: Daration Limit:

!Ncme ‘ ‘Nonc

Scope Limit:

|Some case management services are limited to specific groups of individuals. Please sce State Plan for
complete listing.

Other:

Some case management services are limited to specific groups of individuals. Populations included:

» Children meeting the eligibility criteria of the Commission for Handicapped Chitdren (CHC) and persons
of all ages with hemophilia meeting the CHC eligibility criteria.

« Children in the custody of or at risk of being in the custody of the State; children under the supervision of
the state; and adults in need of protective services. .

+ Children birth to three participating in the Kentucky Early Intervention Program.

= Pregnant women who are under age 20 and first time parents; and pregnant women age 20 or older who
are first time parents and screen as high risk for the Health Access Nurturing Development Services
(HANDS) program.

* Pregnant women, including post partum women for the 60 days after the pregnancy ends, who are
receiving substance use services.

TN No: 13-020 tffective Date: 01/01/14
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+Individuals with a moderate or Scvere subsiance use disorder GIagnOSIS, OF CO-OCCIMING SUDS@ACE USE and
mental health disorders; with need for assistance in accessing community or recovely supparts or with

multi-agency involvement. ‘ Remove l

« Individuals with a severe emotional disability or a serioss mental iliness; who are at risk of out-of-home
placement or institutional care.

» Individuals with at least two of the following types of co-occurring disorders, which interact to complicate
treatment: (1) mental health, (2) substance use, and (3) chronic or complex physical health conditions.

Other 1937 Benefit Provided: Smlfce )
[Facc-to—facc Tobacco Cessation for Pregnant Women 1 g:cc:::: 937 Coverage Option Benchmark Benefit @]

Authorization; Provider Qualifications:

[Other | {Medicaid State Ptan |
Amount Limit: Duration Limit:

[4 face-to-face sessions per quit attempt l [None ]
Scope Limit:

tNone , !

Other:

Full amount limit: 4 face-to-face sessions per quit attempt with a minimum of 2 quit attempts

No authoriaation required.

Other 1937 Benefit Provided: Source:
INursing Facility Services for Long Term Care -::::‘t(i:;el‘).?? Coverage Option Benchmark Benefit [E
Authorization: Viavider Qualifications:
[Prior Authorization l IMedimid State Plan l
Amount Limit: Durstion Limit:
!None W lNonc —I
Scope Limit:
[Mects level of care }
i()thc:r: L
Other 1937 Benefit Provided: Source:
[Ambulalory prenatal care for pregnant women fumi fc:ci:;cl 937 Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
[OtiEr ] lﬂcdicaid State Plan ]
)
TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Amount Limit: Duration Limit:
[None } lNone l Remaove

Scope Limit:
[None I

Other:

Full State Plan Service Title: Ambulatory prenatal care for pregnant women furnished during a
presumptive eligibility period

No prior authorization is required.

Add
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: 0 Additional Covered Benefits {This category of benefits is not applicable to the adult group under Collapse Ali [ ]
: section 1902(a) 10X A Xi)(VIH) of the Act.)

closure t
' According to the Paperwork Reduction Act of 1995, no persons are required to respond 10 a collection of information unless it displays a
i valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
- this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
© resources, gather the data needed, and complete and review the information collection. 1fyou have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-D5, Baltimore, Maryland 21244-1850.

V.20130808
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EPSDT Assuran

If the target population includes persons under 21, please complete the following assurances regarding EPSDT. Otherwise, skip to the
|Prescription Drug Coverage Assurances below.

The alternative benefit plan includes beneficiaries under 21 years of age. EeZl

The state/territory assures that the notice to an individual includes a description of the method for ensuring access to EPSDT services
(42 CFR 440.345).

The state/territory assures EPSDT services will be provided to individuals under 21 years of age who are covered under the state/
territory plan under section 1902(a)(10XA) of the Act.

Indicate whether EPSDT services will be provided only through an Aiternative Benefit Plan or whether the state/territory will provide
additional benefits to ensure EPSDT services:

C Through an Altemative Benefit Plan.
(¢ Through an Alternative Benefit Plan with additional beneit. to ensure EPSDT services as defined in 1905(r).

Per 42 CFR 440.345, please describe how the additional benefits will be provided, how access to additional benefits wili be
coordinated and how beneficiaries and providers will be informed of these processes in order to ensure individuals have access to
the full EPSDT benefit.

Indicate. whether additional EPSDT benefits will be provided through fee-for-service or contracts with a provider:

( State/territory provides additional EPSDT benefits through fee-for-service.
(¢ State/territory contracts with a provider for additional EPSDT services.
Please specify payment method (select one):
(¢ Risk-based capitation
C Administrative services contract

C Other

Other Information regarding how ESPDT benefits will be provided to participants under 21 years of age (optional):

{EPSDT benefits will be administered through the prior aulhorizali'pq process.

MCOs have been informed that they should not deny services for children because & benefit is not covered, but may deny a service if it
is not medically necessary. KY regularly monitors complaints an¢ .1im denials to verify MCOQ compliance.

KY provides educational materials to members about EPSDT benefits

Prescription Drug Coverage Assurances

The state/territory assures that it meets the minimum requirements for prescription drug coverage in section 1937 of the Act and
implementing regulations at 42 CFR 440.347. Coverage is at least the greater of one drug in each United States Pharmacopeia (USP)
category and class or the same number of prescription drugs in each category and class as the base benchmark.

TN No: 13-020
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The state/temritory assures that procedures are in place to allow a beneficiary to request and gain access to clinically appropriate
prescription drugs when not covered.

Lele
[¢] The state/territory assures that when it pays for outpatient prescription drugs covered under an Alternative Benefit Plan, it meets the
requirements of section 1927 of the Act and implementing regulations at 42 CFR 440.345, except for those requirements that are
directly contrary to amount, duration and scope of coverage permitted under section 1937 of the Act.

The state/territory assures that when conducting prior authorization of prescription drugs under an Altemative Benefit Plan, it
complies with prior authorization program requirements in section 1927(d}(5) of the Act.

Other Benefit Assurances

The state/teritory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benchmark
plan, and that the state/territory has actuarial certification for substituted benefits available for CMS inspection if requested by CMS.

The state/tertitory assures that individuals will have access (o services in Rural Health Clinics (RHC) and Federally Qualified Health
Centers (FQHC) as defined in subparagraphs (B) and (C) of section 1905(a)(2) of the Social Security Act.

The state/territory assures that payment for RHC and FQHC services is made in accordance with the requirements of section
1902(bb) of the Sacial Security Act.

The state/territory assures that it will comply with the requirement of section 1937(b)(5) of the Act by providing, effective January ,
2014, to all Ahemative Benefit Plan participants at least Essential Health Benefits as described in section 1302(b) of the Patient
Protection and Affordable Care Act.

The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section
1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance
use disorder benefits comply with the requirements of section 2705(a) of the Public Health Service Act in the same manner as such
requirements apply to a group health plan.

The state/territory assures that it will comply with section 1937(b)(7) of the Act by ensuring that benefits provided to Alternative
Benefit Plan participants include, for any individual described in section 1905(af4)C), medical assistance for family planning
services and supplies in accordance with such section.

The state/territory assures transportation (emergency and non-emergency) for individuals enrolled in an Alternative Benefit Plan in
accordance with 42 CFR 431.53.

The state/territory assures, in accordance with 45 CFR 156.115(a)(4) and 45 CFR 147.130, that it will provide as Essential Heaith
Benefits a broad range of preventive services including: “A” and “B” services recommended by the United States Preventive Services
Task Force; Advisory Committee for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for
infants, children and adults recommended by HRSA's Bright Futures program/project; and additional preventive services for women
recommended by the Institute of Medicine (IOM).

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond 1o a collection of information unless it displays a
valid OMB controf number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please - rite to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Provide detail on the type of delivery system(s) the state/territory will use for the Altemative Benefit Plan’s benchmark benefit package or
benchmark-equivalent benefit package, including any variation by the participants’ geographic area.

Attachment 3.1-L |

Type of service delivery system(s) the state/territory will use for this Altemative Benefit Plan(s).

Select one or more service delivery systems:
Managed care.
Managed Care Organizations (MCO).
] Prepaid Inpatient Health Plans (PIHP).
[X| Prepaid Ambulatory Health Plans (PAHP).
] Primary Care Case Management (PCCM).
[ Fee-forservice.
[ Other service delivery system.
Managed Care Options
Managed Care Assurance
[¥] The statcltérritory certifies that it will comply with all applicable Medicaid laws and regulations, including but not limited to sections

1903(m), 1905(t), and 1932 of the Act and 42 CFR Part 438, in providing managed care services through this Altemative Benefit
Plan. This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6.

Managed Care Implementation

Please describe the impiementation plan for the Alternative Benefit Plan under managed care including member, stakeholder, and
provider outreach efforts.

lThe following documents the steps that the Kentucky Department for Medicaid Services (DMS) is planning to take, or is taking, to
implement managed care for the Altemative Benefit Plan (ABP), including member, stakeholder, and provider outreach efforts.
General

« Actuarial Analysis — Perform cost analysis for the new benefits package.

* Increased Administrative Tasks - Request additional staff for DMS.

MCO Specific Plans

« New MCO Contract for Expansion Population — Contract with a new MCO. DMS intends to contract with a new MCO in order to
better serve the expanded population. The RFP for this new contractor was issued on 7/22/2013. The contract for this new vendor was
negotiated and signed on 9/13/2013.

« Additional MCO Onboarding — Inform new MCO of DMS operations. DMS will need to educate providers on the new MCQO’s
credentialing and enrofiment process. Complete

» Contract with MCOs for Expansion Population — Renegotiate with existing MCOs. DMS is also re-negotiating contracts with existing
MCOs. These contracts have been signed.

« DMS MCO Relations ~ Train DMS staff on MCO relations. DMS staff will need to be informed of the contractual requirements for
each MCO. This task is complete.

» Benefits Package Communication — Inform all MCOs of new Benefit package. The new benefits package will affect all MCOs. Details
of the new benefits package were finalized on 9/27/2013. DMS then sent details of the benefits package to all MCOs. DMS has
~swered questions for the MCOs.

jf=+ . nding the Provider Network — Integrate the new provider network into MCOs. DMS will support the implementation of new

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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provider networks jnto all MCO systems. This began on 9716/2013 and will be ongoing as new providers are contracied.

* MCO Member Outreach — Coordinate approval of materials and plans. DMS expects MCOs to conduct their own member outreach.
Materials will need to be approved by DMS before they can be disbursed at schools, faith-based organizations, community, and health
fairs. DMS began approving materials for the new MCO starting 10/1/2013,

* MCO Call Center — Update call center with Expansion-related changes. The call center staff and scripts have been updated based on
changes related to Medicaid expansion.

* Monthly Meetings - Schedule monthly and quarterly meetings with other state agencies.

» MCO Operations — Verify functionality of day-to-day operations for all MCOs.

Member Communication :
» Member Handbook — Update and distribute member handbook. DMS is updating the member handbook with information regarding
benefits coverage, cost sharing changes, and special policies and procedures by 12/15/2013. This will be posted on DMS® website.

* Member Print Materials — Create and distribute print materials. DMS is coordinating with Kentucky Health Benefit Exchange (KHBE)
to produce informational cards, brochures, and fact sheets regarding Medicaid Expansion. Completed 10/1/2013. Informational Cards
will be two-sided and include Medicaid-only information. Brochures will include a section on Medicaid expansion, in addition to KHBE
information. A Medicaid-only fact sheet has been created. In addition, Medicaid related information will be included on other facts
sheets produced by KHBE as well. All fact sheets will be available on the KHBE website (http:/healthbenefitexchange.ky.gov) and the
kynect website (http://kynect.ky.gov).

+ Member Media and Online Materials — Coordinate media and online materials. DMS is coordinating with KHBE to include Medicaid
information on television advertisements and marketing outreach-efforts. These efforts were completed on 8/27/2013. In addition, DMS
has added a page to its website to provide an overview of Medicaid Expansion, with links to additional information (http://chfs.ky.gov/
dms/medicaid+expansion.htm). This was completed 9/18/2013. DMS also include information on its website regarding the new benefit
plan.

Stakeholder Communication

» Stakeholder Meetings - Schedule meetings with stakeholders. DMS scheduled meetings starting 9/23/2013 with key external
stakeholders to discuss the MCQO implementation and Medicaid expansion. Advocates for various external groups, public health
departments and other state employees will be invited to these meetings. DMS is also conducting outreach and awareness sessions for its
own staff. DMS held an informational session on the ACA and Expansion for its employees on 9/19/2013. DMS has begun
communications with other vendors who are affected by the new benefits plan and expansion. The DMS staff is working closely with
HP (the MMIS contractor), OATS (Kentucky’s Office of Administrative Technology and Services), Kentucky Health Benefit Exchange,
and other state government agencies to proactively communicate and implement the coming changes.

Provider Communication

» Provider Services Training — Update scripts and train provider services staff.

o Provider services staff (the call center for providers within DMS) will need to be updated with new information regarding the
expansion and the benefits package. This training will be completed by November 2013,

» Provider Training Sessions — Coordinate and hold provider training sessions via HP (vendor).

o DMS is offering provider training to communicate ACA and Medicaid Expansion changes to the providers. To do so, it has sent
providers e-mail and written communication on 9/16/2013 to notify them of upcoming dates for provider training.

o The materials for training, including the benefit plan changes, were completed.

o Trainings are being offered in each of the 8 Medicaid Regions (4 sessions in each Medicaid Region) throughout the fall.

MCQ: Managed Care Organization

The managed care delivery system is the same as an already approved managed care program.

The Altemative Benefit Plan will be provided through a managed care organization (MCQ) consistent with applicable managed care
requirements (42 CFR Part 438, and sections 1903(m), 1932 and 1937 of the Social Security Act).

MCO Procurement or Selection Method

TN No: 13-020 Approval Date: 12/20/13
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 lindicate the method used to select MCOs:
(¢ Competitive procurement method (RFP, RFA).

(" Other procurement/selection method.

Describe the method used by the state/territory to procure or select the MCOs:

" [Other MCO-Based Service Delivery System Characteristics

One or more of the Altemative Benefit Plan benefits or services will be provided apart from the managed care organization. Yes
List the benefits or services that will be provided apart from the MCO, and explain how they will be provided. Add as many rows as
needed.

Benefit/service Description of how the benefit/service will be provided
Intermediate care facility for Service is provided through the Commonwealth's fee-
o |individuals with an inteliectual for-service program X
disability
+ Hospice services provided to a recipient | Service is provided through the Commonwealth's fee-
in an institution for-service program X
+ Nonemergency transportation services | Service is provided through PAHP waiver X
+ School-based health services Service is piovided through the Commonwealth's fee-
for-service program X
o+ Health access nurturing development | Service is provided through the Commonwealth's fee-
services for-service program X
&+ Early intervention program service Service is provided through the Commonwealth's fee- |
. for-service program X
+ Nursing facility service for an enroliee |Service is provided through the Commonweaith’s fee- o
for-service program x .

MCO service delivery is provided on less than a statewide basis.

MCO Participation Exclusions

Individuals are excluded from MCO participation in the Alternative Benefit Plan: @
General MCQ Participation Requirements

tndicate if participation in the managed care is mandatory or voluntary:

(¢ Mandatory participation.

(" Voluntary participation. Indicate the method for effectuating envoliment:
Describe method of enroliment in MCOs:

Members will select a MCO and enroll through Kentucky's Health Benefit Exchange - kynect. Member MCO selection, choice, and
flexibility is in accordance with federal regulation.

Choose MCO through kvnect

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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1f don't chaose, auto assigned
90 day period to select new MCO
Auto assignment; under what circumstances; wher v

" |Additional Information: MCO (Optional)

Provide any additional details regarding this service delivery system (optional):

PAHP: Prepaid Ambalatory Health Plan

The managed care delivery system is the same as an already approved managed care program.

: The Altemative Benefit Plan will be provided through a prepaid ambulatory health plan (PAHP) consistent with applicable managed

care requirements (42 CFR Part 438, and section 1937 of the Social Security Act).

- |C PAHPs are paid on a risk basis.

:|C PAHPs are paid on a non-risk basis.

PAHP Procurement or Selection Method

- Jindicate the method used to select PAHPs:

(# Competitive procurement method (RFP, RFA).

(" Other procurement/selection method.

Describe the method used by the state/territory to procure or select the PAHPs:

[ |

Other PAHP-Based Service Delivery System Characteristics

List the benefits or services that will be provided apart from the PAHP, and explain how they will be provided. Add as many rows as
needed.

Benefit/service Description of how the benefit/service will be provided

* X

PAHP service delivery is provided on less than a statewide basis. [::I

PAHRP Participation Exclusions
Individuals are excluded from PAHP participation in the Alternative Benefit Plan: D
General PAHP Participation Requirements
Indicate if participation in the managed care is mandatory or voluntary:

(" Mandatory participation.

(" Voluntary participation. Indicate the method for effectuating enroliment:

Additional Information: PAHP (Optional)

TN No: 13-020 Approval Date: 12/20/13 Effective Date: 01/01/14
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Provide an)} additional details regarding this service delivery system (optional):

: Non-Emergency Transportation S_qrvices - provides transportation to Medicaid Recipients who otherwise do not have a way to get to
medical appointments.

5

PRA Disc n

. According to the Paperwork Reduction Act of 1995, no persons are required to respond to a colfection of information unless it displays a

" valid OMB control number. The valid OMB control number for this information coliection is 0938-1148. The time required to complete

- this information collection is estimated to average S houts per response, including the time to review instructions, search existing data

* resources, gather the data nceded, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Repoits Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V20130718
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OMB Control Number: 0938-1148

Attach - i
: ment 3.] , OMB Expiration date: 10/31/2014

The statefterritory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants
with such coverage, with additional benefits and services provided through a Benchmark or Benchmark-Equivalent Benefit Yes
Package.

Provide a description of employer sponsored insurance, including the population covered, the amount of premium assistance by
population, employer sponsored insurance activities including required contribution, cost-effectiveness test requirements, and
benefit information:

This program is catled the Health Insurance Premium Payment (HIPP) is available to all Medicaid recipients. The program will pay
the cost of the premium for any Medicaid recipient that is working and has access to employer sponsored insurance and still eligible
for Medicaid provided said payments would be cost effective for Medicaid. All information is entered in our MMIS system to
make determination of cost effectiveness. The system Jooks at their age, premium cost, and claims cost to determine cost
effectiveness. The benefit information is not determinable for this SPA as it varies depending on the employer insurance and
insurance company. However, any services not covered by i: . employer sponsored nsurance Medicaid does provide wrap around
coverage and would pay for additional services for the ¢ligible Medicaid recipient.

The state/territory otherwise provides for payment of premiums. No

Other Information Regarding Employer Sponsored Insurance or Payment of Premiums:

The state assures that ESI coverage is established in sections 3.2 and 4.22(h) of the state’s approved Medicaid state plan. The
beneficiary will receive a benefit package that includes a wrap of benefits around the employer sponsored insurance plan that equals the
benefit package to which the beneficiary is entitled. The beneficiary will not be responsible for payment of premiums or other cost
sharing that-exceeds nominal levels as established at 42 CFR part 447 subpart A. .

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information coliection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mait Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-020 Approval Date: 12/20/13
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Attachment 3.1 lg OMB Controf Number: 0938-1148

OMB Expiration date: 10/31/2014

G

‘ Economy and Efficiency of Plans

The state/territory assures shat Altemative Benefit Plan coverage is provided in accordance with Federal upper payment limit
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system
through which the coverage and benefits are obtained.

Economy and efficiency will be achieved using the same approach as used for Medicaid state plan services. Yes
" |Compliance with the Law

{7} The state/territory will continue to comply with all other provisions of the Social Security Act in the administration of the state/
territory plan under this title.

The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42
CFR 430.2 and 42 CFR 440.347(c).

{[¢] The state/territory assures that all providers of Altemative Bene:*’. Plan benefits shall meet the provider qualification requirements of
the Basc Benchmark Plan and/or the Medicaid state pian.

ERA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to 2 collection of information unless it displays a
-valid OMB contsol number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
‘this information collection is estimated to average S hours per response, including the time to review instructions, search existing data
resources, gather the dase needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

¥ 201 30807

i
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Attachment 3.1- L OMB Control Number: 0938-1148
‘ OMB Explratlon date: 10/3 1/20]4

Alternative Benefit Plans - Payment Methodologies

I_Z] The statefterritory provides assurance that, for each benefit provided under an Alternative Benefit Plan that is not provided through
© managed care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment
4.192, 4.19b or 4.19d, as appropriate, describing the payment methodology for the benefit.

, P isclosure t
‘According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
wvalid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments conceming the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulcvard, Attn: PRA Reports Clearance
{Officer, Mai! Stop C4-26-05, Baltimore, Maryland 21244-1850.

V20130807

TN No: 13-020

Approval Date; 12,
Kentucky /2013

Effective Date:
ABP11.1 e: 01/01/14



CENTFRR KO WATIN SR b (WIDEGET SR ¥E

Alternative Benefit Plan Population Name:

Alternative Benefit Plan

OMB Control Number: 0938-1148

OMB Expiration date: 10/

3172014

ABP1

Identify and define the population that will participate in the Alternative Benefit Plan.

KyHealth Choices - Current Medicaid Eligibles

Eligibility Groups Included in the Alternative Benefit Plan Population:

Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any
targeting criteria used to further define the population.

