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The Michigan Medicaid State Plan is an agreement between the State of Michigan and the federal government 
which identifies the general health care services, reimbursement of those services and the beneficiary and 
provider eligibility policies in effect under Michigan’s Medicaid program.   

The Centers for Medicare and Medicaid Services (CMS) of the Department of Health and Human Services is the 
federal agency with oversight responsibility of the Medicaid Program.  All parts, including updates or changes to 
the Plan, must be approved by CMS in order to become effective.  Federal regulations detailing the State Plan 
purpose and maintenance procedures may be found at 42 CFR 430 Subpart B. 

The State Plan posted here is available for information purposes only; it does not replace the official version 
and does not contain any pending amendment information or amendments approved since January 1, 2025.

Amendments pending approval or approved since January 1, 2025, may be found at: 

www.michigan.gov/mdhhs  >> Inside MDHHS >> Budget and Finance >> State Plan Amendments 

State Plan Amendments (michigan.gov) 

Questions regarding the State Plan may be e-mailed to: 

MSAPolicy@michigan.gov 

The following table identifies the sections of the State Plan and a brief overview of each. 

1 Single State Agency 
Organization 

provides information regarding the State’s designation of the 
Michigan Medicaid Single State Agency, the authority under which it 
operates and a description of the organization. 

2 Coverage & Eligibility outlines Michigan Medicaid’s eligibility conditions such as income, 
resources, assets and the various groups (i.e. aged, blind, disabled 
and family independence program) 

3 Amount, Duration and 
Scope of Services 
Provided 

Attachment 3.1-A lists the services covered under the Michigan 
Medicaid program and the Supplements to Attachment 3.1-A provide 
a more detailed description of those services, including any 
limitations or requirements to/for that coverage 

4 General Program 
Administration 

Medicaid reimbursement methodologies takes up the bulk of Section 
4; specifically Attachment 4.19.  Attachment 4.19-A provides a full 
description of inpatient hospital reimbursement, Attachment 4.19-B 
explains reimbursement to all providers except inpatient hospital and 
long term care facilities.  Attachment 4.19-D covers Medicaid 
payment for long term care facilities. 

5 Personnel 
Administration 

provides assurances the State is in compliance with Federal 
Regulations regarding personnel administration standards and 
training. 

http://www.michigan.gov/mdhhs
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.michigan.gov%2Fmdhhs%2Finside-mdhhs%2Fbudgetfinance%2F264%2Fstate-plan-amendments&data=05%7C01%7CChryslerA%40michigan.gov%7C29c0f4d1215f4a5c56fe08dab10e853e%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638016973158694908%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=eKTSuCJOKoofHb%2BSgWiAd3KPRWiojT6HOUjhcJYR8yk%3D&reserved=0
mailto:MSAPolicy@michigan.gov
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6 Financial 
Administration 

provides assurances the State is in compliance with Federal 
Regulations regarding fiscal policies and accountability, cost 
allocation and financial participation. 

7 General Provisions covers additional federal requirements such as State Plan 
amendments, nondiscrimination and the Governor’s review. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State/Territory: MICHIGAN 

Citation 

42 CFR 
430.10 

As a condition for receipt of Federal funds under 
title XIX of the Social Security Act, the 

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH 

(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 all applicable Federal regulations and 
other official issuances of the Department. 

TN No. 96-0t:,, Approval Date t/-.:?..S-9t,, Effective Date _.P�4�L.PwJ�L�9�6...__

Supersedes 

TN No. 92-01 HCFA ID: 7982E 
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Revision: HCFA-AT-80-38-(BPP) 
May 22, 1980 

state MICHIGAN 

SECTION l 

Citation 
42 CFR 431.10 
AT-79-29 

TN No. 96-0lb

Supersedes 

T
N 

No. 74-48

SINGLE STATE AGENCY ORGANIZATION 

1.1 Designation and Authority 

Ca) The MICHIGAN DEPARTMENT OF 
----------------------

COMMUNITY HEALTH 

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 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. 

Approval Date 9--28- 94 Effective Date _ __..0�4�(0�1
..,_

/9�6
,._

_ 
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Revision: HCFA-AT-30-38(BPP) 
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State MICHIGAN 
--------------------------

Citation 
Sec. 1902 (a) 
of the Act 

74-48
Supersedes 
'IN .;;.,ff ___ _ 

l.l(b) The State agency t�at administered or
supervised the administration of the 
plan ai;:proved under title X of the 
Act as of January 1, 1965, has been 
separately designated to administer 
·or supervise the acministraticn of
that part of this plan which relates
to blind individuals.

U Yes. The State agenC'J so
cesignated is 

This �enc-1 has a se?ar�te ?lan 
covi:!r ing t:.,at p:>rticn of ':...�e 

, State plan under title XIZ f0r 
which it is resp:nsi:Ole. 

t!J Not applicable. The entire plan 
under title XIX is administered 
or s�rvised bj the State 
agency named in paragraph l.l(a). 

Approval Date 4/26/76 Eff�tive Date 1/01/74 
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Revision: �FA-J\T-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
----------------------------

Citaticn 
Intergovernmental 
Ccoporation Act \.. 
of 1968 

1.1 (c) Waivers of the single State agency 
requirement which are currently 
operative have been gra�ted under 
authority of the Intergovernmental 
Cooperation Act of 1968. 

U Yes. .a.ITAOiMEN'r l. 1-B describes 
these waivers and t�e ar:9rovej 
alternativ� organizational 
arrangements. 

Li �:Ct ?.P?li�::ile. Wai·.,-e::-s ar2 :-:a 
lcnger in eff�t. 

Not applicable. No waivers have 
ever beo_n granted. 

TN !t 74-48 
Supersedes AJ;:proval uate 4/26/76 Eff�tive Date._ l/01/74 
'IN.;;..# ___ _ 
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Revision: r.CFA-AT-80-38(BPP) 
May 22, 1980 

S�te ______ M_I_C_H_IG_A_N _____________ _ 
Citaticn 
42 � 431.10 
M-79-29 

1N � 74-48 
Supersedes 
'IN � 

-----

1.l(d) LJ:I The agenc1 named in paragraph
l.l(a) has responsibility for
all determinations of
eligibility for Medicaid under
this plan.

U �terminations of eligibility
for MediC3id under this plan are 
made by the agenc'j (ies) 
S?e=ified in .3..TTJIC�·!ENI' 2.2-.1\. 
:':1ere is -= ·,.;r i tten 2.-� :":!-::.:�nt 
oe�Heen the agenc1 nam�<l in 
paragraph 1.l(a) and other 
agencJ (4.es) rr.aking such 
determinaticns for specific 
groups c::,ver':!d under this plan. 
The agreement defines t.,e 
relationships and respective 
responsibilities of ��e agencies. 

Af'i?roval uate 4/26/76 Effectiv1= Date 1/01/74 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Re•1ision: HCFA-AT-80-38 (BPP) 
May 22, 1980 

State MICHIGAN 

Citation 
42 CFR 431.10 
AT-79-29 

'TI-1 � 76-58 
S�rsedes 
'IN � 

-------

------------------------

l.l(e) All other provisicns of this plan are
administered by t:.�e Medicaid agency 
except for those functions for which 
final au�,ority has been granted to a 
Professional Standards Revi�H 
Organization under title XI of the Act. 

(f) All other requirements of 42 CFR 431.10
are met.

Approval Date 12/30/76 Effective Date 12/03/76 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.  



Citation 
42 CFR 431 .11 

TN NO. 02-08

Supersedes 
TN No. 96-10

State of Michigan 

1.2 Organization for Administration 

(a) Attachment 1.2-A contains a description of the organization
and functions of the Medicaid agency and an organization
chart of the agency.

(b) Within the State agency, the Health Programs Administration
has been designated as the medical assistance unit.
ATTACHMENT 1.2-B contains a description of the
organization and functions of the medical assistance unit and
an organization chart of the unit.

{c} Attachment 1.2-C .contains a description of the kinds and
numbers of professional medical personnel and supporting
staff used in the administration of the plan and their
responsibilities.

(d) Eligibility determinations are made by State or local staff of an
agency other than the agency named in paragraph 1.1 (a).
Attachment 1.2-D contains a description of the staff
designated to make such determinations and the functions
they will perform .

. Not applicable. Only staff of the agency named in 
paragraph 1.1 (a} make such determinations. 

Approval Date � /;9/4 .J- Effective Date 02/01/2002

January 1, 2025 Version.  .   This plan is provided for informational use only and does not replace the original version.  
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Revision: HCFA-i\T-80-38(DPPJ 
May 22, 1980 

State MICHIGAN 
--------------------------

Citation 
42 CF'R 

431. 50 (b)

M-79-29

'IN # 74-44 
Super��des 
1N � 

--'------

1.3 Statewide Ooeration 

The plan is in operation en a Statewide 
basis in accordance with all r�quirements 
of 42 CFR 431.50. 

(f/ The plan is State administered. 

U The plan is ,,dminist�red by the 
p:,litical sul:dbisions 0e the Sta!:.e 
and is mandatory on them. 

A;:proval Date 3/27/75 Effectiv�_Date 10/01/74 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version.  
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Revision: HCFA-AT-80-38 (BPP) 

May 22, 1980 
State:  Michigan 

TN No.: 10-13 Approval Date_______________ Effective Date: 07/01/2010 
Supersedes 
TN No.: 03-13 

MAR 30 2011 

Citation 
42 CFR 
431.12(b) 

1.4.a. State Medical Care Advisory Committee 

There is an advisory committee to the Medicaid agency director on health and medical 
care services established in accordance with and meeting all the requirements of 42 
CFR 431.12. 

42 CFR 
438.104 

The State enrolls recipients in MCO, PIHP, 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. 

b. Tribal consultation requirements

Section 1902(a)(73) of the Social Security Act (the Act) requires a state in which one or
more indian health programs or urban indian organizations furnish health care services
to establish a process for the state medicaid agency to seek advice on a regular,
ongoing basis from designees of indian health programs, whether operated by the Indian
Health Service (IHS), tribes or tribal organizations under the Indian Self-Determination
and Education Assistance Act (ISDEAA), or urban indian organizations under the Indian
Health Care Improvement Act (IHCIA).  Section 2107(e)(i) of the Act was also amended
to apply these requirements to the Children’s Health Insurance Program (CHIP).
Consultation is required concerning Medicaid and CHIP matters having a direct impact
on indian health programs and urban indian organizations.

The Tribal Liaison is to be informed of all proposed state plan amendments, proposals
for demonstration projects, waiver requests, renewals, extensions or amendments that
may have a direct impact on services provided for native americans, indian health
programs or urban indian organizations.  This would apply to any changes that are more
restrictive for eligibility determinations, changes that reduce payment rates or changes in
payment methodologies to providers, reimbursement to providers, or reductions in
covered services.

The Tribal Chairperson, Tribal Health Directors, Urban Indian Health Director, and
Indian Health Services Representative will receive written notification from the tribal
liaison of all proposed state plan amendments, proposals for demonstration projects,
waiver requests, renewals, extensions or amendments that may have a direct or
adverse effect on native americans, indian health programs or urban indian
organizations.

The notice will be sent sixty (60) days prior to the submission date and provide a brief
synopsis of the proposal and impact on the native american beneficiaries, tribal health
clinics and urban indian organizations. In situations where it is not possible to adhere to
the sixty (60) days notification, the tribes will be notified as soon as possible.  The
procedures and timeline for submitting comments on the proposed changes will also be
addressed in the notice.  Additional information for a proposal will be provided by the
liaison upon request.  A cover letter is included in the correspondence encouraging input
regarding the proposed changes through in person consultation or by telephone
conference depending on the tribe’s preference.  A consultation meeting is set up either
as a group or individually, again according to the tribe’s preference. During the
consultation, concerns are addressed and any suggestions revisions or objections
voiced by the tribes are noted and relayed to the author of the proposal.

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version.  
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Occasionally, federal policy changes require immediate implementation. When this 
occurs, tribes are notified as soon as the tribal liaison is made aware of the proposed 
changes. Consultation is then held within twenty-one (21) days of notification. 

Consultation with Tribal Chair representatives, Tribal Health Directors, and Indian Health 
Services representatives will be conducted at the quarterly Tribal Health Director 
meetings, or another venue at the request of the tribes.  Consultation may be in person 
or by conference call. 

The tribal liaison will acknowledge electronic mail or regular mail, all comments received 
during the consultation period. 

All comments submitted by tribes will be forwarded by the tribal liaison to the Medicaid 
policy staff responsible for the proposed changes. 

The tribal liaison will ensure that tribes commenting on proposed changes receive a 
response to their concerns arising from the proposed changes.  

Tribes requesting changes to the proposed state plan amendment, waiver request, 
renewal, or amendment will receive confirmation from the tribal liaison regarding their 
request, and whether their comments have been included in the proposals submitted to 
cms.  If the tribe’s comments are not included in the proposed changes when submitted 
to cms, t is the liaison’s responsibility to explain why their comments were not included. 

Tribes will be informed by the liaison when CMS approves or denies state plan or waiver 
changes.  The liaison will also be responsible for including the rationale for CMS denials. 

The tribal liaison will be responsible for maintaining records of the notification process, 
consultation process, all written correspondence from tribes and tribal representatives, 
meeting notes, and all other discussions such as conference calls for all state plan or 
waiver changes that may impact the tribes.  The tribal liaison will also document the 
outcome of the consultation process. 

The SPA was sent to all of the tribes for review in March 2010.  Consultation with the 
tribal health directors was held in April 2010 at the quarterly Tribal Health Directors 
meeting and discussed at length.  The tribal health directors concurred that the 
proposed SPA language was acceptable with no objections or revisions. 
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Revision: HCFA-PM-94-3 (MB) 
APRIL 1994 
S ta t e /Te r r i t o ry :  MI(HI(;AN 

C i t a t ion  
1 .5  Ped ia t r i c  Immunitation Program 

1928 of t h e  Act 1. The S t a t e  has implemented a program f o r  the 
d i s t r i b u t i o n  -of ped ia t z l c  vaqcines t o  program- 
r eg i s t e r ed  providers  f o r  the  immunization of 
f e d e r a l l y  vaccine-el igible  ch i ldren  i n  accordance 
with sec t ion  1928 a s  ind ica ted  below. 

a .  The S ta t e  program w i l l  provide each 
vaccine-el igible  c h i l d  with medical ly  
appropriate  vaccines accsra ing  t o  t h e  schedule 
developed by e Advisory Committee on 
Immunizacicn Pracr ices  and without charge f o r  
the vaccines. 

b .  The S t a t e  w i l l  outreach and encourage a 
va r i e ty  of providers  t o  pa r= ic i ?a t e  i n  t he  
proqram and t o  a&nis te r  vaccines i n  mu l t ip l e  
setzings , e. g . , privace hea l th  cam providers ,  
proviaers t h a t  receive funds under T i t l e  V of 
the  Indian Yealth Car= Improvement Act, hea l th  
programs o r  f a c i l i t i e s  o p e r a ~ e d  by Indian 
tz ibes ,  and maincain a l ist  of prDgram- 
reg is te red  providers .  

c. With respecc t o  any populat ion of vaccine- 
e l i g i b l e  ch i ldren  a substantial p o r t i o n  of  
wnose parents  have l imi t ed  a b i l i t y  t o  speak 
the English language, Eke S t a t e  w i l l  i d e n t i f y  
program-registerbd providers  who a r e  a b l e  t o  
communicate w this vacc ine-e l ig ib le  
population i n  the  language and cr i lcural  
context which i s  most appropr ia te .  

d. The S t a t e  w i l l  insc,uc= program-registered 
providers t o  d e t e d n e  e l i g i b i l i t y  i n  
accordance with secr ion  1528 (b) and ( h )  of che 
Social  S e c ~ r i t y  Act. 

e .  The S t a t e  w i l l  a ssure  chat  no program- 
reg is te red  provider  w i l l  charge more f o r  t he  
aciminiscracion of the  ~ a c c i n e  than  t h e  
regional maximum es tab l i shed  by =he Seczecary. 
The S t a t e  w i l l  inform program-regisrered 
providers of the  maxL?lum fee f o r  t he  
administrat ion of vaccines.  

f. The S t a t e  w i l l  assure thac no vacc ine-e l ig ib le  
cn i ld  is denied vaccines because of an 
i n a b i l i t y  t o  pay an adminis t ra t ion  f e e .  

g. Except as authorized undez s e c i o n  1915(b) of 
the  Social  Secur i ty  A c t  o r  as  pe,*tied by t h e  
Secre ta ry  t o  prevent  fraud o r  abuse, t h e  S tace  
w i l l  not impose any add i t i ona l  q u a l i f i c a t i o n s  
o r  condit ions,  i n  addi t ion  t o  those  i n d i c a ~ e d  
above, i n  order  f o r  a provider  t a  q u a l i f y  a s  a 
program-registered provider .  

A .  

TN No. - ;((I 
Superseaes Appraval Dace 14 -/ ::fe==ive Dace 10-01-94 
TN No. N/A 
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Revision: HCFA-PM-94-3 (MB) 

Citation 

APRIL 1994 
State/Territory: 

l.928 of the Ac: 2. The State has not modified or repealed any
Immunization Law in effec� as of May l, 1993 to
reduce the amount of health insurance coverage of
pediatric vaccines.

3. The State Medicaid Agency has coordinated with the
State Public Heal th Agency in the comp.letion of
this preprint page.

4. The State agency with overall responsibility for
the imDlementation and enforcement of the
provisions of sec�ion 1928 is:

State Medicaid Agency 

X State Public Health Agency 

1'N No. 4'{1-26 
Su0erseaes , / 
TN. No. N/A

Approval Date 41 ./t/- 9� 
; 

E!fec:ive Date 10/01/94 
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Revision: HCFA-PM-91- 4 (BPD) 
AUGUST 1991 

0MB No.: 0938-

State: MICHIGAN

Citation 
42 CFR 
435.10 and 
Subpart J 

SECTION 2 - COVERAGE AND ELIGIBILITY 

2.1 Application, Determination of Eligibility and 
Furnishing Medicaid 

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

TN No, @-0/ 
Supersedes Approval Date 9-//-f;J.. 
TN No. 75-46

Effective Date 10/01/91

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

_ MICHIGAN MEDICAID STATE PLAN 

11 

State: Michigan 

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

2.l(b) (1) Except as provided in items 2.1 (b )(2) and (3) 

1902(e)(8) and 
1905(a) of the 
Act 

1902(a)(47) and 

TN No.: 03-13 

Supersedes 
TN No.: 93-07 

(3) 

below, individuals are entitled to Medicaid 
services under the plan during the three months 
preceding the month of application, if they were, or 
on application would have been, eligible. The 
effective date of prospective and retroactive eligibility 
is specified in Attachment 2.6-A. 

For individuals who are eligible for Medicare 
cost-sharing expenses as qualified Medicare 
beneficiaries under section 1902(a)(l0)(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 eligibility 
period in accordance with section 1920 of the Act. 
Attachment 2.6-A specifies the requirements for 
Determination of eligibility for this group. 

Approval Date 'f9/ ,1,u- 3 Effective Date: 08/13/2003 
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Revision: HCFA-PM-91-g (MB) 
Octoberl991 

0MB No. 

State/Territory: 

Citation 

1902(a)(55) 
of the Act 

2.l(d)

MICHIGAN 

The Medicaid agency has procedures to take 
applications, assist applicants, and perform 
initial processing of applications from those low 
income pregnant women, infants, and children under 
age 19, described in Sl902(a)(lO)(A)(i)(IV),
(a) ( 10) (A} ( i} ( VI ) , (a} ( 10) (A} ( i} (VII} , and
(a}(lO)(A)(ii)(IX) at locations other than those
used by the title IV-A program including FQHCs and
disproportionate share hospitals. Such
application forms do not include the ADFC form
except as permitted by HCFA instructions.

TN No. 91-30
Supersedes Approval Date 07 /06/92 Effective Date 10-01-91
TN No. 91-22

HCFA ID: 7985E 
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Revision: HCFA-PM-91- 4

AUGUST 1991 
(BPD) 0MB No.: 0938-

state: MICHIGAN 

Citation 2.2 Coverage and Conditions of Eligibility 
42 CFR 
435.10 Medicaid is available to the groups specified in 

ATTACHMENT 2.2-A. 

LI Mandatory categorically needy and other required 
special groups only. 

LI Mandatory categorically needy, other required special 
groups, and the medically needy, but no other 
optional groups. 

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

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

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

All applicable requirements of 42 CFR Part 435 
and sections 1902(a)(l0)(A)(i)(IV), (V), and (VI), 
1902(a)(lO)(A)(ii)(XI), l902(a)(lO)(E), 1902(1) and (m), 
1905(p), (q) and (s), 1920, and 1925 of the Act are met. 

TN No. th/ -cJ 
I

Supersedes Approval Date __ q ___ /,_1/_-_9._..,,2.,__
TN No. 87-11

Effective Date 

HCFA ID: 7982E 

10/01/91 
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Revision: HCFA-PM-87-4 
MARCH 1987 

(BKRC) OHB IJo.: 0938-0193 

State: 

Citation 
435.10 and 

435.403, and 
1902(b) of the 
Act, P.L. 99-272 
(Section 9529) 
and P.L. 99-509 
(Section 9405) 

TN No. 87-11 
Supel:"sedes 
TN No. 86-12 

t-1ICHIGAN 

2.3 Residence 

Medicaid is furnished to eligible individuals who 
are residents of the State under 42 CFR 435.403, 
regardless of whether or not the individuals 
maintain the residence permanently or maintain it 
at a fixed address. 

Approval Date 08/26/87 Effective Date l0/21/86

HCFA ID: 1006P/0010P January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PK-87-4 
KARCH 1987 

(BE.RC) 0MB Ro.: 0938-0193 

State: 

Citation 
42 CFR 435.530(b) 
42 CFR 435.531 
AT-78-90 
AT-79-29 

Ttl No. 87-11 
Supersede_$ 
Tfl No. �SO

MI CH IGAN 

2.4 Blindness 

All of the requirements of 42 CFR 435.530 and 
42 CFR 435.531 are met. The more restrictive 
definition of blindness in terms of ophthalmic 
measurement used in this plan is specified in 
ATTACHMENT 2!2.::,!. 

Approval Date 08/26/87 Effective Date 04/01/87 

RCFA TO: 1006P/OnlOP January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-PM-91-4 (BPD) 
AUGUST 1991 

0MB No. 0938-

Citation 
42 CFR 
435.121, 
435.540(b) 
435.541 

State: 

2.5 

MICHIGAN 

Disability 

All of the requirements of 42 CFR 435.540 and 435.541 
are met. The State uses the same definition of 
disability used.under the SSI program unless a more 
restrictive deflnition of disability is specified in 
Item A.13.b. of ATTACHMENT 2.2-A of this plan. 

We intend to make as allowed by Section 1902(v)(1) 
determinations of disability or blindness for the 
purpose of determining eligibility for medical 
assistance under the State Plan by the single State 
agency or its designee, and make medical assistance 
available to individuals whom it finds to be blind 
or disabled and who are detennined otherwise eligiole 
for such assistance during the period of time prior 
to which a final determination of disability or blind
ness is trade by the SSA with respect to such an 
individual. In making such determinations, the 
State must apply the definitions of disability and 
blindness found in section 1614(a) of the SS Act. 

TN No. fg-C/ 
Supersedes Approval Date f-//-9,J. 
TN No. 91-18 

Effective Date __ 10_/_0_1_/_9_1 __

HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-92-1 
FEBRUARY 1992 

State: 

(MB) 

MICHIGAN. 

16-17

Citation(s) 2.6 Financial Eligibility 

42 CFR 
435.10 and 
Subparts G & H 
1902(a) (10) (A) (i) 
(III), (IV), (V), 
(VI), and {VII), 
1902(a)(lO){A)(ii) 
{IX), l902(a)(l0) 
{A) {ii) {X), 1902 
{a) (10) (C), 
1902(f), 1902(1) 
and (m), 
1905(p) and (s), 
1902(r)(2), 
and 1920 

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

TN No. �-11/ 
Supersedes Approval Date __ t;_t/ __ -li_6_

-
_
9.
_
�----

TN No. 92-0l 
Effective Date 01-01-92

-� 1 
-- - --�- ----. - I_
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Revision: HCFA-PM-86-20 
SEPTEMBER 1986 

(BERC) 

18 

OMB-Uo. 0938-0193 

State/Territory: MICHIGAN

Citation 

431.52 and 
1902(b) of the 
Act, P.L. 99-272 
(Section 9529) 

TN NO. . 86-12 
Supersede� 
TN NO. <l2-23 

2.7 Medicaid Furnished Out of State 

Medicaid is furnished under the conditions 
specified in 42 CFR 431.52 to an eligible 
individual who is a resident of the State 
while the individual is in another State, to the 
same extent that Medicaid is furnished to residents 
in the State. 

Approval Date 02/02/87 Effective Date 11/01/86 

HCFA ID:0053C/0061E 
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Revision: HCFA-PM-94-5 
APRIL 1994 

19 

(MB) 

State/Territory: MICHIGAN 

Citation 

42 CFR 
Part 440, 
Subpart B 
1902 (a), 1902 (e),
l905(a), 190S(p), 
1915, 1920, and 
1925 of the Act 

1902 (a) (10) (A) and
l905(a) of the Act 

TN No. 
Superse 
TN No. 92-01

SECTION 3 - SERVICES: GENERAL PROVISIONS 

3.1 Amount, Duration, and Scope o� Services 

(a) Medicaid is provided in accordance with the
requirements of 42 CFR Part 440, Subpart B and
sections 1902(a), 19021e}, 1905(a), 1905(p),
1915, 1920, and 1925 of the Act.

(1) Categorically needy.

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

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

(ii) Nurse-midwife services listed in sect:ion
1905(a) (17) of the Act, are provided to the
extent that nurse-midwives are authorized to
practice under State law or regulation and
without regard to whether the services are
furnished in the area of management of the
care of mothers and babies throughout the
maternity cycle. Nurse-midwives are pemi tted
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, a
physician or other health care provider. 

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

Approval Date (27-11-fo/'.'.' Effective Date 04/01 /94 
------------
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Revision: HCFA-PM-91- 4 
Al!GUST 1991 

(BPD) 0MB No.: 0938-

Citation 

1902(e)(5) of 
the Act 

1902(a)(l0), 
clause (VII) 
of the matter 
following ( E) 
of the Act 

TN No • CJ ;j -C / 

3.l(a)(l) Amount, Duration, and Scope of Services:
Cat;,_e_g_or icql ly Needy {Continued) 

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

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

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

Supersedes Approval Date 
TN No, 90-11 

Effective Date 

HCFA ID: 7982E 

10/01/91 
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Revision: HCFA-PH-92-7 (MB) 
October 1992 

~tate/Territory: MICHIGAN 

Citation 

1902(e)(7) of 
the Act 

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

(vi) Home health eervicee are provided to 
individuale entitled to nursing facility 
eervicee ae indicated in item 3.l(b) of 
thie plan. 

(vii) Inpatient eervicee that are being furnished 
to infante and children deecribed in 
eection 1902(1)(1)(B) through (D), or 
section 1905(n)(2) of the Act on the date 
the infant or child attaine the maximum age 
for coverage under the approved State plan 
will continue until the end of the etay for 
which the inpatient eervicee are furniehed. 

1902(e)(9) of the - X (viii) Reepiratory care eervicee are provided 
Act to ventilator dependent individual6 ae 

indicated in item 3.l(h) of thie plan. 

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

1905(a)(23) 
and 1929 

(ix) Services are provided to familiee 
eligible under section 1925 of the Act 
ae indicated in item 3.5 of thie plan. 

- ( x )  Home and Community Care for Functionally 
Disabled Elderly Individuals, ae defined, 
deecribed and limited in Supplement 2 to 
Attachment 3.1-A and Appendicee A-G to 
Supplement 2 to Attachment 3.1-A. 

ATTACHMENT 3.1-A identifiee the medical and remedial 
oerviceo provided to the categorically needy, epecifiee all 
limitatione on the amount, duration and a c o p  of thoee 
oerviceo, and liets the additional coverage (that ie in 
exceeo of eetabliohed service limite) for pregnancy-related 
mervices and eervicee for conditions that may complicate 
the pregnancy. 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 



State of Michigan 
PACE State Plan Amendment Pre-Print 

Citation 

1905(a)(26) and 
1934 

TN No. 00-11 

Supersedes 
TN No. N/A - new page 

3.1 (a)(1) Amount, Duration and Scope of Services: Categorically 
Needy (continued) 

(xi)l Program of All-Inclusive Care for the Elderly (PACE)
services, as described and limited in Supplement 2 to 
Attachment 3.1-A 

ATTACHMENT 3.1-A identifies the medical and remedial 
services provided to the categorically needy. (Note: Other 
programs to be offered to Categorically Needy beneficiaries 
would specify all limitations on the amount, duration and 
scope of those services. As PACE provides services to the 
frail elderly population without such limitation; this is not 
applicable for this program. In addition, other programs to 
be offered to Categorically Needy beneficiaries would also 
list the additional coverage that is in excess of established 
service limits for pregnancy-related services for conditions 
that may complicate the pregnancy. As PACE is for the frail 
elderly population, this also is not applicable for this 
program.) 

Approval Date J-J- �, 

RECEIVED 

Effective Date JJJrl1do5 2001

OMCH - Ml/MN/WI 
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Revision: HCFA-PM-91- 4 (BPD) 
AUGUST 1991 

0MB No.: 0938-

State/Territory: MICHIGAN 

Citation 

42 CFR Part 440, 
Subpart B 

3.1 

42 CTR 440.220 
1902(a)(10)(C)(iv) 
of the Act 

1902(e)(5) of 
the Act 

Amount. Duration, and Scope of Services (continued) 

(a) ( 2) Medically needy. 

f!:../ 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: 

(i) If services in an institution for mental
diseases (42 CFR 440. 140 and 440. 160) or an
intermediate care facility for the mentally
retarded (or both) are provided to any medically
needy group, then eac� medically needy group is
provided either the services listed in section
1905(a)(1) through (S) and (17) of the Act, or
seven of the services listed in section 1905
(a)(l) through (20). The services are provided
as defined in 42 CTR Part 440, Suboart A and in
sections 1902, 1905, and 1915 of the Act.

LI Not applicable with respect to 
nurse-midwife services under section 
1902(a)(l7). Nurse-midwives are not 
authorizetj to practice in this State. 

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

TN No. 9$-0 I
Supersedes Approval Date c:J-// � o/4 
TN No. 87-11 

Effective Date 10-01-91

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

· (BPD) 0MB No.: 0938-

State/Territory: MICHIGAN 

Citation 3.l(a)(2) Amount, Duration, and Scope of Services: 

42 CFR 440 .140, 
440.150,�440� 160
Subpart B, 
442.441, 
Subpart C 
19O2(a) (20) 
and (21) of the Act 

TN No. 9#8-Ct 

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.

W(iv) Services for any other medical 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.

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

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

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

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

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

Supersedes Approval Date 
TN No. 90-01

Effective Date 

HCFA ID: 7982E 

10-01-91

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 
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Revi•ion: HCFA-PM-93- 5 (MB) 
MAY 1993 

Citation 

1902(e)(9) of 
Act 

1905(a) (23) 

State: 

and 1929 of the Act 

MICHIGAN 

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

_!. (X) Respiraftory care services are 

_ (xi) 

provided to ventilator dependent 
individuals as indicated in item 3.l(h) 
of this plan. 

Home and Community Care for 
Functionally Disabled Elderly 
Individual■, 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 service■ provided to each 
covered group of the medically needyJ ■pacifies all 
limitations on the amount, duration, and •cope of tho•e 
items; and ■peci!ie■ the ambulatory service■ provided 
under this plan and any limitation• on them. It also 
li■t■ the additional coverage (that is in excee■ of 
established service limit•) for pregnancy-related 
services and service■ for condition■ that may complicate 
the pregnancy. 

TN No • f.Z -,?2 'i
Supers.a• 
TN No. 93-06

�pprov&l Date /;l,- 'J, 9..3 10-1 93

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



State of Michigan 
PACE State Plan Amendment Pre-Print 

Citation 

1905(a)(26) and 
1934 

TN No. 00-11 

Supersedes 
TN No. NIA - new page 

3.1 (a)(2) Amount, Duration and Scope of Services: Medically Needy 
(continued) 

{xii)L Program of All-Inclusive Care for the Elderly (PACE) 
services, as described and limited in Supplement 2 to 
Attachment 3.1-A 

ATTACHMENT 3.1-B identities services provided to the 
medically needy. {Note: Other programs to be offered to 
Medically Needy beneficiaries would specify all limitations on 
the amount, duration and scope of those services. As PACE 
provides services to the frail elderly population without such 
limitation, this is not applicable for this program. In addition, 
other programs to be offered to Medically Needy 
beneficiaries would also list the additional coverage that is in 
excess of established service limits for pregnancy-related 
services for conditions that may complicate the pregnancy. 
As PACE is for the frail elderly population, this also is not 
applicable for this program.) 

11 
Approval Date I -J - .H--fJ I Effective Date 10/01/00 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. .
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Revision: HCFA-PM-98-1 (Cl\ISO) 
APRIL 1993 

State: 

1 %21. a),. l Oj(E)(i)
,1.nd clause 1\iffi) 
0f the matter 
followir.g iF). 
and l 905(p)(3 l
of the Act 

190:i· a)( 1 O"t
(E)c 1i) and . 
i 9!J5(s) of the
Act 

190:!(a)(l 0)
(El(ii1) and 
! 905(p)(3)(A)(ii)
of the :\ct 

191):Z(a)(lO; 
iEll_iv:,(I) l 905(p'i(3) 
\A)(iiL ::md: 933 of 
,I':= Act 

3.1 Amount, Duratio?", . .:nd Si;ope of Services (cor;.in�ed) 

1)1)(3) Other Required Special Groups: OuaHie11 
Mec'.:care Renefr:iarie� 

Medi car� cost sharing for qualified 
Medicare beneficiaries des::rib�d in 
section l 905(p) of the Act is provided
cnly as indicated in item 3.2 of this
plan. 

(a)(4)(i) 

Medicare Part A premiums for qualuied 
disabled and working individuals descrit,ed
in section 1902( a)( l O)(E)( ii) of the Act 
are provided as indicated in item 3.:2 of
this plan. 

(ii) Other Reguired Special Grodris: S2ecifie<l
Low.Jncome Medicare Bene icianes 

Medicare Pan B premiums for specified
low-income Medicare beneficiaries described
in section I 901.(a)(lO)(E)(iii) of the Ace 
are provided as indicated in item 3.2 of 
this plan.

(iii) Other Required Special Groups: Qualifying
Individuals - l 

Medicare Part B �remiums for qualifyin; 
individuals descnbcd in l902(a)(10)(E}(.iv)
(I) and s.ubject to 1933 of the Act arc 
provided as indicated jn item 3.2 of this
plan. 

TN No. 9,b--QL. hf. ,, fog - . �upersea� . Appronl Date .:;;f:.J;)-t-1 Etfecl!ve Date �i/9i 
TN No. 

1 
, ·.:?r.., 

9�-, 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-P�f-98-1 (CMS01 
APRil... 1998 

Stace: /1J1� /2;q�;1 

Sec 245Aih) 
or the 
Immismitiou and 
:'-fatio11ality Act 

(a)(6) Ltrnltecl Coverage for Certain Ahens 

(i) Aliens grant�d lawful temporary rvsident
status under section 245A of the Lnmigration 
and Nationality Act who meet the financial and
categorical eligibility requirements under the 
approved Stare Medicaid plan are provided the
services covered under the plan if they--

{A) Are atcd. blind. or disabled indtviduals a� 
defined in section 1614( a)( 1) of the Act: 

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

(C) Are Cuban or Haitian entrants as defined in
section 50l(e)(l) and (2)(A) of P.L.96--422
in effect on April 1. 1983.

(ii) Except for emergency services and
2regnancy-reJated se�vices. as defined in 42
CFR 447.53(b) aliens granted lawful temporary
resident status under section 245A of the 
Immigration and Nationality Act who are not
idencified in items 3.1 (a)(6)(i)lA) through (C)
above, and who meet the financial and
caregorical eligibility requirements under the
approved State plan are provided services under
the plan no earlier than five years from the 
date the alien is granted lawful temporary 
resident status. 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4
August 1991

Citation 

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

1905(a)(9) of the
Act

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

42 CFR 441.55,
50 FR43654,
1902(a)(43), 
1905 (a)(4)(B),
and 1905 (r) of
the Act

TN No.: 05-05

Supersedes 
TN No.: 92-01

MICHIGAN MEDICAID STATE PLAN

21b

State: Michigan

0MB No.: 0938-

Amount, Duration, and Scope of Services: 

3.1(a)(6} Limited Coverage for Certain Aliens (continued)

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

(a)(7) Homeless Individuals

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

(a)(8) Presumptively Eligible Pregnant Women

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

(a)(9} EPSDT Services

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

Approval Date_'i--1/4 __ ,_s-+/_J_6 __
I 

Effective Date: 01/01/2005

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version. 



- MICHIGAN MEDICAID STATE PLAN

22 
Revision: HCFA-PM-91- (BPO) 0MB No.: 0938-

1991 -

Citation 

42 CFR 441.60 

42 CFR 440.240 
and440.250 

1902(a) and 1902 
(a)(l0), 1902(a)(52), 
1903(v), l 915(g), 
1925(b)(4), and 
1932 of the Act 

TN No.: 03-13 

Supersedes 
TN No.: 95-05 

3.l(a)(9)

[x] 

State: Michigan 

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

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

A monthly list is generated for managed care organizations listing their 
enrollees-due or overdue for EPSDT (well child) visits during the 
subsequent month. At the same time, the Medicaid agency receives the 
same listings. 

On a monthly basis managed care organizations and Clinic Plans report 
EPSDT visits provided, giving the children's Medicaid ID numbers and 
the date(s) of service. 

The Medicaid agency can compare the number of children due or 
overdue for EPSDT visits with the number of such visits provided. 

(a)(IO) Comparability of Services 

Except for those items or services for which sections 1902(a), 
1902(a)(10), 1903(v), 1915, 1925, and 1932 of the Act, 42 CFR 
440.250, and section 245A of the Immigration and Nationality Act, 
permit exceptions: 

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

(ii) The amount, duration, and scope of services made available to the
categorically needy are equal to or greater than those made available
to the medically needy.

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

[x] (iv) Additional coverage for pregnancy-related service and
services for conditions that may complicate the pregnancy are equal 
for categorically and medically needy. 

The continuing care provider submits monthly encounter data reflecting 
the number of examinations completed. the number of examinations 
where a referable condition wa:, 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. 

Approval Date 
11/ 1 / .J �t 3 Effective Date: 08/13/2003 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 
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Revision: P.CFA-AT-80-38(BPP) 
May 22, 1980 

St:ate MICHIGAN 
__ ;..;.;;.;�._;.:a.;_ __________________ _ 

Citaticn 
42 CFR Part 
440, Subpart B 
42 CFR 441.15 
AT-78-90 
AT-80-34 

# 77-1 
Supersedes 
'IN # 

.;;..._ ____

3.l(b) Hane health services are provided in
accordance with the requirerrents of 42 CFR 
441.15. 

(1) Hane health services are provided to
all categorically needy individuals
21 yea.rs of �e or over.

(2) Hane heal th ser,,ices are provided to
all categorically needy individuals
under 21 years of age.

y Yes

U Not aP.;>licable. The s::ate plan
ekes :-:ot provide for skilled 
.nursing _facility services for 
such individualz. 

(3) Hane health services are provided to
the medically needy:

11.J 

u 

D 

u 

u 

Yes, to all 

Yes, to individuus age 21 or 
over; SNF servic:r!S are provided 

Yes, to indi vidL.11s under age 
21; SNF services are provided 

No; SNF services are not provided 

Not aP,?licable; :he medically 
needy are not ir ,:::luded under 
this plan 

Approval Date 3/03/77 Effective Date 3/31/77 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-93-8 (BPD) 
December 1993 

Citation 

State/Territory: MICHIGAN 

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

42 CFR 431.53 (c)(1) Assurance of Transpoqation 

42 CFR 483. 10 

Provision is made for assuring necessary transportation of 
recipients to and from providers. Methods used to assure 
such transportation are described in ATTACHMENT 3. 1-0. 

(c)(2) Payment for Nursing Facility Services 

The State includes in nursing facility services at least the 
items and services specified in 42 CFR 483.10 (c) (8) {i).

TN No. �,t/- 0 7 .I

Supersedes Approval Date )f-/tfl,- 9'/ Effective Date Ol/Ol/94

TN No. 93-36 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



25 

Revision: P.CFA-AT-90-38(BPP) 
May 22, 1980 

State MICHIGAN 
-------------------------

Citaticn 
42 em 440.260 
Kr-78-90 

'IN # 74-44 
Supers�ces 
'IN � 

-----

3.1 (d) Metho::ls and Standards to �.ssure 
Quali tv of Services 

The standards established and the 
methc:ds used to assure hi-; h quality 
care are described in ATI'.�OiMENT 3. l�. 

Approval Date 3/27 /75 Effective C'c.te 10/01/74 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-Al'-80-38(BPP) 
May 22, 1980 

5tate __ ._.M .... IC..,.H,..I..,.G..,.AN..._ _________________ _

Citation 
42 cm 441. 20 

A'l'-78-90 

'IN � 74-44 
SuperS8C'25 
'IN ; 

-----

3.l(e) Family Planning Services

The requirements of 42 CFR 441. 20 are met 
regarding freecan fran o:>ercion or pressure 
of mirxj and ronscience, and freeccm of 
choice of methcd to be used for family 
planning. 

A?l)roval Date 3/27/75 Effective Date 10/01/74 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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Revision:  HCFA-PM-87-5  (BERC) OMB No.:  0938-0193 

April 1987 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory:           MICHIGAN 

TN NO.:  12-08   Approval Date:  ___________________   Effective Date:    04/01/2012 

Supersedes 
TN No.:  87-11 

JUL 31 2012 

Citation 3.1 (f)(1) Optometric Services 
42 CFR 
441.30 
AT-78-90 

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

10/01/74 
(TN74-44) 

☒ YES.

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

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

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

(2) Organ Transplant Procedures

☒ No.

☒ Yes.  Similarly situated individuals are treated alike and any
restrictions on the facilities that may, or practitioners who may, provide
those procedures is consistent with the accessibility of high quality
care to individuals eligible for the procedures under this plan.
Standards for the coverage of organ transplant procedures are
described at ATTACHMENT 3.1-E.

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



28 

Revision: HCFA-PH-87-4 
MARCH 1987 

(BERC) OHB No.: 0938-0193 

State/Terdtocy: MI CH IGAN. 

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

1902(e)(9) of 
the Act, 
P.L. 99-509
(Section 9408)

TN No. 87-19_ 
Supersedes 
TN No. 87 ... 11 

3.1 Cg) Participation by Indian Health Service Facilities 

Indian Health Service facilities are accepted as 
providers, in accordance with 42 CFR 431.llO(b), on 
the same basis as other qualified providers. 

Ch) Respiratory Care Services for V�tit1latbr�Dependent 
Individuals 

Respiratory care set"Vices, as defined in 
section 1902(e)(9)(C) of the Act, are provided 
under the plan to individuals who--

(1) Are medically dependent on a ventilator for
life support at least six hours per day;

(2) 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--

/X/ 30 consecutive days;

LI __ days (the maximum number of inpatient
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 set"Vices to be
cared for at home; and

(5) Wish to be cared for at home.

!]../ Yes. The requirements of section l902(e) (9) of the 
Act are met. 

L'·t Not applicable. These set"Vices are not included in 
the plan. 

Approval Date 01-14-0!3 Effective Date 12-23-77

HCFA ID: 1008P/0011P 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



28(a) 

Revision: HCFA-PM-91- (MB) 

State/Territory: 

Citation 
19 0 5 ( a ) ( 2 4 ) and 
1930 of the Act 
P.L. 101-508
(Section 4712
OBRA 90) 

1991 

Michigan 

3.l(i) Community supported living 
arrangements services 

Community supported living 
arrangements services 
provided to developmentally disabled 
individuals in accordance with section 
1930 of the Act. 

Yes. 

2_ No. 

Attachment 3.1-F identifies the 
community supported living arrangements 
services provided. 

TN No. 96-00c

Supercedes Approval Oate, t'?-�7-.9.'-
Effective Date 04/01/96 rr wo. 91-37

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-93-5 
}(A'! 1993 

State: 

Citation 

l902(a)(l0)(E)(i) and 
l905(p)(l) of the Act 

29 

. (MB) 

MICHIGAN 

3.2 coordination·of Medicaid with Medicare and Other 
Insurance 

(a) Premiums

(1) Medicare Part A and Part B

( i) �fied Medicare Beneficiary

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

Buy-In agreement for: 

X Part A JL Part B 

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

TN Ao. 9Z/-a7 't 
Superaedea 
TN No. 90-23

Approval Date 1.,a-?'- f...S Effective Date 10-01-93

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 



Enclosure 3 continued 

Revision: HCFA-PM-97-3 
December 1997 

29a 

(CMSO) 

State: MICHIGAN 

Citation 

1902(a) (10) (E) (ii) 
and 1905(s) of the Act 

1902(a)(lO)(E)(iii) 
and 1905(p)(3)(A)(ii) 
of the Act 

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

1902(a) (10) (E) (iv) (II),

1905(p)(3)(A)(ii), and 
1933 of the Act 

TN No. 99-01
Supersedes Approval Date 
TN No. ·92-01, 98-01 

(ii) Qualified Disabled and Working
Individual (ODWil

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

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

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

(iv) Oualifying Individual-1
(OI-1)

(v) 

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

Qualifying Individual-2
COI-2)

The Medicaid agency pays the portion
of the amount of increase to the
Medicare Part B premium attributable
to the Home Health Provision to the
individuals described in 1902(a)(l0)
(E)(iv)(II) and subject to 1933 of the
Act.

Effective Date 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Enclosure 3 continued 

P�vision: 

Citatio!i 

HCFA-PM-97-2 (CMSO) 
Decemter 1997 

State: Michigan 

1902(a·,1 1 O)(B)(i,i) 
and 1905(? j(3)(A)(iii) 

1902(a::(1 O){E)(iv)(I), 
1905(p113)(A)(ii), and 
1933 of the A.ct 

1902(a;(1 O)tE)(iv)( !I), 
1905(p)(3}(A)(ii), and 
1 9:13 .-.,f the Act 

29a-1 

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

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

(iv) Qualifying lndivtdual-1 (01-11

The Medicaid agency pays Medicare
part 8 premiums under the State buy-in
process tor individuals described in
1902(al(10)(E)(iv)(I) and subject t:, i 933
of the Act.

(v) Qualifiying lndividual-2 (Ql-2)

The Med!caid ag@ncy pays the portion
of the a.mount of increase to the
Medicare Part B premium attributable to
the Home Health Provision to the
individuals described in
1902(a)(1 O)(E)(iv}(II) and subject to
1933 of th@ Act.

fl\ Ne. 93-C1 

Supersed'=s 
TN Ne.� 

Ap�roval Date @).Jc;&' 
I 

Effective Date 02101 /98 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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TN NO:  21-0017                                      Approval Date:      JAN 14, 2022  Effective Date: 01/01/2022 

Supersedes 
TN NO:  98-01 

Enclosure 3 continued 

29b 

Revision:  HCFA-PM-97-3 (CMCO) 
December 1997 

State:   MICHIGAN_________________________ 

Citation: 

1843(b) and 1905(a) 
of the Act and 
42 CFR 431.625 

(vi) Other Medicaid recipients

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

_X_  All Individuals who are: (a) receiving
benefits under titles I, IV-A, X, IIV, or 
XVI (AABD or SSI); (b) receiving State 
supplements under title XVI, or (c) 
within a group listed at 42 CFR 
431.625(d)(2). 

____Individuals receiving title II or Railroad 
Retirement benefits. 

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

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

(2) Other Health Insurance

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



Revision: HCFA-PM-93-2 (MB) 
MARCH 1993 

State: MICHIGAN 

Citation 
(b) Deductibles/Coinsurance

1902 ( a) (30), 1902 (n), 
1905(a),and 1916 of the Act 

Sections 1902 
(a) (10) (E) (i) and 
1905(p)(3) of the Act

1902(a)(l0), 1902(a)(30), 
and 190S(a) of the Act 

42 CFR 431. 625 

1902(a)(l0), 1902(a)(30), 
1905(a), and 1905(p) 
of the Act

( 1) Medicare Part A and B

Suoplement 1 to ATTACHMENT 4.19-B
describes the methods and standards for 
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. 

( i) Qualified Medicare Beneficiaries
(QMBS} 

The Medicaid agency pays Medicare
Part A and Part B deductible and 
coinsurance amounts for QMBs 
(subject to any nominal Medic�id 
copayment) for all services 
available under Medicare. 

(ii) Other Medicaid Recipients

The Medicaid agency pays for
Medicaid services also covered under
Medicare and furnished to recipients 
entitled to Medicare (subject to any 
nominal Medicaid copayment). For 
services furnished to individuals 
who are described in section 
3.2(a)(l)(iv}, payment is made as
follows:

For the entire range of 
·services available under
Medicare Part B. 

Only for the amount, duration,
and scope of services otherwise 
available under this plan. 

(iii) Dual Eligible--QMB plus

The Medicaid agency pays Medicare
Part A and Part B deductible and 
coinsurance amounts for all services 
available under Medicare and pays 
for all Medicaid services furnished 
to individuals eligible both as QMBs 
and categorically or medically needy 
(subject to any nominal Medicaid 
copayment). 

TN No. 93-07
Supersedes Approval Date 5-17 -tJ CJ 

_ .....;;a,_....:,. ____ _ 
Effective Date __ l_-_l_-_9_3 __ _ 

TN No. 92-01

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
-------------------------

Citaticn 
42 CFR 441.101, 
42 CFR 431.620(c) 
and (d)

AT-79-29 

'IN # 74-2 
Supersedes 
'IN # 

--------

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

Medicaid is provided for individuals 65 years 
of age or older woo are patients in 
institutions for mental diseases. 

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

U Not ap9licable. �edicaid i�; :--.ot ?rovided 
to aged individuals in suc.:i i.nstitutions 
under this plan. 

Approval Date 7/05/74 Effective Dat;; 1/15/74 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



31 

Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
-------------------------

Citation 

42 CFR 441. 252 
AT-78-99 

'IN # 79-4 
Supersedes 
'IN # 

-----

3.4 Soecial ?.eauire-nehts Aoolicable to 

Steril1zaticn Procedures 

All requirements of 42 CFR Part 441, Sub9art P 
are met. 

Approval Dace 6/20/79 Effective Date 2/06/79 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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31a 

Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) 0MB No.: 0938-

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

State: MIOUGAN 

3.5 

(a) 

Families Receiving Extended Medicaid Benefits 

Services provided to families during the first 
6-month period of extended Medicaid benefits under
Section 1925 of the Act are equal in amount,
duration, and- scope to services provided to
categorically needy AFDC recipients as described in
ATTACHMENT 3.1-A (or may be greater if provided
through a caretaker relative employer's health
insurance plan).

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

LX/ 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). 

LI 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: 

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

LI Medical or remedial care provided by 
licensed practitioners. 

LI Home health services. 

TN No. 9$-0( 
Supersedes Approval Date �J- //- 9.;:J- Effective Date 10-01-91
TN No. 89-18

HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91- 4 
AUGUST 1991 

State: 

Citation 3.5 

TN No. 9;4-t1/ 

31b 

(BPD) 

.MIOITGAN 

0MB No.: 0938-

Families Receiving Extended Medicaid Benefits 
(Continued) 

LI Private duty nursing services. 

LI Physical therapy and related services. 

LI Other diagnostic, screening, preventive, and 
rehabilitation services. 

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

LI Intermediate care facility services for the 
mentally retarded. 

LI Inpatient psychiatric services for 
individuals under age 21.

LI Hospice services. 

LI Respiratory care services. 

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

Supersedes Approval Date 
TN No. 87-11 9-//-9,?... Effective Date ___ 1_0_-_0_1_-_9_1 __ 

HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-PM-91- 4 (BPD) 
AUGUST 1991 

0MB No.: 0938-

Citation 

State: MICHIGAN 

3,5 Families Receiving Extended Medicaid Benefits 
(Continued) 

(c)LI 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--

LI 1st 6 months LI 2nd 6 months 

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

LI 1st 6 mos. LI 2nd 6 mos. 

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

LI Enrollment in the family option of an

employer's health plan. 

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

LI Enrollment in the State health plan for the 
uninsured. 

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

TN No. fJ-pl 
Supersedes Approval Date ·?-//- �rf<. Effective Date 10-01-91

TN No. 90-11
HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-PM-91- 4 (BPD) 
AUGUST 1991 

OMBNo.: 0938-

State: -MICHIGAN

Citation 3.5 Families Receiving Extended Medicaid Benefits 
(Continued) 

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

(2) The agency--

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

LI (ii) Pays all deductibles and coinsurance imposed on
the family for s�ch plan(s).

TN No. 98-01
Supersedes Approval Date '1-//-? ,;_
TN No. 90-11

Effective Date 10-01-91

HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PK-87-4 
MARCH 1987 

(BERC) OHB Uo.: 0938-0193 

State/Territory: MICHIGAN

Citation 
42 CFR 431.15 

AT-79-29 

TII 110. 87-11 
Supereede11 
TII •o. 74-2

SECTIOH 4 - GENERAL PROGRAM ADMIHISTRATIO• 

4.1 Methods of Administration 

The Medicaid agency employs methods of administration 
found by the Secretary of Health and Human Sei-vices to 
be necessary for the proper and efficient operation of 
the plan. 

Approval Date 08/26/87 Effective Date 04/01/87

HCFA ID: 1010P/0012P 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Revision: HC:'A-AT-a0-38(BPP) 
May 22, 1980 

State MICHIGAN 

Citation 
42 CTR 431. 202 
AT-79-29 
AT-80-34 

'IN # 74-2 
Supersedes 
'IN � 

-----

-------------------

4.2 Hearings foe Aoolicants ar.d R�i::��ents 

The .Medicaid age.'1cy has a system ,;if hear it-..gs 
that meets all the requirements c,: 42 C:'R Part 
431, Subpart E. 

Approval Data 7/05/74 Effective D:ite 1/15/74 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-AT-87-9 
AUGUST1987 

(BERC) 0KB No.: 0938-0193 

State/Territory: MICHIGAN 

Citation 
42 CFR 431.301 
AT-79-29 

52 ,.. 5967 

TN No . ..B.1=.19 
Supersedes 
TN Yo. 74-2 

4.3 �afeguarding Information on Applicants and Recipients 

Under State statute-which-imposes legal sanctions, 
safeguards are provided that restrict the use or 
disclosure of information concerning applicants and 
recipients to purposes directly connected with the 
administration of the plan. 

All other requirements of 42 CFR Part 431, subpart F 
are met. 

Approval Date 01-14-88 Effective Date 01-15-74

HCFA ID: 1010P/0012P 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-87-4 
KARCH 1987 

(BERC) 0KB Bo. : 0938-0193 

State/Territory: MICHIGAN 

Citation 
42 CFR 431.BOO(c) 
50 FR 21839 
19O3(u)(l)(D) of 
the Act. 
P.L. 99-509

(Section 9407)

TH Bo. 87-11 
Supersedes 
TN Bo. 85-19 

4.4 Medicaid Quality Control 

(a) A system of quality control is implemented in
accordance with 42 CFR Part 431, Subpart P.

Cb) The State operates a claims processing assessment 
system that meets the requirements of 431.BOO(e). 
(g), Ch) and Ck). 

LI Yes. 

fl,,,/ Not applicable. The state has an approved 
Medicaid Management Information System (MMIS).

Approval Date 08/26/87 Effective Date 04/01/87 

HCFA ID: 1O1OP/0O12P 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-PH-88-10 (BERC) 
SEPTEMBER 1988 

OHB·No.: 0938-0193 

Slate/Territory: MICHIGAN

Citation 
42 CFR 455.12 
AT-78-90 
48 FR 3742 
52 FR 48817 

TN No. 8..6.=l.9 
Supersedes 
TN No • ..8.3..=..l.l 

4.5 Medicaid Agency Fraud Detection and Investigation 
Program 

The Medicaid agency has established and will maintain 
methods, criteria, and procedures that meet all 
requirements of 42 CFR 455.13 through 455.21 and 455.23 
for prevention and control of program fraud and abuse. 

Approval Date 11-29-88 Effective Dale 10-01-88 

HCFA ID: 1010P/0012P 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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Revision:  HCFA-PM-88-10 (BERC) 
 SEPTEMBER 1988 
 State: ______________MICHIGAN______________________ 
 

_____________________________________________________________________ 
 

TN NO.:  23-0004     Approval Date:   MAY 3, 2023         Effective Date: 4/1/2023 to 4/1/2025 
 

Supersedes   
TN No.:  21-0003  

Citation 
 

 4.5(a)(1)   Medicaid Recovery Audit Contractor Program 
 

Section 
1902(a)(42)(B)(i)  
of the Social 
Security Act 

  The State has established a program under which it will 
contract with one or more recovery audit contractors (RACs) for 
the purpose of identifying underpayments and overpayments of 
Medicaid claims under the State plan and under any waiver of 
the State plan. 
 

   The State is seeking an exception to establishing such program 
for the following reasons: 
 

Due to program integrity policies and procedures now in place 
on the front end and the fact that the Michigan Medicaid 
population is predominately managed care, the existing 
Recovery Audit Contractor (RAC) indicated it was not 
interested in continuing.  The State Of Michigan was unable to 
secure a new RAC who is interested and meets the minimum 
standards despite posting a request for proposal (RFP) multiple 
times in 2017.   
 

The State of Michigan has entered into a Joint Operating 
Agreement (JOA) with the CMS Unified Program Integrity 
Contractor to conduct audits on Michigan Medicaid providers. 
The state requests that it be granted an exception to the RAC 
requirements to allow the State to expand utilization of this JOA 
to include RAC audits.   
 

Section 
1902(a)(42)(B)(ii)(I)  
of the Act  

  The State/Medicaid agency has contracts of the type(s) listed 
in section 1902(a)(42)(B)(ii)(I) of the Act.  All contracts meet the 
requirements of the statute. RACs are consistent with the 
statute.  
 

Place a check mark to provide assurance of the following:  
     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 basis for collecting overpayments. 
 

Section 1902 
(a)(42)(B)(ii)(II)(aa) 
of the Act 

  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. 

    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. 

 



36b 
Revision:  HCFA-PM-88-10 (BERC) 

SEPTEMBER 1988 
State: ______________MICHIGAN______________________ 

______________________________________________________________________ 

TN NO.:  10-23    Approval Date: ____________ Effective Date: 04/01/2011 

Supersedes 
TN No.:  NEW   

MAR 09 2011 

Citation 

Section 1902 
(a)(42)(B)(ii)(II)(bb) 
of the Act 

The following payment methodology shall be used to determine 
State payments to Medicaid RACs for the identification of 
underpayments (e.g., amount of flat fee, the percentage of the 
contingency fee): 

Contingency fee. 

Section 1902 
(a)(42)(B)(ii)(III) of 
the Act 

The State has an adequate appeal process in place for entities 
to appeal any adverse determination made by the Medicaid 
RAC(s). 

Section 1902 
(a)(42)(B)(ii)(IV) 
(aa) of the Act 

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 a 
waiver of the plan. 

Section 1902 
(a)(42)(B)(ii)(IV) 
(bb) of the Act 

The State assures that the recovered amounts will be subject to 
a State's quarterly expenditure estimates and funding of the 
State's share. 

Section 1902 
(a)(42)(B)(ii)(IV) 
(cc) of the Act

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. 

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version. 



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

State 

Citaticn 
42 CTR 431.16 
M-79-29

W � 74-2
Supersedes 
'IN ; 

-------

MICHIGAN 
--------------------

The M.ediC.:l.id agenC'J will su.bnit all 
repcrts in t:he for:n and with th.: content: 
required 'cJj tbe S1:Cretary, ai::J will ccrnply 
with any provisions that the Secretary 
finds necessary to verify and assure the 
correctness of t�e :epor:s. All 
requirements of 42 CFR 431.1: are met. 

Approval Date 7/05/74 Effecti•J� :,ate 1/15/74 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-AT-80-38(BPP) 
�Say 22, 1980 

State MICHIGAN 
---------------------------

Citation 
42 CFR 431.17 
Kr-79-29 

'IN# 74-2 
Supersedes 
'rn# 

--------

4.7 Maintenance oE Records 

The Medicaid agenc1 maintains er supervises 
the maintenance of records necessary for the 
proper and efficient operaticn of ��e pl.3n, 
inclu::iing records regarding a99lications, 
deterrninaticn of eligibility, the provision of 
medical assistance, arrl ad;ninistr�tive costs, 
and statistical, fiscal and ocher records 
necessary for reporting an:! aa:oupcabilit7, 
and retains ��ese records in accc,cdance with 
Feden..l. n:<11..:iremer.ts. .a\12. �':q'Jir;ments ·Jf 42 
CFR 431.17 are met. 

Approval Date 7/05/74 Effe-:::tive Date 1/15/74

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State ____ M_IC_H_ I_GA_N-'------------------

Citation 
42 CTR 431.l8(b) 

# 74-2 
Supersedes 
'IN_# ____ _ 

4.8 A'J'ail3.bilitv of AoenC'/ ProJram :--1anu.c1ls 

Prcgram manuals and other :_:oliC'J issuances �,at 
affect tre public, including the Medicaid 
agenC'J's rules and regulations governing 
eligibility, need arrl arrount of assistance, 
recipient rights and resp::nsibilities, ar.d 
services offered b--J the agenc-1 are rn.:1intai ned 
in the State office and in each lccal and 
district office for examin::ition, upcn request, 
by individuals fer revie", study, or 
reprcduc�icn. All �:::rJironen::.s or 42 C??. 
431.18 are :net. 

.a.pproval Date 7/05/74 Effective Date 1/15/74 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State __ --:..M...,I...,CHw.I._.GAIL,l,I.IN _________________ _ 

Cit3ticn 

42 CFR 433.37 
AT-78-90 

'IN # 74-2 
Supersedes 
'IN.::.# ____ _ 

4.9 Recorting Provider Pavments to Internal 
Revenue Service 

There are orocedures Lrnolemented in 
ac::cordance·with 42 CFR 433.37 for 
identification of providers of services by 
sccial security number or by e.111ployer 
identification nunlber ar.d for r�f()rting 
the informaticn required b--J the Int.ernal 
Revenue Cede (26 u.s.c. 6041) with respect 
to payment for services under the ?lan. 

Apj?roval Date 7/05/74 Effective Dace 1/15/74

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



New: HCFA-PM-99-3 
JUNE 1999 

Citation 

42CFR431.Sl 
AT 78-90 
46FR48524 
46FR23212 
1902(aX23) of the Act 
P.L. 100-93
(section 8(f))
P.L 100-203
(section 4113)

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

Section 1932(a)(l) 
Section 1905(t) 

TN No.:04-06 
Supersedes 
TN No.: 03-13 

MICHIGAN MEDICAID STATE PLAN 

41 

State: Michigan 

4.10 Free Choice of Provider 

(a) Except as provided in paragraph (b). the Medicaid agency assures that an
individual eligible under the plan may obtain Medicaid services from any
institution. agency. pharmacy. person or organization that is qualified to
perform the services. including an organization that provides these services or
arranges for their availability on a prepayment basis. Providers who elect not
to provide services based on a history of bad debt. including unpaid co
payments. shall give beneficiaries appropriate verbal notice and a reasonable
opportunity for payment. Beneficiaries retain the ability to seek services ·
from other enrolled providers.

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

( 1) Under an exception allowed under 42 CFR 413.54. subject to-the
limitations in paragraph (c). or

(2) Under a waiver approved under 42 CFR 431.SS, subject ·to the limitations
in paragraph ( c ). or

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

(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
Medicaid services. or

(5) Under an exception allowed under 42 CFR 438.S0 or 42 CFR 440.168.
subject to the limitations in paragraph (c).

(c) Enrollment of an individual eligible for medical assistance in a primary care
case management system described in section 1905(t). 19 lS(a). 19 lS(b)(l). or
l 932(a); or managed care organization. prepaid inpatient health plan, a
prepaid ambulatory health plan. or similar entity shall not restrict the choice
of the qualified person form whom the individual may receive emergency
services or services under section 1905( a)( 4 )( c ).

Approval Date SEP o 3 2004 Effective Date: 07/01/2004 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-AT-80-38 (BPP) 
May 22, 1980 

State MICHIGAN 
--- -----------------------

Citation 4.11 Relations with Standard-Setting and Survey Agencies 
42 CFR 431.610 
AT-78-90 
AT-80-34 

TN No. 96-01,C.
---

Supersedes 

TN No. ___ 74-35 

(a) The State agency utilized by the Secretary to determine
qualifications of institutions and suppliers 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
Michigan Department of Consumer and Industry Services

(b) 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: 
Michigan D�artment of State Police, Fire Marshal Division 

( c) 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.

Approval Date (I -,,z,5-9' Effective Date J/-1- CJ " 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-AT-80-38 (BPP) 
May 22, 1980 

State ___ _.,.,.MI-....C...,.HI..,G....,A....,N�. ·"-----------------

Citation 
42 CFR 431.610 
AT-78-90 
AT-89-34 

4.11 ( d) The Michi&an Department of Consumer and Industcy Services 
(agency) which is the State agency responsible for licensing 
health institutions, determines if institutions and agencies 
meet the requirements for participation in the Medicaid 
program. The requirements in 42 CFR 431.610(e), (f) and (g) 
are met. 