Enrollment is
Eligibility Gioup: mandatory or
voluntary?
=+ ||Parents and Other Caretaker Relatives Voluntary X
+ Transitional Medical Assistance Voluntary X
+ Pregnant Women Voluntary X
4+ ||Deemed Newborns Mandatory X
= }iInfants and Children under Age 19 Mandatory X
=+ |[Children with Title IV-E Adoption Assistance, Foster Care or Guardianship Care Voluntary X
+ SSI Beneficiaries Voluntary X
+ Individuals Receiving Mandatory State Supplements Voluntary X
; -+ Individuals Who Are Essential Spouses Mandatory X
-+ Institutionalized Individuals Continuously Eligible Sins.: 1973 Voluntary X
+ 1|Blind or Disabled Individuals Eligible in 1973 Voluntary X
. + Individuals Who Lost Eligibility for SSI/SSP Due to an Increase in OASDI Benefits in 1972 Voluntary X
f + . Individuals Eligible for SSI/SSP but for OASDI COLA increases since April, 1977 Voluntary X
+ Disabled Widows and Widowers Ineligible for SSI due to Early Receipt of Social Security Voluntary X
+- Working Disabled under 1619(b) Voluntary X
+ Disabled Adult Children Voluntary X
+ Reasonable Classifications of Individuals under Age 21 Voluntary X
+ Children with Non-IV-E Adoption Assistance Voluntary X

TN No: 13-021 Approval Date: 12/20/13
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Enrollment is
Eligibility Group: mandatory or
voluntary?
+ Optional Targeted Low Income Children Mandatory X
+ Aged, Blind or Disabled Individuals Eligible for but Not Receiving Cash Voluntary X
4+ |{individuals Eligible for Cash except for Institutionalization Voluntary X
« < {|individuals Receiving Home and Community Based Services under Institutional Rules Voluntary X
+ Optional State Supplement - 1634 States and SSI Criteria States with 1616 Agreements Voluntary X
<4 {linstitutionalized Individuals Eligible under a Special Income Level Voluntary X
4+ |{individuals Receiving Hospice Care Voluntary X
+ Poverty Level Aged or Disabled Voluntary X
+ Medically Needy Pregnant Women Voluntary X
+ Medically Needy Children under Age 18 Voluntary X
+ Medically Needy Aged, Blind or Disabled Voluntary X
<+ {IFormer Foster Care Children Voluntary X
Enrollment is available for all individuals in these eligibility group(s).
Geographic Area
The Alternative Benefit Plan population will include individuals from the entire state/territory. Yes
Any other information the state/territory wishes to provide about the population (optional)
Should the State Plan and ABP not be aligned in the future, the State will counsel exempt individuals on the option to select the State
Plan.
PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The vatid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130920
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A OMB Control Number: 0938-1148
ttachment 3.1-1, o
L OMB Expiration date: 10/31/2014

These assurances must be made by the state/territory if the ABP Population includes any eligibility groups other than or in addition to the
Adult eligibility group.

When offering voluntary enrollment in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent), prior to enroliment:

The state/territory must inform the individual they are exempt and the state/territory must comply with all requirements related to
voluntary enroliment.

The state/territory assures it will effectively inform individuals who voluntary enroll of the following:
a) Enrollment is voluntary;

b) The individual may disenroll from the Alternative Benefit Plan at any time and regain immediate access to full standard state/
territory plan coverage; '

¢) What the process is for disenrolling.
The state/territory assures it will inform the individual of:

a) The benefits available under the Alternative Benefit Plan; ard

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan differs from the approved
Medicaid state/territory plan.

How will the state/territory inform individuals about voluntary enrollment? (Check all that apply.)

[ Letter

[} Email
X Other:

Describe:

All Medicaid beneficiaries, regardless of eligibility group, will be notified in writing within 30 days of enrollment that all
Kentucky Medicaid beneficiaries receive the same benefit package, whether in the ABP or State Plan, along with a brief
description of that benefit package. This notification will advise beneficiaries to contact the Department for Medicaid Services
(DMS) and/or their selected Managed Care Organization (MCO) if they have questions about their benefit package or specific
services. A toll free telephone number will be provided in the notification. If a member requests to be moved back into the
regular state plan, members will be able to do so.

Provide a copy of the letter, email text or other communication textthat will be used to inform individuals about voluntary enroliment.

_ Anattachmest is submitted.

When did/will the state/territory inform the individuals?

Within 30 days of enroliment

TN No: 13-021 Approval Date: 12/20/13
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Please describe the state/territory’s process for allowing voluntarily enrolled individuals to disenroll.

Upon notification to DMS or the MCO

The state/territory assures it will document in the exempt individual's eligibility file that the individual:
a) Was informed in accordance with this section prior to enrollment;

b) Was given ample time to arrive at an informed choice; and

¢) Voluntarily and affirmatively chose to enroll in the Alternative Benefit Plan.

Where will the information be documented? (Check all that apply.)

[] In the eligibility system.

] In the hard copy of the case record.

X Other:

Describe:

The ABP is fully aligned with Kentucky's State Plan benefit package. Since the notification described above will be a universal
notification to all Medicaid beneficiaries upon enrollment, documentation will be centralized.

What documentation will be maintained in the eligibility file? (Check all that apply.)

(7] Copy of éorrespondence sent to the individual.

[_] Signed documentation from the individual consenting to enrollment in the Alternative Benefit Plan.

Other:

Describe:

The universal notification along with a description of the procedure specifying how it is to be provided to all beneficiaries.

The state/territory assures that it will maintain data that tracks the total number of individuals who have voluntarily enrolled in an
Alternative Benefit Plan and the total number who have disenrolled.

Other Information Related to Enrollment Assurance for Voluntary Participants (optional):

As indicated KY has aligned its ABP with its State Plan. In ABP1, KY stated "Should the State Plan and ABP not be aligned in the
future, the State will counsel exempt individuals on the option to select the State Plan."

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boutevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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OMB Control Number: 0938-1148

Attachment 3.1-L.[ ] OMB Expiration date: 10/31/2014

. ABP2e

These assurances must be made by the state/territory if enrollment is mandatory for any of the target populations or sub-populations.

When mandatorily enrolling eligibility groups in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent Plan) that could have
exempt individuals, prior to enrollment:

The state/territory assures it wiil appropriately identify any individuals in the eligibility groups that are exempt from mandatory
enrollment in an Alternative Benefit Plan or individuals who meet the exemption criteria and are given a choice of Alternative Benefit
Plan coverage defined using section 1937 requirements or Alternative Benefit Plan coverage defined as the state/territory's approved
Medicaid state plan, not subject to section 1937 requirements.

How will the state/territory identify these individuals? (Check all that apply)
Xl Review of eligibility criteria (e.g., age, disorder/diagnosis/condition)

Describe:

Kentucky's eligibility system identifies these individuals based on eligibility criteria.

] Self-identification

] Other

The state/territory must inform the individual they are exempt or meet the exemption criteria and the state/territory must comply with
all requirements related to voluntary enrollment or, for beneficiaries in the “Individuals at or below 133% FPL Age 19 through 64”
eligibility group, optional enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements or Alternative
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan,

The state/territory assures that for individnals who have become exempt from enrollment in an Alternative Benefit Plan, the state/
territory must inform the individual they are now exempt and the state/territory must comply with all requirements related to
voluntary enrollment or, for beneficiaries in the “Individuals at'dt below 133% FPL Age 19 through 64™ eligibility group, optional
enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage
defined as the state/territory's approved Medicaid state plan.

How will the state/territory identify if an individual becomes exempt? (Check all that apply)
[ Review of claims data

X Self-identification

Review at the time of eligibility redetermination

[] Provider identification

Change in eligibility group

[ ] Other

How frequently will the state/territory review the Alternative Benefit Plan population to determine if individuals are exempt from
mandatory enrollment or meet the exemption criteria?

TN No: 13-021 Approval Date: 12/20/13

Effective Date: 01/01/14
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" Monthly
" Quarterly
(¢ Annually

(" Ad hoc basis
(" Other

The state/territory assures that it will promptly process all requests made by exempt individuals for disenrollment from the Alternative
Benefit Plan and has in place a process that ensures exempt individuals have access to all standard state/territory plan services or, for
beneficiaries in the “Individuals at or below 133% FPL Age 19 through 64” eligibility group, optional enrollment in Alternative

Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage defined as the state/territory's
approved Medicaid state plan.

Describe the process for processing requests made by exempt individuals to be disenrolled from the Alternative Benefit Plan:

The ABP and State Plan benefits are exactly equivalent, therefore, exemption processes are not applicable.

Should the State Plan and ABP not be aligned in the future, the State will counsel exempt individuals on the option to select the State

Plan. The State will verify the request for exemption using the same process used for normal eligibility determination and
redetermination.

Other Information Related to Enroflment Assurance for Mandatory Participants (optional):

All Medicaid beneficiaries, regardless of eligibility group, will be notified in writing within 30 days of enrollment that all Kentucky
Medicaid beneficiaries receive the same benefit package, whether in the ABP or State Plan, along with a brief description of that benefit
package. This notification will advise beneficiaries to contact the Department for Medicaid Services (DMS) and/ot their selected
Managed Care Organization (MCO) if they have questions about their benefit package or specific services. A toll free telephone

number will be provided in the notification. If a member requests to be moved back into the regular state plan, members will be able to
do so.

Should the State Plan and ABP not be aligned in the future, the State will counsel exempt individuals on the option to select the State
Plan.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. -~
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OMB Control Number: 0938-1148
Attachment 3.1-L D

OMB Expiration date: 10/31/2014
T T ABP3

Select one of the following:

(" The state/territory is amending one existing benefit package for the population defined in Section |.

(¢ The state/territory is creating a single new benefit package for the population defined in Section I.

Name of benefit package: |KyHealth Choices

Selection of the Section 1937 Coverage Option

The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
Equivalent Benefit Package under this Alternative Benefit Plan (check one):

(¢ Benchmark Benefit Package.
(" Benchmark-Equivalent Benefit Package.

The state/territory will provide the following Benchmark Benefit Package (check one that applies):

e The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit
Program (FEHBP). .

(" State employee coverage that is offered and gener:'ly available to state employees (State Employee Coverage):

c " A commercial HMO with the largest insured commercial, non-Medicaid enrollment in the state/territory (Commercial
HMO):

(& Secretary-Approved Coverage.

(¢ The state/territory offers benefits based on the approved state plan.

The state/territory offers an array of benefits from the section 1937 coverage option and/or base benchmark plan
benefit packages, or the approved state plan, or from a combination of these benefit packages.

(¢ The state/territory offers the benefits provided in the approved state plan.

(" Benefits include all those provided in the approved state plan plus additional benefits.

(" Benefits are the same as provided in the approved state plan but in a different amount, duration and/or scope.
(" The state/territory offers only a partial list of benefits provided in the approved state plan.

(" The state/territory offers a partial list of benefits provided in the approved state plan plus additional benefits.

s
Please briefly identify the benefits, the source of benefits and any limitations:

Please refer to the state's approved State Plan

Selection of Base Benchmark Plan

TN No: 13-021 Approval Date: 12/20/13 .
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The state/territory must select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or
Benchmark-Equivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option. {No

Indicate which Benchmark Ptan described at 45 CFR 156.100(a) the state/territory will use as its Base Benchmark Pian:
(¢ Largest plan by enrollment of the three largest small group insurance products in the state's small group market.
(" Any of the largest three state employee health benefit pians by enroliment.
(" Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment.

(" Largest insured commercial non-Medicaid HMO.

Plan name: |Anthem Blue Cross Blue Shield Small Group PPO

Other [nformation Related to Selection of the Section 1937 Coverage Option and the Base Benchmark Plan (optional):

The State assures that all services in the base benchmark have been accounted for throughout the benefit chart found in ABPS5.
The State assures the accuracy of all information in ABPS depicting amount, duration and scope parameters of services authorized in the
currently approved Medicaid state plan.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130801

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentiickyv ADPAY A



@sm Alternative Benefit Plan

Atachimont 31L OMB Control Number: 0938-1148
Attachment 3.1-L ] OMB Expiration date: 10/31/2014

P BP4
Any cost sharing described in Attachment 4.18-A applies to the Alternative Benefit Plan.

Attachment 4.18-A may be revised to include cost sharing for ABP services that are not otherwise described in the state plan. Any such
cost sharing must comply with Section 1916 of the Social Security Act.

The Alternative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in
No
Attachment 4.18-A.

Other Information Related to Cost Sharing Requirements (optional):

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments conceming the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130807

TN No: 13-021 Approval Date 12/20/13 Effective Date: 01/01/14
Kentucky ABP4



Alternative Benefit Plan
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OMB Control Number: 0938-1148

Attachment 3.1-L i
D OMB Expiration date: 10/31/2014

The state/territory proposes a “Benchmark-Equivalent” benefit package.|No

The state/territory is proposing “Secretary-Approved Coverage” as its section 1937 coverage option. [Yes

Secretary-Approved Benchmark Package: Benefit by Benefit Comparison Table

The state/territory must provide a benefit by benefit comparison of the benefits in its proposed Secretary-Approved Alternative
Benefit Plan with the benefits provided by one of the section 1937 Benchmark Benefit Packages or the standard full Medicaid state
plan under Title XTX of the Act. Submit a document indicating which of these benefit packages will be used to make the comparison
and include a chart comparing each benefit in the proposed Secretary-Approved benefit package with the same or similar benefit in
the comparison benefit package, including any limitations on amount, duration and scope pertaining to the benefits in each benefit
package.

An attachment is submitted.

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:

Anthem PPO

Enter the specific name of the section 1937 coverage option selected, if other than Secretary-Approved. Otherwise, enter
“Secretary-Approved.”

Secretary-Approved

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP5-1
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Attachment 3.1-L

Alternative Benefit Plan

{m] Essential Health Benefit 1: Ambulatory patient services

Collapse All []

Benefit Provided:

Source:

Physician Services

State Plan 1905(a)

Remove ]

Authorization:

Provider Qualifications:

None Medicaid State Plan
Amount Limit: Duration Limit:
None None

Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

This represents Physician services.

Benefit Provided:

Source:

Outpatient Hospital Services

State Plan 1905(a)

Authorization:

Provider Qualifications:

Other

Medicaid State Plan

Amount Limit:

s ration Limit:

None

None

Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Prior authorization is required for some services. See State Plan for complete listing

Benefit Provided:

Source:

Ciinic Services

State Plan 1905(a)

Authorization:

Provider Qualifications:

None

Medicaid State Plan

Amount Limit;

Duration Limit:

None Nane
Scope Limit:
None
TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14

Kentucky ABP5-2
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Attachment 3.1-L

Alternative Benefit Plan

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

Remove

Benefit Provided:

Source:

Certified Pediatric or Family Nurse Practitioner

State Plan 1905(a)

Remove

0ol

Authorization:

Provider Qualifications:

None

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

Full State Plan Service Title: Certified pediatric or family Nurse Practitioner services

Benefit Provided:

Source:

Hospice Care

State Plan 1905(a)

Remove !

Authorization:

Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

Dually eligible (Medicare and Medicaid) recipients must participate in the Medicare and Medicaid hospice
programs simultaneously in order to receive Medicaid hospice services .

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

Benefit Provided:

Source:

Private duty nursing

State Plan 1905(a)

Authorization:

Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit:

Duration Limit;

2000 hours / year None
TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP5-3
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Attachment 3.1-L

Scope Limit:

Services in an inpatient setting excluded

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source:
Medical care & any other type of remedial:podiatry State Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Uuration Limit:
None None
Scope Limit:
Limited to non-routine foot care; routine foot care excluded

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Medical care and any other type of remedial care provided by licensed
practitioners: Podiatry

KY State Plan Title: Medical care and any other type of remedial care

Podiatry exclusions include: treatment of flatfoot; treatments undertaken for the sole purpose of correcting
a subluxated structure as an isolated entity within the foot; routine footcare, except when the patient has a
systemic disease of sufficient severity that unskilled performance of such procedures would be hazardous;
specified methods of plethysmography. Orthopedic shoes and other supportive devices for the feet are not
covered under this program element. Additional detailed explanations of these exclusions are included in
the State Plan.

This represents podiatry services

Benefit Provided: Source:

Medical care & any other type of remedial: Other State Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:

None None
Scope Limit:
None

TN No: 13-021

Approval Date: 12/20/13

Effective Date: 01
Kentucky ABP5-4 /01/14
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Attachment 3.1-L

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

practitioners: Other practitioner's services

Full State Plan Service Title: Medical care and any other type of remedial care provided by licensed

KY State Plan Title: Medical care and any other type of remedial care

This represents services provided by other practitioners listed in the State Plan

Remove

Benefit Provided:

Source:

Family Planning Services and Supplies for Individu

State Plan 1905(a)

Authorization:

Provider Qualifications:

None

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

Limited to individuals of child-bearing age

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

Full State Plan Service Title: Family Planning Services and Supplies for Individuals of Child-bearing Age

Add

TN No: 13-021 Approval Date: 12/20/13

Kentucky ABPS-5

Effective Date: 01/01/14
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Attachment 3.1-L

[m] Essential Health Benefit 2: Emergency services Collapse All [ ]
Benefit Provided: Source:
Outpatient Hospital: Emergency department I-tlse Plan 1905(a) Remove ;
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source:
Any other medical care: emergency transportation State Plan 1905(a) erl
Authorization: Provider Qualifications: '
None i\—Aedicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Any other medical care and any other type of remedial care recognized under
the state law, specified by the Secretary
This represents emergency transportation/ambulance

Add

TN No: 13-021 Approval Date: 12/20/13

Kentucky ABP5-6 Effective Date: 01/01/14
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Attachment 3.1-L

Alternative Benefit Plan

(@] Essential Health Benefit 3: Hospitalization

Collapse All ]

Benefit Provided:

Source:

Inpatient Hospital Services

State Plan 1905(a)

Authorization:

Provider Qualifications:

Other

Miedicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

hospital and service.

Authorization is done through prior, concurrent, and retroactive authorization, depending on the type of

Remove

Benefit Provided:

Source:

Physician: Inpatient Services

State Plan 1905(a)

Authorization:

Provider Qualifications:

None

Medicaid State Plan

Amount Limit:

Dﬁration Limit:

None

None

Scope Limit:

None

1 Remove

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

This represents Inpatient Physician Services

Add

TN No: 13-021
Kentucky

Approval Date: 12/20/13
ABP5-7

Effective Date: 01/01/14



ATNTIRS FMEMEYROARR & IRTRCAITL RFAVIS

Attachment 3.1-L

Alternative Benefit Plan

[®] Essential Health Benefit 4: Maternity and newborn care

Collapse All []

Benefit Provided:

Source:

Other diagnostic, screening, preventive, and rehab

State Plan 1905(a)

Remove l

Authorization:

Provider Qualifications:

None

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

This benefit incorporates prenatal and postnatal care.

Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilitation services

Benefit Provided:

Source:

Nurse-midwife Services

State Plan 1905(a)

| Remaove !

Authorization:

Provider Qualifications:

None

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None

Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:

Benefit Provided:

Source:

Inpatient Hospital Services: Maternity

State Plan 1905(a)

Authorization:

Provider Qualifications:

Other

Medicaid State Plan

Amount Limit:

Duration Limit:

None None

Scope Limit:

None
TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentuckv ARDE_Q
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Attachment 3.1-L

Essential Health Benefit 5: Mental health and substance use disorder services including
(] behavioral health treatment

Collapse All [ ]

Benefit Provided: Source:
Inpatient Hospital Services: IP Mental Health State Plan 1905(a) [—_R:n;;e_—l
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
IP Mental Health in an IMD is not available to individuals between the ages of 21 to 64.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This represents Inpatient Mental Health services.
These facilities are not IMDs.

Remove

Benefit Provided: Source:

Rehabilitative services: OP Mental Health State Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:

None None
Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilitative services, i.e. other
than those provided elsewhere in this plan
This represents Outpatient Mental Health services.

Benefit Provided: Source:
Inpatient Hospital Services: IP Substance Use State Plan 1905(a)
Authorization: Provider Qualifications:
Prior Authorization .Medicaid State Plan
Amount Limit: Duration Limit:
None None
TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14

Kentucky ABP5-10
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Attachment 3.1-L

Scope Limit: -

None

Remove

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This represents IP Substance Use Disorder Services
These facilities are not IMDs

Benefit Provided: Source:
Rehabilitative services: @P Substance Use State Plan 1905(a) ,er}
Authorization; Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit: ‘
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilitative services, i.e. other

than those provided elsewhere in this plan
This represents OP Substance Use Disorder Services

Add

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
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. Attachment 3.1.[,

[W] Essential Health Benefit 6: Prescription drugs .

Benefit Provided:
Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the
same number of prescription drugs in each category and class as the base benchmark.

Prescription Drug Limits (Check all that apply.): /Authorization: Provider Qualifications:

[] Limit on days supply Yes State licensed

[C] Limit on number of prescriptions
] Limit on brand drugs

[ ] Other coverage limits

Preferred drug list

Coverage that exceeds the minimum requirements or otiner:

The Commonwealth of Kentucky’s ABP prescription drug benefit plan is the same as under the approved
Medicaid state plan for prescribed drugs.

o

TN No: 13-021 A .
pproval Date: 12/20/13 i .
Kentucky ABPS.12 /20/ Effective Date: 01/01/14



@S Alternative Benefit Plan

. Attachment 3.1-L

(W] Essential Health Benefit 7: Rehabilitative and habilitative services and devices Colapse All ]
Benefit Provided: Source:
Physical therapy &related svcs: PT State Plan 1905(a) (—m
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit:
20 visits per calendar year None
Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
State Plan Service Title: Physical therapy and related services

20 visits per year for physical therapy; benefit limits are aggregated between habilitation and rehabilitation
services.

Benefit Provided: Source:

Home Health: Medical supplies, equipment, and appl State Plan 1905(a)

Provider Qualifications:

Authorization:

Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit:
None None

Scope Limit:

Specific restrictions and exclusions are found in the fee schedule

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Home Health: Medical su'bpiies, equipment, and appliances suitable for use in
the home

KY State Plan Title: Home Health: Medical supplies suitable for use in the home

Prior authorization is required for items of equipment or repairs greater than $500 and certain other
specified items.

Benefit Provided: Source:
Prosthetics State Plan 1905(a)
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14

Kentucky ARDE 12
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Attachment 3. -L

Alternative Benefit Plan

Amount Limit:

Luration Limit:

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

specified items.

Prior authorization is required for items of equipment or repairs greater than $500 and certain other

None None ‘ Remove 1
Scope Limit:
None

Benefit Provided:

Source:

Nursing Facility Services (21 and older)

State Plan 1905(a)

Remove ]

Authorization:

Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

Meets level of care

benchmark plan:

Other. information regarding this benefit, including the specific name of the source plan if it is not the base

nursing facility to 90 day.

This is a nursing facility for rehabilitative purposes. The base benchmark limits the number of days in a

Benefit Provided:

Source:

Medical and other types of remedial care: chiropra

State Plan 1905(a)

Authorization:

Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit:

Duration Limit:

26 visits per calendar year

None

Scope Limit:

None

benchmark plan:

Other information regarding this benefit, including the specific name of the source plan if it is not the base

This represents chiropractic services

Benefit Provided:

Source:

Nursing Facility Services (for individuals age 65

State Plan 1905(a)

TN No: 13-021
Kentucky

Approval Date: 12/20/13
ARDC 12

Effective Date: 01/01/14
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Attachment 3.1-1,

—
Authorization: Provider Qualifications:

!Prior Authorization Medicaid State Plan ’ ' Remove ‘

Amount Limit: Duration Limit:

None None

Scope Limit:

None J

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plant Service Title: Nursing Facility Services (for individuals age 65 or older in an IMD)

Benefit Provided: Source:
Physical therapy &related svcs: OT J State Plan 1905(a) J l—?e—r_n_ove—l
Authorization: Provider Qualifications:
‘Prior Authorization l iMedicaid State Plan J
Amount Limit: Duration Limit:
[20 visits per calendar year l iNone ‘ .
Scope Limit:
[None v I

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

State Plan Service Title: Physical therapy and related services

20 visits per year for occupational therapy; benefit limits are aggregated between habilitation and
rehabilitation services.

Benefit Provided: Source:

!Physical therapy &related svcs: ST I 'State Plan 1905(a) '
Authorization: Provider Qualifications:
lPrior Authorization J IMedicaid State Plan I
Amount Limit: Duration Limit:
IZO visits per calendar year J lNone J

Scope Limit:
None ‘

T
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

State Plan Service Title: Physical therapy and related services

TN No: 13-021

A .
Kentucky Pproval Date: 12/20/13

Effectiv :
ABPS-15 e Date: 01/01/14




CMS Alternative Benefit Plan
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Attachment 3.1-L

20 visits per year for speech therapy; benefit limits are aggregated between habilitation and rehabilitation

services.
Remove

Benefit Provided: Source:
[Home health services; nursing, aide, and therapy I lState Plan 1905(a) J m
Authorization; Provider Qualifications:
lPrior Authorization ‘ lMedicaid State Plan }
Amount Limit: Duration Limit:
ET/OT/ST: 20 visits each per calendar year iNone J
Scope Limit:
INone }

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

This represents the home health visit, including PT/OT/SLT (if applicable)
20 visits each per calendar year for physical, occupational, and speech therapy; benefit home health
services

Add

TN No: 13-021 Approval Date: 12/20/13

Effective Date:
Kentucky ABP5-16 e: 01/01/14
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Attachment 3.1-L

[W] Essential Health Benefit 8: Laboratory services Collapse All []
Benefit Provided: Source:
Other Laboratory and x-Ray Services State Plan 1905(a) [Tem
Authorization: Provider Qualifications:
IOther ‘ ’Medicaid State Plan
Amount Limit: Duration Limit:
lNone l lNone |
Scope Limit:
None l

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Some imaging services require a prior authorization. See State Plan for complete listing.

Add

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
 Kentucky ABP5-17 '
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Attachment 3.1-L

[m) Essential Health Benefit 9: Preventive and wellness services and chronic disease management

by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended

and additional preventive services for women recommended by the Institute of Medicine (IOM).

Collapse All []

The state/territory must provide, at a minimum, a broad range of preventive services including: “A” and “B” services recommended

vaccines; preventive care and screening for infants, children and adults recommended by HRSA'’s Bright Futures program/project;

Benefit Provided: Source:

lPreventive Services !State Plan 1905(a) J Remove ]

Provider Qualifications:

Authorization:

lNone ’ lMedicaid State Plan I
Amount Limit; Duration Limit:

F\Ione ] h\lone l
Scope Limit:

Supplements existing benefits with any additions to comply with USPSTF, ACIP, IOM, and Bright

Futures.

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Full State Plan Service Title: Other diagnostic, screening, preventive, and rehabilitative services, i.e. other
than those provided elsewhere in this plan

This benefit includes preventive services

Benefit Provided: Source:

Authorization: Provider Qualifications:

lNone Medicaid State Plan J
Amount Limit: Duration Limit:

[None l INO"C '
Scope Limit:

[None l

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Physician services: allergy State Plan 1905(a)

Add’

TN No: 13-021 Approval Date: 12/20/13 _
: Effect :
Kentucky ABP5-18 ective Date: 01/01/14
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Attachment 3.1-L

[m] Essential Health Benefit 10: Pediatric services including oral and vision care Collapse All[]

Benefit Provided: Source:
Medicaid State Pian EPSDT Benefits
lState Plan 1905(a) ] Remove '

Authorization: Provider Qualifications:

[Other ‘ Medicaid State Plan

Amount Limit: Duration Limit:

[None lNone J
Scope Limit:

[None ’

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

State Plan Service Title: EPSDT
Prior Auth required for orthondontia

Beneflt Provided: Squrce: .
Medicaid State Plan EPSDT Benefits IState Plan 1905(2) J m;;—l
Authorization: crovider Qualifications:
lOther ' lMedicaid State Plan ]
Amount Limit: Duration Limit:
‘None l lNone

Scope Limit:

lLimited to children under 21 years of age

Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Full State Plan Service Title: Inpatient psychiatric facility services for individuals under 21 years of age

These services are not in an IMD

Add

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABPS-19
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Attachment 3.1-[,

[] Other Covered Benefits from Base Benchmark Collapse All [ ]

TN No: 13-021

Approval Date: 12/20/13
Kentucky

Effective Date: 01/01/14
ABP5-20
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Attachment 3.1-L

Base Benchmark Benefits Not Covered due to Substitution or Duplication

Collapse Al []

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Primary Care Visit

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physician Services, under the EHB Ambulatory Patient
Services.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Specialist Visit

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Remove

Duplication: This benefit was replaced with Physician Services, under the EHB Ambulatory Patient
Services.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Outpatient facility fee

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Remove

Duplication: This benefit was replaced with Clinic Services and Outpatient Hospital Services, under the
EHB Ambulatory Patient Services.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Hospice

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Remove

Duplication: This benefit was replaced with Hospice care, under the EHB Ambulatory services

Base Benchmark Benefit that was Substituted: Source:
Rase Benchmark

Home health care services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Remove

Duplication: This benefit was replaced with Home Health Services, under the EHBs Ambulatory Patient
Services & Rehabilitative and habilitative services and devices

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

ER Services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Outpatient Hospital Services, as well as Outpatient Hospital:

TN No: 13-021 Approval Date: 12/20/13

Effective Date:
Kentucky ABPS-21 01/01/14
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" Attachment 3.1-L,

Emergency department, under the EHB Emergency Services. Emergency hospital services are covered as
outpatient hospital services in Medicaid.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
Emergency Transportation / Ambulance ¢ Benclimar

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Any other medical care and any other type of remedial care
recognized under state law, specified by the Secretary, under the EHB Emergency Services .

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Inpatient Hospital Services ¢

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient Hospital Services, under the EHB Hospitalization.

Base Benchmark Benefit that was Substituted: Source:

: T - - Base Benchmark ]
Inpatient physician and surgical services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physician Services, under the EHB Hospitalization.

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Skilled nursing facility se Benchm

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Nursing Facility Services (for individuals age 65 or older in an
IMD) & Nursing Facility Services (21 and older) , under the EHBs Rehabilitative and Habilitative Services
and Devices

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
[ienatal and postnatal care

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services, under the EHB Maternity and Newborn Care.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Delivery and all inpatient services for maternity
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits: Remove

Duplication: This benefit was replaced with Inpatient hospital services: Maternity, under the EHB
Maternity and Newborn Care.

Base Benchmark Benefit that was Substituted: Source:

A N ; Base Benchmark
Mental/behavioral health outpatient services Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services & EPSDT, under the EHB Mental Health and Substance Use Disorder Services, including
Behavioral Health

Base Benchmark Benefit that was Substituted: Source:

] : ; ] Base Benchmark
Mental/behavioral health inpatient services .

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient Hospital Services: IP Substance Use, and Inpatient
psychiatric facility services for individuals under 21 years of age, under the EHB Mental Health and
Substance Use Disorder Services, including Behavioral t:calth, and the EPSDT EHB, respectively

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Substance Abuse Disorder Qutpatient Services ]

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services & Extended services to pregnant women, under the EHB Menta! Health and Substance Use
Disorder Services, including Behavioral Health

Base Benchmark Benefit that was Substituted: Source:

- ; : Base Benchmark
Substance Abuse Disorder Inpatient Services 1

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient Hospital Services, under the EHB Mental Health and
Substance Use Disorder Services, including Behavioral Health

—1

Base Benchmark Benefit that was Substituted: Source:

. Base Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescription drugs, Dentures, Prosthetic Devices, and
Eyeglasses under the EHB Prescription Drugs
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Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Preferred Brand Drugs

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Non-Preferred Brand Drugs

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Specialty Drugs

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

I3

Outpatient Rehabilitation Services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physical Therapy and related Services, under the EHB
Rehabilitative and Habilitative Services and Devices

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Habilitation Services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physical Therapy and related Services, under the EHB
Rehabilitative and Habilitative Services and Devices

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Chiropractic Care

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Medical care and any other type of remedial care, under the
Rehabilitative and Habilitative Services and Devices. This benefit is limited to 12 visits per year in the base
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'benchmark plan.
l P |

Base Benchmark Benefit that was Substituted: Source:
Base Benchi
Durable Medical Equipment ase Benchmark

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Family Plaun. ag Services and Supplies for Individuals of
Child-bearing Age under the EHB for Ambulatory Services, and Home Health: Medical supplies,
equipment, and appliances suitable for use in the home, as well as Prosthetics, under the EHB
Rehabilitative and Habilitative Services and Devices.

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
[Hearing Aides ase Benehimar

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT & Home Health: Medical supplies, equipment, and
appliances suitable for use in the home, under the EHB Rehabilitative and Habilitative Services and
Devices

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Diagnostic Tests (x-rays and lab work)

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other Laboratory and X-Ray Services, under the EHB
Laboratory Services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Imaging (CT/PET/MRI) '

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other Laboratory and X-Ray Services, under the EHB
Laboratory Services

Base Benchmark Benefit that was Substituted: Source:

5 - - A Base Benchmark
Preventive care / screening / immunization Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Other diagnostic, screening, preventive, and rehabilitation
services, under the EHB Preventive and wellness Services and Chronic Disease Management
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Base Benchmark Benefit that was Substituted: Source:

: ; Base Benchmark
Routine Eye Exam for Children ase Benciimar

Explain the substitution or duplication, including indicating the substituted benefii(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT, under the EHB Pediatric services, including oral and
vision care

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Eye glasses for children ase Benchmar

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT & Prescribed drugs, dentures, prosthetic devices, and
eyeglasses, under EHB Pediatric services, including oral and vision care

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Dental check-up for children ¢ ¢ ’

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT, under the EHB Pediatric services, including oral and
vision care

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Allergy treatment

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Physician Services, under the EHB Preventive and wellness
services and chronic disease management

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Injectable drugs and other drugs administered in a -

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above unde: Essential Health Benefits:

(Full benchmark benefit: Injectable drugs and other drugs administer in a providers' office or other OP
setting)
Duplication: This benefit was replaced with Physician Services, under the EHB Ambulatory Services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Medical supplies, equipment, and education for dia

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

(Full benchmark benefit: Medical supplies, equipment, and education for diabetes care for all diabetics)
Duplication: This benefit was replaced with Prescription drugs, under the EHB Prescription drugs and
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Physician Services under EHB Ambulatory Services. The medical supplics and equipment for diabetes care
maps to the Prescription Drugs, while the education for diabetics maps to Physician Services under
Ambulatory.

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Dental services for accidental injury and other re

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

(Full benchmark benefit: Dental services for accidental injury and other related medical services)
Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Remove

i

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

kluman organ and tissue transplant transplant servi

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient hgspital services and Physician Services, under the
EHB Hospitalization

Remove

Base Benchmark Benefit that was Substituted: > dree:
Base Benchmark

Human organ and tissue transplant services - trans

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Inpatient hospital services and Physician Services, under the
EHB Hospitalization

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Human organ and tissue transplant services - uarel

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

(Full benchmark benefit: Human organ and tissue transplant services - unrelated donor search)
Duplication: This benefit was replaced with Inpatient Hospital Services

Remove

Base Benchmark Benefit that was Substituted: Source:
*, RBase Benchmark

[Autism Services for children

Exptlain the substitution or duplication, including indicafing the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with EPSDT, under the EHB Pediatric services, including oral and
vision care

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Radiation therapy
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits: Remove

Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: source:

Base Benchmark
Chemotherapy ase Benchimar Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Infusion Therapy ] ase Benchmar

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Renal dialysis/hemodialysis ;_a e Ben

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above unde; cssential Health Benefits:

Duplication: This benefit was replaced with Outpatient hospital services, under the EHB Ambulatory
patient services

Base Benchmark Benefit that was Substituted: Source:

- . - Base Benchmark
Vision correction after surgery or accident Remoave

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

This benefit was replaced with Duplication: This benefit was replaced with Physician Services, under the
EHB Ambulatory patient services

Base Benchmark Benefit that was Substituted: Source:

" . Base Benchmark
Other practitioner office visit :

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Certified pediatric or family Nurse Practitioner services, under
the EHB Ambulatory services e

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Private duty nursing
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Remove

Duplication: This benefit was replaced with Private Duty Nursing, under the EHB Ambulatory Care

The base benchmark has a 2,000 hour limit.

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Urgent Care Centers Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced by Clinic Services, under the EHB Ambulatory patient services

Base Benchmark Benefit that was Substituted: Source:

- - Base Benchmark
Outpatient surgery physician / surgical

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced by Physician Services, under the EHB Ambulatory patient services
and Physician Services: Maternity under the Maternity and newborn care EHB.

Base Benchmark Benefit that was Substituted: Source:

; ) Base Benchmark
Podiatry services _]

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Medical care and any other type of remedial care provided by
licensed practitioners: Podiatry, under the EHB Ambulatory Patient Services

Base Benchmark Benefit that was Substituted: Source:

. : Base Benchmark
Other practitioner's services

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Medical care and any other type of remedial care provided by
licensed practitioners: Other practitioner's services, under the EHB Ambulatory Patient Services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Certified Nurse Midwife J ase Benchmar

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Nurse-midwife Services, under the EHB Maternity and
Newbom Care
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Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Prescription Drug Benefits

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate -
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: This benefit was replaced with Prescribed drugs, Dentures, Prosthetic devices, and eyeglasses,
under the EHB Prescription Drugs under the EHB Prescription drugs and Family Planning Services and
Supplies under the EHB Ambulatory services.

Remove

Add
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B Other Base Benchmark Benefits Not Covered Collapse All []

Base Benchmark Benefit not Included in the Alternative  Source:

. Base Benchmark
Benefit Plan: ase benchmar

Non-emergency care when traveling outside the US

Explain why the state/territory chose not to include this benefit:

This is not permissible under federal Medicaid rules. |

Base Benchmark Benefit not Included in the Alternative  Source:

Benefit Plan: Base Benchmark
Remove

Routine eye exam

Explain why the state/territory chose not to include this benefit:
This benefit is not a an EHB for adults. l

Add
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Other 1937 Covered Benefits that are not Essential Health Benefits

Collapse All []

Other 1937 Benefit Provided:

Source:

Services in an ICF-IID

Section 1937 Coverage Option Benchmark Benefit
' Package

Authorization:

Provider Qualifications:

Remove

|Prior Authorization

] ‘Medicaid State Plan

Amount Limit:

Duration Limit:

!None

‘ lNone

Scope Limit:

lMedicaid individuals who meet ICF-IDD patient status criteria

Qther:

Other 1937 Benefit Provided:

Source:

Dental Services

Section 1937 Coverage Option Benchmark Benefit

Authorization:

Package

Provider Qualifications:

[(Romoe |

Other !Medicaid State Plan
Amount Limit: Duration Limit:
Il cleaning and | x-ray per year ] [None I
Scope Limit:
lDental services for adults 21 years of age or older l
Other:
No authorization required
Other 1937 Benefit Provided: Source:
lRoutine eye exam lS)ection 1937 Coverage Option Benchmark Benefit
ackage
Authorization: Provider Qualifications:
(Other l [Medicaid State Plan ’
Amount Limit: Duration Limit:
[None None l
Scope Limit:
INone
Other:

lNo authorization required
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Remove

Other 1937 Benefit Provided: Source:
p : - Section 1937 Coverage Option Benchmark Benefit
ase management services Package
Authorization: vrovider Qualifications:
Other ) ‘ !Medicaid State Plan
Amount Limit: Duration Limit:
None I h\lone

Scope Limit:

Some case management services are limited to specific groups of individuals. Please see State Plan for
complete listing.

Other:

Some case management services are limited to specific groups of individuals. Populations included:

= Children meeting the eligibility criteria of the Commission for Handicapped Children (CHC) and persons
of all ages with hemophilia meeting the CHC eligibility criteria.

« Children in the custody of or at risk of being in the custody of the State; children under the supervision of
the state; and adults in need of protective services.

e Children birth to three participating in the Kentucky Early Intervention Program.

» Pregnant women who are under age 20 and first time parents; and pregnant women age 20 or older who
are first time parents and screen as high risk for the Health Access Nurturing Development Services
(HANDS) program.

» Pregnant women, including post partum women for the 60 days after the pregnancy ends, who are
receiving substance use services.

» Individuals with a moderate or severe substance use disorder diagnosis, or co-occurring substance use and
mental health disorders; with need for assistance in accessing community or recovery supports or with
multi-agency involvement,

= Individuals with a severe emotional disability or a serious mental illness; who are at risk of out-of-home
placement or institutional care.

« Individuals with at least two of the following types of co-occurring disorders, which interact to complicate
treatment: (1) mental health, (2) substance use, and (3) chronic or complex physical health conditions.

Remove

Other 1937 Benefit Provided: Source:
- Section 1937 Coverage Option Benchmark Benefit
Face-to-face Tobacco Cessation for Pregnant Women
Package
Authorization: Provider Qualifications:
‘Other 1 lMedicaid State Plan ‘
Amount Limit: Duration Limit:
l4 face-to-face sessions per quit attempt None I
Scope Limit:
None
TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
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Other:

No authorization required

Full amount limit: 4 face-to-face sessions per quit attempt with a minimum of 2 quit attempts

Remove

Other 1937 Benefit Provided:

Nursing Facility Services for Long Term Care

Authorization:

Source:
Section 1937 Coverage Option Benchmark Benefit

Package
Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit:

Duration Limit:

Remove

Other 1937 Benefit Provided:

I;one None
Scope Limit:
IMeets level of care ]
Other:
Source:

Section 1937 Coverage Option Benchmark Benefit

{Ambulatory prenatal care for pregnant women furni

Package

Authorization:

Provider Qualifications:

lOther

Medicaid State Plan l

Amount Limit:

Duration Limit:

{None

e |

Remove

Scope Limit:

None

Other:

presumptive eligibility period

No prior authorization is required.

Full State Plan Service Title: Ambulatory prenatal care for pregnant women furnished during a

Add
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] Additional Covered Benefits (This category of benefits is not applicable to the adult group under Collapse Alf []
section 1902(a)(10)(A)(i)(VIII) of the Act.)

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130808
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OMB Expiration date: 10/31/2014

ABP7

EPSDT Assurances

If the target population includes persons under 21, please complete the following assurances regarding EPSDT. Otherwise, skip to the
Prescription Drug Coverage Assurances below.

The alternative benefit plan includes beneficiaries under 21 years of age.

The state/territory assures that the notice to an individual includes a description of the method for ensuring access to EPSDT services
(42 CFR 440.345).

The state/territory assures EPSDT services will be provided to individuals under 21 years of age who are covered under the state/
territory plan under section 1902(a)(10)(A) of the Act.

Indicate whether EPSDT services will be provided only through an Alternative Benefit Plan or whether the state/territory will provide
additional benefits to ensure EPSDT services:

(" Through an Alternative Benefit Plan.
(¢ Through an Alternative Benefit Plan with additional benefits to ensure EPSDT services as defined in 1905(r).

Per 42 CFR 440.345, please describe how the additional benefits will be provided, how access to additional benefits will be

coordinated and how beneficiaries and providers will be informed of these processes in order to ensure individuals have access to
the full EPSDT benefit.

Indicate whether additional EPSDT benefits will be provided through fee-for-service or contracts with a provider:

(" State/territory provides additional EPSDT benefits through fee-for-service.
(¢ State/territory contracts with a provider for additional EPSDT services.
Please specify payment method (select one):

(¢ Risk-based capitation

(" Administrative services contract

" Other

Other Information regarding how ESPDT benefits will be provided to participants under 21 years of age (optional):

EPSDT benefits will be administered through the prior authorization process.

MCOs have been informed that they should not deny services for children because a benefit is not covered, but may deny a service if it
is not medically necessary. KY regularly monitors complaints and claim denials to verify MCO compliance.

KY provides educational materials to members about EPSDT benefits

Prescription Drug Coverage Assurances

The state/territory assures that it meets the minimum requirements for prescription drug coverage in section 1937 of the Act and
implementing regulations at 42 CFR 440.347. Coverage is at least the greater of one drug in each United States Pharmacopeia (USP)
category and class or the same number of prescription drugs in each category and class as the base benchmark.
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The state/territory assures that procedures are in place to allow a beneficiary to request and gain access to clinically appropriate
prescription drugs when not covered.

The state/territory assures that when it pays for outpatient prescription drugs covered under an Alternative Benefit Plan, it meets the
requirements of section 1927 of the Act and implementing regulations at 42 CFR 440.345, except for those requirements that are
directly contrary to amount, duration and scope of coverage pernitted under section 1937 of the Act.

The state/territory assures that when conducting prior authorization of prescription drugs under an Alternative Benefit Plan, it
complies with prior authorization program requirements in section 1927(d)(5) of the Act.

Other Benefit Assurances

The state/territory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benchmark
plan, and that the state/territory has actuarial certification for substituted benefits available for CMS inspection if requested by CMS.

The state/territory assures that individuals will have access to services in Rural Health Clinics (RHC) and Federaily Qualified Health
Centers (FQHC) as defined in subparagraphs (B) and (C) of section 1905(a)(2) of the Social Security Act.

The state/territory assures that payment for RHC and FQHC services is made in accordance with the requirements of section
1902(bb) of the Social Security Act.

The state/territory assures that it will comply with the requirement of section 1937(b)(5) of the Act by providing, effective January 1,
2014, to-all Alternative Benefit Plan participants at least Essential Health Benefits as described in section 1302(b) of the Patient
Protection and Affordable Care Act.

The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section
1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance
use disorder benefits comply with the requirements of section 2705(a) of the Public Health Service Act in the same manner as such
requirements apply to a group health plan.

The state/territory assures that it witl comply with section 1937(b)(7) of the Act by ensuring that benefits provided to Alternative
Benefit Plan participants include, for any individual described in section 1905(a)(4)(C), medical assistance for family planning
services and supplies in accordance with such section. ‘

The state/territory assures transportation (emergency and non-emergency) for individuals enrolled in an Alternative Benefit Plan in
accordance with 42 CFR 431.53.

The state/territory assures, in accordance with 45 CFR 156.115(a)(4) and 45 CFR 147.130, that it will provide as Essential Health
Benefits a broad range of preventive services including: “A” and “B” services recommended by the United States Preventive Services
Task Force; Advisory Committee for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for
infants, children and adults recommended by HRSA's Bright Futures program/project; and additional preventive services for women
recommended by the Institute of Medicine (IOM).

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are tequired to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average S hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. 1f you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atta: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP7-2
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@S Alternative Benefit Plan
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OMB Control Number: 0938-1148
Attachment 3.1-L D

OMB Expiration date: 10/31/2014

Provide detail on the type of delivery system(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit package or
benchmark-equivalent benefit package, including any variation by the participants’ geographic area.

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s).