TNNo. 96-0/Q Approval Date e.,,.e?.3-94 Effective Date //-/- 9 t;, 

Supersedes 

TNNo. 74-35

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
_______ ___..... ______________

Citation 
42 CFR 431.105(b) 
1'{£-78-90 

'IN # 75-14 
Supersedes 
'IN � 

-------

4 .12 Consul taticn • to M�-dical Fu.c., i ties 

(a) Consultative s2!vices are provided
by health an::i other afprcpriat.e
State agencies to l"DS!=· .tals, nursing
facilities, har.e health agen:::ie.s,
clinics and lator3tori�s in
accordance with 42 CF'F: 431.105 (o).

(b) SL'Uilar services are provided to
other tr�s of facilities providing
mediol �.3.re to i:-:.ci·1iduals
recei"v•ir.g s�rvic==i :..:.'i.::er t.a.:-ie
pr�rarns sp,::cified in 42 CFR
431.105 (:>) •

LY Yes, as list�j celcw:

Institutions for Mental Diseases

U Not applicable. S i.milar 
services are not provided to 
other types of medical 
facilities. 

Af:proval Date 8/08/75 Effective :)ate 4/01/75 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



MICHIGAN MEDICAID STATE PLAN 

Revision: HCFA-PM-91-9 (MB) 
October 1991 

Citation 

42 CFR 431.107 

42 CFR Part 483, 
1919 of the Act 

42 CFR Part 483, 
SubpartD 

1920 of the Act 

TN No.: 05-05 

Supersedes 
TN No.: 92-01 

State: Michigan 
--------------· �-----------------------

4.13 Required Provider Agreement 

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

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

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

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

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

_ Not applicable. Ambulatory pre-natal care is not provided to pregnant
women during a presumptive eligibility period. 

Approval Date '-/ /2-d, { Effective Date: 01/01/2005 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-PM-91-9 (MB) 
October 1'991 

Citation 
·1902 (a)(S8)
1902(w) 4.13 (e) 

MICHIGAN MEDICAID STATE PLAN 

45(a) 

State: Michigan 

For each provider receiving funds under 
the plan, all the requirements for 
advance directives of section 1902(w) are 
met: 

(1) 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 health insuring organizations are required to do the
following:

(a) Maintain written policies and procedures with respect to all
adult individuals receiving medical care by or through the providc:r
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;

(c) Document in the individual's medical records whether or not the

individual has executed an advance directive;

( d) Not condition the provision of care or otherwise discriminate

against an individual based on whether or not the individual has
executed an advance directive;

(e) Ensure compliance with rr.qui:-ements of State Law (wheth'!r

TN No.: 03-13 

Supersedes 
TN No.: 91-29 

- Approval Date Effective Date: 08/13/20023 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-Pl'v'l-91-9 
October 1991 

TN No.: 03-13 

Supersedes 
TN No.: 91-29

MICHIGAN MEDICAID STATE PLAN 

45(b) 

State: Michigan 

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

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

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

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

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

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

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

(e) Managed care organizations, health 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.

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

,)/;;'? 1/, • 
Approval Date 1 1 �< •· _, Effective Date: 08/13/2003 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



- MICHIGAN MEDICAID STATE PLAN

46 

Revision: HCFA-PM-91-10 (MB) 
December, 1991 

Citation 4.14 
42 CFR 431.60 
42CFR456.2 
50FR 15312 
1902(a)(30)(C) and 
1902(d) of the 
Act, P .L. 99-509 
(Section 9431) 

1932(c)(2)and 1902(d) 
of the Act, P.L. 99-509 
(section 9431) 

TN No.: 03-13 

Supersedes 
TN No.: 92-1_0 

State: Michigan 

Utilization/Quality Control 
(a) A Statewide program of surveillance and

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

X Directly 

X 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 -

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

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

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

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

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

A qualified External Quality Review Organization 
performs an annual External Quality Review that 
meets the requirements of 42 CFR 438 Subpart E each managed 
care organization, prepaid inpatient health plan, and health 
insuring organization under contract, except where exempted by 
the regulation. 

Approval Date Effective Date: 08/13/2003 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-PM-85-3 
MAY 1985 

Citation 
42 CFR 456.2 
50 FR 15312 

State: 

4.14 

(BERC) 

MICHIG/\N 

OHB NO. 0938-0193 

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

JI..'/./ 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. 

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

LI All hospitals (other than mental 
hospitals). 

LI Those specified in the waiver. 

LI No waivers have been granted. 

TN No , ....8.8.:.Z 
Superuedtts Approval Date 04/06/88 Effective Date 02/01/88 

HCFA ID: 0048P/0002P 
TN No. 85-21 
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Revli,lon: HCFA-PM-85-7 
JULY 1985 

StatelTet"r-itot"y: 

Citation 4.14 
42 CFR .\56.2 
50 FR 15312 

(BERC) orm NO.: 0938-0193 

MICHIGJ\N 

Cc) The Medicaid agency meets the requirements 
of 42 CFR Part 456, Subpart D. for control 
of utilization of inpatient senrices in mental 
hospitals. 

!L� Utilization and medical review are 
perfonned by a Utilization and Quality 
Control Peer Review Organization designated 
under 42 CFR Part 462 that has a contract 
with the agency to perfonn those reviews.

LI 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: 

LI All mental hospitals. 

LI Those specified-in the waiver.

LI No waivers have been granted. 

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

TJl !lo. 88-7 
Superi,oden 
nJ Ho . .8.5.:.2J 

Approval Date 04/06/88 Effective Date 02/01/88 

HCFA ID: 0048PI0002P 
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Revision: HCFA-PM-85-3 

KAY 1985 

Citation 
42 CFR 456.2 

50 FR 15312 

State: 

4.14 

(B!RC) 

MICHIGAN 

49 

0MB HO. 0938-0193 

Cd) The Medicaid agency meets the requirements of 
42 CFR Part 456, Subpart E, for the control of 
utilization of skilled nursing facility 
services. 

LI 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. 

LI Utilization review is performed in 
accor:-c:lance with 42 CFR Part 456, Subpart H, 
that specifies the conditions of a waiver 
of the requirements of Subpart E for: 

LI All skilled nursing facilities. 

LI Those specified in the waiver.

,Yi No waivers have been granted. 

TH N'o. _ 85-21 
Supersedes Approval Date 08/27 /85 Effective Date 06/01/85 

HCFA ID: 0048P/0002P 

TIJ N'o • ....15=A4 
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Revision: HCFA-PM-85-3 (BERC) ' 

UAY 1985 
State: MICHIGAN 

OKB NO. 0938-0193 

Citation 4.14 /X/(e) The Medicaid agency meets the requirements 
42 CFR 456.2 of 42 CFR Part 456, Subpart F, for control 
50 FR 15312 of the utilization of intermediate care 

facility services. Utilization review in 
facilities is provided through: 

// Facili ty-based review. - - 
/ / 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. 

// Not applicable. Intermediate care facility - 
services are not provided under this plan. 

Tll lo. 85-21 
a* In-. .-r 

Supersedes Approval Date "'1 L 1 / u S  Effective Date 06/01/85 

HCFA ID: 0048P/0002P 
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Revision: HCF A-PM-91-10
Decemtfer 1991

MICHIGAN MEDICAID STATE PLAN

50a

State: Michigan

Citation 4.14 · Utilization/Quality Control (Continued)

42 CFR 438.356(e)

42 CFR 438.354 
42 CFR 438.356(b) and (d)

TN No.: 03-13

Supersedes
TN No.: 94-02

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 pan 74 as it applies to
State procurement of Medicaid services.

The State must ensure that an External Quality Review 
Organization and its subcontractors performing the External 
Quality Review or External Quality Review-related activities
meets the competence and independence requirements.

_ Not applicable

Approval Date ,.)-/ fl �t' J Effective Date: 08/13/2003
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51 

Revision: HCFA-PM-92-2 
MARCH 1992 

(HSQB} 

State/Territory: _______ MI_<_E_IGAN ___________ _ 

Citation 

42 CFR Part 
456 Subpart 
I, and 
1902(a)(31) 
and 1903(g) 
of the Act 

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

TN No. 9 .LJ.,6 
Supersedes 
TN No. 76-17 

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 

X 

The State has contracted with a Peer

Review Organization (PRO) to perform 
inspection of care for: 

ICFs/MR; 

Inpatient psychiatric facilities for 
recipients under age 21; and 

Mental Hospitals. 

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

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

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. 

Not applicable with respect to inpatient psychiatric 
services for individuals under age 21; such services 
are not provided under this plan. 

Approval Date lt'-2,f-.t/,;1. Effective Date 07-01-92 

HCFA ID: 
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52 

Revisio.,: HCFA-AT-80-38(BPP) 
May 22, 1980 

State ___ M_IC_H_I_M_N ________________ _ 

Citation 
42 CFR 43l.615(c) 
�-78-90 

'IN# 74-2
Supersedes 
'IN # .__ ____

4.16 Relations with State Health and Vocational 
Rehabilitation Agencies and Title v 
Gcantees 

'Ihe Medicaid agency has cx,perative 
arrangements with State health and

vocational rehabilitation agencies and 
with title V grantees, that meet the 
requirements of 42 CFR 431. •:-ilS. · 

A� 4.16-A describP.s ·:hi: 
cooperacive arrangemencs wit.:1 the health 
an:3 vocational rehabilit:aticn agencies. 

Approval Date 7 /05/74 Effective Date 1/15/74 
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53 
Revision:  HCFA-PM-95-3 (MB) 

May 1995 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ______________MICHIGAN______________________ 

TN NO.:  10-018  Approval Date: _____________ Effective Date: 07/01/2010 

Supersedes 
TN No.:   83-3__    

MAY 23 2011 

Citation(s) 

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

4.17 Liens and Adjustments or Recoveries 

(a) Liens

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

The State complies with the requirements of section 1917(a) of 
the Act and regulations at 42 CFR 433.36 (c)-(g) with respect to 
any lien imposed against the property of any individual prior to 
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 benefits 
incorrectly paid. 

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

The procedures by the State for 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 is imposing TEFRA liens, 
then the State is required to determine whether an 
institutionalized individual is permanently institutionalized and 
afford these individuals notice, hearing procedures, and due 
process requirements.) 

The State imposes liens on both real and personal property of 
an individual after the individual’s death. 
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53a 
Revision:  HCFA-PM-95-3 (MB) 

May 1995 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ______________MICHIGAN______________________ 

TN NO.:  10-018  Approval Date: _____________ Effective Date: 07/01/2010 

Supersedes 
TN No.:   83-3__    

MAY 23 2011 

(b) Adjustments or Recoveries

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

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

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

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

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

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

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: 

All services covered by the Michigan Medicaid program for 
individuals age 55 and over except Medicare cost sharing 
identified at 4.17(b)(3) (continued).  

 January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



53a-1 
Revision:  HCFA-PM-95-3 (MB) 

May 1995 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ______________MICHIGAN______________________ 

TN NO.:  10-018  Approval Date: _____________ Effective Date: 07/01/2010 

Supersedes 
TN No.:   NEW PAGE 

MAY 23 2011 

4.17 (b) Adjustments or Recoveries

(3) (Continued)

Limitations on Estate Recovery - Medicare Cost Sharing:

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

(ii) In addition to being a qualified dual eligible the individual
must also be age 55 or over.  The above protection from estate
recovery for Medicare cost sharing benefits (premiums,
deductibles, coinsurance, co-payments) applies to approved
mandatory (i.e., nursing facility, home and community-based
services, and related prescription drugs and hospital services)
as well as optional Medicaid services identified in the State
plan, which are applicable to the categories of duals referenced
above.
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Revision: HCFA-PM-95-3 (MB) 
May 1995 

53b 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

Citation(s) 

(4) The State disregards assets or resources for individuals
who receive or are entitled to receive benefits under a long
term care insurance policy as provided for in Attachment
2.6-A, Supplement 8b.

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

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:

All services covered by the Michigan Medicaid program for
individuals age 55 and over except Medicare cost-sharing
identified at 4.17(b)(3).

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

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

All assets and resources not otherwise excluded under
this provision of the Michigan Medicaid Program.

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 individual’s estate for the amount of
assets or resources disregarded.

TN NO.:  16-0005 Approval Date:  ________________     Effective Date: 1/01/2016 

Supersedes 
TN No.:  13-015  

MAY 24, 2016 

January 1,  2018 Version.  This plan is provided for informational use only and does not replace the original version. 
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53c 
Revision:  HCFA-PM-95-3 (MB) 

May 1995 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ______________MICHIGAN______________________ 

TN NO.:  10-018  Approval Date: _____________ Effective Date: 07/01/2010 

Supersedes 
TN No.:  NEW PAGE    

MAY 23 2011 

(c ) Adjustments or Recoveries:  Limitations 

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

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

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

(a) a sibling of the individual (who was residing in the
individual’s home for at 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 individual was  institutionalized)
who establishes to the satisfaction of the State that the
care the child provided permitted the individual to reside
at home rather than become institutionalized.

(c) a survivor who resides in the medical assistance
beneficiary’s home for a period of at least 2 years
immediately before the date of the medical assistance
beneficiary’s admission to a medical institution and who
establishes that he or she provided care that permitted
the medical assistance beneficiary  to reside at home
rather than in an institution.

(3) No money payments under another program are reduced
as a means of adjusting or recovering Medicaid claims
incorrectly paid.
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53d 
Revision:  HCFA-PM-95-3 (MB) 

May 1995 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ______________MICHIGAN______________________ 

TN NO.:  10-018  Approval Date: _____________ Effective Date: 07/01/2010 

Supersedes 
TN No.:  NEW PAGE    

MAY 23 2011 

(d) ATTACHMENT 4.17-A

(1) Specifies the procedures for determining that an
institutionalized individual cannot reasonably be expected
to be discharged from the medical institution and return
home.  The description of the procedure meets the
requirements of 42 CFR 433.36(d).

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

(3) Defines the following terms:

• estate (at a minimum, estate as defined under State
probate law).  Except for the grandfathered States
listed in section 4.17(b)(3), if the State provides a
disregard for assets or resources for any individual
who received or is entitled to receive benefits under a
long term care insurance policy, the definition of estate
must include all real, personal property, and assets of
an individual (including any property or assets in which
the individual had any legal title or interest at the time
of death  to the extent of the interest and also
including the assets conveyed through devices such
as joint tenancy, life estate, living trust, or other
arrangements).

• individual’s home,

• equity interest in the home.

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

• on a continuous basis,

• discharge from the medical institution and return
home, and

• lawfully residing.

• survivor
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53e 
Revision:  HCFA-PM-95-3 (MB) 

May 1995 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: ______________MICHIGAN______________________ 

TN NO.:  10-018  Approval Date: _____________ Effective Date: 07/01/2010 

Supersedes 
TN No.:  NEW PAGE    

MAY 23 2011 

(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.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

TN NO.:  13-16 Approval Date:  _______________ Effective Date:  01/01/2014 

Supersedes 
TN No.:  03-13 

AUG 11, 2016 

RESERVED 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

TN NO.:  13-16 Approval Date:  _______________ Effective Date:  01/01/2014 

Supersedes 
TN No.:  03-13 

AUG 11, 2016 

RESERVED 
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Revision: HCFA-PM-91-4 (BPD) 
AUGUST 1991 

0MB No.: 0938-

State/Territory: MIQUGAN 

Citation 
1916(c) of 
the Act 

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

1916(d) of 
the Act 

4.18(b)(4) LI A monthly premium is imposed on pregnant 
women and infants who are covered under 
section 1902(a)(l0)(A)(ii)(IX) of the Act 
and whose income equals or exceeds 150 percent 
of the Federal poverty level applicable to a 
family of the size involved. The requirements 
of section 1916(c) of the Act are met. 
ATTACHMENT 4.18-D specifies the method the 
State uses for determining the premium and the 
criteria for determining what constitutes undue 
hardship for waiving payment of premiums by 
recipients. 

4.lB(b)(S) LX'i 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. 

4.18(b}(6) LI A monthly premium, set on a sliding scale, 
imposed on qualifi•ed disabled and working 
individuals who are covered 
under section 1902(a)(lO)(E)(ii) of the Act and 
whose income exceeds 150 percent (but does not 
exceed 200 percent) of the Federal poverty 
level applicable to a family of the size 
involved. The requirements of section 1916(d) 
of the Act are met. ATTACHMENT 4.18-E 
specifies the method and standards the State 
uses for determining the premium. 

TN No. 9$-al 
SupersedE!B Approval Date 9-#-9..2., 
TN No. . 86-12 

Effective Date __ 1_0
_
-
_
0
_
1-_9_1 __ _

HCFA ID: 7982E 

 January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 
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AUG 11, 2016 

RESERVED 

admin@diversifiedhealthcare.com
afournier@dhd4.org
ahall@mbtwic.com
ahepfer@tchd.us
aminsbabies@gmail.com
amy@mihpmypregnancycoach.com
analizaurias@cherryhealth.com
asabigik@detroitmi.gov
bccpif@gmail.com
bgrzybowski@intercare.org
bingersoll@ioniacounty.org
bmcpherson@crystalhhc.com
brassowj@washtenaw.org
brichards@didhd.org
cmann@essmichigan.org
credential@cherryhealth.com
dawn@1stassistant.net
dayna.gugle@ahah.net
dbryan@dhd2.org
dfisher@dhd10.org
dhumphrey@cmdhd.org
dionedlw1@yahoo.com
dweiland@mqtco.org
elaine.tutwiler@stjohn.org
enrollment@hurleymc.com
fishert@bhsj.org
gdaniels@ipophealth.org
glassa@hchd.us
gorbyj@mercyhealth.com
healthy1office@gmail.com
healthybabiesrfls@yahoo.com
heather@naturalmommame.com
hochrein@umich.edu
hroper@bldhd.org
ilenberg@phdm.org
impactcommunityhealth@gmail.com
jallen@miottawa.org
jallen@miottawa.org
jd00522@gmail.com
Julie.Vitale@trinity-health.org
Kevin.Bakos@kentcountymi.gov
kim_comerzan@monroemi.org
knwagwu@gmail.com
ksenkus@chippewahd.com
kyrasbrown@yahoo.com
lbrown4tlc@gmail.com
lcopp@stclaircounty.org
lkiter@ingham.org
lmansour@chitterchatterpc.com
lshaulis@lmasdhd.org
luciebaumruckrova@yahoo.com
Lullabybabymihp@gmail.com
lynette.dupey@hichealth.org
mabarks@yahoo.com
MARLONAB@COMCAST.NET
mbowerman@mmdhd.org
mhayes@generationshomecare.us
mmilliro@gtchd.org
motherstrongmihp@gmail.com
mpetoskey@kbic-nsn.gov
msmillionaire@comcast.net
noeticmi@gmail.com
NTSMI@HOTMAIL.COM
paprockj@hccc-health.org
peacehhs@gmail.com
pi20@aol.com
pickellm@baycounty.net
pickenp@ymail.com
piersonlissa18@gmail.com
plswill28@yahoo.com
precisedirector@cs.com
preventativepatternscare@gmail.com
rcourtney@cassfamilyclinic.org
rnvisitingyou@aol.com
ruizalfredo99@gmail.com
s.blanding@comcast.net
s.keller@nwhealth.org
samnoor@careplaninc.com
sangwynn@hotmail.com
saritacollinsharper@yahoo.com
saviorshomehealthcareservices@yahoo.com
sboyd@aihfs.org
Silverspoonshs@aol.com
ssummers@wuphd.org
SUPPORT@EVERYTHING4MOMANDBABY.COM
tjenness@ingham.org
TMccann@mijackson.org
toliver@co.midland.mi.us
tricia.simunovic@gracehealthmi.org
vincent@generationshomecare.us
WECANHELPCOUNSELING@YAHOO.COM
williamsb@mfc-health.org
wpierce@lapeercounty.org
yvette@cradlemecare.com
1,  2020  Version.  This plan is provided for informational use only and does not replace the original version.   
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) 0MB No,: 0938-

Citation 

42 CFR 447.252 
1902(a)(l3) 
and 1923 of 
the Act 

TN No. $'A-di 

\'.TCJlIGl\:'\ 

4.19 Payment for Services 

(a) The Medicaid agency meets the requirements of
42 CFR Part 447, Subpart C, and sections
1902(a)(l3) and 1923 of the Act with respect to
payment for inpatient hospital services.

ATTACHMENT 4.19-A describes the methods and
standards used to determine rates for payment for
inpatient hospital services.

fJS.J 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 actually received, in a manner 
consistent with section 186l(v)(l)(G) of the Act. 

LI Inappropriate level of care days are not covered. 

Supersedes Approval Date 
TN No. 87-11

9;-//- 9e?,. Effective Date __ 1_ 0_-_0 _1-_9_1 __ 

HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Rev i s ion :  HCFA-PH-93- 6 (XB) 
August 1993 

OHB NO.: 0938- 

C i t a t i o n  
42 CFR 447.201 
42  CFR 447.302 
52 FR 28648 
1902 ( a )  ( 1 3 )  (E) 
1903 ( a )  (1) and 
( n ) ,  1920,  and 
1926 o f  t h e  A c t  

1 9 0 2 ( a ) ( l O )  and 
1902 ( a )  ( 30) o f  
t h e  A c t  

MICHIGAN 

4 .19 (b )  I n  a d d i t i o n  to the s e r v i c e s  s p e c i f i e d  i n  
p a r a g r a p h s  4 . 1 9 ( a ) ,  ( d l ,  (.k), (l), a n d  ( m ) , t h e  .. 

Medicaid agency  meets t h e  f o l l o w i n g  
r equ i r emen t s :  

(1) S e c t i o n  1 9 0 2 ( a ) ( 1 3 ) ( E )  o f  the A c t  r e g a r d i n g  
payment f o r  s e r v i c e s  f u r n i s h e d  by  F e d e r a l l y  
q u a l i f i e d  h e a l t h  c e n t e r s  (FQHCs) unde r  s e c t i o n  
1 9 0 5 ( a )  ( 2 )  (C)  o f  t h e  A c t .  The agency  m e e t s  
t h e  r e q u i r e m e n t s  o f  s e c t i o n  6303 o f  t h e  S t a t e  
Medica id  Manual (HCFA-Pub. 45-6) r e g a r d i n g  
payment f o r  FQHC s e r v i c e s .  ATTACHNENT 4.19-9 
d e s c r i b e s  t h e  method o f  payment and  how t h e  
agency  d e t e r m i n e s  t h e  r e a s o n a b l e  c o s t s  of t h e  
s e r v i c e s  ( f o r  example ,  c o s t - r e p o r t s ,  c o s t  o r  
budge t  r ev i ews ,  o r  sample s u r v e y s ) .  

( 2 )  S e c t i o n s  1 9 0 2 ( a ) ( 1 3 ) ( E )  and 1926  o f  t h e  A c t ,  
and 42 CFR P a r t  447,  S u b p a r t  D ,  w i t h  r e s p e c t  
t o  payment f o r  a l l  o t h e r  t y p e s  o f  a m b u l a t o r y  
s e r v i c e s  p r o v i d e d  by r u r a l  h e a l t h  c l i n i c s  
unde r  t h e  p l an .  

ATTACXKENT 4.19-8 d e s c r i b e s  t h e  methods  and  
s t a n d a r d s  u sed  f o r  t h e  payment of e a c h  o f  t h e s e  
s e r v i c e s  e x c e p t  ? o r  i n p a t i e n t  h o s p i t a l ,  n u r a i n g  
f a c i l i t y  s e r v i c e s  and a e r v i c e s  i n  i n t e r m e d i a t e  c a r e  
f a c i l i t i e s  f o r  t h e  m e n t a l l y  r e t a r d e d  t h a t  a r e  
d e s c r i b e d  i n  o t h e r  attachments. 

SUPPLEMENT 1 t o  ATTACmNT 4.19-8 d e e c r i b e s  
a e n e r a l  methods and  e t a n d a r d s  u sed  f o r  
; s t ab l i t t h ing  payment f o r  Medicare  P a r t  A and  B 
d e d u c t  i b l e / c o i n s u r a n c e .  . 

1 L n 
NO. - 
Supereedee  Approval  D a t e  6 6 ~ 3 - B f /  E f f - t i v a D a t e  0 4 / 0 1 / 9 4  
TN NO. 92-01 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revisicn: HCFA-A:I'-B0-38(BPP) 
May 22, 1980 

State 

Citatioo 
42 CFR 447.40 
AT-78-90 

MICHIGAN 
--�-� 

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

!!l 

D 

Yes. The State's p::>Lcy is 
described in ATTACHMEHr 4.19�. 

No. 

------------------------•·-----

'1N # 77-34 
Supersedes 

'IN-*----

Approval Date 1/20/78 Effective :iate 10/01/77 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. .



Revi•ion: HCFA-PK-87- 9 
AUGUST 1987 

(B!RC) 0KB No.: 0938-0193 

State/Territory: MICHIGAN -------------------------------

Citation 
,12 CP'R UJ.252 

,17 FR "796" 

,19 P'R 560,16 

,12 CFR U 7. 280 

,17 P'R 31518 

52 FR 281"1 

TII llo. 
Supersedes 
TII llo. .JU::. 1 9 

,1.19 (d) 

IX/ (1) The Medicaid agency meets the requlre=ents of 
42 CFR Part 447. Subpart c. with respect to 
payments for skilled nursing and intennediate 
care facility services. 

ATTACHK!IIT 4.19-D describes the methods and 
standards used to detennlne rates for payment 
for skilled nursing and lntennediate care 
facility ser-vices. 

(2) The Medicaid agency provides payment for
routine skilled nursing facility services
furnished by a IIYing-bed hospital.

LY.I At the average rate per patient day paid to
SUP• for routine services furnished during 
the previous calendar year.

Ll! At a rate established by the State, which 
meets the requirements of •2 CPR Part 447. 
Subpart C, •• applicable. 

LI Uot applicable. The agency does not 
provide payment for S»F services to a 
awing-bed hospital. 

(3) The Medicaid agency provides payment for
routine intermediate care facility services

furnished by a swing-bed hospital.

LI At the average rate per patient day paid to
ICFs, other than ICFa for the mentally 
retarded. for routlno services furnished
during the previous calendar year.

LI At a rate established by the State, vhlch 
meets the requirements of -42 CPR Part 4,17, 
Subpart C, a■ applicable.

!.1J Uot applicable. The agency does not 
provide payment for ICF services to a 
awing-bed hospital. 

LI (4) Section 4.19(d)(l) of this plan is not 
appllcable vlt.h respect to lntermedlat.e care
facility ■er-vices; such service■ are not 
provided under this State plan. 

Approval Date J ·J 'J" C/..3 Kffectlve Date 10-02�91 

HCPA ID: 1010P/0012P 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version.



Revisicn: H:FA-Al'-80-38(BPP). 
May 22, 1980 

s��----�M-I-CH�I_G_A-N _______________ _ 

Citation 

42 CFR 447.45(c) 
A'.I'-79-50 

'1N i 79-17 
Supersedes 
'IN.::.# ___ _ 

4.19 (e) The Medicaid. agency meets all requirements 
of 42 � 447.45 for timely payment of 
cl.a�. 

ATI'ACEMENl' 4 .19-E specifies, for each 
type of service, tr.e definition of a 
claim far purposes of meeting these 
requirements. 

ApproYal narP. 11/28/79 EffectiYe Date 8/23/79

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-PM-87-4 
MARCH 1987 

(BERC) 0MB No.: 0938-0193 

Citation 
42 CFR 447.15 
AT-78-90 
AT-80-34 
48 FR 5730 

TII Ito. 87-11 
Supersedes 
TN llo. Jll:14 

4.19 (f) The Medicaid agency limits participation to 
providers who meet the requirements of 
42 CFR 447.15. 

No provider participating under this plan may deny 
services to any individual eligible under the plan 
on account of the individual's inability to pay a 
cost sharing amount imposed by the plan in 
accordance with 42 CFR 431.SS(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. 

Approval Date 08/26/87 Effective Date 04/0](87 

HCFA ID: 1O10P/OO12P 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.
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Revision: H:FA-AT-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
__ ........, ____________________ _ 

Citatioo 
42 CFR 447.201 

42 CFR 447.202 
AT-78-90 

'IN # 79-14 
Supersedes 
'IN __ # ___ _ 

4.l9(g) The Medicaid .agency assures appropriate
audit of records ·wt1en payment is based on 
costs of services or on a foe plus 
cost of materials. 

A£:proval Date 11/28/79 .Effective ·:,ate 8/06/79 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-AT-80-60 (UPP)

August 12 ,. 1980 

Sta� ____ MI_C_H_I_GA_N ________________ _ 

Citation 
42 CFR 447.201 
42 CFR 447. 203 
AT-78-90 

'1N i 79-14

Supersedes 

'1N .11,,# ___ _ 

4.19 (h) The Medicaid agency meets the requirements 
of 42 CFR-447.203 for documentation and 
avaiJability of payment rates. 

Approval Date 11/28/79 Effective Date 8/06/79

 January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 



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

State MICHIGAN 
--------------------�---

Citaticn 

42 CFR 447.201

42 CFR 447.204

Kr-78-90 

'1N i 79-14 
Supersedes 
'IN--·----

4.19 {i) The Medicaid agency's payments are 
sufficient to enlist enough providers so 
that services under the E)lan are 
available to recipients at least to the 
extent that those services are available to 
the general r:opulation. 

Approvai wate 11/28/79 Effective Date 8/06/79 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

State: 

Citation 

42 CFR 4.19(j) 
447.201 
and 447.205 

1903(v) of the (k) 
Act 

66 

(BPD) 0MB No.: 0938-

MIOOGAN 

The Medicaid agency meets the requirements 
of 42 CFR 447.205 for public notice of any changes in 
Statewide method or standards for setting payment 
rates. 

The Medicaid agency meets the requirements 
of section 1903{v) of the Act with respect to payment 
for medical assistance furnished to an alien who is 
not lawfully admitted for permanent residence or 
otherwise permanently residing in the United States 
under color of law. Payment is made only for care 
and services that are necessary for the treatment of 
an emergency medical condition, as defined in section 
1903(v) of the Act. 

TN No. @-CY 
Supersedes Approval Date 9-//- 9.;2 Effective Date __ 

1
_
0
_
-
_
0
_
1
_
-
_
9
_
1 
__ _ 

TN No. 67-19
HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-92-7 (MB) 

citation 

1903 (i) (14) 
of the Act 

October 1992 

State/Territory: 

4.19(1) 

66 a 

Michigan 

The Medicaid agency meets the requirements 
of section 1903(i) (14) of the Act with respect 
to payment for physician services furnished to 
children under 21 and pregnant women. Payment 
for physician ser�ices furnished by a physican 
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. 9)-(}6 1/ · �-19-9-g Supersedes 
81 _ 17 

Approval Date ______ _ 
TN No. _......,. ___ _ 

Effective Date -�0�1�-�0�1_-�9�3 __ 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



. 66(b) 

Revision: HCFA-PM-94-8 (MB) 
OCTOBER 1994 

State/Territory: MICHIGAN 

Citation 

4 .19 (m) 

.!.92B(c) (2) 
(C) ( ii) cf
the Act

(i) 

Medicaid Reimbursement for Administration cf Vaccines under 
the Pediatric Immunization Program 

A provider may impose a charge for the administration 
cf a qualified pediatric vaccine as stated in 
l928(c)(2)(C){ii) of the Act. Within this overall 
prevision, Medicaid reimbursement to providers will be 
administered as follows. 

(ii) The State:

1926 cf 
the Act 

(iii) 

sets a payment rate at.the level of the regional 
- maximum established by the DHBS Secretary.

is a Universal Purchase State and sets a payment rate 
at the level of the regional maximum established in 
accordance with State law. 

X sets a payment rate below the level cf the regional 
- maximum established by.the DHBS Secretary.

is a Universal Purchase State and sets a payment rate 
- below the level of the �egional maximum established by

the Universal Purchase State.

The State pays the following rate for the
administration of a vaccine:

$7 for injectable; $3 for oral

Medicaid beneficiary access to immunizations is 
assured through the following methodology: 

Other 

TN No. q;y ... 4,!{£
Supersedes Approval Date ¢ ... � ... t:JS Effec::ive Date 10-1-94 
TN No. -Nw{�A-----

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



MICHIGAN MEDICAID STATE PLAN 

66c 
Revision: HCFA-PM (MB) OMB No.: 0938-1136 

State Territory:   Michigan 
____________________________________________________________________________________ 

TN No.:  11-08 Approval Date  ______________ Effective Date: 07/01/11 

Supersedes 
TN No.: N/A - New 

MAY 25 2012 

Citation 
42 CFR 447, 434, 
438 and 
1902(a)(4), 
1902(a)(6) and 
1903 

4.19(n) Payment Adjustment for Provider Preventable Conditions 

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart 
A, and sections 1902(a)(4), 1902(a)(6), and 1903 with respect to non-
payment for provider-preventable conditions. 

Health Care-Acquired Conditions 

The State identifies the following Health Care-Acquired Conditions for non-
payment under Section 4.19-A 

Hospital-Acquired Conditions as identified by Medicare other than 
Deep Vein Thrombosis (DVT)/Pulmonary Embolism (PE) following 
total knee replacement or hip replacement surgery in pediatric and 
obstetric patients. 

Other Provider-Preventable Conditions 

The State identifies the following Other Provider-Preventable Conditions for 
non-payment under Section 4.19-B 

Wrong surgical or other invasive procedure performed on a patient; 
surgical or other invasive procedure performed on the wrong body 
part; surgical or other invasive procedure performed on the wrong 
patient. 

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version. 



Revision: HCF.A-AT-80-38(BPP) 
May 22, 1980 

State __ M_I_C_H_IG_A_N __________________ _ 

Citation 
42 CFR 44 7 • 25 (b) 
Kf-78-90 

'lN i 74-40 
Supersedes 
'JN_t ___ _

4 .20 Direct Payments to Certain Recipients for 
Physicians' or Dentists' Services 

Direct payments are made to certain recipients 
as specified by, and in accordance with, the

requirements of 42 c:n\ 447.25. 

D Yes, for D physicians' services 

g 

D dentists' services 

A'l'T1CHHENl' 4.20-A specifies the 
conditions under which such payments are 
made. 

Not applicable. No direct payments are 
made to recipients. 

Approval Date_ 3/27/75 Effective Da::e 10/01/74 

January 1, 2025 Version.  . . .  . .    This plan is provided for informational use only and does not replace the original version. 
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Revision: HCFA-AT-81-34 (BPP) 10-81

State ____ M_ic_h_i_g_a_n ______ _ -----------·----

Citation 

42 CFR 447.l0(c) 
AT-78-90 

7/1/81 j 46 FR 42699 

TN i 81-17 
Supersedes 
TN # 78-12 

4.21 Prohibition Against Reassignment of 
Provider Claims 

Payment for Medicaid services 
furnished by any provider under this 
plan is made only in accordance with 
the requirements of 42 CFR 447.10. 

----------------------

Approval Date 11/30/81 
__ ..;...;.�;..;;;;...-

Effective Date 7/1/81 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version.



______________________________________________________________________ 

TN NO:  21-0017 Approval Date:     JAN 14, 2022  Effective Date: 01/01/2022 

Supersedes 
TN NO:  07-05 

69 

State of Michigan 

___________________________________________________ 

Citation 
42 CFR 433.137 

1902(a)(25) of the Act 

42 CFR 433.138(f) 

42 CFR 433.138(g)(1)(ii) and 
(2)(ii) 

42 CFR 433.138(g)(3)(i) and 
(iii) 

42 CFR 433.138(g)(4)(i) 
through (iii) 

4.22 Third Party Liability 

(a) The Medicaid agency meets all requirements of:

1) 42 CFR 433.138 and 433.139
2) 42 CFR 433.145 through 433.148
3) 42 CFR 433.151 through 433.154
4) Section 1902(a)(25) of the Social Security Act

(b) Attachment 4.22-A Specifies the Following:

1) The frequency with which the data exchanges required
in §433.138(d)(1), (d)(3) and (d)(4) and the diagnosis
and trauma code edits required in §433.138(e) are
conducted;

2) The methods the agency uses for meeting the follow up
requirements contained in §433.138(g)(1)(i) and (g)(2)(i);

3) The methods the agency uses for following up on
information obtained through the State motor vehicle
accident report file data exchange required under
§433.138(d)(4)(ii) and specifies the time frames for
incorporation into the eligibility case file and into its third
party data base and third party recovery unit of all
information obtained through the follow up that
identifies legally liable third party resources; and

4) The methods the agency uses for following up on
paid claims identified under §433.138(e) and specifies
the time frames for incorporation into the eligibility
case file and into its third party recovery unit of all
information obtained through the follow up that
identifies legally liable third party resources.



______________________________________________________________________ 

TN NO:  21-0017 Approval Date:     JAN 14, 2022  Effective Date: 01/01/2022 

Supersedes 
TN NO:  96-15 

69a 

Revision:  HCFA-PM-94-1 (MB) 
  February 1994 

State/Territory:             MICHIGAN________________________________ 

Citation 
42 CFR 433.139(b)(3)(ii)(A) 

42 CFR 433.139(b)(3)(ii)(C) 

42 CFR 433.139(f)(2) 

42 CFR 433.139(f)(3) 

1902(a)(25) of the Act 

  42 CFR 447.20 

_X   (c) Providers are required to bill liable third parties when 
services covered under the plan are furnished to an 
individual on whose behalf child support enforcement is 
being carried out by the State IV-D agency.  

(d) Attachment 4.22-B specifies the following:

1) The method used in determining a provider's
compliance with the third party billing requirements at
§433.139(b)(3)(ii)(C).

2) The threshold amount or other guideline used in
determining whether to seek recovery of
reimbursement from a liable third party, or the
process by which the agency determines that
seeking recovery of reimbursement would not be
cost effective.

3) the dollar amount or time period the state uses to
accumulate billings from a particular liable third party
in making the decision to seek recovery of
reimbursement.

4) The Medicaid agency assures that the state has in
effect the laws that require third parties to comply
with the provisions, including those which require
third parties to provide the state with coverage,
eligibility, and claims data, under section 1902(a)(25)
of the social security act, and specifies the
compliance with 1902(a)(25)(e) and 1902(a)(25)(f).

(e) The Medicaid agency ensures that the provider
furnishing a service for which a third party is liable
follows the restrictions specified in 42 CFR 447.20.



______________________________________________________________________ 
 
TN NO.:    21-0017          Approval Date:      JAN 14, 2022       Effective Date: 01/01/2022 
 
Supersedes   
TN No.:    97-01  
 
 

70 

Revision:  HCFA-PM-94-1 (MB) 
February 1994 
 
State/Territory:                                            MICHIGAN___________________ 
 

Citation:   4.22 (Continued) 
 

42 CFR 433.151(a) 
 

(f) 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 eligibility for medical 
assistance with the following: (Check as appropriate.) 
 

_X_  State title IV-D agency. The requirements of 42 
CFR 433.152(b) are met.  
__  Other appropriate State agency(s)-- 
__  Other appropriate agency(s) of another State-- 
__  Courts and law enforcement officials. 

  
1902(a)(60) of the Act 
 
 
 
 

(g) The Medicaid agency assures that the State has in effect 
the laws relating to medical child support under section 1908 
of the Act. 

 
 

 



MICHIGAN MEDICAID STATE PLAN 

' Revision: HCFA-AT-84-2 (BERC) 

Citation 

42 CFR 434.4 
48 FR 54013 

01-84 -

42 CFR Part 438 

TN No.: 03-13 

Supersedes 
TN No.: 84-9 

State: Michigan 

4.23 l)se of Contracts 

The Medicaid agency has contracts of the 
type(s) listed in 42 CFR Part 434. All 
contracts meet the requirements of 42 CFR Part 
434. 

I ! Not applicable. The State has no such 
contracts. 

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 a procurement process that is consistent
with 45 CFR Part 74. The risk contract is with:

X a Managed Care Organization that meets the definition of 
l 903(m) of the Act and 42 CFR 438.2.

X a Prepaid Inpatient Health Plan that meets the definition of 42 
CFR438.2. 

a Prepaid Ambulatory Health Plan that meets the definition of 
42 CFR 438.2. 

Not applicable. 

Approval Date ;5-/7/;;,,� 3 Effective Date: 08/13/2003 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-PM-94-2 
July 1994 State/

Territory: 

Citation 
42 CFR 44..2.10 
and 44.2.100 
AT-78-90 
AT-79-18 
AT-80-25 
AT-B0-34 
52 FR 32544 
P.L 100-203
(Sec. 4211)
54 FR 5316
56 FR 48826

4. 24

{BPD} 

MICHIGAN 

Standards for Pavments for Nursin 
and lnterme ate Care Faci itv or 
Retaraeo Services 

With respect to nursing facilities and 
intermediate care facilities for the mentally 
retarded, all applicable requirements of 
42 CFR Part 442, Subparts Band C are met. 

Not applicable to intermediate care 
-- facilities for the mentally retarded; 

such services are not provided under this 
plan. 

n-=--,.,-,.._�-----------------------------TN 
No. ¾'.£-%¢ 
Supe::.seaes 
TN No. 89-15

Approval Date I/&, -..3o -_94 Effective Date _ _,.0_4
,..,
/�0

'-
1
-"
/_.9

'""
4
.i..-

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
------------------------

Citation 
42 cm 431. 102 
;.:r-78-90 

'IN# 74-2 
Supersedes 
'IN # 

-------

4.25 Program for Licensing Adrainistrators of Nursing 
Hanes 

The State has a program that, except with 
respect to Christian Science sanatoria, meets 
the requirements of 42 CFR Part -431, Subpart 
N, for the licensing of nursing bane 
administrators. 

Approval Date_?/05/74 -- Effective Date 1/15/74

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version. 



Revieion: HCFA-PH- <MB> 

State/Territory: 

Citation 

• • 

74 

Michigan 

l927(g) 
42 CFR 456,700 

4.26 Drug Utilization Review Program 

1927(g)(l)(A) 

l927(g) (1) (a) 
42 CFR 456.70S(b) and 
456.709(b) 

l927(g) (1) (B) 
42 Cl'R 4S6.703 
(d)and(f)

A,l. The Medicaid agency meets the requirements of 
Section 1927(9) of the Act for a drug uae 
review (DUR) program for outpatient drug 
claims. 

B. 

2. The DUR program aasure1 that prescriptions
for outpatient drug■ are:

-Appropriate
-Medically neceeaary
-Are not likely to re■ult in adverae medical

results

The DUR program i■ de■igned to educate 
physician• and pharmaci■t• to identify and 
reduce the frequency of pattern• of fraud, 
abu■e, gro•• overuae, or inappropriate or 
medically unnecea■ary care among phyaiciane, 
pharmaciet■, and patient■ or a■■ociated wi�h 
■pecific drugs •• well aa:

-Potential and actual adver■• drug
reactions

-Therapeutic apprcpriaten•••
-overutilization and underutilization
-Appropriate uae of generic product■
-Therapeutic duplication
-Drug di■•••• contraindication■
-Drug-drug interaction•
-Incorrect drug do■age or duration of drug

treatment
-Drug-allergy interaction■
-Clinical abu■e/mi■u■e

c. The DUR pr09ram ■hall a■■e■■ data u■e again•�
predetermined ■tandard■ who■• ■ource
material■ for their development are
conaietent with peer-reviewed medical
literature which ha■ been critically reviewed
by unbia■ed independent expert• and th•
following compendias

-American Ho■pital l'ormulary Service Drug
Information

-united State■ Ptia=acopeia-Dru;
Information

-American Medical Aa■ociation Drug
Evaluation■

TN No. «$-Af 
super■ede■ 
TN No. 92-25 

Approval Date /'3- .3 - 9,g Effective Date 10-01-93 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM- (MB)  74a 

State/Territory:  Michigan 

Citation Section 4.26 Drug Utilization Review Program (Continued) 

TN NO.:  19-0012  Approval Date: MAR 11, 2020     Effective Date: 10-01-19 

Supersedes 
TN No.:_93-28  

1927 (g) (1) (D)  
42 CFR 456.703(b) 

D. DUR is not required for drugs dispensed to residents of nursing 
facilities that are in compliance with drug regimen review 
procedures set forth in 42 CFR 483.60.  The State has never-
the-less chosen to include nursing home drugs in: 

_ Prospective DUR. 
X Retrospective DUR. 

1927 (g) (2) (A)  
42 CFR 456.705(b) 

E.1. The DUR program includes prospective review of drug therapy 
at the point of sale or point of distribution before each 
prescription is filled or delivered to the Medicaid recipient. 

1927 (g) (2) (A) (i) 
42 CFR 456.705(b), 
(1) – (7)

   2. Prospective DUR includes screening each prescription filled or 
delivered to an individual receiving benefits for potential drug 
therapy problems due to: 

• Therapeutic duplication
• Drug-disease contraindications
• Drug-drug interactions
• Drug-interactions with non-prescription or over-the-

counter drugs
• Incorrect drug dosages or duration of drug treatment
• Drug allergy interactions
• Clinical abuse/misuse

1902(a)(85) and Section 
1004 of the Substance 
Use-Disorder Prevention 
that Promotes Opioid 
Recovery and Treatment 
for Patients and 
Communities Act 
(SUPPORT Act) 

2.1 Prospective DUR also includes the implementation of Section 
1004 of the Substance Use-Disorder Prevention that Promotes 
Opioid Recovery and Treatment (SUPPORT) for Patients and 
Communities Act (P.L. 115-271). Michigan is in compliance 
with these requirements by screening each opioid prescription 
filled or delivered to an individual receiving benefits as follows:  

• Days’ supply
• Early refills
• Duplicate fills
• Quantity limitations
• Maximum daily morphine milligram equivalents (MME)
• Age edits for children younger than the state specified

age receiving antipsychotics



Revision: HCFA-PM- (MB)  74a.1 

State/Territory:  Michigan 

Citation Section 4.26 Drug Utilization Review Program (Continued) 

TN NO.:  19-0012  Approval Date: MAR 11, 2020     Effective Date: 10-01-19 

Supersedes 
TN No.:_93-28  

1927 (g) (2) (A) (ii) 
42 CFR 456.705 (c) and 
(d) 

   3. Prospective DUR includes counseling for Medicaid recipients 
based on standards established by State law and maintenance 
patient profiles. 

1927 (g) (2) (B) 
42 CFR 456.709 (a) 
1902(a)(85) and Section 
1004 of the Substance 
Use-Disorder Prevention 
that Promotes Opioid 
Recovery and Treatment 
for Patients and 
Communities Act 
(SUPPORT ACT) 

F.1. The DUR program includes retrospective DUR through its 
mechanized drug claims processing and information retrieval 
system or otherwise which undertakes ongoing periodic 
examination of claims data and other records to identify:  

• Patterns of fraud and abuse
• Gross overuse
• Inappropriate or medically unnecessary care among

physicians, pharmacists, Medicaid recipients, or
associated with specific drugs or groups of drugs.

1902(a)(85) and Section 
1004 of the Substance 
Use-Disorder Prevention 
that Promotes Opioid 
Recovery and Treatment 
for Patients and 
Communities Act 
(SUPPORT Act)  

F.1.1 Retrospective DUR also includes the implementation of 
Section 1004 of the Substance Use-Disorder Prevention that 
Promotes Opioid Recovery and Treatment (SUPPORT) for 
Patients and Communities Act (P.L. 115-271). Michigan is in 
compliance with these requirements by periodic examination of 
claims data and other records to identify: 

• Days’ supply
• Early refills
• Duplicate fills
• Quantity limitations
• Opioid prescriptions exceeding limitations
• Maximum daily morphine milligram equivalents (MME)
• Concurrent utilization of opioids and benzodiazepines
• Concurrent utilization of opioids and antypsychotics
• Appropriateness for children including foster children of

all ages receiving antipsychotics



Revi•ion: HCFA-PH- (MB) 
74b 

State/Territory: Michigan 

Citation 

927 (g) (2) (C) 
42 CFR 456.709(b) 

l927(g) (2) (D) 
42 CFR 456. 711 

1927 (g) ( 3) (A) 
42 C!'R 456.716(a) 

l927(g) (3) (B) 
42· CFR.456.716 
(A) AND (B)

927 (g) (3) (C) 
42 C!'R 456.716(rl) 

TN No. 

f#-,Zf superHde 
TN No. 92-25

F.2. The DUR program assesse• data on drug u•e
again•t explicit predetermined •tandards 
including but not limited to monitoring for: 

-Therapeutic appropriatene••
-overutilization and underutilization
-Appropriate u•e of generic product•
-Therapeutic duplication
-Drug-disease contraindication•
-Drug-drug interactions
-Incorrect drug doaage/duration of drug

treatment 
-Clinical abu■e/mi■u■e

3. The DUR program through it■ State DUR Board,
u•ing data provided by the Board, provide•
for active and ongoing educational outreach 
program• to educate practitioner• on common 
drug therapy problem■ to improve pre■cribing
and di■pen■ing practice■•

G.l. The DUR program ha■ e■t&bli■hed a State DUR
Board either: 

-A. Directly, or 
Under.contract with a private
organization 

2. The DUR Board member■hip include■ health 
profe■•ional■ (one-third lic•n•ed actively 
practicing pharmaci■t■ and one-third but no
more than 51 percent licen■ed and actively 
practicing phy■ician■) with knowledge and
experience in one or more of the following:

- Clinically appropriate pre■cribing of
covered outpatient drug■•

- Clinically appropriate di■pen■ing and 
monitoring of covered outpatient drug■•

- Drug u■e review, evaluation and
intervention.

- Medical quality a■■urance.

3. The activitie■ of the DOI\ Board include:

- Retro■pectiv• DUR,
- Application of Standard■ a■ defined in

•action l927(g)(2)(C), and
- ongoing intervention■ for phy■ician■ and

pharmaci•t• targeted toward therapy 
problem■ or individual■ identified in the
cour■e of retro■pective DUR. 

Approval Date /49. -,§ -qJ Effective Date __ 1_0_-_0_1_-_9_3_ 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



74c 

·Jtevi■ion: HCPA-PM- (MB) 0MB No. 

State/Territory: · Michigan 
------------------

Citation 

1927(9) (3) (C) 
42 C!'R 456.711 
(a)-(d) 

1927(g)(3)(D) 
42 CPR 456.712 
(A) and (B)

1927(h)(l) 
42 en 456.722 

1927(g)(2)(A)(i) 
42 CPR 456.705(b) 

1927(j)(2) 
42 en 456.703(c) 

• U.S. C.P.0.:1993-342-23918004)

G.4 .The intervention• include in appropriate
in■tances: 

- Information dissemination
- Written, oral, and electronic reminder■
- Pace-ta-Pace di■cu■sion■
- Inten■ified monitoring/review of

pre■criber■/dispensers

H. The State a■■ure■ that it will prepare and
■ubmit an annual report to the Secretary,
which incorporate■ a report from the State
DUR Board, and that th• State will adhere to
the plan■, step■, procedure■ a■ de■cribed in
the report.

I.l. The State e■tabli■h••• a■ it■ principal means
of proce■■in9 claim■ for covered outpatient 
drug■ under thi■ title, a point-of-■ale 
electronic claim■ management ■y■tem to 
perform on-line: 

- real time eligibility verification
- claim■ data capture
- adjudication of claim■
- •••i■tance to pharmaci■t■, etc. applying

for and receiving payment. 

2. Pro■pective DUR i■ performed u■ing an
electronic point of ■ale drug claim■ 
proce■■ing ■y■t-.

J. Ho■pital■ which di■pen■e c�ered outpatient
drug■ are exempted from the drug utilization
review requir-nt■ of tbi■ ■action when
facilitie■ u■e drug formulary ■y■tem■ and
bill the Nedicaid proqram no more than th• 
ho■pital'■ purcha■ing co■t for ■uch covered
outpatient drug■•

TN No• 9Ji-4f 
Super■ede■ Approval Date /ef-"·f..,3 
TN Ro. N/A 

Effective Date _J ... Q,._-_Q....._J-.-.9..,3_ 

January 1, 2025 Version.  . . .  . .   This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-A'.I'-80-38(BPP) 
May 22, 1980 

s��----�-IClJlM.t'l _____________ _____ _ 

Citation 4.27 Disclosure of Survey Infomcicn and Provider 
42 CFR 43l.ll5 (c) or contractor Evaluaticn 
A'.I'-78-90 

'm it 80-3 
Supersedes 
'IN_# ____ _ 

The Medicaid agency has establis � ed procedures 
for disclosing pertinent fin:iing.: obtained 
from surveys and provider and ccutr actor 
evaluations that meet all the requirements in 
42 CFR 431.llS. 

Approval Date 5/14/80 Effective oa,;e 10/15/79 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-PM-93- 1 
January 1993 

Stata/Terri�ory; 

76 

(BPD) 

MICHIGAN 

Cit�tion 4,28 Apoeala Process 

42 cm 431,152; 
AT-79-18 
52 FR 22444; 
Sec::s. 
1902(&) (28) (D} (i) 
and 1919(e)(7} of 
the Act; P.L. 
100-203 (See. 42ll(c)),

(a) The Medicaid agency has
eetabliahed appeals procedures
for NFa aa specified in 42 C?R
431.153 and 431.154. 

(b) The state provides an appeals syst��
that meets the requiremen�s of 42 CFR
431 Subpart S, 42 CYR 463,12, and
42 CFR 483 Subpart E for resident• who
wish to appeal a notice of intent to
transfer or diaeharge fro� a NF and for
individuals adversely affected by the
preadmieaion and annual resident review
requirements of 42 CFR 483 Subpart c.

Effectiv� Date O-li01/93 

October 1, 2022 Version.  This plan is provided for informational use only and does not replace the original version.



Revision: HCFA-PM-99-3 
June 1999 

Citation 

1902(a)(4)(C) of the 
Social Security Act 
P.L. 105-33

1902(a)(4)(D) of the 
Social Security Act 
P.L. 105-33
1932(d)(3)
42 CFR 438.58

TN No.: 03-13 
Supersedes 

MICHIGAN MEDICAID STATE PLAN 

77 

State: Michigan 

4.29 Conflict of Interest Provisions 

The Medicaid agency meets the requirements of 
Section 1902(a)(4)(C) of the Act concerning the 
Prohibition against acts, with respect to any activity 
Under the plan, that is prohibited by se�tion 207 
or 208 of title 18, United States Code. 

The Medicaid agency meets the requirements of 
1902(a)(4)(D) of the Act concerning the safeguards 
against conflicts of interest that are at least as 
stringent as the safeguards that apply under section 
27 of the Office of Federal Procurement Policy Act 
(41 u.s.c. 423). 

I ,j- I., .Approval Date / 1 / ;µ,'-!._;, Effective Date: 08/13/2003 

TN No.: un-numbered/Dempsey 1979 letter referenced 
... 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.



. -.\ .. . Revis ion:  HCFA-PM-87-14 (BERC) OMB NO.:  0938-0193 
. .. OCTOBER 1987 
- . .  
, .. 

S t a t e / T e r r i t o r y  : M I  CII I GAN 

C i t a t i o n  4.30 Exclus ion  of Pro.viders:and Suspension of 
42 CFR 1002.203 P r a c t i t i o n e r s  and Other  I n d i v i d u a l s  
AT-79-54 
48 FR 3742 (a )  A l l  r equ i r emen t s  of 42 CFR P a r t  1002,  Subpar t  B a r e  
5 1  FR 34772 met. 

/c The agency,  under  t h e  a u t h o r i t y  o f  S t a t e  law, - 
imposes b r o a d e r  s a n c t i o n s .  

TN No. 81-22 
.. . . . Supersede  Approval Date  01-14-88 E f f e c t i v e  Date  11-01-87 87-11 TN No., 

HCFA I D :  1010P/0012P 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.  



- MICHIGAN MEDICAID STATE PLAN 

78a 
Revision: HCFA-AT-87-14 (BERC) 

October f 987 

State: Michigan 

Citation (b) The Medicaid agency meets the requirements of - 

1902(p) of the Act 

42 CFR 438.808 

1932(d)(1) 
42 CFR 438.610 

(1) Section 1902(p) of the Act by excluding from 
participation- 

(A) At the State's discretion, any individual or entity for any 
reason for which the Secretary could exclude the 
individual or entity from participation in a program 
under title XVIII in accordance with sections 1 128, 
1 128A, or 1866(b)(2). 

(B) An MCO (as defined in section 1903(m) of the Act), or 
an entity furnishing services under a waiver approved 
under section 19 15(b)( I) of the Act, that - 
(i) Could be excluded under section 1 128(b)(8) 

relating to owners and managing employees who 
have been convicted of certain crimes or received 
other sanctions, or 

(ii) Has, directly or indirectly, a substantial contractual 
relationship (as defined by the Secretary) with an 
individual or entity that is described in section 
1 128(b)(8)(B) of the Act. 

(2) An MCO, PMP, PAHP, or PCCM may not have 
prohibited affiliations with individuals (as defined in 42 
CFR 438.610(b)) suspended, or otherwise excluded from 
participa;ing in procuremeni actiiities mder tht Federal 
Acquisition Regulation or fiom participating in non- 
procurement activities under regulations issued under 
Executive Order No. 12549 or under guidelines 
implewenting Executive 3rder No. 12549. If the State finds 
that an MCO, PCCM, PIPH, or PAHP is no! in compliance 
the State will comply with the requirements of 42 CFR 
138.610(c). 

Approval Date /</7/M3 Effective Date:08/13/2003 

Supersedes 
TN NO.: 87-22 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-AT-87-14 
OCTOBER 1987 

(BERC) 0MB No.: 0938-0193 
4.30 Continued 

State/Territory: ___ M_I_C_H_I_G�A�N�-------------

Citation 
1902(a)(39) of the Act (2) Section 1902(a)(39� of the Act by--
P.L. 100-93
(sec. 8(f))

1902(a)(41) 
of the Act 
P.I... 96-272,
(sec. 308(c))

1902(a)(49) of the Act 
P. I.. 100-93
(sec. 5(a)(4))

TN No. 87-2? 
Supersedes 
Tll No. N/ A 

(A) Excluding an individual or entity from
participation for the period specified by
the Secretary, when required by the
Secretary to do so in accordance with
sections 1128 or 1128A of the Act; and

(B) Providing that no payment will be made with
respect to any item or service furnished by
an individual or entity during this period.

(c) The Medicaid agency meets the requirements of--

(1) Section 1902(a)(41) of the Act with respect to
prompt notification to HCFA whenever a provider
is terminated, suspended, sanctioned, or
otherwise excluded from participating under
this State plan; and

(2) Section 1902(a)(49) of the Act with respect to
providing infoc,nation and access to information
regarding sanctions taken against health care
practitioners and providers by State licensing
authorities in accordance with section 1921 of
the Act.

Approval Date 01-14-88 Ef fee ti ve Date 11 .. Ql--87 

HCFA ID: 1O1OP/0012P 

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.  



MICHIGAN MEDICAID STATE PLAN 

79 
Revision:  HCFA-PM-87-14 (BERC) OMB No.: 0938-0193 

October 1987 
State:  Michigan 

TN NO.:  13-02  Approval Date:  ___________________ Effective Date: 01/01/2013 

Supersedes 
TN No.:  87-22 

MAR 18  2013 

Citation 
455.103 44 
FH 41644 
1902(a)(38) 
P.L. 100-
93(sec.
8(f))

4.31 Disclosure of Information by Providers and Fiscal Agents 

The Medicaid agency has established procedures for the disclosure of information by 
providers and fiscal of the Act agents as specified in 42 CFR 455.104 through 
455.106 and sections 1128(b)(9) and 1902(a)(38) of the Act. 

435.940 
through 
435.960 
52 FR 5967 

4.32 Income and Eligibility Verification System 

(a) The Medicaid agency has established a system for income and eligibility
verification in accordance with the requirements of 42 CFR 435.940 through
435.960.  (SECTION 1137 OF THE ACT AND 42 CFR 435.940 through 435.960)

(b) ATTACHMENT 4.32-A describes, in accordance with 42 CFR 435.948(a)(6), the
information that will be requested in order to verify eligibility or the correct
payment amount and the agencies and the State(s) from which that information
will be requested.

(C) The State has an eligibility determination system that provides for data matching
through the Public Assistance Reporting Information System (PARIS), or any
successor system, including matching with medical assistance programs
operated by other states.  The information that is requested will be exchanged
with states and other entities legally entitled to verify Title XIX applicants and
individuals eligible for covered Title XIX services consistent with applicable
PARIS agreements.

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.  
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Revision: HCFA-PM-87-14 
OCTOBER 1987 

(BERC·) 0MB No.: 0938-0193 

MICHIGAN 
State/Territory: 

Citation 
l902(a)(48) 
of the Act,

P.L. 99-570
(Section 11005)
P.L 100-93
(sec. 5(a)(3))

T.N No. 87-22 
Supersedes 
TN Yo. 87-11 

4.33 Medicaid Eligibility Cards for Homeless Individuals 

(a) The Medicaid agency has a method for making cards
evidencing eligibility for medical assistance
available to an individual eligible under the
State's approved plan who does not reside in a
permanent dwelling or does not have a fixed home or
mailing address.

(b) ATTACHMENT 4.33-A specifies the method for issuance
of Medicaid eligibility cards to homeless
individuals.

Approval Date 01-14-88 Effective Date 11-01-87

HCFA ID: 1010P/0012P 

1t U.S. GOVERNMElff PRINTING OFFICE; 1�7- 2 0 1- B l 8 / 6 0 4 3 7 
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Revision: HCFA-PM-90- 2 (BPD) 
jABlJARY 1990 

0MB No.: 0938-0193 

State/Territory: MICHIGAN

Citation 

l919(h)(l) 
and (2) 
of the Act, 
P.L. 100-203
(Sec. 4213 ( a))

l919(h)(2)(B)(ii) 
of the Act 

1919(h) (2) CF) 
of the Act 

Tl No.�/ 
Supersedes 
TY Yo. N/A 

4.35 Remedies for Skilled Nursing and Intermediate Care 
Facilities that Do Not Meet Requirements of 
�artic ipation 

Ca) The Medicaid agency meets the requirements of 
section l919(h)(2)(A) through (D) of the Act 
concerning remedies for skilled nursing and 
intermediate care facilities that do not meet one 
or more requirements of participation. 
ATTACHMENT 4.35-A describes the criteria for 
applying the remedies specified in section 
l919(h)(2)(A)(i) through (iv) of the Act. 

LI Not applicable to intermediate care facilities; 
these services are not furnished under this plan. 

t'xi (b) The agency uses the following remedy(ies): 

(l) Denial of payment for new admissions.

(2) Civil money penalty.

(3) Appointment of temporary management.

<•> In emergency cases, closure of the facility 
and/or transfer of residents. 

«J Cc) The agency establishes alternative State remedies 
to the specified Federal remedies (except for 
termination of participation). ATTACHMENT 4.35-B 
describes these alternative remedies and specifies 
the basis for their use. 

LI Cd) The agency uses one of the following incentive 
programs to reward skilled nursing or intermediate 
care facilities that furnish the highest quality 
care to Medicaid residents: 

LI Cl) Public recognition. 

LI (2) Incentive payments. 

Approval Date � /K-t:/5 Effective Date 
07/01/94 

HCFA ID: 1010P/0012P 
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Revision: HCFA-PM-95-4 
JUNE 1995 

(ESQB) 

79c,l 

State/Tarri�ory: 

Citation 

42 CJ'lt 
S-488.402(!) 

42 CFR 
S488.434 

42 CFR 
S488.402(f)(2) 

42 en 
S488.4S6(c)(d) 

42 CP'R 
S488.488,404(b)(l) 

4,35 Enforcement of Ccmpliance for Nursing Facilities 

(a) Ncti!�cation of Er.forc&ment Remedies

When taki.�g an enfcrcament action against a non
State operated NF, the Stat& provides
notification in acecrda.�ce wi�h 42 en

488,402(f).

(i) The notice (except for civil money penalties
and State monitoring} specifies t.�a;

(1) n4�nre cf noncgmpliance,
(2) wl:lic:h remedy is imposed,
(3) effective �ate of the remecy, and
(4) right to appeal the deter.u.ination

leadinq to the ruieay.

(ii) The notice :o� ci�il money penalties is in
writing and contains the info::ination
specified in 42 en 488.434.

(1ii) Except tor civil money penalties and 
State monitoring, notice ia 9iven at least 2 
calendar days Detore �he e!£ective data of 
the enforcement remedy :tor imo&dia:te :! eopardy 
Qit�ations and at leal5t 15 calendar days 
before the effective date cf the enforcement 
remedy when immediate jeopardy dces net 
exist. 

(iv) Ncn:ificati0n cf termination is given to the
facility and to the public at l&ast 2
calendar days :before tile remedy's effective
date if the noncompliance ccnatitutea
immacii.ate jaopc-dy and a-:. least lS calendar
daye before the remedy'e ef!e�ive d&te if
the noncompliance dcaa net constitute
immediate jeopardy. The State muet ter:n��ata
the provider agreement cf .m NP' in accordance
with proce�uree in parta 431 and 442,

(b) Fae1:ors to be Ccnaiciered in Selecting Remedies

(i) In deta:mining the seriousness of
dtlticianeiea, the State conei�ere the factors
specified in 42 C!'R 488.404(1:>) {l) & (2),

The S�ate considers additional factors. 
Attachment 4.35-A describes the State's 
other factors. 

TN No, 95..- l.r . /2£ supersedee. /1// Appra,,al I>ater 11-;?-'7..;; Effective Date: 'r-,::J0-9-6 
TN No. "'T7-� / 
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Revision: HCFA-PM-95-4 (HSQB) 
JUNE 1995 

State/Territory: 

Citation 

42 CFR 
5488.410 

42 CFR 
S488.417(b) 
Sl9l9 (hi (2) (Cl 
of the Act.

42 CFR 
S488. 414 
Sl919 (h) (2) (D) 
of the Act. 

42 cm

S488.408 
1919(h) (2) CA) 
of the Act. 

42 CFR 
S488. 412 (a) 

42 CFR 
§48B.406Cb)
S1919 (hl (2) (Al 
of the Act. 

c) Application of Remedies

(ii If there is immediate jeopardy to resident
health or safety, the State tenninates the 
NF's provider agreement within 23 calendar
days !.roin the date of the last survey or 
immediately imposes temporary management to
remove the threat within 23 days. 

(ii) The State imposes the denial of payment·
(or its approved alternative) with respect
to any individual admitted to an NF that
has not come.into suDstantial compliance
within 3 months after the last day of the
survey.

(iii) The State imposes the denial of payment fo�
new admissions remedy as specified i.n
5488,417 (or its approved·alternative) and
a State monitor as specified at 5488.422,
when a faci1ity has been found to have
provided 5ub�tandard quality of care on the
last three consecutive standard surveys.

(iv) The State !ollows the criteria specified at
42 CFR S488.408(c) (2), S488.408(d) (2), and
S488.408(e) (2), when it imposes remedies in
place of or in addition to te.rm.ination.

(vl When immediate jeopardy does not exist, the 
state tez:minates an NF's provider agreement 
no later than 6 months !roin the finding of 
noncompliance, if the conditions of 42 CFR 
488.412(a) are not met. 

(d) .Available Bcmcdi e.,,_

Ii) The State has established the remedies
defined in 42 CFR 488.406(b).

_;i._ (1) 
y ....c... (2) 

...x_ (3l 
14 l 

....:£_ (5) 

..j.._ (6) 

Te.z:mination 
Temporary Management 
Denial of Payment for New Admissions
Civil Money Penaltie� 
Transfer of Residents; Transfer of 
Residents with Closure of Facility 
State Monitoring 

Attachments 4. 35-B th.rough 4. 35-G describe the criteria
for applying the above remedies. 

TN No._l:J<f •Q1_ 
supe.rsede:..,-J Approval Date: 6 - fv -0 / 
TN No.__ · . · ____!b--/ 5-

l!:ffec�ive Date: 3/J.1/ Cf;

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.  



MAY-17-2001 12:31 

Revision: HCFA-PM-95-4 
JUNE 1995 

79c.3 

{HSQB) 

State/Territory: __ _,,:M....:.a1�c�n...a..:.<�0�a=n�----�

Citation 

42 CFR 
§4.88.406(b)
§1919 (h) (2) {Bl (ii)
of. the Act. 

42 CFR 
S4.88.303(bl 
1910(h) (2) (F) 
of the Act. 

TN No. qC( - (j'7
' -

(ii) -I-

-- (1) 
(2) 

�(3) 
___ (4.) 

--(5) 

The State uses alternative remedies. 
The State ha3 e3tablished alternative 
remedies that the State will impo3e in 
place of a remedy specified in 42 CFR 
488. 406 (bl.

Temporary Management 
Denial of Payment for New Admissions 
Civil Money Penalties 
�ransfer of Residents; Transfer of 
Residents with Closure of Facility 
state Monitoring. 

Attachments 4.35-B through 4.35-G describe the 
alternative remedies and the criteria for applying them. 

(e).:i... State Jncentjve Program� 

(l) Public Recognition
(2) Incentive Payments

.:F: 

supersedes S < Approval
TN No. q ' / _1 

Date: Effective Date: 3/�'1/ "!./

P.05/13

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.  
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Revision: HCFA-PM-91- 4 

AUGUST 1991 

(BPD) 0MB No.: 0938-

State/Territory: MiauGAN· 

Citation 

1902(a} (11) (C) 
and 1902(a)(-53) 
of the Act 

4.36 Required Coordination Between the Medicaid and WIC 
Programs 

The Medicaid agency provides for the coordination 
between the Medicaid program and the Special 
Supplemental Food Program for Women, Infants, and 
Children (WIC) and provides timely notice and 
referral to WIC in accordance with section 1902(a)(S3) 
of the Act. 

TN No. 9;{-C/ 
Supersedes Approval Date f--//-9r:>l.. 
TN No. N/A 

Effective Date __ 1_0-_
0_1_-_9_1 __ _ 

HCFA ID: 7982E 

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.  



�evision: HCFA-PM-91- 10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919 ( f ) ( 2 ) , 
P.L. 100-203 (Sec.
42ll(a)(3)); P.L.
101-239 (Secs.
690l(b)(3) and
(4)); P.L. 101-508
(Sec. 480l(a)).

4.38 

X 

79n 

(BPD) 

MICHIGAN 

Nurse Aide Training and Co!!Itency
Evaluation for Nursing Faciities 

(a) The State assures that the
requirements of 42 CFR
483.lSO(a), which relate to
individuals deemed to meet the
nurse aide training and
competency evaluation
requirements, are met.

(b) The State waives the competency
evaluation requirements for
individuals who meet the
requirements of 42 CFR
483.150(b)(l).

(c) The State deems individuals who
meet the requirements of 42 CF'R
483.150(b)(2) to have met the
nurse aide training and
competency evaluation
requirements.

(d) The State specifies any nurse
aide training and competency
evaluation programs it approves
as meeting the requirements of
42 CPR 483.152 and competency
evaluation programs it approves
as meeting the requirements of
42 CPR 483.154.

(e) The State offers a nurse aide

training and competency
evaluation program that meets
the requirements of 42 CFR.
483.152.

(f) The State offers a nurse aide
competency evaluation program
that meets the requirements of
42 CPR 483.154.

TN No. �..t!i::L. () 
Supers des 
TN No. N/A 

Approval Date 0//-tJF- � Effective Date 01-01-92

. .,,. -�
'··' 

.• ,,. -·· .... 
-� . ,.,,. - .,. .
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Revision: HCP'A-PM-91- 10 

DECEMBER 
1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919(!)(2), 
P.L. 100-203 (Sec.
42ll(a)(3)); P.L. 
101-239 (Secs. 
690l(b) (3) and 
(4)); P.L. 101-508
(Sec. 480l(a)). 

790 
(BPD) 

MICHIGAN 

(g) 

(h) 

If the State does not choose to 
offer a nurse aide training and 
competency evaluation program or 
nurse aide competency evaluation 
program, the State reviews all 
nurse aide training and 
competency evaluation programs
and competency evaluation 
programs upon request. 

The State survey agency 
determines,. during the course of 
all surveys, whether the 
requirements of 483.75(e) are 
met. 

(i) Before approving a nurse aide
training and competency 
evaluation program, the State 
determines whether the 
requirements of 42 CFR 483.152 
are met. 

(j) Before approving a nurse aide 
competency evaluation program, 
the State determines whether the 
requirements of 42 CP'R 483.154 
are met. 

(k) Por program reviews other than
the initial review, the State 
visits the entity providing the 
program. 

(1) The state doea not approve a
nurae aide training and 
competency evaluation program or 
competency evaluation program 
offered by or in certain 
facilities as described in 42 
CP'R 483.15l(b)(2) and (3).

TN No.wSupers� 
TN No.� 

Approval Date ()J/-.�f,.fo2.. Effective Date tll-lJI- 9ol..

•1:• 
-

...:... 
�- """ 

·,: 
...
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Revision: HCFA-PM-91-10
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
secs. 1902(a)(28), 
1919(e)(l) and (2),
and 1919(f�(2), 
P.L. 100-203 (Sec.
42ll(a)(3)); P.L. 
101-239 (Secs. 
6901 (b) (3) and 
(4)); P.L. 101-508
(Sec. 480l(a)). 

X 

79p 
(BPD) 

MICHIGAN 

(m) 

(n) 

The State, within 90 days of 
receiving a request for approval
of a nurse aide training and 
competency evaluation program or
competency evaluation program, 
either advises the requester 
whether or not the program has
been approved or requests 
additional information from the
requester. 

The State does not grant
approval of a nurse aide 
training and competency 
evaluation program for a period
longer than 2 years. 

(o) The State reviews programs when
notified of substantive changes
(e.g., extensive curriculum
modification). 

(p) The State withdraws approval 
from nurse aide training and 
competency evaluation progrmu
and competency evaluation 
programs when the program is
described in 42 C!'R 
483.15l(b)(2) or (3).

(q) The State withdraws approval of
nurse aide training and 
competency evaluation programa 
that cease to meet the 
requirements of 42 C!'R 483.152 
and competency evaluation 
programs that cease to meet the
requirements of 42 C!'R 483.154.

(r) The State withdraws approval of
nurse aide training and 
competency evaluation programs 
and competency evaluation 
programs that do not permit 
unannounced visits by the State.

Supers� 
TN No.�O

TN No. N/A . 
Approval Date � t/-tJ I'-f � Effective Date -�0�1_-�0�1-�9�2

;:...... 

'C7' r�. 
·./' 

.v-

_ :;· --- -- . _ ---

,,.. 

·� 
+ 

- ... . . 
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Revision: HCFA-PM-91-10
DECEMBER . 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D;
Secs. 1902(a)(28), 
1919(e)(l) and (2),
and 1919(f)(2), 
P.L. 100-203 (Sec. 
42ll(a)(3)); P.L. 
101-239 (Secs. 
6901 (b) (3) and 
(4)); P.L. 101-508
(Sec. 480l(a)). 

79q 
(BPD) 

MICHIGAN 

(s) 

(t) 

(u) 

(v) 

(w) 

(x) 

When the State withdraws 
approval from a nurse aide 
training and competency 
evaluation program or competency
evaluation program, the State 
notifies the program in writing,
indicating the reasons for 
withdrawal of approval. 

The State permits students who
have started a training and 
competency evaluation program 
from which approval is withdrawn
to finish the program. 

The state provides for the 
reimbur-sement of costs incurred
in completing a nurse aide 
training and competency 
evaluation program or competency
evaluation program for nurse 
aides who become employed by or 
who obtain an offer of 
employment from a facility 
within 12 months of cOl'llpleting
au-ch program. 

The State provides advance
notice that a record of 
successful completion of 
competency evaluation will be
included in the state's nurse
aide registry. 

Competency evaluation programs 

are administered by the state or
by a State-approved entity which
ia neither a skilled nursing 
facility participating in 
Medicare nor a nursing facility
participating in Medicaid. 

The State permits proctoring of
the competency evaluation in 
accordance with 42 CFR 
483.154(d). 

(y) The State has a standard for
successful completion of 
competency evaluation programs. 

TN Ho. �d 
Superse� 
TN No. N/A 

Approval Date tJ,¥--tl f: f ,fl 1!:ffecti.ve Date 01-01-92 

·,::, 

__ .i,. ______ -

. ":"' -\.• ..,. 
- �- - -·
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Revision: HCFA-PM-91-10 
DECEMBER 1991 

State/Territory: 

Citation 
42 CFR 483.75; 42 
CFR 483 Subpart D; 
Secs. 1902(a)(28), 
1919(e)(l) and (2), 
and 1919 ( f )( 2 ) , 
P.L. 100-203 (Sec.
42ll(a)(3)); P.L. 
101-239 (Secs.
690l(b)(3) and 
(4)); P.L. 101-508
(Sec. 480l(a)).

X 

X 

X 

X 

79r 
(BPD) 

MICHIGAN 

(z) The State includes a record of
successful completion of a 
competency evaluation within 30
days of the date an individual 
is found competent. 

(aa) The State imposes a maximum upon 
the number of times an 
individual may take a competency 
evaluation program (any maximum 
imposed is not less than 3). 

(bb) The State maintains a nurse aide 
registry that meets the 
requirements in 42 CFR 483.156. 

(cc) The State includes home health
aides on the registry.

(dd) The State contracts the
operation of the registry to a
non State entity.

(ee) ATTACHMENT 4.38 contains the 
State's description of registry 
information to be disclosed in 
addition to that required in 42 
CFR 483.156(c)(l)(iii) and (iv). 

{ff) ATTACHMENT 4.38-A contains the 
State's description of 
inforll\Ation included on the 
registry in addition to the 
inforll\Ation required by 42 CFR 
483.156(c). 

TN No.,ii/;j=JtJ
Supers cle 
TN No. tUA_ 

Approval !>ate t) 1-tJf, f� Effective !>ate 01-01-92 

r' ..... ..... 
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Revision• HCFA-PM-93-1 (BPD) 
January 1993 

State/Territory: MICHIGAN. 

Citation 
Secs.--

4, 39 Preadt\,1.aei.on Screnr.in and Anm1al 

1902(a) (28) (0) (i) 
and 1919{e)(7) of 
the Act; 
P.L. 100-203
(Sea:. 42ll(c))t
P.L. 101-508
(Sec. 4801 (b)),

fN NO, qJ-,tp 
supersede a 
TN No, N/A 

Res.dent Rev.e� n Nurs ng Fae l ti.ea 

(a) The Medicaid ageney hae in gffoct a
written ag1:eement with the Sta.ta mental
health arld mental retardation authorities
that m•et the requirements of 42 (CFR)
43l.62l(c:).

( l;)) 

( C) 

(d) 

( e) 

The state operates & preadmission .,_nd
annual resident review program that maets
the raquirementa of 42 CFR 483,100-138.

The State does not clClim e.s 11med.i.cal
assistance under tha State Plan" the coat
ot services to individuals who should
receive preadmiss1on screening or annual
reeident review until euch im:U.viduals .ire
sc�eenad or review�d.

With the except.ion of NF servi.cee
furnialled to certain NF residents defined
1n 42 C�R 483,ll8(C)(l), the State do8e
not claim ae �medical asaiat�nce under the
State plan" the cost of UF se:::-vices �o
individuals who are found not to require
NF ••rvic•••

A'l"TACHM�NT 4.39 apeci!iee the St�te'e
definition of specialized service■•

Approval Dat• 6 � f- 9..3 !:!!ttctl.ve l)ate 07/01/93 

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.  
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Revision: HCFA-PM-92-3 (HSQB) 0MB No.: 
July 1992 

State/Territory: MICHIGAN 

Citation 
Sections 
1919(9) (1)
thru (2) and 
1919(9)(4) 
thru (5) of 
the Act P.L. 
100-203
(Sec.
4212(a)) 

4.40 Survey & Certification Process 

1919(g)(l) 
(B) of the
Act

1919(g)(l) 
(C) of the
Act 

1919(g)(l) 
(C) of the
Act

1919(g)(l} 
(C) of the
Act

1919(g)(l) 
(C) of the
Act

TN No. �/0 
Superse es 
TN No. N/A 

(a) The State assures that the requirements of
1919(g)(l)(A) through (C) and section 
1919(g)(2)(A) through (E)(iii) of the Act
which relate to the survey and 
certification of non-state owned 
facilities based on the requirements of
section 1919(b), (c) and (d) of the Act, 
are met. 

(b) 

(c) 

(d) 

(e) 

(f} 

The State conducts periodic education 
programs for staff and residents (and
their representatives). Attachment 4.40-A
describes the survey and certification 
educational program. 

The State provides for a process for the
receipt and timely review and 
investigation of allegations of neglect
and abuse and misappropriation of resident 
property by a nurse aide of a resident in 
a nursing facility or by another 
individual used by the facility. 
Attachment 4.40-B describes the State's
process. 

The State agency responsible for surveys
and certification of nursing facilities or
an agency delegated by the State survey 
agency conducts the process for the 
receipt and timely review and 
investigation of allegations of neglect
and abuse and misappropriation·of resident 
property. If not the State survey agency, 
what agency?

The State assures that a nurse aide, found
to have neglected or abused a resident or 
misappropriated resident property in a 
facility, is notified of the finding. The
name and finding is placed on the nurse 
aide registry. 

The State notifies the appropriate
licensure authority of any licensed 
individual found to have neglected or
abused a resident or misappropriated 
resident property in a facility. 

Approval Date .J/-1-9.,5 Effective Date 1-1-93

HCFA ID: PM 92-03

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-92-3 
APRIL 1992

79v 

(HSQB) 0MB No: 

State/Territory: Michigan 

1919(g) (2)
(A)(i) of 
the Act 

1919(9) (2) 
(A)(ii) of 
the Act 

1919(9) (2) 
(A)(iii)(I) 
of the Act 

1919(9) (2) 
(A)(iii)(II)
of the Act 

1919(9)(2) 
(B) of the
Act 

1919(g)(2) 
(C) of the
Act 

TN No.�{)
supers� 
TN No. N/A 

(g) The State has procedures, as provided for at 
section 1919(g)(2)(A)(i), for the scheduling and
conduct of standard surveys to assure that the 
state has taken all reasonable steps to avoid 
giving notice through the scheduling procedures
and the conduct of the surveys themselves. 
Attachment 4.40-C describes the State's 
procedures. 

(h) The State assures that each facility shall have 
a standard survey which includes (for a case-mix
stratified sample of residents) a survey of the 
quality of care furnished, as measured by 
indicators of medical, nursing and 
rehabilitative care, dietary and nutritional 
services, activities and social participation,
and sanitation, infection control, and the 
physical environment, written plans of care and 
audit of resident's assessments, and a review of
compliance with resident's rights not later than
15 months after the date of the previous 
standard survey. 

(i) The State assures that the Statewide average
interval between standard surveys of nursing
facilities does not exceed 12 months.

(j) The State may conduct a special standard or 
special abbreviated standard survey within 2
months of any change of ownership, 
administration, management, or director of 
nursing of the nursing facility to determine 
whether the change has resulted in any decline
in the quality of care furnished in the 
facility. 

(k) The State conducts extended surveys immediately
.or, if not practicable, not later that 2 weeks 
following a completed standard survey in a 
nursing facility which is found to have provided
substandard care or in any other facility at the
secretary's or State's discretion. 

(1) The State conducts standard and extended surveys
based upon a protocol, i.e., survey forms, 
methods, procedures and guidelines developed by 
HCFA, using individuals in the survey team who 
meet minimum qualifications established by the 
Secretary. 

Approval Date 4-l-9E Effective Date 1-1-93

HCFA ID: PM 92-03
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Revision: HCFA-PM-92- 3 
APRIL 1992

19..; 

(HSQB) 0MB No; 

State/Territory: MICHIGAN 

1919(9) (2) 
(D) of the 
Act 

1919(g) (2)
(E) ( i) of 
the Act 

1919(g) (2) 
(E) (ii) of
the Act 

1919(g) (2) 
(E) (iii) of
the Act 

1919(g) (4)
of the Act

1919(g)(S)
(A) of the
Act 

1919(g) (S)
(B) of the
Act 

1919(g)(S)
(C) of the
Act 

1919(g)(S)
(D) of the
Act 

TN No. �/0
Superse� 
TN No • ...Nib

(m) The State provides for programs to measure and
reduce inconsistency in the application of 
survey results among surveyors. Attachment
4.40-D describes the State's programs. 

(n) The State uses a multidisciplinary team of
professionals including a registered 
professional nurse.

(o) The State assures that members of a survey team
do not serve (or have not served within the 
previous two years) as a member of the staff or
consultant to the nursing facility or has no 
personal or familial financial interest in the 
facility being surveyed. 

(p) The State assures that no individual shall serve
as a member of any survey team unless the 
individual has successfully completed a training
and test program in survey and certification 
techniques approved by the Secretary. 

(q) The State maintains procedures and adequate 
staff to investigate complaints of violations of
requirements by nursing facilities and onsite 
monitoring. Attachment 4.40-E describes the 
State's complaint procedures. 

(r) The State makes available to the public 
information respecting surveys and certification
of nursing facilities including statements of 
deficiencies, plans of correction, copies of 
cost reports, statements of ownership and the 
information disclosed under section 1126 of the
Act.

(a) . The State notifies the State long-term care
ombudsman of the State's finding ct non
compliance with any of the requirements of 
subsection (b), (c), and (d) or of any adverse
actions taken against a nursing facility. 

(t) If the State finds substandard quality of care 
in a facility, the State notifies the attending
physician of each resident with respect to which
such finding is made and the nursing facility 
administrator licensing board.

(u) The State provides the State Medicaid fraud and
abuse agency access to all information 
concerning survey and certification actions.

Approval Date �-1-9.3 Effective Date 1:-1-93 

HCFA ID: 
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79x 

(HSQB} 

..... _ · . 

state/Territory: ______ m_� _______ . _______ _

Citation 

Sections 
1919(b)(3) 
and 1919 
(e) (5) of
the Act

1919(e)(S) 
(A) of the
Act

l919(e) (5) 
(B) of the
Act

4.41 Resident Assessment for Nursing Facilities 

( a) 

(b) 

The State specifies the instrument to be used by 
nursing facilities for conducting a 
comprehensive, accurate, standardized, 
reproducible assessment of each resident's 
functional capacity as required in 
Sl919(b)(3)(A) of the Act. 

The State is using: 

_K_ the resident assessment instrument 
designated by the Health Care Financing 
Administration (see Transmittal #241 of 
the State Operations Manual) 
[Sl919(e)(S)(A)]; or 

a resident assessment instrument 
that the Secretary has approved as being 
consistent with the minimum data set of 
core elements, common definitions, and 
utilization guidelines as specified by the 
Secretary (see Section 4470 of the State 
Medicaid Manual for the Secretary's __ _ 
approval criteria) (Sl919(e)(S)(B)J. 

TN No. �..t; 
Supersedes Approval Date /tJ-;2,f-tJ-< 
TN No. N/A 

Effective Date 07-01-92

HCFA ID: 
----
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State of MICHIGAN 

Citation 

1902(a)(68) 
of the Act 
P.L. 109-
171 (§6032)

4.42 Employee Education About False Claims Recoveries 

TN NO.: 07-06 

Supersedes 

(a) The Medicaid agency meets the requirements regarding
establishment of policies and procedures for the education of
employees of entities covered by section 1902(a}(68} of the Social
Security Act (the Act) regarding false claims recoveries and
methodologies for oversight of entities' compliance with these
requirements.

1) Definitions

A) An "entity" includes a governmental agency, organization,
unit, corporation, partnership, or other business.
arrangement (including any Medicaid managed care
organization, irrespective of the form of business structure
or arrangement by which it exists), whether for-profit or
not-for-profit, which receives or makes payments under a
State Plan approved under title XIX or under any waiver of
such plan, totaling at least $5,000,000 annually.

If an entity furnishes items or services at more than a
single location or under more than one contractual or other
payment arrangement, the provisions of section
1902( a)(68) apply if the aggregate payments to that entity
meet the $5,000,000 annual threshold. This applies
whether the entity submits claims for payments using one
or more provider identification or tax identification
numbers.

A governmental component providing Medicaid health care
items or services for which Medicaid payments are made
would qualify as an "entity'' (e.g., a state mental health
facility or school district providing school-based health
services). A government agency which merely administers
the Medicaid program, in whole or part (e.g., managing the
claims processing system or determining beneficiary
eligibility), is not, for these purposes, considered to be an
entity.

An entity will have met the $5,000,000 annual threshold as
of January 1, 2007, if it receiiled or made payments in that
amount in Federal fiscal year 2006. Future determinations
regarding an entity's responsibility stemming from the
requirements of section 1902(a}(68) will be made by
January 1 of each subsequent year, based upon the
amount of payments an entity either received or made

Approval Date:AUG I "/ 200J Effective Date: 01/01/2007 

TN No.: N/A new page 
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TN NO.: 07-06 

Supersedes 
TN No.: NIA new page 

79z 

State of MICHIGAN 

under the State Plan during the preceding Federal fiscal 
year. 

B) An "employee" includes any officer or employee of the
entity

C) A "contractor" or "agent'' includes any contractor,
subcontractor, agent, or other person which or who, on
behalf of the entity, furnishes, or otherwise authorizes the
furnishing of, Medicaid health care items or services,
pertonns billing or coding functions, or is involved in the
monitoring of health care provided by the entity.

2) The entity must establish and disseminate written policies which
must also be adopted by its contractors or agents. Written
policies may be on paper or in electronic form, but must be
readily available to all employees, contractors, or agents. The
entity need not create an employee handbook if none already
exists.

3) An entity shall establish written policies for all employees
(including management), and of any contractor or agent of the
entity, that include detailed information about the False Claims
Act and the other provisions named in section 1902(a)(68)(A).
The entity shall include in those written policies detailed
information about the entfty's policies and procedures for
detecting and preventing waste, fraud and abuse. The entity
shall also include in any employee handbook a specific
discussion of the laws described in the written policies, the
rights of employees to be protected as whistleblowers and a
specific discussion of the entity's policies and procedures for
detecting and preventing fraud, waste and abuse.

4) The requirements of this law should be incorporated into each
State's provider enrollment agreements.

5) The State will implement this State Plan amendment on
January 1, 2007.

(b) Attachment 4.42-A describes, in accordance with section
1902(a)(68) of the Act, the methodology of compliance oversight
and the frequency with which the State will re-assess compliance
on an ongoing basis.

AUG 1 '1 2007 
Approval Date: ____ _ Effective Date: 01/01/2007 
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Revisicn: HCFA-A:l'-80-38(BPP) 
May 22, 1980 

State MICHIGAN 
------------------------

Citatioo 
42 CFR 432.lO(a) 
AT-78-90 
AT-79-23 
AT-80-34 

'IN # 77-20 
Supersedes 
'IN_# ___ _ 

5.l Standards of Personnel Administration

(a) The Medicaid agency has established and
will maintain methods of pe::-sonno..l
administration in conformil.:y with
standards prescribed cy the U.S. Civil
Service Ccmnisaion in accordance with
Section 208 of the Intergov,�nmental
Personnel Act of 1970 and the regulations
on Mninist.raticn of the St;U1dards for a
Merit System of Personnel Administration,
5 CFR Part 900, Subpart F. All
requirements of 42 CFR 432.:.o are met.

D The plan is locally ac.ministered and
Stat..--supe.rvised. The requirements 
of 42 CFR 432.10 with respect to 
local agency administration are met. 

(b) Affirmative Action Plan

The Medicaid agency has in effect an
affirmative acticn plan for equal
enployment og?Ortunity that includes
specific acticn steps arxl timetables and
meets all other requirements of 5 CFR

Part 900, Subpart F.

Aa;)roval Date J 0/12/77 Effective Date 9{28(77

January 1, 2025 Version.  . . .  . .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-Al'-80-38(BPP) 
May 22, 1980 

Bl 

State. ___ M_I�CH_I.G_AN ________________ _ 

'IN_# ____ _ 
Supersedes 

'IN.;;..# ___ , 

5. 2 [Reserved]

Appro�al Date ____ _ Effective Date 
---
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Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

S��-----M�I�C_H_IG�A.N._ _______________ _

Citatioo 
42 CFR Part 432,

Subpart B 
Kr-78-90 

'lN # 78-2 
Supersedes 
'lN _t ___ _

5.3 Training Programs: ·sug;,rofessional. and 
Volunteer Programs 

The Medicaid agency meets the requirem=nts of 
42 CFR Part 432, Subpart B, with respect to a 
training program for agency personnel and the 
training w use of subprofessional staff and 
volunteers. 

Appro•.•al Date 5/24/78 Effective Date 2/27/78 
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Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

Sbte ____ M_I�C�HI�G�A_N __________________ _

Citaticn 
42 CFR 433.32 
AT-79-29 

'lN # 74-2 
Supersedes 
'1N _# ___ _ 

SECTICN 6 FINAN:IAL AI:Ml:NIS'IBATICN 

6.l Fiscal Policies and Aca:>untabili!:Y

The Medicaid agency and, where applicable, 
local agen::ies_ aclministering the plan, 
maintains an accounting system and supporting 
fiscal records adequate to assure that claims 
for Federal funds are in accord with 
awlicable Federal requirements. The 
requirements of 42 CFR 433.32 are met. 

Approval Date�_,5/...,7...,4 __ Effective Dc1te l /15/74 
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S�te ___ M_J�G�H�l�G�A�N ________________ _

Citation 
42 &--=n-433. 34 
47 FR l 7'190 

'lN � 82-21 
Suoerswes 
rm· r; 76-33 

6 .2 92,�t;. AllOC:Jticn 

'!here is a."l aw,oved cost allocation 
plan en file \Jith the Department in 
accordance with the requirements 
contained in •15 CFR Part 95, Subpart E. 

P.pproval Date 8/20/82 Effective Date 7 /16/82 
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Revision: HCFA-AT-80-38(BPP) 
May 22, 1980 

State ___ M_i_ch_1-·g�a_n __________________ _ 

Citation 
42 cm 433.33 
A:r-79-29 
AT-80-34 

'IN # 84-3 
Supersedes 
'IN # 74-2 

6.3 State Finan:::ial Participatim 

(a) State funds are used in l:oth assistance
arrl administration.

D State funds are used to· pay all of
the non-Federal share of total 
expenditures under the plan. 

There is lo:al participation. State 
funds are used to pay oot less than 
40 percent of the oon-Fecler 3.l share 
of the total experrli tures under the 
plan. There is a method of 
apportioning Federal and State funds 
arrong the fOlitical subdivisions of 
the State on an equalization or other 
basis which assures that lack of 
adequate funds fran local sources 
will rot result in la·1ering the 
axrount, duration, sa:::,pe or quality of 
care and services or level of 
administraticn under the plan in any 
part of the State. 

{b) State and Federal furds are aI_:POrtioned 
anong the fX)litic;:al subdivisions of the 
State 01 a basis consistent with equitable 
treatment of individuals in similar 
circumstances throughout the State. 

Approval Date 3/23/84 Effective Date 1/1/84 
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

86 

0MB No. 0938-

State/Territory: 

(BPD) 

·MIOUGAN

Citation 7.1 

42 CFR 430,12(c) 

SECTION 7 - GENERAL PROVISIONS 

Plan Amendments 

The plan will be amended whenever necessary to 
reflect new or revised Federal statutes or 
regulations or material change in State law, 
organization, policy or State agency operation. 

TN No, 9,$-t?J 
Supersedes Approval Date 9-//- 9.:l 
TN No. 74-02

Effective Date __ 1_0_-_0_1_-_9_
1 __ _

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

(BPD) 0MB No. 0938-

State/Territory: MICHIGAN 

Citation 

45 CFR Parts 
80 and 84 

7.2 Nondiscrimination 

In accordance with title VI of the Civil Rights Act 
of 1964 (42 u.s.c. 2000d et.�.), section 504 of the 
Rehabilitation Act of 1973 (29 u.s.c. 70b}, and the 
regulations at 45 CFR Parts 80 and 84, the Medicaid 
agency assures that no individual shall be subject to 
discrimination under this plan on the grounds of race, 
color, national origin, or handicap. 

The Medicaid agency has methods of administration to 
assure that each program or activity for which it 
receives Federal financial assistance will be operated 
in accordance with title VI regulations. These methods 
for title VI are described in ATTACHMENT 7.2-A. 

TN No. 9&1-·al /J_//,.A:' Supersedes Approval Date __ 7_..,·,, __ ·z:...-Lqf_,._ __ 

TN No. 79-07
Effective Date 

HCFA ID: 7982E 

10-01-91
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Revision: HCFA-PM-91-4 (BPD) O:MB No. 0938-
August 1991 

State/Tenitory: MICillGAN 

Citation 7.4 State Governor's Review 

42 CFR 430.12(b) The Medicaid agency will provide opportunity for the Office of 
the Governor to review State plan amendments, long-range program 
planning projections, and other periodic reports thereon, 
excluding periodic statistical, budget and fiscal reports. Any 
comments made will be transmitted to the Health Care Financing 
Administration with such documents. 

[] Not applicable. The Governor --

0 Does not wish to review any pl� material. 

1
----.

1 Wishes to review only the plan materials specified 
in the enclosed document. 

I hereby certify that I am authorized to submit this plan on behalf of the: 

MICHIGAN DEPARTMENT OF COMMUNITY HEAL TH 

(Designated Single State Agency) 

Date: ___ ,..S'""'e..,pt=e=rn .... b .... e.._r ..... 1...,6, .... 1 .... 9_.9 ... 6, __ _ 

TNNo. 96-0/C• 

Supersedes 

TNNo. _22=ill..,__ 

Approval Date 9-�a- 9 � Effective Date .r,/-/-9� 

HCFAID: 7982E 

January 1, 2025 Version.  . . .  . . This plan is provided for informational use only and does not replace the original version.  



Attachment 1.1-A. 
Page 1 

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURJTY ACT 
MEDICAL ASSISTANCE PROGRAM 

State of Michi2an 

ATTORNEY GENERAL'S CERTIFICATION 

I certify that: 

The Michigan Department of Community Health is the single State agency re
sponsible for: 

IX! administering the plan. 

The legal authority under which the agency administers the plan on a 
statewide basis is contained in 

Section 105 of the Michigan Social Welfare Act (Act 280, Public Acts of 
1939), as most recently amended by Act 289, Public Acts of I 967, 

(statutory citation) 

I I supervising the administration of the plan by local political subdivisions. 

The legal authority under which the agency supervises the administration 
of the plan on a statewide basis is contained in 

(statutory citation) 

The agency's legal authority to make rules and regulations that are 
binding on the political subdivisions administering the plan is 

(statutory citation) 

June 13, 1996 

DATE 

-::-�,: i\;-:>. --���_o_, _o __ Approval Date f-.:i 3- 9, Effective Date 4/1 /%
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Attachment 1.2-A 
Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

ORGANIZA T/ON FOR ADMINISTRATION 

The Michigan Department of Community Health is designated as the single state agency 
responsible for the Medical Assistance Program. A general description of the principal 
organizational components of the Department follows: 

1. The Policy and Legal Affairs Administration has responsibility for the
development and coordination of all health policy for the programs under the
Department's purview, including Medicaid. In addition, the administration
handles the Department's legal affairs and legislative activities.

2. The Health Programs Administration is Michigan's designated Medicaid unit with
prior authorization and operational responsibility for the Medical Assistance
program. This administration is supported by The Policy and Legal Affairs
Administration for Medicaid policy and legal issues and The Budget and Finance
Administration for fiscal issues. The Health Programs Administration also has
operational responsibility for a number of other programs: Mental Health and
Substance Abuse; MIChild; Children's Special Health Care Services (CSHCS);
Women, Infants and Children; Long Term Care and Pharmacy. In addition,
managed care contract administration, pharmacy contract administration and
prior authorization services for CSHCS beneficiaries are responsibilities of this
Administration.

3. The Executive Operations Administration includes an Office of Special Projects,
the Office of Recipient Rights, and the Division for Vital Records and Health
Statistics.

4. The Health Administration has responsibility for public health agency programs in
disease and injury prevention as well as all laboratory functions. In addition, the
department's medical consultant staff are in this administration.

5. The Budget and Finance Administration has responsibility for all fiscal activities
within the department, including Medicaid claims processing, institutional audit
and rate setting and actuarial services.

6. The Office of Quality Assurance and Customer Services has responsibility for
assuring that the de'partment's various health care programs maintain an
appropriate level of quality. In addition, this area has responsibility for customer
service activities and managed care enrollment.

TN NO. 02-08 

Supersedes 
TN No. 96-10

Approval Date �/;9/41- Effective Date 02/01/2002 

 January 1, 2025 Version. . .  .  This plan is provided for informational use only and does not replace the original verso



LONGTEllM 
CAllE PIIOGllAMS 

nunuuoF 
CIIILDREN AND 

FAMILY 
rnomur.1s 

OUREAUOF 
IIOSPITAL 
�F.RVICES 

LONG TEl�I 
CARE 

PROGRAM 
DE\'ELOPIIIENT 

DIVISION OF 
COMMUNITY 

ll\'ING 

-

-

MENTAi. 
ll[ALTII 

SERVICES TO _ 
CIIILOllEN ANI> 

FAIIIILIES 

CHILDREN'S 
SPECIAi. 

IIEALTII CARE _ 
SEI\VICES PLAN 

DIVISION 

DIVISION OF 
FAIIIILYAND 
COMI\IUNITV _ IIEALTII 

\\'IC l'l\llGllAMS .._ 

CAHO CENTER 

IIA\VTIIORN 
CENTEII 

W, llF.UTIIF.ll 
l'SVCIIIATlllC 

HOSPITAL 

MT. PI.EASANT 
CENTER 

NORTIIYII.I.E 
PSYCHIATRIC 

-

-

HosrnAL -

KAl,AMAZOO 
PSVCIIIATIUC 

HOSPITAi. 
-

I 

I'·- Director 
l 1 .,nes K. Haveman, Jr.

Attachment 1.;-

IIEALTII PROGllAI\IS 

ADMINISTRATION 

P. Danie-Senior Deputy Director

CENTER FOR 
FORENSIC 

PSYCIIIATRY 

BUREAU OF 
FORENSIC 

MENTAL IIEAI.TII 
SERVICES 

-

HURON VAi.LEV 
CENTER 

DIIREAUOF 
MENTAL IIEAI.TII 
AND SUBSTANCE 
A DUSE SERVICES 

IIUIIEAIIOF 
COMPIIEIIENSIVE 

IIEAI.TII l'LANS 
ANO PIUllMACV 

PltOGIUMS 

DIVISION OF 
COMMUNITY 

SERVICES/ 
IIIENTAL 
HEALTII 

Ul\'ISIUN Ut' 
COIIIIIIUNITV 

SERVICES/ 
SUBSTANCE 

ABUSE 

-

-

-

COIIIPREIIF.NSl\'E 
HEAi.Tit fl.AN 

DIVISION 

REVIEW ANO 
EVALUATION 

bl\'ISION 

-

-

MENTAL HEALTH 
DIVISION - .__ ___ _

OUTPATIENT 
CLINICAL 

OPERATIONS 

CI.INICAI,
DlnECTOR

-

DIVISION OF 
SUBSTANCE 

ABUSE 
QUALITY AND -

PLANNING 

TN# 
Approval date: 
E.ffecti ve date: 
Supersedes TN# 

02-08

02/01/2002 
96-10

CUSTOI\IEn 
REI.ATONS 

January 1, 2025 Version.  . . . .   This plan is provided for informational use only and does not replace the original version. 



Attachment 1.2-C 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

ORGANIZATION FOR ADMINISTRATION 

Skilled Professional Medical Personnel 

The Department employs 21 skilled professional medical personnel (physicians, dentists, nurses, and 
other specialized personnel who have professional education and training in the field of medical care or 
appropriate medical practice) and 3 supporting staff (secretarial, clerical, and others whose activities are 
directly necessary to the carrying out of the functions which are the responsibility of the skilled 
professional medical personnel) to administer the state's Medicaid program. 

TN # ____ 0-=2
-=
-0=8 __ _ 

Supersedes 
TN# 74-2 // 1/15/73

Approval Date: &/;f /dJ--
__ ..___ _____

Effective: 02/01/2002 
----==-=:....:..====---
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FAMILY INDEPENDENCE AGENCY 

ATTACHMENT 1.2-D 
Page 1 

Through int�ragency agreement, staff in the Family Independence Agency perform the 
eligibility determination function for the Medical Assistance Program. 

Staff in the Family Independence Agency's central office provide coordination, 
administration, review and support of county-based operations. They prepare and 
distribute instructional materials to the county-based staff, conduct training as is 
necessary and perform other supportive services. They also monitor the activities of 
county-based staff to assure compliance with applicable policy and procedure. 

The county-based operations are responsible for the determination of client eligibility for 
Medicaid and performance of other supportive services to assure client access to and 
receipt of medically necessary care. Staff facilitate client appeals of negative actions 
and assure compliance with any decisions affecting eligibility issued as a result. 

TN No. ?6 -014

Supersedes 

Approvai Date� f'J..f- 94 EH�ctive Dat� 6!(-tJI-_�

TN No. -"-1>,...IA---- � .. . . . .... :.:. ... ;;.: . . 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Michigan's State Plan 

SECTION 2:  Coverage & Eligibility 
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Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A

Page 1 
0MB NO.: 0938·-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION 

Agency• Citation(s) Groups Covered 

The following groups are covered under this plan. 

42 CFR 435.110 

42 CFR 435.115 

A. Mandatory coverage - Categorically Needy and Other
Required Special Groups

1. Recipients of AFDC

The approved State AFDC plan includes:

JKI Families with an unemployed parent for the 
mandatory 6-month period and an optional 
extension of 6 months. 

�/ Pregnant women with no other eligible children. 

JKI AFDC children age 18 who are full-time students 
in a secondary school or in the equivalent 
level of vocational or technical training. 

The standards for AFDC payments are listed in 
Supplement 1 of ATTACHMENT 2.6-A.

2. Deemed Recipients of AFDC

a. Individuals denied a title IV-A cash payment
solely because the amount would be less than $10.

•Agency that determines eligibility for coverage.

TN No. ¢3.-@ 
Supersedes 
TN No. 86-12

C:- :•·.,- � ..... 

.._ - --· -· ·- -·- -- -·
--· -

Effective Date 10-01-9 I

HCFA ID: 7983E 

.r .... 1"f -.P.'. . � 
-� -- - . -- . - ... �-. __ ;,: 

·-· . ..•· 
·- :i 
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Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2,2-A 
Page 2 
0MB NO,: 0938 :.. 

state: _______ �M.I�CR ...... I�G�;,;�N..._ ______ _ 

Agency* Citation(s) Groups Covered 

A, Mandatory coverage - categorically Needy and other 
Required Special Groups (Continued)

2. Deemed Recipients of AFDC.

1902(a)(l0)(A)(i)(I) 
of the Act 

b. Effective October 1, 1990, participants in
a work supplementation program under title
IV-A and any child or relative of such
individual (or other individual living in the same
household as such individuals) who would be
eligible for AFDC if there were no work
supplementation program, in accordance with
section 482(e)(6) of the Act.

402(a) (22) (A) 
of the Act 

406(h) and 
1902(a) (10) (A) 
(i)(I) of the Act 

1902(a) of 
the Act 

c. Individuals whose AFDC payments are
reduced to zero by reason of recovery
of overpayment of AFDC funds.

d. An assistance unit deemed to be receiving
AFDC for a period of four calendar months
because the family becomes ineligible for
AFDC as a result of collection or increased
collection of support and meets the
requirements of section 406(h) of the Act.

e. Individuals deemed to be receiving AFDC
who meet the requirements of section
473(b)(l) or (2) for whom an adoption
assistance agreement is in effect or foster
care maintenance payments are being made under
title IV-E of the Act.

*Agency that determines eligibility for coverage.

Approval Date e.a-/., !-i¾'J Effective Date 10-01-91 

HCFA ID: 7983E 

.. . ,.... 
[ 

. .,. . ., 
• .1January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.
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Revision: HCFA-PM-91-4 
AUGUST. 1991 

(BPD) ATTACHMENT 2.2-A 
Page 2a 

. 0MB NO.: 0938-
State: _______ MI_CH_I_GAN ________ _

Agency• Citation(s) Groups Covered 

407(b), 1902 
(a) (10) (A) (i)
and 1905(m)(l) 
of the Act

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

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

3. Qualified Family Members

Effective October 1, 1990, qualified
family members who would be eligible to
receive AFDC under section 407 of the Act
because the principal wage earner is 
unemployed.

A/ Qualified family members are not included
because cash assistance payments may be made to 
families with unemployed parents for 12 months 
per calendar year. 

4. Families terminated from AFDC solely because
of earnings, hours of employment, or loss of 
earned income disregards entitled up to twelve
months of extended benefits in accordance with
section 1925 of the Act. (This provision expires on
September 30, 1998.)

*Agency that determines eligibility for coverage.

TN No. ?/4'::rPri Approval Date 4.$-Lf-U Effective Date 10-01-91
Supersedes 
TN No. 87-19 HCFA ID: 7983E 

:••.:, 

-� r,- -� ·•· .T
..... l;_ ii 
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AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 3

0MB NO.: 0938.-
State: _______ )IT

......_
CH ___ I_GAN-=---------

Agency• Citation(s) Groups Covered 

42 CFR 435 .113 

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

s. Individuals who are ineligible for AFDC solely
because of eligibility requirements that are
specifically prohibited under Medicaid. Included
are:

a. Families denied AFDC solely because of income and
resources deemed to be available from--

(1) Stepparents who are not legally liable for
support of stepchildren under a State law of
general applicability;

(2) Grandparents;

(3) Legal guardians; and

(4) Individual alien sponsors (who are not
spouses of the individual or the
individual's parent);

b. Families denied AFDC solely because of the
involuntary inclusion of siblings who have income
and resources of their own in the filing unit.

c. Families denied AFDC because the family
transferred a resource without receiving adequate
compensation.

*Agency that determines eligibility for coverage.

TN No. f?,P ;;t24' 
Supersedes 
TN No. 86-12

...... � 
... ·. •, · 

Approval Date ?' f-23'--9e? 

..... 

Effective Date 10-01-91

HCFA ID: 7983E 

,,r,, '9!"· •. l"' 1'!" 1""' 
- - -- --- .... � - . _t. -

- ... . " 
! 

_ .. 
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Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2,2-A 
Page 3a 
0MB NO,: 0938-

State: _______ ·MI_CH_I_GAN ________ _ 

Agency* Citation(s) Groups Covered 

MOSS 42 CFR 435,114 

1902(a)(10) 
MDSS (A) (i) (III)

and 1905(n) of 
the Act 

A, Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

6, Individuals who would be eligible for AFDC except for 
the increase in OASDI benefits under Pub. L. 92-336 
(July 1, 1972), who were entitled to OASDI in August 
1972, and who were receiving cash assistance in 
August 1972. 

_z_ Includes persons who would have been eligible 
for cash assistance but had not applied in 
August 1972 (this group was included in this 
State's August 1972 plan). 

Includes persons who would have been eligible 
for cash assistance in August 1972 if not in a
medical institution or intermediate care 
facility (this group was included in this 
State's August 1972 plan). 

Not applicable with respect to intermediate 
care facilities; State did or does not cover 
this service. 

7. Qualified Pregnant Women and Children.

a. A pregnant woman whose pregnancy has been
medically verified who--

(1) Would be eligible for an AFDC cash
paynent if the child had been born and
was living with her;

*Agency that determines eligibility for coverage.

r: 
--�'-' . 

TN No. @-o.;> 
Supersedes

/ TN No. NA

-� :.r: 

---- ---- . 

Approval Date o_a-1]'-9.;( Effective Date ]Q-QJ-9] 

HCFA ID: 7983E 

"!"· . � 'll""' 
;: 

- --
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Revision: HCFA-PM-92-1 (MB) 
February 1992 

ATTACHMENT 2.2-A 
Page 4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

Citation(s) 

1902(a)(1 0)(A) 
(i)(III) and 1905(n) 
of the Act 

TN No. 98-05 
Supersedes 
TN No .. 96-20 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Groups Covered 

A. Mandatory Coverage - Categorically Needy and
Other Required Special Groups (Continued)

7. a. (2) Is a member of a family that would be
eligible for aid to families with dependent 
children of unemployed parents if the State 
had an AFDC-unemployed parents program; or 

(3) Would be eligible for an AFDC cash payment
on the basis of the income and resource
requirements of the State's approved AFDC
plan.

b. Children born after September 30, 1983
who are under age 19 and who would be
eligible for an AFDC cash payment on the basis of
the income and resource requirements of the
State's approved AFDC plan.

Children under age 19 and who would be 
eligible for an AFDC cash payment on the 
basis of the income and resource requirements 
of the State's approved AFDC plan. 

Approval Date f- 11 ·· 1/..Y Effective Date 05/01/98 
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ATTACHMENT 2.2-A 
Page 4a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Citation(s) 

1902(a)(1 0)(A)(l)(IV) 
and 1902(1)(1 )(A) 
and (8) of the Act 

1902(a)(1 0)(A)(l)(VI) 
and 1902(1)(1 )(C) 
of the Act 

1902(a)(1 0)(A)(l)(VII) 
and 1902 (1)(1)(0) 
if the Act 

TN No. 98-05 
Supersedes 
TN No. 92-14 

Groups Covered 

A. Mandatory Coverage - Categorically Needy and
Other Required Special Groups (Continued)

8. Pregnant women and infants under 1 year of age with
family incomes up to 133 percent of the Federal
poverty level who are described in Section 1902(a)
(1 0)(A)(l)(IV) and 1902(1)(1 )(A) and (8) of the Act.
The income level for this group is specified in
Supplement 1 to ATTACHMENT 2.6-A.

The State uses a percentage greater than 133 but 
not more than 185 percent of the Federal poverty 
level, as established in its State plan, State 
legislation, or State appropriations as of 
December 19, 1989. 

9. Children:

a. who have attained 1 year of age but have not
attained 6 years of age, with family incomes at or
below 133 percent of the Federal poverty levels.

born after September 30, 1983, who have attained
6 years of age but have not attained 19 years of
age, with family incomes at or below 100 percent
of the Federal poverty levels. (See Supplement
Ba to Attachment 2.6-A)

Approval Date f./ · I 1- 'i / Effective Date 05/01 /98 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



ATTACHMENT 2.2-A 
Page 4b 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

Citation(s) 

TN No. 98-05 
Supersedes 
TN No. N/A 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Groups Covered 

Children born after _______ _ 
(specify optional earlier date) who have attained 6 
years of age but have not attained 19 years of 
age, with family incomes at or below 100 percent 
of the Federal poverty levels. 

Income levels for these groups are specified in 
Supplement 1 to Attachment 2.6-A. 

Approval Date f- I? - 'i/ Effective Date 05/01/98 
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Revision: HCFA-PM-92-1 

FEBRUARY 19�2
(MB) ATTACHMENT 2.2-A 

Page 5 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Citation(s) 

l902(a)(lO) 
(A) ( i) (V) and
l905(m) of the
Act 

1902(e)(5) 
of the Act 

1902(e)(6) 
of the Act 

TN No. f,R-/£ 
Supersedes 
TN No. 92-02

-

A. 

Groups covered 

Mandato?' Coverage - Categoricalla Needy and other
Require Special Groups (Continue) 

10. Individuals other than qualified pregnant women
and children under item A.7. above who are
members of a family that would be receiving
AFDC under section 407 of the Act if the State
had not exercised the option under section
407(b)(2)(B)(i) of the Act to limit the number of
months for which a family may receive AFDC.

11. a. A woman who, while pregnant, was eligible 
for, applied for, and receives Medicaid under 
the approved State plan on the day her 
pregnancy ends. The woman continues to be 
eligible, as though she were pregnant, for 
all pregnancy-related and postpartum medical 
assistance under the plan for a 60-day period 
(beginning on the last day of her pregnancy) 
and for any remaining days in the month in 
which the 60th day falls. 

b. A pregnant woman who would otherwise lose
eligibility because of an increase in income
(of the family in which she is a member)
during the pregnancy or the postpartum period
which extends through the end of the month in
which the 60-day period (beginning on the
last day of pregnancy) ends.

Approval Date Cf-/ t. r 9.2 Effective Date 01-01-92
--------

� 
·- �-

.... 

:< . . . ! 
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Attachment 2.2-A 
Page 6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Coverage and Conditions of Eligibility 
Groups Covered 

______________________________________________________________________ 

TN NO.:  10-11 Approval Date: ____________ Effective Date: 10/01/2010 

Supersedes 
TN No.:  92-14 

OCT 15 2010 

A. Mandatory Coverage – Categorically Needy and Other Required Special Groups (continued)

1902(e)(4) 
of the Act 

12. Deemed Newborns –
A child born in the United States to a woman who is eligible for and 
receiving Medicaid (including coverage of an alien for labor and 
delivery as emergency medical services) for the date of the child’s 
birth, including retroactively.  The child is deemed eligible for one 
year from birth 

42 CFR 
435.120 

13. Aged, Blind and Disabled Individuals Receiving Cash Assistance

X a. Individuals receiving SSI.
This includes beneficiaries’ eligible spouses and persons 
receiving SSI benefits pending a final determination of 
blindness or disability or pending disposal of excess 
resources under an agreement with the Social Security 
Administration; and beginning January 1, 1981, persons 
receiving SSI under section 1619(a) of the Act or considered  
to be receiving SSI under section 1619(b) of the Act. 
X Aged 
X Blind 
X Disabled 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91- 4 
AUGUST .1991 

(BPD) ATTACHMENT 2.2-A
Page 6a 
0MB NO.: 0938-

State: _______ MI_CH_I_GAN ________ _ 

Agency• Citation(s) Groups Covered 

435.121 

1619(b)(l) 
of the Act 

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

13. LI b. Individuals who meet more restrictive
requirements for Medicaid than the SSI 
requirements. (This includes persons who 
qualify for benefits under section 1619(a) 
of the Act or who meet the requirements for 
SSI status under section 1619(b)(l) of the 
Act and who met the State's more 
restrictive requirements for Medicaid in the 
month before the month they qualified for 
SSI under section 1619(a) or met the 
requirements under section 1619(b)(l) of the 
Act. Medicaid eligibility for these 
individuals continues as long as they 
continue to meet the 1619(a) eligibility 
standard or the requirements of section 
1619(b) of the Act.) 

Aged 
Blind 
Disabled 

The more restrictive categorical eligibility 
criteria are described below: 

(Financial criteria are described in 
,ATl'ACHMENT 2 • 6 -A) • 

*Agency that determines eligibility for coverage.

TN No. @-4.;.? 
Supersedes 
TN No. 87-11

Approval Date M-1$1-@ 

. :-' 
, .. 

Effective Date __ J.O_-.Q.J_-_9_1 __ 

HCFA ID: 7983E 
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Revision: HCFA-PM-91-4 
AUGUST. 1991 

(BPD) ATTACHMENT 2.2-A 
Page 6b 
0MB NO. : 09 39 .: 

State: ________ MI_CHI __ GAN ______ _ 

Agency* Citation(s) Groups Covered 

1902(a) 
(lO)(A) 
(i) (II)
and 1905 
(q) of
the Act

A. �andatory Coverage - Categorically Needy and___Qther
Required Special Groups (Continued)

14. Qualified severely impaired blind and disabled
individuals under age 65, who--

a. For the month preceding the first month of
eligibility under the requirements of section
1905(q)(2) of the Act, received SSI, a State
supplemental payment under section 1616 of the
Act or under section 212 of P.L. 93-66 or
benefits under section l619(a) of the Act and
were eligible for Medicaid; or

b. For the month of June 1987, were considered to
be receiving SSI under section 1619(b) of the 
Act and were eligible for Medicaid. These
individuals must--

(1) Continue to meet the criteria for blindness
or have the disabling physical or mental
impairment under which the individual was
found to be disabled;

(2) Except for earnings, continue to meet all
nondisability-related requirements for
eligibility for SSI benefits;

(3) Have unearned income in amounts that would
not cause them to be ineligible for a
payment under section 16ll(b) of the Act;

*Agency that determines eligibility for coverage.

TN No. 2lef-t??t' 
Supersedes 
TN No. 

... "" 

Approval Date 6'f-/f-1e? Effective Date rti�u,-91 

RCFA ID: 7983E 

?! y: 
�- -�- _i. .. __ !_. .... "'"! 
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Revision: HCFA-PM-91- 4 
AUGUST . 1991 

(BPD) ATTACHMENT 2.2-A

Page 6c 
0MB NO.: 0938-

State: _______ MI_CH_I_GAN ________ _

Agency* Citation(s) 

A. 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

(4) Be seriously inhibited by the lack of
Medicaid coverage in their ability to
continue to work or obtain employment; and

(5) Have earnings that are not sufficient to
provide for himself or herself a reasonable
equivalent of the Medicaid, SSI (including
any Federally administered SSP), or public
funded attendant care services that would be
available if he or she did have such
earnings.

LI Not applicable with respect to individuals
receiving only SSP because the State either
does not make SSP payments or does not
provide Medicaid to SSP-only recipients.

*Agency that determines eligibility for coverage.

TN No. 3/J:'-<Zc Approval Date 45-/if?z Effective Date 10-01-
Supersedes 
TN No. 87-11 HCFA ID: 7983E 

,..
;;• -�-.

-... 
•, � 

------

"!"'· Tl' ,-r- . � �.... . . . ,. 
___ _.----•��: __ ;.,_-------� 
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A 

:P.age 6d AUGUST' 19 91 
0MB NO.: 0938-

State: ______ _..M.I�OI ...... r�GAN,ilc;lll,i_ _______ _ 

Agency• Citation(s) Groups covered 

1619(b)(3) 
of the Act 

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

LI The State applies more restrictive eligibility 
requirements for Medicaid than under SSI and 
under 42 CFR 435.121. Individuals who qualify for 
benefits under section 1619(a) of the Act or 
individuals described above who meet the eligibility 
requirements for SSI benefits under section 
1619(b)(l) of the Act and who met the State's more 
restrictive requirements in the month before the 
month they qualified for SSI under section 1619(a) or 
met the requirements of section 1619(b)(l) of the Act 
are covered. Eligibility for these individuals 
continues as long as they continue to qualify for 
benefits under section l619(a) of the Act or meet the 
SSI requirements under section 1619(b)(l) of the Act. 

•Agancy that determines eligibility for coverage.

TN No. 947::<':? 
Supersedes 
TN No. N/A 

..-:);. :--;, 
,._. 

.. 

Approval Date 6$'-7,$'-f..:[ Effective Date 10-01-91

HCFA ID: 7983E

- ·-

L 
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Revision: HCFA-PM-91- 4 
AUGUST '1991 

(BPD) ATTACHMENT 2.2-A

Page 6e 

Agency• 

0MB NO.: 0938-
State: ________ MI.=-aCH=I�GAN ......... ______ _ 

Citation(s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued) 

MDSS 1634(c) of 
the Act 

15. Except in States that apply more restrictive
eligibility requirements for Medicaid than under
SSI, blind or disabled individuals who--

a. Are at least 18 years of age;

b. Lose SSI eligibility because they become
entitled to OASDI child's benefits under
section 202(d) of the Act or an increase in
these benefits based on their disability.
Medicaid eligibility for these individuals
continues for as long as they would be eligible
for SSI, absent their OASDI eligibility.

LI c. The State applies more restrictive eligibility 
requirements than those under SSI, and part or 
all of the amount of the OASDI benefit that
caused SSIISSP ineligibility and subsequent
increases are deducted when determining the 
amount of countable income for categorically 
needy eligibility. 

LI d. The State applies more restrictive requirements
than those under SSI, and none of the OASDI 
benefit is deducted in determining the amount 
of countable income for categorically needy 
eligibility. 

MDSS 42 CFR 435.122 16. Except in States that apply more restrictive
eligibility requirements for Medicaid than under
SSI, individuals who are ineligible for SSI or
optional State supplements (if the agency provides
Medicaid under S435.230), because of requirements
that do not apply under title XIX of the Act.

SSA 42 CFR 435.130 17. Individuals receiving mandatory State supplements.

•Agency that determines eligibility for coverage.

TN No. �,;, Approval Date o,§-/3-9� Effective Date 10-01-91
Superseaes 
TN No. NIA HCFA ID: 7983E 

,,,. 
---· -· ···- - . 

.... 'I!"· . Tl' � -�

ii - . __ t._ 

- ..... .. �
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AUGUST . 1991 

(BPD) ATTACHMENT 2.2-A 
Page 6f 
0MB NO.: 0938-

State: _______ �MI.=.;CH=I�GAN�-------

Agency* Citation{s) Groups Covered 

42 CFR 435.131 

A. Mandatory coverage - Categorically Needy and Other
Required Special Groups (Continued)

18. Individuals who in December 1973 were eligible for
Medicaid as an essential spouse and who have
continued, as spouse, to live with and be
essential to the well-being of a recipient of cash
assistance. The recipient with whom the essential
spouse is living continues to meet the December
1973 eligibility requirements of the State's
approved plan for OAA, AB, APTD, or AABD and the
spouse continues to meet the December 1973
requirements for having his or her needs included
in computing the cash payment.

LI In December 1973, Medicaid coverage of the 
essential spouse was limited to the following 
group{s): 

Aged _ Blind Disabled 

/XI Not applicable. In December 1973, the 
essential spouse was not eligible for Medicaid. 

•Agency that determines eligibility for coverage.

TN No • ?·r?:1' .,;1 Supersedes 
TN No. NIA 

·.? 

Approval Date O f!i-t5-?Ji 

,.,. .,... 

Effective Date ib-bi-91 

HCFA ID: 7983E 

11!"· r. ...... -3!""' --.· .. • 

..... --- "il ... ----�-�

January 1, 2025 Version.  . . .  .     This plan is provided for informational use only and does not replace the original version.  



MOSS 

Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 6g 
0MB NO,: 0939:.. 

State: _______ �MI-..Oi ...... lwGAN....,.,l.... ______ _ 

Agency* Citation(s) Groups Covered 

42 CFR 435.132 

42 CFR 435.133 

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

19. 

20. 

Institutionalized individuals who were eligible 
for Medicaid in December 1973 as inpatients of 
title XIX medical institutions or residents of 
title XIX intermediate care facilities, if, for 
each consecutive month after December 1973, they--

a. Continue to meet the December 1973 Medicaid
State plan eligibility requirements; and

b. Remain institutionalized; and

c. Continue to need institutional care.

Blind and disabled individuals who--

a. Meet all current requirements for Medicaid
eligibility except the blindness or disability
criteria; and

b. Were eligible for Medicaid in December 1973 as
blind or disabled; and

c. For each consecutive month after December 1973
continue to meet December 1973 eligibility
criteria.

*Agency that determines eligibility for coverage.

TN No. 9.#J;t?..? 
Supersedes 
TN No. N/A 

.. 
,, 

Approval Date ¢ :5':-e<-$-9c$ 

-�
... 

Effective Date __ J1,,1Q.r.;;;.Q .. J1,,;;;,;91.1J..__ 

HCFA ID: 7983E 

-

- -�

� ·-

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



MOSS 

Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 7 

·oMB NO.: 0938-
State: ______ �MI=CH=I�GAN=.:.....-------

Agency* Citation(s) Groups Covered 

42 CFR 435,134 

A, Mandatory Coverage - Categorically Needy and Other 
Required Special Groups (Continued) 

21. Individuals who would be SSIISSP eligible except
for the increase in OASDI benefits under Pub. L.
92-336 (July 1, 1972), who were entitled to OASDI
in August 1972", and who were receiving cash
assistance in August 1972.

W Includes persons who would have been eligible 
for cash assistance but had not applied in 
August 1972 (this group was included in this 
State's August 1972 plan). 

LI Includes persons who would have been eligible 
for cash assistance in August 1972 if not in a
medical institution or intermediate care 
facility (this group was included in this 
State's August 1972 plan). 

LI Not applicable with respect to intermediate 
care facilities; the State did or does not 
cover this service. 

*Agency that determines eligibility for coverage.

TN No. U# 
Supersedes 
TN No. 87-11 

Approval Date d/.g-tJ'-2e? Effective Date 10-01-91

HCFA ID: 7983E 

l't tr · r 
- �- .. .

��. 
-�- ---

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



MDSS 

Revision: HCFA-PM-91-4 
AUGUST. 1991 

(BPD) ATTACHMENT 2.2-A 
Page 8 
0MB NO.: 0938-

State: ________ MI
;.;;;;...;;;

CH=I�GAN�-------

Agency* Citation(s) Groups Covered 

42 CFR 435.135 

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

22. 

a. 

b. 

Individuals who --

LI 

LI 

LI 

Are receiving OASDI and were receiving 
SSI/SSP but became ineligible for SSI/SSP 
after July 1977; and 

Would still be eligible for SSI or SSP if 
cost-of-living increases in OASOI paid under 
section 215(i) of the Act received after the 
last month for which the individual was 
eligible for and received SSI/SSP and OASDI, 
concurrently, were deducted from income. 

Not applicable with respect to individuals 
receiving only SSP because the State either 
does not make such payments or does not 
provide Medicaid to SSP-only recipients. 

Not applicable because the State applies 
more restrictive eligibility requirements 
than those under SSI. 

The State applies more restrictive 
eligibility requirements than those under 
SSI and the amount of increase that caused 
SSIISSP ineligibility and subsequent 
increases are deducted when determining the 
amount of countable income for categorically 
needy eligibility. 

•Agency that determines eligibility for cnver�ge.

TN No. ,..4i--.. £.,.£a.
Superse8es 
TN No, 82-l J

:0'!);. 
,-

Approval Date 41-14-7'.4? 

-� .,,. -� -·

- ...;. 

Effective Date 10-01-91 

HCFA IO: 7983E 

�- . ..,.. - -· -- .
.( 

- .:..... - -- -- . -

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



MDSS 

Revision: HCFA-PM-91- 4 
AUGUST · 1991 

State: 

Agency• Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A 
Page 9 
0MB NO.: 0938-

Groups Covered 

A. Mandatory coverage - Categorically Needy and Other
Required Special Groups (Continued)

1634 of the 
Act 

23. Disabled widows and widowers who would be
eligible for SSI or SSP except for the increase
in their OASDI benefits as a result of the
elimination of the reduction factor required by
section 134 of Pub. L. 98-21 and who are deemed,
for purposes of title XIX, to be SSI beneficiaries
or SSP beneficiaries for individuals who would be
eligible for SSP only, under section 1634(b) of
the Act.

LI Rot applicable with respect to individuals 
receiving only SSP because the State either 
does not make these payments or does not 
provide Medicaid to SSP-only recipients. 

LI The State applies more restrictive eligibility 
standards than those under SSI and considers 
these individuals to have income equalling the 
SSI Federal benefit rate, or the SSP benefit 
rate for individuals who would be eligible for 
SSP only, when determining countable income for 
Medicaid categorically needy eligibility. 

*Agency that determines eligibility for coverage.

TN No. &'b,; 
Supersedes 
TN No. 86-12

-

Approval Date qJ!,L:1-£4 

.. · 
.,.. .,.,. --

Effective Date I 0-01-91 

HCFA ID: 7983E 

-�
-�

.... 