Select one or more service delivery systems:
Managed care.
X} Managed Care Organizations (MCO).
[] Prepaid Inpatient Health Plans (PTHP).
Prepaid Ambulatory Health Plans (PAHP).
{1 Primary Care Case Management (PCCM).
[] Fee-for-service.
7] Other service delivery system.
Managed Care Options
Managed Care Assurance

The state/territory certifies that it will comply with all applicable Medicaid laws and regulations, including but not limited to sections
1903(m), 1905(t), and 1932 of the Act and 42 CFR Part 438, in providing managed care services through this Alternative Benefit
Plan. This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6.

Managed Care Implementation

Please describe the implementation plan for the Alternative Benefit Plan under managed care including member, stakeholder, and
provider outreach efforts.

As authorized in the existing 1915(b) waiver KY-07.

MCO: Managed Care Organization

The managed care delivery system is the same as an already approved managed care program. Yes

The managed care program is operating under (select one):

(" Section 1915(a) voluntary managed care program.

(@ Section 1915(b) managed care waiver.

(" Section 1932(a) mandatory managed care state plan amendment.
(" Section 1115 demonstration.

(" Section 1937 Alternative (Benchmark) Benefit Plan state plan amendment.

Identify the date the managed care program was approved by CMS: lDec 28,2012 !

TN No: 13-021

Approval Date:
Kentucky pproval Date: 12/20/13

Effective Date:
ABPS-1 e: 01/01/14



(E{Gs Alternative Benefit Plan

Attachment 3.1-L

Describe program below:

KY-07 allows for mandatory enroliment for Medicaid beneficiaries into managed care. Beneficiaries have the choice of two to
four managed care organizations depending on the region of state in which they reside.

Additional Information: MCQO (Optional)

Provide any additional details regarding this service delivery system (optional):

PAHP: Prepaid Ambulatory Health Plan

The managed care delivery system is the same as an already approved managed care program. Yes

The managed care program is operating under (select one):
(" Section 1915(a) voluntary managed care program.

{(® Section 1915(b) managed care waiver.

(" Section 1115 demonstration.

(" Section 1937 Altemative (Benchmark) Benefit Plan state ;an amendment.

Identify the date the managed care program was approved by CMS: Sep 25,2013

Describe program below:

Non-Emergency Transportation Services: KY-06 provides transportation under a capitated arrangement with regional

transportation brokers for eligible Medicaid members requiring transportation to and from approved non-emergency medical
services.

Additional Information: PAHP (Optional)

Provide any additional details regarding this service delivery system (optional):

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V20130718

TN No: 13-021

Approval Date: 1
Kentucky 2/20/13

Effective Date:
ABPE.2 ate: 01/01/14




@S Alternative Benefit Plan

Attachment 3. L D OMB Cont'rol .Number: 0938-1148
- A OMB Expiration date: 10/31/2014

E ponsored Insur: S L ABPY
The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants

with such coverage, with additional benefits and services provided through a Benchmark or Benchmark-Equivalent Benefit Yes
Package.

Provide a description of employer sponsored insurance, including the population covered, the amount of premium assistance by
population, employer sponsored insurance activities including required contribution, cost-effectiveness test requirements, and
benefit information:

This program is called the Health Insurance Premium Payment (HIPP) is available to all Medicaid recipients. The program will pay
the cost of the premium for any Medicaid recipient that is working and has access to employer sponsored insurance and still eligible
for Medicaid provided said payments would be cost effective for Medicaid. All information is entered in our MMIS system to
make determination of cost effectiveness. The system looks at their age, premium cost, and claims cost to determine cost
effectiveness. The benefit information is not determinable for this SPA as it varies depending on the employer insurance and
insurance company. However, any services not covered by the employer sponsored insurance Medicaid does provide wrap around
coverage and would pay for additional services for the eligible Medicaid recipient.

The state/territory otherwise provides for payment of premiums. No

Other Information Regarding Employer Sponsored Insurance or Payment of Premiums:

The state assures that ESI coverage is established in sections 3.2 and 4.22(h) of the state’s approved Medicaid state plan. The
beneficiary will receive a benefit package that includes a wrap of benefits around the employer sponsored insurance plan that equals the
benefit package to which the beneficiary is entitled. The beneficiary will not be responsible for payment of premiums or other cost
sharing that exceeds nominal levels as established at 42 CFR part 447 subpart A.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection, If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP9-1
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OMB Control Number: 0938-1148

A -
ttachment 3.1 LD OMB Expiration date: 10/31/2014

. ABP10

Economy and Efficiency of Plans

The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payment limit
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system
through which the coverage and benefits are obtained.

Economy and efficiency will be achieved using the same approach as used for Medicaid state plan services. Yes

Compliance with the Law

The state/territory will continue to comply with all other provisions of the Social Security Act in the administration of the state/
territory plan under this title.

The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42
CFR 430.2 and 42 CFR 440.347(e).

The state/territory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of
the Base Benchmark Plan and/or the Medicaid state plan.

PRA Disclosure Statement
According to'the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB countrol number for th:: information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestians for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130807

TN No: 13-021
Kentucky Approz\/gl Date: 12/20/13 Effective D
P10-1 € Date: 01/01/14
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OMB Control Number: 0938-1148
OMB Expiration date: 10/31/2014

ABP11

Attachment 3.1-L []

Alternative Benefit Plans - Payment Methodologies

The state/territory provides assurance that, for each benefit prov: led under an Alternative Benefit Plan that is not provided through

managed care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment
4.19a, 4.19b or 4.19d, as appropriate, describing the payment methodology for the benefit.

© Anattachment is submitted.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to compiete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V20130807

TN No: 13-021 Approval Date: 12/20/13 Effective Date: 01/01/14
Kentucky ABP11-1



Supplement 18 to Attachment 2.6A
Page 1

State Plan Under Title XIX of the Social Security Act

State: KENTUCKY

METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES

The State will determine the appropriate FMAP rate for expenditures for individuals enrolled in the adult
group described in 42 CFR 435.119 and receiving benefits in accordance with 42 CFR Part 440 Subpart C.
The adult group FMAP methodology consists of two parts: an individual-based determination related to

enrolled individuals, and as applicable, appropriate population-based adjustments.

Part 1 — Adult Group Individual Income-Based Determinations

For individuals eligible in the adult group, the state will make an individual income-based determination for
purposes of the adult group FMAP methodology by comparing individual income to the relevant converted
income eligibility standards in effect on December 1, 2009, and included in the MAGI Conversion Plan (Part
2) approved by CMS on 02/25/2014 . In general, and subject to any adjustments described
in this SPA, under the adult group FMAP methodology, the expenditures of individuals with incomes below
the relevant converted income standards for the applicable subgroup are considered as those for which the
newly eligible FMAP is not available. The relevant MAGI-converted standards for each population group in
the new adult group are described in Table 1.

1

TN - 13-027 Approval Date — 03/13/2014 Effective Date —01/01/7014



Supplement 18 to Attachment 2.6A

Page 2
Table 1: Adult Group Eligibility Standards and FMAP Methodology Features
Covered Populations Within New Adult Group Applicable Population Adjustment
Population Group Relevant Population Group Income Standard Resource Enrollment Special Other
Proxy Cap Circumstances | Adjustments

For each population group, indicate the lower of:

e The reference in the MAGI Conversion Plan (Part
2) to the relevant income standard and the
appropriate cross-reference, or

e 133% FPL.

If a population group was not covered as of 12/1/09,
enter “Not covered”.

Enter “Y” (Yes), “N” (No), or “NA” in the appropriate column to indicate if

the population adjustment will apply to each population group. Provide

additional information in corresponding attachments.

A B C D | E F
Parents/Caretaker Attachment A, Column C, Line 1 of Part 2 of the CMS
H approved MAGI Conversion Plan, including any subsequent
Relatives CMS approved modifications to the MAGI Conversion Plan No N/A No No
Disabled Persons, non- | attachment A, Column C, Line 2 of Part 2 of the CMS
: H H : approved MAGI Conversion Plan, including any subsequent No
institutionalized CMS approved modifications to the MAGI Conversion Plan No N/A No
Disabled Persons, Attachment A, Column G, Line 3 of Part 2 of the CMS
H H H H approved MAGI Conversion Plan, including any subsequent NO
institutionalized CMS approved modifications to the MAGI Conversion Plan No N/A No
Children Age 19 or 20 ) '
& Not Covered
N/A N/A N/A N/A
Childless Adults o
No Covered
N/A N/A N/A N/A

TN - 13-027

Approval Date ~03132014

Effective Date — 01/01/2014




Supplement 18 to Attachment 2.6A
Page 3

Part 2 - Population-based Adjustments to the Newly Eligible Population
Based on Resource Test, Enrollment Cap or Special Circumstances

A. Optional Resource Criteria Proxy Adjustment (42 CFR 433.206(d))
1. The state:

[ Applies a resource proxy adjustment to a population group(s) that was subject to a resource test
that was applicable on December 1, 2009.

= Does NOT apply a resource proxy adjustment (Skip items 2 through 3 and go to Section B).

Table 1 indicates the group or groups for which the state applies a resource proxy adjustment to the
expenditures applicable for individuals eligible and enrolled under 42 CFR 435.119. A resource
proxy adjustment is only permitted for a population group(s) that was subject to a resource test that
was applicable on December 1, 2009.

The effective date(s) for application of the resource proxy adjustment is specified and described in
Attachment B.

2. Data source used for resource proxy adjustments:

The state:

[0 Applies existing state data from periods before January 1, 2014.

O Applies data obtained through a post-eligibility statistically valid sample of individuals.
Data used in resource proxy adjustments is described in Attachment B.

3. Resource Proxy Methodology: Attachment B describes the sampling approach or other
methodology used for calculating the adjustment.

B. Enrollment Cap Adjustment (42 CFR 433.206(¢e))

1. [ Anenrollment cap adjustment is applied by the state (complete items 2 through 4).

= An enroliment cap adjustment is not applied by the state (skip items 2 through 4 and go to
Section C).

N -13-027 Approval Date — 03/13/2014 Effective Date —01/01/7014
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Supplement 18 to Attachment 2.6A
Page 4

Attachment C describes any enrollment caps authorized in section 1115 demonstrations as of
December 1, 2009 that are applicable to populations that the state covers in the eligibility group
described at 42 CFR 435.119 and received full benefits, benchmark benefits, or benchmark
equivalent benefits as determined by CMS. The enroliment cap or caps are as specified in the
applicable section 1115 demonstration special terms and conditions as confirmed by CMS, or in
alternative authorized cap or caps as confirmed by CMS. Attach CMS correspondence confirming
the applicable enroliment cap(s).

The state applies a combined enrollment cap adjustment for purposes of claiming FMAP in the adult
group:

[ Yes. The combined enrollment cap adjustment is described in Attachment C
= No.

Enroliment Cap Methodology: Attachment C describes the methodology for calculating the
enrollment cap adjustment, including the use of combined enrollment caps, if applicable.

C. Special Circumstances (42 CFR 433.206(g)) and Other Adjustments to the Adult Group FMAP
Methodology

1.

2.

3.

The state:

J Applies a special circumstances adjustment(s).

= Does not apply a special circumstances adjustment.

The state:

[0 Applies additional adjustment(s) to the adult group FMAP methodology (complete item 3).

= Does not apply any additional adjustment(s) to the adult group FMAP methodology (skip item 3
and go to Part 3).

Attachment D describes the special circumstances and other proxy adjustment(s) that are applied,

including the population groups to which the adjustments apply and the methodology for
calculating the adjustments.

4
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Part 3 - One-Time Transitions of Previously Covered Populations into the New
Adult Group

A. Transitioning Previous Section 1115 and State Plan Populations to the New Adult Group

1 Individuals previously eligible for Medicaid coverage through a section 1115 demonstration
program or a mandatory or optional state plan eligibility category will be transitioned to the
new adult group described in 42 CFR 435.119 in accordance with a CMS-approved transition
plan and/or a section 1902(e){14){A) waiver. For purposes of claiming federal funding at the
appropriate FMAP for the populations transitioned to new adult group, the adult group FMAP
methodology is applied pursuant to and as described in Attachment E, and where applicable, is
subject to any special circumstances or other adjustments described in Attachment D.

B The state does not have any relevant populations requiring such transitions.

Part 4 - Applicability of Special FMAP Rates

A. Expansion State Designation
The state:

m Does NOT meet the definition of expansion state in 42 CFR 433.204(b). (Skip section B and go to
Part 5)

0 Meets the definition of expansion state as defined in 42 CFR 433.204(b), determined in
accordance with the CMS letter confirming expansion state status, dated

B. Qualification for Temporary 2.2 Percentage Point Increase in FMAP.
The state:

= Does NOT qualify for temporary 2.2 percentage point increase in FMAP under 42 CFR
433.10(c)(7).

[0 Qualifies for temporary 2.2 percentage point increase in FMAP under 42 CFR 433.10(c)(7),
determined in accordance with the CMS letter confirming eligibility for the temporary FMAP
increase, dated . The state will not claim any federal funding for individuals
determined eligible under 42 CFR 435.119 at the FMAP rate described in 42 CFR 433.10(c)(6).

TN-13027 Approval Date — /127014 Effective Date —"1/11/2014
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Revision: HCFA-PM-91-4 (BPD) OMB No. 0938-
AUGUST 1991

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

State/Territory: Kentucky

Citation As a condition for receipt of Federal funds under title XIX
of the Social Security Act, the

42 CFR

430.10 Department for Medicaid Services

(Single State Agency)

Submits the following State plan for the medical assistance
program, and hereby agrees to administer the program in
accordance with the provisions of this State plan, the
requirements of titles XI and XIX of the Act, and dll
applicable Federal regulations and other official issuances
of the Department.

TN No. 92-1

Supersedes Approval Date NOV 14 1994 Effective Date 1-1-92

TN No. 86-1 HCFA ID: 7982E
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State Kentucky
Section 1 SINGLESTATE AGENCY ORGANIZATION

Citation 11 Designation and Authority

42 CFR 431.10 (@ The Department for Medicaid Services is the single

AT-79-29 State agency designated to Administer or supervise the
administration of the Medicaid program under title
XIX of the Social Security Act. (All references in this
plan to the Medicaid agency named in this paragraph.)
ATTACHMENT 1.1-A is a certification signed by the
State Attorney General identifying the single State
agency and citing the legal authority under which it
administers or supervises administration of the
program.

TN No. 86-1

Supersedes Approval Date 6-23-86 Effective Date 3-1-86

TN No. 78-14



HCFA-AT-80-38
May 22, 1980

Revision: (BPP)

State:

Citation

Sec. 1902(a)
of the Act

©)

Kentucky

1.1(b)

The State agency that administered or supervised
the administration of the plan approved under title
X of the Act as of January 1, 1965, has been
separately designated to administer or supervise the
administration of that part of this plan which relates
to blind individuals.

O Yes. The State agency so designated is

This agency has a separate plan covering that
portion of the State plan under title X1X for which
itisresponsible.

Not applicable. The entire plan under title
XIX is administered or supervised by the
State agency named in paragraph 1.1(a).

TN No. 78-14
Supersedes
TN No.

Approval Date 6-25-79

Effective Date 8-31-78
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Revision: HCFA-AT-80-38 (BPP)

May 22, 1980
State Kentucky
Citation
Intergovernmental 1.1(c) Waivers of the single State agency requirement
Cooperation Act of 1968. which are currently operative have been granted
of 1968 under authority of the Cooperation Act
O Yes. ATTACHMENT 1.1-B describes
these waivers and the approved alternative
organizational arrangements.
O Not applicable. Waiversare no longer in
effect.
Not applicable. No waivers have ever been
granted.
TN No. 77-2
Supersedes Approval Date 2-28-77 Effective Date 1-1-77

TN No.



®

The agency named in paragraph 1.1(a) has
responsibility for al determinations of
eligibility for Medicaid under this plan.

Determinations of eligibility for Medicaid
under this plan are made by the agency(ies)
specified in ATTACHMENT 2.2-A. There
is a written agreement between the agency
named in paragraph 1.1(a) and other
agency(ies) making such determinations for
specific groups covered under this plan.
The agreement defines the relationships
and respective responsibilities of the
agencies.

Revision: HCFA-AT-80-38 (BPP)

May 22, 1980

State Kentucky

Citation
42 CFR431.10 11(d) O
AT-79-29
TN No. 77-2
Supersedes Approval Date 2-28-77

TN No.

Effective Date 1-1-77
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State Kentucky
Citation
42 CFR 431.10 1.1(e) All other provisions of this plan are administered
AT-79-29 by the Medicaid agency except for those functions
for which final authority has been granted to a
Professional Standards Review Organization under
title X1 of the Act.
(f) All other requirements of 42 CFR 431.10 are met.
TN No. 77-2
Supersedes Approval Date 2-28-77 Effective Date 1-1-77

TN No.



Revision:

Citation

42 CFR431.11

AT-79-29

HCFA-AT-80-38 (BPP)
May 22, 1980

State Kentucky

12

Organization for Administration

@

(b)

©

d)

ATTACHMENT 1.2-A contans a
description of the organization and
functions of the Medicaid agency and an
organization chart of the agency.

Within the State agency, the Department
for Medicaid Services has been designated
as the medica assistance  unit.
ATTACHMENT 12-B contains a
description of the organization and
functions of the medical assistance unit and
an organi zation chart of the unit.

ATTACHMENT _12-C contains a
description of the kinds and numbers of
professonal  medica personnel  and
supporting staff used in the administration
of the plan and their responsibilities.

Eligibility determinations are made by
State or 1ocal staff of an agency other than
the agency named in paragraph 1.1(a).
ATTACHMENT 12-D contans a
description of the staff designated to make
such determinations and the functions they
will perform.

O Not applicable. Only staff of the

agency named in paragraph 1.1(a)
make such determinations.

TN No. 86-1
Supersedes
TN No. 74-8

Approval Date: 6-23-86

Effective Date: 3-1-86



®

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 13 Statewide Operation
42 CFR The plan is in operation on a Statewide basis in
431.50(b) accordance with al requirements of 42 CFR
AT-79-29 431.50.

The plan is State administered.

O The plan is administered by the political
subdivisions of the State and is mandatory
on them.

TN No. 74-8
Supersedes Approval Date: 9-12-74 Effective Date: 4-1-74

TN No.



Medical Care Advisory Committee

©

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation
14 State Medical Care Advisory Committee
42 CFR There is an advisory committee to the Medicaid
431.12(b) agency director on health and medical care Services
AT-78-90 established in accordance with and Meeting all the
requirements of 42 CFR 431.12.
42 CFR The State enralls recipients in MCO, PIHP,

438.104 PAHP, and/or PCCM programs. The State
assures that it complies with 42 CFR
438.104(c) to consult with the Medical
Care Advisory Committee in the review of
marketing materials.

TN # 03-10
Supersedes Approval Date: NOV 18, 2003 Effective Date: 8/13/03

TN #74-8




Revision:

Citation

1928 of the Act

HCFA-PM-94-3
APRIL 1994
State/Territory:

(93)

(MB)

Kentucky

15 Pediatric Immunization Program

1

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

a

The State program will provide each vaccine-eligible child with medically
appropriate vaccines according to the schedule developed by the Advisory
committee on Immunization Practices and without charge for the vaccines.

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

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

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

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

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

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

TN No. 94-18
Supersedes
TN No. None

Approval Date: 2-1-95 Effective Date: 10-1-94
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Revision: HCFA-PM-94-3 (MB)
APRIL 1994

State/Territory: Kentucky

Citation

1928 of the Act 2. The State has not modified or repealed any
Immunization Law in effect as of May 1, 1993 to
reduce the amount of health insurance coverage of
pediatric vaccines.

3. The State Medicaid Agency has coordinated with
the State Public Health Agency in the completion
of this preprint page.

4. The State agency with overall responsibility for the
implementation and enforcement of the provisions
of section 1928 is:

O State Medicaid Agency

State Public Health Agency

TN No. 94-18
Supersedes Approval Date: 2-1-95 Effective Date 10-1-94
TN No. None



Revision: HCFA-PM-91-4 (BPD)
AUGUST 1991

State:

SECTION 2—-COVERAGE AND ELIGIBILITY

(10)

Kentucky

OMB No. : 0938-

Citation 21 Application, Determination of Eligibility and
Furnishing Medicaid

42 CFR @ The Medicaid agency meets al

435.10 and requirements of 42 CFR435Applications,

Subpart J determining eligibility, and furnishing

Medicaid.

TN No. 92-1

Supersedes Approval Date NOV-14-1994 Effective Date 1-1-92

TN No. 75-8 HCFA ID: 7982E



Revision:

Citation

42 CFR
435914
1902(a)(34)
of the Act

1902(¢)(8) and
1905(a) of the
Act

1902(a)(47) and

KENTUCKY MEDICAID STATE PLAN

(11)
HCFA-PM-  (MB)

State Territory: Kentucky

State Plan Definition of HMO

21k @

@

Except as provided in items 2.1(b)(2) and
(3) below, individuas are entitled to
Medicaid services under the plan during the
three months preceding the month of
application, if they were, or on application
would have been, eligible. The effective
date of prospective and retroactive
igibility is specified in Attachment 2.6-A.

For individuals who are eligible for
Medicare cost-sharing  expenses  as
qualified Medicare beneficiaries under
section  1902(a)(I0)(E)(i)) of the Act,
coverage is available for services furnished
after The end of the month which the
individual is first Determined to be a
qualified Medicare beneficiary.
Attachment 2.6-A specifies  the
requirements for Determination  of
eligibility for this group.

Pregnant women are entitled to ambulatory
prenatal care under the plan during a
presumptive  €eigibility  period  in
accordance with section 1920 of the Act.
Attachment 2.6-A specifies the
requirements for  Determination  of
eligibility for this group.

TN No. 03-10
Supersedes
TN No. 01-21

Approval Date 11-18-03

Effective Date 8-13-03



(11a)

Revision: HCFA-PM-91-8 (MB) OMB No.
October1991
State/ Territory: Kentucky

Citation

1902(a)(55) 2.1(d) The Medicaid agency has procedures to take of

of the Act the Act applications, assist applicants, and
perform initial processing of applications from
those low income pregnant women, infants, and
children under age 19, described in
S1902(8)(10)(A)(I)(IV),  (B(10)(A)([)(V1), (a)
(10) (A)D(VID, and (A(10)(A)([I)(IX) at
locations other than those used by the title 1V-A
program including FQHCs and disproportionate
share hospitals. Such application forms do not
include the ADFC form except as permitted by
HCFA instructions.

TN No. 92-1

Supersedes Approval Date NOV-14-1994 Effective Date 1-1-92

TN No. 91-28 HCFA ID:  7985E



(12)

Revision: HCFA-PM-91-4 (BPD)
AUGUST 1991

State: Kentucky

OMB No.: 0938-

Citation 22 Coverage and Conditions of Eligibility

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

a

a

Mandatory categorically needy and other
required special groups only.