�January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.
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Revision: HCFA-PM-9�10 
DECEMBER 1991 

state/Territory: 

Agency* Citation ( s) 

1634(d) of the A. 
Act 

(MB) ATTACHMENT 2.2-A 
Page 9a 

MICHIGAN 

Groups Covered 

Mandato and other 
Re51!:!ire 

24. Disabled widows, diaabled widowers, and disabled
unmarried divorced spouses who had been married
to the insured individual for a period of at
least ten years before the divorce became
effective, who have attained the age of SO, who
are receiving title II payments, and who because
of the receipt of title II income lost
eligibility for SSI or SSP which they received
in the month prior to the month in which they
began to receive title II payments, who would be
eligible for SSI or SSP if the amount of the
title II benefit were not counted as income, and
who are not entitled to Medicare Part A.

The State applies more restrictive 
eligibility requirements for its blind or 
disabled than those of the SSI program. 

In determining eligibility as
categorically needy, the State disregards 
the amount of the title II benefits 
identified in S 1634(d)(l)(A) in 
determining the income of the individual, 
but does not disregard any more of this 
income than would reduce the individual's 
income to the SSI income standard. 

In determining eligibility as
categorically needy, the State disregards 
only part of the amount of the benefits 
identified in S1634(d)(l)(A) in 
determining the income of the individual, 
which amount would not reduce the 
individual's income below the SSI income 
standard. The amount of these benefits 
to disregarded is specified in Supplement 
4 to Attachment 2.6-A. 

In determining eligibility as
categorically needy, the State chooses 
not to deduct any of the benefit 
identified in S 1634(d)(l)(A) in 
determining the income of the individual. 

*Agency that determines eligibility for coverage.

TN No. 94-14 
Supersf!cle■ 
TN No. 92-02

,� 
.. < 

--

------------

Approval Date e/-tfF--9,;{ 

.,,. -- ,.._.. 

Effective Date 01-01-92

... . 'ff 

_ If ___ :_.r 
- """ -

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



ATTACHMENT 2.2-A 
Revision:  HCFA-PM-94-3 Page 9b 

MARCH 1993 
State:      Michigan 

Agency* Citation(s) Groups Covered 

TN NO.: 10-20    Approval Date: ____________   Effective Date: 10-1-2010  

Supersedes HCFA ID:    7983E 
TN No.: 99-01    

FEB 01 2011 

A. Mandatory Coverage - Categorically Needy and Other Required Special
Groups (continued)

1902(a)(10(E)(i) and 
1905(p)  
and 1860D-14 
(a)(3)(D) of the Act 

25. Qualified Medicare beneficiaries - - 

a. Who are entitled to hospital insurance benefits under Medicare
Part A, (but not pursuant to an enrollment under section 1818A
of the Act);

b. Whose income does not exceed 100 percent of the Federal
poverty level; and

c. Whose resources do not exceed three times the SSI resources
limit, adjusted annually by the increase in the Consumer Price
Index.

(Medical assistance for this group is limited to Medicare cost-sharing 
as defined in item 3.2 of this plan). 

1902(a)(10)(E)(ii), 
1905(s), and 
1905(p)(3)(A)(i) and 
1860D – 14(a)(3)(D) 
of the Act 

26. Qualified Disabled and Working Individuals

a. Who are entitled to hospital insurance benefits under Medicare
Part A, under section 1818A of the Act;

b. Whose income does not exceed 200 percent of the Federal
poverty level; and

c. Whose resources do not exceed two times the SSI resource
limit.

d. Who are not otherwise eligible for medical assistance under
Title XIX of the Act.

(Medical assistance for this group is limited to Medicare Part A 
premiums under section 1818A of the Act). 

*Agency that determines eligibility for coverage.

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



ATTACHMENT 2.2-A 
Revision:  HCFA-PM-93-2 Page 9b1 

MARCH 1993 
State:      Michigan 

Agency* Citation(s) Groups Covered 

TN NO.: 10-20    Approval Date: ____________   Effective Date: 10-1-2010  

Supersedes HCFA ID:    7983E 
TN No.: 99-01    

FEB 01 2011 

A. Mandatory Coverage - Categorically Needy and Other Required Special
Groups (continued)

1902(a)(10(E)(iii), 
1905(p)(3)(A)(ii)  and 
1860D – 14(a)(3)(D)of 
the Act 

27. Specified Low-Income Medicare Beneficiaries --

a. Who are entitled to hospital insurance benefits under Medicare
Part A (but not pursuant to an enrollment under section 1818A
of the Act);

b. Whose income is greater than 100 percent but less than 120
percent of the Federal poverty level; and

c. Whose resources do not exceed three times the SSI resource
limit, adjusted annually by the increase in the Consumer Price
Index.

(Medical assistance for this group is limited to Medicare Part B 
premiums under section 1839 of the Act.) 

1902(a)(10)(E)(iv) and 
1905(p)(3)(A)(ii) and 
1860D – 14(a)(3)(D) 
of the Act 

28. Qualifying Individuals --

a. Who are entitled to hospital insurance benefits under Medicare
Part A (but not pursuant to an enrollment under section 1818A
of the Act);

b. Whose income is at least 120 percent but less than 135
percent of the Federal poverty level;

c. Whose resources do not exceed three times the SSI resource
limit, adjusted annually by the increase in the Consumer Price
Index.

29. Each person to whom SSI benefits by reason of disability are not
payable for any month solely by reason of clause (i) of (v) of Section
1611(e)(3)(A) shall be treated, for purposes of Title XIX, as receiving
SSI benefits for the month.

*Agency that determines eligibility for coverage.

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST .1991 

(SPO) ATTACHMENT 2.2-A 
Page 9c 
0MB No.: 0938-

State: _______ -...:MI
:.:.:

Oi
:..::

I�GAN
=-=

�------

Agency• Citaeion(s) Groups Covered 

42 CFR 
435.210 
1902(4) 
(lO}(A}(ii) 
l905(a) of 
the Act 

42 CFR 
43S. 211 

B. Optional Groups Other Than the Medically Needy

and 

l. Individuals described below who meet the
income and resource requirements of AFDC,
optional State supplement as specified in
CFR 435,230, but who do not receive cash
assistance.

SSI, or an 
42 

I:!/ The plan covers all individuals as described 
above. 

LI The plan covers only the following 
group or groups of individuals: 

Aged 
Blind 
Disabled 
caretaker relatives 
Pregnant women 

LI 2. Individuals who would be eligible for AFDC, SSI 
or an optional State supplement as specified in 42 
CFR 43S.230, if they were not in a medical 
institution. 

•Agency that determines eligibility for coverage.

TN No. 96-20 
Supersedes 
TN No. 92-02 

Approval Date 45tiil1Z 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page 10 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Groups Covered and Agencies Responsible for Eligibility Determination 

Agency: FIA 
Citation(s) 

42 CFR 435.212 & 
1902( e)(2) of the Act. 
P.i.. 99-272 (section
9517) P.L. 101-508
(section 4732)

Groups Covered 

B. Optional Groups Other Than the Medically Needv (Continued)

{] 3. The State deems as eligible those individuals who became
otherwise ineligible for Medicaid while enrolled in an HMO 
qualified under Title XIII of the Public Health Service Act, or a 
managed care organization (MCO), or a primary care case 
management (PCCM) program, but who have been enrolled in the 
entity for less than the minimum enrollment period listed below. 
Coverage under this section is limited to MCO or PCCM services 
and family planning services described in section l 905(a)( 4)(C) 
of the Act. 

The State elects not to guarantee eligibility 

The State elects to guarantee eligibility. The minimum 
enrollment period is __ months (not to exceed six). 

The State measures the minimum enrollment period from: 

[ ] The date beginning the period of enrollment in the 
MCO or PCCM. without any intervening 
disenrollment, regardless of Medicaid eligibility. 

[ ] The date beginning the period of enrollment in the 
MCO or PCCM as a Medicaid patient (including 
periods when payment is made under this section). 
without any intervening disenrollment. 

[] The date beginning the last period of enrollment in the 
MCO or PCCM as a Medicaid patient (not including 
periods when payment is made under this section) 
without any intervening disenrollment or periuli:; of 
enrollment as a privately paying patie:1t. (A new 
minimum enrollment period begins each time the 
individual becomes Medicaid eligible other than under 
this section). 

TN NO.: 03-13 

Supersedes 
TN No.: 92-10 

/ / ; 

Approval Date: 1 .:.;1 // ?t"-:.5 Effective Date: 08/13/2003 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page 10a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Groups Covered and Agencies Responsible for Eligibility Determination 

Agency: FIA 
Citation(s) 

1932 (a)(4) of the 
Act 

1903(m)(2)(H), 
1902(a)(52) of the Act 
P.L. 101-508
42 CFR 438.56(g)

TN NO.: 03-13 

Supersedes 
TN No.: 99-13 

B. 

Groups Covered 

Optional Groups Other Than Medically Needy ( continued) 

The Medicaid Agency may elect to restrict the disenrollment of 
Medicaid enrollees of MCOs, PIHPs, P AHPs, and PCCMs in 
accordance with the regulations at 42 CFR 438.56. This 
requirement applies unless a recipient can demonstrate good 
cause for disenrolling or if he/she moves out of the entity's 
service area or becomes ineligible. 

A Disenrollment rights are restricted for a period of 12 
months. 

During the first three months of each enrollment period the 
recipient may disenroll without cause. The State will 
provide notification, at least once per year, to recipients 
enrolled with such organization of their right to and 
restrictions of terminating such enrollment. 

_ No restrictions upon disenrollment rights. 

In the case of individuals who have become ineligible for 
Medicaid for the brief period described in section 1903(m)(2)(H) 
and who were enrolled with an MCO, PIHP, PA.HP, or PCCM 
when they became ineligible, the Medicaid agency may elect to 
reenroll those individuals in the same entity if that entity still has 
a contract. 

� The agency elects to reenroll the above individuals who are 
eligible in a month but in the succeeding two months 
become eligible. into the same entity in which they were 
enrolled at the time eligib!lity was lust. 

_ The agency elects not to reenroll above individuals into the 
same entity in which they were previously enrolled. 

I , 

Approval Date: ';./ i/_;l.(',.,,,;-3 Effective Date: 08/13/2003 

January 1, 2025 Version.  . . .  .    This plan is provided for informational use only and does not replace the original version.  



Revision: HCP'A-PM- 91-10 (MB) Attachment 2.2-A 
Page 11 DECEMBER 1991

state/Territory: MICHIGAN 

Agency• Citation ( s) Groups Covered 

42 CFR 435.217 

B. Optional Groups Other Than the Medically Needy
(Continued)

JL 4. A group or groups of individuals who would be 
eligible for Medicaid under the plan if they were
in a NF or an ICF/MR, who but for the provision
of home and community-based services under a 
waiver granted under 42 CFR Part 441, Subpart G
would require institutionalization, and who will 
receive home and community-based services under 
the waiver. The group or groups covered are 
listed in the waiver request. This option is 
effective on the effective date of the State's
section 191S(c) waiver under which this group(s)
is covered. In the event an existing 1915(c)
waiver is amended to cover this group(s), this
option ia effective on the effective date of the 
amendment. 

*Agency that determines eligibility for coverage.

TN Ho.� superae� 
TN Ho. 92-02

k"'\o:. 

Approval Date 4?1:J?l- 9A Effective Date 01-01-92

BCFA IJ)a 7983B 

'- �- ·-

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Agency• Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A

Page lla 
0MB NO.: 0938-· 

. Groups Covered 

B. Optional Groups Other Than the Medically Needy
(Continued)

1902(a)(l0) 
(A) ( ii )(VII )
of the Act

LI s. Individuals who would be eligible for 
Medicaid under the plan if they were in a 
medical institution, who are terminally 
ill, and who receive hospice care in 
accordance with a voluntary election described in 
section 1905(0) of the Act. 

LI The State covers all individuals as 
described above. 

LI The State covers only the following group or 
groups of individuals: 

Aged 
Blind 
Disabled 
Individuals under the age of--

21 
20 

19 
_ 18 

caretaker relatives 
Pregnant women 

•:-ag':!!ncy that determines eligibility for coverage. 

TN No. 
Supers 
TH No. 

·-�· -�·· 

Effective Date 10-01-91

HCFA ID: 7983E 

"'!"· . Tl' 

- ---� -
. -- - ..... 

 January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 12 

State: 

Agency* Citation(s) 

42 CFR 435.220 

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

42 CFR 435.222 
1902(a)(l0) 
(A) (11) and
l905(a)(i) of
the Act 

MICHIGAN 
0MB NO.: 0938-· 

Groups Covered 

B. Optional Groups Other Than the Medically Needy
(Continued)

LI 6. Individuals who would be eligible for AFDC if
their work-related child care costs were paid
from earnings rather than by a State agency as
a service expenditure. The State's AFDC plan
deducts work-related child care costs from
income to determine the amount of AFDC.

LI The State covers all individuals as 
described above. 

LI The State covers only the following 
group or groups of individuals: 

7. LI a.

Individuals under the age of--
21 
20 
19 

_ 18 
Caretaker relatives 
Pregnant women 

All individuals who are not
described in section 
1902(a)(l0)(A)(i) of the Act, who 
meet the income and resource 
requirements of th� AFDC State 
plan, and who are under the age of 
21 as indicated below. 

20 
19 
18 

TN No. 21;-a,? 
Supersedes 
TN No. 86-12

Approval Date t?
5
,",-Q::£e2 Effective Date 

HCFA ID: 7983£ 

10-01-91

�:.: 

,. . 

-�- __ i_. 

.... 

-- -- -- ________ ,. � 
-� - -· . .  � 

::; 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST ·19 91 

(BPD) ATTACHMENT 2,2-A 
Page 13 

State: 

Agency• Citation(s) 

42 CFR 435.222 

MICHIGAN 

0MB NO.: 0938-· 

Groups covered 

B. Optional Groups Other Than the Medically Needy
(Continued)

LI b. Reasonable classifications of individuals 
described in (a) above, as follows: 

(1) Individuals for whom public
agencies are assuming full or
partial financial responsibility
and who are:

(a) In foster homes (and are under
the age of ___ ).

(b) In private institutions (and are
under the age of ___ ).

(c) In addition to the group under
b.(l)(a) and (b), individuals
placed in foster homes or
private institutions by private,
nonprofit agencies (and are
under the age of ____ ).

(2) Individuals in adoptions subsidized
in full or part by a public agency
(who are under the age of ___ ).

(3) Individuals in HFs (who are under
the age of ___ ). HF services
are provided under this plan.

(4) In addition to the group under
(b)(3), individuals in ICFs/MR (who
are under the age of ___ ).

TN No. @1<@i 
Superseci'es Approval Date � 3-/.,g- 9.,:; 
TN No. 86-12

Effective Date 10-01-91 

HCFA ID: 7983E 

-
::..: 

- ----v'""
·'-January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91- 4 
AUGUST . 1991 

(BPD) ATTACHMENT 2.2-A 
Page 13a 

State: 

Agency* Citation(s) 

0MB NO. : 0938-· 
MICHIGAN 

Groups covered 

B. Optional Groups Other Than the Medically Needy
(Continued)

(5) Individuals receiving active
treatment as inpatients in
psychiatric facilities or programs
(who are under the age of ___ ).
Inpatient psychiatric services for
individuals under age 21 are
provided under this plan.

(6) Other defined groups (and ages), as
specified in Supplement 1 of
ATTACHMENT 2.2-A.

TH No. 9.i-1'1� 
Supersedes / 
TH No. NA

Approval Date �J;-/.J-9,;J.. Effective Date _1_0_-_0_1-_9_1_

HCFA ID: 7983E 

-� :.··--- ?"
--- _ _j_;__ 

·."·' .. � 

....:.. 

- "!"· - .,. .

·- 1

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page i4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Citation 
1902(a)(1 O)(A)(ii)(Vlll) 
of the Act 

. - ·� � 

TN NO.: 08-13 

Supersedes 
TN No.: 99-12 

Groups Covered 

B. Optional Groups other than the Medically Needy
(continued)

� 8. A child for whom there is in effect a State adoption 
assistance agreement (other than under title IV-E of 
the Act), who, as determined by the State adoption 
agency, cannot be placed for adoption without 
medical assistance because the child has special 
needs for medical rehabilitative care, and who before 
execution of the agreement - -

a. Was eligible for Medicaid under the State's
approved Medicaid plan; or

b. Would have been eligible for Medicaid if the
standards and methodologies of the title IV-E
foster care program were applied rather than the
AFDC standards and methodologies.

The State covers individuals under the age of - -
� 21 
_20 

19 
_18 

The State does not consider income or resources for 
this popul�tion. 

Approval Date: MAR l 8 2009 Effective Date: 10/1/2008 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST·l991 

State: 

Agency* Citation (s) 

(BPD) 

.MICHIGAN 

Groups covered 

ATTACHMENT 2.2-A 
Page 14a 
0MB No.: 0938-

B. optional Groups Other Than the Medically Needy
(Continued)

42 CFR 435.223 LI 

1902(a)(lO) 
(A) (ii) and
1905(a) of
the Act

9. Individuals described below who would be eligible
for AFDC if coverage under the State's AFDC plan
were as broad as allowed under title IV-A:

Individuals under the age of-
_21 
_20 
_19 
_18 
Caretaker relatives 
Pregnant women 

TN No. Qr"T-4 
Supers.res Approval Date /JS-1,1::98, 
TN No. N/A 

Effective Date 10/01/91

HCFA ID: 7983E 

/;  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST' 1991 

State: 

Agency• CJ.tation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A 
Page 15 
0MB NO.: 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy
(Continued)

SSA 42 CFR 435.230 fJ/ 10. States using 551 criteria with agreements under 
sections 1616 and 1634 of the Act. 

The following groups of individuals who receive 
only a State supplementary payment (but no SSI 
payment) under an approved optional State 
supplementary payment program that meets the 
following conditions. The supplement is--

a. Based on need and paid in cash on a regular
basis.

b. Equal to the difference between the
individual's countable income and the income
standard used to determine eligibility for
the supplement.

c. Available to all individuals in the State.

d. Paid to one or more of the classifications
of individuals listed below, who would be
eligible for SSI except for the level of
their income.

-X.. 

X 

X 

(1) 

(2) 

(3) 

All aged individuals. 

All blind individuals.

All disabled individuals. 

TN No --::/M'--rfef 
Superse es 
TN No. 86-12

Approval Date 06-/.3--? 6 Effective Date 10/01/91 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 (BPD) 
0MB NO.: 0938-

Agency* Citation(s) 

42 CFR 435.230 

ATTACHMENT 2.2-A 
Page 16 

State: MICHIGAN 

Groups Covered 

8. Optional Groups Other Than the Medically Needy
(Continued)

X (4) Aged individuals in domiciliary facilities or
other group living arrangements as 
defined under SSI. 

X (5) Blind individuals in domiciliary facilities or
other group living arrangements as 
defined under SSI. 

� (6) Disabled individuals in domiciliary
Facilities or other group living 
arrangements _as defined under SSI. 

X (7) Individuals receiving a Federally
Administered optional State supplement 
that meets the conditions specified in 42 
CFR 435.230. 

X (8) Individuals receiving a State administered 
Optional State supplement that meets the 
conditions specified in 42 CFR 435.230. 

(9) Individuals in additional classifications
approved by the Secretary as follows:

TN No. 98-06 
Superse�d� 
TNNo.�--

Approval Date Effective Date 01/01/98 

9.J. -(;_j.-

January 1, 2025 Version.  . . .  .   This plan is provided for 

informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Agency• Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A

Page 16a 
0MB NO.: 0938-· 

Groups· Covered 

8. Optional Groups Other Than the Medically Needy
(Continued)

TN No. ¢7 =i?;[ 
Supersedes 
TN No. NIA 

The supplement varies in income standard by political
subdivisions according to cost-of-living differences.

Yes. 

__!_ No.

The standards for optional State supplementary 
payments are listed in Supplement 6 of ATTACHMENT 
2.6-A. 

Approval Date t)3,-/J ... 9 � Effective Date 10/01/91 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



MDSS 

Revision: HCFA-PH-87-•
MARCH 1987 

(BRRC) ATTACHMEHT 2.2-A
Page 17 

Agency* Citatlon(s) 

V 

•35,231 A 11, 
1902(a)(10) 
(A)(il)(V)

of the Act,
P.L. 97-2•8 
(Section 137)

and 

P. L. 99-272 
(Section 9510)

1902(a)(lO)(A) 
CH) and 1905(&)
of the Act 

0KB BO.: 0938-0193 

Croups Covered 

Individual• who an in 1natitution• for at
least 30 consecutive days and who are 
eligible under a apecial income level. 
Eliglbllity begins on the flrat day of
the 30-day period. Th••• individuals 
meet the income atandard• specified in 
Supplement 1 to ATTACHKDT 2.6-A. *

The State cover• all individuals aa
deacribed above. 

i The State cover• only the following group
or group• of individuals: 

_JlAged 
_x_ Blind 
� Disabled 

Individual• under the age of--
21

20 
19 

_18 
Caretaker relatives

_ Pregnant women 

MDSS 1902(e)(3) ..1_12. 
of the Act, 

Certain disabled children age 18 or

P.L. 97-2•8 
(Section 13•> 

under who an living at home, vho 
would be eligible, if in a JIM!ldlcal 
lnatltution, for SSI or a State •upplemental
payment. under title XVI of the Act, and 
·therefore for Medicaid under the plan, and for
whom th• State ha• made a determination a• 
required under aectlon 1902(e)(3)(B) of the Act.

* The income standard is $1,266. 

*Agency that determine• ellglblllty for coverage.

TIJ8o. �o
SuperH�J 
TIJ Uo. 2Z.:,21 

Approval Date pi-/(,-_..,� lffecUve Date 0t-01- 92 

HCP'A ID: 1036P/0015P 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST· 199 l

State: 

Agency* Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A 
Page 18 
0MB NO.: 0938-

Groups Covered 

e. Optional Groups Other Than the Medically Needy
(Continued)

(4) Aged individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

(5) Blind individuals in domiciliary
facilities or other group living
arrangements as defined under ssr.

(6) Disabled individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

(7) Individuals receiving federally
administered optional State supplement
that meets the conditions specified in
42 CFR 435.230.

(B) Individuals receiving a State
administered optional State supplement
that meets the conditions specified in
42 CFR 435.230.

(9) Individuals in additional
classifications approved by the
Secretary as follows:

TN No. ¼f::r:2'8 
Supersedes Approval Date a.J:f.J:;9.:2 
TN No. 86-12

Effective Date 

HCFA ID: 7983E 

10/01/91 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Agency• Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A
Page lBa 
_OMB NO.: 0938.-

Groups Covered 

B. Optional Groups Other Than the Medically Needy
(Continued)

The supplement varies in income standard by 
political subdivisions according to 
cost-of-living differences. 

Yes 

No 

The standards for optional State supplementary 
payments are listed in Supplement 6 of 
ATTACHMENT 2.6-A. 

TH No. q,J ;;4? 
supersedes / Approval Date ().:5;i!-9 d 
TH No. NA 

Effective Date __ 1_0_/_0_1/_9_1_
HCFA ID: 7983E

  January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Citation(s) 

(BPD) 

MICHIGAN 

Groups Covered 

ATTACHMENT 2.2-A 
Page 19 
0MB No.: 0938-

B. Optional Grouos Other Than the Medically Needv
(Continued)

42 CFR 435.231 IJil, 
1902(a)(l0) 
(A) (.ti) (V)
of the Act 

l902(a) (10) (A)
( ii ) and 19 0 5 ( a) 
of the Act 

12. Individuals who are in institutions for at
least 30 consecutive days and who are
eligible under a special income level.
Eligibility begins on the first day of
the JO-day period. These individuals
meet the income standards specified in
Supplement 1 to ATTACHMENT 2.6-A. *

LI The State covers all individuals as described
above.

The State covers only the following group or
groups of individuals:

Aged 
Blind 
Disabled 
Individuals under the age of--

21 
20 
19 
18 

Caretaker relatives 
Pregnant women 

* The in� standard 1·s $ 1 452
, -

TN No. !1"9�7--
.,
0

,.
9 __ .,. Superse:a8. - Approval Date 

TN No. 96-01 
Effective Date 04/01/97 

HCFA IO: 798JE 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST .1991 

State: 

Agency* Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A

Page 20 
0MB NO.: 0938-·

. Groups Covered 

s. Optional Groups other Than the Medically Needy
(Continued)

MOSS 1902(e)(3) 
of the Act 

1902(a)(l0) 
(A) (ii) (IX)
and 1902(1)
of the Act

LI 

13. Certain disabled children age 18 or
under who are living at home, who

14. 

would be eligible for Medicaid under the Dlan
if they were in a DBlical. institution, and
for whan the State has nade a det:emri.nation
as required under section 1902(e)(3)(B) of the .Act.

supplement 3 to ATTACHMENT 2.2-A describes the
method that is used to determine the cost
effectiveness of caring for this group of
disabled children at home.

The following individuals who are not
mandatory categorically needy whose income
does not exceed the income level (established
at an amount above the mandatory level and
not more than 185 percent of the Federal
poverty income level) specified in Supplement 1
to ATTACHMENT 2.6-A for a family of the same
size, including the woman and unborn child or
infant and who meet the resource standards
specified in Supplement 2 to ATTACHMENT 2.6-A:

a. Women during pregnancy (and during the
60-day period beginning on the last day of
pregnancy); and

b. Infants under one year of age.

TN No. ,f-£ ::gp;;t 
Supersedes Approval Date 0.J-t.z-9� 
TN No. 89-18

Effective Date 10/01/91 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) ATTACHMENT 2.2-A 
Page 21 

State: 

Agency• Citation(s) 

MICHIGAN 
0MB NO.: 0938-. 

Groups Covered 
--------------------------------------

1902(a) LI 
(l0)(A) 
(ii) (IX)
and 1902(1)(1) 
(D) of the Act

B. Optional Groups Other Than the Medically Needy
(Continued)

15. The following individuals who are not
mandatory categorically needy, who have income
that does not exceed the income level
(established at an amount up to 100 percent
of the Federal poverty level) specified in
Supplement l of ATTACHMENT 2.6-A for a family
of the same size.

Children who are born after September 30, 1983 
and who have attained 6 years of age but have 
not attained--

LI 1 years of age; or 

LI a years of age. 

Effective Date 10/01/91 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Agency• Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2�2-A 
Page 22 
0MB NO. : 0938-

Groups Covered 

B. Optional Groups Other Than the Medically Needy
(Continued) 

1902(a). JP 
(ii) (X)
and 1902(m)
(1) and (3)
of the Act

16. Individuals--

a. Who are 65 years of age or older or
are disabled, as determined under 
section 1614(a)(3) of the Act. 
Both aged and disabled individuals are covered
under this eligibility group.

b. Whose income does not exceed the income level
(established at an amount up to 100 percent of 
the Federal income poverty level) specified in 
Supplement 1 to A'M'ACHMENT 2.6-A for a family
of the same size; and 

c. Whose resources do not exceed the maximum
amount allowed under SSI; under the State's 
more restrictive financial criteria; or under 
the State's medically needy program as 
specified in ATTACHMENT 2.6-A. 

TN No. f.,?-d I 
superse!""R 
TN No. 92-02 

Approval Date -••.-.1•
6_-_'?_s __ EffectiveDate 01/01/95 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page 23 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Groups Covered and Agencies Responsible for Eligibility Determination 

Citation(s) 

1902(a)(47) 
and920 of the Act 

TN NO.: 05-05

Supersedes 
TN No.: 92-14

Groups Covered 
B. Optional Groups Other than the Medically Needy (continued)

__x_ 17. Pregnant women who are determined by a "qualified 
provider" (as defined in 1920(b)(2) of the Act) based on 
preliminary information, to meet the highest applicable 
income criteria specified in this plan under Attachment 
2.6-A and are therefore determined to be 
presumptively eligible during a presumptive eligibility 
period in accordance with section 1920 of the Act. 

Approval Date: '1/25U-5 ' Effective Date: 01/01/2005 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-8 
October 1991 

(MB) ATTACHMENT 2.2-A 

Page 23a 

Citation 

B. 

1906 of the 
Act 

1902(a) (10) (F) 
and 19 0 2 ( u) ( 1) 
of the Act 

TN No. 91-30

0MB NO.: 

I MICHIGAN 

Groups Covered 

QEtional Groups Other Than the Medically Needy 
(Continued) 

18. Indi-viduals required to enroll in
cost-effective employer-based group health
plans remain eligible for a minimum
enrollment period of 1 months.

19. Individuals entitled to elect COBRA
continuation coverage and whose
income as determined under Section
1612 of the Act for purposes of the
SSI program, is no more than 100 percent
of the Federal poverty level, whose
resources are no more than twice the SSI
resource limit for an individual, and for
whom the State determines that the cost
of COBRA premiums is likely to be less
than the Medicaid extendi tures for an
equivalent set of services. See
Supplement 11 to Attachment 2.6-A.

Supercedes Approval Date 07-06-92 Effective Date 10-01-91 
HCFA ID: 7982E TN No. NIA 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 

Page 23a.1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: MICHIGAN 

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATIONS 

AGENCY* 

TN No. 02-17 

Supersedes 

CITATION(s) 

1902(a)(10)(A)(ii)(XIV) of 
the Act 

GROUPS COVERED 

D 20. Optional Targeted Low Income Children who: 

a. are not eligible for Medicaid under any other optional
or mandatory eligibility group or eligible as medically
needy (without spenddown liability);

b. would not be eligible for Medicaid under the policies
in the State's Medicaid plan as in effect on July 15,
1997 (other than because of the §1902(1)(2)(D));

c. are not covered under a group health plan or other
group health insurance (as such terms are defined in
§2791 of the Public Health Service Act coverage)
other than under a health insurance program in
operation before July 1, 1997 offered by a State
which receives no Federal funds for the program;

d. have family income at or below:

200 percent of the Federal poverty level for the size

family involved, as revised annually in the Federal

Register; or

A percentage of the Federal poverty level, which is in

excess of the "Medicaid applicable income level" (as

defined in §211 0(b )( 4) of the Act) but by no more

than 50 percentage points.

The state covers:

D All children described above who are under age
__ (18, 19) with family income at or below 
__ percent of the poverty level. 

D The following reasonable classifications_of 
children described above who are under age 
__ (18, 19) with family income at or below the 
percent of the Federal poverty level specified for 
the classification: 

(ADD NARRATIVE DESCRIPTION(S) OF THE 
REASONABLE CLASSIFICATION(S) AND THE 
PERCENT OF THE FEDERAL POVERTY 
LEVEL USED TO ESTABLISH ELIGIBLILITY 
FOR EACH CLASSIFICATION.) 

Approval Date 
10/1 �� 

Effective Date 10-1-2002

TN No. n/a - new page 

January 1, 2025 Version.  . . .  .    This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page 23a.2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Groups Covered and Agencies Responsible for Eligibility Determinations 

Agency* Citation(s) 

1902(e)(12) of the Act 

1920A of the Act 

Groups Covered 

X 21. A child under age 19 (not to exceed age 
19) who has been determined eligible is
deemed to be eligible for a total of 12 (not to
exceed 12 months) regardless of changes
in circumstances other than attainment of
the maximum age stated above.

X 22. Children under age 19 who are determined 
by a "qualified entity" (as defined in 
1920A(b )(3)(A)) based on preliminary 
information, to meet the highest applicable 
income criteria specified in this plan. 

The presumptive- period begins on the day 
that the determination is made. The period 
ends on the date that the State makes a 
determination with respect to the woman's 
eligibility for Medicaid, or if the woman 
does not apply for Medicaid (or a Medicaid 
application was not made on her behalf) by 
the last day of the month following the 
month in which the determination of 
presumptive eligibility was made, the 
presumptive period ends on that last day. 

TN NO.: 05-05 

Supersedes 
TN No.: 02-17 

Approval Date: '-1/4�/ tS 
, 

Effective Date: 01/01/2005 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: 
February 1992 

ATTACHMENT 2.2-A 
Page 23b 

Citation(s) 

B. 

1902 (a) (10) (A) 
(ii) (XVIII) of

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Michigan 

Group Covered 

Optional Coverage Other Than the Medically Needy 
(Continued) 

X 2 4 . Womerf who : 
a. have been screened for breast or ce:i;::risal

the Act cervical cancer under the Centers for Disease
Control and Prevention Breast and Cervical Cancer
Early Detection Program established under title XV
of the Public Health Service Act in accordance
with the requirements of section 1504 of that Act
and need treatment for breast or cervical cancer,
including a pre-cancerous condition of the breast
or cervix;

1920B of 
the Act 

b. are not otherwise covered under creditable
coverage, as defined in section 2701 (c) of the
Public Health Service Act;

c. are not eligible for Medicaid under any mandatory
categorically needy eligibility group; and

d. have not attained age 65.

25. Women who are determined by a "qualified
entity" (as defined in 1920B (b) based on
preliminary information, to be a woman described
in 1902(aa) the Act related to certain breast and
cervical cancer patients.

The presumptive period begins on the day that the
determination is made. The period ends on the
date that the State makes a determination with
respect to the woman's eligibility for Medicaid,
or if the woman does not apply for Medicaid (or a

Medicaid application was not made on her behalf)
by the last day of the month following the month
in which the determination of presumptive
eligibility was made, the presumptive period ends
on that last day.

*tihs group may be subject to managed care enrollment

TN No. 01-13 Approval Date �/�/ Effective Date f-tH 

Supersedes 
TN No . new page 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page23d 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Groups Covered and Agencies Responsible for Eligibility Determination 

Agency: FIA 

Citation 

1902(a){1 0){A) 
(ii)(XII) of the Act 

1902(a){1 0)(A) 
(ii)(XV) of the �ct 

1902(a)(1 0){A) 
(ii){XVI) of the Act 

TN NO.: 0<1-03 --"---"-"'----

Superseces 
TN Ne.: i-.J:.A. r-ew :::ace 

Groups Covered 

8. Optional Groups Other than the Medically Need:,,; (continued)

[] 23. BBA Work Incentives Eligibility Group - Individuals
with a disability whose net family income is below 250 
percent of the Federal poverty level for a family of the 
size involved and who, except for earned income, meet 
all criteria for receiving benefits under the SSI program. 
See page 12c of Attachment 2.6-A 

[XJ 24. lWWIIA Basic Coverage Group - Individuals with a 
disability at least 16 but less than 65 years of age 
whose income and resources do not exceed a 
standard established by the State. See page 12d of 
Attachment 2.6-A 

[] 25. lWWIIA Medical Improvement Group - Employed 
individuals at least 16 but less than 65 years of age 
with a medically improved disability whose income and 
resources do not exceed a standard established by the 
State. See page 12h of Attachment 2.6-A. 

\ I\\• :· •) "l'.'f'i. 

Approval Date: __ J_·.J1_' _,:._- • • 
Effective Da�e: G 1 :c i. O.! 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page 23e 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Groups Covered 

B. Optional Coverage Other than the Medically Needy (continued)

1902(a)(1 O)(A) X 
(ii)(XVII) and 
1905(w) of the 
Act 

TI\I NO.: 07-13 

Supersedes 

26. All "Independent foster care adolescents" (as defined in
§1905(w)(1) of the Social security Act). Individuals 18 to 21
years of age who, on their 18th birthday were in foster care under
the jurisdiction of the State, without consideration of income,
assets or resources.

a) Reasonable classifications of individuals described in 26
above as follows:
X 1) Individuals under the age of

19 
_20 

X 21 

_2) Individuals to whom foster care maintenance payments 
or independent living services were furnished under a 
program funded under part E of title IV before the date 
the individuals attained 18 years of age. 

_3) Other 

b) Financial requirements:
_ 1) Income test

X There is no income test for this group 
_ The income test for this group is: 

_ 2) X There is no resource test for this group 
_ The resource test for this group is: 

Approval Date: FIB 2 1 2008 Effective Date: 1 0/01 /2007 

TN No.: N/A new pag� 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A 
Page 24 AUGUST 1991 

State: MICHIGAN 
0MB NO.: 0938-

Agency• Citation(s) Groups Covered 

MDSS 

MDSS 

1DSS 

42 CFR 435.301 

1902(e) of the 
Act 

1902(a)(l0) 
(C)(ii)(I) 
of the Act 

c. optional coverage of the Medically Needy

This plan includes the medically needy.

LI No. 

LXI Yes. This plan covers: 

1. Pregnant women who, except for income and/or
resources, would be eligible as categorically needy
under title XIX of the Act.

2. Women who, while pregnant, were eligible
for and have applied for Medicaid and
receive Medicaid as medically needy under
the approved State plan on the date the pregnancy
ends. These women continue to be eligible, as though
they were pregnant, for all pregnancy-related and
postpartum services under the plan for a 60-day
period, beginning with the date the pregnancy ends,
and any remaining days in the month in which the 60th
day falls.

J. Individuals under age 18 who, but for
income and/or resources, would be eligible
under section 1902(a)(l0)(A)(i) of the Act.

TN No. 4¾'-@ 
Supersedes Approval Date 0. i, L5' "9,ATN No. N/A 

Effective Date 10/01/91 

HCFA ID: 7983E 

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Attachment 2.2-A 
Page 25 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Coverage and Conditions of Eligibility 
Groups Covered 

______________________________________________________________________ 

TN NO.:  10-11    Approval Date: ____________ Effective Date: 10/01/2010 

Supersedes 
TN No.:  92-02 

OCT 15 2010 

C. Optional Coverage of Medically Needy (continued)

4. Reserved

42 CFR 
435.308 

5. X a. Financially eligible individuals who are not described in section
C.3. above and who are under the age of:

X  21 
_  20 
_  19 
_ 18 or under age 19 who are full-time students in a 

secondary school or in the equivalent level of vocational 
or technical training. 

_ b. Reasonable classifications of financially eligible  individuals 
under the ages of 21, 20, 19 or 18 as specified below: 

_ 1) Individuals for whom public agencies are assuming full 
or partial financial responsibility and who are: 

_ a) In foster homes (and are under the age of __). 
_ b) In private institutions (and are under the age of 

__). 

October 1,  2021 Version.  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 
AUGUST 1991 

State: 

Agency• Citation(s) 

(BPD) 

MICHIGAN 

ATTACHMENT 2.2-A 
Page 25a 
0MB NO.: 0938-

Groups Covered 

c. Optional coverage of Medically Needy (Continued)

TN No. ZB-ee 
Supersedes 

/ 'l'N No. NA 

(c) In addition to the group under
b.(l)(a) and (b), individuals placed
in foster homes or private
institutions by private, nonprofit
agencies (and are under the age of __
_ 

). 

(2) Individuals in adoptions subsidized in
full or part by a public agency (who are
under the age of ___ ).

(3) Individuals in NFs (who are under the age
of --�> . NF 1Services are provided
under this plan.

(4) In addition to the group under (b}(3),
individuals in ICFs/MR (who are under the
age of ___ ).

(5) Individuals receiving active treatment as
inpatients in psychiatric facilities or
programs (who are under the age of
_,;_ ). Inpatient psychiatric services
for individuals under age 21 are provided
under this plan.

(6) Other defined groups (and ages), as
specified in Supplement l of
A'l"l'ACHMENT 2.2-A.

Approval Date ()J-Q-9,il Effect! v& Date 

HCFA ID: 7983E 

10/01/91 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

Groups Covered 

C. Optional Coverage for the Medically Needy (Continued)

MOCH 
' 

MOCH 

MOCH 

MOCH 

42CFR 435.310 

42CFR 435.320 and 
42 CFR 435.330 

42CFR 435.322 and 
42CFR 435.330 

42CFR 435.324 and 
42CFR 435.330 

42CFR 435.326 

42CFR 435.340 

X 

X 

X 

X 

6. 

7. 

8. 

9. 

10. 

11. 

Caretaker Relatives 

Aged Individuals 

Blind Individuals 

Disabled Individuals 

Individuals who would be ineligible if they 
were not enrolled in an HMO. 
Categorically needy individuals are 
covered under 42CFR 435.212 and the 
same rules apply to medically needy 
individuals. 

Blind and disabled individuals who: 

a. Meet all current requirements for
Medicaid eligibility except the
blindness or disability criteria;

b. Were eligible as medically needy
in December 1973 as blind or
disabled; and

c. For each consecutive month
after December 1973 continue to
meet the December 1973
eligibility criteria.

·TN NO 03-09 Approval Date_ .. _- -__ _ Effective Date 04-01-03 

Supersedes
TN No. 02-22

January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-8 ( BPD ) 
ATTACHMENT 2.2-A 

October 1991 Page 26a 
OMB NO.: 0938- 

State : MICHIGAN 

Citation(s) Groups Covered 

C. Optional Coverage of Medically Needy 
(Continued) 

1906 of the 
Act 

12. Individuals required to bneoll in 
cost effective employer-based group 
health plans remain eligible for a minimum 
enrollment period of months. 

-I., . . 
i ,-.! :\:a. 9 1-30 Apprcvai Dats 07-06-92 Effective Date 10-01-91 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



State: MI §1915(i) State plan HCBS         State plan Attachment 2.2-A: 
TN: 18-0008 Page 26b   
Effective: 10/1/18 Approved: DEC 19, 2018 Supersedes: New 

Groups Covered 
Optional Groups other than the Medically Needy 

In addition to providing State plan HCBS to individuals described in 1915(i)(1), the state may also 
cover the optional categorically needy eligibility group of individuals described in 
1902(a)(10)(A)(ii)(XXII) who are eligible for HCBS under the needs-based criteria established under 
1915(i)(1)(A) and have income that does not exceed 150% of the FPL, or who are eligible for HCBS 
under a waiver approved for the state under Section 1915(c), (d) or (e) or Section 1115 (even if they 
are not receiving such services), and who do not have income that exceeds 300% of the supplemental 
security income benefit rate. See 42 CFR § 435.219.  (Select one):  

 No.  Does not apply.  State does not cover optional categorically needy groups.

  Yes.  State covers the following optional categorically needy groups. 
(Select all that apply): 

(a)    Individuals not otherwise eligible for Medicaid who meet the needs-based criteria of the
1915(i) benefit, have income that does not exceed 150% of the federal poverty level, and
will receive 1915(i) services. There is no resource test for this group. Methodology used:
(Select one):

 SSI.  The state uses the following less restrictive 1902(r)(2) income disregards for
this group. (Describe, if any):

 OTHER (describe):

(b) Individuals who are eligible for home and community-based services under a waiver
approved for the State under section 1915(c), (d) or (e) (even if they are not receiving such
services), and who do not have income that exceeds 300% of the supplemental security
income benefit rate.
Income limit:  (Select one):

 300% of the SSI/FBR

 Less than 300% of the SSI/FBR (Specify):  _____%

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



State: MI §1915(i) State plan HCBS         State plan Attachment 2.2-A: 
TN: 18-0008 Page 26c   
Effective: 10/1/18 Approved: DEC 19, 2018 Supersedes: New 

Specify the applicable 1915(c), (d), or (e) waiver or waivers for which these 
individuals would be eligible: (Specify waiver name(s) and number(s)): 

(c)  Individuals eligible for 1915(c), (d) or (e) -like services under an approved 1115 waiver.
The income and resource standards and methodologies are the same as the applicable
approved 1115 waiver.

Specify the 1115 waiver demonstration or demonstrations for which these individuals 
would be eligible. (Specify demonstration name(s) and number(s)): 

PRA Disclosure Statement  
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number. The valid OMB control number for this 
information collection is 0938-1188. The time required to complete this information collection is 
estimated to average 114 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. 

January 1, 2025 Version.  . . .  .    This plan is provided for informational use only and does not replace the original version.  



State: MI §1915(i) State plan HCBS          State plan Attachment 2.2-A:  
TN: 22-0007 Page 26d    
Effective: 10/1/23 Approved: 09/30/2022 Supersedes: 19-0006 
 

 

Groups Covered  
Optional Groups other than the Medically Needy  
 

In addition to providing State plan HCBS to individuals described in 1915(i)(1), the state may also cover the 
optional categorically needy eligibility group of individuals described in 1902(a)(10)(A)(ii)(XXII) who are 
eligible for HCBS under the needs-based criteria established under 1915(i)(1)(A) and have income that does 
not exceed 150% of the FPL, or who are eligible for HCBS under a waiver approved for the state under 
Section 1915(c), (d) or (e) or Section 1115 (even if they are not receiving such services), and who do not 
have income that exceeds 300% of the supplemental security income benefit rate. See 42 CFR § 435.219.  
(Select one):  
   No.  Does not apply.  State does not cover optional categorically needy groups. 
 
   Yes.  State covers the following optional categorically needy groups. 
 (Select all that apply): 
 

(a)    Individuals not otherwise eligible for Medicaid who meet the needs-based criteria of the 
1915(i) benefit, have income that does not exceed 150% of the federal poverty level, and will 
receive 1915(i) services. There is no resource test for this group. Methodology used: (Select one): 

  
   SSI.  The state uses the following less restrictive 1902(r)(2) income disregards for this 

group. (Describe, if any): 
 

 
 

 
  OTHER (describe):      

 
 

 
(b)  Individuals who are eligible for home and community-based services under a waiver approved 

for the State under section 1915(c), (d) or (e) (even if they are not receiving such services), and 
who do not have income that exceeds 300% of the supplemental security income benefit rate.  
Income limit:  (Select one): 

 
   300% of the SSI/FBR 
 
   Less than 300% of the SSI/FBR (Specify):  _____% 

 
Specify the applicable 1915(c), (d), or (e) waiver or waivers for which these individuals 
would be eligible: (Specify waiver name(s) and number(s)): 

 
 

 
 
 
 
 



State: MI §1915(i) State plan HCBS  State plan Attachment 2.2-A: 
TN: 22-0007 Page 26e   
Effective: 10/1/23 Approved: 09/30/2022 Supersedes: 19-0006 

(c)  Individuals eligible for 1915(c), (d) or (e) -like services under an approved 1115 waiver.  The
income and resource standards and methodologies are the same as the applicable approved 1115
waiver.

Specify the 1115 waiver demonstration or demonstrations for which these individuals would 
be eligible. (Specify demonstration name(s) and number(s)): 

PRA Disclosure Statement  
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number. The valid OMB control number for this information 
collection is 0938-1188. The time required to complete this information collection is estimated to average 114 
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. 



Attachment 2.2-A 
Page 27 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Requirements Relating to Determining Eligibility for Medicare 
Prescription Drug Low-income Subsidies 

1935(a) and 1902(a)(66) The agency provides for making Medicare prescription 
42 CFR 423.774 and drug Low Income Subsidy determinations under 
42 CFR 423.904 Section 1935(a) of the Social Security Act. 

1. The agency makes determinations of eligibility for 
premium and cost-sharing subsidies under and in 
accordance with section 1860D-14 of the Social 
Security Act; 

2. The agency provides for informing the Secretary of 
such determinations in cases in which such eligibility 
is established or redetermined; 

3. The agency provides for screening of individuals for 
Medicare cost-sharing described in Section 
1905(p)(3) of the Act and offering enrollment to 
eligible individuals under the State plan or under a 
waiver of the State plan. 

TN NO.: 05-1 7 Approval Date: :.!.i'l::i .. J ! :  - " . Effective Date: 07/01/2005 

Supersedes 
TN No.: nla new paae 
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Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT 1 TO ATTACHMENT 2.2-A 
AUGUST . 19 9 1 Page 1 

OMB NO.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

REASONABLE CLASSIFICATIONS OF INDIVIDUALS UNDER 
THE AGE OF 21r 20, 19, AND 18 

NCrr APPLICABLE 

HCFA ID: 79833 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCEA-PM-91-4 (BPD) SUPPLEMENT 3 TO ATTACHMENT 2.2-A 
AUGUST ,1991 Page 1 

OMB NO.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: MICHIGAN 

Method for Determining Cost Effectiveness of Caring for 
Certain Disabled Children At Home 

Statewide average DRG outlier per diem payment is determined for the 
child's diagnosis. This becoanes the cap for Title X I X  covered h m  care. 
Care plan is developed and all mdically necessary services are provided. . 
At the end of the fiscal Gyear , mditures for services are c a p r e d  to 
DRG allowable cap. If mditures exceed cap, amount is "cost settled" 
against Title V, using state dollars. No Title XU( claims will be made 
exceeding cap. 

TN Supers des Approval Date /3-/3-96 Effective Date 10/01/91 
TN No. N/A 

HCEA ID: 7983E 
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Revision: HCFA-PM-92 -1 (MB) 
FEBRUARY lgg2 

ATTACHMENT 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

ELIGIBILITY CONDITIONS AND REQU.I~EMENTS 

Citation(s) Condition or Requirement 

42 CFR Part 435, 
Subpart G 

42 CFR Part 435, 
Subpart F 

1902(1) of the 
Act 

1902(m) of the 
Act 

A. General Conditions of Eligibility 

Each individual covered under the plan: 

1. Is financially eligible (using the methods and 
standards described in Parts B and C of this 
Attachment) to receive services. 

2. Meets the applicable non-financial eligibility 
condit ion6 . 

a. For the categorically needy: 

(i) Except as specified under items A.2.a.(ii) 
and (iii) below, for AFDC-related 
individuals, meets the non-financial 
eligibility conditions of the AFDC 
program. 

(ii) For SSI-related individuals, meets the 
non-financial criteria of the SSI program 
or more restrictive SSI-related 
categorically needy criteria. 

.(iii) For financially eligible pregnant 
women,infants or children covered under 
aectione 1902(a)(lO)(A)(i)(IV), 
1902(a)(lo)(~)(i)(v1), 
1902(a)(lO)(A)(i)(VII), and 
1902(a)(lO)(A)(ii)(IX) of the Act, meets 
the non-financial criteria of section 
1902(1) of the Act. 

(iv) For financially eligible aged and 
disabled individuals covered under section 
1902(a)(lO)(A)(ii)(X) of the Act, meets 
the non-financial criteria of' section 
1902(m) of the Act. 

TNNo. 5/d7 - /+ 
supersed6s- Approval Date /&- /6 -9d Effective Date 0 1-0 1-92 
TN NO. 92-03 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Page 1 
State Michigan 

Citation Condition or Rquiremect 

b. For the medically nrafy, rnceb Gir non-financiai 
eiigibiiiry conditions of 42 CFR Pan 435.  

1905(p) of the Act 

1 905b)(~?)~.4)~u) 

42 CFR 435.302 

c. For financially eligible qualified Medicare 
beneficiaries covered ~ n d e r  section 
1902(a)(lO)(E)(i) of the Act, x e a s  the 
zc~ -dmci !  z!*e+a ~f s=icfi !305(jj) of ;he Act, 

d. For fin&ciaily eiigibie quaiiiled disabied and 
working individuals covered under section 
1902(a)(IO)(E)(ii) of the Act, meets the 
non-financial criteria of section 199S(s) . 

e Fnr financially eligible specified !ol.v ic.;cme 
Medicare bene6ciiuies cove:cd n d a r  section 
i 3C2(a)(l OXE)(iii) and (p)(3 j(Aj(iij. 

3. i s  residing in the United States and- 

a. Is a citizen; 

b. -- Tc .z q~u&ied A-~F- as defined k secdca 43 1(5) sf 
P.L. 124-193, whose coverage is mandatory under 
sections 402 and 403 of P.L. i O 4  143, inciuding 
those wno entered the U.S. prior to 
August 22, 1996 and those who entered on or 
after August 22. 1996. 

ld Is a qualified alien, as de5ned in setxiens 
431@) 0fP.L. 104-193, wf.1ose tavtrage is 
optional under sections 4G2 and 403 of 
P i. 104-193, inciuding rinose who entered 
the U.S. prior to August 22, 1996. and 
those who entered on or after 
August 22, 19%. 

c. Is an alien who is not a qualiStd den, zs dtf:kd 
in secticn 43 l(b) of P.L. 104-193, or who is a 
q d f i e d  alien but is not eligible under the 
provisiom of @) abovc. (Coverage is restricted to 
cenain emergency services.) 

/ 

Approval D;iio '0!/~/q7 Effective Date 44 7 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
AUGUST lggl Page 3 

: '  OMB No. : 0938- , 
State: MTCHIGAN 

Citation Condition or Requirement 

d. Is an alien granted lawful temporary resident status 
under section 210 of the Immigration and Nationality 
~ c t  not within the scope of c. above (coverage must 
be restricted to certain emergency services during 
the five-year period beginning on the date the alien 
was granted such status); or 

e. Is an alien who is not lawfully admitted for 
permanent residence or otherwise permanently residing 
in the United States under color of law (coverage 
must be restricted to certain emergency services). 

42 CFR 435.403 4. Is a resident of the State, regardless of whether 
1902(b) of the or not the individual maintains the residence 
Act permanently or maintains it at a fixed address. 

7 State has interstate residency agreement with 
the following States: 

fl State has open agreement (8). 

7 Not applicable; no residency requirement. 

TN No. qa-U.9 
Supersedes Approval Date d$/9- 72 Ef f ectlve Date 10/01/91 
TN NO. 87-1 1 

HCFA ID: 7985E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-8 (MB) ATTACHMENT 2.6-A 
October 1991 Page 3a 

OMB NO. : 0938- 
State/Territory: MICHIGAN 

Citation Condition or Requirement 

42 CFR 435.1008 5. a. Is not an inmate of a public institution. Public 
institutioris do not include medical institutions, 
intermediate care facilities, or publicly operated 
community residences that serve no more than 16 
residents, or certain child care institutions. 

42 CFR 435.1008 b. Is not a patient under age 65 in an institution 
1905(a) of the for mental diseases except as an inpatient under 

age 22 receiving active treatment in an accredited Act 
psychiatric facility or program. 

// Not applicable with respect to individuals - 
under age 22 in psychiatric facilities or 
programs. Such services are not provided under 
the plan. 

42 CFR 433.145 6. Is required, as a condition of eligibility, to assign 
1912 of the his or her own rights, or the rights of any other person 
Act who is eligible for Medicaid and on whose behalf the 

individual has legal authority to execute an assignment, 
to medical support and payments for medical care from 
any third party. (Medical support is defined as support 
specified as being for medical care by a court or 
administrative order.) 

- 
TN NO. 9 1 - 3 0  
Supersedes Approval Date 07-06-92 Effective Date 10-0 1-9 1 

TN No. # @-89 
HCFA ID: 7985E 
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Revision: HCFA-PM-91-8 (MB) 
October 1991 

ATTACHMENT 2.6-A 
Page 3a. 1 

MICHIGAN 
OMB NO. : 0938- 

State/Territory: 

Citation Condition or Requirement 

An applicant or recipient must also cooperate in 
establishing the paternity of any eligible child and in 
obtaining medical support and payments for himself or 
herself and any other person who is eligible for 
Medicaid and on whose behalf the individual can make an 
assignment; except that individuals described in 
§1902(1)(1)(A) of the Social Security Act (pregnant 
women and women in the post-partum period) are exempt 
from these requirements involving paternity and 
obtaining support. Any individual may be exempt from 
the cooperation requirements by demonstrating good cause 
for refusing to cooperate. 

An applicant or recipient must also cooperate in 
identifying any third party who may be liable to pay for 
care that is covered under the State plan and providing 
information to assist in pursuing these third parties. 
Any individual may be exempt from the cooperation 
requirements by demonstrating good cause for refusing to 
cooperate. 

/v Assignment of rights is automatic because of State - 
law. 

42 CFR 435.910 7. Is required, as a condition of eligibility, to furnish 
his/her social security. account number (or numbers, if 
he/she has more than one number). 

TN NO. 91-30 
Supersedes Approval Date 07-06-92 Effective Date 10-01-9 1 

TN No. N/A , 

HCFA ID: 7985E 
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Revision: HCFA-PM-91-4 (BPD) 
AUGUST 1991 

ATTACHMENT 2.6-A 
Paae 3b 

' MICHIGAN 0G NO.: 0938.- 
State : 

Citation Condition. or Requirement 

1902(c)(2) 8. Is not required to apply for AFDC benefits under 
title IV-A as a condition of applying for, or 
receiving, Medicaid if the individual is a pregnant 
woman, infant, or child that the State elects to 
cover under aections 1902(a)(lO)(A)(i)(IV) and 
1902(a)(lO)(A)(ii)(IX) of the Act. 

1902(e)(lO)(A) 9. Is not required, as an individual child or pregnant 
and (B) of the woman; to meet requirements under section 402(a)(43) 
Act of the Act to be in certain living arrangements. 

(Prior to terminating AFDC individuals who do not meet 
such requirements under a State's AFDC plan, the agency 
determines if they are otherwise eligible under the 
State's Medicaid plan.) 

TN NO. 493-8-3 
Supersedes Approval Date 83'/9- 92 Effective Date 10/01/91 
TN No. N/A 

HCFA ID: 7985E 
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Attachment 2.6-A 
Page 3c 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Condition or Requirement 

1906 of the Act 10. Is required to apply for enrollment in an employer based cost- 
effective group health plan, if such plan is available to the 
individual. Enrollment is a condition of eligibility except for the 
individual who is unable to enroll on hisfher own behalf (failure of 
a parent to enroll a child does not affect a child's eligibility). 

New York State 11. Is required to apply for coverage under Medicare Parts A, B 
Department of andlor D if it is likely that the individual would meet the eligibility 
Social Services criteria for any or all of those programs. The state agrees to pay 
v. Dublino, any applicable premiums and cost sharing, (except those 
473 U.S.(7973) applicable under Part D) for individuals required to apply for 

Medicare. Application for Medicare is a condition of eligibility 
unless the state does not pay the Medicare premiums, 
deductibles or co-insurance (except those applicable under Part 
D) for persons covered by the Medicaid eligibility group under 
which the individual is applying. 

TN NO.: 06-03 Approval Date. ' d N  2 8 29DF Effective Data: 01/01R006 

Supersedes 
TN NO.: 91-30 
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Attachment 2.6-A 
Page 4 
OMB No,: 0938-- 

Revision: HCFA-PM-91-4  (BPD) 
August 1991 

Citation 

TN NO.:  18-0012  Approval Date: DEC 20, 2018  Effective Date: 11-01-2018 

Supersedes 
TN No.:   17-0010 

B. Post-Eligibility Treatment of Institutionalized Individuals

The following amounts are deducted from gross income when computing
the application of an individual’s or couple’s income to the cost of
institutional care:

1. Personal Needs Allowance

a. Aged, blind, disabled—
Individuals $ 30 plus *
Couples     $ 60 plus *

For the following individuals with greater need— 

b. AFDC related—
Children $ 30 plus *
Adults     $ 30 plus *

c. Individuals under age 21 covered in this plan as specified in Item
B.7. of Attachment 2.2-A  $_________

2. For maintenance of the non-institutionalized spouse only.  The amount
must be based on a reasonable assessment of need but must not
exceed the highest of—

SSI level $_________ 
SSP level $_________ 
Medically need level $_**_______ 
Other as follow $_________ 

*Any income over $30 ($60 for couples) for guardianship fees paid for court-
appointed guardians up to a maximum amount of $83 per month for actual
guardianship fees.

**Applicable protected income level for one person (see Supplement 1). 

435.725 
435.733 
435.832 

Condition or Requirement 

435.725 
435.733 
435.832 

January 1, 2025 Version.  . . .  .      This plan is provided for informational use only and does not replace the original version.  



Attachment 2.6-A 
Page 5 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

TN NO.:  13-05    Approval Date: ____________ Effective Date:  01/01/2013 

Supersedes 
TN No.:  12-07 

APRIL 17 2013 

Citation Condition or Requirement 

B. Post-Eligibility Treatment of Institutionalized Individuals (continued)

3. For children, each family member:

AFDC level $ _______________ 
Medically needy level $ see Supplement 1 
Other as follows $ _______________ 

4. Amounts for incurred medical expenses not subject to payment by a third
party:

a. Health insurance premiums, deductibles and co-insurance charges;

b. Necessary medical or remedial care not covered under the Medicaid
plan (Reasonable limits on amounts are described in Supplement 3 to
Attachment 2.6-A).

5. An amount for maintenance of a single individual’s home (includes
apartments) for not longer than 6 months, if a physician has certified he or
she is likely to return home within that period.

☒ Yes.  Amount for maintenance of home to equal the federal SSI benefit
rate per month 

☐ No

1902(1) of the Act 6. SSI benefits paid under section 1611(e)(1)((E) and (G) of the Act to
individuals who receive care in a hospital or NF.

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revis ion:  HCFA Region . V  , Attachment 216-A 
November 1989 Page 5a 

STATE MICHIGAN 

CITATION CONDITION OR REQUIREMENT 

7. Maintenance s t a n d a r d s  f o r  community spouses and 
o t h e r  dependent familymembers used t o  c a l c u l a t e  
monthly income al lowances under Sec t ion  1924 of 
t h e  Act. 

a .  Community spouses  

X 1. A s t anda rd  based on t h e  formula - 
conta ined  i n  Sec t ion  1924 (d )  is used.  

- 2. The maximum s tandard  contained i n  
Sec t i on  1924 (d )  (3) ( C )  . 

- 3 .  A f i x e d  s t anda rd  which i s  g r e a t e r  t han  
t h e  minimum standard  descr ibed i n  
S e c t i o n  1924 (d) p lus  a c t u a l  s h e l t e r  
c o s t s  no t  t o  exceed t h e  maximum s t anda rd  
con ta ined  i n  Sec t ion  1924 (d)  (3) (C) . 
The s t anda rd  used is $ 

b. Other fami ly  members who a r e  dependent 

X 1. A s t anda rd  based on t h e  formula - 
conta ined  i n  Sec t ion  1924 (d)  (1) ( C )  is 
used. 

- 2. A f i x e d  s t anda rd  g r e a t e r  t han  t h e  amount 
which would be used i f  t h e  formula 
de sc r ibed  i n  Sec t ion  1924 (d)  (1) (C) were 
used.  The s tandard  use  is $ 

- c. The s t a n d a r d s  desc r ibed  above a r e  used f o r  
i n d i v i d u a l s  r e c e i v i n g  home and community- 
based waiver  s e r v i c e s  i n  l i e u  of s e r v i c e s  
provided i n  a medical o r  remedial c a r e  
i n s t i t u t i o n .  

m NO. YO -0A ~ ~ ~ r ~ ~ a l  Date 3 ~ 2 1 ~  q l  ~f f e c t i v e  Date 01-31180 
Supersedes  T N  No. 89-33 
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Revision: HCFA-PM-92-1 (MB) 
FEBRUARY 1gg2 

ATTACHMENT 2.6-A 
Page 6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation ( s ) Condition or Requirement 

42 CFR 435.711 C. Financial Eligibility 
435.721, 435.831 

For individuals who are AFDC or SSI recipients, the 
income and resource levels and methods for 
determining countable income and resources of the 
AFDC and SSI program apply, unless the plan provides 
for more restrictive levels and methods than SSI for 
SSI recipients under section 1902(f) of the Act, or 
more liberal methods under section 1902(r)(2) of the 
Act, as specified below. 

For individuals who are not AFDC or SSI recipients in 
a non-section 1902(f) State and those who are deemed 
to be cash assistance recipients, the financial 
eligibility requirements specified in this section C 
apply 

Supplement 1 to ATTACHMENT 2.6-A specifies the income 
levels for mandatory and optional categorically needy 
groups of individuals, including individuals with 
incomes related to the Federal income poverty 
level--pregnant women and infants or children covered 
under sections 1902(a)(lO)(A)(i)(IV), 
1902(a)(lO)(A)(i)(VI), 1902(a)(lO)(A)(i)(VII), and 
1902(a)(lO)(A)(ii)(IX) of the Act and aged and 
disabled individuals covered under section 
1902(a)(lO)(A)(ii)(X) of the Act--and for mandatory 
groups of qualified Medicare beneficiaries covered 
under section 1902(a)(lO)(E)(i) of the Act. 

TN No. 92-/+ 
Supersedes Approval Date &-/6-9$ Effective Date 01-01-92 
TN NO. 92-03 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



ATTACHMENT 2.6-A 
Page 6a 

State: 

Citation Condition or Requirement 

X Supplement 2 to ATTACHMENT 2.6-A specifies the resource 
levels for mandatory and optional cateqoricallv needv 
poverty level related groups, and for medically needy 
groups. 

Supplement 7 to ATTACHMENT 2.6-A specifies the income levels 
for categorically needy aged, blind and disabled persons who - - 
are covered under requirements more restrictive- than SSI 

Supplement 4 to ATTACHMENT 2.6-A specifies the methods for 
aeterminingincome eligibility used by States that have more 
restrictive methods than SSI, permitted under section 
1902 (f) of the Act. 

Supplement 5 to ATTACHMENT 2.6-A specifies the methods for 
. determining resource eligibility used by States that have 
more restrictive methodsthan SSI, permitted under section 
1902(f) of the Act. 

X Supplement 8a to ATTACHMENT 2.6-A specifies the methods for 
determining income eligibility used by States that are more 
liberal than the methods of the cash assistance programs, 
permitted under section 1902 (r) (2) of the Act. 

X Supplement 8b to ATTACHMENT 2.6-A specifies the methods for 
determining resource eligibility used by States that are 
more liberal than the methods of the cash assistance 
programs, permitted under section 1902(r) (2) of the Act. 

- Supplement 14 to ATTACHMENT 2.6-A specifies income*levels 
used by States for determining eligibility of Tuberculosis- 
infected individuals whose eligibility is determined under 
§I902 ( 2 )  (1) of the Act. 

TNNO. 9516 
Supersedes Approval Date / .  /,-qS Effective Date 10/01/95 
TN NO. 92-03 
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FEBRUARY l9 
ATTACHMENT 2.6-A 
Page 7 

STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

S ta t e :  MICHlGAN 

ELIGIBILITY CONDITIONS AND ReQUIReMENTS 

C i t a t i o n  ( s ) Condition o r  Requirement 

1902 ( r)  ( 2 )  
of t h e  Act 

1 9 0 2 ( e ) ( 6 )  
t h e  A c t  

1. Methods of Determining Income 

a. AFDC-related ind iv idua l s  (except  f o r  poverty 
l e v e l  r e l a t e d  pregnant women, i n f a n t s ,  and 
c h i l d r e n ) .  

(1) I n  determining countable income f o r  
AFDC-related ind iv idua l s ,  t h e  .following 
methods a r e  used: 

- (a) The methods under t h e  S t a t e ' s  
approved AFDC p lan  only; o r  

X (b)  The methods under t h e  S t a t e ' s  - 
approved AFDC plan  and/or any more 
l i b e r a l  methods described i n  
Supplement 8a t o  ATTACHMENT 2.6-A. 

( 2 )  I n  determining r e l a t i v e  f i n a n c i a l  
r e s p o n s i b i l i t y ,  t h e  agency cons iders  only 
t h e  income of spouses l i v i n g  i n  t h e  same 
household a s  a v a i l a b l e  t o  spouses and t h e  
income of pa ren t s  a s  a v a i l a b l e  t o  ch i ld ren  
l i v i n g  with pa ren t s  u n t i l  t h e  ch i ld ren  
become 21. 

( 3 )  Agency cont inues  t o  t r e a t  women 
e l i g i b l e  under t h e  provis ions  of s e c t i o n s  
1902(a ) (10 )  of t h e  A c t  a s  e l i g i b l e ,  without 
regard t o  any changes i n  income of t h e  
family of which she is a member, f o r  t h e  
60-day per iod  a f t e r  her  pregnancy ends and 
any remaining days i n  t h e  month i n  which t h e  
60th day f a l l s .  

TN No. 
Supersedes 

' 
Approval Date ,.2-27-4g Ef f e s t i v e  Date 03al-94 

TN NO. 92-14 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-92 -1 (MB) 
FEBRUARY 1992 

ATTACHMENT 2.6-A 
Page 7a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State : MICHIGAN 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation (s) Condition or Requirement 

42 CFR 435.721 b. Aged individuals. In determining countable 
435.831, and income for aged individuals, including aged 
1902(m)(l)(B)(m)(4) individuals with incomes up to the Federal 
and 1902 (r) (2) poverty level described in section 
of the Act 1902(m)(l) of the Act, the following methods 

are used: 

- The methods of the SSI program only. 
X The methods of the SSI program and/or any - 

more liberal methods described in Supplement 
8a to ATTACHMENT 2.6-A. 

TN No. Yf.  - /Y 
Superaedee Approval Date 0 4-/6 -92 Effective Date 01-01-92 
TN No. N/A 
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Revision: HCFA-PM-91-4 ( BPD ATTACHMENT 2.6-A 
AUGUST Page 8 

OMB No. : 0938- 
state: MICHIGAN 

Citation Condition' or Requirement 

f-7 For individuals other than optional State 
supplement recipients, more restrictive methods 
than SSI, applied under the provisions of section 
1902(f) of the Act, as specified in Su~~lement 4 
to ATTACHMENT 2.6-A; and any more liberal methods 
described in Su~~lement 8a to ATTACHMENT 2.6-A. 

7 ' For institutional couples, the methods specified 
under section 1611(e)(5) of the Act. 

- 
L/ For optional State supplement recipients under 

S435.230, income methods more liberal than SSI, as 
specified in Su~~lement 4 to ATTACHMENT 2.6-A. 

For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements-- 

- SSI methods only. 

- SSI methods and/or any more liberal methods 
than SSI described in Su~~lement 8a to 
fiTTACHMENT 2.6-A. 

- Methods more restrictive and/or more liberal 
than SSI. More restrictive methods are 
described in Su~olement 4 to ATTACHMENT 
2.6-A and more liberal methods are described 
in Su~~lement 8a to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, 
the agency considers only the income of spouses 
living in the same household as available to 
spouses. 

TN No. 4/27 - d 3 
Supersedes Approval Date 0379-92 Effective Date 10-01-91 
TNNO. 88-01 

HCFA ID: 7985E 
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MICHIGAN 
OMB No.: 0938- 

State: 

Citation Condition or Requirement 

42 CFR 435.721 and c. Blind individuals. In determining countable 
435.831 income for blind individuals, the following 
1902(m)(ll(B), methods are used: . .  . . 
(m)(4), and 
1902 (r) (2). of 
the Act 

- The methods of the SSI program only. 

X SSI methods and/or any more liberal methods - 
described in SuD~lement 8a to ATTACHMENT 
2.6-A. 

- For individuals other than optional State 
supplement recipients, more restrictive 
methods than SSI, applied under the provisions 
of section 1902(f) of the Act, as specified in 
Su~plement 4 to ATTACHMENT 2.6-A, and any more 
liberal methods described in m ~ l e m e n t  8a to 
ATTACHMENT 2.6-A. 

- For institutional couples, the methods 
specified under section 1611(e)(5) of the Act. 

- For optional State supplement recipients under 
S435.230, income methods more liberal than SSI, 
as specified in S u ~ ~ l e m e n t  4 to ATTACHMENT 
2.6-A. 

- For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements-- 

- SSI methods only. 

- SSI methods and/or any more liberal methods 
than SSI described in S u ~ ~ l e m e n t  8a to 
A'PTACHMENT 2.6-A. 

- Methods more restrictive and/ or more 
liberal than SSI. More restrictive methods 
are described in S u ~ ~ l e m e n t  4 to ATTACHMENT 
2.6-A and more liberal methods are described 
in Su~~lement 8a to ATTACHMENT 2.6-A. 

TN NO. 92 H 4 =3 
Supersedes 87-1 ApprovalDate@-/y-flg EffectiveDate 10-01-91 
TN No. 

HCFA ID: 7985E 
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OMB No. : 0938- 
state : MICHIGAN 

Citation Condition .or Requirement 

In determining relative responsibility, the agency 
considers only the income of spouses living in the 
same household as available to spouses and the income 
of parents as available to children living with 
parents until the children become 21. 

42 CFR 435.721, d. Disabled individuals. In determining 
and 435.831 countable income of disabled 
1902(m)(l)(B), individuals, including individuals 
(m)(4), and with incomes up to the Federal poverty 
1902(r)(2) of level described in section 1902(m) of 
the Act the Act the following methods are used: 

- The methods of the SSI program. 

X SSI methods and/or any more liberal methods - 
described in Su~~lement 8a to ATTACHMENT 
3.6-A. 

- For institutional couples: the methods 
specified under section 1611(e)(5) of the Act. 

- For optional State supplement recipients under 
S435.230: income methods more liberal than 
SSI, as specified in Su~~lement 4 to ATTACHMENT 
2 .6 -A .  

- For individuals other than optional State 
supplement recipients (except aged and disabled 
individuals described in section 1903(m)(l) of 
the Act): more restrictive methods than SSI, 
applied under the provisions of section 1902(f) 
of the Act, as specified in S u ~ ~ l e m e n t  4 to 
ATTACHMENT 2.6-A; and any more liberal methods 
described in ,u 5 1 erne nt 8a to ATTACHMENT 2.6-A. 

TN NO. 42'dS 
superseZs - Approval Date d j  d / y  - 92 Effective Date 10-01-91 
TN NO. 87-1 1 

HCFA ID: 7985E 
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OMB No.: 0938- 
state: MICHIGAN 

Citation Condition or Requirement 

- For optional State supplement recipients in 
section 1902(f) States and SSI criteria States 
without section 1616 or 1634 agreements-- 

- SSI methods only. 

- SSI methods and/or any more liberal methods 
than SSI described in Su~~lement 8a to 
ATTACHMENT 2.6-A. 

- Methods more restrictive and/or more liberal 
than SSI, except for aged and disabled 
individuals described in section 1902(m)(l) 
of the Act. More restrictive methods are 
described in Su~~lement 4 to ATTACHMENT 
2.6-A and more liberal methods are specified 
in Su~~lement 8a to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, the 
agency considers only the income of spouses living in 
the same household as available to spouses and the 
income of parents as available to children living 
with parents until the children become 21. 

TN No. 4 
Approval Date 63- /9-92 EffectiveDate 10-01-91 

TN NO. 90-02 
HCFA ID: 7985E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) Condition or Requirement 

1 902 (1)(3)(E)and 
1902 (r)(2) of the Act 

e. Povertv level preqnant women, infants. 
and children. For pregnant women and 
infants or children covered under the 
provisions of sections 1902 
(a)(l O)(A)(i)(lV), (VI), and (VII), and 
1902 (a)(l O)(A)(ii)(lX) of the Act- 

(1) The following methods are used in 
determining countable income: 

X The methods of the State's approved - 
AFDC plan. 

- The methods of the approved title 
IV-E plan. 

X The methods of the approved AFDC - 
State plan and/or any more liberal 
methods described in Supplement 
8a to Attachment 2.6-A. 

The methods of the approved title 
IV-E plan and/or any more liberal 
methods described in Supplement 
8a to Attachment 2.64. 

TN No. 98-05 Approval Date q- /y -qr  Effective Date 05/01/98 
Supersedes 
TN NO. 95-01 
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Revision: HCFA-PM-92 '1 (MB ) ATTACHMENT 2.6-A 
FEBRUARY Page 12 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state: MICHIGAN 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation (s ) Condition or Requirement 

1902(e)(6) of 
the Act 

1905(~) (1) , 
1902(m)(4), 
and 1902(r)(2) of 
the Act 

(2) In determining relative financial 
responsibility, the agency considers only 
the income of spouses living in the same 
household as available to spouses and the 
income of parents as available to children 
living with parents until the children 
become 21. 

( 3 )  The agency continues to treat women 
eligible under the provisions of sections 
1902(a)(10) of the Act as eligible, without 
regard to any changes in income of the 
family of which she is a member, for the 
60-day period after her pregnancy ends and 
any remaining days in the month in which the 
60th day falls. 

f. Qualified Medicare beneficiaries. In 
determininq countable income for qualified 
Medicare beneficiaries covered under section 
1902(a)(lO)(E)(i) of the Act, the following 
methods are used: 

- The methods of the SSI program only. 
SSf methods and/or any more liberal methods 
than SSI described in Supplement 8a to 
ATTACHMENT 2.6-A. 

- For institutional couples, the methods 
specified under section 1611(e)(5) of the 
Act. 

Supereedes ' Approval Date &4/6 - 9 ,  Effective Date 01-01-92 
TN NO. 92-03 
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MARCH 1993 

State: MICHIGAN 

ATTACXMENT 2.6-A 
Page 12a 

Citation Condition or Requirement 

1905(e) of the Act 

1905(p) of the Act 

If an individual receives a title I1 benefit, any 
amounts attributable to the most recent increase 
in the monthly insurance benefit as a result of a 
title I1 COLA is not counted as inczme during a 
"transition period" beginning with January, when 
the title I1 benefit for December is received, 
and ending with the last day of the month 
following the month of publication of the revised 
annual Federal pcvezty level. 

Fcr individuals with title I1 income, the revised 
poverty levels are not effective.unti1 the first 
day of the month following the end of the 
transition period. 

For individuais not receiving title I1 incsrne, 
the revised poverzy levels are effective no latez 
than the date of publication. 

g. (1) Qualified disabled and working individuals. 

In determining countable inco,me for 
qualified disabled and working individuals 
covered under 1902(a)(lO)(E)(ii) of.the Act, 
the methods of the SSI program are used. 

(2) Specified low-income Medicare beneficiaries. 

In determining countable income for 
specified low-income Medicare beneficiaries 
covered under 1902-(a)(lO)(E)(iii) of the 
Act, the same method as in f. is used. 

TN No. - 
Supersedes Approval Date 7 9 Effective Date 1-1-93 
TN No. 92-14 
* U.S.  G.P.0.:1993-342-239:80032 
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ATTACHMENT 2.6-A 
Page 12b 
OMB No. : 

State/Territory: MICHIGAN 

Citation Condition or Requirement 

1902 (u) (h) COBRA Continuation Beneficiaries 
of the Act 

In determining countable income for COBRA 
continuation beneficiaries, the following 
disregards are applied: 

X The disregards of the SSI program; 

The agency uses methodologies for treatment of 
income more restrictive than the SSI program. 
These more restrictive methodologies are 
described in Supplement 4 to Attachment 2.6-A. 

NOTE: For COBRA continuation beneficiaries specified 
at 1902(u)(4), costs incurred from medical care 
or for any other type of remedial care shall 
not be taken into account in determining 
income, except as provided in section 
1612(b)(4)(B)(ii). 

- 
TN NO. 91-30 
Supersedes Approval Date 07-06-92 Effective Date 0-0 -9 

TN No. N/A 
HCFA ID: 7985E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIlY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) (i) Working Individuals with Disabilities - BBA 
(ii)(XIII) of the Act 

In determining countable income and resources for working 
individuals with disabilities under the BBA, the following 
methodologies are applied: 

- The methodologies of the SSI program. 

- The agency uses methodologies for treatment of income 
and resources more restrictive than the SSI program. 
These more restrictive methodologies are described in 
Supplement 4 (income) and/or Supplement 5 (resources) 
to Attachment 2.6-A. 

- The agency uses more liberal income and/or resource 
methodologies than the SSI program. More liberal 
methodologies are described in Supplement 8a to 
Attachment 2.6-A. More liberal resource methodologies 
are described in Supplement 8b to Attachment 2.6-A. 

TN NO.: 02-03 Approval Date: {*l f j ' .  - c.;- 
Eiiec:ive Date: 01 I01 /0-: 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Eligibility Conditions and Requirements 

TN NO.:  14-009  Approval Date: _______________  Effective Date: 04-01-2014 

Supersedes 
TN No.: 04-03 

APR 2, 2015 

Citation 

1902(a)(1O)(A) 
(ii)(XV) of the Act 

Condition or Requirement 

(ii) Working Individuals with Disabilities -  Basic Coverage Group
TWWIIA

In determining financial eligibility for working individuals with
disabilities under this provision, the following standards and
methodologies are applied:

_The agency does not apply any income or resource
standard. 

_X_The agency applies the following income and/or resource 
standard(s}: 

Income Limit: 
Individual's total countable income cannot exceed 250%  of 
current federal poverty level guidelines. 

Resource Limit: 
Individual's total countable assets cannot exceed the resource limit 
described in 1905(p)(1)(C)

January 1, 2025 Version.  . . .  .     This plan is provided for informational use only and does not replace the original version. 
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' .. 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURlM ACT 

State of MICHIGAN 

. . Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902 (a)(l O)(A) Income Methodoloqies 
(ii)(XV) of the Act (cont.) 

In determining whether an individual meets the income 
standard described above, the agency uses the following 
methodologies: 

- The income methodologies of the SSI program. 

- The agency uses methodologies for treatment of 
income that are more restrictive than the SSI 
program. These more restrictive methodologies 
are described in Supplement 4 to Attachment 2.6-A 

X The agency uses more liberal income - 
methodologies than the SSI program. More liberal 
in~ome methodologies are described in 
Supplement 8a to Attachment 2.6-A 

I 

,I j 
TN NG.: Od-03 Aparoval Date: ,:I .:.! . : . . . Efective Date: 01/01!04 

< . *  

Scgersedes 
TN No.: NIA new oaae 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURlV  ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) Resource Methodoloaies 
(ii)(XV) of the Act (cont) 

In determiningwhether the individual meets the resource 
standard described above, the agency uses the following 
methodologies. 

Unless one of the following items is checked the agency, 
under the authority of section 1502(r)(2) of the Act, 
disregards all funds held in retirement funds and accounts, 
including private retirement accounts such as IR4s and 
other individual accounts, and employer-sponsored 
retirement plans such as 401 (k) plans, Keogh plans, and 
employer pension plans. Any disregard involving 
retirement accounts is separately described in Supplement 
8b to Attachment 2.6-A. 

- The agency disregards funds held in employer- 
sponsored retirement plans, but not private 
retirement plans. 

- The agency disregards funds in retirement accounts 
in a manner other than those described above. The 
agency's disregards are specified in Supplement 8a 
to Attachment 2.6-A. 

TN NO.: 04-03 Approval Date: 2;..: Effective Date: 01i0 i 10"- 
. .  . 

'- d fit,; 
Supersedes 
TN No.: N/A new oace 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIN ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) - The agency does not disregard funds in retirement 
(ii)(XV) of the Act (cont) accounts. 

X The agency uses resource methodologies in - 
addition to any indicated above that are more 
liberal than those used by the SSI program. More 
liberal resotiice methcdologies are described in 
Supplement 8b to Attachment 2.6-A. 

- The agency uses the resource methodologies of 
the SSI program. 

- The agency uses methodologies for treatment of 
resources that are more restrictive than the SSI 
program. These more restrictive methodologies 
are.described in Supplement 5 tu Attachment 2.6-A 

TN NO.: 04-03 Effec!ive Date: 01/0110.? 

TN No.: N/A new oaae 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) 
(ii)(XVI) of the Act 

(iii) Workina Individuals with Disabilities - Employed 
Medically Improved Individuals - W I I A  

In determining financial eligibility for employed 
medically improved individuals under this provision, 
the following standards and methodologies are 
applied: 

- The agency does not apply any income or 
resource standard. 

- The agency applies the following income 
andlor resource standard(s): 

TN NO.: 03-03 
.j!j>< - - - .,"G 

Approval Date: .' Effective Date: 01!01/02 

Supersedes 
TN No.: NIA new oaae 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) Income Methodoloqies 
(ii)(XVI) of the Act (cont) 

In determining whether an individual meets the income 
standard described above, the agency uses the following 
methodologies: 

- The income methodologies of the SSI program. 

- The agency uses methodologies for treatment of 
income that are more restrictive than the SSI 
program. These more restrictive methodologies 
are described in Supplement 4 to Attachment 2.6-A 

- The agency uses more liberal income 
methodologies than the SSI program. More liberal 
methodologies are described in Supplement 8a to 
Attachment 2.6-A. 

q ?,v?!!.!; ., ,,* '1 TN NO.: 0.1-03 Approval Da:e: : J )  Effective Date: Olio! 104 

Supersedes  
TN No.: NIA new Dace 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

EIigibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) Resource Methodoloqies 
(ii)(XVI) of the Act (cont) 

In determining whether the individual meets the resource 
standard described above, the agency uses the following 
methodologies. 

Unless one of the following items is checked the agency, 
ur;der the authority of section 1902(r)(2) of the Act, 
disregards all funds held in retirement funds and accounts, 
including private retirement accounts such as IRAs and 
other individual accounts, and employer-sponsored 
retirement plans such as 401 (k) plans, Keogh plans, and 
employer pension plans. Any disregard involving 
retirement accounts is separately described in Supplement 
8b to Attachment 2.6-A. 

- The agency disregards funds held in employer- 
sponsored retirement plans, but not private 
retirement plans. 

- The agency disregards funds in retirement 
accounts in a manner other than those listed 
above. The agency's disregards are specified in 
Supplement 8b to Attachment 2.6-A. 

TN NO.: 0.1-03 
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TN No.: N:A new oace 
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Page 12k 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) - The agency does not disregard funds in retirement 
(ii)(XVI) of the Act (cont) accounts. 

- The agency uses resource methodologies in 
addition to any indicated above that are more 
liberal than those used by the SSI program. More 
liberal resource methodologies are described in 
Supplement 8b to Attachment 2.6-A. 

- The agency uses the resource methodologies of 
the SSI program. 

- The agency uses methodologies for treatment of 
resources that are more restrictive than the SSI 
program. These more restrictive methodologies 
are described in Supplement 5 to Attachment 2.6-A 

TN NO.: 1 4 - 4 3  Approval Date: - ii .. .$.:> Effective Date: 01/01/0;1 

TN No.: N!A new ozca 
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Attachment 2.6-A 
- Page 121 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A) Definition of Ern~loved - Emploved Medically Improved 
(ii)(XVI) and 1905 (v)(2) Individuals - M I I A  
of the Act 

uses the statutory definition of 
earning at least the minimum 

7 at least 40 hours per month. 

- The agency uses an airernative definition of 
'employedn that provides for substantial and 
reasonable threshold criteria for hours of work, 
wages, or other measures. The agency's threshold 
criteria are described below: 

TN NO.: 02-03 .,. . Approval Date: ::;% . :? '; .. :5:. E!Yec:ive Date: 01/01/04 

Supersedes 
TN No.: NIA new oace 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIPI ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1902(a)(l O)(A)(ii)(XIII), Payment of Premiums or Other Cost Sharinq Charaes 
(XV>, (XVI), and 1916(g) 
of the Act 

For individuals eligible under the BBA eligibility group 
described in No. 23 on page 23d of Attachment 2.2-A: 

- The agency requires payment of premiums or other 
cost-sharing charges on a sliding scale based on 
income. The premiums or other cost-sharing 
charges, and how they are applied, are described 
below: 

TN NO.: 02-03 
;\.js 3. 2 :!;!I.! 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIP( ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation Condition or Requirement 

1 902(a)(l O)(A)(ii)(XIIl), For individuals eligible under the Basic Coverage Group 
(XV),(XVI), and 1916(g) described in No. 24 on page 23d of Attachment 2.2-A, and 
of the Act (cont) the Medical Improvement Group described in No. 25 on 

page 23d of Attachment 2.2-A: 

X The agency requires individuals to pay premiums or - 
other cost-sharing charges on a sliding scale based 
cn income. For individuals with net annljal income 
below 450 percent of the Federal poverty level for a 
family of the size involved, the amount of premiums 
cannot exceed 7.5 percent of the individual's 
income. 

The premiums or other cost-sharing charges, 
how they are applied, are described on pag 

Suserseczs 
TN NO.: NIA new oaae 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Eligibility Conditions and Requirements 

TN NO.:  14-009  Approval Date: _______________ Effective Date: 04-01-2014 

Supersedes 
TN No.:  04-03 

APR 2, 2015 

Citation 

Sections 1902(a)(1O)(A) 
(ii)(XV), (XVI), and 1916(g) 
of the Act (cent) 

Condition or Requirement 

Premiums and Other Cost-Sharing Charges 

For the Basic Coverage Group and the Medical Improvement 
Group, the agency's premium or other cost- sharing charges, 
and how they are applied, are described below. 

No premium will be assessed for individuals with income 
less than 138% of the FPL. 

A premium of up to 7.5% per month of income for 
individuals with income between 138% of the FPL 
and the statutory limit described in 1916( g ) ( 2 )  
and subject to the mandatory increases in section 
215( i ) ( 2 ) ( A ) ( ii) .   

Individuals with annual income exceeding the statutory 
limits described in 1916( g ) ( 2 )  and subject to the 
mandatory increases in section 215( i ) ( 2 ) ( A ) ( ii)  will 
pay a premium of 100% of the average Freedom to Work 
Program participant cost for an enrolled individual as 
determined by the Department of Community Health. 

January 1, 2025 Version.  . . .  .      This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
AUGUST 199 Page 13 

'OMB No.: 0938- 
state : MJmIGAN 

Citation Condition or Requirement 

1902(k) of the 2. Medicaid Qualifying Trusts 
Act 

In the case of a Medicaid qualifying trust 
described in section 1902(k)(2) of the Act, the 
amount from the trust that is deemed available to the 
individual who established the trust (or whose spouse 
established the trust) is the maximum amount that the 
trustee(s) is permitted under the trust to distribute to 
the individual. This amount is deemed available to the 
individual, whether or not the distribution is actually 
made. This provision does not apply to any trust or 
initial trust decree established before April 7, 1986, 
solely for the benefit of a mentally retarded individual 
who resides in an intermediate care facility for the 
mentally retarded. 

7 The agency does not count the funds in a trust as 
described above in any instance where the State 
determines that it would work an undue hardship. 
Su~~lement 10 of ATTACHMENT 2.6-A specifies what 
constitutes an undue hardship. 

1902(a)(lO) 
of the Act 

3. Medically needy income levels (MNILs) are based on 
family size. 

Su~~lement 1 to ATTACHMENT 2.6-A specifies the MNILs for 
all covered medically needy groups. If the agency 
chooses more restrictive levels under section 1902(f) of 
the Act, Su~~lement 1 so indicates. 

TN No. 4 
S U p e r S e F  Approval Date & 3 - / 9 @ P ~  Effective Date 10-01-91 
TN No. - 
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
AUGUST 19 9 1 Page 14 

OMB NO. : 093'8- 
state : M T ~ . A N  

Citation Condition or Requirement 

42 CFR 435.732, 4. Handling of Excess Income - Spend-down for the 
435.831 Medically Needy in All States and the Categorically 

Needy in 1902(f) States Only 

a. Medicallv Needy 

(1) Income in excess of the MNIL is considered as 
available for payment of medical care and 
services. The Medicaid agency measures 
available income for periods of either - or 

1 month(s) (not to exceed 6 months) to - 
determine the amount of excess countable income 
applicable to the cost of medical care and 
services. 

(2) If countable income exceeds the MNIL 
standard, the agency deducts the following 
incurred expenses in the following order: 

(a) Health insurance premiums, deductible8 and 
coinsurance charges. 

(b) Expenses for necessary medical and remedial 
care not included in the plan. 

(c) Expenses for necessary medical and remedial 
care included in the plan. 

- Reasonable limits on amounts of expenses 
deducted from income under a.(2)(a) and 
.(b) above are listed below. 

1902(a)(l7) of the Incurred expenses that are subject to 
Act payment by a third party are not deducted 

unless the expenses are subject to payment 
by a third party that is a publicly funded 
program (other than Medicaid) of a State or 
local government. 

TN NO. 6 - 9 4  ? 
Supersedes Approval Date 49-/9-92 Effective Date 10-01-91 
TN No. 

HCFA ID: 798% 
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Revision: HCFA-PM-91- 8 (MB) ATTACHMENT 2.6-A 
October 1991 Page 146 . 

OMB NO. 
State/Territory: MICHIGAN 

Citation C'ondition or Requirement 

a. Medically Needy (Continued) 
1903(f)(2) of 
the Act - (3) If countable income exceeds the MNIL 

standard, the agency deducts spenddown 
payments made to the State by the 
individual. 

TN No. 91-30 Approval Date 07-06-97 Effective Date 10-01-91 
Supersedes 
TNNo. NIX HCFA ID: 7985E/ 
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Revision: HCFA-PM-91-4 ( BPD ATTACHMENT 2.6-A 
AUGUST Page 15 

..OMB NO.: 093'8- 
state : MICHIGAN 

Citation Condition. or Requirement 

b. Cateaoricallv Needv - Section 1902 I f )  States 
42 CFR 
435.732 The agency applies the following policy under the 

provisions of section 1902(f) of the Act. The 
following amounts are deducted from income to 
determine the individual's countable income: 

(1) Any SSI benefit received. 

(2) Any State supplement received that is within 
the scope of an agreement described in sections 
1616 or 1654 of the Act, or a State supplement 
within the scope of section 
1902(a)(lO)(A)(ii)(XI) of the Act. 

(3) Increases in OASDI that are deducted under 
SS435.134 and 435.135 for individuals specified 
in that section, in the manner elected by the 
State under that section. 

(4) Other deductions from income described in this 
plan at Attachment 2.6-A. Su~~lement 4. 

(5) Incurred expenses for necessary medical and 
remedial services recognized under State law. 

1902(a)(17) of the 
Act, P.L. 100-203 

Incurred expenses that are subject to payment 
by a third party are not deducted unless the 
expenses are subject to payment by a third 
party that is a publicly funded program (other 
than Medicaid) of a State or local government. 

TN No. Y g  - 84 
Supersedes Approval Date Q.3 - /P - 92 Effective Date 10-01-91 
TN NO. 88-01 

HCFA ID: 7985E 
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Revision: HCFA-PM-91-8 . (MB) ATTACHMENT 2.6:A 
October 1991 Page 15a 

OMB No. 
State/Territory: MICHIGAN 

Citation Condition or Requirement 

4.b. Cateqorically Needy - Section 1902(f) States 
Continued 

1903(£)(2) of - (6) Spenddown payments made to the State by 
the Act the individual. 

NOTE: FFP will be reduced to the extent a State is 
paid a spenddown payment by the individual. 

TN No. 91-30 Approval Date 07-06-92 Effective Date 10-01-91 
Supersedes 
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Revision: HCFA-PM-914 ( BPD ATTACHMENT 2.6-A 
AUGUST 1991 Page 16 

.OMB No. : 0938- 
State: M T ~ U T P ~ T  

Citation Condition or Requirement 

5. Methods for Determinina Resources 

a. FFDC-related individuals (except for poverty level 
related Dreanant women. infants. and children). 

(1) In determining countable resources for 
AFDC-related individuals, the following methods 
are used: 

(a) The methods under the State's approved AFDC 
plan; and 

(b) The methods under the State's approved AFDC 
plan and/or any more liberal methods 
described in Su~~lement 8b to ATTACHMENT 
2.6-A. 

(2) In determining relative financial 
responsibility, the agency considers only the 
resources of spouses living in the same 
household as available to spouses and the 
resources of parents as available to children 
living with parents until the children become 
21. 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 ( BPD ATTACHMENT 2.6-A 
AUGUST lggl Page 16a 

OMB No.: 0938- 
state: MICHIGAN 

citation Condition or Requirement 

5. Methods for Determinina Resources 

1902(a)(lO)(A), b. Aaed individuals. For aged individuals covered 
1902(a) (10) (C), under section 1902(a)(lO)(A)(ii)(X) of the Act, 
1902(m)(l)(B) the agency used the following methods for 
and (C), and treatment of resources: 
1902(r) of the Act - The methods of the SSI program. 

X SSI methods and/or any more liberal methods - 
described in Sumlement 8b to ATTACHMENT 
2.6-A. 

- Methods that are more restrictive (except for 
individuals described in section 1902(m)(l) of 
the Act) and/or more liberal than those of the 
SSI program. SuD~lement 5 to ATTACHMENT 2.6-A 
describes the more restrictive methods and 
Su~~lement 8b to ATTACHMENT 2.6-A specifies the 
more liberal methods. 

TN NO. ed7 # L'23 
Supersedes Approval Date 6,349- 92 Effective Date 10-01-91 
TN No. N/A 

HCFA ID: 7985E 
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6-A 
AUGUST 1991 Page 17 

MICHIGAN 
OMB No.: 0938- 

State : 

Citation Condition or Requirement 

In determining relative financial responsibility, 
the agency considers only the resources of spouses 
living in the same household as available to 
spouses. 

1902(a)(lO)(A), c. Blind individuals. For blind individuals 
1902(a)(lO)(C), the agency uses the following methods for 
1902(m)(l)(B), and treatment of resources: 
1902(r) of the 
Act - The methods of the SSI program. 

SSI methods and/or any more liberal 
methods described in Su~olement 8b to 
ATTACHMENT 2.6-A. 

- Methods that are more restrictive and/or 
more liberal than those of the SSI program. 
Su~~lement 5 to ATTACHMENT 2.6-A describe the 
more restrictive methods and Sumlement 8b to 
ATTACHMENT 2.6-A specify the more liberal 
methods. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

Approval Date d2+q- 93 Effective Date 10-01-91 
TN NO. 89-1 8 

HCFA ID: 7985E 
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Revision: HCFA-PM-91-4 
AUGUST. 1991 

( BPD ATTACHMENT 2.6-A 
Page 18 
OMB NO.: 093'8- 

state: MICHIGAN 

Citation Condition or Requirement 

1902(a)(lO)(A), 
1902(a)(lO)(C), 
1902(m)(l)(B) 
and (C), and 
1902(r)(2) of 
the Act 

1902(1)(3) 
and 1902(r)(2) 
of the Act 

d. Disabled individuals, includina individuals 
covered under section 1902fa)1101fA)Iii)fXI of 
the Act. The agency uses the following 
methods for the treatment of resources: 

- The methods of the SSI program. 

X SSI methods and/or any more liberal methods - 
described in Su~~lement 8a to ATTACHMENT 2.6-A. 

- Methods that are more restrictive (except for 
individuals described in section 1902(m)(l) of 
the Act) and/or more liberal that those under 
the SSI program. More restrictive methods are 
described in Su~~lement 5 to ATTACHMENT 2.6-A 
and more liberal methods are specified in 
Su~~lement 8b to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

e. Poverty level Dreanant women covered under 
sections 1902(a)(101(Alli)(IV) and 
1902fa)110)tA1tii~/IX~~A~ of the Act. 

The agency uses the following methods in 
the treatment of resources. 

- The methods of the SSI program only. 

- The methods of the SSI program and/or any more 
liberal methods described in Su~~lement 5a or 
Su~~lement 8b to ATTACHMENT 2.6-A. 

Approval Date 83-/9- 94 Effective Date 'O-O1-gl 
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Revision: HCFA-PM-91-4 ( BPD ATTACHMENT 2.6-A 
AUGUST 1991 Page 19 

.OMB NO. : 0938- 
State: MICHIGAN 

- 

Citation Condition or Requirement 

- Methods that are more liberal than those of 
SSI. The more liberal methods are specified in 
Sup~lement 5a or Su~~lement 8b to ATTACHMENT 
2.6-A. - 

X Not applicable. The agency does not consider - 
resources in determining eligibility. 

In determining relative financial responsibility, the 
agency considers only the resources of spouses living 
in the same household as available to spouses and the 
resources of parents as available to children living 
with parents until the children become 21. 

1902(1)(3) and f. Povertv level infants covered under section 
1902(r)(2) of 19021a1f1011A)Ii1fIV) of the Act. 
the Act 

The agency uses the following methods for 
the treatment of resources: 

- The methods of the State's approved AFDC 
plan. 

1902(1) ( 3 )  (C )  
of the Act 

1902(r)(2) 
of the Act 

- Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restrictive), in accordance with section 
1902(1)(3)(C) of the Act, as specified in 
Su~~lement 5a of ATTACHMENT 2.6-A. 

- Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restrictive), as described in Su~~lement 5a or 
Su~~lement 8b to ATTACHMENT 2.6-A. 

_X_ Not applicable. The agency does not consider 
resources in determining eligibility. 

TN No. Y2? lrd - 
Supersedes Approval Date ur /9-  93 Effective Date 10-01-91 
TN No. 

HCFA ID: 7985E 
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Revision: HCFA-PM-92-1 (MB) 
FEBRUARY 1992 

ATTACHMENT 2.6-A 
Page 19a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state: MICHIGAN 

ELIGIBILITY CONDITIONS AND REQUIReMENTS 

Citation (s) Condition or Requirement 

1902(1) (3) and g- 1. Poverty level children covered under section 
1902 (r) (2) of 1902(a)(lO)(A)(i)(VI) of the Act. 
the Act 

1902(1) (3) (C) 
of the Act 

1902 (r) (2) 
of the Act 

The agency uses the following methods for the 
treatment of resources: 

- The methods of the State's approved AFDC 
plan. 

- Methods more liberal than those in the 
State's approved AFDC plan (but not 
more restrictive), in accordance with 
section 1902(1)(3)(C) of the Act, as 
specified in Supplement 5a of ATTACHMENT 
2.6-A. - 

- Methods more liberal than those in the 
State's approved AFDC plan (but not 
more restrictive), as described in 
Supplement 8b to ATTACHMENT 2.6-A. 

_X Not applicable. The agency does not 
consider resources in determining 
eligibility. 

In determining relative financial 
responsibility, the agency considers only 
the resources of spouses living in the same 
household as available to spouses and the 
resources of parents as available to 
children living with parents until the 
children become 21. 

TN No. 02 - /SC 
superse Approval Date 844~: -92 Effective Data 01-01-92 
TN No. ?32-03 . 
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FEBRUARY 1gg2 

ATTACFMENT 2.6-A 
Page 19b 

STATE PLAN UNDER TITLE XIX OF TEE SOCIAL SECURITY ACT 

MICHIGAN State: 

ELIGIBILITY CONDITIONS AND REQUIREHENTS 

Citation(s) Condition or Requirement 

1902(1) (3) and 9. 2. Poverty level children under section 
1902(r) (2) of 1902(a)(lO)(A)(i)(VII) 
the Act 

1902(1) (3) ( C )  
the Act 

1902 (r) (2 ) 
of the Act 

The agency uses the following methods for the 
treatment of resources: 

- The methods of the State's approved M D C  
plan. 

- Methods more liberal than those in the 
State's approved AFDC plan (but not more 
restricti;;) as specified in Supplement 
fa of ATTACHHENT 2.6-A. 

- Methods more liberal than those in the 
State's amroved AFDC plan (but not more 
restrictiv;) , as descr-%ed in Supplement 
8a to ATTACHMENT 2.6-A. 

X Not applicable. The agency does not - 
consider resources in determining 
eligibility. 

In determining relative responsibility, the 
agency considers only the resources of spouses 
living in the same household as available to 
spouses and the resources of parents as 
available to children living with parents until 
the children become 21. 

Approval Date DL/- /d -93 Effective Date 01 -0 1 -92 
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Revision: HCFA-PM-91-8 . (MB) ATTACHMENT 2.6-A 
October 1991 Page 20 

OMB No. : 
State/Territory: MICHIGAN 

Citation Condition or Requirement 
- 
1905(P)(l) 5. h. For Qualified Medicare beneficiaries covered under 
(C) and (D) and section 1902(a)(lO)(E)(i) of the Act the agency uses 
1902(r)(2) of the following methods for treatment of resources: 
the Act 

- The methods of the SSI program only. 

X - The methods of the SSI program and/or more liberal 
methods as described in supplement 8b to 
ATTACHMENT 2.6-A. 

1905(s) of the i. For qualified dis.abled and working individuals 
Act covered under section 1902(a)(lO)(E)(ii) of 

the Act, the agency uses SSI program methods 
for the treatment of resources. 

1902(u) of the j. For COBRA continuation beneficiaries, the agency uses 
Act the following methods for treatment of resources: 

X The methods of the SSI program only. - 
- More restrictive methods applied under section 

1902(f) of the Act as described in Supplement 5 to 
Attachment 2.6-A. 

- 
TN NO. 91-30 
Supersedes Approval Date 07-06-92 Effective Date 10-0 1-9 1 

TN No. hl/A 
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Revision: HCFA-PM-93-5 
t'AY 1993 

State: MICHIGAN 

ATTACHMENT 2.6-A 
Page 2Oa 

Citation Condition or Requirement 

1902(a)(lO)(E)(iii) k. Specified low-income Medicare beneficiaries 
of the Act covered under section 1902(a)(lO)(E)(iii) of the 

A c t - -  - 
The agency ures the same method as in 5.h. of 
Attachment 2.6-A. 

6. Resource Standard - Categorically Needy 
a. 1902(f) States (except as specified under items 

6.c. and d. below) for aged, blind and disabled 
individuala : 

- Same as SSI resource standards. 
- More restrictive. 
The resource standards for other individual. are 
the same as those in the related cash assistance 
program. 

b. Non-1902(f) States (except as specified under 
items 6.c. and d. below) 

The resource mtandards are the same am those in 
the relatod carh asmiotance program. 

Supplement 8 to ATTACHMENT 2.6-A mpecifies for 
1902(f) State. the categorically needy resource 
leveim- for all covered categorically needy 
groups. 

TNNO. Y s & ' Y  4 
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ATTACHMENT 2.6-A 
Page 21 

. STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

s t a t e :  MT-AN 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

C i t a t i o n  (s) Condition o r  Requirement 

1902(1)  ( 3 )  ( A ) ,  
(B)  and (C) of 
t h e  A c t  

1902(1)  ( 3 )  (A )  
and (C) of  
t h e  Act 

c. For pregnant women and i n f a n t s  
covered under t h e  p rov i s ions  of  sec t ion  
1 9 0 2 ( a ) ( l O ) ( A ) ( i ) ( I V )  and 1 9 0 2 ( a ) ( l O ) ( A ) ( i i ) ( I X )  
of t h e  A c t ,  t h e  agency a p p l i e s  a resource 
standard.  

- Y e s .  Supplement 2 t o  ATTACHMENT 2.6-A 
s p e c i f i e s  t h e  standard which, f o r  pregnant 
women, is no more r e s t r i c t i v e  than  t h e  
standard under t h e  SSI program; and f o r  
i n f a n t s  is  no more r e s t r i c t i v e  than  t h e  
standard appl ied  i n  t h e  S t a t e ' s  approved 
AFDC plan. 

X No. The agency does not  apply a resource  - 
standard t o  t h e s e  ind iv idua l s .  

d. For ch i ld ren  covered under t h e  provis ions  
of s e c t i o n  1 9 0 2 ( a ) ( i O ) ( A ) ( i ) ( V I )  of t h e  A c t ,  
t h e  agency a p p l i e s  a resource  standard.  

- Yes. Supplement 2 t o  ATTACHMENT 2.6-A 
s p e c i f i e s  t h e  s tandard  which is  no more 
r e s t r i c t i v e  than  t h e  s tandard  appl ied  in t h e  
S t a t e ' s  approved AFDC plan.  

X No. The agency does not  apply a resource  - 
standard t o  t h e s e  indiv iduals .  

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 ( BPD 1 ATTACHMENT 2 .6-A 
AUGUST 19 9 1 Page 21a 

OMB No. : 0938- 
State : MICHIGAN' 

Citation Condition or Requirement 

1902(m)(l)(C) e. For aged and disabled individuals described in 
and (m)(2)(B) section 1902(m)(l) of the Act who are covered 
of the Act under section 1902(a)(lO)(A)(ii)(X) of the 

Act, the resource standard is: 

X Same as SSI resource standards. - 
- Same as the medically needy resource standards, 

which are higher than the SSI resource 
standards (if the State covers the medically 
needy) . 

,Su~~lement 2 to ATTACHMENT 2.6-A specifies the 
resource levels for these individuals. 

, No. d93d-C/ 
Superse es Approval Date b.46-95 - Effective Date 01-01-95 
TN NO. 92-03 

HCFA ID: 7985E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



ATTACHMENT 2.6-A 
Revision:  HCFA-PM-93-5   (MB) Page 22 

MARCH 1993 
State:      Michigan 

Citation Condition or Requirement 

TN NO.: 10-20     Approval Date: ______________    Effective Date: 10-01-2010 
Supersedes 
TN No.: 93-029    

FEB 01 2011 

7. Resource Standard -- Medically Needy

a. Resource standards are based on family size.

1902(a)(10C)(i) of the 
Act 

b. A single standard is employed in determining resource eligibility for
all groups.

c. In 1902(f) States, the resource standards are more restrictive than in
7.b. above for –

Aged
 Blind 
 Disabled 

Supplement 2 to Attachment 2.6-A specifies the resource standards 
for all covered medically needy groups.  If the agency chooses more 
restrictive levels under 7.C., Supplement 2 to Attachment 2.6-A so 
indicates. 

1902(a)(10)(E), 
1905(p)(1)(D), 
1905(p)(2)(B), and  
1860D-4(a)(3)(D) of 
the Act 

8. Resource Standard – Qualified Medicare Beneficiaries, Specified Low-
Income Medicare Beneficiaries  and Qualifying Individuals

For Qualified Medicare Beneficiaries covered under section
1902(a)(10)(E)(i) of the Act, Specified Low-Income Medicare Beneficiaries
covered under section 1902(a)(10)(E)(iii) of the Act and Qualifying
Individuals covered under 1902(a)(10)(E)(iv) of the Act, the resource
standard is three times the SSI resource limit, adjusted annually since
1996 by the increase in the Consumer Price Index.

1902(a)(10)(E)(ii), 
1905(s), and  
1860D-4(a)(3)(D) of 
the Act 

9. Resource Standard – Qualified Disabled and Working Individuals

For qualified disabled and working individuals covered under section
1902(a)(10)(E)(ii) of the Act, the resource standard for an individual or a
couple (in the case of an individual with a spouse) is two times the SSI
resource limit.

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-8 ' (MB) ATTACHMENT 2.6-A 
October 1991 Page 22a 

OMB No. : 
State/Territory: MICHIGAN 

Citation Condition or Requirement 

1902(u) of the 9.1 For COBRA continuation beneficiaries, the resource 
Act standard is: 

X .Twice the SSI resource standard for an individual. - 
- More restrictive standard as applied under section 

1902(f) of the Act as described in Supplement 8 to 
Attachment 2.6-A. 

- 
TN No. 91-30 
Supersedes Approval Date 07-06-92 Effective Date 10-0 1-91 

TN No. N/A 
HCFA ID: 7985E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-93-5 (MB) 
HAY 1993 
s ta te :  MICHIGAN 

ATTACHMENT 2 . 6 - A  
Page 23 

Citation Condition or. Requirement 

1902(u) of the Act 10. Excess Resources 

a. Categorically Needy, Qualified Medicare 
Beneficiaries, Qualified Disabled and Working 
Individuals, and Specified Low-Income 
Medicare Beneficiaries 

Any excess resources make the individual 
ineligible. 

b. Categorically Needy Only 

X This State has a.section 1634 agreement - 
with SSI. Receipt of SSI is provided 
for individuals while disposing of 
excess resources. 

c. Medically Needy 

Any excess resources make the individual 
ineligible. 

TN No. y3-&I q 
Supermodem Approval Datm /a - 7~ 93 Ef fmctivm Datm 0-0 -93 
TN NO. 92-03 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 ( BPD ) ATTACHMENT 2 .6 -A  
AUGUST 199 1 Page 24 

OMB No.: 0938- 
S t a t e : S  

Citation Condition or Requirement 

42 CFR 11. Effective Date of Eligibility 
435.914 

a. Groups Other Than Qualified Medicare Beneficiaries 

(1) For the prospective period. 

Coverage is available for the full month if the 
following individuals are eligible at any time 
during the month. 

X Aged, blind, disabled. - 
2 AFDC-related. 

Coverage is available only for the period 
during the month for which the following 
individuals meet the eligibility requirements. 

Aged, blind, disabled. * Q AFDC-related. - 
(2) For the retroactive period.** 

Coverage is available for three months before 
the date of application if the following 
individuals would have been eligible had they 
applied: 

Aged, blind, disabled. 
-X- AFDC-related. - 
Coverage is available beginning the first day 
of the third month before the date of 
application if the following individuals would 
have been eligible at any time during that 
month, had they applied.. 

X - Aged, blind, disabled. 
AFDC-related. 

TN superee 'F' es Approval Date &9-/9- 92 E f festive Date 10-01 -91 
TN No. - 

HCFA ID: 7985E 
* Applicable to certain spend-dm cases. 

** Eligibility is determined separately for each of the three retroactive 
mths. For each m t h ,  coverage is available for the full mnth if 
eligible at any the during the mnth, except for certain spenddm 
cases in wfiich coverage is available only for the period during each 

manth for ~ c h  the individual meets eligrbility requirmts. 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Attachment 2.6-A 
Page 25 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Citation(s) Condition or Requirement 

1 1. Effective Date of Eligibility 
a. Groups Other Than Qualified Medicare Beneficiaries 

(continued) 

1 920(b)(l) of 
the Act 

X (3) For a presumptive eligibility for pregnant women only - 
Coverage is available for ambulatory prenatal care for 
the period that begins on the day a qualified provider 
determines that a woman meets any of the income 
eligibility levels specified in Attachment 2.6-A of this 
approved plan. If the woman files an application'for 
Medicaid by the last day of the month following the 
month in which the qualified provider made the 
determination of presumptive eligibility, the period ends 
on the day that the State agency makes the 
determination of eligibility based on that application. If 
the woman does not file an application for Medicaid by 
the last day of the month following the month in which 
the qualified provider made the determination, the 
period ends on that last day. 

1902(e)(8) and - X b. For qualified Medicare beneficiaries defined in section 
1905(a) of the 1905(P)(I) of the Act coverage is available beginning with 
Act the first day of the month after the month in which the 

individual is first determined to be a qualified Medicare 
beneficiary under section 1905(p)(l). The eligibility 
determination is valid for 

X 12 months - 

- 6 months 

-- months (no less than 6 months and no more than 12 
months 

- -  - 

TN NO.: 05-05 Approval Date: yL.5./b3 Effective Date: 01 10 112005 

Supersedes 
TN NO.: 92-14 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-95-1  (MB) Attachment 2.6-A 
March 1995 Page 26 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State of MICHIGAN 

TN NO.:  18-0004  Approval Date: June 18, 2018  Effective Date: 04/01/2018 

Supersedes 
TN No.:_96-11 

Citation Condition or Requirement 

1902 (a) (18) and 
1902 (f) of the Act 

12. Pre-OBRA 93 Transfer of Resources-
Categorically and Medically Needy, Qualified Medicare
Beneficiaries, and Qualified Disabled and Working
Individuals

The agency complies with the provisions of section
1917 of the Act with respect to the transfer of
resources.

Disposal of resources at less than fair market value
affects eligibility for certain services as detailed in
Supplement 9 to Attachment 2.6-A.

1917 (c) 13. Transfer of Assets-All eligibility groups

The agency complies with the provisions of section
1917(c) of the Act, as enacted by OBRA 93, with
regard to the transfer of assets.

Disposal of assets at less than fair market value affects
eligibility for certain services as detailed in Supplement
9(a) to ATTACHMENT 2.6-A, except in instances
where the agency determines that the transfer rules
would work an undue hardship.

1917 (d) 14. Treatment of Trusts – All eligibility groups

The agency complies with the provisions of section
1917(d) of the Act, as amended by OBRA 93, with
regard to trusts.

 The agency uses more restrictive methodologies 
under section 1902(f) of the Act, and applies those 
methodologies in dealing with trusts: 

 The agency meets the requirements in section 
1917(d)(4)(B) of the Act for use of Miller trusts. 

The agency does not count the funds in a trust in any instance 
where the agency determines that the transfer would work an 
undue hardship, as determined in Supplement 10 to 
ATTACHMENT 2.6-A. 

January 1, 2025 Version.  . . .  .     This plan is provided for informational use only and does not replace the original version.  



Revision: XFA-FM-91-4 (BPD) 
AUGUST 1991 

suppl-t 1 to 
Atta-t 2-6-A 
Pase 1 
C Y B  No,: 0938- 

S I Z S T E P I A N U N D m ~ x I x O F ! m E S O C I A L ~ ~  
MImm State: 

INCOME ELIGIBILITY LEVELS 

1. AFDC-Related Groups Other than Poverty Level Pregnant Wcanen and Infants: 

Maxirmrm Payment 
Family Size Need Standard Payment Standard Am3unts 

Need Standard See page Ib. I%ximmI P a F t  
is 120% of the is 100% of the 
P a F t  payment standard. 
standard. See 
page la. 

2. prwt Wanaen and Infants under Section 1902(a) (10) (A) (i) (IV) of the Act: 

Effective April 1, 1990, based on the following percent of the official 
Federal inccatle poverty level -- 

/-/ 133 percent - /v - 185 percent of the Federal Poverty Level 
as revised annually in the Federal - 
Register 

Scpersedss 
TN No. 94-05 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



SUPPLEMENT 1 TO 
Attachment 2 .6 -A 
Page la 

ELIGIBLE G R A N T E E  LIVING A R R A N G E M E N T  

The amounts given in Tables 1-3 below are t h e .  basic shelter allowances. 

In situations in which the heat andlor utilities are included in the rental 
expense, the basic shelter allowance must be  adjusted by adding the  appropriate 
heat and/or utility allowance from table 4 or  5 below t o  the basic shelter 
allowance. The result becomes the  actual shelter allowance. When the  A D C I G A - F  
group pays for  heat and/or utilities, the allowances in PRM 210-1 must be  used. 

BASIC SHELTER ALLOWANCES 
ZONE I & I I 

Table 3 - The basic shelter allowance is determined as follows: 
. Go down the table to find the shelter area the county is in. then; 
. Move across the table and find the ADC/GA-F group slze. 
The amount given on the table is the amount of the basic shelter allowance. 

1 e 2 

ADC/GA-F Group Size 
lter Area 1 2 3 4 5 6 or more 

Group Size 
ALL ADC/GA-F GROUPS 

Shelter Area 

Shelter AreasBasic Shelter Allowance is $59 

V 1  165 175 185 210 220 265 
in home purchase situations, if the ADC/GA-F group's actual shelter expense is greater than the 
basic shelter allowance obtained from Table 3 above, the actual shelter allowance for the ADC/GA- 
F group is their actual shelter expense up to the basic shelter allowance for an AOC/GA-f group 
of 6 of more in the appropriate area. (The difference between the basic shelter allowance and the 
lesser of the ADC/GA-F group's actual shelter expense or the basic shelter allowance for an 
ADC/GA-F group of 6 or more in the appropriate area is called the home purchase increment.) 

- 
Group Size 

elter Area 

ADJUSTMENT TO BASIC SHELTER ALLOWANCE RENTAL 
Jable 4 - Zone 1 Onlv Jable 5 - Zone I I  ONLY 

Group Size Group Size 
1 2 3 4  5 6 +  1 2 3 4 5 6 t  

Bental SItaution Bental Situation 
Heat Included Heat Included 
in Rent $47 $53 $54 $56 $62 $71 In Rent $51 $57 $58 $60 $66 $75 
Utilities Included Utilities Included 
in Rent $18 S21 $22 $23 $26 $30 0 0  
Heat & Utilities Heat L Utilities 
Included in Rent S65 $74 $76 $79 688S101 Included in Rent $69 $78 $80 $83 $92 $105 

ALL ADC/GA-F GROUPS 

- --- 
TM No. -, A ~ ~ ~ o V ~ ~ I  Date 5-".-9~3 . E<f~tib't3 Date /- /- vx . 

All Shelter Areas 

Supersedes 

Basic Shelter Allowance is ~ ~ 1 . ~ 1 1  

'M No. 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



PAYMENT STANDARDS . . 

EIGHT or more Add $76 for each additional person. 

- . - . - . - . - 
,- EEec!lve Date. 01-01-92 ~ p j  92 &/5 /?ppiovz! Dz:e -. .. 

Su persadas 
TN No. g2-04 . .  . . . .  . .  . .  

IU 

$ 260 

356 

444 

548 ' 

644 

777 

853 

II 

$ 255' 

346 

434 

538 

634 

767 

843 

Area I 

ONE 

TWO 

THREE 

FOUR 

FIVE 

SIX 

SEVEN 

IV. 

$ 276 

371 

459 

563 

659 

792 

868 

$ 255 

341 

424 

528 

624 

757 

833 

V 

$ 290 

386 

474 

578 

674 

807 

883 

VI 

$ 305 

401 

489 

593 

689 

822 

898 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-92-1 (ME) SUPPLEMENT 1 TO ATTACKMENT 2.6-A 
FEBRUARY 1992 Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

IHCOELE ELIGIBILITY LEVELS 

A. MANDATORY CATEGORICALLY NEEDY (Continued) 

3. For children under Section 1902(a)(lO)(i)(VI) of the Act 
(children who have attained age 1 but have not attained 
age 6), the income eligibility level is 133 percent of 
the Federal poverty level (as revised annually in the 
Federal Register) for the size family involved. 

4. For children under Section 1902(a)(lO)(i)(VII) of the Act 
(children who were born after September 30, 1983 and have 
attained age 6 but have not attained age 19), the income 
eligibility level is 100 percent of the Federal poverty 
level (as revised annually in the Federal Register) for 
the size family involved. 

TN No. 42 - /L/ 
Supersedgs Approval Date OJ-/b-LlG Effective Date 01 -0 1-92 
TN No- 92-04 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 ( BPD 
AUGUST 199 1 

SUPPLEMENT 1 TO AlTACHMENT 2.6 -A 
Page 3 
OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State : MICHIGAN 

INCOME ELIGIBILIW LEVELS (Continued1 

B. OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL 
POVERTY LEVEL 

1. Preanant Women and Infants 

The levels for determining income eligibility for optional groups of 
pregnant women and infants under the provisions of sections 
1902(a)(l)(A)(ii)(IX) and 1902(1)(2) of the Act are as follows: 

Based on percent of the official Federal income poverty level 
(no less than 133 percent and no more than 185 percent). 

Family Size Income Level 

TN No. $9 - O J  
Supersedes Approval Date 5-3- 93 Effective Date 1-1- 93 
TN No. 91-04 

HCFA. ID: 79853 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 (BPD) 
AUGUST 199 1 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 4 
OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State : MICHIGAN 

INCOME ELIGIBILITY LEVELS (Continuedl 

B. OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL 
POVERTY LEVEL 

2. Children Between Aaes 6.and 8 

The levels for determining income eligibility for groups of children 
who are born after September 30, 1983 and who have attained 6 years of 
age but are under 8 years of age under the provisions of section 
1902(1)(2) of the Act are as follows: 

Based on percent (no more than 100 percent) of the official 
Federal income poverty line. 

Familv Size Income Level 

TN No. YA - 0 4  
Supersedes- Approval Date ?3- 93 Effective Date l - Y - 9 2  
TN NO. .91-02 

HCFA ID: 7985E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCF!A--92-1 (MB) 
FEBMARY 1992 

s m T E ~ U N D E R ? T I Z E X M O F ~ S O C I A L ~ A c I '  

State: M I ( I I I M  

3. Aqed and Disabled Individuals . 
The levels for determining incm eligibility for groups of age and 
disabled individuals under the provisions of section 1902(m) ( 1 )  of the 
Act are as follows: 

Based on 100 percent of the official Federal Poverty Level as 
revised mually in the Federal Register. 

If an individual :receives a title I1 benefit, any amunt attributable 
to the most recent increase in the monthly insurance benefit as a result 
of a title I1 COLA is not counted as income during a "transition 
period" beginning with January, when the title I1 benefit for December 
is received, and ending with the last day of the month following the 
month of publication of the revised annual Federal poverty level. 

For individuals with title I1 incame, the revised poverty levels are 
not effective until the first day of the month following the end of 
the transition period. 

For individuals not receiving title I1 income, the revised poverty levels 
are effective no later than the beginning of the month following the 
date of publication 

* NA, largest family size is 2. 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



S u p p l m t  1 t o  
Atta&-t 2 - 6-A 
Page 5b 

m t@aMmLY PRi2lEmm lNcaE LEVEIS 
By County Shelter Area 

ZONE I CDcJNTm 
S h e l t e r  
Area I I1 I11 IV V VI 

NLnnber 
of Per!mns J!nmlnt Anrount Amount Arrrxlnt I\nrwnt Arnwnt 

ZONE I1 o2uNrE 
341. 341. 350. 366. 

450. 458. 466. 491. 

*For each additional person, add $67. 

TN c j /  - ti#/? Approval Date Effective Date 07-01-91 
Supersedes 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 ' (BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
AUGUST 1 g g 1 Page 8 

OMB No.: 0938- 

STATE PLAN UNDER TITLE .XIX OF THE SOCIAL SECURITY ACT 

State: ' M T r q l m N  

INCOME LEVELS (Continued1 
D. MEDICALLY NEEDY 

X Applicable to all groups. - Applicable to all groups except 
those specified below. Excepted 

See pages 9a and 9b of Supplenwt group income levels are also 
1 to Attachment 2.6-A. 'listed on an attached page 3. 

111 ( 2 1  13) t 4 1  15 1 

Family Net income level Amount by which Net income level Amount by which 
Size , protected for Column (2) for persons Column (4) 

maintenance'for exceeds limits living in exceeds limits 
months specified in 'rural areas for specified in 

42 CFR ' . months 42 CFT, 
0 urban only 435.1007~ 435.1007- 

urban 5 rural 

- For each 
addi - 
tional 
person, 
add : S S S S ' The agency has methods for excluding from its claim for FFP 

payments made on behalf of individuals whose income exceeds 
these limits. 

- TN No. 92 flu 
Supersedes 

N/A 
Approval Date 5@,3- ? Effective Date 1- /- 92 

TN No. 
HCFA ID: 7985E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 ( BPD 
AUGUST lg9 

SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 9 
OMB No.: 0938- 

STATE PLAN UNDER TITLE'XIX OF THE SOCIAL SECURITY ACT 

state: MICHIGAN 

INCOME LEVELS (Continued) See pages 9a and 9b 
of Supplemmt 1 t o  

D. MEDICALLY NEEDY Attachment 2.6-A 
(1)  ( 2 )  (3) 14) 15)  

Family Net income level Amount by which Net income level Amount by which 
Size protected for Column (2) for persons Column (4) 

maintenance for exceeds limits living in exceeds limits 
months specified in rural areas for specified in 

' 42 CFR months 42 CFR 
/T urban only 435.1007~' 435.1007~' fl urban & rural 

5 S S S ' S 

For each 
addi - 
tional 
person, 
add : S S S S 

I' The agency has methods for excluding from its claim for FFP 
payments made on behalf of individuals whose income exceeds 
these limits. 

TN NO. 92-04 
Supersedes Approval Date 9.3 Effective Date /-/-Cja 
TN No. N/A 

HCFA ID: 7985E 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Supplement 1 to 
Attachment 2.6-A 
Page 9a 

SHELTER AREA I 

02 Alger 
07 Baraga 
27 Gogebic 
32 Huron 
36 Iron 
42 Keweenaw 
48 Luce 
54 Mecosta 
55 Menominee 
71 Presque Isle 
77 Schoolcraft 

SHELTER AREA IV 

03 Allegan 
04 Alpena 
05 Antrim 
11 Berrien 
12 Branch 
13 Calhoun 
14 Cass 
15 Charlevoix 
18 Clare 
24 Emmet 
29 Gratiot 
34 lonia 
37 lsabella 
52 Marquette 
60 Montmorency 
72 Roscommon 
75 St. Joseph 
78 Shiawassee 
79 Tuscola 
82 Wayne 

ADCIMA SHELTER AREAS 

SHELTER AREA II 

06 Arenac 
17 Chippewa 
21 Delta 
31 Houghton 
35 losco 
43 Lake 
51 Manistee 
64 Oceana 
66 Ontonagon 
67 Osceola 
68 Oscoda 

SHELTER AREA V 

08 Barry 
09 Bay 
19 Clinton 
23 Eaton 
28 Grand Traverse 
39 Kalamazoo 
41 Kent 
44 Lapeer 
45 Leelanau 
46 Lenawee 
56 Midland 
69 Otsego 
70 Ottawa 
73 Saginaw 
80 Van Buren 

SHELTER AREA Ill 

01 Alcona 
10 Benzie 
16 Cheboygan 
20 Crawford 
22 Dickinson 
26 Gladwin 
30 Hillsdale 
38 Jackson 
40 Kalkaska 
49 Mackinac 
53 Mason 
57 Missaukee 
59 Montcalm 

, 61 Muskegon 
62 Newaygo 
65 Ogemaw 
76 Sanilac 
83 Wexford 

SHELTER AREA VI 

25 Genesee 
33 lngham 
47 Livingston 
50 Macomb 
58 Monroe 
63 Oakland 
74 St. Clair 
81 Washtenaw 

TNNo. qq-0; Approval Date 4-lb- 9 4 Effective Date 0 1-01 -94 
Supersedes 
TNNo. 92-15 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 



Shelter 
A r e a  

Nwrber 
of Persons 

M A l ! r x m L Y ~ ~ m  
~y county shelter' ~ r e a  

* For each additional person, add $76. 

~ - ~ ~ - -  - - - -  ~ 

;;;!.,;.-?, ,y2-- /5  :!,.p;:cval Date /& -2<9 9 3  Eff ectivs Date 01-01 -92 

..- I .- -. ..r,,:,,* ..sc 
-'#.., >=.: &". .2> . . ,  

.- : .. , -92-04 
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Revision: HCFA-PM-91-4 ( BPD ) SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
AUGUST 199 1 Page 1 

OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State : MICHIGAN 

RESOURCE LEVELS 

A. CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL POVERTY LEVEL 

1. Preanant Women 

a. Mandatorv GrouDa 

/7 Same as SSI resources levels. 

7 Less restrictive than SSI resource levels and is as follows: 

Familv Size pesource LeveL 

2 

b. O~tional GrOUDS 

7 Same as SSI resources levels. 

7 Less restrictive than SSI resource levels and is as follows: 

Pamilv Size pesource Level 

1 

2_ 

TN No. 9 A - 0 4  
Supersedes Approval Date aZ.3-93 Effective Date /-/-qJ 
TN NO. 87-1 1 

HCFA ID: 79853 
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OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

a. Mandatorv GrouD of Infants 

7 Same as resource levels in the State's approved AFDC plan. 

7 Less restrictive than the AFDC levels and are as follows: 

pamilv Size Resource Level 

TN No. ,A L/ 
Supersedes Approval Date 3 '3 - 7 U  Effective Date -/- I- 7.2 
mu n l  9 1-04 
A.. I.". - -  - -  

HCFA ID: 79853 
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Revision: HCFA-PM-91-4 
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( BPD SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 3 
OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

b. Optional GrouD of Infants 

fl Same as resource levels in the State's approved AFDC plan. 

7 Less restrictive than the AFDC levels and are as follows: 

Family Size Resource Level 

T N N o .  4'.5?-Oq 
Supersedes Approval Date 5-d - 93 Effective Date /'I' 92- 
TN No. - 

HCFA ID: 79853 
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Revision: HCFA-PM-92 -1 (MB) 
FEBRUARY 1992 

SUPPLEMENT 2 TO ATTACHMENT 2.6-A 
Page 4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

3. Children 

a. Mandatory Group of Children under Section 1902(a)(lO)(i)(VI) 
of the Act. (Children who have attained age 1 but have not 
attained age 6. ) 

- Same as resource levels in the State's approved AFDC plan. 

- Less restrictive than the AFDC levels and are as follows: 

Family Size Resource Level 

TN NO. -/ 
s u p e r ~ e d z ~  :*.pproval Date 84- /6 - 99 ~ffective  ate 01-01-92 
TN NO. 92-04 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

b. Mandatory Group of Children under Section 1902(a)(lO)(i)(VII) 
of the Act. (Children born after September 30, 1983 who have 
attained age 6 but have not attained age 19.) 

- Same as resource levels in the State's approved AFDC plan. 