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

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

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

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

All applicable requirements of 42 CFR Part
435 and sections 1902(a)(10)(A)()(1V),
(V), and (VI), 1902(a)(I0)(A)(ii)(XI),
1902(a)(I0)(E), 1902(I) and (m), 1905(p),
() and (s), 1920, and 1925 of the Act are
met.

TN No. 92-1
Supersedes Approval Date NOV-14-1994
TN No. 87-15

Effective Date 1-1-92
HCFA ID: 7982E



(13)

Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938—0193

MARCH 1987

State: Kentucky

Citation 23.  Residence
435.10 and Medicaid is furnished to eligible individuals who
435.403, and are residents of the State under 42 CFR 435.403,
1902(b) of the regardless of whether or not the individuas
Act, P.L.99-272 maintain the residence permanently or maintain it at
(Section 9529) afixed address.
and P.L. 99-509
(Section 9405)
TN No. 87-15
Supersedes Approval Date 1-22-88 Effective Date 10-1-87

TN No. 86-7 HCFA ID:  1006P/0010P



(14)

Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938-0193
MARCH 1987
State: Kentucky
Citation 24 Blindness
42 CFR 435.530(b) All of therequirements of 42 CFR 435.530 and 42
42 CPR 435.531 CFR 435531 are met. The more restrictive
AT-78-90 definition of blindness in terms of ophthalmic
AT-79-29 measurement used in this plan is specified in
ATTACHMENT 2.2-A.
TN No. 87-15
Supersedes Approval Date JAN-22-2988 Effective Date 10-1-87

TN No. 76-2

HCFA ID:  1006P/0010P



(15)

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State: Kentucky
Citation 25 Disability
42 CFR All of the requirements of 42 CFR 435.540 and
435. 121, 435.541 are met. The State uses the same definition
435.540(b) of disability used under the SSI program unless a
435541 more restrictive definition of disability is specified
in Item A.13.b. of ATTACHMENT 2.2-A of this
plan.
TN No. 92-1
Supersedes Approval Date NOV-14-1994 Effective Date 1-1-92

TN No. 87-15 HCFA ID:  7982E



HCFA-PM-92-1
FEBRUARY 1992

Revision: (MB)

State:

Citation(s)

42 CFR

435.10 and
Subparts G & H
1902(a)(10) (A) Ci)
1y, (1v), (V)1
V1), and (VII),
1902(a)(10)(A)(ii)
(1X), 19C2(8)(10)
(A)(ii)(X), 1902
(8(10)(C),
1902(f), 1902(1)
and (rn),

190S(p) and (s),
1902(r)(2),

and 1920

(16-17)

Kentucky

2.6

@

Financial Eligibility

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

TN No. 92-5
Supersedes
TN No. 92-1

Approval Date: NOV-14-1994

Effective Date: 4-1-92



(18)

Revision: HCFA-PM-86-20 (BERC)
SEPTEMBER 1986
State/Territory: Kentucky
Citation 2.7 Medicaid Furnished Out of State
431.52 and Medicaid is furnished under the conditions
1902(b) of the specified in 42 CFR 431.52 to an digible individual
Act, P.L. 99-272 who is aresident of the State while the individual is
(Section 9529) in another State, to the same extent that Medicaid is
furnished to residents in the. State.
TN No. 86-7
Supersedes Approval Date NOV-12-1987 Effective Date 10-1-86

TN No. 82-21

HCFA ID:  0053C/0061E



Revision: HCFA-PM-01- 4
AUGUST 1991

Citation

42 CFR, Part 440, Subpart
B1902(a), 1902(e)
1905(a), 1905(p),

1915, 1920, and

1925 of the Act

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

(BPD)

State/Territory:

(19)

OMB No.: 0938-

Kentucky

SECTION 3 - SERVICES: GENERAL PROVISIONS

31

@

Amount Duration, and Scope of Services

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

@

Categorically needy.

Services for the categorically needy are described below and in
ATTACHMENT 3.1-A. These servicesinclude;

0]

(in)

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

Nurse-midwife services listed in section 1905(a)(17) of the
Act, as defined in 42 CFR 440.165 are provided to the
extent that nurse-midwives are authorized to practice
under State law or regulation. Nurse-midwives are
permitted to enter into independent provider agreements
with the Medicaid agency without regard to whether the
nurse-midwife is under the supervision of, or associated
with, aphysician or other health care provider.

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

TN No. 92-1
Supersedes
TN No. 90-37

Approval Date NOV 14-1994

Effective Date: 1-1-92
HCFA ID:  7982E



(193)

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: Kentucky
31(@)(1) Amount. Duration. and Scope of Services:
Citation Categorically Needy (Continued)
1902(¢)(5) of (iii) Pregnancy-related, including family planning services, and
the Act postpartum services for a 60-day period (beginning on the
day pregnancy ends) and any remaining days in the month
in which the 60th day falls are provided to women who,
while pregnant, were eligible for, applied for, and received
medical assistance on the day the pregnancy ends.
(iv) Services for medical conditions complicate the pregnancy
(other pregnancy-related or postpartum provided to
pregnant women.
1902(a) (10), v) Services related to pregnancy (including prenatal,
clause (VII) delivery, postpartum, and family planning services) and to
of the matter other conditions that may complicate pregnancy are the
following (F) same services provided to poverty level pregnant women
of the Act dligible  under the provison of  sections
1902(a)(10)(A)())(1V) and 1902(a)(I0)(A)(ii)(IX) of the
Act.
TN No. 92-1
Supersedes Approval Date: NOV 14-94 Effective Date 1-1-92
TN No. 90-37 HCFA ID:  7982E



Revision: HCFA-PM-92-7
OCTOBER 1992

Citation

1902(2)(10)(D)

1902(e)(7) of
the Act

1902(e)(9) of the
Act

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

1905(a)(23)
and 1929

(19b)

(MB)
State/Territory: Kentucky
3.13@)(®1) Amount, Duration, and Scope of Services:
Categorically Needy (Continued)

(vi) Home health services are provided to individuals entitled
to nursing facility services as indicated in item 3.1(b) of
this plan.

(vii)  Inpatient services that are being furnished to infants and
children described in section 1902(1)(1)(B) through (D), or
section 1905(n)(2) of the Act on the date the infant or
child attains the maximum age for coverage under the
approved State plan will continue until the end of the stay
for which the inpatient services are furnished.

O (viii) Respiratory care services are provided to ventilator
dependent individuals as indicated in item 3.1(h) of this
plan.

(ix) Services are provided to families eligible under section
1925 of the Act asindicated initem 3.5 of this plan.

O x) Home and Community Care for Functionaly Disabled
Elderly Individuals, as defined, described and limited in

Supplement 2 to Attachment 3.1-A and Appendices A-G
to Supplement 2 to Attachment 3.1-A.

ATTACHMENT 3.1-A identifies the medical and remedial services provided to
the categorically needy, specifies al limitations on the amount, duration and
scope of those services, and lists the additional coverage (that is in excess of
established service limits) for pregnancy-related services and services for
conditions that may complicate the pregnancy.

TN No. 93-9
Supersedes
TN No. 92-1

Approval Date June 4-93 Effective Date 4-1-93



(19¢)

State: Kentucky
Citation 3.13@)(®1) Amount, Duration, and Scope of Services: Categorically Needy
(Continued)

1905(a)(26) Program of All-Inclusive Care of the Elderly (PACE) services, as

and 1934 described and limited in Supplement 3 to Attachment 3.1-A.
ATTACHMENT 3.1-A identifies services provided to each covered
group of the categorically needy; specifies all limitations on the amount,
duration and scope of those services, and lists the additional coverage
(that is in excess of established service limits) for pregnancy-related
servicesfor conditions that may complicate the pregnancy.

TN No. 98-08

Supersedes Approval Date 11-12-98 Effective Date 1-1-99

TN No. None



(20)

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: Kentucky
Citation 31 Amount, Duration, and Scope of Services (continued)
42 CFR Part 440, (a)(2) Medically needy.
Subpart B
This State plan covers the medically needy.

The services described below and in ATTACHMENT 3.1-B

are provided.

Services for the medically needy include:
1902(a)(10)(C)(iv) 0] If services in an institution for mental diseases (42 CFR
of the Act 440.140 and 440.160) or an intermediate care facility for the
42 CFR 440.220 mentally retarded (or both) are provided to any medically needy

group, then ach medically needy group is provided either the

services listed in section 105(a)(1) through (5) and (17) of the

Act, or seven of the services listed in section 1905(a)(1)

through (20). The services are provided as defined in 42 CFR

Part 440, Subpart A and in sections 1902, 1905, and 1915 of the

Act.

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

1902(e)(5) of (i) Prenatal care and delivery services for pregnant women.

the Act

TN No. 92-1

Supersedes Approval Date NOV 14-1994 Effective Date 1-1-92
TN No. 87-15 HCFA ID: 7982E



Revision: HCFA-PM--91-4 (BPD)
AUGUST 1991

(203)

OMB No.: 0938-

State/Territory: Kentucky

Citation 3i@)(2)

Amount, Duration, and Scope of Services:

Medically Needy (Continued)

(iii)

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

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

v) Ambulatory services, as defined in ATTACHMENT 3.1-B,
for recipients under age 18 and recipients entitled to
institutional services.

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

(vi) Home health services to recipients entitled to nursing

facility services asindicated in item 3.1(b) of this plan.

42 CFR 440.140, (vii) Servicesin aninstitution for mental diseases for individuals
440.150, 440.160 over age 65..

Subpart B,

442.441, (viii)  Services in an intermediate care facility for the mentally
Subpart C retarded.

1902(a) (20)(C)

and (21) of the Act (ix) Inpatient psychiatric servicesfor individuals under age 21
1902(a)(10)(D)

TN No. 92-1

Supersedes Approval Date NOV -14-1994 Effective Date 1-1-92
TN No. 87-15 HCFA ID: 7982E



(20b)

Revision: HCFA-PM-92-7 (MB)
October 1992
State/ Territory: Kentucky
Citation 31(@)(2)4 Amount, Duration, and Scope of Services: Medically Needy
(Continued)
1902(e)(9) of O x) Respiratory care services are provided ventilator
the Act dependent individuals as indicated in item 3.1(h) of this
plan.
1905(a) (23) O (xi) Home and Community Care for Functionally Disabled
and 1929 Elderly Individuals, as defined, described and limited in

Supplement 2 to Attachment 3.1-A and Appendices A-G
to Supplement 2 to Attachment 3.1-A.

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

TN No. 93-9
Supersedes Approval Date JUN-4-1993 Effective Date 4-1-93
TN No. 92-1



State: Kentucky
Citation 3.13)(2) Amount, Duration, and Scope of Services: Medically Needy
(Continued)

1905(a)(26) Program of All-Inclusive Care of the Elderly (PACE) services,

and 1934 as described and limited in Supplement 3 to Attachment 3.1-A.
ATTACHMENT 3.1-B identifies services provided to each covered group
of the medically needy; specifies dl limitations on the amount, duration
and scope of those services, and lists the additional coverage (that is in
excess of established service limits) for pregnancy-related services for
conditions that may complicate the pregnancy.

TN No. 98-08

Supersedes Approval Date 11-12-98 Effective Date 1-1-99

TN No. None



Revision: HCFA-PM-97-3 (CMSO)
December 1997
(21)

State: Kentucky
Citation 31 Amount, Duration, and Scope of Services (continued)

@®) Other Required Special Groups: Qualified Medicare

Beneficiaries

1902(a)(10)(E)(i). Medicare cost sharing for qualified Medicare beneficiaries
and clause (VII1) described in section 1905(p) of the Act is provided only as
of the matter indicated initem 3.1 of this plan.
following (F), and
1905(p)(3) of the
Act

1902(8)(10)(E)(ii)
and 1905(s) of the
Act

1902(g)(10)(E)(iii)
and 1905(p)(3)
(A)(ii) of the Act

(&(4)(i) Other Required Special Groups. Qualified Disabled and
Working Individuals

Medicare Part A premiums for qualified disabled and working
individuals described in section 1902(a)(10)(E)(ii) of the Act
are provided asindicated in item 3.1 of this plan.

(i) Other Required Special Groups: Specified Low-Income
Medicare Beneficiaries

Medicare Part B premiums for specified low-income income
Medicare beneficiaries described in section 1902(a)(10)(E)(iii)
of the Act are provided asindicated in item 3.2 of this plan.

(iii) Other Required Special Groups: Qualifying Individuals—1
1902(a)(10)(E)(iv)(1) Medicare Part B premiums for quaifying individuals described
1905(p)(3)(A)(ii) in Section 1902(a)(10)(E)(iv)(l) and subject to Section 1933 of
and 1933 of the Act the Act are provided as indicated initem 3.2 of this plan.

TN No. 98-02
Supersedes Approval Date 6-3-98 Effective Date 1-1-98

TN No. 92-01



Revision: HCFA-PM-97-3 CMSO)
December 1997
(219)
State: Kentucky
(iv) Other Required Special Groups: Qualifying Individuals - 2
1902(a)(10)(E)(iv) The portion of the amount of increase to the Medicare Part B
1), premium attributable to the Home Health provisions for
1905(p)(3)(A)(iv) qualifying individuas described in Section
(11), 1905(p)(3) of 1902(A)(10)(E)(iv)(I1) and subject to Section 1933 of the Act
the Act are provided asindicated in item 3.2 of this plan.
@) Other Required Special Groups: Families Recelving Extended
Medicaid Benefits
1925 of the Act Extended Medicaid benefits for families described in section
1925 of the Act are provided as indicated in item 3.5 of this
plan.
(a)(6) Homeless Individuals
1905(a)(9) of the Clinic services furnished to eligible individuals who do not
Act reside in a permanent dwelling or do not have a fixed home or
mailing address are provided without restrictions regarding the
site at which the services are furnished.
@) Presumptively Eligible Pregnant Women
1902(a)(47)and Ambulatory prenatal care for pregnant women is provided
1920 of the Act during a presumptive eligibility period if the care is furnished
by aprovider that is eligible for payment under the State plan.
(3)(8) EPSDT Services
42 CFR 441.55, The Medicaid agency meets the requirements of sections
50 CFR 43654, 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Act with respect
1902(a)(43), to early and periodic screening, diagnostic, and treatment
1905(a)(4)(B), and (EPSDT) services.
1905(r) of the Act
TN No. 98-02
Supersedes Approval Date 6-3-98 Effective Date 1-1-98

TN No. 92-01



Revision: HCFA-PM-97-3 (CMSO)
December 1997

(21b)
State: Kentucky

P.L. 102-585 @) Qualified Alien

Section 402
Isresiding in the United States and
a Isacitizen.

b. Isaqualified aien, as identified in section 431(b) of P.L.
104-193,whose coverage is mandatory under sections 402
and 403 of P.L. 104-193, including those who entered the
U. S. prior to August 22, 1996, and those who entered on
or after August 22, 1996.

Is a qualified alien, as defined in section 431(b)
of P.L. 104-193, whose coverage is optional
under section 402 and 403 of P.L. 104-193,
including those who entered the U. S. Prior to
August 22, 1996 and those who entered on or
after August 22, 1996.

c. Is an adien who is not a qualified alien as defined in
section 431(b) of P.L. 104-193, or who is a qualified
alien but is not eligible under the provision of (b) above.
(Coverageisrestricted to certain emergency services).

(®(20)  Limited Coveragefor Certain Aliens

1902(a) and 1903(v) Is an alien who is not a qualified aien or who is a qualified

of the Act and alien, as defined in section 431(b) of P.L. 104- 193, but is not

Section eligible for Medicaid based on dlien status, and who would

401(b)(1)(A) of P.L. otherwise qualify for Medicaid is provided Medicaid only for

104-193 the treatment of an emergency medical condition (including
emergency labor and delivery) as defined in section 1903(v)(3)
of the Act.

TN No. 98-02
Supersedes Approval Date: 6-3-98 Effective Date 1-1-98
TN No. 92-01



(22)

Comparability
Revised

Revision: HCFA-PM-91- (BPD) OMB No.: 0938-1991

State: Kentucky

Citation 3.1(a)(9) Amount, Duration, and Scope of Servicess EPSDT Services
(continued)

42 CFR 441.60 O The Medicaid agency has in effect agreements with continuing

care providers. Described below are the methods employed to
assure the providers' compliance with their agreements. * *

42 CFR 440.240 (8)(10) Comparability of Services

and 440 .250

1902(a) and 1902 Except for those items or services for which sections 1902(a),

(8)(10), 1902(a)(52), 1902(a)(10), 1903(v), 1915, 1925, and 1932 of the Act, 42 CFR

1903(v), 1915(G), 440.250, and section 245A of the

1925(b)(4), and 1932

of the Act Immigration and Nationality Act, permit exceptions:

0] Services made available to the categorically needy are equal in
amount, duration, and scope for each categorically needy
person.

(i) The amount, duration, and scope of services made available to
the categorically needy are equal to or greater than those made
availableto the medically needy.

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

(iv) Additional coverage for pregnancy-related service and services
for conditions that may complicate the pregnancy are equal for
categorically and medically needy.

** Describe here. The continuing care provider submits monthly encounter data reflecting
the number of examinations completed, the number of examinations
where a referable condition was identified, and the number of follow-up
treatment encounters. Medicaid staff make periodic on-site reviews to
monitor the provider's record of case management.

TN No. 03-10

Supersedes Approval Date NOV-18-2003 Effective Date 8-13-03

TN No. 92-01



(23)

Revision: HCFA - Region VI
November 1990
State: Kentucky
Citation 3.1(b) Home health services are provided in accordance with the requirements
of 42 CFR 441.15.
42 CFR Part @ Home health services are provided to al categorically needy
440 Subpart B individuals 21 years of age or over.
42 CFR 441.15
AT-78-90 (%) Home health services are provided to all categorically needy
AT-80-34 Individuals under 21 years of age.
Section 1905 (8)(4)(A)
Of Act (Sec. 4211(f) Yes
of P.L. 100-203).
O Not applicable. The State plan does t provide for
nursing facility for such individuals
(©) Home health services are provided to the medically needy:
| Yestoall
Yes, to individuas age 21 or over; nursing facility
services are provided.
Yes to individuals under age 21; nursing facility
services are provided
O No; nursing facility services are not provided.

Not applicable; the medically needy are not included
under this plan

TN No. 90-37
Supersedes
TN No. 79-19

Approval Date NOV-14-1994

Effective Date 10-1-90



(24)

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: Kentucky
Citation 31 Amount, Duration, and Scope of Services (continued)
42 CFR 431.53 (c) Assurance of Transportation
Provision is made for assuring necessary transportation of recipients
to and from providers. Methods used to assure such transportation
aredescribed in ATTACHMENT 3.1-D.
TN No. 92-1
Supersedes Approval Date NOV 14 1994 Effective Date 1-1-92

TN No. 76-21



(25)

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 3.1(d) Methods and Standards to Assure Quality of Services
42 FR 440.260 The standards established and the methods used to assure high quality care
AT- 78-90 are described in ATTACHMENT 3.1-C.
TN No. 92-1
Supersedes Approval Date 11-14-94 Effective Date 1-1-92

TN No. 76-21



(26)

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 3.1(e) Family Planning Services
42 CFR 441.20

The requirements of 42 CFR 441.20 are met regarding freedom from

AT-78-90 coercion or pressure of mind and conscience, and freedom of choice of
method to be used for family planning.
TN No. 76-21
Supersedes Approval Date 1-27-77 Effective Date 11-23-76

TN No.



(@7)

Revision: HCFA-PM-87-5 (BERC) OMB No.: 0938-0193
APRIL 1987
State/Territory: Kentucky
Citation 3.1(f) @ Optometric Services
42 CFR 441.30
AT-78-90 Optometric services (other than those provided under S$435.531 and 436.531)
are not now but were previously provided under the plan. Services of the type an
optometrist is legally authorized to perform are specifically included in the term

“physicians’ services’ under this plan and are reimbursed whether furnished by a

physician or an optometrist.

Yes.

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

O Not applicable. The conditionsin the first sentence do not apply.

1903(i)(1) 2 Organ Transplant Procedures

of the Act

P.L. 99-272 Organ transplant procedures are provided.
(Section 9507)

0O No.

O Yes. Smilarly situated individuals are treated alike and any restriction
on the facilities that may, or practitioners who may, provide those
procedures is consistent with the accessibility of high quality care to
individuals eligible for the procedures under this plan. Standards f or the
coverage of organ transplant procedures are described at
ATTACHMENT 3.1-E.

TN No. 11-003
Supersedes Approval Date: 5-12-11 Effective Date: January 1, 2011

TN No. 87-16



(28)

Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938—0193
MARCH 1987

State/Territory: Kentucky

Citation 3.1(g) Participation by Indian Health Service Facilities

42 CFR 431.110(b) Indian Health Service facilities are accepted as providers, in accordance

AT-78-90 with 42 CFR 431.110(b), on the same basis as other qualified providers.

1902(€)(9) of (h) Respiratory Care Servicesfor Ventilator-Dependent Individuals

the Act, Respiratory care services, as defined in section 1902(€)(9)(C) of the Act, are

P.L. 99-509 provided under the plan to individuals who --

(Section 9408)

(0] Are medically dependent on a ventilator for life support at least
six hours per day;

()] Have been so dependent as inpatients during a single stay or a
continuous stay in one or more hospitals, SNFs or ICFs for the
lesser of 30 consecutive days;

O days (the maximum number of inpatient
O days allowed under the State plan);

3 Except for home respiratory care, would require respiratory
care on an inpatient basis in a hospital, SNF, or ICF for which
Medicaid payments would be made;

4 Have adequate social support services to be cared for at home;
and

5) Wish to be cared for at home.

O Yes. The requirements of section 1902(e)(9) of the Act
are met.

*[X] Not applicable. These services are not included in the

plan.
* Pen and ink mark agreed to by Hugh Walker 1-20-88
TN No. 87-15
Supersedes Approval Date JAN-22-88 Effective Date 10-1-87

TN No. 78-4 HCFA ID: 1008P/011P



(29)

Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938—0193
MARCH 1987
State/Territory: Kentucky
Citation 32 Coordination of Medicaid with Medicare and Other Insurance
@) Premiums

@ Medicare Part A and Part B

1902(a)(10)(E) and 0] Qualified Medicare Beneficiaries (QMB)
1905(p) of the Act

The Medicaid agency pays Medicare Part A premiums
(if applicable) and Part B premiums for individuals in
the QMB group defined in Item A.25 of
ATTACHMENT 2.2-A, by the following method:

X7 Group premium payment arrangement for Part
A

Buy-In agreement for
O Part A Part B

O Other arrangements described below.