- Less restrictive than the AFDC levels and are as follows: 

Family Size Resource Level 

FnC APPLICABLE 

TN NO. ' . - 
~upersedzk '2$pproval Date /&/gf*Yq Effective Date 07/01/92 
TN No. 97 - 04 
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OM. No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state: MICHIGAN 

4. Aaed and Disabled Individuals 

Same as SSI resource levels. 

// More restrictive than SSI levels and are as follows: - 
Family Size Resource Level 

// Same as medically needy resource levels (applicable only if State 
has a medically needy program) 

mJ No. YG-o/ 
Supersedes Approval Date 6 Effective Date 0 1-0 1 -95 
TN NO. - 92-on 

HCFA ID: 79853 
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Supplement 2 to. 
Attachment 2.6-A 
Page 7 

STATE PLAN UNDER TITLE XIX OF M E  SOCIAL SECURITY ACT 

State of MICHIGAN 

Resource Levels 
- - - -- 

B. Medically Needy 

1. Applicable to all groups -the group limit for SSI related cannot exceed two. 

Except those specified bellow under the provision of Section 1902(f) of the Act: 

Familv Size Resource Level 

TN NO.: 06-02 Approval Date: JAN 0 8 2007 Effective Date: 05/01/2006 

Supersedes 
TN NO.: 97-14 
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Supplement 3 to
Attachment 2.6-A
Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of MICHIGAN

Reasonable Limits on Amounts for Necessary Medical or Remedial Care
not Covered under Medicaid

Reasonable and necessary medical expenses not covered by Medicaid, incurred in the 3 month
period prior to the month of application are allowable deductions. Expenses incurred prior to this
three month period are not allowable deductions.

Medical and remedial expenses incurred as the result of imposition of a transfer of asset penalty
period are limited to zero, unless application of these limits would result in undue hardship.

An undue hardship exists when the beneficiary's physician (M.D. or D.O.) says necessary
medical care is not being provided and the client needs treatment for an emergency condition.

TN NO.: 09-03

Supersedes
TN No.: 91-36

Approval Date: MAR 0 9 2010 Effective Date: 07/01/2009
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Revision: HCFA-PM-91-4 ( BPD 
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SUPPLEMENT 4 TO .ATTACHMENT 2.6-A 
Page 1 
OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

METHODS FOR TREATMENT OF INCOME THAT DIFFER FROM 
THOSE OF THE SSI PROGRAM 

(Section 1902(f) more restrictive methods and criteria and State supplement 
criteria in SSI criteria States without section 1634 agreements and in section 
1902(f) States. Use to reflect more liberal methods only if you limit to 
State supplement recipients. DO NOT USE this supplement to reflect more 
liberal policies that you elect under the authority of section 1902(r)(2) of 
the Act. Use Supplement 8a for section 1902(r)(2) methods.) 

TN No. 73-04 
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OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

MORE RESTRICTIVE METHODS OF TREATING RESOURCES 
THAN THOSE OF THE SSI PROGRAM - Section 1902(f) States only 

TN No. - '  

Supersedes 
O 

Approval Date &-e-.3-9 -3 Effective Date 1-1-92 
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SUPPLEMENT Sa TO ATTACHMENT 2.6 -A 
Page 1 
OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State : M I m  

METHODS FOR TREATMENT OF RESOURCES FOR INDIVIDUALS 
WITH INCOMES RELATED TO FEDERAL POVERTY LEVELS 

(Do not complete if you are electing more liberal methods under the authority 
of section 1902(r)(2) of the Act instead of the authority specific to Federal 
poverty levels. Use Supplement 8b for section 1902(r)(2) methods.) 

TN No. 4 71 -Oc/ 
Supersedes Approval Date 5-3- 93 Effective Date /-/- 93 
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Supplement 6 to 
Attachment 2.6-A 
Page l a  

STATE OF MICHIGAN 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

A) the Michigan Optional Supplemental program has a split in administration between 
the Social Security Administration and the state. The conditions and specifications 
of the portion administered by SSA are formally defined in (1) a written agreement 
between the Department of Community Health and the Secretary of Health and 
Human Services; and (2) 20 CFR, part 416, Subpart T, of the Code of Federal 
Regulations. 

The Optional Supplemental Payment Standards are defined by Appendix A, Article I 
of the formal Agreemer?t. These standards specify the total amounts of SSI to be 
paid to clients with no other income (about 40 percent of all SSI recipients). The 
amounts vary by living arrangement and marital status (individual or eligible couple). 
There is no variation across categorical lines. 

State administered supplements are paid quarterly to individuals in independent 
living and household of another living arrangements. The quarterly payments are 
summations of the $14 per month for lndependent Living and $9.33 per month for 
Household of Another. 

SCHEDULE OF PAYMENTS (PAYMENT LEVELS) 
Effective January 1, 1998 

Category of Eligible Livina Arrangements 
Individuals 

Column A Column B Column C Column D Column E Column F 
lndependent Household Domiciliary Personal Home for 

Living of Another Care Care Aged Care Institutions 

Aged 
Blind 
Disabled 

Aged & Aged Spouse 
Blind & Blind Spouse 
Disab & Disab Spouse 

Aged & Blind Spouse 
Aged & Disab Spouse 
Blind & Disab Spouse 

TN No. 98-06 Approval Date %pop ? Effective Date 01/01/98 
Supersedes 
TN NO. 97-09 
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Supplement  6 t o  
A t t a c h m e n t  2.6-A 
P a g e  l b  

(*B) SSI bene f i t s  f o r  rec ip ien ts  with income a r e  reduced  by t h e  Social  Secu r i t y  
Administrat ion fol lowing regulat ions in 20 CRR. P a r t  416  of t h e  C o d e  of  
Fede ra l  Regulat ions.  These  regulat ions a r e  i n t e rp re t ed  and imp lemen td  by 
d i rec t ions  conta ined  in t h e  Social Secu r i t y  Adminis t ra t ion  P rog ram 
Opera t ions  Manual.  T h e  S t a t e  has no p a r t  in defining t h e s e  compu ta t ions  
beyond establ ishing t h e  payment  levels  via  Appendix A in t h e  fo rma l  
ag reemen t .  

( * C )  T h e  income d is regards  employed in t h e  SSI program a r e  def ined  in 20 
CFR. P a r t  416 of t h e  Code  of Federa l  Regulat ions.  These  d is regards  a r e  
adminis te red  by  t h e  Social  Secur i ty  Administrat ion fol lowing t h e  d i rec t ions  
conta ined  in t h e i r  Program Opera t ions  Manual .  T h e  d is regards  applied f o r  
Michigan supplement  purposes a r e  exac t ly  t h e  s a m e  a s  t hose  applied f o r  
t h e  f ede ra l  port ion of t h e  SSI program. 

E f f e c t i v e  10/1 /81  
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SUPPLEMENT 7 TO ATTACHMENT 2.6-A 
Page 1 
OMB No.: 0938- 

STATE PLAN UNDER TITLEXIX OF.THE SOCIAL SECURITY ACT 

State : MICHIGAN 

INCOME LEVELS FOR 1902(f) STATES - CATEGORICALLY NEEDY 
WHO ARE COVERED UNDER REQUIREMENTS MORE RESTRICTIVE THAN SSI 

TN NO. 9.2 -fls/ 
Supereedee Approval Date &3-93 Effective Date /-/- 92 
TN No. 85-07 

HCFA ID: 7985E 
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OMB No.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MT- 

RESOURCE STANDARDS FOR 1902(f) STATES - CATEGORICALLY NEEDY 

I 
TN No. %- C 4  , Effective Date 10-01-91 Supersedes Approval Date 
TN NO. 85-07 

HCFA ID: 7985E 
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Supplement 8a to 
Attachment 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

More Liberal Methods of Treating Income under Section 1902(r)(2) of fhe Act 

1) For the groups covered by sections 1902(a)(l O)(A)(ii)(X) and 1905(p) of the Act: 

Disregard the value of in-kind support and maintenance. 

2) For children eligible under section 1902(a)(lO)(A)(i)(VI) and defined in 1902(1)(1)(C) of the act: 

Disregard income in the amount of the difference between 133% and 150% of the federal poverty 
level of the family size involved, as revised annually in the Federal Register. 

3) For children eligible under section 1902(a)(l O)(A)(i)(VII) and defined in 1902(1)(1)(D) of the Act: 

Disregard income in the amount of the difference between 100% and 150% of the federal poverty 
level of the family size involved, as revised annually in the Federal Register. 

4) For qualified children under section 1902(a)(lO)(A)(i)(lll) and defined in section 1905(n) of the 
Act: 

Disregard income in the amount of the difference between the AFDC level and 150% of the 
federal poverty level of the family size involved plus $1, as revised annually in the Federal 
Register. 

5) For pregnant women eligible under section 1902(a)(l O)(A)(i)(IV) and defined in section 
1902(1)(1)(A) of the Act: 

Disregard income in the amount of the difference between 133% and 185% of the federal poverty 
level of the family size involved, as.revised annually in the Federal Register. 
Disregard parental income. 

6) For qualified pregnant women under section 1902(a)(l O)(A)(i)(lll) and defined in section 1905(n) 
of the Act: 

Disregard income in the amount of the difference between the AFDC level and 185% of the 
federal poverty level of the family size involved plus $1, as revised annually in the Federal 
Register. ' 

7)  For all Medicaid categories subject to 1902(r)(2) of .the Act, disregard the funds on deposit in an 
Individual Development Account (IDA), interest earned on an IDA, and matching funds deposited 
in the IDA. 

8) Individuals eligible for assistance under 1902(a)(l O)(A)(ii)(XV) of the Act may establish, Freedom 
Accounts (see Supplement 8b to Attachment 2.6-A) for a working disabled individual. The 
agency may disregard, for eligibility purposes, all earned income and unemployment benefits for 
a working 

r;:-i.?,z- 

TN NO.: 06-06 \ ; ;-, r: ,T 'L;!d3 Approval Date: ?. ' , , -, /, . .-., s-, 4 . ., Effective Date: 04/01 12006 

Supersedes 
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Supplement 8a to 
Attachment 2.6-A 
Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

More Liberal Methods of Treating Income under Section 1902(r)(2) of the Act 

disabled individual eligible for assistance under 1902(a)(1 O)(A)(ii)(XV) of the Act. To be 
eligible for this earned income disregard the income is subject to the following provisions: 

Only earnings that are deposited into a Freedom Account (see Supplement 8b to 
Attachment 2.6a) can be disregarded for eligibility purposes. 

Only funds earned after an individual's first enrollment in 
Medicaid under this section can be considered for the disregard. 

All funds deposited and their source will be identified and registered with the 
Department for which prior approval has been obtained from the Department, 
and for which the owner authorizes regular monitoring and/or reporting of these 
earnings and other information deemed necessary by the Department for the 
proper administration of this provision. 

A spouse's income will not be deemed to the applicant when determining whether or not 
the individual meets the financial eligibility requirements for eligibility under this section. 

Earned income is still used to establish a premium. 

9)	 Wages paid by the Census Bureau for temporary employment related to census activities 
are excluded for the following eligibility groups: 
X Qualified children and pregnant women under 1902(a)(1 O)(A)(i)(III). 
X Poverty level pregnant women and infants (133 -185% FPL) under 

1902(a)(10)(A)(i)(IV). 
X Poverty level children under age 6 (133% FPL) under 1902(a)(1O)(A)(i)(VI). 
X Poverty level children under age 19 (100% FPL) under 1902(a)(1 O)(A)(i)(VII). 
X Optional categorically needy groups under 1902(a)(1O)(A)(ii) as listed below: 

•	 1902(a)(1O)(A)(ii)(l) - financially eligible for cash assistance or AFDC - all 
categories 

•	 1902(a)(10)(A)(ii)(X) - aged/disabled to 100% FPL 
•	 1902(a)(1 O)(A)(ii)(XI) - recipients of optional State supplements 
•	 1902(a)(10)(A)(ii)(XV) • TWWIIA 

NOTE:	 The Special Income Level Group under 1902(a)(1O)(A)(ii)(V), the Individuals Who 
Would be Eligible if In an Institution Group under 1902(a)(10)(A)(ii)(VI) and the 
Hospice Group under 1902(a)(10)(A)(iij(VII) cannot be included in this disregard. 

X	 Medically Needy under 1902(a)(1 O)(C)(i)(III). 
_	 All aged. blind or disabled groups in 209(b) states under 1902(f). 
X.	 QMBs, SLMBs and Qls under 1905(p), 

TN NO.: 08-13 Approval Date~AR 1 8 2009 Effective Date: 10/01/2008 

Supersedes 
TN No.: 04-03 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

More Liberal Methods of Treating Resources under Section 1902(r)(2) of the Act 

1) For the SSI-related categories of the Act: 

Resource exemptions are: 
o Homestead 
o Clothing, household good and personal effects regardless of value 
o One automobile regardless of how it is used or its value 

Payment received for the planned repair or replacement of property 
that was lost, stolen, damaged, or destroyed. No time limit is imposed. 

. Un-salable property is not a countable resource. The property is un-salable 
when either: a) two knowledgeable sources state the property is un-salable due 
to a specified condition, or b) an actual sale attempt is made and no reasonable 
offer to purchase has been received. Conditional eligibility and repayment 
agreements are not required. 

. Resource eligibility exists for an entire calendar month if countable resources are 
equal to, or less than, the resource standard at any time during that calendar 
month. 

2) For individuals eligible under sections 1 902(a)(l O)(A)(i)(lll), (IV), (VI), (VII) and 
1902(a)(lO)(A)(ii)(VIII) of the Social Security Act (Act), pregnant women who meet the 
income and resource requirements of the Aid to Families with Dependent Children 
(AFDC) program as described at 42 CFR 435.210, medically needy pregnant women, 
and children under age 18, disregard all resources. 

3) For all Medicaid categories subject to 1902(r)(2) of the Act, disregard the funds on 
deposit in an Individual Development Account (IDA), interest eamed on an IDA, and 
matching funds deposited in the IDA. 

4) For individuals under the ages of 19,20, and 21 and caretaker relatives who meet the 
income and resource requirements of the AFDC program, medically needy individuals 
under the ages of 19, 20, and 21, and medically needy caretaker relatives, disregard 
$1,000 in resources. 

5) Individuals eligible for assistance under 1902(a)(lO)(A)(ii)(XV) of the Act, may establish 
Freedom Accounts. The agency will disregard up to $75,000 in resources held in 
Freedom Accounts for a working disabled individual. To be eligible for this resource 
disregard, Freedom Accounts are subject to the following provisions: 

- Balance of these accounts must not exceed a combined total of $75,000 except for 
Freedom Accounts consisting of IRS recognized retirement accounts which can have 
unlimited value. To be disregarded from countability, however, 

TN NO.: 06-02 JAN 0 8 2007 Approval Date: Effective Date: 05/01 12006 

Supersedes 
TN' No.: 04-03 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

More Liberal Methods of Treating Resources under Section 1902(r)(2) of the Act 
any IRS recognized retirement account must exist within or be identified as an 
authorized freedom Account. 

- These accounts will be held separate from non-exempt resources in accounts 
for which prior approval has been obtained from the Department, and for which 
the owner authorizes regular monitoring andlor reporting including deposits, 
withdrawals, and other information deemed necessary by the Department for the 
proper administratien cf this provision. The separateness requirement may be 
waived in the case of an employer's pension andlor a retirement account. 

- A spouse's resources will not be deemed to the applicant when determining 
whether or not the individual meets the financial eligibility requirements for 
eligibility under this section. 

TN NO.: 04-03 ~~~~~~~l D ~ ~ ~ :  .. . .  . -. .- -..-. Effective Date: 01iOli2004 

Supersedes 
TN No.: NIA new Daae 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

State Long-Term Care Insurance Partnership 

TN NO.:  13-015 Approval Date:  ____________     Effective Date: 10/01/2013 

Supersedes 
TN No.: N/A – new page 

SEP 19, 2014 

1902(r)(2) 
1917(b)(1)(C) 

The following more liberal methodology applies to individuals who are eligible for 
medical assistance under one of the following eligibility groups: 

1902(a)(10)(ii)(V); 1902(a)(10)(A)(ii)(X); 1902(a)(10)(A)(ii)(XV) and (XVI); and 
1902(a)(10)(E)(i), (iii) and (iv) (and including individuals enrolled in 
1902(a)(10)(A)(ii)(VI) who are eligible, based on use of institutional deeming 
rules, for 1902(a)(10)(A)(ii)(V), 1902(a)(10)(A)(ii)(X), 1902(a)(10)(A)(ii)(XV) or 
(XVI)). 

Any individual who is a beneficiary under a long-term care insurance policy that meets 
the requirements of a “qualified State long-term care insurance partnership” policy 
(partnership policy) as set forth below, is given a resource disregard as described in this 
amendment.  The amount of the disregard is equal to the amount of the insurance benefit 
payments made to or on behalf of the individual.  The term “long-term care insurance 
policy” includes a certificate issued under a group insurance contract. 

Disregarded resources do not include resources in a trust under 1917(d)(4)(A) and (C) or 
annuities and similar legal instruments under 1917(e).  

The State Medicaid Agency (Agency) stipulates that the following requirements will 
be satisfied in order for a long-term care policy to qualify for a disregard.  Where 
appropriate, the Agency relies on attestations by the State Insurance 
Commissioner (Commissioner) or other State official charged with regulation and 
oversight of insurance policies sold in the state, regarding information within the 
expertise of the State’s Insurance Department. 

• The policy is a qualified long-term care insurance policy as defined in section
7702B(b) of the Internal Revenue Code of 1986.

• The policy meets the requirements of the long-term care insurance model
regulation and long-term care insurance model Act promulgated by the National
Association of Insurance Commissioners (as adopted as of October 2000) as
those requirements are set forth in section 1917(b)(5)(A) of the Social Security
Act.

• The policy was issued no earlier than the effective date of this State Plan
amendment.

• The insured individual was a resident of a Partnership State when coverage first
became effective under the policy.  If the policy is later exchanged for a different
long-term care policy, the individual was a resident of a Partnership State when
coverage under the earliest policy became effective.

• The policy meets the inflation protection requirements set forth in section
1917(b)(1)(C)(iii)(IV) of the Social Security Act.

January 1, 2025 Version.  . . .  .      This plan is provided for informational use only and does not replace the original version. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

State Long-Term Care Insurance Partnership 

TN NO.:  13-015 Approval Date:  ____________     Effective Date: 10/01/2013 

Supersedes 
TN No.: N/A – new page 

SEP 19, 2014 

• The Commissioner requires the issuer of the policy to make regular
reports to the Secretary that include notification regarding when benefits
provided under the policy have been paid and the amount of such
benefits paid, notification regarding when the policy otherwise
terminates, and such other information as the Secretary determines may
be appropriate to the administration of such partnerships.

• The State does not impose any requirement affecting the terms or
benefits of a partnership policy that the state does not also impose on
non-partnership policies.

• The State Insurance Department assures that any company offering for
sale a partnership policy has agreed that all its appointed LTC producers
will have adequate training and each producer can demonstrate
evidence of an understanding of such policies and how they relate to
other public and private coverage of long-term care.  Such demonstration
must occur before the producer may commence sales of a long-term
care partnership policy.  The State Insurance Department will assure
compliance with this requirement through market conduct examinations.

• The Agency provides information and technical assistance to the
Insurance Department regarding the training described above.

June 1,  2018 Version.  This plan is provided for informational use only and does not replace the original version. 
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Page 1 
STATE OF MICHIGAN 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT _---------------------------------------------------------------- ----------------------------------------------------------------- 
TWSFER OF RESOURCES 

The agency provides for a period of ineligibility for nursing 
facility services and for a level of care in a medical facility 
equivalent to that of nursing facility services and for services 
under section 1915(c) due to disposal of resources for less than fair 
market value. The provisions of section 1917(c) of the Social 
Security Act are met. 

An undue hardship exists when the client's physician (M.D. or D.O.) 
states that 1) necessary medical care is not being provided, and 2) 
the client needs treatment for an emergency condition. 

A medical emergency is any condition for which a delay in treatment 
may result in the person's death or permanent impairment of the 
person's health. 

A psychiatric emergency is any condition that must be immediately 
treated to prevent serious injuryy to the person or other. 

Effective 
Date 3-1-92 

Supersedes 
TN # 92-04 
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SUPPL-T 9 (a) t o  ATTAC>XZNT 2.6-A 
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STATE PUN VNDER TITLE XIX OF TE': SOCIAL SZCURITY ACT 

~ c a t e :  M I C H I G A N  

TRANSFER OF ASSETS 

1917(c )  The agency p r ~ v i c e s  f o r  the  d e n i a l  of ce r t a i r ?  Kedicaid s e r v i c e s  b y  
reason of d i s p o s a l  of  a s secs  f o r  l e s s  than  f a i z  narkec value.  

I. Institutionalized i n d i v i d u a l s  n a y  be denied ce rcz in  Medicaid 
ser- ices upon d i spos ing  of a s s e t s  for l e s s  zhan f a i z  mar!<== va loe  
on o r  a f t e r  t h e  look-back d a t e .  

The agency wl~,hholds payment t o  i n s t i t u t i o n a l i z e d  ind iv idua l s  f o r  
t he  fol lowing s e r v i c e s :  

X - ?z+yents based on a l e v e l  of  c z r e  i n  a nursing f a c i l i t y ;  

X - Payments based on a nurs ing  f a c i l i t y  l e v e l  of  c a r e  i n  + 
medic21 i n s  t icu t i ,on ;  

X - Eome and cmmunity-based s e r v i c e s  under a 1915 waiver.  

2 .  Son- ins t i t u t iona l i zed  ind iv idua l s :  

- The zgency a p p l i e s  these  p rov i s ions  t o  t h e  fc l lowing non- i n s t i t x t i o n a l i z s d  e l i g i b i l i z y  grau?s. These craups can b e  
no more r e s c r i c c i v e  than t h o s s  se': forzh  i n  seczicr,  1905(a)  
of t h e  S o c i a l  Sscurity Acr: 

The agency withholds payment t o  non-institutional:ts"l  i n d i v i d u a l s  
f o r  t he  fa l lowing s e r v i c = s :  

Ecme h e a l t h  s e r z i c a s  ( s e c t i o n  1905 (a1 ( 7 )  ) ; 

Home and co rnun i ty  c a r e  f o r  f u n c t i o n a l l y  d i s a b l e d  and 
e l d e r l y  a d u l t s  ( s e c t i o n  1905,(a) (22)  ) ; 

Parsonal care se--ices fu rn i shed  t o  ind iv idua l s  wno a r e  no t  
i n ~ a t i e n t s  i n  c e r t a i n  medical i n s t i t u t i o n s ,  a s  ==cognized 
unaer agency Law and s p e c i f i e d  i n  secc ion  1905 ( a )  ( 2 4 1  . 

- The fol lowing o t h e r  long- tern  c a r s  s e rv ices  f o r  which medical a s s i s t a n c e  is  othe-wise unaer  t h e  agency p lan:  

TN SO. 96-01 1 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

TRANSFER OF ASSETS 

3. Penalty Date -The beginning date of each penalty period imposed for an uncompensated transfer of assets is: 

X the first day of the month in which the asset was transferred; - 
. the first day of the month following the month of transfer. - 

4. Penalty Period - Institutionalized lndividuals - 
In determining the penalty for an institutionalized individual, the agency uses: 

X the average monthly cost to a private patient of nursing facility services in the agency; - 

. the average monthly cost to a private patient of nursing facility services in the community in which the - 
individual is institutionalized. 

5. Penalty Period - Non-institutionalized Individuals - 
The agency imposes a penalty period determined by using the same method as is used for an institutionalized 

individualized individual, including the use of the average monthly cost of nursing facility services; 

. imposes a shorter penalty period than would be imposed for institutionalized individuals, as outlined - 
below: 

TN No. 96-1 1 Approval Date d & - ~ @ - p &  Effective Date: 07 - 01 - 96 
Supersedes 
TNNo. N/A 
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Revision:  ECEA-PM-95-1 (?!B ) 
Karch 1995 

S t a t e :  MICHIGAN 

6.  Pena l tv  per iod  f o r  amounts o f  t r a n s f e r  l e s s  t han  cosc  o f  n u r s i n g  
f a c r l ~ c v  care-- 

a .  Where t he  amount o f  t h e  t z a n s f e r  i s  l e s s  than t h e  monthly 
c o s t  of nursing f a c i l i t y  c a r s ,  t h e  agency: 

X does not  inpose a  pena l ty ;  - 
- inposes a  p e n a l t y  f o r  l e s s  than  a  f u l l  nonch, based on 

the  progorzion of  t h e  agezcy ' s p r i v a t e  n u r s i c q  f a c i l i t y  
r a t e  t hac  was t r a n s f e r r e d .  

Where an i nd iv idua l  makes a  s e r i e s  of t r ans f l - r s  ,- each  l e s s  
chan the  p r i v a t e  nu r s ing  f a c i l i t y  r a t e  f o r  a  month, t h e  
agezcy: 

x does not  i i q o s e  a  pena l ty ;  

- i ~ q o s e s  a  series of  p e n a l t i e s ,  each f o r  less than  a 
f a l l  month. 

7 .  T r a n s f e r s  mace s o  t h a t  p e n a l t y  per iods  would overlap-- 
. The agency: 

- t o t a l s  t h e  value o f  a l l  a s s e t s  t z a n s f e r r e a  t 3  ?=educe a 
s i n g l e  pena l ty  pe r iod ;  

X - c a l c ~ l z t e s  t h e  i n d i v i d u a l  p e n a l t y  pe r iods  and i x ~ o s e s  t h e 3  
sequen t i a l1  y . 

8 .  T r a n s f t r s  made s o  t h a t  ~ e n a l t v  p e r i c c s  would no t  overlap-- 
The agency: 

X - zs s igns  each t z a n s f e r  i t s  ow. p e n a l t y  per iod ;  

- a s e s  the  method o u t l i n e d  below: 

TN 80. - 
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S t a t e :  MICHIGAN 

TRANSFSR OF ASSZTS 

9 .  Pena l t :~  p e r i c c s  - r z a n s f e r  Sy a spouse t h a t  r e s u l t s  I n  a  p e i a l t v  
p e r l o a  23r t he  ~ n c l v l a u a i - -  

(a) The aqency apporzions a n y  e x i s t i n g  pena l ty  p e r i c c  between 
t h e  scouses  u s ing  the  rnechcd o u t l i n e d  below, ~ r o v i d e d  t h e  
spouse i s  e l i g i b l e  f o r  Me.'icaid. -4 p e n a l t y  can be a s se s sed  
a q a i z s c  t h e  spouse, and some p o r t i o n  of  t h e  p e n a l t y  a g a i ~ s t  
t h e  I c = i v i d u a l  zemains . 
Divide the remaining penalty period equally 
between the spouses. 

(bl  If one spouse  i s  no Longer s u b j e c t  t o  a  pena l ty ,  t k e  
remaicicg p e n a l t y  p r i 0 d  incst be  se rved  by t h e  remaining 
spouse. 

1 0 .  T r s a m e n r  o f  i - . c ~ m e  a s  an assec-- 
When rr .cme h t s  been t r a n s f e z z s d  a s  a  lump sm, t h e  aqeacy w i l l  
c a l c u l a t t  t h e  ? e n a l t y  pe r iod  on t h e  lump sum value.  

- The aqancy w i l l  impose p a r t i a l  month pena l ty  pe r iods .  

Vher? a  sczesm zf i-?come o r  t h e  right t o  a .  s t ream of  Incame nas  Seen - L,ansfer red ,  _ i k e  agency w i l l  i npose  a pena i ty  pe r iod  f o r  each 
Incame 2zyment. 

- Tor t z z c s f e r s  of  i n d i v i d u a l  i n c ~ r n e  payments, t:?e agency - ; I T  L,, x s o s e  . - p a r r i a l  month p e n a l t y  9e r iods .  

X - - :or t z z n s f c r s  of f h e  r i g h t  t o  an  incame scroam, the agency 
w i l l  use  t h e  a c t u a r i a l  v a l u e  of  a l l  payments t = a a s f e r r e d .  

- The aqency uses  an a l t e r n a t e  method to. c a l c n l a t s  pena l ty  
pe r iods ,  a s  descz ibed  below: 

TN XO. 96-01 1 
Supersedes Apprzval Cace d B - 2  b -9 6 E2fec:ive D a c ~  07/0  1 /96 
TW So. N/A 
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SUPPLEMENT 9 ( a )  t o  ATTACZENT 2 .6 -4  
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S t a t e :  M I C H I G A N  

T W S F E R  OF ASSETS 

11. I i n ~ o s i t i o n  o f  a pena i tv  would work an undue hardship-- 
The agency does noc apply t h e  t r a n s f e r  of a s s e t s  p rav i s ions  i n  any 
case  i n  which t he  agency de te-d ines  t h a t  such an application would 
work an undue h a r d s h i ~ .  The aaency w i l l  use i h e  followirrq 
procebures  i n  rnakiag undue hardship d e t e - d n a t i o n s :  

Notices instruct the client to contact the worker if the 
client is denied treatment for an emergency condition. 

The fo l lowing  c r i t e r i a  w i l l  be used t o  dete-mine whether t h e  agency 
w i l l  a o t  caunt  a s s e t s  ==ansferred because i h e  pena l ty  would work a n  
undue hardship:  

Undue hardship exists when the client's physician (MD or 
DO) says: 

necessary medical care is - not being provided, and 

the client needs treatment for an emergency condition. 

A medical emergency exists when a del'ay in treatment 
may result in the person's death or permanent impairment 
of the person's health, 

A psychiatric emergency exists when immediate treatment 
is required to prevent serious injury to the person or 
others. 

*r LX so. - 
Superseaes * Approval Date 08-20- 96 Ef f ecz lve  Date 07-0 1-96 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Transfer of Assets 

1917 (c) For transfers of assets for less than fair market value made on or after 
February 8, 2006, the agency provides for the denial of certain Medicaid 
services. 

1.	 Institutionalized individuals are denied coverage of certain Medicaid 
services upon disposing of assets for less than fair market value on or after 
the look-back date. 

The agency does not provide medical assistance coverage for 
institutionalized individuals for the following services: 

Nursing facility services; 

Nursing facility level of care provided in a medical institution; 

Home and community-based services under a 1915(c) or (d) waiver. 

2.	 Non-institutionalized individuals: 

X	 The agency applies these provisions to the following non-
institutionalized eligibility groups. These groups can be no more 
restrictive than those set forth in section 1905(a) of the Social Security 
Act. 
The eligibility groups are those described in: 
1902(a)(10)(A)(i)(II); 1634(c); 1902(m)(1); 1902(a)(10)(A)(ii)(V); 
1902(a)(10)(E)(i); 1902(a)(10)(E)(iii) and (iv); 1634(b); 1634(d); 1905(q); 
1619(a) and (b);1905(s); 1905(v)(1); and, 42 CFR 435.135 

The agency withholds payment to non-institutionalized individuals for the 
following services: 

Home health services (section 1905(a)(7»; 

Home and community care for functionally disabled elderly adults 
(section 1905(a)(22»; 

Personal care services furnished to individuals who are not inpatients in 
certain medical institutions, as recognized under agency law and 
specified in section 1905(a)(4). 

TN NO.: 07-08 Approval Date: 
SEPO fr 2007 

_ Effective Date: 07/01/2007 

Supersedes 
TN No.: NIA new page 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Supplement 9b to 
Attachment 2.6-A 
Page 2 

STATE PLAN UNDER TITLE XIX OFTHE SOCIAL SECURITY ACT 

State of MICHIGAN 

Transfer of Assets 

X	 The following other long-term care services for which payment for 
medical assistance is otherwise made under the agency plan: 

Services provided under a 1915(c) waiver. 

3.	 Penalty Date - The beginning date of each penalty period imposed for an 
uncompensated transfer of assets is the later of: 

•	 the first day of a month during or after which assets have been  
transferred for less than fair market value;  

~	 The State uses the firsts day of the month in which the assets were 
transferred. 

_	 The State uses the first day of the month after the month in which the 
assets were transferred. 

Or 

•	 the date on which the individual is eligible for medical assistance under 
the State Plan and is receiving institutional level care services described 
in paragraphs 1 and 2 that, were it not for the imposition of the penalty 
period would be covered by Medicaid; 

and, 

which does not occur during any other period of ineligibility for services 
by reason of a transfer of assets penalty. 

4.	 Penalty Period -Institutionalized Individuals 

In determining the penalty for an institutionalized individual, the agency 
uses: 

~	 the average monthly cost to a private patient of nursing facility services 
in the State at the time of application; 

_	 the average monthly cost to a private patient of nursing facility services 
in which the individual is institutionalized at the time of application. 

SEP 06- 2007 
TN NO.: 07-08 Approval Date:	 Effective Date: 07/01/2007 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Transfer of Assets 

5.	 Penalty Period - Non-institutionalized Individuals 

The agency imposes a penalty period determined by using the same 
method as is used for an institutionalized individual, including the use of the 
average monthly cost of nursing facility services; 

_	 imposes a shorter penalty period than would be imposed for  
institutionalized individuals, as outlined below:  

6.	 Penalty period for amounts of transfer less than cost of nursing facility care 

Where the amount of the transfer is less than the monthly cost of nursing 
facility care, the agency imposes a penalty for less than a full month, based 
on the option selected in item 4. 

X	 The State adds together all transfers for less than fair market value 
made during the look-back period in more than one month and 

.. __	 calculates a single period of ineligibility that begins on the earliest date 
that would otherwise apply if the transfer had been made in a single 
lump sum. 

7.	 Penalty periods - transfer by a spouse that results in a penalty period for  
the individual  

(a) The agency apportions any existing penalty period between the 
spouses using the method outlined below, provided the spouse is 
eligible for Medicaid. A penalty can be assessed against the spouse, 
and some portion of the penalty against the individual remains. 

(b) If one spouse is no longer subject to a penalty, the remaining penalty 
period must be served by the remaining spouse. 

8.	 Treatment of a transfer of income 

When income has been transferred as a lump sum, the agency will 
calculate the penalty period on the lump sum value. 

TN NO.: 07-08 Approval Date: 
SEP 06 2007 .

EffectIve Date: 07/01/2007 
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STATE PLAN LINDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Transfer of Assets 

When a stream of income or the right to a stream of income has been 
transferred, the agency will impose a penalty period for each income 
payment. 

For transfers of individual income payments, the agency will impose partial 
month penalty periods using the methodology selected in 6. above. 

X	 For transfers of the right to an income stream, the agency will base the 
penalty period on the combined actuarial value of all payments 
transferred. 

9.	 Imposition of a penalty would work an undue hardship 

The agency does not impose a penalty for transferring assets for less than 
fair market value in any case in which the agency determines that such 
imposition would work an undue hardship. The agency will use the 
following criteria in making undue hardship determinations: 

Application of a transfer of assets penalty would deprive the individual: 

(a) of medical care such that the individual's health or life would be 
endangered; or 

(b) of food, clothing, shelter or other necessities of life 

10. Procedures for Undue Hardship Waivers 

The agency has established a process under which hardship waivers may 
be requested that provides for: 

(a) notice to a recipient subject to a penalty that an undue hardship 
exception exists; 

(b) a timely process for determining whether an undue hardship waiver will 
be granted; and, 

(c)	 a process, which is described in the notice, under which an adverse 
determination can be appealed. 

These procedures shall permit the facility in which the institutionalized 
individual is residing to file an undue hardship waiver application on behalf 

TN NO.: 07-08 Approval Date: 
SEP 06 2007 .

Effective Date: 07/01/2007 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Transfer of Assets 

of the individual with the consent of the individual or the individual's  
personal representative.  

11. Bed Hold Waivers for Hardship Applicants 

The agency provides that while an application for an undue hardship waiver 
is pending in the case of an individual who is a resident of a nursing facility: 

_	 Payments to the nursing facility to hold the bed for the individual will be 
made for a period not to exceed _ days. (may not be greater than 3D) 

TN NO.: 07-08 Approval Date: SEP 0 6 2007 Effective Date: 07101/2007 

Supersedes 
TN No.: N/A new page 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

The agency does not apply the trust provisions in any case in which the agency determ'ines that such 
application would work an undue hardship. 

The following criteria will be used to determine whether the agency will not count assets transferred 
because doing so would work an undue hardship: 

When assets are transferred to a trust, undue hardship exists when the client's physician (M.D. or 
D.O.) says: 

necessary medical care is not being provided, and 
the client needs treatment for an emergency condition. 

A medical emergency exists when a delay in treatment 
may result in the person's death or permanent impairment 
of the person's health. 

A psychiatric emergency exists when immediate treatment 
is required to prevent serious injury to the person or 
others. 

Payments actually made by a trustee to or on behalf of 
a beneficiary do not create an undue hardship. 

Under the agency's undue hardship provisions, the agency exempts the funds in an irrevocable 
burial trust. 

The maximum value of the exemption for an irrevocable burial trust is $2,000 plus accumulated 
interest or dividend. 

TN No. 96-1 1 Approval Date &/-2d - 9: Effective Date: 07-0 1-96 
Supersedes 
TN NO. 94-18 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Financial Eligibility 

ELIGIBILITY UNDER SECTION 1931 OF THE ACT 

The State covers low-income families and children under section 1931 of the Act. The following 
groups were included in the AFDC State plan effective July 16, 1996. 

- Pregnant women with no other eligible children. 

- AFDC children age 18 who are full-time students in a secondary school or in the 
equivalent level of vocational or technical training. 

- In determining eligibility for Medicaid, the agency uses the AFDC standards and 
methodologies in effect as of July 16, 1996 without modifications. 

X In determining eligibility for Medicaid, the agency uses the AFDC standards and - 
methodologies in effect as of July 16, 1996, with the following modifications: 

- The agency applies lower income standards that are no lower than the AFDC standards 
in effect on May 1,1998. 

- The agency applies higher income standards than those in effect as of July 16, 1996, 
increased by no more than the percentage increases in the CPI-U since July 16, 1996. 

- The agency applies higher resource standards than those in effect as of July 16, 1996, 
increased by no more than the percentage increases in the CPI-U since July 16, 1996. 

X The agency uses less restrictive income andlor resources methodologies in determining - 
eligibility on or after July 16, 1996 as follows: 

Countable resources - only count cash resources. Cash includes: 
MoneyJCurrency 
Un-cashed checks 
Drafts and warrants 
Checking 
Savings 
Draft, share and money market accounts 
Time deposits such as certificates of deposit; investments such as stocks, 
bonds and mutual funds; retirement plans such as IRA'S Keogh plans, 401 K 
plans, pension plans and annuities; and trusts 

Disregard the funds on deposit in an Individual Development Account (IDA), 
interest eamed on an IDA and matching funds deposited in the IDA. 

Disregard funds on deposit in a 529 college savings plan (529 plan), interest 
eamed on a 529 plan and matching funds deposited in the 529 plan. 

Disregard $2,000 of cash resources. 

TN NO.: 05-04 Approval Date: L//2do 5 Effective Date: 01 101 12005 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Financial Eligibility 

Eligibility under Section 1931 of the Act (continued) 

Resource eligibility exists for an entire calendar month if countable resources are equal 
to, or less than, the resources standard at any time during the month. 

2.	 Income-
o	 Disregard all income in excess of 185% gross income test for purposes of the 185% 

test. 
o	 Disregard the funds on deposit in an Individual Development Account (IDA), interest 

earned on an iDA and matching funds deposited in the IDA. 
o	 Disregard wages paid by the Census Bureau for temporary employment related to 

census activities. 

3.	 Income deductions -
o	 Allow purchase of capital assets and payments on the principal of business loans as 

a business expense. 
o	 For applicants Who have not received LlF in at least one of the past four months, the 

state will apply an earned income disregard of $200 plus 20% of the rernalnlno 
earned income. 

o	 For applicants or recipients who have received LlF in at least one of the past four 
months, the State will apply an earned income disregard of $30 pius 113 of the 
remaining income or an earned income dige9ard of $200 plus 20% of the remaining 
earned income whichever is most beneficial: 

4.	 No time limit for the $30 plus 1/3 income disregard if a family received Medicaid using the 
Social Security Act 1931 provisions. 

5.	 All income earned by dependent children who are students is excluded from income and 
resources 

The income andlor resource methodologies that the less restrictive methodologies replace 
(that were in place before July 16, 1996) are as follows: 

1.	 Countable resources included both cash and noncash. 
2.	 All cash resources were considered. 
3.	 Resource eligibility exists if countable resources are equal to or Jess than the resources 

standard for each day in the month. 
4.	 All income was considered for purposes of the 185% gross income test. 
5.	 Did not allow as a business expense, purchase of capital assets and payments on the 

principle of business loans. 
6.	 The $30 plus 113 income disregard was time limited. 
7.	 For applicants that did not receive LlF in at least one of the past 4 months, no earned 

income disregard was availabie. 
For applicants and beneficiaries that did receive LlF in at least one of the past 4 months, 
only the $30 plus 1/3 earned income disregard was available. 

TN NO.: 08-13 Approval Date: MAR I 8 2009 Effective Date: 10101/2008 
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STATE OF MICHIGAN 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
State: Michigan 

ELlGlBlLllY UNDER SECTION 1931 OF THE ACT (continued) 

8. All income earned by dependent children who are students was counted as 
income and resources. 

X The agency terminates medical assistance (except for certain pregnant women and - 
children) for individuals who fail to meet TANF work requirements. 

X The agency continues to apply the following waivers of provisions of Part A of Title - 
1V in effect as of July 16, 1996, or submitted prior to August 22, 1996 and approved 
by the Secretary on or before July 1, 1997. 

1. Waiver of 402(a)(41) and various provisions of the regulations at 45 CFR 
233.100(a)(l)(i) and 233.100(c)(l)(iii): 100 Hour Rule - to allow the state to 
provide Medicaid benefits to unemployed parent recipient families in which the 
principal earner works 100 or more hours per month. 

2. Waiver of 406(a), 45 CFR 233.1O(b)(2)(ii)(a)(l). 45 CFR 233.90(b)(3), 
expanding the definition of a dependent child to include a child who is age 18 
or 19, attending high school full-time, and reasonably expected to graduate 
before age 20. 

3. Waiver of 406(a) and 406(b), 45 CFR 233.lO(b)(2)(ii)(a)(3), 233.10(b)(ii)(b), 45 
CFR 233.90(c)(l)(v), 45 CFR 237.50(b)(2)(ii), expanding the definition of 
caretaker relative to include: 

Persons who are legal guardians of a child, and 
Persons at least age 21, who have petitioned for legal guardianship, and 
The parent of the child's putative father. 

4. Waiver of 402(a), expanding eligibility to include in the group: 

The spouse of a nonparent caretaker who chooses to be included in the 
filing unit, and 
The spouse of a pregnant woman must be included in the filing unit. 

5. Waiver of 402(a) and various provisions of the regulations at 45 CFR 
233.20(a): Standard Against Which Income is Budgeted - to allow the state to 
budget against the payment standard. 

6. 402(a) Eligibility of Pregnant Women: to allow the state to determine as 
eligible for Medicaid, pregnant women in any state of pregnancy. 

Approval Effective 
TN# 01-06 Date $?/ah/ Date 10-01-01 

Supercedes 
T N #  97- 10 
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Rctrision: HCFA Region V 
November 1989 

Supplement 13 to 
Attachment 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State MICHIGAN B 

A. Income and resource eligibility policies to determine eligibility for institutionalized individuals who have spouses 
living in the community are consistent with Section 1924. 

6. In the determination of resource eligibility the State resource standard is $ 79,020. 

C. An institutionalized spouse who (or whose spouse) has excess resources shall not be found ineligible under Title 
XIX of the Social Security Act, per section 1924(c) (3) (C), where the State determines that denial of eligibility on 
the basis of having excess resources would work an undue hardship. 

TN No. 97-09 Approval Date 6/5/97 Effective Date: 04-01 -97 
Supersedes 
TNNo. 96-01 
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SUPPLEMENT 14 TO ATTACHMENT 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

INCOME AND RESOURCE REQUIREMENTS FOR TUBERCULOSIS (TB) 
INFECTED INDMDUALS 

For TB infected individuals under 51902 ( 2 )  (1) of the Act, the income and resource 
eligibility levels are as follows: 

TN No. 95-/6 
Supersedes Approval Date / / - A 3 9 5  Effective Date 10/01/95 
TN No. N/A 
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Supplement 16 to Attachment 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Asset Verification System 

TN NO.: 11-05 Approval Date:_____________  Effective Date: 07/01/2011 

Supersedes 
TN No.:  N/A – New Page    

NOV 10 2011 

1940(a) of 
the Act 

1. The agency will provide for the verification of assets for purposes of determining or
redetermining Medicaid eligibility for aged, blind and disabled Medicaid applicants
and recipients using an Asset Verification System (AVS) that meets the following
minimum requirements.

A. The request and response system must be electronic:

(1) Verification inquiries must be sent electronically via the internet or
similar means from the agency to the financial institution (FI).

(2) The system cannot be based on mailing paper-based requests.
(3) The system must have the capability to accept responses electronically.

B. The system must be secure, based on a recognized industry standard of
security (e.g., as defined by the U.S. Commerce Department’s National
Institute of Standards and Technology, or NIST).

C. The system must establish and maintain a database of FIs that participate in
the agency’s AVS.

D. Verification requests also must be sent to FIs other than those identified by
applicants and recipients, based on some logic such as geographic proximity
to the applicant’s home address, or other reasonable factors whenever the
agency determines that such requests are needed to determine or
redetermine the individual’s eligibility.

E. The verification requests must include a request for information on both open
and closed accounts, going back up to 5 years as determined by the State.

2. System Development

A. The agency itself will develop an AVS.

In 3 below, provide any additional information the agency wants to include.

B. The agency will hire a contractor to develop an AVS.

In 3 below provide any additional information the agency wants to include.

C. The agency will be joining a consortium to develop an AVS

In 3 below, identify the States participating in the consortium.  Also, provide
any other information the agency wants to include pertaining to how the
consortium will implement the AVS requirements.

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Supplement 16 to Attachment 2.6-A 
Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Asset Verification System 

TN NO.: 11-05 Approval Date:_____________  Effective Date: 07/01/2011 

Supersedes 
TN No.:  N/A – New Page    

NOV 10 2011 

2. System Development (continued.)

D. The agency already has a system in place that meets the requirements for an
acceptable AVS.

In 3 below, describe how the existing system meets the requirements in
Section 1.

Other alternative not included in A. – D. above

In 3 below, describe this alternative approach and how it will meet the
requirements in Section 1.

3. Provide the AVS implementation information requested for the implementation
approach checked in Section 2, and any other information the agency may want to
include

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Supplement 17 to 
Attachment 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 
..%* 

Disqualification for Long-Term-Care Assistance for 
Individuals with Substantial Home Equity 

191 7(9 The State agency denies reimbursement for nursing facility services and 
other long-term care services covered under the State plan for an 
individual who does not have a spouse, child under 21 or adult disabled 
child residing in the individual's home, when the individual's equity 
interest in the home exceeds the following amount: 

X $500,000 (increased by the annual percentage increase in the - 
urban component of the consumer price index 
beginning with 201 1, rounded to the nearest $1,000). 

An amount that exceeds $500,000 but does not exceed $750,000 
(increased by the annual percentage increase in the urban 
component of the consumer price index beginning with 201 1, 
rounded to the nearest $1,000). 

The amount chosen by the State is 

This higher standard applies statewide. 

This higher standard does not apply statewide. It 
only applies in the following areas of the State: 

This higher standard applies to all eligiyility groups. 

This higher standard only applies to the following 
eligibility groups: 

The State has a process under which this limitation will be waived in 
cases of undue hardship. 

TN NO.: 07-09 
JUL 2 0 2007 

Approval Date: Effective Date: 07101 12007 

Supersedes 
TN No.: NIA new Daae 
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Supplement 18 to Attachment 2.6A 
Page 1 

State Plan Under Title XIX of the Social Security Act 

State:  Michigan 
METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

 Approval Date:  _____________ Effective Date: 04/01/2014 TN NO.:  14-03 

Supersedes 
TN No.:   N/A – New Page 

MAY 21, 2014 

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 January 28, 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. 



Supplement 18 to Attachment 2.6A 
Page 2 

State Plan Under Title XIX of the Social Security Act 

State:  Michigan 
METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

TN NO.:  14-010 Approval Date: OCT 9, 2015  Effective Date: 04/01/2014 

Supersedes 
TN No.:  14-03 

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 

For each population group, indicate the lower of: 
• The reference in the MAGI Conversion Plan (Part 2) to

the relevant income standard and the appropriate
cross-reference,  or

• 133% FPL.
If a population group was not covered as of 12/1/09, enter 
"Not covered". 

Resource 
Proxy 

Enrollment 
Cap 

Special 
Circumstances 

Other 
Adjustments 

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 Relatives Attachment A, Column C, Line 1 of Part 2 
of the CMS approved MAGI Conversion 
Plan, including any subsequent CMS 
approved modifications to the MAGI 
Conversion Plan

Yes No No No 

Disabled Persons, non-
institutionalized 

Attachment A, Column C, Line 2 of Part 2 
of the CMS approved MAGI Conversion 
Plan, including any subsequent CMS 
approved modifications to the MAGI 
Conversion Plan.

Yes No No No 

Disabled Persons, 
institutionalized 

Attachment A, Column C, Line 3 of Part 2 
of the CMS approved MAGI Conversion 
Plan, including any subsequent CMS 
approved modifications to the MAGI 
Conversion Plan.

Yes No No No 

October 1, 2023 Version.     This plan is provided for informational use only and does not replace the original version.. 



Supplement 18 to Attachment 2.6A 
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State Plan Under Title XIX of the Social Security Act 

State:  Michigan 
METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

TN NO.:  14-010 Approval Date: OCT 9, 2015  Effective Date: 04/01/2014 

Supersedes 
TN No.:  14-03 

Children Age 19 or 20 Attachment A, Column C, Line 4 of Part 2 
of the CMS approved MAGI Conversion 
Plan, including any subsequent CMS 
approved modifications to the MAGI 
Conversion Plan.

Yes No No No 

Childless Adults Not covered No No No No 
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State Plan Under Title XIX of the Social Security Act 

State:  Michigan 
METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

TN NO.:  14-010 Approval Date: OCT 9, 2015  Effective Date: 04/01/2014 

Supersedes 
TN No.:  14-03 

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. Michigan applies a resource proxy adjustment to a population group(s) that was subject
to a resource test that was applicable on December 1, 2009.

Michigan 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 Michigan 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:

Michigan:

Applies existing state data from periods before January 1, 2014. 

 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. An enrollment cap adjustment is applied (complete items 2 through 4).

An enrollment cap adjustment is not applied (skip items 2 through 4 and go to Section
C).

2. Attachment C describes any enrollment caps authorized in section 1115 demonstrations as of
December 1, 2009,- that are applicable to populations that Michigan 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 enrollment 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 enrollment cap(s).

3. Michigan 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.  

January 1, 2025 Version.  . . .  .     This plan is provided for informational use only and does not replace the original version. 
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State Plan Under Title XIX of the Social Security Act 

State:  Michigan 
METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

TN NO.:  14-010 Approval Date: OCT 9, 2015  Effective Date: 04/01/2014 

Supersedes 
TN No.:  14-03 

4. Enrollment 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. Michigan applies special circumstances adjustment(s).

Michigan does not apply a special circumstances adjustment.

2. Michigan applies additional adjustment(s) to the adult group FMAP methodology
(complete item 3).

Michigan does not apply any additional adjustment(s) to the adult group FMAP
methodology (skip item 3 and go to Part 3).

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.

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

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. 

Michigan does not apply any relevant populations requiring such transitions. 

Part 4 - Applicability of Special FMAP Rates 

A. Expansion State Designation

Michigan:

Does NOT meet the definition of expansion state in 42 CFR 433.204(b).  (Skip section B and 
go to Part 4) 

Michigan 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  INSERT DATE 

January 1, 2025 Version.  . . .  .    This plan is provided for informational use only and does not replace the original version. 



Supplement 18 to Attachment 2.6A 
Page 6 

State Plan Under Title XIX of the Social Security Act 

State:  Michigan 
METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

TN NO.:  14-010 Approval Date: OCT 9, 2015  Effective Date: 04/01/2014 

Supersedes 
TN No.:  14-03 

B. Qualification for Temporary 2.2 Percentage Point Increase in FMAP.

Michigan:

Does NOT qualify for temporary 2.2 percentage point increase in FMAP under 42 CFR 
433.10(c)(7). 

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 INSERT DATE. The Michigan 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). 

Part 5 - State Attestations 

The State attests to the following: 

A. The application of the adult group FMAP methodology will not affect the timing or approval of any
individual’s eligibility for Medicaid.

B. The application of the adult group FMAP methodology will not be biased in such a manner as to
inappropriately establish the numbers of, or medical assistance expenditures for, individuals
determined to be newly or not newly eligible.

ATTACHMENTS 

Not all of the attachments indicated below will apply to all states; some attachments may describe 
methodologies for multiple population groups within the new adult group.  Indicate those of the following 
attachments which are included with this SPA: 

Attachment A – Most Recent Updated Summary Information for Part 2 of the Modified Adjusted 
Gross Income (MAGI) Conversion Plan 

Attachment B – Resource Criteria Proxy Methodology 

Attachment C – Enrollment Cap Methodology 

Attachment D – Special Circumstances Adjustment and Other Adjustments to the Adult Group 
FMAP Methodology  

Attachment E – Transition Methodologies 
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Michigan's State Plan 

SECTION 3:  Covered Services 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



A t t a c h m e n t  3.1-A 
Page  ( i )  - 'PREFACE 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

S t a t e  of Michigan 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

PREFACE t o  At t achmen t  3.1-A 

The following s t a t e m e n t  applies t o  all se rv ices  provided, a s  l is ted on  t h e  follow- 
ing pages  of th is  At tachment :  

I t ems  o r  serv ices  t h a t  a r e  de termined t o  b e  exper imenta l  o r  invest igat ional  
a r e  not  covered  benefi ts .  Such de terminat ions  will b e  made  by t h e  Medical 
Serv ices  Administrat ion,  based on  qualified medical  advice t h a t  t h e  i t e m s  o r  
serv ices  have  not  been general ly accep ted  by t h e  professional medica l  
communi ty  a s  e f f ec t ive  and proven t r e a t m e n t s  f o r  t h e  condit ions f o r  which 
they  a r e  being used o r  a r e  t o  be  used. This  advice  will or ig ina te  f r o m  
establ ished sources  such a s  Medicare, National  Ins t i tu tes  of  Heal th ,  Food 
and Drug Administration (FDA), t h e  AMA's Diagnost ic  and  The rapeu t i c  
Technology Assessment (DATTA) Program,  e t c .  T h e  de terminat ions  a r e  not 
judgments t h a t  a physician's choice is  inappropriate  o r  t h a t  a pa t i en t  does  
not  need  t r e a t m e n t .  

SE MAKE NO D E F E F & ~ ~ I O N  BEIWEEN CATEOC)RICAL,LY 

AND MEDICALLY NEEDY. THEREFORE, 3.1-A 

REFERSrnEm'HOF THESE cxrE03RIES. 

Heading Rev.  04/01/89 
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Attachment 3.1-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

TN NO.:  12-21  Approval Date: _________________ Effective Date: 01/01/2013 

Supersedes 
TN No.:   92-05 

MAR 22  2013 

1. Inpatient hospital services other than those provided in an institution for mental diseases.

Provided No Limitations With Limitations* 

2.a. Outpatient hospital services.

Provided No Limitations With Limitations* 

b. Rural health clinic services and other ambulatory services furnished by a rural health clinic (which are
otherwise included in the state plan).

Provided No Limitations With Limitations* Not Provided 

c. Federally qualified health center (FQHC) services and other ambulatory services that are covered
under the plan and furnished by an FQHC in accordance with section 4231 of the State Medicaid
Manual (HCFA-Pub. 45-4).

Provided No Limitations With Limitations* 

3. Other laboratory and x-ray services.

Provided NO LIMITATIONS With Limitations* 

* Description provided on an attachment.
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Revieion: HCPA-PH- 93-5 . (HB) 
U Y  1993 

ATTAC-NT 3.1-A 
Page 2 
o m  NO: 

S t a t e / T e r r i t o r y :  MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF MEDICAL ' 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

4.a. Nursing f a c i l i t y  s e r v i c e s  ( o t h e r  than  ee rv i cee  i n  an i n e t i t u t i o n  f o r  
mental  d i s e a s e s )  f o r  i n d i v i d u a l s  21 yea r s  of age o r  o l d e r .  

Provided: - No l i m i t a t i o n s z  With l imita t ionm* 
4.b. Ear ly  and p e r i o d i c  sc reen ing ,  d i a g n o s t i c  and t r e a tmen t  s e r v i c e s  f o r  

i n d i v i d u a l s  under 21 yeare  of age,  and t rea tment  of c o n d i t i o n s  found.. 

4.c. ~ a m i l y  p lann ing  s e r v i c e s  and BupplieB f o r  i nd iv idua l8  of ch i ld -bear ing  
age. 

Provided: - No l i m i t a t i o n m x  With l imitation.* 

5.a. Phyaicianm' services whether furnimhed i n  t h e  o f f i c e ,  t h e  p a t i e n t l r  
home, a h o s p i t a l ,  a nurs ing  f a c i l i t y  o r  elrewhere.  

Provided : - No 1 i m i t a t i o n r X  With l l m i t a t i o n r *  
b. Medical and s u r g i c a l  servicem furnimhed by a d e n t i r t  ( i n  accordance 

w i th  oec t i on  1905(.)(5)(B) o f  t h o A c t ) .  

Provided: - No l i m i t a t i o n m z  With l imita t ionm* 
6. Medical care and any o t h e r  t ypo  of  romodial  cum recognized under 

S t a t e  law, f u r n i r h e d  by liconmod p r a c t i t i o n o r r  w i t h i n  t h o  rcope  of  
t h e i r  p r a c t i c o  am dmfinod by Stat. law. 

a. P o d i a t r i r t r '  marvice#. 

Provided: - N o  l i m i t a t i o n m ~  With l i m i t a t i o n s *  

D e r c r i p t i o n  providod o n  attachtnont. 

TN No. 9.3 - ,J9 
Supormedam Approval Date /a- 7- q3 E f f o c t i v o  Data 10-01-93 
TN Ro. 93-06 
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Revision:   HCFA-PM-91-4  (BPD) Attachment 3.1-A 
August 1991  Page 3 

OMB NO.: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

TN NO.:  18-0003 Approval Date: JULY 26, 2018  Effective Date:  07-01-2018 

Supersedes 
TN No.:  92-32 

b. Optometrists’ services.

Provided:  No Limitations  With Limitations* 

Not Provided

c. Chiropractors’ services.

Provided:  No Limitations  With Limitations* 

Not Provided

d. Other practitioners’ services.

Provided:  Identified on attached sheet with description of limitations, if any.

Not Provided

7. Home health services.

a. Intermittent or part-time nursing services provided by a home health agency or by
a registered nurse when no home health agency exists in the area.

Provided:  No Limitations   With Limitations*

b. Home health aide services provided by a home health agency.

Provided:  No Limitations   With Limitations*

c. Medical supplies, equipment, and appliances suitable for use in any setting in
which normal activities take place and does not include services in a hospital,
nursing facility including Nursing Facility for the Mentally Ill (NF/MI), or
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID).

Provided:  No Limitations   With Limitations*

*Description provided on attachment.
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Revision: HCFA-PM-91-4 (BPD) 
AUGUST 199 1 

ATTACHMENT 3.1-A 
Page 3a 
OMB No.: 0938- 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

d. Physical therapy, occupational therapy, or speech pathology and 
audiology services provided by a home health agency or medical 
rehabilitation facility. - /X/ Provided: /I No limitations &Twith limitations* 
- / Not provided. 

8. Private duty nursing services. - 
/ Provided: / No limitations //with limitations* - 
// Not provided. 

+Description provided on attachment. 

TN NO. 92 -&T 
Supersedes Approval Date ~4-/L/-92 Effective Date 10-01-91 
' 1 ~  Nn- N/A --. -.- - 

HCFA ID: 79863 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

TN NO.:  17-0001 Approval Date:  AUG 6, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  05-06 

9. Clinic Services

X  Provided ___ No Limitations  X  With Limitations* 

___ Not Provided

10. Dental services

X  Provided ___ No Limitations  X  With Limitations* 

___ Not Provided

11. Physical therapy and related services:

a. Physical therapy

X Provided ___ No Limitations X  With Limitations* 

 Not Provided 

b. Occupational therapy

X  Provided ___ No Limitations X With Limitations* 

_  Not Provided 

c. Speech-Language Therapy/Services for individuals with speech, hearing, and language disorders
(provided by or under the supervision of a speech pathologist or audiologist)

 X  Provided ___ No Limitations  X  With Limitations* 

___ Not Provided 

*Description provided in Supplement to Attachment 3.1-A

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.  



Revision: HCFA-PM-85-3 (BERC) Attachment 3.1 -A 
Page 5 
OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND 
REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician 
skilled in diseases of the eye or by an optometrist. 

a. Prescribed drugs. 
X Provided: - - No Limitations X With Limitations* 

- Not Provided 

b. Dentures 
X Provided: - - No Limitations X With Limitations* 

- Not Provided 

c. Prosthetic and Orthotic Devices 

X Provided - - X With Limitations* No Limitations 

- Not Provided 

d. Eyeglasses 

X Provided - - No  imitations X With Limitations* 
- Not Provided 

*Description provided on attachment 

TNNo. 9566 Approval Date h-99-95 Effective Date 04-01 -95 
Supersedes 
TN No. 92-21 HCFA ID: 0069P/0002P 
January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-85-3 (BERC) Attachment 3.1-A 
Page 5a 
OMB No. : 0938-01 93 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND 
REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., 
other than those provided elsewhere in the plan. 

a. Diagnostic services. 

/X/ Provided: /T No limitations / With limitations* - - - 
- 
/ / Not provided. - 

*Description provided on attachment 

TN NO. 88-5 
Supersedes Approval Date 04-06-88 Effective Date 01-01-88 
TNNo. 85-22 HCFA ID: 0069P/0002P 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Attachment 3.1-A 
Page 6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

b. Screening services

X_  Provided: _   No limitations X_   With limitations* 

___Not Provided 

c. Preventive services

_X  Provided: _   No limitations X_   With limitations* 

___ Not Provided 

d. Rehabilitative services

X  Provided: _   No limitations X   With limitations* 

_  Not Provided 

14. Services for individuals age 65 or older in institutions for mental diseases.

a. Inpatient hospital services

X  Provided: _   No limitations X   With limitations* 

_  Not Provided 

b. Skilled nursing facility services

X  Provided: _   No limitations X   With limitations* 

_  Not Provided 

c. Intermediate care facility services.

_  Provided: _   No limitations _   With limitations* 

X  Not Provided 

*Descriptions provided on attachment
______________________________________________________________________ 

TN NO.:  16-0017 Approval Date: M_____AR 1__0,___2 0 17     Effective Date: 07/01/2017  

Supersedes 
TN No.:  10-01 

January 1, 2025 Version.  . .  .  This . plan is 
provided for informational use only and does not 
replace the original version.



Revision: HCFA-PH-86-20 (BERC) 
SEPTEKBER 1986 

ATTACHMENT 3.1-A 
Page 7 
OKB NO.: 0938-0193 

MOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

15.a.  Intermediate  care  f a c i l i t y  se rv ices  ' ( o t h e r  than such s e r v i c e s  i n  an 
i n s t i t u t i o n  f o r  mental d i seases )  f o r  persons determined, i n  accordance 
wi th  sec t ion  1902(a)(31)(A) of t h e  Act, t o  be i n  need of such care .  
- 

/ X  / Provided: /I No l i m i t a t i o n s  - With l imi t a t ions*  

/ /  Not provided. - 
b. Including such se rv ices  i n  a pub l i c  i n s t i t i t u t i o n  ( o r  d i s t i n c t  p a r t  

thereof)  f o r  the mentally re ta rded  o r  persons with r e l a t e d  condi t ions .  
- 

/X/ Provided: // No l i m i t a t i o n s  @ With l imi t a t ions*  - 
/ / Not provided. - 

16. I n p a t i e n t  p sych ia t r i c  f a c i l i t y  s e r v i c e s  f o r  i nd iv idua l s  under 22 yea r s  
of age. 
- 

/X/ Provided: /I No l i m i t a t i o n s  With l imi t a t ions*  

/ / Not provided. - 
1 7 .  Nurse-midwife se rv ices .  - - 

/ X  / Provided: fi No l i m i t a t i o n s  - fi With l imi t a t ions*  - 
/ / Not provided. - 

18. Hospice c a r e  ( i n  accordance with s e c t i o n  1905(0) of t he  Act).  - 
/ X /  Provided: ./I uo l i m i t a t i o n s  - - /X/ With l imi t a t ions*  

/ / Not provided. - 

*Description provided on attachment. 

TN NO. 87-7 
Supersedes . . Approval Date O3-= 1-(38 Effec t ive  Date 04/01/87 
TN No. 

HCFA I D :  0069P/0002P 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Revis ion :  HCFA-PX-94-7 
SEPTEMBER 1994 

ATTACHMENT 3.1-A 
Page 8 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e / T e r r i t o r y :  MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

19.  Case management s e r v i c e s  and Tubercu los i s  r e l a t e d  s e r v i c e s  

a .  Case management s e r v i c e s  a s  d e f i n e d  i n ,  and t o  t h e  g roup  s p e c i f i e d  i n ,  

- x With l i m i t a t i o n s  X Provided: - 
- Not provided.  

b .  S p e c i a l  t u b e r c u l o s i s  (TB) r e l a t e d  s e r v i c e s  under s e c t i o n  1902 ( z )  (21  (F) of 
t h e  Act. 

- Provided: - With l i m i t a t i o n s *  

_x_ Not provided.  

20.  Extended s e r v i c e s  f o r  pregnant  women 

a .  Pregnancy-related and postpar tum s e r v i c e s  f o r  a 60-day p e r i o d  a f t e r  t h e  
pregnancy ends and any remaining days i n  t h e  monch i n  which che 60th  day 
f a l l s  . 
X Addi t iona l  coverage ++ - 

b.  S e r v i c e s  f o r  any o t h e r  medical  cond i t ions  t h a t  may compl ica te  
pregnancy. 

X Addi t iona l  coverage ++ - 

++ Attached i s  a d e s c r i p t i o n  o f  i n c r e a s e s  i n  covered s e r v i c e s  beyond 
l i m i t a t i o n s  f o r  a l l  groups d e s c r i b e d  i n  t h i s  a t t achment  a n d / o r  any 
a d d i t i o n a l  s e r v i c e s  p rov ided  t o  pregnant  women o n l y .  

* D e s c r i p t i o n  provided on a t tachment .  

TN No. . - 
Supersedes ' ADproval Date 1/-/@4'g . E f f e c t i v e  Date 10/0 1/94 
TN NO.  94-11 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Attachment 3.1-A 
Page 8a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

TN NO.:  12-18  Approval Date: _________________ Effective Date: 10/01/2012 

Supersedes 
TN No.:   05-05 

JAN 13 2013 

21. Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period by an
eligible provider (in accordance with section 1920 of the Act).

Provided No Limitations With Limitations Not Provided 

22. Respiratory care services (in accordance with section 1902(e)(9)(A) through (C) of the Act).

Provided No Limitations With Limitations Not Provided 

23. Certified pediatric or family nurse practitioners' services.

Provided No Limitations With Limitations Not Provided 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A 
AUGUST. Page 9 

OMB No.: 0938- 
State/Territory: MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

24. Any other medical care and any other type of remedial care recognized 
under State law, specified by the Secretary. 
a. Transportation. 
- /X/ Provided: /I No limitations H w i t h  limitations* 
- 
/ Not provided. 

b. Services of Christian Science nurses. - 
/ Provided : / No limitations //with limitations* 

/x/ Not provided. 

c. Care and services provided in Christian Science sanitoria. 

/X/ Provided: // No limitations ~ T w i t h  limitations* - 
/ Not provided. 

d. Nursing facility services for patients under 21 years of age. - / X I  Provided: / No limitations &/with limitations* - / Not provided. 

e. Emergency hospital services. - 
K/ Provided: 7 No limitations /X/~ith limitations* - / Not provided. 

f. Personal care services in recipient's home, prescribed in accordance 
with a plan of treatment and provided by a qualified person under 
supervision of a registered nurse. - 
// Provided: // No limitations H w i t h  limitatione* - 
/ Not provided., 

*Description provided on attachment. 

TN No. 92 .C5 
Supersedes Approval Date 8 4-/4-93 Effective Date 10-01-91 
TN NO. 86-05 

HCFA ID: 7986E 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Revision r HCFA-3M-94-9 (MB) 
CECEKBER 1994 

ATTRCBPaNT 3.1-A 
Page 10 

State: MICEUGAN 

AMOUNT, SURATIONr AND SCOPS OF EEDICAL 
iLND RE333IAtr CARE AND SERVICES PXOVIDIFID TO TI32 CATSGORICALLY W Z D Y  

2 5 .  Home and Cm~nmity Car8 for  Functionally Disab led  Elderly Individuals, 
ae defined, described and l h i t o d  i? Supplement 2 to Attaciment 3.1-A, 
and Appendices A-G to Supplemar.', 2 to Attachment 3.1-A. 

provided x not  provided 

2 5 .  Psrsonai care services furnf~hed to an individual who is not ae 
inpatient or resident of a hospital, nursing facility,-intermediate 
care facility for the menfolly retarded, or i n s t i t u t i o n  for mental 
diseaee that are ( A )  authorized for the iadivieual by a physician in 
accordance w i t h  a pl= of treatnent, (3) provided by an individual who 
i s  qualisied to provide such aervices acd who is not a mem5er of the 
individual's family, and (C) furnished i a  a home. 

X ?ravided: S t a t m  Agproved (Not Physician) Servles P1&7 - 
A1 lowed 

X Bervicss Outside the Home Also Allowed - 
- Not Provided. 

TN No. - 
S.~gsrss?rs Approval Date /2-//+s Effeotfve Date 16-01 - SL; 
TN NO. 93-06 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



ATACHMENT 3.1-A 
Page 11 

State of Michigan 
PACE State Plan Amendment Pre-Print 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES 
PROVIDED TO THE CATEGORICALLY NEEDY 

27. Program Of All-Inclusive Care for the Elderly (PACE) services, as described in 
Supplement 2 to Attachment 3.1-A. 

X - Election of PACE: By virtue of this submittal, the State elects PACE as an 
optional State Plan service. 

- No election of PACE: By virtue of this submittal, the State elects to not add 
PACE as an optional State Plan service. 

n 
TN No. 00-1 1 Approval Date 4 - 3  - ) Effective Date 10/01100 

Supersedes 
TN No. NIA - new Daae 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Attachment 3.1-A 
Page 12 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care  
Services Provided to the Categorically and Medically Needy 

TN NO.:  11-03  Approval Date: ____________   Effective Date: 07/01/2011 

Supersedes 
TN No.:_N/A - New Page 

OCT 31 2011 

Freestanding Birth Center Services 

28 (i). Licensed or otherwise State-Recognized covered professionals providing services in 
Freestanding Birth Centers 

Provided: 
 No limitations  With limitations  None licensed or approved 

28 (ii) Licensed or Otherwise State-Recognized covered professionals providing services in the 
Freestanding Birth Center 

Provided: 
 No limitations  With limitations  Not applicable 

(There are no licensed or State approved Freestanding Birth Centers) 

Please check all that apply: 

(a) Practitioners furnishing mandatory services described in another benefit category and 
otherwise covered under the State plan (i.e., physicians and certified nurse midwives). 

(b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum care in 
a freestanding birth center within the scope of practice under State law whose services 
are otherwise covered under 42 CFR 440.60 (e.g., lay midwives, certified professional 
midwives (CPMs), and any other type of licenses midwife).* 

(c) Other health care professionals licensed or otherwise recognized by the State to provide 
these birth attendant services (e.g., doulas, lactation consultant, etc.).* 

* For (b) and (c) above, please list and identify below each type of professional who will be
providing birth center services.

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



ATTACHMENT 3.1-A 
PAGE 13 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE  
AND SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

TN NO.:  22-0001        Approval Date:   MAR 23, 2022 

Supersedes TN No.:    NEW Effective Date:  01-01-2022  

30. Coverage of Routine Patient Cost in Qualifying Clinical Trials

*The state needs to check each assurance below.

Provided: __X___ 

I. General Assurances:

Routine Patient Cost – Section 1905(gg)(1) 

_X_Coverage of routine patient cost for items and services as defined in section 1905(gg)(1) that 
are furnished in connection with participation in a qualified clinical trial. 

Qualifying Clinical Trial – Section 1905(gg)(2) 

_X_A qualified clinical trial is a clinical trial that meets the definition at section 1905(gg)(2). 

Coverage Determination – Section 1905(gg)(3) 

_X_A determination with respect to coverage for an individual participating in a qualified clinical 
trial will be made in accordance with section 1905(gg)(3). 

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & Medicaid 
Services in implementing Section 210 of the Consolidated Appropriations Act of 2021 amending section 1905(a) of 
the Social Security Act (the Act), by adding a new mandatory benefit at section 1905(a)(30).  Section 210 mandates 
coverage of routine patient services and costs furnished in connection with participation by Medicaid beneficiaries in 
qualifying clinical trials effective January 1, 2022.  Section 210 also amended sections 1902(a)(10)(A) and 
1937(b)(5) of the Act to make coverage of this new benefit mandatory under the state plan and any benchmark or 
benchmark equivalent coverage (also referred to as alternative benefit plans, or ABPs).  Under the Privacy Act of 
1974 any personally identifying information obtained will be kept private to the extent of the law. An agency may not 
conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently 
valid Office of Management and Budget (OMB) control number. The OMB control number for this project is 0938-
1148 (CMS-10398 #74). Public burden for all of the collection of information requirements under this control number 
is estimated to take about 56 hours per response. Send comments regarding this burden estimate or any other aspect of 
this collection of information, including suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: 
Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 



Supplerrent to 
Attachrrent 3. l-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF 'mE S02IAL SEnJRITY' lCr  

State Michigan  
AKlUNl', DURATIOO AND SCDPE OF MEDICAL AND REMEDIAL CARE  

AND  
SERVICES PROITIDED 'ID 'lliE CATElDRICALLY AND MEDICALLY NEEDY 

1.	 INPATIFNr fmPITAL SERVICES (other than services in an institution for 
tuberculosis or mental disease) when furnished by a certified hospital under 
the direction of a physician. 

a.	 Covered Services: All admissions must be necessary for the physicial or 
mental health of the patient and must be rrade upon the direction of a 
physician. 

Prior approval from the Medical Services Administration or its designated 
contractor is required for elective* admissions. Admissions to a state-owned

0/01/90 I psychiatric hospital do not require this approval. 

For	 admissions to a separate inpatient unit which, under contract with the 
Michigan Department of Mental Health, provides inpatient hospital services 
to youth who are enrolled in a special program for those who are both 
developrentally disabled and errotionally impaired, prior approval from the 
Michigan Departrrent of Mental Health is required for elective* admissions 
and	 readmissions. 

*"Elective" is defined as a condition that is neither an errergency nor an urgent 
condition. "Emergency" is any condition for which a delay in treatment nay result 
in the recipient's death or perrranent impairrrent of health. "Urgent" is an acute 
condition, not as serious as an errergency, yet one in which medical necessity 
dictates a hospital environment. 

Rev. 04/01/90 

• 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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Suppleaent to 
Attachrrent 3. I-A 
Page la 

STATE PIAN UNDm TITLE XIX OF 'mE sa::;IAL SEllJRI'l'!i Per 

State Michigan 
AKXN1', DURATIOO AND SCDPE OF MEDICAL lIND REMEDIAL CARE  

AND  
SERVICES PROVIDED 'ID 'mE CATEXDlUCALLY AND MEDICALLY NEEDY  

Prior approval from the Medical Services Administration or its designated 
contractor is required for all readmissions within 15 days. However, if the 
admission was to a state-owned psychiatric hospital, approval is only required 
for the readmission if it is elective and to a facility not owned by the state. 

Prior approval from the M2<:lical Services Administration or its designated 
contractor is required for elective transfers between hospitals. Urgent or 
ernerqent; transfers require approval i.JIlnediately following the transfer. Such 
approval is not required if the transfer is to or from a state-owned psychia-
tric hospital. 

Claims will be reviewed by the Medical services Administration or its 
designated contractor on a pre- or post-payment basis to assure the medical 
necessity of admissions, transfers, and readmissions and the appropriateness 
of diagnosis and procedure coding. Claims requesting outlier reimburserrent 
will be reviewed for appropriateness by the Medical Services Administration 
or its designated contractor. 

Rev. 10/01/90 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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Supplenent to 
Attachnent 3.1-A 
Page 1b 

STATE PLAN UNDER TITLE XIX OF WE 5CX:IAL SEllJRIT'l' J>CJ' 

State Michigan 
A!'OJtll'. DURATIOO AND SCDPE OF MEDICAL AND REMEDIAL CARE  

AND  
smvICES PROIlIDID 'ill WE CA'1'EUlRICALLY AND MEDICALLY NEEDY  

Inpatient hospital benefits in a freestanding rehabilitation hospital are  
limited to thirty (]O) days per admission unless medical necessity dictates  
an extension beyond the benefit limitation. Hospitals must obtain approval 
fram the Medical services Administration or its designated contractor for 
inpatient stays which exceed thirty DO) days. An additional approval must 
be obtained for inpatient stays which exceed sixty (60) days. 

Admission authorization and continued stay review authorization fram the Medical 
Services Administration or its designated contractor is required for an Inpatient 
Hospital stay in a freestanding psychiatric hospital or a Medicare-certified 
distinct-part psychiatric unit of a general hospital. For elective admissions, 
admission authorization is required prior to admission, and for urgent/emergent 
admissions, authorization is required within one working day. 

r 

Rev. 10/01/90 

..  
January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Supplement to 
Attachment 3.1-A 
Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Mjchiian 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROYIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

Payment will not be made for services of staff in residence, e .g., 
interns and residents, or medical staff functioning in an administra-
tive or supervisory capacity (including physician-owners) who are paid 
by the hospital or other sources. 

'''Elective'' is defined as a condition that is neither an emergency nor  
an urgent condi tion.  
"Emergency" is any condition for which a delay in treatment may result  
in the recipient's death or permanent impairment of health.  
"Urgent" is an acute condition, not as serious as an emergency, yet one  
in which medical necessity dictates a hospital environment.  

Services Included in DRG Calculation/Payment  

All routine services (e.g., room and board, nursing) are included in 
the DRG payment. 

All diagnostic services (radiology, pathology, e t e.) are included in the 
DRG payment. 

Diagnostic services that are performed at a second hospital because 
the services are not available at the first hospital (e.g., CT scan) 
are included in the first hospital's DRG payment. Arrangements for 
payment to the second hospital where the services were actually 
performed must be between the first hospital and second hospital. 

All pathology services that are performed by the pathologist but do 
not. relate directly to a specific recipient's care are included in the 
DRO payment. 

Anatomic pathology services provided directly by the pathologist are 
not included in the ,DRa payment. If the pathologist who provides 
these professional services is employed by the hospital or directly 
contracts with the hospital, that pathologist must also enroll as a 
Medicaid provider for separate payment to be made. Medicaid's fee-
for-service policy applies to pathologists. 

All ancillary services provided by the hospital or performed by 
another entity (e.g., hospital having a contractual agreement with an 
enrolled independent laboratory) are Included in the hospitals' DRO 
payment. EXCEPTION: Ancillary services provided by a hospital
enrolled with Medicaid as a separate Medicaid provider code are 
exclUded from the DRO payment. 

All emergency room services provided by the hospital resulting in an 
inpatient admission are included in the hospital's DRO payment. 

NOTE: The above list is not inclusive. 

Heading Rev. 04/01/89 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Supplement to 
Attachment 3.I-A 
Page 3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Mjchiun 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROYIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

Services Excluded from DRG Calculation/Payment 

Hospital-based professional services are excluded from the DRG 
payment. 

Services provided by a nurse-midwife are excluded from the DRG 
payment. 

Services provided within the scope of their profession by registered 
nurses certified by the Council on Certification of Nurse Anesthe-
tists or recertified by the Council on Recertification of Nurse 
Anesthetists are excluded from the DRG payment. 

Ambulance services for recipients who are transported to a second 
hospital for diagnostic services are excluded from the DRG pay-
ment. 

If a service is excluded from the DRG payment (e.g., ambulance, 
nurse-midwife), that service may remain a covered benefit. Since the 
service is not included in the hospital's DRG payment, that service 
must be separately billed by that enrolled provider. Separate reim-
bursement for covered services is then issued when the services are 
billed. using the correct provider ID Number and the appropriate 
claim form. 

NOTE: The above list is not inclusive. 

The Sgecific Items of Services Covered are-

Bed and board, including special dietary services in a semi-private 
room, or if medically necessary, in a private room as ordered by 
the attending physician. 

Medical, obstetrical, surgical, and anesthesiology services, including 
use of operating room, delivery room, etc.; 

Drugs and medicine; 

Laboratory services when specifically ordered in writing by the 
attending physician or other responsible practitioner (e.g., consultant, 
intern) for a specific recipient. 

Radiology services including x-ray, radium, radioactive isotopes, etc., 
'when specifically ordered in writing by the attending physician for a 
specific patient. 

Heading Rev. 04/01/89-. 
. . 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 



Supplement to 
Attachment 3.1-A 
Page 4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

1. Inpatient Hospital Services 

a. Covered Services - Specific Items of Services Covered are (continued): 

General nursing service incidental to the care and treatment of the patient. 

Whole blood (when not available from other sources). 

Other items and services ordinarily provided by the hospital for the care and treatment 
of inpatients. 

The use of all prosthetic and surgical appliances and any other equipment essential to 
the treatment of the patient. 

Physical therapy services must be either restorative or specialized maintenance 
programs to be covered. Physical therapy must be ordered, in writing, by a physician 
or other Medicaid approved licensed practitioner within the scope of his or her practice 
under State law. Therapy services must be provided by a physician, a physical 
therapist currently licensed in Michigan, or physical therapy assistant under the 
appropriate supervision of an appropriately licensed physical therapist. A treatment 
plan must be developed, identifying the individual modalities to be employed and how 
they relate to the condition being treated. Each restorative plan must include the 
expected results of the therapy and the time frames needed to achieve those results. 

Inpatient occupational therapy services of a restorative nature, ordered, in writing, by a 
physician or other Medicaid approved licensed practitioner within the scope of his or 
her practice under State law, are covered. Therapy services must be performed by an 
occupational therapist currently registered in Michigan, an appropriately supervised 
cert~ied occupational therapy assistant, or an appropriately supervised student 
completing hislher clinical affiliation. 

Inpatient psychiatric occupationaVrecreational therapy is covered when ordered, in 
writing, by a physician or other Medicaid approved licensed practitioner within the 
scope of his or her practice under State law as part of the beneficiary's active 
psychiatric treatment plan. It must be provided by a psychiatrist, an occupational 
therapist currently registered in Michigan, an appropriately supervised certified 
occupational therapy assistant, or an appropriately supervised student completing 
hislher clinical affiliation, in a psychiatric hospital or a psychiatric unit of a general 
hospital. 

TN NO.: 06-17 Approval Date: DEC 07 2006 Effective Date: 01/01/2007 

Supersedes 
TN No.: 02-06 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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TN NO.:  13-11   Approval Date: 12/13/2013 ______  Effective Date: 12/07/2013 

Supersedes 
TN No.: 06-17 

1. Inpatient Hospital Services

a. Covered Services - Specific Items of Services Covered are (continued):

Speech-language therapy services must be restorative and ordered, in writing, by a physician 
or other Medicaid approved licensed practitioner within the scope of his or her practice under 
State law to be covered.  Services must be rendered by a licensed speech-language 
pathologist an appropriately supervised speech-language pathologist candidate or an 
appropriately supervised student completing his/her clinical affiliation. 

Substance Abuse Services 

If a hospital has a sub-acute substance unit, that unit must meet the requirements in 
Attachment 3.1-A, pp. 26, 26a, 13(d) 1 to receive reimbursement for these services described 
in that section. 

If acute care detoxification is warranted, it will be covered.  However, once the beneficiary's 
condition is stabilized, he or she must be referred to an appropriate treatment service. 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 

b. Excluded Services 

The specific items or services excluded are: 

Services of special nurses. 

All personal comfort or convenience items, e.g., telephone, radio, 
television, etc. 

Occupational therapy provided for educational, vocational, or 
recreational purposes. 

10/01/94 
Speech therapy provided for educational, vocational or 
recreational purposes. Speech therapy when another public 
agency can assume the responsibility of the service for the 
recipient. 

Laboratory services when performed as routine procedures, e.g., 
because of existing hospital policy or attending physician's 
standing orders. 

Radiology services when performed as routine procedures, e.g., 
because of existing hospital policy or attending physician's 
standing orders. 

Certain selected surgeries. as specified by the MA program, that 
may be performed on an outpatient basis, unless there are 
medical factors that contraindicate the performance of the 
procedure on an outpatient basis. 

TN No. r;.r(-;:($ Approval Date M -,(3'. 9~ Effective Date 10 /0 1 /94 
Supersedes 
TN No. 89-07 
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All of the following if the primary reason for admission was to 
receive one or more of these services: 

1) observation. 
2) diagnostic procedure which can be performed on an 

outpatient basis. 
3) physical, occupational, or speech therapy. 
4) laboratory work. 
5) basal metabolism. 
6) electrocardiogram. 
7) diagnostic x-ray. 
8) covered dental procedures which can be performed in the office. 

10101/94TN No. Q"/'-r,2S Approval Date1,£ -/.3 -9 <I Effective Date_-----'-----'---'-..:....:'--_ 
Supersedes 
TN No. N/A 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

c.	 Special conditions for admissions for oral surgery or other dental services (Hospital 
admission for any non-emergency dental procedure requires prior authorization.) 

1)	 Admission for Oral Surgery 

a) Inpatient hospital services for recipients who require surgery by a licensed oral 
surgeon are covered (including payment to the surgeon) as physicians' services if the 
services can be performed by either a physician or dentist and only if they would 
constitute physicians' services when provided by a physician. 

NOTE: Such services are also covered on a hospital outpatient basis and in the 
office. 

b) The patient is admitted to receive the services of an oral surgeon for the removal of 
unerupted, impacted teeth or other dental procedures because the extent of the 
procedure or the patient's condition rules out surgery on other than an inpatient 
basis. Dental procedures must be prior-authorized. 

11/01/93 

NOTE: The above dental procedures are also covered on a hospital outpatient basis 
or in the practitioner's office. 

TN No. 11,5 -..3/ Approval Date / -5"- 94 Effective Date 11/01/93 
Supersedes 
TN No. 89-07 
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2) Admission for other Dental Services 

Inpatient hospital services for dental procedures such as the 
care, filling, removal of teeth, replacement of teeth (including 
bridges and dentures), treatment of gum areas, and surgery or 
other services related to such procedures are not covered, unless 
prior authorized. 

NOTE: Apprehension on the part of the patient, regardless of 
age, is not an acceptable reason, in itself, for admission. 

Heading Rev. 04/01/89 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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TN NO.:  23-0028   Approval Date:  DEC 18, 2023                                  Effective Date: 1/01/2024 
 
Supersedes 
TN No.:  14-0016   

 
 

2. OUTPATIENT HOSPITAL SERVICES 
 

Outpatient Hospital Services are covered as medically necessary in accordance with 42 CFR § 
440.20(a) - Outpatient Hospital Services when furnished by hospitals licensed pursuant to the 
Public Health Code Act 368 of 1978 and who meet the requirements for participation in Medicare 
as a hospital. Outpatient hospital services include prenatal and postnatal care and preventive, 
diagnostic, therapeutic, rehabilitative, or palliative services when ordered by and furnished under 
the direction of a physician (M.D. or D.O.) or dentist and performed by a licensed practitioner 
within their scope of practice as defined in State law.  Outpatient hospital services are limited to 
the same extent as physicians' services and other specific services listed in 3.1-A when provided 
in a non-facility setting. 
 
Hemodialysis performed in a patient’s home is considered to be an outpatient hospital service.   
 
Outpatient services relating to routine examinations only, i.e., unrelated to a specific illness, 
symptom, complaint, or injury, are not covered, except when provided to eligible children under 
age 21 as part of a program of early and periodic screening, diagnosis and treatment. (See Item 
4b.) 
 
Physical therapy and occupational therapy services, provided in accordance with 42 CFR 
440.110, and as defined in 1.a of Supplement to Attachment 3.1-A, require prior approval when 
services exceed time or frequency limits as described in Medicaid policy for: 

• initial treatment (144 units in 12 months) or 
• maintenance/monitoring (four times, up to 16 units, in the 90-day allowed period) 

 
Speech-Language therapy services, provided in accordance with 42 CFR 440.110, and as 
defined in 1.a of Supplement to Attachment 3.1-A, require prior approval when services exceed 
time or frequency limits as described in Medicaid policy for: 

• initial treatment (36 visits in 12 months) or 
• maintenance/monitoring (four times in the 90-day allowed period) 
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2b.	 Rural Health Clinic Services 

The following services are covered when furnished by a rural health clinic which 
has been certified in accordance with 42 CFR 481: 

1)	 Rural health clinic services as specified in 42 CFR 440.20(b) 
2)	 Ambulatory services, other than rural health clinic services, which are 

included in the Plan and are furnished in accordance with the requirements 
specified in the Plan. 

TN NO.: 07-16 Approval Date: DEC 06 2007 Effective Date: 10101/2007 

Supersedes 
TN No.: 94-25 

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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TN No.:   91-27 

MAR 22  2013 

3. OTHER LABORATORY AND X-RAY SERVICES (Same for categorically needy and medically needy
clients)

Covered services include laboratory tests which are medically necessary for diagnosis and treatment
of illness or injury when ordered by a physician or other licensed practitioner included in the Plan
within the scope of his profession (see Items 5 and 6) and made by an independent laboratory which
is an eligible provider.

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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State of MICHIGAN

Amount, Duration and Scope of Medical and Remedial Care
Services Provided to the Categorically and Medically Needy

4a. NURSING FACILITY SERVICES (other than services in an institution for
tuberculosis or mental diseases) for patients 21 years of age or older.

The following services are included when furnished by (or, in the case of physical
therapy through a subcontract) a facility meeting the standards of a nursing
facility:

1. Bed and board including a private room, if medically necessary, and
special dietary services.

2. Nursing care, other medical services related to nursing care and use of
equipment that is owned by the facility and is ordinarily provided in the
care and treatment of the patient.

3. Specialized nursing services for patients who have been determined to be
mentally retarded (or mentally ill) and have other infirmities requiring
nursing care, who are treated in facilities or distinct units of nursing
facilities that are approved for treatment of the mentally retarded (or
mentally ill) and authorized for Tttle XIX certification by the Michigan
Department of Community Health.

4. Routine physical therapy, occupational therapy and speech pathology
consisting of repetitive services required to maintain function. The
instructions for development of the therapy and treatment are included in
the per diem rate. Such therapy does not require the therapist to perform
the service. nor does it require complex and sophisticated procedures.

The period of covered nursing facility services is the minimum period necessary
in this type of facility for the proper care and treatment of the patient. There is no
requirement for prior hospitalization; however, admission to a nursing facility
must be upon the written order of a physician or certified religious nonmedical
health care practitioner certifying the need for continuous nursing facility care and
the patient must meet Medicaid specified functional/medical eligibility criteria for
nursing facility level of care.

- , , :.- "",,:. ""\-• -. \_ '_ - "'J'.

Suoerseces
Ti'J No . 95-19

January 1, 2025 Version.  . . .  . This plan is provided for informational use only and does not replace the original version. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES 
PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

 
TN NO.:  23-0028  Approval Date: DEC 18, 2023                      Effective Date:   01/01/2024 
 
Supersedes 
TN No.:  22-0017  

 
Except For State Veterans Homes, the following services are excluded from the nursing 
facility per diem rate: 
 

1. Physical therapy, as defined in 1.a. Prior Authorization is required for services, 
other than specialized maintenance therapy, rendered more than 60 days from the 
admission date to the facility. 

2. Occupational therapy, as defined in 1.a. Prior Authorization is required for 
services, other than specialized maintenance therapy, rendered more than 60 days 
from the admission date to the facility. 

3. Speech pathology, as defined in 1.a. Prior Authorization is required for services, 
other than specialized maintenance therapy, rendered more than 60 days from the 
admission date to the facility. 

 
The following service may be covered when billed by county medical care facilities 
and/or hospital long term care units: 
 

Oxygen 
 
Medicare and Medicaid Coordination 
 
For nursing facilities, county medical care facilities, hospital long term care units, 
ventilator dependent care units, hospital swing beds and nursing facilities for the 
mentally ill, Medicaid will reimburse consistent with the methodology for coordination of 
Title XIX with Title XVIII as specified in Supplement 1 to Attachment 4.19-B, page 1 of 
this plan.  The services subject to co-insurance and deductible payments, and how to 
bill the co-insurance and deductible for these services, are listed in the Medicaid 
Nursing Facility Procedure Code Appendix. 
 
A dually eligible beneficiary who resides in a Medicaid-only certified bed may be 
admitted to a hospital for acute care services and, at the time of the beneficiary’s 
hospital discharge, may be eligible for Medicare-reimbursed Skilled Nursing Facility 
(SNF) benefits.  However, the beneficiary may wish to return to the Medicaid NF bed 
from which he was originally transferred.  In these situations, Medicaid will reimburse 
the Nursing Facility for any days (i.e. 100 days) that would have been covered by 
Medicare. 
 
Medicaid will reimburse for all medically necessary nursing facility days and other 
medically necessary services for dually eligible beneficiaries who wish to return to their 
Medicaid NF bed and refuse their Medicare SNF benefit. 
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______________________________________________________________________ 
 
TN NO.: 22-0016       Approval Date: ____________                 Effective Date:  01-01-2023  
 
Supersedes   
TN No.: 16-0011    

JAN 23, 2023 

4b. The EPSDT program is available to all Medicaid beneficiaries under the age of 21. This 
program was established to detect and correct or ameliorate defects and physical and mental 
illnesses and conditions discovered in children. 

 
 EPSDT visits are recommended according to the periodicity schedule by the American 

Academy of Pediatrics. Dental visits are recommended according to the periodicity schedule by 
the American Academy of Pediatric Dentistry. 

 
 EPSDT services are provided as defined in section 1905 (r) (5) of the Act. Medically necessary 

screening, preventive, diagnostic services and treatment will be covered under other 
appropriate service categories. 

 
 Of the services listed on 3.1-A preprint pages of the State Plan, religious non-medical health 

care nursing services (formerly Christian Science nurses' services) and private duty nursing 
services may be prior authorized by the single state agency for medically necessary follow-up 
services to treat detected conditions for beneficiaries under the age of 21 years.  

 
 Private duty nursing services must be provided by a registered nurse (RN), or licensed 

practical nurse (LPN) under the supervision of an RN, under the direction of the beneficiary’s 
physician. 

 
 Determinations regarding the quantity of services provided will consider the beneficiary's care 

needs which establish medical necessity for nursing services.  
 
 Blood lead follow-up services are not listed in the preprint pages but are covered for children 

discovered to have elevated blood lead levels.  The on-site investigation of a child’s home or 
primary residence to determine the environmental source of lead is covered under the 
diagnostic service benefit at 42 CFR 440.130(a).  
 
 Assessments are performed by assessors certified by the state.  
 
Diagnostic services are limited to lead investigation to determine the source of lead poisoning 
for a child who is diagnosed with an elevated blood lead level.  The investigation will be 
conducted in the child’s home or primary residence.   A maximum of two sites may be 
investigated.  Lead investigations beyond the child’s home or primary residence, such as in 
community settings, or schools, are not reimbursable. The state follows recommended 
guidelines established by the Centers for Disease Control and Prevention (CDC) for 
assessment and investigation activities associated with elevated blood lead levels. 
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In addition, the EPSDT program covers medically necessary screening and preventive support 
services for children, including nutritional and at-risk assessments as well as resulting health 
education and mental health services.  These services are provided to all Medicaid-eligible children 
for the purpose of screening and identifying children that may be at risk for, but not limited to, drug or 
alcohol abuse, child abuse or neglect, failure to thrive, low birth weight, low functioning/impaired 
parent, or homeless or dangerous living situations.  The screening and preventive support services 
are provided by Medicaid enrolled providers. 

Behavioral Health Treatment (BHT) - 1905 (a)(13)(c) Preventative Services 

Behavioral Health Treatment (BHT) services, including applied behavior analysis (ABA), prevent the 
progression of autism spectrum disorder (ASD), prolong life, and promote the physical and mental 
health and efficiency of the beneficiary.  The recommendation for BHT services is made by a 
physician, or other licensed practitioners in the state of Michigan.  Direct patient care services that 
treat or address ASD under the state plan are available to children under 21 years of age as 
required by the early and periodic screening, diagnosis and treatment (EPSDT) benefit.   

Evaluations Prior to Receiving Behavioral Health Treatment (BHT) 

These evaluations are covered under the Physician Services or Other Licensed Practitioner benefit 
category, as applicable.  These evaluations must be performed before the individual receives 
treatment services. 

a) Medical / Physical Evaluation:  This evaluation is a review of the individual’s overall medical
health, hearing, speech, and vision, including relevant information and should include a
validated ASD screening tool.  The evaluation is also designed to rule out medical or
behavioral conditions other than ASD, including those that may have behavioral
implications and/or may co-occur with ASD.  These evaluations are provided by a
physician, advanced practice registered nurse (APRN) / nurse practitioner, or physician
assistant.

b) Comprehensive Diagnostic Evaluation:  This evaluation is a neurodevelopmental review of
cognitive, behavioral, emotional, adaptive, and social functioning, and should use validated
evaluation tools.  Based on the evaluation, the practitioner determines the individual’s
diagnosis, recommends general ASD treatment interventions, and refers the individual for a
behavior assessment.  The practitioner who conducts the behavior assessment
recommends more specific ASD treatment interventions.  These evaluations are performed
by a qualified licensed practitioner (physician with a specialty in psychiatry or neurology;
physician with a sub-specialty in developmental pediatrics, developmental-behavioral
pediatrics or a related discipline; physician with a specialty in pediatrics or other appropriate
specialty with training, experience or expertise in ASD and/or behavioral health;
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psychologist; advanced practice registered nurse with training, experience, or expertise  in 
ASD and/or behavioral health; physician assistant with training, experience, or expertise  in 
ASD and/or behavioral health; or clinical social worker) working within their scope of 
practice and who is qualified and experienced in diagnosing ASD. 

Prior Authorization or Other Requirements 

BHT services are authorized for a time period not to exceed 365 days.  The 365 day authorization 
period for services may be re-authorized annually based on recommendation of medical necessity by 
a licensed professional.   

Behavioral Assessment 

Behavior assessments must use a validated assessment instrument and can include direct 
observational assessment, observation, record review, data collection and analysis. Examples of 
behavior assessments include function analysis and functional behavior assessments. The behavior 
assessment must include the current level of functioning of the individual using a validated data 
collection method. Behavioral assessments and ongoing measurements of improvement must include 
behavioral outcome tools. Examples of behavioral outcome tools include Verbal Behavior Milestones 
Assessment and Placement Program (VB-MAPP), Assessment of Basic Language and Learning 
Skills revised (ABLLS-R), and Assessment of Functional Living Skills (AFLS). 



Supplement to Attachment 3.1-A 
Page 13a continued (p.2) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

4b. EPSDT (continued) 
Behavioral Health Treatment (BHT) – (continued) 

Approval Date:  DEC 23, 2015  Effective Date: 01/01/2016TN NO.:  15-0010 

Supersedes 
TN No.:_NEW 

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version.

Behavioral Intervention 

• ASD treatment services include a variety of behavioral interventions, which have been identified
as evidence-based by nationally recognized research reviews and/or other nationally
recognized substantial scientific and clinical evidence.  These services are designed to be
delivered primarily in the home and in other community settings.  These services include, but
are not limited to, the following categories of evidence-based interventions:

o Collecting information systematically regarding behaviors, environments, and task
demands (e.g., shaping, demand fading, task analysis);

o Adapting environments to promote positive behaviors and learning while reducing
negative behaviors (e.g., naturalistic intervention, antecedent based intervention, visual
supports);

o Applying reinforcement to change behaviors and promote learning (e.g., reinforcement,
differential reinforcement of alternative behaviors, extinction);

o Teaching techniques to increase positive behaviors, build motivation, and develop
social, communication, and adaptive skills (e.g., discrete trial teaching, modeling, social
skills instruction, picture exchange communication systems, pivotal response training,
social narratives, self-management, prompting);

o Teaching parents to provide individualized interventions for their child, for the benefit of
the child (e.g., parent implemented intervention);

o Using typically developing peers (e.g., individuals who do not have ASD) to teach and
interact with children with ASD (e.g., peer mediated instruction, structured play groups);
and

o Applying technological tools to change behaviors and teach skills (e.g., video modeling,
tablet-based learning software).

• In addition to the categories of interventions listed immediately above, covered ASD treatment
services not specifically listed above also include any other intervention supported by credible
scientific and/or clinical evidence, as appropriate to each individual.

• Based on the behavioral plan of care, which is adjusted over time based on data collected by
the provider to maximize the effectiveness of ASD treatment services, the provider selects and
adapts one or more of these services, as appropriate for each individual.



Supplement to Attachment 3.1-A 
Page 13a continued (p.3) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

4b. EPSDT (continued) 
Behavioral Health Treatment (BHT) – (continued) 

Approval Date:  DEC 23, 2015  Effective Date: 01/01/2016TN NO.:  15-0010 

Supersedes 
TN No.:_NEW 

January 1, 2025 Version.  . . .  .    This plan is provided for informational use only and does not replace the original version.

Behavioral Observation and Direction 

Behavioral observation and direction is the clinical direction and oversight by a qualified provider to a 
lower level provider based on the required provider standards and qualifications regarding the provision of 
services to a child. The qualified provider delivers face–to-face observation and direction to a lower level 
provider regarding developmental and behavioral techniques, progress measurement, data collection, 
function of behaviors, and generalization of acquired skills for each child.  This service is for the direct 
benefit of the child and provides a real time response to the intervention to maximize the benefit for the 
child.  It also informs any modifications needed to the methods to be implemented to support the 
accomplishment of outcomes in the Individual Treatment Plan. 

Behavioral Health Treatment (BHT) Provider Qualifications 

Board Certified Behavior Analyst (BCBA, BCBA-D) 

• Services Provided: Behavioral assessment, behavioral treatment, and behavioral observation
and direction.

• License / Certification: Current certification as a BCBA through the Behavior Analyst
Certification Board (BACB). The BACB is the national entity accredited by the National
Commission of Certifying Agencies.

• Education and Training: Minimum of a master’s degree from an accredited institution conferred
in a degree program in which the candidate completed a BACB approved course sequence.

Board Certified Assistant Behavior Analyst (BCaBA) 

• Services Provided: Behavioral assessment, behavioral treatment, and behavioral observation
and direction.

• License / Certification:  Current certification as a BCaBA through the BACB.  The BACB is the
national entity accredited by the National Commission of Certifying Agencies.

• Education and Training: Minimum of a bachelor’s degree from an accredited institution
conferred in a degree program in which the candidate completed a BACB approved course
sequence.
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• Other Standard: Work is overseen by a BCBA.

Qualified Behavioral Health Professional (QBHP) 

• Services Provided: Behavioral assessment, behavioral treatment, and behavioral observation
and direction.

• License / Certification: A license or certification is not required, but is optional as explained
below.

• Education and Training: QBHP must meet one of the following state requirements:
o must be a physician or licensed practitioner with specialized training and one year

of experience in the examination, evaluation, and treatment of children with ASD,
or;

o hold a minimum of a master’s degree in a mental health-related field or a BACB
approved degree category from an accredited institution who is trained and has one
year of experience in the examination, evaluation, and treatment of children with
ASD.  Works within their scope of practice, works under the supervision of a BCBA, and
have extensive knowledge and training in behavior analysis. Extensive knowledge is defined
as having taken documented course work at the graduate level at an accredited university in
at least three of the six following areas:

1. Ethical considerations

2. Definitions & characteristics and principles, processes & concepts of behavior

3. Behavioral assessment and selecting interventions outcomes and strategies

4. Experimental evaluation of interventions

5. Measurement of behavior and developing and interpreting behavioral data

6. Behavioral change procedures and systems supports
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Amount, Duration and Scope of Medical and Remedial Care 
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4b. EPSDT (continued) 
Behavioral Health Treatment (BHT) – (continued) 

Approval Date:  DEC 23, 2015  Effective Date: 01/01/2016TN NO.:  15-0010 

Supersedes 
TN No.:_NEW 

Licensed Psychologist (LP) 

• Services Provided: Behavioral assessment, behavioral treatment, and behavioral observation
and direction.

• License / Certification: Licensed psychologist means a doctoral level psychologist licensed by
the State of Michigan. Must complete all coursework and experience requirements.

• Education and Training: Minimum doctorate degree from an accredited institution. Works
within their scope of practice and have extensive knowledge and training in behavior analysis.
Extensive knowledge is defined as having taken documented course work at the graduate
level at an accredited university in at least three of the six following areas:

1. Ethical considerations

2. Definitions & characteristics and principles, processes & concepts of behavior

3. Behavioral assessment and selecting interventions outcomes and strategies

4. Experimental evaluation of interventions

5. Measurement of behavior and developing and interpreting behavioral data

6. Behavioral change procedures and systems supports

A minimum of one year experience in treating children with ASD based on the principles of 
behavior analysis.  Works in consultation with the BCBA to discuss the caseload, progress, and 
treatment of the child with ASD.  
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4b. EPSDT (continued) 
Behavioral Health Treatment (BHT) – (continued) 

TN NO.:  15-0010 Approval Date:  DEC 23, 2015  Effective Date: 01/01/2016

Supersedes 
TN No.:_NEW 

Limited Licensed Psychologist (LLP) 

• Services Provided: Behavioral assessment, behavioral treatment, and behavioral observation
and direction.

• License / Certification: Limited licensed psychologist means a doctoral or master level
psychologist licensed by the State of Michigan.  Limited psychologist master’s limited license
is good for one two year period. Must complete all coursework and experience requirements.

• Education and Training: Minimum of a master’s or doctorate degree from an accredited
institution. Works within their scope of practice and have extensive knowledge and training in
behavior analysis. Extensive knowledge is defined as having taken documented course work
at the graduate level at an accredited university in at least three of the six following areas:

1. Ethical considerations

2. Definitions & characteristics and principles, processes & concepts of behavior

3. Behavioral assessment and selecting interventions outcomes and strategies

4. Experimental evaluation of interventions

5. Measurement of behavior and developing and interpreting behavioral data

6. Behavioral change procedures and systems supports

A minimum of one year experience in treating children with ASD based on the principles of 
behavior analysis. Works in consultation with the BCBA to discuss the progress and treatment of 
the child with ASD. 
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4b. EPSDT (continued) 
Behavioral Health Treatment (BHT) – (continued) 

TN NO.:  15-0010 Approval Date:  DEC 23, 2015  Effective Date: 01/01/2016

Supersedes 
TN No.: NEW 

Behavior Technician 

• Services Provided: Behavioral treatment.

• License / Certification: A license or certification is not required.

• Education and Training: Will receive BACB-registered behavioral technician (RBT) training
conducted by a professional experienced in BHT services (BCBA, BCaBA, LP, QBHP, and/or
LLP), but is not required to register with the BACB upon completion to furnish services. Work
under the supervision of the BCBA or other professional overseeing the BHT services (QBHP,
LLP, LP, or BCaBA).

Must be at least 18 years of age, be able to practice universal precautions to protect against the 
transmission of communicable disease, be able to communicate expressively and receptively in 
order to follow individual plan requirements and beneficiary-specific emergency procedures, be 
able to report on activities performed, and be in good standing with the law (i.e. not a fugitive from 
justice, a convicted felon who is either under jurisdiction or whose felony relates to the kind of 
duty to be performed or an illegal alien).  Must be able to perform and be certified in basic first aid 
procedures, and is trained in the individual plan of service utilizing the person centered planning 
process. 
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4b. EPSDT (continued) 

TN NO.:  17-0006    Approval Date: JAN 30, 2018   Effective Date: 5/01/2018 

Supersedes 
TN No.:  N/A – New Page 

Pediatric Outpatient Intensive Feeding Services 

1905(a)(4)(b) of the Act provides early and periodic screening, diagnostic, and treatment (EPSDT) 
services (as defined in subsection (r)) for individuals who are eligible under the state plan and are 
under the age of 21.  EPSDT services include medically necessary pediatric outpatient intensive 
feeding services.   

A. Services

Individualized services for the evaluation and treatment of the beneficiary for significant feeding 
disorders are provided within an outpatient day program, generally five days per week, six to eight 
hours per day for a period up to six weeks.  Covered services are comprised of:  

• Physician services as defined under 42 CFR §440.50; and
• Medical or remedial care provided by licensed practitioners as defined under 42 CFR §440.60;

and 
• Rehabilitative services as defined under 42 CFR § 440.130(d); and
• Occupational therapy as defined under 42 CFR §440.110(b); and
• Services for individuals with speech, hearing and language disorders, 42 CFR §440.110(c).

B. Provider Criteria

Services are provided by a multi-disciplinary team of licensed medical and behavioral health 
professionals operating within their State law defined scope of practice.  Licensed providers assume 
professional responsibility for the services provided by any unlicensed practitioners under their 
supervision and delegation, consistent with applicable state law.  At a minimum, the team must 
include the following: 

• Licensed Pediatrician in possession of or eligible for pediatric specialty board certification; and
• Licensed physician subspecialist in possession of or eligible for pediatric subspecialty board

certification; and 
• Licensed behavioral health professional including a licensed psychologist, or licensed

master’s social worker with at least two years of professional pediatric experience; and 
• Licensed speech Pathologist with at least one year of professional pediatric experience; and
• Licensed occupational therapist with at least one year of professional pediatric experience;

and 
• Registered Dietitian or registered dietitian nutritionist in possession of a master degree of one

of the following; human nutrition, public health or a health-related field, and one year of 
professional pediatric experience. 

In addition, the team may also include the services of the following: 
• Licensed Advanced Practice Nurse; and
• Licensed physician assistant; and
• Licensed physical Therapist; and
• Licensed Registered Nurse.

C. Prior Authorization

Pediatric outpatient intensive feeding services are authorized for a period not to exceed six weeks. 
Medically necessary services may be re-authorized at the request of a physician.     
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4b. EPSDT (continued) 
 

 

TN NO.:  24-0007                               Approval Date:  SEPT 18, 2024                     Effective Date: 10/01/2024 
  
Supersedes 
TN No.:  N/A – New Page 
 

Parent Support Partner Services   
 
1905(a)(4)(b) of the Act provides early and periodic screening, diagnostic, and treatment (EPSDT) 
services (as defined in subsection (r)) for individuals who are eligible under the state plan and are 
under the age of 21.  EPSDT services include medically necessary Parent-to-Parent support for 
parents/caregivers of children with Serious Emotional Disturbance or an Intellectual/Developmental 
Disability. In accordance with 42 CFR 440.130(d), parent support services are recommended by a 
physician or other licensed practitioner of the healing arts acting within the scope of authorized 
practice under State law.” 

 
A. Services 

 
• Providing support to parent(s), guardians(s), or caregiver(s) on advocating for their child 

and family’s needs with systems that support youth with mental health, behavioral and 
emotional needs. 
 

• Fostering empowerment of parent(s), guardian(s), or caregiver(s) through connection 
around shared lived experience for parent(s), guardian(s), or caregiver(s) of youth with 
mental health needs and encouraging participation in peer/parent support; 

 
•  Modeling self-advocacy and empowerment skill-building support skills for parent(s), 

guardians(s), or caregiver(s); 
 

B. Provider Criteria  
 
Services are provided by individuals who meet the following criteria: 
 

• Lived experience as a parent or primary caregiver of a child with behavioral or mental 
health needs and/or intellectual/developmental disability, including autism.  
 

• Willing and able to use their experiences as a peer parent to support others.  
 

• Experience receiving services for their child in a variety of systems (such as child welfare, 
special education, juvenile justice system, etc.) is preferred.  

 
• Trained in the MDHHS approved curriculum, certification and re-certification model. 

 
• Receives regular supervision by a child mental health professional or qualified intellectual 

disabilities professional as defined by the State. 
 

C. Prior Authorization  
 

parents, guardians, and caregivers of Medicaid-eligible children can receive parent support partner 
services when the service is directed exclusively toward the benefit of a Medicaid-eligible child. 
Parent Support Partner Services are authorized for a period not to exceed 12 months.  Medically 
necessary services may be re-authorized at the request of a clinician within their scope of practice.   
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State of Michigan 

 
Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

 

 
 

       
 

TN NO.:   23-0011                                   Approval Date:   JUL 17, 2023                        Effective Date: 07/01/2023 
 

Supersedes  
TN No:     93-08      

4c.  Family Planning Services 1905(a)(4)(C) 
 
Family Planning Services and Supplies: 

• Office visits for purposes of family planning, including patient history, contraceptive 
counseling, physical exams, and laboratory tests 

• Pharmaceutical supplies and devices to prevent or delay pregnancy, including all 
methods of contraception approved by the U.S. Food and Drug Administration 

• Family planning education, counseling, and referrals 
• Limited laboratory examinations and tests for purposes related to family planning; and 
• Male and female sterilization procedures provided in accordance with 42 CFR 441, 

Subpart F. 
 
Family Planning Related Services Provided under the State Eligibility Option:  

Outpatient services that are routinely provided as part of, or as follow-up to, a family 
planning services visit, including, but not limited to:  

• Diagnostic procedures, drugs, and follow-up visits to treat an STI or STI-related disorder 
identified or diagnosed at a routine/periodic family planning visit (other than HIV/ AIDS 
and hepatitis) 

• Diagnostic procedures, drugs and follow-up visits for lower genital tract and genital 
skin infections and urinary tract infections, when the infection/disorder is identified or 
diagnosed during a routine/periodic family planning visit 

• Family planning-related services associated with sterilization procedures and follow-up 
care 

• PAP screens and treatment for pre-cancerous conditions which commonly originate 
from a Sexually Transmitted Infection (STI) 

• Family planning-related preventive services recommended by the USPSTF, and vaccines 
to prevent STIs; and 

• Treatment of major complications related to family planning services and family 
planning related procedures. 
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DEC 23 2011 

Tobacco Cessation Counseling Services for Pregnant Women 

4.d. 1) Face-to-Face Tobacco Cessation Counseling Services provided (by):

(i) By or under supervision of a physician;

(ii) By any other health care professional who is legally authorized to furnish
such services under State law and who is authorized to provide Medicaid
coverable services other than tobacco cessation services; * or

(iii) Any other health care professional legally authorized to provide tobacco
cessation services under State law and who is specifically designated by the
Secretary in regulations.  (None are designated at this time; this item is
reserved for future use.)

*describe if there are any limits on who can provide these counseling services

2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for
Pregnant Women

Provided:   No limitations   With limitations*

*Any benefit package that consists of less than four (4) counseling sessions per quit
attempt, with a minimum of two (2) quit attempts per 12 month period (eight (8) per year)
should be explained below.

Please describe any limitations: 
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JUL 31 2012 

5. PHYSICIANS' SERVICES (same for categorically needy and medically needy clients).

Physicians' services are defined as services provided with the scope of his/her profession by a
doctor of medicine or osteopathy licensed under State law where the services are performed:

No payment will be made for services of staff in residence (e.g., interns and residents) or medical
staff functioning in an administrative capacity for a hospital, nursing home, or medical care facility,
including physician-owners. In relation to outpatient services, physicians' fees for covered services
are payable only when such payment does not duplicate payment to the facility.

Physicians' services are covered whether furnished in the office, a patient's home, a hospital, a
nursing facility or elsewhere, except that:

a) Services must be related to either:

1) a diagnosed mental or physical health condition calling for therapeutic management; or

2) an examination to a diagnose a mental deficiency or retardation; or

3) family planning;

b) Physician visits in the nursing home setting are limited to one visit per patient per month;
additional visits must be documented as medically necessary;

c) Speech and/or language evaluations by a physician are limited to a not more than two in a 12
month period unless documented as medically necessary.

Physician services include services of the type which an optometrist is also legally authorized to 
perform and such services are reimbursed whether furnished by a physician or an optometrist. 
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 Approval Date:  July________0  201 3 

d) Inpatient services related to a diagnosed mental health condition are covered only when
rendered by a psychiatrist or physician (M.D. or D.O.), or psychological testing by a licensed
psychologist under the direction of psychiatrist or physician (M.D. or D.O.); and

e) The following specific items are excluded:

1) routine physician examinations not medically necessary for diagnosis or treatment of an
illness, injury, or for the prevention of disability with the following exceptions:

a. screening and preventive services are covered under the EPSDT program for
children under the age of 21. See item 4B under this attachment;

f) Certain selected surgeries, as specified by the MA program, that may be performed on an
outpatient basis are not covered when performed on an inpatient hospital basis unless there
are medical factors that contraindicate the performance of the procedures on an outpatient
basis.
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MAR 15, 2010 

Services Provided Individuals with Special Health Care Needs 

Therapeutic, rehabilitative or palliative services are covered when rendered in a free standing 
specialty facility serving a disproportionate percentage of Medicaid eligible children with 
specific medical conditions.  The provision of these services is critical to the safety net 
service system for children with special health care needs.  physicians must be designated by 
the Director of Michigan’s Title V program and concurred with by the Medical Services 
Administration. 
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 JUL 18 2012 

5a. Physician Services (continued) 

g. Laboratory services performed in the physician’s office are limited to those determined to be
reasonable and appropriate for that site. Other laboratory services are covered upon
determination by the department to be medically necessary for the setting and specific patient.

h. Physical therapy services as defined in 1.a of this attachment.

5b.  Medical and Surgical Services provided by a dentist 

Services provided by a licensed oral surgeon are covered as follows: 

a. For hospital inpatients under the conditions specified in item 1.c;

b. For treatment provided on a hospital outpatient basis, or, in the office for treatment of conditions
specified in item 1.c.1) a).

6. Medical Care Furnished by Practitioners within the Scope of their Practice as Defined by State Law

No payment will be made for services of staff in residence or medical staff functioning in an
administrative capacity for a hospital or nursing care facility, including practitioner-owners.  In
relation to outpatient services, practitioner fees for covered services are payable only when such
payment does not duplicate payment to the facility.

a. Podiatry Services:

Covered services include those falling within the scope of practice under state laws, as limited
by the Department, necessary to diagnose and/or treat illness, injury, the prevention of
disability, or services provided recipients suffering from specific systemic diseases for which
self-treatment would be hazardous.

Services provided by a podiatrist are covered when those services are rendered on behalf of an
organization, clinic or group practice.  Covered services are limited to those allowed under the
podiatrist’s scope of practice as defined by State law.
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6. Medical Care Furnished by Practitioners within the Scope of their Practice as Defined by State Law
(continued)

b. Optometry Services:

i) Covered services as limited by the department, are those provided to individuals under
the EPSDT program.

ii) Covered for beneficiaries 21 years of age and older are limited to those services relating
to eye trauma and eye disease and low vision evaluations, services and aids (which must
be prior authorized).

iii) Vision/Optometrist Services are covered for adults.  Certain services and supplies may
be subject to meeting stipulated criteria and/or prior authorization. Routine eye exam
once every two years; non-routine exams limited to those services relating to eye trauma
and eye disease and low vision evaluations, services and aids (which must be prior
authorized).  Authorization required in excess of limitation.

c. Chiropractor Services:

Covered services are limited to those allowed under the Chiropractor’s scope of practice as
defined by state law.  Chiropractic benefits are limited to 18 visits per calendar year.
Chiropractic services are limited to spinal manipulation. Benefit includes one set of spinal x-
rays per beneficiary, per year. Authorization required in excess of limitation.

d. Other Practitioner Services:

~ Clinical Nurse Specialist (CNS)

Services provided by registered nurses certified by the Michigan Board of Nursing as clinical 
nurse specialists are covered in the inpatient and outpatient setting.  Covered services are 
limited to those allowed under the CNS’ scope of practice as defined by State law.   

~ Certified Nurse Anesthetists (CRNAs) 

Services provided by registered nurses certified by the council on Certification of Nurse 
Anesthetists or re-certified by the Council on Re-certification of Nurse Anesthetists are 
covered. Services are limited to those provided on an inpatient or outpatient basis and 
reimbursement is directed through to the provider or the provider’s employer. 

~ Registered/Licensed Dental Hygienists (RDHs) 

Services provided by registered dental Hygienists (RDHs) are covered when those 
services are rendered on behalf of an organization, clinic or group practice. Covered 
services are limited to those allowed under the RDH’s scope of practice as defined by 
State law.  Prior authorization is generally not required. However, authorization required 
in excess of limitation. 

TN NO.: 18-0011 Approval Date: MAR 19,2019 Effective Date: 12/01/2018 

Supersedes  
TN No:16-0003 
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Certified Pediatric and Family Nurse Practitioners 

Services provided by certified family or pediatric nurse 
practitioners will be covered to the extent the service is covered 
when provided by an MD, DO, or DPM. The certified family or 
pediatric nurse practitioner can be separately enrolled and assigned 
a unique provider ID number to bill and be reimbursed directly or 
services can be provided as physicians' services and billed by the 
employing physician. 

To be eligible for separate reimbursement, the nurse practitioner 
must be licensed to practice as a registered nurse, certified by the 
state licensing authority as a nurse practitioner, and certified as 
a pediatric nurse practitioner by the American Nurses'Association 
or the National Board of Pediatric Nurse Practitioners, or certified 
as a family nurse practitioner by the American Nurses'Association . 
Services must be provided in collaboration with a physician (MD, DO, 
DPM) pursuant to the written provisions of a current collaborative 
practtce agreement which is mutually agreed to by both professionals. 
The physician must provide delegation/supervision as appropriate. 

' ·· 

Eff. 06/01/91 
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State of MICHIGAN 
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TN NO.:  17-0005 Approval Date: SEPT 20, 2017  Effective Date: 04/01/2017 

Supersedes 
TN No.: 16-0003 

6. Medical Care Furnished by Practitioners within the Scope of their Practice as Defined by State Law
(continued)

d. Other Practitioner Services (continued)

Pharmacists –

1) Effective June 1, 2015, the administration of vaccines is covered when provided by a licensed
pharmacist as authorized by the State within their scope of practice.  Limited to administration
of vaccines and toxoids as allowed by applicable state authority.  Prior authorization is
generally not required.

2) Effective July 1, 2017, Medication Therapy Management Services are provided by qualified,
licensed pharmacists to recipients taking a prescription drug to treat or prevent one or more
chronic conditions as identified in the list of chronic conditions for medication therapy
management eligibility located at www.Michigan.gov/medicaidproviders.  Pharmacists must
have completed a Medication Therapy Management Program approved by the American
Council of Pharmaceutical Education.
A qualified pharmacist may provide MTM services via telepractice.  Services are subject to the
same provision of services that are provided to a recipient in person.  Providers must ensure
the privacy of the recipient and secure any information shared via telepractice.

3) One initial and seven follow-up services are reimbursable per beneficiary per 365-day period
unless additional visits are justified due to medical necessity.

4) Up to 75 minutes of time spent with the beneficiary per service is reimbursable.
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6. Medical Care Furnished by Practitioners within the Scope of their Practice as Defined by State Law
(continued)

d. Other Practitioner Services (continued)

Psychologists – Effective September 1, 2015, limited licensed, Master’s level Psychologists and
fully licensed, Doctoral level Psychologists will be enrolled to provide behavioral health services.
Covered services are limited to those under the Psychologist’s scope of practice as defined by
State law.

Social Workers – Effective September 1, 2015, fully licensed, Master’s level Social Workers will
be enrolled to provide behavioral health services.  Covered services are limited to those under
the Social Worker’s scope of practice as defined by State law.

Professional Counselors - Effective September 1, 2015, fully licensed, Master’s or Doctoral level
Professional Counselors will be enrolled to provide behavioral health services.  Covered services
are limited to those under the Professional Counselor’s scope of practice as defined by State law.

Marriage and Family Therapists – Effective April 1, 2016, fully licensed, Master’s level Marriage
and Family Therapists will be enrolled to provide behavioral health services.  Covered services
are limited to those under the Marriage and Family Therapist’s scope of practice as defined by
State law.  Marriage Counseling is not a Medicaid covered service.

January 1, 2025 Version.  . . .  .    This plan is provided for informational use only and does not replace the original version. 



Supplement to  
Attachment 3.1-A 
Page 17a.3 
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TN NO.:  21-0012 Approval Date: NOV 18, 2021  Effective Date: 11/01/2021 

Supersedes 
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6. Medical Care Furnished by Practitioners within the Scope of their Practice as Defined by State Law
(continued)

d. Other Practitioner Services (continued)

Genetic counseling services - genetic counseling services are covered when furnished by a licensed 
master’s or doctoral level genetic counselor, certified by the American Board of Genetic Counseling, Inc 
(ABGC) or the American Board of Medical Genetics and Genomics (ABMGG), or by a temporary licensed 
genetic counselor under the appropriate supervision of a qualified licensed genetic counselor.  Covered 
services are limited to those under the Genetic Counselors scope of practice as defined by State law.   
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7. Home Health Care Services (Same for categorically needy and medically needy beneficiaries)

a. Covered Services

The services and items listed below are covered by Medicare certified home health agency when
provided to a beneficiary in any setting in which normal activities take place and does not include
services in a hospital, nursing facility including Nursing Facility for Mentally Ill (NF/MI), or
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID).

All services must be ordered by the beneficiary’s physician or permitted Non-Physician
Practitioner (NPP), which is defined as a Nurse Practitioner (NP), Clinical Nurse Specialist (CNS),
or Physician Assistant (PA), pursuant to a face-to-face or telemedicine encounter occurring within
in 90 days prior or 30 days after the start of services, and documented in a comprehensive written
plan of care, which is reviewed at least every 60 days.  An exception to this rule applies to
medical supplies and durable medical equipment when provided by a Medicaid enrolled medical
supplier.  For these items, the physician or NPP must review the medical need on an annual
basis.

Medicaid will not cover any services provided by a home health agency that are not medically
necessary.

1) Intermittent or part-time nursing services provided by a Medicaid enrolled home health
agency.  In areas where no home health agency exists, nursing services may be covered
when provided by a registered nurse who:

• is licensed to practice in Michigan;
• receives written ordered from the beneficiary’s physician or NPP;
• documents the services provided; and,
• has received instructions in acceptable clinical and administrative record keeping from a

public health department nurse.

2) Home health aide services are not covered for beneficiaries:

• In a hospital, nursing facility including Nursing Facility for Mentally Ill (NF/MI), or
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID);

• In a home for the aged or adult foster care facility such services are already provided
as part of residential care; or,

• When not medically necessary.

3) Medical supplies, equipment and appliances suitable for use in any setting in which normal
activities take place and does not include services in a hospital, nursing facility including
Nursing Facility for Mentally Ill (NF/MI), or Intermediate Care Facility for Individuals with
Intellectual Disabilities (ICF/IID).

A Medicaid enrolled home health agency is allowed to provide a select number of medical
supply items when:

• Medical supplies, durable medical equipment and oxygen suitable for use in any
setting in which normal activities take place and does not include services in a home
for the aged, adult foster care facility, hospital, nursing facility, or Intermediate Care
Facility for Individuals with Intellectual Disabilities (ICF/IID);

• Medically necessary; and,
• Provided by a Medicaid enrolled medical supplier.  The following outlines Medicaid

policies for a medical supplier dispensing items.
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_____________________________________________________________________________ 
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Supersedes 
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7. Home Health Care (continued)

Covered services

3. Medical supplies (continued)

Supplies

Supplies are health care related items that are consumable or disposable, or cannot
withstand repeated use by more than one individual, that are required to address an
individual medical disability, illness or injury.

Certain items require prior authorization.

Freedom of choice of providers is waived in authority with 1915(a) for diapers and
selected incontinence supplies (medical devices) in acceptance of certification that
adequate services and devices will be provided.  Diapers and selected incontinence
supplies must be obtained for the State’s contractor.

Durable Medical Equipment

Equipment and appliances are items that are primarily and customarily used to serve a
medical purpose, generally are not useful to an individual in the absence of a disability,
illness or injury, can withstand repeated use, and can be reusable or removable. State
Medicaid coverage of equipment and appliances is not restricted to the items covered as
durable medical equipment in the Medicare program.

Prior authorization of DME is required for beneficiaries of all ages except where
exempted for selected diagnostic codes.

Program coverage for all beneficiaries must be ordered by a physician or permitted Non-
Physician Practitioner (NPP), which is defined as a Nurse Practitioner (NP), Clinical
Nurse Specialist (CNS), or Physician Assistant (PA), and prior authorized.  Prior
authorization is determined based on a completed standardized mobility assessment
performed by a licensed/certified medical professional defined as an Occupational
Therapist, Physical Therapist or Rehabilitation Registered Nurse who has at least 2 years
experience in rehabilitation.



Supplement to  
Attachment 3.1-A 
Page 18b 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

TN NO.:  20-0008 Approval Date:    DEC 3, 2020  Effective Date:  08-01-2020 

Supersedes 
TN No.:  18-0003 

The program determines if the equipment is to be rented or purchased.  Such determination includes 
consideration of costs versus benefit. 

Oxygen 

Oxygen is covered for the beneficiary residing in any setting in which normal activities take place and 
does not include services in a hospital, nursing facility including Nursing Nacility for Mentally Ill 
(NF/MI), or Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) when 
medically necessary and when ordered by a physician or Non-Physician Practitioner (NPP). 
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4) Physical therapy, as described in 1.a of Supplement to Attachment 3.1-A when
provided by a Medicaid-enrolled home health agency. Prior approval is required if
services exceed the time or frequency for:

• initial treatment (24 times in 60 consecutive calendar days) or
• maintenance/monitoring (four times in the 60-day allowed period)

5) Occupational therapy services, as described in 1.a of Supplement to Attachment 3.1-
A, of a restorative nature, are covered when ordered in writing by a physician or Non-
Physician Practitioner (NPP), and provided by a Medicaid-enrolled home health
agency. Prior approval is the same as presented at 4) above.

6) Home health aide services when provided by a Medicare certified and Medicaid
enrolled home health agency. Prior authorization is required if services exceed the
initial 90-day period. Prior authorization is based on medical necessity, physician’s or
Non-Physician Practitioner’s (NPP) orders, the plan of care, related documentation,
and cost-effectiveness when compared with other care options.

b. Excluded services

"Non-covered care" under the Medical Assistance Program, Le., care which is designed
essentially to assist the individual in meeting the activities of daily living and does not
require the additional services of trained medical or paramedical personnel.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of _-...!M~ic'-l.h.:.:.;iglla:a~n:.l...- _

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE
AND

SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY

9a. CLINIC SERVICES

Preventive, diagnostic, therapeutic, rehabilitative, or palliative items or services are
covered with the same limitations as services provided in the practitioner's office (see .
Items 5 and 6), when furnished to an outpatient by or under the direction of a physician or
dentist in a facility which is not part of a hospital but which is organized and operated to
provide medical care to outpatients.