TN No. 92-1
Supersedes Approval Date 11-14-94 Effective Date 1-1-92
TN No. 89-4 HCFA ID: 7982E



Revision: HCFA-PM-97-3 (CMSO)
December 1997
(293)
State: Kentucky
Citation
(i) Qualified Disabled and Working Individual (QDWI)
1902(g) (10)(E)(ii) The Medicaid agency pays Medicare Part A
and 1905(s) of the premiums under a group premium payment
Act arrangement, subject to any contribution required as
described in ATTACHMENT 4.18-E, for
individualsin the QDWI group defined initem A.26
of ATTACHMENT 2.2-A of thisplan.
(iii) Specified Low-Income Medicare beneficiary
(SLMB)
1902(g) (10) (E)(iii) The Medicaid agency pays Medicare Part B
and premiums under the State buy in process for
1905(p)(3)(A)(ii) of individualsin the SLMB group defined in item A.27
the Act of ATTACHMENT 2.2-A of thisplan.
(iv) Qualifying Individual - 1 (QI-1)
1902(a)(10)(E)(iv)(I) The Medicad Agency pays Medicare Part B
1905(p)(3)(A)(ii), premiums under the State buy in process for
and 1933 of the Act individuals described in Section 1902(a) (10)
(E)(iv)(I) and subject to Section 1933 of the Act.
(v) Qualifying Individual -2 (QI-2)
1902(a) (10) (E) (iv) The Medicaid agency pays the portion of the amount
(1, of the increase to the Medicare Part B premium
1905(p) (3)(A) (ii), attributable to the Home Health Provision to the
and 1933 of the Act individuals described in Section
1902(a)(10)(E)(iv)(Il) and subject to Section 1933
of the Act.
TN No. 98-02
Supersedes Approval Date 6-3-98 Effective Date 1-1-98

TN No. 92-01



Revision: HCFA-PM-97-3 (CMSO)

Other Medicaid Recipients

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

a

Individuals within categories listed at 42
CFR 407.42 (b)(6), including categorically
needy individuals who are receiving SSI or
SSP cash assistance; individuals who are
treated for Medicaid digibility purposes as
though they were receiving SSI or SSP,
Qualified Medicare Beneficiaries; and
individuals under Attachment 2.2-A, item
A. 21., who would be SSI/SSP digible
except for the increase in OASDI benefits
under Pub. L. 92-336.

All individuals who are: (&) receiving
benefits under titles I, IV-A, X, XIV or XVI
(ABD or SSl): (b) recelving State
supplements under title XI1V; or (c) within a
group listed at 42 CFR 431.625(d)(2).

Individuals receiving title Il or Railroad
Retirement benefits.

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

2 Other Health Insurance

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

December 1997
(29b)
State: Kentucky
(vi)
1843(b) and 1905(a)
of the Act and 42
CFR 431.625
1902(a)(30) and
1905(a) of the Act
TN No.: 10-006
Supersedes Approval Date: 12-20-10

TN No.: 06-003

Effective Date: July 1, 2010



(29¢)

Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: Kentucky
Citation (b) Deductibles /Coinsurance
(0] Medicare Part A and B
Section 1902(n) Attachment 4.19-B describes the methods and standards for
of the Act establishing payment rates for services covered under
Medicare, and/or the methodology for payment of Medicare
deductible and coinsurance amounts, to the extent available
for each of the following groups.
Sections 1902 0] Qualified Medicare Beneficiaries (QMBS)
(8)(10)(E) and
1905(p) of the Act The Medicaid agency pays deductibles and
coinsurance for QMBs (subject to any nominal
Medicaid copayment) for all services available under
Medicare.
42 CFR 431.625 (i) Other Medicaid Recipients
1902(a)(10)(E) and
of the Act The Medicaid agency pays Medicare deductibles and
1905(a) coinsurance (subject to any nomina Medicaid
copayment) for services furnished to individuals who
are described in section 3.2(a)(l)(iii) above, as
follows:
For the entire range of services available
under Medicare.
O Only for the amount, duration, and scope of
services otherwise available under this plan.
(iii)  Dual Eligible--OMB plus Other Medicaid Recipients
The Medicad agency pays deductibles and
coinsurance for services furnished to individuals
eligible both as QMB. and categorically or medically
needy (subject to any nominal Medicaid copayment)
for all services available under Medicare.
TN No. 92-1
Supersedes Approval Date 11-14-94 Effective Date 1-1-92

TN No. None

HCFA ID: 7982E



(29d)

Revision: HCFA-PM-91-8 (MB) OMB No.:
October 1991

State/Territory: Kentucky

Citation Condition or Reguirement

1906 of the (© Premiums, Deductibles, Coinsurance and Other Cost Sharing

Act Obligations
The Medicaid agency pays al premiums, deductibles, coinsurance
and other cost sharing obligations for items and services covered
under the State plan (subject to any nominal Medicaid copayment) for
eligible individuals in employer-based cost-effective group health
plans.
When coverage for eligible family members is not possible unless
ineligible family members enroll, the Medicad agency pays
premiums for enrollment of other family members when cost-
effective. In addition, the eligible individual is entitled to services
covered by the State plan which are not included in the group health
plan. Guidelines for determining cost effectiveness are described in
section 4.22(h).

1902(a) (10) (F) (d) O The Medicaid agency pays premiums for individuas

of the Act described initem 19 of Attachment 2.2-A.

TN No. 92-22

Supersedes Approval Date 2-11-93 Effective Date 2-1-93

TN No. None HCFA ID: 7983E



(30)

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 3 Medicaid for Individuals Age 65 or Over in Institutionsfor Mental Diseases
42 CFR 441.101, Medicaid is provided for individuals 65 years of age or older who are patients
42 C1 431.620(c) ininstitutions for mental diseases.
and (d)
AT-79-29 Yes. The requirements of 42 CFR Part 441, Sulart C, and 42 CFR

431.620(c) and (d) are met.

O Not applicable. Medicaid is not provided to aged individuals in such
institutions under this plan.

TN No. 76-21
Supersedes Approval Date 1-27-77 Effective Date 11-23-76
TNNo.___



(3D

Revision: HCFA-Nr-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 34  Specia Requirements Applicable to Sterilization Procedures
42 CFR 441.252 All requirements of 42 CFR Part 441, Subpart F are met.
AT-78-99
TN #79-3
Supersedes Approval Date: 4/4/79 Effective Date: 2/6/79

TN #:



Revision: HCFA-PM-91-6
AUGUST 1991
State: Kentucky

Citation

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

35

(BPD)

(3la)

OMB No.: 0938-

Families Receiving Extended Medicaid Benefits

@

Services provided to families during the firss 6—month period of
extended Medicaid benefits under Section 1925 of the Act are equal
in amount, duration, and scope to services provided to categoricaly
needy AFDC recipients as described in ATTACHMENT 3.1-A (or
may be greater if provided through a caretaker relative employer’s
health Insurance plan).

services provided to families during the second 6-month period of
extended Medicaid benefits under section 1925 of the Act are--

Equal in amount, duration, and scope to services provided to
categorically needy AFDC recipients as described in
ATTACHMENT 3.1-A (or may be greater if provided
through a caretaker relative employer’s health insurance

plan).

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

O Nursing facility services (other than services in an
ingtitution for mental diseases) for individuas 21
years of age or older.

O Medical or remedial care provided by licensed
practitioners.

O Home health services.

TN No. 92-1
Supersedes
TN No. 90-22

Approval Date NOV 14, 1994

Effective Date: 1-1-92
HCFA ID: 7982E




(31b)

Revision HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State: Kentucky

Citation 35  Families Receiving Extended Medicaid Benefits (Continued)

O Private duty nursing services.
Physical therapy and related services.

Other diagnostic, screening, preventive, and rehabilitation services.

o o O

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

Intermediate care facility services for the mentally retarded.

Inpatient psychiatric servicesfor individuals under age 21.

Hospice services.

Respiratory care services.

o o o o o

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

TN No. 92-1
Supersedes Approval Date NOV 14, 1994 Effective Date 1-1-92
TN No. 87-15 HCFA ID: 7982E




Revision: HCFA-PM-01- 4
AUGUST 1991

State: Kentucky

Citation

35

(BPD)

(31¢)

OMB No.: 0938-

Families Receiving Extended Medicaid Benefits (Continued)

(9 O

The agency pays the family’s premiums, enrollment fees,
deductibles, coinsurance, and similar costs for health plans
offered by the caretaker’s employer as payments for medical
assistance--

O 1¥6months O 2nd 6 months

The agency requires caretakersto enroll in employers’ health
plans as a condition of digibility.

O 1¥6months O 2nd 6 months

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

O Enroliment in the family option of an employer's
health plan.

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

O Enrollment in the State health plan for the uninsured.

Enrollment in an eligible health maintenance
organization (M0) with a prepaid enrollment of less
than 50 percent Medicaid recipients (except
recipients of extended Medicaid).

TN No. 92-1
Supersedes
TN No. 90-34

Approval Date

NOV 14, 1994 Effective Date 1-1-92
HCYA ID: 7982E




(31d)

Revision: HCFA-PM-91-4 (BPD)
AUGUST 1991 OMB No.: 0938-

State: Kentucky

Citation 35  Families Receiving Extended Medicaid Benefits (Continued)

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

2 The agency--

O 0) Pays all premiums and enrollment feesimposed on
the family for such plan(s).
O (i) Pays all deductibles and coinsurance the family for
such plan(s).
TN No. 92-1
Supersedes Approval Date NOV 14, 1994 Effective Date 1-1-92

TN No 90-34 HCFA ID: 7982E



(32

Revision: HCFA-PM-87-4 (BERC) OMB No.: 0938-0193
MARCH 1987
State/Territory: Kentucky

SECTION 4 — GENERAL PROGRAM ADMINISTRATION

Citation 4.1 Methods of Administration
42 CFR 431.15 The Medicaid agency employs methods of administration found by the
AT-79-29 Secretary of Health and Human Services to be necessary for the proper and

efficient operation of the plan.

TN No. 87-15
Supersedes - Approval Date: JAN 22, 1988 Effective Date 10-1-87

TN No. 74-7

HCPA |D: 1010P/0012P



(33)

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 4.2 Hearings for Applicants and Recipients
42 CFR 431.202 The Medicaid agency has a system of hearings that meets all the requirements of 42
AT-79-29 CFR Part 431, Subpart E.
AT-80-34
TN #74-7
Supersedes Approval Date 9/12/74 Effective Date: 4/1/74

TN #



(34)

Revision: HCFA-AT-87-9 (BERC) OMB No.: 0938-0193
AUGUST1987
State/Territory: Kentucky
Citation 43 Safeguarding Information on Applicants and Recipients
42 CFR 431.301 Under State statute which imposes legal sanctions, safeguards are provided
AT-79-29 that restrict the use or disclosure of information concerning applicants and
recipients to purposes directly connected with the administration of the plan.
52 FR 5967 All other requirements of 42 CFR Part 431, Subpart F are met.
TN No. 87-15
Supersedes Approval Date: JAN 22, 1988 Effective Date: 10-1-87

TN N o. 74-7




(3%

Revision: HCFA-AT-97-9 (BERC) OMB No.: 0938—0193
AUGUST 1987
State/Territory: Kentucky
Citation 44 Medicaid Quality Control
42 CFR 431.800(c) @ A system of quality control is implemented in accordance with 42
50 FR 21839 CFR Part 431, Subpart P.
1903(u)(1)(D) of
the Act, (b) The State operates a claims processing assessment system that meets
P.L. 99-509 the requirements of 431.800(e), (9), (h), (j) and (k).
(Section 9407)
O Yes
No applicable. The State has an approved Medicaid
Management Information System (MMIS)
TN No. 89-26
Supersedes Approval Date: AUG 08, 1989 Effective Date: 7/1/89
TN No. 87-15

HCFA 1D: 1010P/0012P



(36)

Revision: HCFA-PM-88-10 (BERC) OMB No.: 0938—0193
SEPTEMBER 1988
State/Territory: Kentucky
Citation 45 Medicaid Agency Fraud Detection and Investigation Program
42 CFR 455.12 The Medicaid agency has established and will maintain methods, criteria,
AT- 78—90 and procedures that meet all requirements of 42 CFR 455.13 through 455.21
48 FR 3742 and 455.23 for prevention and control of program fraud and abuse.
52 FR 48817
TN No. 88-24
Supersedes Approval Date DEC 12, 1988 Effective Date 10-1-88
TN No. 83-7

HCFA ID: 1010P/0012P



Section 4
Page 36.a

SECTION 4 — GENERAL PROGRAM ADMINISTRATION

451 Medicaid Recovery Audit Contractor Program

Citation

Section 1902(a)(42)(B)(i)
Of the Social Security Act

Section 1902(a)(42)(B)(ii)(1) of the Act

Section 1902(a)(42)(B)(ii)(I1)(aa) of the Act

The State has established a program under which it will
contract with one or more recovery audit contractors
(RAC:s) for the purpose of identifying underpayments and
overpayments of Medicaid claims under the State Plan and
under any waiver of the State Plan.

The State is seeking an exception to establishing such
program for the following reasons:

The State/Medicaid Agency has contract of the types(s)
listed in Section 1902(a)(42)(B)(ii)(1) of the Act. All
contracts meet the requirements of the statute. RACs are
consistent with the statute.

Place a check mark to provide assurance of the following:

The State will make payments to the RAC(S) only from
amounts recovered.

The State will make payments to the RAC(s) on a
contingent basisfor collecting overpayments.

The following payment methodology shall be used to determine
State payments to Medicaid RACs for identification and recovery
of overpayments (e.g., the percentage of the contingency fee):

The State attests that the contingency fee rate paid to the
Medicaid RAC will not exceed the highest rate paid to
Medicare RACs, as published in the Federal Register.

The State attests that the contingency fee rate paid to the
Medicaid RAC will exceed the highest rate paid to
Medicare RACs, as published in the Federal Register. The
State will only submit for FFP up to the amount equivalent
to that published rate.

TN No. 10-012

Supersedes Approved Date: 02-25-11 Effective Date: 10/1/2010

TN No.: New



Section 4
Page 36.b

SECTION 4 — GENERAL PROGRAM ADMINISTRATION

Section 1902 (8)(42)(B)(ii)(11)bb) of the Act

Section 1902 (a)(42)(B)(ii(I11) of the Act

Section 1902 (8)(42)(B)(ii)(1V)(aa) of the Act

Section 1902 (a)(42)(B)(ii)(IV)(bb) of the Act

Section 1902 (8)(42)(B)(ii)(1V)(cc) of the Act

O

The contingency fee rate paid to the Medicaid RAC that
will exceed the highest rate paid to Medicare RACs, as
published in the Federal Register. The State will submit a
justification for that rate and will submit for FFP for the
full amount of the contingency fee.

The following payment methodology shall be used to
determine State payments to Medicad RACs for the
identification of underpayments (e.g., amount of flat fee,
the percentage of the contingency fee):

The State has an adequate appeal process in place for
entities to appeal any adverse determination made by the
Medicaid RAC(s).

The State assures that the amounts expended by the State
to carry out the program will be amounts expended as
necessary for the proper and efficient administration of the
State Plan or awaiver of the Plan.

The State assures that the recovered amounts will be
subject to a State’'s quarterly expenditure estimates and
funding of the State' s share.

Efforts of the Medicaid RAC(s) will be coordinated with
other contractors or entities performing audits of entities
receiving payments under the State Plan or waiver in the
State, and/or State and Federal law enforcement entities
and the CMS Medicaid Integrity Program

TN No. 10-012

Supersedes Approved Date: 02-25-11 Effective Date: 10/1/2010

TN No.: New



Section 4
Page 36.c

SECTION 4 — GENERAL PROGRAM ADMINISTRATION

45.1 Medicaid Recovery Audit Contractor Program (EXCEPTIONS)

Citation Exception
42 CFR 455.508(f) 1 Exception from 3 year look back period

The Commonwealth of Kentucky (hereinafter referred to as
the Commonwealth) is requesting an exception to the 3 year
look back period defined in 8§455.508 Eligibility
requirements for Medicaid RACs (f) that states, “The entity
must not review claims that are older than 3 years from the
date of the claim, unlessit receives approval from the State."

Kentucky seeks approval for a5 year look back period for its
retrospective reviews in order to be consistent with
Kentucky policy prior to CMS RAC regulations.

Kentucky Administrative code requires al Medicaid
participating providers to maintain documentation for a
minimum of five yearsfrom "a. the date of final payment for
services'

. This requirement not only holds Medicaid providers
responsible for the accuracy of paid claims, but also
dlows the Commonweath to recover any
overpayments identified due to noncompliance with
the Commonwealth rules and regulations for a five

year period.

. A five year look back period is consistent with the
record requirement period by other licensing and
regulatory agencies.

. A five year look back maximizes the identified

overpayments and lessened the interval period by
which a particular provider can be cost effectively
audited. The five year look back period will result in
audit cost saving and be less burdensome to the
providers.

TN No.11-012
Supersedes Approval Date: 02-01-12 Effective Date; January 1, 2012
TN No. None



Section 4

Page 36.d
SECTION 4 — GENERAL PROGRAM ADMINISTRATION
45.1 Medicaid Recovery Audit Contractor Program (EXCEPTIONS) (continued)
42 CFR 455.508(b) 2. Exception from 455.508(b) requiring 1.0 FTE Medica

Director

The Medicaid RAC Final rule at 42 CFR §455.508(b)
provides that “the [RAC] must hire a minimum of 1.0 [full
time equivalent] FTE Contractor Medical Director (CMD)
who is a Doctor of Medicine or Doctor of Osteopathy in
good standing with the relevant State licensing authorities,
where applicable to review Medicaid claims.”

Kentucky's RAC vendor, Optuminsight, has been operating
since 2010. The RAC vendor is making Medicad
overpayment and underpayment determinations based on
coding criteria and State policy, using claims data and
medical records where appropriate. At this time,
Optuminsight is not making medica necessity
determinations or using medical judgment that would require
its RAC to hire a CMD. As a result, the RAC utilizes
certified coders and program subject matter experts to make
its determinations.

This SPA will be in effect for two years after its approval
date. At that time,

1 Kentucky must evaluate the performance of its RAC
program without a CMD; and
2. Determine whether it will submit a new request for

an exception to the requirement that the RAC hire a
minimum of 1.0 FTE CMD.

TN No. 12-003

Supersedes Approval Date: 05-24-12 Effective Date: January 1, 2012
TN No. None



Section 4
Page 36.e

SECTION 4 — GENERAL PROGRAM ADMINISTRATION

45.1 Medicaid Recovery Audit Contractor Program (EXCEPTIONS) (continued)

Exception from 455.508(b) requiring 1.0 FTE Medical
Director (continued)

For limited items that may require a Medica
Director, the Commonwealth can utilize the
Department for Medicaid services Medical Director.
Additionally, the Commonwealth may utilize the
contractor's Medical Director on an as needed basis
but who is not dedicated solely to the
Commonwealth. This as needed approach is the most
efficient and economical use of time.

TN No. 12-003
Supersedes
TN No.: None

Approved Date: 05-24-12 Effective Date: January 1 2012



@7

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State/Territory: Kentucky
Citation 46 Reports
42 CFR 431.16 The Medicaid agency will submit al reportsin the form and with the content
AT-79-29 required by the Secretary, and will comply with any provisions that the

Secretary finds necessary to verify and assure the correctness of the reports.
All requirements of 42 CFR 431.16 are met.

TN #78-1
Supersedes Approval Date: 2/23/78 Effective Date 10/1/77

TN#



Revision: HCFA-AT-80-38
May 22, 1980

State: Kentucky

Citation 4.7

42 CFR 431.17
AT-79-29

(38)

(BPP)

Maintenance of Records

The Medicaid agency maintains or supervises the maintenance of records
necessary for the proper and efficient operation of the plan, including records
regarding applications, determination of eligibility, the provision of medical
assistance, and administrative costs, and statistical, fiscal and other records
necessary for reporting and accountability, and retains these records in
accordance with Federal requirements. All requirements of 42 CFR 431.17
are met.

TN #78-1
Supersedes
TN #

Approval Date: 2/23/78 Effective Date: 10/1/77



(39)

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 48 Availability of Agency Program Manuals
42 CFR 431.18(b) Program manuals and other policy issuances that affect the public, issuances
AT-79-29 that affect the public, including the Medicaid agency’s rules and regulations

governing eligibility, need and amount of assistance, recipient rights and
responsibilities, and services offered by the agency are maintained in the
State office and in each local and district office for examination, upon
request, by individuals for review, study, or reproduction. All requirements
of 42 CFR 431.18 are met.

TN #74-5
Supersedes Approval Date 9/12/74 Effective Date: 2/18/74
TN #



(40)

Revision: HCFA-AT-80- 38 (BPP)
May 22, 1980
State: Kentucky
Citation 49 Reporting Provider Payments to Internal Revenue Service
42 CFR 433.37 There are procedures implemented in accordance with 42 CFR 433.37 for
AT-78-90 identification of providers of services by social security number or by

employer identification number and for reporting the information required by
the Internal Revenue Code (26 U.S.C. 6041) with respect to payment for
services under the plan.

TN 74-5
Supersedes Approval Date: 9/12/74 Effective Date: 2/18/74

TN#



New: HCFA-PM-99-3
JUNE 1999
State: Kentucky

Citation

42 CFR 43151
AT 78-90

46 FR 48524
48 FR 23212
1902(a)(23)
P.L.100-93
(section 8(f))
P.L. 100-203
(Section 41 13)

Section | 902(a)(23) )
of the Social
Security Act
P.L.105-33

Section 1932(a)( 1)
Section 1905(t)

(41)
Freedom of Choice
Revised

410 Free Choice of Providers

@

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

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

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

(%) Under a waiver approved under 42 CFR 431 .55, subject to
the limitationsin paragraph (c), or

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

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

) Under an exception allowed under 42 CFR 438.50 or 42 CFR
440.168, subject to the limitations in paragraph (c).

Enrollment of an individual eligible for medical assistance in a
primary care case management system described in section 1905(t),
19 15(a), 1915(b)(1), or 1932(a); or managed care organization,
prepaid inpatient health plan, a prepaid ambulatory health plan, or a
similar entity shall not restrict the choice of the qualified person from
whom the individual may receive emergency services or services
under section 1905 (8)(4)(c).

TN #: 03-10
Supersedes
TN #: 92-2

Approval Date: NOV 18, 2003 Effective Date 8/13/03




(BPP)

(42)

411 Relationswith Standard-Setting and Survey Agencies

@

The State agency utilized by the Secretary to determine qualifications
of ingtitutions and suliers of services to participate in Medicare is
responsible for establishing and maintaining health standards for
private or public institutions (exclusive of Christian Science
sanatoria) that provide services to Medicaid recipients. This agency is
the Department for Human Resources.

The State authority(ies) responsible for establishing and maintaining
standards, other than those relating to health, for public or private
institutions that provide services to Medicaid recipients is (are): the
Department for Human Resources

ATTACHMENT 4.11-A describes the standards specified in
paragraphs (a) and (b) above, that are kept on file and made available
to the Health Care Financing Administration on request.

Revision HCFA-AT-80-38
May 22, 1980

State: Kentucky

Citation

42 CFR 431.610

AT-78-90

AT-80-34

TN #74-5

Supersedes

TN #

Approval Date: 9/12/74 Effective Date: 2/18/74



(43)

Revision: HCFA-M-80-38 (BFP)
May 22, 1980

State Kentucky

Citation 4.11(d)

42 CFR 431.610 The Department for Human Resources (agency) which is the State agency
AT-78-90 responsible for licensing health institutions determines if institutions and
AT-89-34 agencies meet the requirements for participation in the Medicaid program.

Therequirementsin 42 CFR 431.610(e), (f) and (g) are met.

TN 74-5
Supersedes Approval Date: 9/12/74 Effective Date: 4/18/74
TN #



(44)

Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 4.12 Consultation to Medical Facilities
42 CFR 431.105(b) @ Consultative services are provided by health and other appropriate
AT-78-90 State agencies to hospitals, nursing facilities, home health agencies,

clinics and laboratories in accordance with 42 CFR 431.105(b).

(b) Similar services are provided to other types of facilities providing
medical care to individuals receiving services under the programs
specified in 42 CFR 431.105(b).

O Yes, as listed below:

Not applicable. Similar services are not provided to other
types of medical facilities.

TN#74-1
Supersedes Approval Date: 9/12/74 Effective Date: 10/1/73
TN #



(45)

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

State/Territory: Kentucky

Citation 413 Required Provider Agreement

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

42 CFR 431.107 @ For al providers, the requirements of 42 CFR 431.107 and 42 CFR
Part 442, Subparts A and B (if applicable) are met.

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

42 CFR Part 483 (8] For providers of ICFIMR services, the requirements Subpart C of
participation in 42 CFR Part 483, Subpart D are also met.

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

O Not applicable. Ambulatory prenatal care is not provided to
pregnant women during a presumptive digibility period.

TN No. 01-21
Supersedes Approval Date: DEC 12, 2001 Effective Date 11/1/01
TN No. 92-01




45(a)

October 1991 Advance Directives
State/Territory: Kentucky

Citation 413

1902 (a)(58) (e For each provider receiving funds under the plan, all the requirements
1902(w) for advance directives of section 1902(w) are met:

@ Hospitals, nursing facilities, providers of home health care or
personal care services, hospice programs, managed care
organizations, prepaid inpatient health plans, prepaid
ambulatory health plans (unless the PAHP excludes providers
in 42 CFR 489.102), and hedlth insuring organizations are
required to do the following:

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

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

(© Document in the individua’'s medica records
whether or not the individual has executed an
advance directive;

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

(e Ensure compliance with requirements of State Law
(whether

TN #03-10
Supersedes Approval Date NOV 13, 2003 Effective Date: 8/13/03

TN #91-31




45(b)

Advance Directives

Revision: HCFA-PM-91-9 (MB) OMB No.:
October 1991
State/Territory: Kentucky
Citation 413
statutory or recognized by the courts) concerning
advance directives; and

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

()] Providers will furnish the written information described in
paragraph (1 )(a) to all adult individuals at the time specified
below:

@ Hospitals at the time an individual is admitted as an
inpatient.

(b) Nursing facilities when the individual is admitted asa
resident.

(© Providers of home health care or persona care
services before the individual comes under the care
of the provider;

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

(e Managed care organizations, hedth insuring
organizations, prepaid inpatient health plans, and
prepaid ambulatory health plans (as applicable) at the
time of enrollment of the individual with the
organization.

3 Attachment 4.34A describes law of the State (whether
statutory or as Recognized by the courts of the State)
concerning advance directives.

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

TN # 03-10
Supersedes Approval Date: NOV 18, 2003 Effective Date: 8/13/03

TN #91-31




Revision: HCFA-PM-91-10 (MB) EQRO
DECEMBER 1991
State: Kentucky
Citation 4.14  Utilization/Quality Control
42 CFR 431.60 (@ A Statewide program of surveillance and utilization control has been
42 CFR 456.2 implemented that saf eguards against unnecessary or inappropriate use
50 FR 15312 of Medicaid services available under this plan and against excess
1902(a)(30)(C) and payments, and that assesses the quality of services. The requirements
1902(d) of the of 42 CFR Part 456 are met:
Act, P.L. 99-509
(Section 9431) O Directly
By undertaking medical and utilization review requirements
through a contract with a Utilization and Quality Control
Peer Review Organization (PRO) designated under 42 CFR
Part 462. The contract with the PRO-

@ Meets the requirements of 434.6(a):

2 Includes a monitoring and evaluation plan to ensure
satisfactory performance;

(©) Identifies the services and providers subject to PRO
review,

4 Ensures that PRO review activities are not
inconsistent with the PRO review of Medicare
services, and

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

EQRO

1932(c)(2) A qualified External Quality Review Organization performs

and 1902(d) of the an annual External Quality Review that meets the

ACT, P.L. 99-509 requirements of 42 CFR 438 Subpart E of each managed care

(section 9431) organization, prepaid inpatient heath plan. and health
insuring organizations under contract, except where exempted
by the regulation

TN#03-10

Supersedes Approval Date: NOV 18 2003 Effective Date: 8/13/03

TN #92-2
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Revision: HCFA-PM-85-3 (BERC)
MAY 1985
State/Territory: Kentucky
OMB NO: 0938-0193
Citation 414
42 CFR 456.2 (b) The Medicaid agency meets the requirements of 42 CFR Part 456,
50 FR 15312 Subpart C, for control of the utilization of inpatient hospital services.
Utilization and medical review are performed by a Utilization
and Quality Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract with the g.ncy to
perform those reviews.
O Utilization review is performed in accordance with 42 CYR
Part 456, Subpart K that specifies the conditions of a waiver
of the. Requirements of Subpart C for:
O All hospitals (other than mental hospitals).
O Those specified in the waiver.
No waivers have been granted.
TN No. 85-2
Supersedes Approval Date: 10/23/86 Effective Date: 7-1-85
TN No. 77-7 HCFA 1D: 0048P/0002P
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STATE: Kentucky

Citation 414

42 CFR 456.2 () The Medicaid agency meets the requirements 42 CFR Part 456,
50 FR 15312 Subpart D, for control of utilization of inpatient services in mental

hospitals. *

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

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

O All mental hospitals.
O Those specified in the waiver.
O No waivers have been granted.

O Not applicable. Inpatient services in mental hospitals are not

provided under this plan.
* For al mental hospitals and psychiatric residential treatment facilities, the
required reviews are performed by a professional review agency.
TN# 92-23
Supersedes Approved Date: JAN 07, 1993 Effective Date 10/1/1992

TN# 85-2
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STATE: Kentucky
Citation 414
42 CFR 456.2 (d) The Medicaid agency meets the requirements of 42 CPR Part 456,
50 FR 15312 subpart E, for the. control of utilization of nursing facility services
Utilization and medical review are performed by a Utilization
and Quality Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract with the agency to
perform those reviews.
O Utilization review is performed in accordance with 42 CFR
Part 456, Subpart H that specifies the conditions of a waiver
of the requirements of Subpart E for:
O All skilled nursing facilities.
O Those specified in the waiver.
No waivers have been granted.
TN # 92-23
Supersedes Approved JAN 07, 1993 Eff. Date: 10-1-92

TN # 85-2
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STATE: Kentucky
Citation 414
42 CFR 456.2 (e The Medicaid agency meets the requirements of 42 CFR Part 456,
50 FR 15312 Subpart F, for control of the utilization of intermediate care facility
services. Utilization review in fecilitiesis provided through:
O Facility-based review.
O Direct review by personnel of the medical assistance unit of
the State agency. *
| Personnel under contract to the medical assistance unit of the
State agency.
Utilization and Quality Control Peer Review Organizations.
Another method as described in ATTACHMENT 4.14-A
Two or more of the above methods. ATTACHMENT 4.14-B
describes the circumstances under which each method is
used.
O Not applicable. Intermediate care facility services are not provided
under this plan.
TN #: 92-23
Supersedes Approved JAN 07 1993 Eff Date 10-1-92

TN # 85-2
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EQRO
Revision: HCFA-PM-91-10 (MB)
December 1991

State/Territory: Kentucky

42 CFR 43 8.356(€) For each contract, the State must follow an open, competitive procurement
process that is in accordance with State law and regulations and consistent
with 45 CFR part 74 as it applies to State procurement of Medicaid services.

42CFR438.354 The State must ensure that an External Quality Review Organization and its

42 CFR 438.356(b) and (d) subcontractors performing the External Quality Review or External Quality
Review- related activities meets the competence and independence
requirements.
O Not applicable.

TN # 03-10

Supersedes Approval Date: Nov 18 2003 Effective Date 8/13/03

TN #92-2
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Revision: HCFA-PM-92-2 (HSQB)
MARCH 1992
State/Territory: Kentucky
Citation 4.15 Inspection of Care in Intermediate Care Facilities for the Mentally Retarded,
Facilities Providing Inpatient Psychiatric Services for Individuals Under 21,
and Mental Hospitals
42 CFR Part The State has contracted with a Peer Review Organization (PRO) to
456 Subpart perform inspection of carefor:
I, and
1902(a) (31) ICF/MR,;
and 1903(g)
of the Act O Inpatient psychiatric facilities for recipients under age 21*;
and
O Mental Hospitals. *
CFR Part All applicable requirements of 42 CFR Part 456, Subpart |, are met
456 Subpart with respect to periodic inspections of care and services.
A and
1902(a) (30) O Not applicable with respect to intermediate care facilities for the
of the Act mentally retarded services; such services are not provided under this
plan.

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

O Not applicable with respect to inpatient psychiatric services for
individuals under age 21; such services are not provided under this
plan.

* For all mental hospitals and all inpatient psychiatric facilities serving
recipients age twenty-one (2l) years and younger, the required reviews are
performed by a professional review agency.

TN No. 92-23
Supersedes Approval Date: JAN 07 1993 Effective Date 10-1-92
TN No. 76-3*

HCFA ID:
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 4.16 Relations with State Health and Vocational Rehabilitation Agencies and Title
V Grantees
42 CFR 431.615(c) The Medicaid agency has cooperative arrangements with State health and
AT-78-90 vocational rehabilitation agencies and with Title V grantees, that meet the

requirements of 42 CFR 431.615 and 42 CFR 431.620.

42 CFR 431.620 Attachment 4.16 A describes the cooperative arrangements with the health
and vocational rehabilitation agencies.

TN #89-15
Supersedes Approval Date: MAR 06 1990 Effective Date 1-1-89

TN#74-1



Revision: HCFA-PM-95-3

May 1995

State/Territory:

(MB)

53
Revised

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Kentucky

Citation

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

417 Liensand Adjustments or Recoveries

@ Liens

a

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

The State complies with the requirements of section 1917(a)
of the Act and regulations at 42 CFR 433. 36(c)-(g) with
respect to any lien imposed against the property of any
individual prior to his or her death on account of medical
assistance paid or to be paid on his or her behalf.

The State imposes liens on real property on account of
benefitsincorrectly paid.

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

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

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

TN No. 03-014
Supersedes
TN No. 93-21

Approval Date: Nov 19 2003 Effective Date 9/01/03



53a
Revision: HCFA-PM-95-3 (MB) Revised
May 1995
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Kentucky

(b) Adjustments or Recoveries

The State complies with the requirements of section 191 7(b) of the
Act and regulations at 42 CFR 433.36 (h)(i).

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

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

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

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

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

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

Recover for physician services related to the above
mandatory services, for individuals age 55 and over.
Aside from these limited mandatory services and
related physician services, there is no other recovery,
including Medicare Cost Sharing as identified in
Section 4.17(b)(3) (Continued).

TN No. 10-013
Supersedes Approval Date: 02-08-11 Effective Date: Octaober 1, 2010
TN No: 03-014




Revision: HCFA-PM-95-3 (MB)
May 1995

State/ Territory:

Page 53a-1

STATE PLAN UNDER TITLE X1X OF THE SOCIAL SECURITY ACT

Kentucky

Adjustments or Recoveries

(Continued)

Limitations on Estate Recovery - Medicare Cost Sharing:

0]

(in)

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

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

TN No.: 10-013
Supersedes
TN No.: None

Approval Date: 02-08-11

Effective Date: October 1, 2010
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Kentucky

1917(b)1(C) 4 If an individual covered under a long-term care insurance
policy received benefits for which assets or resources were
disregarded as provided for in Attachment 2.6-A, Supplement
8c (State Long-Term Care Insurance Partnership), the State
does not seek adjustment or recovery from the individua’s
estate for the amount of assets or resources disregarded.

TN No. 08-009

Supersedes Approval Date 10/17/08 Effective Date 7/14/2008

TN No. 03-014



Revision:

State/Territory:

HCFA-PM-95-3
May 1995

(MB)

53c

Revised

STATE PLAN UNDER TITLE X1X OF THE SOCIAL SECURITY ACT

Kentucky

(©

Adjustments or Recoveries: Limitations

The State complies with the requirements of section 1917(b)(2) or the
Act and regulations at 42 CFR 433.36(h)- (i).

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

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

@) A sibling of the individual (who was residing in the
individual’s home for at least one year immediately
before the date that the individual was
institutionalized), or

(b) A child of the individual (who was residing in the
individual’s home for at least two years immediately
before the date that the individua was
ingtitutionalized) who establishes to the satisfaction
of the State that the care the individual provided
permitted the individual to reside at home rather than
become institutionalized.

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

TN No. 03-014
Supersedes
TN No. None

Approval Date: NOV 19 2003 Effective Date: 9/01/03



Revision: HCFA-PM-95-3 (MB)
May 1995

State/Territory:

53d

Revised

STATE PLAN UNDER TITLE X1X OF THE SOCIAL SECURITY ACT

Kentucky

(d) ATTACHMENT 4.17-A

@

@

©)

Specifies the procedures for determining that an
institutionalized individual cannot be reasonably expected to
be discharged from the medical institution and return home.
The description of the procedure meets the requirements of
42 CFR 433.36(d).

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

Definesthefollowing terms:

estate (at a minimum, estate as defined under State
probate law). Except for the grandfathered States
listed in section 4.17(b)(3), if the State provides a
disregard for assets or resources for any individual
who received or is entitled to receive benefits under a
long term care insurance policy, the definition of
estate must include al real, persona property, and
assets of an individua (including any property or
assets in which the individual had any legal title or
interest at the time of death to the extent of the
interest and aso including the assets conveyed
through devices such as joint tenancy, life estate,
living trust, or other arrangement),

individual’s home,

equity interest in the home,

residing in the home for at least 1 or 2 years,
on acontinual basis,

discharge from the medical ingtitution and return
home, and

lawfully residing.

TN No. 03-014 -
Supersedes
TN No. None

Approval Date: NOV 19 2003

Effective Date 9/01/03



53e

Revision: HCFA-PM-95-3 (MB) Revised
May 1995

STATE PLAN UNDER TITLE X1X OF THE SOCIAL SECURITY ACT

State/Territory: Kentucky

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

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

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

TN No. 03-014
Supersedes Approval Date NOV 19 2003 Effective Date 9/01/03
TN No. None



Cost Sharing
Revision: HCFA-AT-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: Kentucky
Citation 4.18 Recipient Cost Sharing and Similar Charges
42 CFR 4475 @ Unless a waiver under 42 CFR 43 1.55(g) applies, deductibles,
through 447.58 coinsurance rates, and copayments do not exceed the maximum
allowable charges under 42 CFR 447.54.
1916(a) and (b) (b) Except as specified in items 4.18(b)(4), (5), and (6) below, with
of the Act respect to individuals covered as categoricaly needy or as qualified
Medicare beneficiaries (as defined in section 1905(p)(l) of the Act)
under the plan:
(0] No enrollment fee, premium, or similar charge is imposed
under the plan.
2 No deductible, coinsurance, copayment, or similar charge is
imposed under the plan for the following:
0) Servicesto individuals under age 18, or under--
O Agel9
O Age20
O Age2l
Reasonable categories of individuals who are
age 18 or older, but under age 21, to whom
charges apply arelisted below, if applicable.
. Recipients between the ages of 18
and 21 who are in state custody and
are in foster care or residential
treatment are exempted from
copayments.

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

TN #03-10
Supersedes Approval Date: NOV 18 2003 Effective Date: 8/13/03

TN # 02-05
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Cost Sharing
Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991
State/Territory: Kentucky
Citation 4.18(b)(2) (Continued)
42 CFR 447.51 (iii) All services furnished to pregnant women.
through
447.58 O Not applicable. Charges apply for services to
pregnant women unrelated to the pregnancy.

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

) Emergency services if the services meet the
requirements in 42 CFR 447.53(b)(4).

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

(vii)  Services furnished by a managed care organization,
health insuring organization, prepaid inpatient health
plan, or prepaid ambulatory health plan in which the
individual is enrolled, unless they meet the
requirements of 42 CFR 447.60.

42 CFR 438.108 Managed care enrollees are charged

42 CFR 447.60 deductibles,  coinsurance  rates, and
copayments in an amount equal to the State
Plan service cost-sharing.

O Managed care enrollees are not charged
deductibles,  coinsurance  rates, and
copayments.

1916 of the Act, (viii)  Services furnished to an individual receiving hospice
P.L.99-272, care, as defined in section 1905(0) of the Act.

(Section 9505).

TN #03-10

Supersedes Approval Date NOV 18 2003 Effective Date 8/13/03

TN # 02-05



Revision: HCFA-PM-91-4 (BPD) Page 56

August 1991

State: Kentucky

Citation 418 Recipient Cost Sharing and Similar Charges (Continued)

42 CFR 44751 (b) 3 Unless a waiver under 42 CFR 431.55(g) applies, through
44758 nominal deductible, coinsurance, copayment, or
similar charges are imposed for services that are not excluded
from such charges under item (b)(2) above.

O Not applicable. No such charges areimposed.
0) For any service, no more than one type of charge is
imposed.
(i) Charges apply to services furnished to the following
age groups:
|8orolder
O [90rolder
O 20 or older
O 21 or older
O Charges apply to services furnished to the
following  reasonable  categories  of
individuals listed below who are 18 years of
age or older but under age 21.
TN No. 02-05
Supersedes Approval Date: NOV 01 2002 Effective Date: 8/01/02

TN No. 92-01



Revision: HCFA-PM-91-4
August 1991

State: Kentucky

Citation

42 CFR 44751
through 447.58

(BPD)

Page 56a

418 Recipient Cost Sharing and Similar Charges (Continued)

(b)

©)

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

(A)
(B)

©

D)
B

Q)

©

Service(s) for which acharge(s) is applied;

Nature of the charge imposed one each
service,

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

Method used to collect the charge(s);

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

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

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

Not applicable. There is no
maximum.

TN No. 02-05
Supersedes
TN No. 92-01

Approval Date: Nov 03 2002 Effective Date: 8/01/02



State: Kentucky

Citation

1916(c) of
the Act

1902(3)(52)
and 1925(b)
of the Act

1916(d) of
the Act

Page 56b

4.18 Recipient Cost Sharing and Similar Charges (Continued)

(b)

4

®

(6)

a

A monthly premium is imposed on pregnant women
and infants who are covered under section 1 902(a)(1
0)(A)(ii)(1X) of the Act and whose income equals or
exceeds 150 percent of the Federal poverty level
applicable to a family of the size involved. The
requirements of section 1916(c) of the Act are met.
ATTACHMENT 4.18-D specifies the method the
State uses for determining what constitutes unique
hardship for waiving payment of premiums by
recipients.

For families receiving extended benefits during a
second 6-month period under section 1925 of the Act,
a monthly premium is imposed in accordance with
sections  1925(b)(4) and (5) of the Act
ATTACHMENT 4.18-F specifies the method the
State uses for determining the premium.

A monthly premium, set on a dliding scale, imposed
on qualified disabled and working individuals who
are covered under section 1 902(a)(1 0)(E)(ii) of the
Act and whose income exceeds 150 percent (but does
not exceed 200 percent) of the Federal poverty level
applicable to a family of the size involved. The
requirements of section 1916(d) of the Act are met.
ATTACHMENT 4.18-E specifies the method and
standards the State uses for determining the premium.

TN No. 03-018
Supersedes
TN No. 02-05

Approval Date: DEC 30 2003

Effective Date: 11/01/03



Revision: HCFA-PM-91-4 (BPD) Page 56¢
August 1991

State: Kentucky

Citation 418 Recipient Cost Sharing and Similar Charges (Continued)

42 CFR 44751 () Individuals are covered as medically needy under the plan.
through 447.58
(0] An enrollment fee, premium or similar charge is

imposed. ATTACHMENT 4.18-B specifies the
amount of and liability period for such charges
subj ect to the maximum allowable charges in 42 CFR
447.52(b) and defines the State's policy regarding the
effect on recipients of non-payment of the enrollment
fee, premium, or similar charge.

447 51 through (%) No deductible, coinsurance, copayment, or similar
through 447.58 chargeisimposed under the plan for the following:

0) Services to individuals under age 18, or
under

O Age19
O Age 20
O Age?2l

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

. Recipients between the ages
of 18 and 21 who arein state
custody and arein foster care
or residential treatment are
exempted from copayments.

TN No. 02-05
Supersedes Approval Date: NOV 01 2002 Effective Date: 8/01/02
TN No. 92-01




Revision: HCFA-PM-91 -4 (BPD) Page 56d
August 1991

State: Kentucky

Citation 418 Recipient Cost Sharing and Similar Charges (Continued)

42 CFR 44751 (©) %)
through 447.58
(i) Services to pregnant women related to
pregnancy or any other medical condition
that may complicate the pregnancy.

(iii)  All servicesfurnished to pregnant women.

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

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

(v) Emergency services if the services meet the
requirements in 42 CFR 447.53(b)(4).

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

1916 of the Act, (vii)  Services furnished to an individual receiving
P.L.99-272 hospice care, as defined in section 1905(0) of
(Section 9505) the Act.

TN No. 02-05
Supersedes Approval Date: NOV 01 2002 Effective Date: 8/01/02
TN No. 92-01



Revision: HCFA-PM-91 -4 (BPD) Page 56e

August 1991
State: Kentucky
Citation 418 Recipient Cost Sharing and Similar Charges (Continued)
42 CFR 44751 () 3) Unless a waiver under 42 CFR 431.55(g) applies,
through 447.58 nominal deductible, coinsurance, copayment, or
similar charges are imposed for services that are not
excluded from such charges under item (c)(2) above.
O Not applicable. No such charges are imposed.
0) For any service, no more than one type of
chargeisimposed.
(i) Charges apply to services furnished to the
following age groups:
|18orolder
O |190rolder
O 20 or older
O 21 or older
O Reasonable categories of individuals
who are 18 years of age, but under
21, to whom charges apply are listed
below, if applicable:
TN No. 02-05
Supersedes Approval Date: NOV 01 2002 Effective Date: 8/01/02

TN No. 92-01



Revision: HCFA-PM-91-4
August 1991

State: Kentucky

Citation

42 CFR 44751
through 447.58

(BPD)

Page 56f

418 Recipient Cost Sharing and Similar Charges (Continued)

©

®

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

the:

(A)

(B)

©

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

Nature of the charge imposed on
each service;

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

Method used to collect the charge(s);

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

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

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

Not applicable. There is no
maximum.

TN No. 02-05
Supersedes
TN No. 92-01

Approval Date: NOV 01 2002

Effective Date: 8/01/02
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Revision: HCFA-PM-91- 4 (BPD) OMB No.: 0938-

AUGUST 1991

State/Territory: Kentucky

Citation 419 Payment for Services
42 CFR 447.252 @ The Medicaid agency meets the requirements of 42 CFR Part 447,
1902(a) (13) Subpart C, and sections 1902(a)(13) and 1923 of the Act with respect
and 1923 of to payment for inpatient hospital services.
the Act

ATTACHMENT 4.19-A describes the methods and standards used to
determine rates for payment for inpatient hospital services.

O Inappropriate level of care days are covered and are paid
under the State plan at lower rates than other inpatient
hospital services, reflecting the level of care actualy
received, in a manner consistent with section 1861(v)(1)(G)

of the Act.
Inappropriate level of care days are not covered.
TN No. 92-1
Supersedes Approval Date: NOV 14 1994 Effective Date: 1-1-92

TN No. 87-15
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Revision HCFA-PM-91- 4 (BPD) OMB No.: 0938-
AUGUST 1991

State/Territory:

Citation 419

42 CFR 447.201 (b) In addition to the services specified in paragraphs 4.19(a), (d), (k), (1),

42 CFR 447.302 and (m), the Medicaid agency meets the following requirements:

52 FR 28648

1902(a) (13) (E) (0] Section 1902(a)(13)(E) of the Act regarding payment for

1903(a)(l) and services furnished by Federaly qualified health centers

(n), 1920, and (FQHCs) under section 1905(a)(2)(C) of the Act The agency

1926 of the Act meets the requirements of section 6303 of the State Medicaid
Manual (HCFA-Pub. 45-6) regarding payment for FQHC
services. ATTACHMENT 4.19-B describes the method of
payment and how the agency determines the reasonable costs
of the services (for example, cost-reports, cost or budget
reviews, or sample surveys).

2 Sections 1902(a)(13)(E) and 1926 of the Act, and 42 CFR

Part 447, Subpart D, with respect to payment for al other
types of ambulatory services provided by rural health clinics
under the plan.
ATTACHMENT 4.19-B describes the methods and standards
used for the payment of each of these services except for
inpatient hospital, nursing facility services and - intermediate
care facilities for the mentally retarded services that are
described in other attachments.

TN No. 92-1

Supersedes Effective Date: NOV 14 1994 Approval Date 1-1-92

TN No. 90-11
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Revision: HCFA-AT-80-38 (BPP)
May 22 1980
State Kentucky
Citation 419
42 CFR 447.40 (© Payment is made to reserve a bed during a recipient’s temporary
AT-78-90 absence from an inpatient facility.
Yes. The State's policy is described in ATTACHMENT
4.19-C.
O No.
TN #77-6
Supersedes Approval Date 11/23/77 Effective Date 1/1/78

TN #
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Revision: HCFA - Region VI

November 1990
State/Territory: Kentucky
Citation 419
42 CFR 447.252 (d) D The Medicaid agency meets the requirements of 42 CFR Part
47 FR 47964 447, Subpart C, with respect to payments for nursing facility
48 FR 56046 services and intermediate care facility services for the
« 42 CFR 447.280 mentally retarded.
47 FR 31518
52 FR 28141 ATTACHMENT 4.19-D describes the methods and standards
Section 1902(a) used to determine rates for payment f or nursing facility
(23)(A) of Act services and intermediate care facility services for the
(Section 4211 (h) mentally retarded.
(2)(A) of P.L.
100—203). ()] The Medicaid agency provides payment for routine nursing

facility services furnished by a Swing-bed hospital.

At the average rate per patient day paid to NFs for
routine services furnished during the previous
calendar year.

O At a rate established by the Stat., which meets the
requirements of 42 CFR Part 447, Subpart C, as
applicable.

O Not applicable. The agency does not provide
payment for NF services to a swing- bed hospital.

TN No. 90-37
Supersedes Approval Date: NOV 14 1994 Effective Date: 10/1/90

TN No. 87-15
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State: Kentucky

Citation 419

42 CFR 447.45(c) (e The Medicaid agency meets all requirements of 42 CFR 447.45 for

P-79-50 timely payment of claims.
ATTACHMENT 4.19-E specifies, for each type of service, the
definition of aclaim for purposes of meeting these requirements.

TN #79-13

Supersedes Approval Date: 1/10/80 Effective Date: 8/23/79

TN #
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Revision: HCFA-PM-87-4 (BERC) OMB No.: 09838-0193
MARCH 1987

State/Territory: Kentucky

Citation 419 (f) The Medicaid agency limits participation to providers who meet the

requirements of 42 CFR 447.15.

42 CFR 447.15 No provider participating under this plan may deny services to any

AT-78-90 individual €ligible under the plan on account of the individual’s

AT-90-34 inability to pay a cost sharing amount imposed by the plan in

48 FR 5730 accordance with 42 CFR 431.55(g) and 447.53. This service

guarantee does not apply to an individual who is able to pay, nor does
an individual’s inability to pay eliminate his or her liability for the
cost sharing change.

TN No. 87-15
Supersedes Approval Date JAN 22 1989 Effective Date: 10-1-87
TN No. 83-11

HCFA 1D: 1010P/0012P
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Revision: HCFA-AT-80-38 (BPP)
MARCH 1987
State/Territory: Kentucky
Citation 419
42 CFR 447.201 (9) The Medicaid agency assures appropriate audit of records when
42 CFR 447.202 payment is based on costs of services or in a fee plus cost of
AT-78-90 materials.
TN #79-9
Supersedes Approval Date: 9/17/79 Effective Date: 8/6/79

TN #



Revision: HCFA-AT-80-60 (BPP)
August 12, 1980
State: Kentucky
Citation 419
42 CFR 447 .201 (h) The Medicaid agency meets the requirements of 42 CFR 447.203 for
42 CFR 447.203 documentation and availability of payment rates.
AT-78-90
TN #79-9
Supersedes Approval Date: 9/17/79 Effective Date: 8/6/79

TN #:
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 419
42 CFR 447.201 ) The Medicaid agency’s payments are sufficient to enlist enough
42 CFR 447.204 providers that services under the plan are available to recipients a
AT-78-90 least to the extent that those services are available to the general
population.
TN #79-9
Supersedes Approval Date: 9/17/79 Effective Date: 8/6/79

TN#
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0938-
AUGUST 1991

State: Kentucky

Citation 419

42 CFR () The Medicaid agency meets the requirements of 42 CFR 447.205 for

447.201 public notice of any changes in Statewide method or standards for

and 447.205 setting payment rates.

1903(v) of the Act (k) The Medicaid agency meets the requirements of section 1903(v) of

the Act with respect to payment for medical assistance furnished to an
alien who is not lawfully admitted for permanent residence or
otherwise permanently residing in the United States under color of
law. Payment is made only for care and services that are necessary for
the treatment of an emergency medical condition, as defined in

section 1903(v) of the Act.
TN No. 92-1
Supersedes Approval Date NOV 14 1994 Effective Date: 1-1-92
TN No. 87-15

HCFA ID: 7982E



66(a)

Revision: HCFA-PM- 92-7 (MB)
October 1992
State/Territory: Kentucky
Citation 419
1903(i) (14) ) The Medicaid agency meets the requirements of Section 1903(i)(14)
of the Act of the Act with respect to payment for physician services furnished to
children under 21 and pregnant women. Payment for physician
services furnished by a physician to a child or a pregnant woman is
made only to physicians who meet one of the requirements listed
under this section of the Act.
TN No. 93-9
Supersedes Approval Date: JUN 4 1993 Effective Date: 4-1-93

TN No. None



66(b)

Revision: HCFA-PM-94-8 (MB)
OCTOBER 1994
State/Territory: Kentucky
Citation 419 (m) Medicaid Reimbursement for Administration of Vaccines under the
Pediatric Immunization Program

1928 (c) (2) 0] A provider may impose a charge for the administration of a
(C)(ii) of qualified pediatric vaccine as stated in 1928(c)(2)(C)(ii) of
the Act the Act. Within this overal provision, Medicaid

reimbursement to providers will be administered as follows.
(i) The State:

O sets a payment rate at the level of the regiona
maximum established by the DHHS Secretary.

O isaUniversal Purchase State and sets a payment rate
at the level of the regional maximum established in
accordance with State law.

sets a payment rate below the level of the regional
maximum established by the DHS Secretary.*

O isa Universal Purchase State and sets a payment rate
below the level of the regional maximum established
by the Universal Purchase State. *

The State pays the following rate for the
administration of a vaccine:

$3.30 per administration fee (with a limit of 3
administration fees per recipient, per date of service).

*At the request of AnitaMoore, 1/20/95, this change was made

1926 of the Act (iii) Medicaid beneficiary access to immunizations is assured
through the following methodology:

The state€'s administration fee was established by using
Medicare’s administration fee of $3.28 rounded to the nearest
ten (10) cents. The state believes the use of Medicare' sfeein
combination with Kentucky's KenPAC Program will assure
adequate access to immunization.

TN No. 94-18
Supersedes Approval Date: 2/1/95 Effective Date: 10/1/94
TN No. None
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State: Kentucky
Citation 4.20 Direct Paymentsto Certain Recipients for Physicians or Dentists Services
42 GFR 447.25(b) Direct payments are made to certain recipients as specified by, and in
AT-78-90 accordance with, the requirements of 42 CFR 447.25.
O Yes, for O physicians services

O dentists' services

ATTACHMENT 4.20 - A specifies the conditions under which such
payments are made.

Not applicable. No direct payments are made to recipients.

TN #78-2
Supersedes Approval Date: 3/16/78 Effective Date: 9/16/77
TN #
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Revision: HCFA-AT-81-34 (BPP) 10-81

State Kentucky

Citation 421  Prohibition Against Reassignment of Provider Claims

42 CFR 447.10(c) Payment for Medicaid services furnished by any provider under this plan is
AT-78-90 made only in accordance with the requirements of 42 CFR 447.10.

46 FR 42699

TN # 81-31

Supersedes Approval Date 12-4-81 Effective Date 7-1-81

TN #78-10
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Revision: HCFA-PM-94--| (MB)
FEBRUARY 1994 -
State/Territory: Kentucky
Citation 4.22 Third Party Liability
42 CFR 433.137 @ The Medicaid agency meets all requirements of :

(2) 42 CFR 433.138 and 433.139.

(%) 42 CFR 433.145 through 433.148.

(3) 42 CFR433.15]. through 433.154.

1902(a)(25)(H) and (1) (4 Sections 1902(a) (25) (H) and (1) of the Act.
of the Act
42 CFR 433.138(f) (b)  ATTACHMENT 4.22-A —

@ Specifies the frequency with which the data exchanges
required in 8§433.138(d)(1), (d)(3) and (d)(4) and the
diagnosis and trauma code edits required in $433.138(e) are
conducted;

42 CFR 433.138(g)(1)(ii) (%) Describes the methods the agency uses for and (2)(ii) meeting
the followup requirements contained in §433.138(g)(1)(i) and
(9 (2 ()

42 CFR 433.138(9)(3)(i) 3 Describes the methods the agency uses for following up on

and (iii) information obtained through the State motor vehicle accident
report file data exchange required under 8§433.138(d)(4)(ii)
and specifies the time frames for incorporation into the
digibility case file and into its third party data base and third
party recovery unit of all information obtained through the
followup that identifies legally liable third party resources;
and

42 CFR 433.138(g)(4)(i) 4 Describes the methods the agency uses for following up on

through (iii) paid claims identified under $433.138(e) (methods include a
procedure for periodically identifying those trauma codes that
yield the highest third party collections and giving priority to
following up on those codes) and specifies the time frames
for incorporation into the eligibility case file and into its third
paty data base and third party recovery unit of al
information obtained through the followup that identifies
legally liable third party resources.

TN No. 96-50

Supersedes Approval Date 5-20-96 Effective Date 1/1/96

TN No. 90-10



Revision: HCFA-PM-94-1 (MB)

FEBRUARY 1994

State/Territory: Kentucky

Citation

42 CFR 433.139(b)(3)(ii)(C)

42 CFR 433.139(f)(2)

42 CFR 433.139(F)(3)

42 CFR 447.20 ©

69a

Providers are required to bill liable third parties when services
covered under the plan are furnished to an individual on whose behalf
child support enforcement is being carried Out by the State 1V-D
agency.

ATTACHMENT 4.22-B specifies the following:

@ The method used in determining a providers compliance with
the third party billing requirements at §433.139(b)(3)(ii) (C).

(@) The threshold amount or other guideline used in determining
whether to seek recovery of reimbursement from aliable third
party, or the process by which the agency determines that
seeking recovery of reimbursement would not be cost
effective.

(©) The dollar amount or time period the State uses to accumulate
billings from a particular liable third party in making the
decision to seek recovery of reimbursement.

The Medicaid agency ensures that the provider furnishing a service
for which athird party is liable follows the restrictions specified in 42
CFR 447.20.

TN No. 96-5
Supersedes
TN No. 90-10

Approval Date: 5-20-96 Effective Date: 1/1/96
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Revision: HCFA-PM-94-1 (MB)
FEBRUARY 1994

State/Territory: Kentucky

Citation 422 continued

42 CFR 433.151(a) )] The Medicaid agency has written cooperative agreements for the
enforcement of rights to and collection of third party benefits
assigned to the State as a condition of dligibility for medical
assistance with the following: (Check as appropriate.)

State title 1V-D agency. The requirements of 42 CFR
433.152(b) are met.

O Other appropriate State agency(s)-

O Other appropriate agency(s) of another State--

| Courts and law enforcement officials.

1902(a) (60) of the Act (9) The Medicaid agency assures that the State has in effect the laws
relating to medical child support under section 1908 of the Act.

1906 of the Act (h) The Medicaid agency specifies the guidelines used in determining the
cost effectiveness of an employer-based group health plan by
selecting one of the following.

O The Secretary’s method as provided in the State Medicaid
Manual, Section 3910.
The State provides methods for determining cost
effectivenesson ATTACHMENT 4.22-C.
TN No. 95-5
Supersedes Approval Date: 5-20-96 Effective Date 1/1/96

TN No. 92-22
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OMB No. 0938-0193

71
Revision: HCFA-AT-84-2 (HERC)
01-84
State/Territory: Kentucky
Citation 4.23 Useof Contracts
42 CFR 4344 The Medicaid agency has contracts of the type(s) listed in 42 CFR Part 434.
48 FR 54013 All contracts meet the requirements of 42 CFR Part 434.

O Not applicable. The State has no such contracts.

42 CFR Part 438 The Medicaid agency has contracts of the type(s) listed in 42 CFR Part 438.
All contracts meet the requirements of 42 CFR Part 438. Risk contracts are
procured through an open, competitive procurement process that is consistent
with 45 CFR Part 74. The risk contract is with (check all that apply):

O Managed Care Organization that meets the definition of 1903(m) of
the Act and 42 CFR 438.2

O a Prepaid Inpatient Health Plan that meets the definition of 42 CFR
438.2

O a Prepaid Ambulatory Health Plan that meets the definition of 42
CFR 438.2.

Not applicable.

TN # 03-10
Supersedes Approval Date: NOV 18 2003 Effective Date: 8/13/03

TN #84-5
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State Kentucky
Citation 424 Standards for Payments for Skilled Nursing and Intermediate Care Facility
Services.
42 CFR 442.10 With respect to skilled nursing and. Intermediate care facilities, all applicable
and 442.100 requirements of 42 CFR Part 442, Subparts B and C are met.
AT-78-90
AT-79-18 O Not applicable to intermediate care facilities; such services are not
AT-80-25 provided under this plan.
AT-80-34
52 FR 32544
TN # 89-26
Supersedes Approval Date: AUG 08 1989 Effective Date: 7/1/89

TN #80-3
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980
State Kentucky
Citation 4.25 Program for Licensing Administrators of Nursing Homes
42 CFR 431.702 The State has a program that, except with respect to Christian Science
AT-78-90 sanatoria, meets the requirements of 42 CFR Part 431, Subpart N, for the

licensing of nursing home administrators.

TN #74-2
Supersedes Approval Date: 9/12/74 Effective Date: 10/1/73
TN #
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Revision: HCFA-PM-  (MB)
State/Territory: Kentucky
Citation 4.26 Drug utilization Review Program
1927(g) A. 1 The Medicaid agency meets the requirements of Section 1927(g) of
42 CFR 456.700 the Act for a drug use review (DUR) progr3m for outpatient drug
claims.
1927(g) (1) (A) 2. The DUR program assures that prescriptions for outpatient drugs are:
. Appropriate
. Medically necessary
. Arenot likely to result in adverse medical results
1927(g) () () B. The DUR program is designed to educate physicians and pharmacists to
42 CFR 456.705(b) and identify and reduce the frequency of patterns of fraud, abuse, gross overuse,
4 56.709(b) or inappropriate or medically unnecessary care among physicians,
pharmacists, and patients or associated with specific drugs aswell as:
. Potential and actual adverse drug react ions
. Therapeutic appropriateness
. Overdutilization and underutilization
. Appropriate use of generic products
. Therapeutic duplication
. Drug disease contraindications
. Drug—drug interactions
. Incorrect drug dosage or duration of drug treatment
. Drug-allergy interactions
. Clinical abuse/misuse
1927 (9) (1) (B) C. The DUR program shall assess data use against predetermined standards
42 CFR 456.703 whose source materials for their development are consistent with peer-
(d)yand(f) reviewed medical literature which has been critically reviewed by unbiased
independent experts and the following compendia:
. American Hospital Formulary Service Drug Information
. United States Pharmacopeia-Drug Information
. American Medical Association Drug Evaluations
TN No.: 93-11
Supersedes Approval Date JUN 1 1993 Effective Date: 4-1-93

TN No. 93-1



Revision: HCFA-PM-

Citation

1927(g) (1) (D)
42 CFR 456.703(b)

1927(g) (2) (A)
42 CFR 456.705(b)

1927(g)(2) (A)(D)
42 CFR 456.705(b),

@-(7)

1927(g) (2)(A) (ii)
42 CFR 456.705 (c)
and (d)

1927(g) (2) (B)

74a

State/Territory: Kentucky

DUR is not required for drugs dispensed to residents of nursing facilities that
are in compliance with drug regimen review procedures Bet forth in 42 CFR
483.60. The state has never-the-less chosen to include nursing home drugsin:

O

Prospective DUR
Retrospective DUR.

The DUR program includes prospective review of drug therapy at the
point of sale or point of distribution before each prescription is filled
or delivered to the Medicaid recipient.

Prospective DUR includes screening each prescription filled or
delivered to anindividual receiving benefits for potential drug therapy
problems due to:

. Therapeutic duplication

. Drug-disease contraindications

. Drug-drug interactions

. Drug-interactions with non-prescription or over-the-counter
drugs

. Incorrect drug dosage or duration of drug treatment

. Drug allergy interactions

. Clinical abuse/misuse

Prospective DUR includes counseling for Medicaid recipients based
on standards established by State law and maintenance of patient
profiles.

The DUR program includes retrospective DUR through its

42 CFR 456.709(a) mechanized drug claims processing and information retrieval system
or otherwise which undertakes ongoing periodic examination of
claims data and other records to identify:

. Peatterns of fraud and abuse

. Gross overuse

. Inappropriate or medically unnecessary care among
physicians, pharmacists, Medicaid recipients, or associated
with specific drugs or groups of drugs.

TN No. 93-11

Supersedes Approval Date JUN 1 1993 Effective Date 4-1-93

TN No. 93-1



Revision: HCFA-PM

State/Territory:

Citation

927(g) (2) (C)
42 CFR 456.709(b)

1927(9) (2) (D)
42 CFR 456.711

1927(g) (3) (A)
42 CFR 456.716(a)

1927(g) (3) (B)

74b

The DUR program assesses data on drug use against explicit
predetermined standards including but not limited to monitoring for:
Therapeutic appropriateness

Overutilization and underutilization

Appropriate use of generic products

Therapeutic duplication

Drug-disease contraindications

Drug-drug interactions

Incorrect drug dosage/duration of drug treatment

Clinical abuse/misuse

The DUR program through its State DUR Board, using data provided
by the Board, provides for active and ongoing educational outreach
programs to educate practitioners on common drug therapy problems
to improve prescribing and dispensing practices.

The DUR program has established a State DUR Board either:
Directly, or
O Under contract with a private organization

The DUR Board membership includes health professionals (one—

42 CFR 456.716 third licensed actively practicing pharmacists and one-third but no
(A) AND (B) more than 51 percent licensed and actively practicing physicians)
with knowledge and experience in one or more of the following:
. Clinically appropriate prescribing of covered outpatient
drugs.
. Clinically appropriate dispensing and monitoring of covered
outpatient drugs.
. Drug use review, evaluation and intervention.
. Medical quality assurance
927(9)(3) (C) The activities of the DUR Board include:
42 CFR 456.716(d) . Retrospective DUR,
. Application of Standards as defined in section 1927(g)(2)(C),
and
. Ongoing interventions for physicians and pharmacists
targeted toward therapy problems or individuals identified in
the course of retrospective DUR.
TN No.93-11
Supersedes Approval Date JUN 1 1993 Effective Date 4-1-93

TN No. 93-1
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Revision: HCFA-PM-  (MB) OMB No.
State/Territory: Kentucky
Citation
1927(g) (3) (C) G. 4 The interventions include in appropriate instances:
42 CFR 456.711
®@-(d) . Information dissemination
. Written, oral, and electronic reminders
. Face-to-Face discussions
. Intensified monitoring/review of prescribers/dispensers

1927(g) (3) (D) H.  The State assures that it will prepare and submit an annua report to the
42 CFR 456.712 Secretary, which incorporates a report from the State DLJR Board, and that
(A) and (B) the State will adhere to the plane, steps, procedures as described in the report.

1927(h) (1) . 1 The State establishes, as its principal means of processing claims for
42 CFR 456.722 covered outpatient drugs under this title, a point-of-sale electronic

claims management System to perform on-line:

real time eligibility verification

claims data capture

adjudication of claims

assistance to pharmacists, etc. applying for and receiving
payment.

1927(g) (2) (A) (i) 2. Prospective DUR is performed using an electronic point of sale drug
42 CFR 456.705(b) claims processing system.

1927()) (2) J. Hospitals which dispense covered outpatient drugs are exempted from the

42 CFR 456.703(c) drug utilization review requirements of this section when facilit