9b. MENTAL HEALTH CLINIC SERVICES

Mental health clinic services are covered benefits when provided under the auspices of an
approved mental health clinic. To obtain approval, clinics must demonstrate the capacity
to provide, either directly or under contract, a full continuum of mental health services,
which includes the services listed below.

Services must be primarily medical, as well as medically necessary, and must be
preventive, diagnostic, therapeutic, rehabilitative, or palliative. They must be provided
under the direction of a physician and delivered according to a physician-approved plan of
service, under client servic~s management, and by staff meeting appropriate professional
qualifications.

Covered services are available for persons living in their own homes or in supervised
residential situations, who require a continuum of mental health services to meet their
needs.

Persons who, upon assessment at intake are determined to require only psychotherapy
provided by a physician, and who do not require access to a continuum of mental health
services, will be subject to the same services limitations as are applicable to non-mental
health clinic services recipients.

TN No. 94-0 I
Supersedes
TN No. 91-14

Approval Date J?-";(3 - 9 'I Effective Date 01/0 1/94
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE

AND
SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY

Covered services include:

A. Psychological Testing
B. Other Assessments and Testing
C. Psychiatric Evaluation
D. Quarterly Review of Treatment
E. Medication Review and Administration
F. Treatment Planning
G. Mental Health Interventions

1. Individual Therapy
2. Group Therapy
3. Family Therapy
4. Child Therapy
5. Crisis Intervention

H. Physical Therapy
I. Occupational Therapy

J. Speech, Hearing and Language Services
K. Health Services
L. Transportation
M. Professional Treatment Monitoring
N. Nursing Home Mental Health Monitoring

gc. PUBLIC CLINIC SERVICES

Public Clinic Services are preventive, diagnostic, therapeutic, rehabilitative, or palliative
services that are furnished by a public facility (defined below) that is not part of a hospital
but is organized and operated to provide medical care to outpatients. Public clinic services
include services furnished at the clinic by, or under the direction of, a physician or dentist.
Public clinic services may include EPSDT screenings, maternal support services, family
planning services, laboratory services, dental services, as well as child health, prenatal
and primary care services and immunizations.

A public facility is defined at one of the following sections of the Michigan Public Health
Code (PA 368 of 1978, as amended): Section 333.2413, Section 333.2415, or Section
333.2421.

TN No. 9"1-01
Supersedes
TN No. 91-21

Approval Date ¢ --<3 - 9i Effective Date 01/01 /94
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TN NO.:    21-0014          Approval Date:  NOV 18, 2021               Effective Date: 1/01/2022 

Supersedes 
TN No.:    10-24 

10. Dental Services

- Services provided by licensed dentists within their scope of practice as defined by state
law, are

- Services provided by licensed dental therapists within their scope of practice as defined by
state law and performed under the supervision of a Medicaid-enrolled dentist within the
terms of the written practice agreement, are

A. covered for beneficiaries ages 21 and older:

1. Diagnostic and therapeutic services necessary to diagnose and treat conditions
relating to a specific medical problem.  Approval for these services will be given only
when the physician and the dentist concur that the dental care is critical to the
treatment of the medical problem for which the attending physician is treating the
client.

2. Emergency treatment such as extraction of teeth or palliative treatment for relief of pain
or acute infection.

3. Examinations and preventive and therapeutic services as needed for relief of pain and
infections, restoration of teeth and maintenance of dental health.

4. Preparation for, adjustments to, and repair of necessary dentures as described in item
12.b. of this attachment.



Supplement to Attachment 3.1-A 
Page 21a 
  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
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TN NO.:  22-0016   Approval Date:  JAN 23, 2023                 Effective Date:  01/01/2023  
 
Supersedes   
TN No.:    21-0014  
 

10. Dental Services (CONTINUED) 
 

 
- Services provided by licensed dentists within their scope of practice as defined by state law, 

are 
 
- Services provided by licensed dental therapists within their scope of practice as defined by 

state law and performed under the supervision of a Medicaid-enrolled dentist within the terms 
of the written practice agreement, are 

 
B. covered for beneficiaries under the EPSDT program: 
 

1. Examinations and preventive services in accordance with the American Academy Of 
Pediatric Dentistry (AAPD) periodicity schedule; therapeutic services as needed for pain 
relief, infections, restoration of teeth and maintenance of dental health. 

 
2. Diagnostic and therapeutic services necessary to diagnose and treat conditions relating 

to a specific medical problem.  Approval for these services will be given only when the 
physician and the dentist concur that the dental care is critical to the treatment of the 
medical problem for which the attending physician is treating the client. 

 
3. Emergency treatment such as extraction of teeth or palliative treatment for relief of pain 

or acute infection. 
 
4. Preparation for, adjustments to, and repair of necessary dentures as described in item 

12.b. of this attachment. 
 

5. Other medically necessary dental services. 
 

6. Any limitations to these dental services can be exceeded based on medical necessity 
under the Early and Periodic Screening Diagnostic and Treatment (EPSDT) program. 
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TN NO.:  23-0028    Approval Date:  DEC 18, 2023                       Effective Date:  01/01/2024 
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TN No.:  17-0001   

 
11. Physical Therapy and Related Services 
 

A. Physical Therapy –  
 
1. Rehabilitative Service – Outpatient Therapy Services: Rehabilitative services 

do not include and FFP is not available for habilitation services. 
 

a) Services are provided in accordance with 42 CFR 440.110 and covered as 
defined in 1.a of Supplement to Attachment 3.1-A.  Prior approval is 
required when services are medically necessary and exceed the time or 
frequency limits as described in Medicaid policy for: 
 

1. Initial treatment (144 units in 12 months); or, 
2. Maintenance/monitoring (four times, up to 16 units, in the 90 day 

allowed period) 
 

b) Services may be provided and billed by any of the following: 
 

1. Medicare-enrolled comprehensive outpatient rehabilitation facility 
as defined under 42 CFR 485.58; 

2. Medicare-enrolled outpatient rehabilitation agency as defined under 
42 CFR 485.717; 

3. Commission on Accreditation of Rehabilitation Facilities (CARF) 
accredited outpatient medical rehabilitation program; or 

4. Independent physical therapist 
 

B. Occupational Therapy –  
 

1. Rehabilitative Service – Outpatient Therapy Services: Rehabilitative services 
do not include and FFP is not available for habilitation services. 

  
a) Services are provided in accordance with 42 CFR 440.110 and covered as 

defined in 1.a of Supplement to Attachment 3.1-A.  Prior approval is 
required when services are medically necessary and exceed the time or 
frequency limits as described in Medicaid policy for: 
 

1. Initial treatment (144 units in 12 months); or, 
2. Maintenance/monitoring (four times, up to 16 units, in the 90 day 

allowed period) 
  

b) Services may be provided and billed by any of the following. 
1. Medicare-enrolled comprehensive outpatient rehabilitation facility 

as defined under 42 CFR 485.58; 
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11. Physical Therapy and Related Services (continued)
B. Occupational Therapy (continued)

2. Medicare-enrolled outpatient rehabilitation agency as defined under
42 CFR 485.717;

3. Commission on Accreditation of Rehabilitation Facilities (CARF)
accredited outpatient medical rehabilitation program; or

4. Independent occupational therapist

C. Speech-Language Therapy/Services for individuals with speech, hearing and language
disorders (provided by or under the direction of a qualified speech pathologist or
audiologist).

1. Rehabilitative Service – Outpatient Therapy Services: Rehabilitative services
do not include and FFP is not available for habilitation services.

a) Services are provided in accordance with 42 CFR 440.110 and covered as
defined in 1.a of Supplement to Attachment 3.1-A.  Prior approval is
required when services are medically necessary and exceed the time or
frequency limits as described in Medicaid policy for:

1. Initial treatment (36 visits in 12 months); or,
2. Maintenance/monitoring (four times in the 90 day allowed period)

b) Services may be provided and billed by any of the following.

1. Medicare-enrolled comprehensive outpatient rehabilitation
facility as defined under 42 CFR 485.58;

2. Medicare-enrolled outpatient rehabilitation agency as defined under
42 CFR 485.717;

3. University Speech-Language Pathology graduate education program
accredited by the American Speech-Language Hearing Association
Council on Academic Accreditation in Speech- Language Pathology;

4. Commission on Accreditation of Rehabilitation Facilities (CARF)
accredited medical rehabilitation program; or

5. Independent speech-language pathologist

c) Covered audiology services include hearing screening, diagnostic and
evaluative services, hearing aid selection, hearing aid conformity check,
cochlear implant analysis, fitting and programming/reprogramming and
hearing therapy when referred in writing by a physician.

d) Providers must meet the minimum federal requirements as outlined at 42
CFR 440.110(3).

Note: page 23 has been deleted. The next page is 24. 

 January 1, 2025 Version.  . . .  .  This plan is provided for informational use only and does not replace the original version.  



Supplement to Attachment 3.1-A 
Page 24 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

TN NO.:  20-0006      Approval Date: AUG 14, 2020 Effective Date: 10/01/2020 

Supersedes 
TN No.:_06-10 

12. Drug Products, Dentures, Prosthetic and Orthotic Devices, and Eyeglasses

a. Drug Products

1. Drug products are covered when prescribed or ordered by a physician, dentist or other
licensed practitioner within the scope of his/her practice and when obtained from a
licensed pharmacy.

2. Coverage of selected legend and over the counter products from manufacturers that
have not entered into or have in effect a rebate agreement as required are limited to
those products essential to the health of the beneficiary and that have an 1-A rating by
the Food and Drug Administration.  Coverage requires prior authorization.

3. Prior authorization may be applied to any drug product, in compliance with federal law.

A. A request for prior authorization is processed within 24 hours of receipt.
B. A 72-hour supply of medically necessary covered drug products is

provided in an emergency situation.

4. Drug products may be restricted from coverage when use is not for medically accepted
indication or when the drug is excluded from Michigan’s drug product list, in compliance
with federal law. The preferred drug list is for all State of Michigan Medicaid
beneficiaries receiving pharmacy benefits.

5. To provide economies and efficiencies in the Medicaid program, the state applies the
same prior authorization requirements and supplemental rebate provisions utilized in
the Medicaid program to its Maternity Outpatient Medical Services (MOMS) state
sponsored non-Medicaid pharmacy program.  By applying the same provisions to this
program, the state is able to maintain the current level of Pharmacy benefits to the
Medicaid population. Furthermore, providing pharmacy benefits to the financially needy
potential Medicaid population improves the overall health status of this population,
thereby slowing their rate of enrollment for full Medicaid benefits. The non-Medicaid
pharmacy program population affected is the MOMS program, as in effect on October
2002 and as consistent with documentation provided to CMS related to submission of
SPA TN 02-19. Individuals in the MOMS program include teenagers age 17 and under,
who because of confidentiality concerns, choose not to apply for Medicaid.   These
individuals are likely to be Medicaid eligible, but the prenatal care offered through
MOMS, including the pharmacy benefits offer the opportunity for prenatal care to be
given without providing the complete Medicaid benefit.

6. Other drug restrictions include:  i) dosage and quantity limits ii) refill limits iii) other
parameters necessary to ensure appropriate utilization or to prevent fraud and abuse.
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12. Drug Products, Dentures, Prosthetic and Orthotic Devices, Eyeglasses (continued)
a. Drug Products (continued)

7. A drug use review program, including prospective and retrospective drug utilization
review, has been implemented in compliance with federal law.

8. Claims management is electronic, in compliance with federal law.

9. The State is in compliance with Section 1927 of the Social Security Act Based on the
requirements for Section 1927 of the Act, the state has the following policies for the
supplemental rebate program for the Medicaid population:

(A)
(I) CMS has authorized the State of Michigan to enter into the Michigan multi-

state pooling agreement (MMSPA) also referred to as the National Medicaid
Pooling Initiative (NMPI) for drugs provided to Medicaid beneficiaries.  The
NMPI Supplemental Rebate Agreement (SRA) and the Amendment to the
SRA submitted to CMS on February 1, 2008, have been authorized for
pharmaceutical manufacturers' existing agreements through their current
expiration dates.  The updated NMPI SRA submitted to CMS on September
25, 2013, has been authorized for renewal and new agreements with
pharmaceutical manufacturers for drugs provided to Medicaid beneficiaries.

(II) CMS has authorized the State of Michigan to enter into outcomes-based
contract arrangements with drug manufacturers for drugs provided to Medicaid
beneficiaries.  These contracts will be executed on the contract template titled
“Outcomes-Based Supplemental Rebate Agreement” submitted to CMS and
authorized for use beginning July 31, 2020.

(B) New contracts will be submitted to CMS for prior approval.
(C) Supplemental rebates received by the State in excess of those required under the

national drug rebate agreement will be shared with the Federal government on the
same percentage basis as applied under the national drug rebate agreement.

(D) All drugs covered by the program, irrespective of a prior authorization requirement,
will comply with provisions of the national drug rebate agreement.

10. Coverage of selected active pharmaceutical ingredients (APIs) and excipients that are
essential to the health of the beneficiary when billed as part of a compounded drug claim.

b. Dentures

Dentures are a covered benefit for recipients under the EPSDT program if determined
necessary by a licensed dentist (Item 10 of this attachment) to correct masticatory deficiencies
likely to impair general health.  Prior authorization is required.  If the client has an existing
denture, replacement is permissible only if the existing denture cannot be relined or rebased,
whether or not the existing denture was obtained through the Michigan Medical Assistance
Program.

Reimbursement for complete or partial dentures includes the costs of any necessary
adjustments within six months of insertion.  Dentures will be replaced when medically
necessary.  Prior authorization is required.

c. Prosthetic and Orthotic Devices
Such devices are provided under the following conditions only:

1. when provided to a hospital inpatient, upon a physician's order indicating that the device is
essential to the client's medical treatment plan; or,

2. when prior authorized as medically necessary and provided on an outpatient basis or for a
recipient in a long-term care facility.
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TN NO.:   12-13  Approval Date:  _____________  Effective Date: 10/01/2012 

Supersedes 
TN No.:  10-24 

DEC 19 2012 

d. Eyeglasses

Corrective lenses and/or frames are covered if determined to be medically necessary by a licensed
Optometrist or Ophthalmologist.

Determination of medical necessity is based on specific diopter criteria and/or concurrent
complicating medical conditions.  Criteria for diopter change are defined for the State Agency by the
Michigan Department of Community Health.

The replacement of lost, stolen, broken or outgrown frames and/or lenses is covered without prior
authorization as follows:

• One pair of replacement eyeglasses or contact lenses in a year for recipients age 21 and
over

• Two pair of replacement eyeglasses or contact lenses in a year for recipients under age 21

Prior authorization is required for eyeglasses that exceed the replacement limits. 
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TN NO.:  17-0001  Approval Date: AUG 6, 2018  Effective Date: 01/01/2018 

Supersedes 
TN No.    09-15 

12. Drug Products, Dentures, Prosthetic and Orthotic Devices, Eyeglasses (continued)

h. Hearing Aids

i.)  Under the EPSDT program, hearing aids and accessories are provided under the following
conditions: 

• A physician provides medical concurrence that there are no contraindications to the use of
a hearing aid(s).  A medical concurrence must be within six months prior to dispensing the
hearing aid(s).

• A licensed audiologist must complete a written recommendation for the hearing aid.
Services may be provided and billed by an audiologists or a Medicaid enrolled outpatient
hospital or hearing center.

ii) Effective for dates of service on and after September 1, 2018, hearing aids will be covered for
beneficiaries age 21 and over.  The same conditions apply as stated in 12. h. i.) above.
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TN NO.:  22-0005   Approval Date: JUN 21, 2022                     Effective Date: 10/01/2022  
 
Supersedes 
TN No.:_16-0017   

13. OTHER DIAGNOSTIC, SCREENING, PREVENTIVE AND REHABILITATIVE SERVICES 
 

a. Diagnostic Services    Provided With Limitations  
 

The program covers medically necessary diagnostic services when provided in accordance 
with currently accepted standards of medical or professional practice. 
 

b. Screening services    Provided With limitations 
 

The program covers medically necessary screening services when provided in accordance 
with currently accepted standards of medical or professional practice. 
 

c. Preventive Services –  Provided With limitations 
 
The program covers medically necessary preventive services when provided in accordance 
with currently accepted standards of medical or professional practice. 
 
The program covers one preventive medicine visit annually.  Additional visits may be covered 
per recommended clinical guidelines. 

 
All United States Preventive Services Task Force (USPSTF) Grade A and B preventive 
services and approved vaccines recommended by the Advisory Committee on Immunization 
Practices (ACIP), and their administration, are covered without beneficiary cost sharing. 
 
In compliance with Section 4106 of the Affordable Care Act, the State assures that it has a 
method in place to update coverage and billing codes to comply with any changes made to 
USPSTF or ACIP recommendations.  Additionally, the State assures that it has documentation 
to support the claiming of any additional federal match for such services. 
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TN NO.:  22-0005   Approval Date: JUN 21, 2022                              Effective Date: 10/01/2022  
 
Supersedes 
TN No.:_New Page   

Preventive Services - Doula Services  
 

The program covers doula services for pregnant and postpartum beneficiaries as a preventive 
service consistent with 42 CFR §440.130(c) to promote positive maternal physical and mental 
health during the perinatal period. Services must be recommended by a physician or other 
licensed practitioner of the healing arts within their scope of practice.  Doula services include:   
 
• Prenatal Services 

o Promoting health literacy and knowledge 
o Assisting with the development of a birth plan 
o Supporting personal and cultural preferences around childbirth 
o Providing emotional support and encouraging self-advocacy  
o Reinforcing practices known to promote positive outcomes such as breastfeeding 
o Coordinating referrals or Linkages to community-based support services to 

address social determinants of health 
 

• Labor and Delivery Services  
o Providing physical comfort measures, information, and emotional support 
o Advocating for beneficiary needs  
o Being an active member of the birth team  

 
• Postpartum Services  

o Educating regarding newborn care, nutrition, and safety 
o Supporting breastfeeding  
o Providing emotional support and encouraging self-care measures 
o Supporting beneficiary in attending recommended medical appointments 
o Coordinating referrals or linkage to community-based support services to address 

social determinants of health 
 
Provider Criteria 
 
Qualified individuals must be at least 18 years of age, possess a high school diploma or 
equivalent, and possess a current certification by a doula training program or organization 
approved by the Michigan Department of Health and Human Services.  At a minimum, doula 
training must include skill development in the following areas: 
 
• Communication including active listening, cross-cultural communication, and 

interprofessional communication 
• Perinatal self-care measures 
• Coordination of and linkage to community services and resources 
• Labor coping strategies  
• Newborn care and supportive measures. 
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TN NO.:  23-0005   Approval Date:  MAY 11, 2023                          Effective Date: 5/01/2023  
 
Supersedes 
TN No.:_NEW   

13. OTHER DIAGNOSTIC, SCREENING, PREVENTIVE AND REHABILITATIVE SERVICES 
 

 
c. Preventive Services (Continued)  –  Diabetes Prevention  

 
Effective May 1, 2023, the program covers the Michigan Medicaid Diabetes Prevention Program 
(MiDPP) as a preventive service. MiDPP meets all requirements for the Centers for Disease Control 
and Prevention (CDC) National Diabetes Prevention Program (NDPP) and preventive service 
requirements in 42 CFR Section 440.130 (c). The NDPP is an evidence-based, educational support 
program designed to assist at-risk individuals from developing Type 2 diabetes.  

 
The Public Health Administration (PHA) within the Michigan Department of Health and Human 
Services (MDHHS) ensures provider qualification utilizing CDC recognition requirements. MiDPP 
providers and lifestyle coaches must be approved by the MDHHS PHA before enrolling with the 
Michigan Medicaid program. All enrolled lifestyle coaches must be associated with an enrolled 
MiDPP provider. Services are recommended by a physician or other licensed practitioner of the 
healing arts within their scope of practice. MiDPP services include: 
 
• Group sessions related to long-term dietary change, increased physical activity and behavior 

change strategies for weight control. 
• Group support and skill building to facilitate the knowledge, skill, and ability necessary to 

prevent the onset of Type 2 diabetes.
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TN No.:_NEW 

13. OTHER DIAGNOSTIC, SCREENING, PREVENTIVE AND REHABILITATIVE SERVICES

C. PREVENTIVE SERVICES (CONTINUED)  –  COMMUNITY HEALTH WORKER SERVICES

Effective January 1, 2024, the program covers services of the Community Health Worker 
(CHW) as a preventive service as defined in 42 CFR 440.130(c), to prevent disease, 
disability, and other health conditions or their progression; to prolong life; and promote 
physical and mental health and efficiency. CHWs are trusted members of their community 
who help address chronic conditions, preventive health care needs, and health-related 
social needs. 

DESCRIPTION OF SERVICES: 

The following component services are covered when performed by CHWs: 

Health System Navigation and Resource Coordination    
Health system navigation and resource coordination services include providing information, 
training, referrals, or support to encourage beneficiary-led efforts to:  

• Access covered services, understand, engage, or re-engage in the health care
system, or engage in their own care needs.

• Connect to relevant community resources necessary to promote health, address
health care barriers, or address health-related social needs.

Health Promotion and Education   
Health education to promote the beneficiary’s health or address barriers to physical and 
mental health care, including providing information, instruction, methods, and measures on 
health topics that have been proven effective in preventing disease, disability, and other 
health conditions or their progression; prolonging life; and/or promoting physical and mental 
health and efficiency. The content of health promotion and education services must be 
consistent with established or recognized health care standards and best practices. Health 
education may include coaching and goal-setting to improve a beneficiary’s health or ability 
to self-manage health conditions.    

Screening and Assessment 
Screening and assessment services include the use of standardized, validated tools that do 
not require a license and that support the identification of needed services. 
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TN NO.:  23-0020  Approval Date:  OCT 19, 2023  Effective Date: 1/01/2024 

Supersedes 
TN No.:_NEW 

COVERAGE LIMITATIONS: 

CHW services are limited to 2 hours (8 units) per day and 16 visits per month, for a 
maximum of 32 hours (128 units) per month, per beneficiary. This limit may be exceeded 
based on medical necessity determined in collaboration with the recommending licensed 
provider and require prior authorization. Group services are limited to eight unique 
beneficiaries at one time. There are no Place of Service restrictions for CHW services.  

PROVIDER QUALIFICATIONS: 

An individual meeting the qualifications set by MDHHS and verified by the certifying vendor 
contracted with MDHHS is eligible to deliver CHW services and seek Medicaid 
reimbursement. Minimum qualifications required include:  
• Have completed a skills-based Community Health Worker training program or

curriculum.
• Continuing Education - Community Health Workers must complete a minimum of 6

hours of continuing education training annually.
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State of Michigan 
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TN NO.:  22-0005  Approval Date: JUN 21, 2022  Effective Date: 10/01/2022 

Supersedes 
TN No.:_New Page 

(Moved from Supplement to Attachment 3.1-A Page 26) 

d. Rehabilitative Services

1) Substance abuse rehabilitation services

The program covers medically necessary rehabilitation services for persons with a
chemical dependency diagnosis. Medical necessity is documented by physician referral
or approval of the treatment plan.

Services may be provided in residential settings or on an outpatient basis.
Reimbursement will be excluded for rehabilitation services provided to any individual
who is a patient in an IMD.

Substance Abuse Treatment Programs have been defined as those meeting the
following criteria which assure that providers have the capacity to provide services but
do not restrict client freedom of choice:
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Approval Date:                          Effective Date: 10/01/2016 TN NO.:  16-0010 

Supersedes 
TN No.:  03-06 

 MAR 31, 2017 

13. OTHER DIAGNOSTIC, SCREENING, PREVENTIVE AND REHABILITATIVE SERVICES
d. Rehabilitative Services (cont.)

4) Rehabilitation Service for Persons with a Neurological Damage - The program covers, upon
prior authorization, medically necessary rehabilitation services for persons with neurological
damage.  Medical necessity is documented by an authorized assessment and physician
approval of a care plan which has been developed by an interdisciplinary team.  Services may
be provided in supervised residential settings or on an outpatient basis.

Rehabilitation programs for persons with neurological damage must meet the program and 
staffing requirements stipulated by the single state agency.  These requirements are 
based on the relevant standards established by the Commission on the Accreditation of 
Rehabilitation Facilities (CARF).  All Medicaid enrolled providers of these services must 
have/maintain a three year CARF accreditation as a condition of participation in the 
Medicaid program.
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TN NO.:  19-0004 Approval Date: JULY 9, 2019      Effective Date: 10/01/2019 

Supersedes 
TN No.:  07-03 

13d.  7) 

Peer-Delivered 
or -Operated 
Support 
Services 

Peers are self-identified consumers in recovery from, serious mental illness, serious 
emotional disturbance, substance use disorders, and/or lived experience with 
intellectual and developmental disabilities; or a  parent/adult with personal experience 
on-going or in the past of a child or family member with similar mental illness, 
intellectual and developmental disabilities, and/or substance use; and have experience 
and perspectives with navigating human service systems and supports.  

Peer support providers must complete the approved MDHHS training, application and 
certification requirements, demonstrate competencies necessary to perform the peer 
support service function, and complete ongoing peer continuing education trainings to 
maintain skills, expand knowledge base, and remain up to date on best 
practices/supports within the human service system of care. Individuals providing Peer 
support services must be able to demonstrate their experience in relationship to the 
types of guidance, support and mentoring activities they will provide. Peer support 
providers are supervised by licensed mental health Professionals working within their 
scope of practice and applicable state law. 

Components 

• Empowering individuals to take an active role in the development, amending,
and implementation of their person-centered plan to promote self-advocacy,
self-reliance, and confidence.

• Promoting skills for self-determination to assist in community
inclusion/participation, independence, and productivity.

• Assisting individuals and families in the use of strategies for coping, recovery,
resiliency, advocacy, symptom management, crisis support, and recovery.

• Building capacity and Providing support to individuals and families so they
have new competencies and understanding of the persons individual needs,
human service system navigation, and staying actively engaged in the
recovery process. Serving as an advocate, mentor, or facilitator for barriers
and skill necessary to increase the health and outcomes of the individual with
serious mental illness, intellectual and developmental disability, serious
emotional disturbance, and/or substance use disorder.
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13. Other Diagnostic, Screening, Preventive and Rehabilitative Services (continued) 

d. Rehabilitative Services (continued) 

8) Outpatient Hearing Services 

Services are covered as defined in 11 .C of Supplement to Attachment 3.1 -A. 

9) Intensive/Crisis Residential Services 

Intensive/crisis residential services are intended to provide a short-term alternative to 
psychiatric inpatient services. Services are intended to avert psychiatric admissions or to 
shorten the length of stay in a psychiatric inpatient setting. Services will be available to 
adults and children who meet psychiatric inpatient admission criteria, but who can be 
appropriately served in settings less intensive than a hospital. Intensive /crisis residential 
services may be provided to beneficiaries who are assessed by, and admitted through the 
authority of an enrolled mental health clinic (Provider Type 21). 

Services will be provided under the auspices of a Medicaid-enrolled mental health clinic. 
Services will be provided in licensed residential settings that do not exceed 16 beds. 
Services will not be provided in hospitals or institutional settings. Services in the crisis 
residential setting will be time limited. Appropriate follow-up services will be provided by the 
mental health clinic, under its responsibilities as the mental health case management 
agency. 

TN No.: 05-06 Approval ~ate:b! U'i b - ,. . Effective Date: 01 101 12005 

Supersedes 
TN No. -03-0Cc/ 
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13. Other Diagnostic, Screening, Preventive and Rehabilitative Services (continued) 

d. Rehabilitative Services (continued) 

9.) IntensivelCrisis Residential Services (continued) 

Medicaid covered intensivelcrisis residential services include: psychiatric supervision, 
therapeutic support services, nursing services, medication managementlstabilization and 
education, behavioral services and milieu therapy. Services will be provided by qualified 
mental health staff, under psychiatric supervision, and according to an individual plan of 
service. 

Services may be provided for a period up to 14 calendar days per crisis residential episode 
and may be extended for up to 30 days per admission, if justified by clinical need as 
determined by the inter-disciplinary team. 

TN No.: 05-06 Approval Date: '". ' , . Effective Date: 01 101 12005 

Supersedes 
TN No. NIA new Daae 
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STATE PLAN LINDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michiaan 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

10) INTENSIVEICRISIS STABILIZATION SERVICES 

Intensive/crisis stabilization services are structured treatment and support activities, provided by a 
mental health crisis team, and designed to provide a short-term alternative to inpatient psychiatric 
services. Services may only be used to avert a psychiatric admission, or to shorten the length of 
an inpatient stay. 

These services are for persons who have been assessed to meet criteria for psychiatric hospital 
admissions, but who, with intense interventions can be stabilized and served in their usual 
community environments. These services may also be provided to persons leaving inpatient 
psychiatric services if such services will result in a shortened inpatient stay. 

Medicaid covered intensive/crisis stabilization services include: psychiatric supervision, 
therapeutic support services, intensive individual counseling/psychotherapy, assessments, and 
family therapy. Services will be provided by qualified mental health staff, under psychiatric 
supervision, and according to an individual plan of service. 

Intensive/crisis stabilization services may not exceed four weeks in duration, per crisis episode. 

TN No. 95-10 Approval Date ' 8  -at - ')s Effective Date : 0.801 -95 
Supersedes 
TN No. N/A . ' 
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Moved to Section 11 – Physical Therapy and Related Services. 
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TN NO.:  17-0001 Approval Date: AUG 6, 2018  Effective Date: 1/01/2018 
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TN No.:  14-0016 

Moved to Section 11 – Physical Therapy and Related Services. 
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State of 

AMOUNT. DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 

14a. INPATIENT HOSPITAL SERVICES FOR INDIVIDUALS 65 YEARS OF AGE OR 
OVER IN AN INSTITUTION FOR MENTAL DISEASES (Same for categorically needy 
and medically needy clients) 

Medical Assistance will be provided on behalf of patients who are 65 years of age or 
older in certified public or private institutions for mental diseases. Public institutions 
must comply with the standards required by the Department of Mental Health for public 
mental institutions and must be certified by the Department of Public Health as meeting 
the standards for psychiatric hospitals under Title XVIII. Private institutions must be 
licensed by the Department of Mental Health and must be certified by the Department 
of Public Health as meeting the standards for psychiatric hospitals under Title XVIII. 

Included are those items and services which are ordinarily furnished by the institution 
under the direction of a psychiatrist to inpatients or patients on a day care or night care 
program. 

The period of covered services is the minimum period necessary in these types of 
facilities for the proper care and treatment of the individual. Periodic recertification of 
the need for care by the attending physician is required. 

TN No. 9 4- 2s Approval  ate #-13-94 Effective Date 1 0/0 1 / 9 4 
Supersedes 
TNNo. 89-07 
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State of M i c w n  

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 

14b. NURSING FACILITY SERVICES FOR INDIVIDUALS 65 YEARS OF AGE OR OLDER 
IN INSTITUTIONS FOR MENTAL DISEASES (Same for categorically needy and 
medically needy clients) 

The following services are covered when furnished by a facility licensed by the 
Department of Public Health as a nursiqg facility for care of mentally ill patients. The 
facility must be certified as a nursing facility and have an agreement with the Michigan 
Department of Social Services to provide skilled nursing facility services. It must also 
meet other requirements as established under agreement with the Michigan 
Department of Mental Health and approved by the Department of Social Services. 

'The following services are included when furnished by (or, in the case of physical 
therapy, through a subcontract to) a facility meeting the standards of a nursing facility: 

a. bed and board, including special dietary services, in a semiprivate room, or if 
medically necessary, in a private room. 

b. nursing care, other medical services related to nursing care, and use of 
equipment which is owned by the facility and is ordinarily provided in the care 
and treatment of the patient. 

c) Routine physical therapy, occupational therapy, and speech pathology 
consisting of repetitive services required to maintain function. The instructions 
for development of the therapy and treatment are included in the per diem rate. 
Such therapy does not require the therapist to perform the service, nor does it 
require complex and sophisticated procedures. 

The period of covered nursing facility services is the minimum period necessary in this 
type of facility for the proper care and treatment of the patient. There is no 
requirement for prior hospitalization; however, admission to a nursing facility must be 
upon the written direction of a physician or a certified Christian Science practitioner 
who must periodically recertify the need for care. Admission also must be prior 
authorized by the Michigan Department of Mental Health and the Michigan 
Department of Social Services. 

TN No. 444A5 Approval Date@-A?. Effective Date 1 0/0 1 /9  4 
Supersedes 
TN NO. 89-07 
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______________________________________________________________________ 

TN NO.: 10-01       Approval Date: ____________                 Effective Date: 04/01/2010  

Supersedes
TN No.: 94-25 

NOV 15 2010 

14c. Intermediate Nursing Facility Services For Individuals 65 Years of Age or Older in 
Institutions for Mental Diseases are a non-covered service under Michigan Medicaid. 
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______________________________________________________________________ 

TN NO.:  10-01          Approval Date: ____________  Effective Date: 04/01/2010   

Supersedes 
TN No.:  97-11 

NOV 15 2010 

15. Intermediate Care Facility Services

An intermediate care facility is an institution licensed and/or certified by the appropriate
State authority to provide, on a regular basis, health related care and services to individuals
who do not require the degree of care and treatment which a hospital or skilled nursing
facility is designed to provide, but who because of the mental or physical condition require
care and services above the level of room and board that can be made available only in
institutional facilities.

a. Intermediate care services are provided based on the level of care appropriate to the
patient’s medical needs.  Admission to an intermediate care facility must be upon the
written direction of a physician, who must periodically recertify the need for care.
Admission must also be prior authorized by the Michigan Department of Community
Health or its designee.  The period of covered services is the minimum period
necessary for the proper care and treatment of the patient.

b. Medical Assistance is provided for individuals who are developmentally disabled (or
for persons with related conditions) in  properly certified and/or licensed public or
private institutions (or distinct part thereof) for the developmentally disabled.

Services regularly provided in these settings are in compliance with the provisions of 42 
CFR 440.150 and include health related and programmatic care, supervised personal care, 
as well as room and board. 
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State of 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 

16. INPATIENT PSYCHIATRIC HOSPITAL SERVICES FOR INDIVIDUALS UNDER 22 
(Same for categorically needy and medically needy clients) 

Medical Assistance will be provided on behalf of patients who are 21 years of age or 
younger in certified public or private institutions for mental diseases. Public 
institutions must comply with the standards required by the Department of Mental 
Health for public mental institutions and must be certified by the Department of 
Public Health as meeting the standards for psychiatric hospitals under Title XVIII. 
Private institutions must be licensed by the Department of Mental Health and must 
be certified by the Department of Public Health as meeting the standards for 
psychiatric hospitals under Title XVIII. 

Services in institutions for mental diseases are covered only if the recipient is 
receiving active treatment for a mental health condition amenable to favorable 
modification, according to generally accepted professional standards. In addition, 
services provided must meet the standards prescribed under Title XVIII. 

1 0 /0  1 / 9 4  

The period of covered services is the minimum period necessary in these types of 
facilities for the proper care and treatment of the individual. Periodic recertification 
of the need for care by the attending physician is required. 

In addition to the foregoing, the facility must meet the requirements of 61 905(h) of 
the Social Security Act (added by 62998 of P.L. 92-603), which requires 
accreditation by the Joint Commission on Accreditation of Hospitals. 

TN No. 94-25 Approval Date I%'-/ J - 9/ Effective Date 10101194 
Supersedes 
TNNo. 89-07 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Amount, Duration and Scope of Medical and Remedial Care And  
Services Provided to the Categorically and Medically Needy 

 

 
TN NO.:  23-0015 Approval Date:  SEP 7, 2023            Effective Date:  12/01/23 
 
Supersedes 
TN No.:   NEW 

16. Inpatient Psychiatric Hospital Services for Individuals Under 22 (Continued) 

Psychiatric Residential Treatment Facility (PRTF) 

Inpatient psychiatric hospital services may also be provided in a Psychiatric Residential Treatment Facility 

(PRTF) that meets the following requirements: 

1) Accredited in accordance with the requirements of 42 CFR § 441.151; 

2) Certified by MDHHS as complying with the requirements of 42 CFR 441 Subpart D and the 

conditions of participation at 42 CFR 483 Subpart G; and 

3) Enrolled as a Title XIX provider with MDHHS.  

Inpatient psychiatric facility services in a PRTF are limited to those provided for those participants who 

are medically certified as requiring this level of care in accordance with 42 CFR §441.152. Services are 

limited to individuals under the age of 21, or if receiving the services immediately before attaining the age 

of 21, not to extend beyond the earlier of: 

1) The date the services are no longer required; or 

2) The date directly prior to the individual reaching the age of 22. 
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Amount, Duration and Scope of Medical and Remedial Care And 
Services Provided to the Categorically and Medically Needy 
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TN No.:   SPA page dated 04/01/1989 

17. Nurse-Midwife Services

Certified nurse midwife services are covered when medically necessary and provided by a qualified, 
licensed provider within their scope of practice as defined by State law.  

Covered services include: obstetric and newborn care, women’s primary health care, and gynecological 
and family planning services.  Services must be furnished within an alliance agreement that provides for 
physician consultation, collaboration, and referral as indicated by the health of the beneficiary. 
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State of MICHIGAN 
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Provided to the Categorically and Medically Needy 

______________________________________________________________________ 

TN NO.:  10-06        Approval Date: ____________ Effective Date: 04/01/2010  

Supersedes 
TN No.:  95-07 

AUG 19 2010 

18. Hospice Care

With one exception, Medicaid uses Medicare guidelines for hospice coverage.

For a Medicare/Medicaid beneficiary, the hospice must complete a Medicaid enrollment
form.

If a Medicare/Medicaid beneficiary revokes his/her Medicare hospice benefit, he/she is not
eligible to enroll in the Medicaid hospice benefit.  However, if the beneficiary becomes
inappropriate for hospice care during Medicare’s fourth benefit period, he/she may be
discharged from hospice, then enroll in Medicaid’s hospice benefit when again appropriate
for hospice care.

The exception to the Medicare guidelines allow for the provision of hospice services in adult
foster care facilities and homes for the aged if the facility is licensed in Michigan and has a
contract with the Medicaid enrolled hospice.

Effective March 23, 2010, in accordance with Section 2302 of the Affordable Care Act
(ACA), the Michigan Medicaid program covers hospice care for children concurrent with
curative treatment of the child’s terminal illness.  This allows the beneficiary to elect the
hospice benefit, when the need for hospice care, or the terminal diagnosis, is certified by a
physician and the hospice director, without forgoing any curative service to which the child is
entitled under Medicaid for treatment of the terminal condition.
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State of MICHIGAN 

Amount, Duration and Scope of Medical and Remedial Care 
 Services Provided to the Categorically and Medically Needy 
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TN NO.:   09-07       Approval Date: ____________ Effective Date:  01/01/2009

Supersedes 
TN No.:   05 -05 

SEP 24 2009 

19. Case Management 

See Supplement 1 to Attachment 3.1-A

20. Extended Services to Pregnant Women

a. The Program covers extended services for 60 days after delivery.
b. All necessary medical services related to pregnancy or services associated with

medical conditions that may complicate pregnancy are covered, including

1) Psychosocial/nutritional screening and assessments are covered when the
service is provided through a Maternal Infant Health Program (MIHP)
provider certified to render this service by the Department of Community
Health, Public Health Administration.  The assessment is administered by a
licensed social worker and/or licensed public health nurse.  The assessment
process identifies the existence, nature or extent of psychosocial/nutritional
deviation, if any, in a beneficiary.

2) The MIHP provider, must be certified by the Department of Community
Health, Public Health Administration.  Practitioners rendering the service
must be either staff of the certified MIHP provider or under direct contract to
that certified agency and must be state licensed, rendering services within
the scope of practice as defined by state law.  MIHP services consist of:

a) professional visits/interventions of a licensed social worker and/or a
licensed public health nurse for counseling to prevent disease, disability,
other health conditions or their progression and coordination of care to
promote physical and mental health and efficiency, and

b) childbirth/parenting education programs that have been certified by the
Department of Community Health, Public Health Administration and
delivered by a licensed practitioner as defined under this item.

21. Ambulatory Prenatal Care for Pregnant Women during Presumptive Eligibility

Ambulatory prenatal care for pregnant women is provided during a presumptive eligibility
period if the care is furnished by a provider eligible for payment under the State plan.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Amount, Duration and Scope of Medical and Remedial Care 
Services Provided to the Categorically and Medically Needy 

 

 
TN NO.:  24-0005  Approval Date:  SEPT 16, 2024   Effective Date: 10/01/2024  
 
Supersedes   
TN No.:   10-10  

24. OTHER MEDICAL CARE 
 

Any other medical care, and any other type of remedial care recognized under State law, and 
specified by the Secretary in accordance with section 1905(a)(28) of the Social Security Act and 
42 CFR 440.170. 

 
a. Transportation (Same for categorically needy and medically needy clients) 

 
Ambulance service to a hospital for inpatient services, or from a hospital on completion of an 
inpatient stay, is an allowable benefit when a physician has ordered the service.  The physician's 
name must be indicated on the claim for payment when submitted by the provider service. 

 
Ambulance service to a hospital for emergency care is an allowable benefit.  (Emergency is 
defined as any condition in which a delay in treatment may result in permanent injury or loss of 
life.)  A physician's order is not required if the definition of emergency is met.  However, the 
nature of the affliction which gave cause for emergency service must be clearly described on the 
claim for payment when submitted by the provider of the service.  The return trip from an 
emergency situation is a covered service, if ordered by a physician because the patient required 
ambulance transportation based on his medical condition, whether or not there was an inpatient 
stay. 

 
If the ambulance service is by air, it is covered only under the following circumstances: 

 
1) Time and distance would be hazard to the life of the patient, either to or from the hospital, 

and 
 
2) The reason for hospitalization at the distantly located hospital is that comparable care and 

medical services are not available locally, and the reason for hospital admission is for 
medical or surgical therapy, not for diagnosis only. 

 
a.1   Non-emergency transportation is provided in accordance with 42  

CFR 431.53 as an administrative service. 
 
  Without limitations  With limitations 
 
 The Non-Emergency Medical Transportation (NEMT) program includes transportation for 

all beneficiaries. The Michigan Department of Health and Human Services (MDHHS) 
administers the provision of Fee For Service (FFS) NEMT. MDHHS administers NEMT in 
all Michigan counties except Wayne, Oakland, and Macomb, where NEMT is 
administered through a brokerage program.     
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Transportation is requested through the county MDHHS office.  MDHHS reviews the 
request for appropriateness and approves accordingly.  MDHHS conducts all activities 
necessary to administer the NEMT program, including provider registration, receipt, 
screening, and approval of requests for transportation; and payment to providers and 
beneficiaries for approved transportation services.  MDHHS administrative oversight 
includes examination and evaluation of monthly and quarterly financial reports; and 
monitoring, tracking and responding to client contacts in order to identify and resolve 
transportation access issues. 

Non-Emergency transportation is provided without a broker in accordance with 42 CFR 
440.170 as an optional medical service), excluding “school-based” transportation. 

 WITHOUT LIMITATIONS  WITH LIMITATIONS 

  Non-emergency transportation is provided through a brokerage program as an optional 
medical service in accordance with 1902(a)(70)of the Social Security Act and 42 CFR 
440.170(a)(4). 

MDHHS contracts with a single broker to administer FFS NEMT In Wayne, Oakland, and 
Macomb Counties.   

The State assures it has established a non-emergency medical transportation 
program in accordance with 1902(a)(70) of the Social Security Act in order to more 
cost-effectively provide transportation, and can document, upon request from CMS, 
that the transportation broker was procured in compliance with the requirements of 
45 CFR 92.36(b)(i). 

1) The State will operate the broker program without REGARD TO the
requirements of the following paragraphs of section 1902(a):

(1) state-wideness – the State operates the broker program in Wayne,
Oakland and Macomb counties.
(10)(B) comparability
(23) freedom of choice

2) Transportation services provided will include:

 wheelchair van 
 taxi 
 stretcher car 
 bus passes 
 tickets 
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secured transportation 
other transportation: 

volunteer mileage 
beneficiary mileage 
meals and lodging 
airplane 

3) The State assures that transportation services will be provided under a contract
with a broker who:

(i) is selected through a competitive bidding process based on the State’s
evaluation of the broker’s experience, performance, references, resources,
qualifications and costs;

(ii) has oversight procedures to monitor beneficiary access and complaints and
ensures that transport is timely and transport personnel are licensed,
qualified, competent and courteous;

(iii) is subject to regular auditing and oversight by the State in order to ensure the
quality and timeliness of the transportation services provided and the
adequacy of beneficiary access to medical care and services; and,

(iv) complies with such requirements related to prohibitions on referrals and
conflict of interest as the Secretary shall establish (based on prohibitions on
physician referrals under section 1877 and such other prohibitions and
requirements as the Secretary determines to be appropriate).

4) The broker contract will provide transportation to the following mandatory
categorically needy and medically needy populations:

Low-income families with children (section 1931) 
Deemed AFDC-related eligibles 
Poverty-level related pregnant women 
Poverty-level infants 
Poverty-level children 1 through 5 
Poverty-level children 6 – 18 
Qualified pregnant women AFDC-related 
Qualified children AFDC-related 
IV-E foster care and adoption assistance children
TMA recipients (due to employment) (section 1925)
TMA recipients (due to child support)
SSI recipients
Individuals eligible under 1902(a)(10)(a)(i) - new eligibility group vii (very low
income adults who are not otherwise eligible under any other mandatory
eligibility group)
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Under age 21, or under age 21, 19 or 18 (as the State may choose) 
Relatives specified in section 406(b)(1) with whom a child is living if child is 
a dependent child under part A of title IV 
Aged (65 years of age or older) 
Blind with respect to States eligible to participate under title XVI 
Permanently or totally disabled individuals 18 or older under title XVI 
Persons essential to recipients under title I, X, XIV or XVI 
Blind or disabled as defined in section 1614 with respect to States not 
eligible to participate in the State Plan program under title XVI 
Pregnant women 
Individuals provided extended benefits under section 1925 
Individuals described in section 1902(u)(1) 
Employed individuals with a medically improved disability (as defined in 
section V) 
Individuals described in section 1902(aa) 
Individuals screened for breast or cervical cancer by CDC program 
Individuals receiving COBRA continuation benefits 

5) The broker contact will provide transportation to the following categorically needy optional
populations:

Optional poverty level – related pregnant women 
Optional poverty-level – related infants 
Optional targeted low income children 
Non IV-E children who are under State adoption assistance agreements 
Non IV-E independent foster care adolescents who were in foster care on 
their 18th birthday 
Individuals who meet income and resource requirements of AFDC or SSI 
Individuals who would meet the income & resource requirements of AFDC if 
child care costs were paid from earnings rather than by a State agency 
Individuals who would be eligible for AFDC if State plan had been as broad 
as allowed under Federal law 
Children aged 15-20 who meet AFDC income and resource requirements 
Individuals who would be eligible for AFDC or SSI if they were not in a 
medical institution 
Individuals infected with TB 
Individuals screened for breast or cervical cancer by CDC program 
Individuals receiving COBRA continuation benefits 
Individuals in special income level group, in a medical institution for at least 
30 consecutive days, with gross income not exceeding 300% of SSI income 
standard 
Individuals receiving home and community based waiver services who would 
only be eligible under State plan if in a medical institution 
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Individuals terminally ill if in a medical institution and will receive hospice care 
Individuals aged or disabled with income not above 100% FPL 
Individuals receiving only an optional State supplement in a 209(b) State 
Individuals working disabled who buy into Medicaid (BBA working disabled 
group) 
Employed medically improved individuals who buy into Medicaid under 
TWWIIA Medical Improvement Group 
Working individuals with disabilities who buy in to Medicaid under TWWIIA 
basic coverage Group 
Individuals disabled age 18 or younger who would require an institutional 
level of care (TEFRA 134 kids) 
Individuals ages 19-64 years, with income at or below 133% of the federal 
poverty level as determined by the modified adjusted gross income 
methodology, and meet all eligibility requirements for the Healthy Michigan 
Plan 

1) Payment Methodology

(A) Describe the methodology used by the state to pay the broker:

MDCH payment to the broker is a fixed fee monthly prepayment
reimbursement for services/deliverables.  The fee is an all-inclusive rate that
includes all costs associated with the contract.  The contract allows for
adjustments to the rate annually.

(B) Describe how the transportation provider will be paid:

The broker contracts with providers to provide NEMT services to Medicaid
beneficiaries and issues direct vendor payments to providers.  The broker
may also issue payment for beneficiary mileage reimbursement.
Beneficiaries that can provide their own transportation or receive
transportation from a family member, relative, or friend are expected to do so
without reimbursement.  Reimbursement is approved when no other means
of transportation is available.

(C) What is the source of the non-Federal share of the transportation payments?

The State share is from state general funds appropriated by the legislature.

(D) The State assures that no agreement (contractual or otherwise) exists
between the State or any form of local government and the transportation
broker to return or redirect any of the Medicaid payment to the State or form
of local government (directly or indirectly).  This assurance is not intended to
interfere with the ability of a transportation broker to contract for
transportation services at a lesser rate and credit any savings to the
program.
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(E) The State assures that payments proposed under this State Plan
amendment will be made directly to transportation providers and that the
transportation provider payments are fully retained by the transportation
providers and no agreement (contractual or otherwise) exists between the
State or local government and the transportation provider to return or redirect
any of the Medicaid payment to the State or form of local government
(directly or indirectly).

(F) The state has included federal Medicaid matching funds as state match when
drawing down FTA SAFETEA-LU grants.

7) The broker is a non-governmental entity:

The broker is not itself a provider of transportation nor does it refer to or 
subcontract with any entity with which it has a prohibited financial relationship 
as described at 42 CFR 440.170(a)(4)(ii). 

The broker is itself a provider of transportation or subcontracts with or refers 
to an entity with which it has a prohibited financial relationship and: 

Transportation is provided in a rural area as defined at 42 CFR 412.62(f) 
and there is no other available Medicaid participating provider or other 
provider determined by the State to be qualified except the non-
governmental broker. 
Transportation is so specialized that there is no other available Medicaid 
participating provider or other provider determined by the State to be 
qualified except the non-governmental broker. 
The availability of other non-governmental Medicaid participating 
providers or other providers determined by the State to be qualified is 
insufficient to meet the need for transportation 

8) The broker is a governmental entity and provides transportation itself or refers to
or subcontracts with another governmental entity for transportation.  The
governmental broker will:

Maintain an accounting system such that all funds allocated to the Medicaid 
brokerage program and all costs charged to the Medicaid brokerage will be 
completely separate from any other program. 
Document that with respect to each individual beneficiary’s specific 
transportation needs, the government provider is the most appropriate and 
lowest cost alternative. 
Document that the Medicaid program is paying no more for fixed route public 
transportation than the rate charged to the general public and no more for 
public para-transit services than the rate charged to other human services 
agencies for the same service. 
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9) The NEMT brokerage program operates as follows:

MDCH contracts with a single broker to administer FFS NEMT services for
beneficiaries in the following three counties in Michigan: Wayne, Oakland, and
Macomb.  The broker administers and oversees the NEMT program by:

1) assuring NEMT is provided to eligible Medicaid beneficiaries according to
the policies that govern the FFS NEMT program.  The broker develops
outreach and general information materials describing the availability of
NEMT services, eligibility, access, use, and other policies and procedures;

2) Establishing a comprehensive network of transportation providers that
includes public, not-for-profit, for-profit organizations and individual
qualified operators, including relatives, and diverse modes of available
transportation capable of serving beneficiaries from a variety of cultural and
geographic areas.  The broker educates transportation providers regarding
rules, regulations, policies, practices and laws relating to the delivery of
NEMT to eligible Medicaid beneficiaries, and ensures providers meet
health and safety standards for vehicle maintenance, operation and
inspection, and driver qualifications;

3) Establishing an adequately staffed, toll-free, telephone call center to
respond to requests and questions from beneficiaries, beneficiary
designated representatives, providers, Medicaid technicians, and MDCH.
the call center fields requests for transportation, provides information about
transportation services, and handles calls to register complaints;

4) verifying beneficiary Medicaid eligibility through MDCH-provided online
access;

5) approving and arranging for the most appropriate transportation for the
beneficiary’s condition and needs, including chronic and ongoing
treatment, prescriptions, medical supplies and one time, occasional and
ongoing visits for medical care, travel outside the normal service delivery
area, overnight stays (including meals and lodging), commercial non-
emergency transport vehicle (wheelchair lift/medivan), and attendant
(parent, caretaker, etc);

6) providing reimbursement to NEMT providers for authorized services
rendered and, if appropriate, to beneficiaries for mileage.  the broker will
conduct random pre-payment claim checks and validation of information
required on invoices; and

7) collecting, monitoring, and reporting monthly data on beneficiaries,
providers, services, approvals, denials, calls, complaints, utilization, and
trends, and submitting encounter data.
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MDCH administers and oversees the NEMT brokerage contract through: 

1) inspection of work performed;
2) scheduled and unscheduled onsite visits;
3) examination of records;
4) action plans to address and resolve deficiencies, concerns, and/or audit

recommendations;
5) scheduled, periodic meetings;
6) review of broker charges, reports, and data, including encounter data;
7) beneficiary satisfaction surveys;
8) issue and change management processes, including complaint, appeal

and escalation;
9) approval of all NEMT written materials prior to distribution; and
10) online access to broker complaint tracking system.

c. Care and services provided in Christian Science sanatoria (Same for categorically needy and
medically needy clients)

Admission must be upon the written direction of a physician or a certified Christian Science
practitioner, who must periodically recertify need for care.  The facility must be operated or listed
and certified by the First Church of Christ Scientist, Boston, Massachusetts.  The primary items
and services covered include nursing and related services, bed and board and certain supplies,
equipment, and appliances used as part of the Christian Science method of healing.
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24. Other Medical Care (continued)

d. Nursing Skilled Facility Services

Coverage of nursing facility services is the same tor persons of all ages with
the following exception:

Children under the age of 15 who need skilled nursing care must be referred
to a facility specifically licensed by the Michigan Department of Community
Health to care for children. However, the Director of the Department of
Community Health may authorize individual exceptions upon written
application by the child's parent or guardian.

e. Emergency Hospital Services

Emergency services include all medically necessary inpatient and outpatient
services that are furnished by a provider that is qualified to furnish such
services and the seivices are necessary to evaluate or stabilize an
emergency medical condition.

25. Home and Community Care for Functionally Disabled Elderly Individuals - not
provided.

TN NO.: 06-16 

Supersedes 
TN No.: 04-08

Approval Dat£1). I l 6 0 2 2007 Effective Date: 07/01/2006 
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26. Personal Care Services

Personal Care Services, under the Home Help Program in Michigan, address
physical assistance needs and enable individuals to remain in their home by
avoiding or delaying the need for long-term care services in an institutional
setting. These services are furnished to individuals who are not currently
residing in a hospital, nursing facility, intermediate care facility for persons with
developmental disabilities or institution for mental illness and are provided in
accordance with 42 CFR 440 .167.

Personal care services are available to persons who require hands-on assistance
in activities of daily living (ADLs): eating, toileting, bathing, grooming, dressing,
ambulation, and transferring, as well as hands-on assistance in instrumental
activities of daily living (!AOL services include personal laundry, light
housekeeping, shopping, meal preparation, and medication administration).
Hour limits per calendar month are applied to the following IADL services as
follows:

SHOPPING 
LIGHT HOUSEKEEPING 
LAUNDRY 
MEAL PREPARATION 

5 HOURS 
6 HOURS 
7 HOURS 

25 HOURS 

Personal Care Services are only available to beneficiaries who are identified as 
medically and/or physically disabled, or cognitively impaired by a Medicaid 
enrolled physician, occupational therapist, physical therapist and/or nurse 
practitioner, and provided in accordance with a plan of care, and rendered by a 
qualified person. 

Personal care services are available to beneficiaries living in their own homes, 
the home of another, licensed residential facilities of 16 or fewer beds, and 
licensed homes for the aged. Services also may be provided outside the home, 
for the specific purpose of enabling a beneficiary to be employed. 

An individual assessment assists in identification of service needs. Beneficiaries 
with more basic needs may be served by adults who are capable of 
communicating with the individual and being responsive to his/her needs. 
Beneficiaries with more complex needs or more specialized problems must be 

TN NO.: 06-16 Approval Date: _AU 6 0 2 2007 Effective Date: 7/1/2006 
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served by individuals who can demonstrate their competence by experience or 
training. 

When provided for minor children, personal care services must be shown to be a 
necessary supplement to usual parental care, justified by the high service needs 
of the family. High service needs are those which arise from a physical, medical, 
emotional, or mental impairment of the minor child, and which require 
significantly higher levels of intervention than those required by a child of the 
same age without similar impairments. 

Providers shall be qualified individuals or individuals who contract with or are 
employed by an agency. Providers may not be legally responsible relatives (i.e., 
spouse, parents or guardians}. 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

a) Case Management: 1) For clients in general FC/HA, includ
ing Veteran's Administration clients, a services worker is
responsible for personally completing or coordinating the
completion of items (2)(a) through (2)(e); 2) For clients in
FC where the Department of Mental Health (DMH) or a
Community Mental Health (CMH) agency has placement and
service delivery responsibility, the case manager is responsi
ble for items (2)(a) through (2)(d) but does not perform
payment authorization. Contract residences directly bill DMH
for personal care services; 3) For clients in FC where
DMH/CMH has placement responsibility only, the case
manager is to complete or coordinate items (2)(a) through
(2)(e).

b) Nursing Supervision: 1) For clients in general FC/HA, regis
tered nurses employed by the state agency perform annual
reviews of needs assessment and plans of care, or more
frequently if the client's condition warrants change(s) in the
service plan; 2) For clients in FC where DMH/CMH has
case management responsibility, registered nurses perform
reviews at least annually and are employed or contracted by
these agencies.

c) Providers: FC/HA providers must meet state licensing
requirements, including training specifications.

d) Recordkeeping: The provider will retain the provider log
with, other pertinent client records at the residence.
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29. 1905(a)(29) Medication-Assisted Treatment (MAT) – Continued

TN NO.:  21-0005 Approval Date:  JUN 28, 2021  Effective Date:  10/01/20 

Supersedes 
TN No.:    New 

i. General Assurance
MAT is covered under the Medicaid state plan for all Medicaid beneficiaries who meet the
medical necessity criteria for receipt of the service for the period beginning October 1, 2020,
and ending September 30, 2025.

ii. Assurances
a. The state assures coverage of Naltrexone, Buprenorphine, and Methadone and all of the

forms of these drugs for MAT that are approved under section 505 of the Federal Food, Drug,
and Cosmetic Act (21 U.S.C. 355) and all biological products licensed under section 351 of
the Public Health Service Act (42 U.S.C. 262).

b. The state assures that Methadone for MAT is provided by Opioid Treatment Programs that
meet the requirements in 42 C.F.R. Part 8.

c. The state assures coverage for all formulations of MAT drugs and biologicals for OUD that
are approved under section 505 of the Federal Food, Drug, and Cosmetic Act (21 U.S.C.
355) and all biological products licensed under section 351 of the Public Health Service Act
(42 U.S.C. 262).

iii. Service Package
The state covers the following counseling services and behavioral health therapies as part of
MAT.

A) Please set forth each service and components of each service (if applicable), along
with a description of each service and component service.

From October 1, 2020, through September 30, 2025, the state assures that MAT to
treat OUD as defined at section 1905(ee)(1) of the Social Security Act (the Act) is
covered exclusively under section 1905(a)(29) of the Act.
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29. 1905(a)(29) Medication-Assisted Treatment (MAT) – Continued

TN NO.:  21-0005 Approval Date:  JUN 28, 2021  Effective Date:  10/01/20 

Supersedes 
TN No.:    New 

Service Components description 

Medication Management Assessing, ordering, administering, reassessing, and 
regulating medication and dose levels appropriate to 
the individual, and overseeing and facilitating access to 
appropriate treatment for opioid use disorder 

Individual, Group, and/or Family Therapy Helps patients identify treatment goals and potential 
solutions to problems that cause emotional stress and 
trigger opioid use; seeks to restore communication and 
coping skills; strengthens self-esteem; builds recovery 
capital and promotes behavior change and sustained 
recovery.  Individual, group, and/or family therapy that 
involves the participation of a non-Medicaid eligible is 
for the direct benefit of the beneficiary.  The service 
must actively involve the beneficiary in the sense of 
being tailored to the beneficiary’s individual needs.  
there may be times when, based on clinical judgment, 
the beneficiary is not present during the delivery of the 
service, but remains the focus of the service 

Psychotherapy Behavioral cognitive services and other opioid use 
disorder-focused counseling  

Care Coordination Includes integrating behavioral health into primary care 
and specialty medical settings through interdisciplinary 
care planning and monitoring beneficiary progress and 
tracking beneficiary outcomes; linking beneficiaries 
with community resources to facilitate referrals and 
respond to peer supports; and tracking and supporting 
beneficiaries when they obtain medical or behavioral 
health outside the practice.   

Peer Recovery Support Services Nonmedical peer-to-peer activities that engage and 
support an individual’s and as applicable the 
caregiver’s self-help efforts to improve health recovery, 
resiliency, and wellness.  Peer Recovery Support 
Services that involve the participation of a non-
Medicaid eligible is for the direct benefit of the 
beneficiary.  The service must actively involve the 
beneficiary in the sense of being tailored to the 
beneficiary’s individual needs. There may be times 
when, based on clinical judgment, the beneficiary is not 
present during the delivery of the service, but remains 
the focus of the service 
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29. 1905(a)(29) Medication-Assisted Treatment (MAT) – Continued
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B) Please include each practitioner and provider entity that furnishes each service and
component service.

Service Component Practitioner and Provider Entity 
that Furnishes Each Service and 
Component Service 

Medication Management Physician, Nurse Practitioner, Clinical 
Nurse Specialist, Certified Nurse 
Midwife, Physician Assistant 

Individual, Group and/or Family 
Therapy 

SUD Treatment Professional 

Psychotherapy SUD Treatment Professional 

Care Coordination Peer Recovery Coach, Physician, 
Pharmacist, Nurse Practitioner, 
Clinical Nurse Specialist, Certified 
Nurse Midwife, Physician Assistant, 
Registered Nurse, or Practical Nurse 

Peer Recovery Support Services Peer Recovery Coach 
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29. 1905(a)(29) Medication-Assisted Treatment (MAT) – Continued
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C) Please include a brief summary of the qualifications for each practitioner or provider
entity that the state requires.  Include any licensure, certification, registration,
education, experience, training and supervisory arrangements that the state requires.

1. SUD treatment professional – Certified Addiction Treatment Professional,
Certified Alcohol and Drug Counselor (CADC), Certified Advanced Alcohol
and Drug Counselor (CAADC), Certified Clinical Supervisor (CCS),
appropriately supervised individuals with development plans for these
International Certification & Reciprocity Consortium (IC&RC) certifications
and Other providers who, Working within their Scope of practice, are
Licensed or certified to render behavioral and counseling services.

2. Peer Recovery coach – Certified through the MDHHS peer recovery coach
certification program

3. Practitioner, including Physician, Pharmacist, Nurse Practitioner, Clinical
Nurse Specialist, Certified Nurse Midwife, Physician Assistant, Registered
Nurse, or Practical Nurse – Licensed, Buprenorphine-waivered, And Enrolled
in the program
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29. 1905(a)(29) Medication-Assisted Treatment (MAT) – Continued

iv. Utilization Controls
___X__ The state has drug utilization controls in place. (Check each of the following that

apply) 
_____ Generic first policy  
__X___ Preferred drug lists 
__X___ Clinical criteria 
__X___ Quantity limits 

_____ The state does not have drug utilization controls in place. 

v. Limitations

Describe the state’s limitations on amount, duration, and scope of MAT drugs, biologicals, and counseling 
and behavioral therapies related to MAT. 

Clinical prior authorization is required on claims for MAT drugs that exceed quantity limits, and for 
products that do not have a Federal Medicaid Drug Rebate. 

PRA Disclosure Statement - This information is being collected to assist the Centers for Medicare & 
Medicaid Services in implementing section 1006(b) of the SUPPORT for Patients and Communities Act 
(P.L. 115-271) enacted on October 24, 2018.  Section 1006(b) requires state Medicaid plans to provide 
coverage of Medication-Assisted Treatment (MAT) for all Medicaid enrollees as a mandatory Medicaid 
state plan benefit for the period beginning October 1, 2020, and ending September 30, 2025.  Under the 
Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the 
law.  An agency may not conduct or sponsor, and a person is not required to respond to, a collection of 
information unless it displays a currently valid Office of Management and Budget (OMB) control number.  
The OMB control number for this project is 0938-1148 (CMS-10398 # 60).  Public burden for all of the 
collection of information requirements under this control number is estimated to take about 80 hours per 
response.  Send comments regarding this burden estimate or any other aspect of this collection of 
information, including suggestions for reducing this burden, to CMS, 7500 Security Boulevard, Attn: 
Paperwork Reduction Act Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-
1850. 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):   
Target Group A:  The target group consists of functionally limited persons with multiple 
needs or a high level of vulnerability who, as shown by an assessment, require mental 
health case management.  Such persons must have a primary diagnosis of either mental 
illness or developmental disability and a documented need for access to the continuum 
of mental health services offered by a Medicaid-enrolled mental health clinic services 
provider.  Moreover, these persons must have a documented lack of capacity for 
independently accessing and sustaining involvement with needed services. 

   X Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to __180__ [insert a number; not 
to exceed 180] consecutive days of a covered stay in a medical institution. The target 
group does not include individuals between ages 22 and 64 who are served in 
Institutions for Mental Disease or individuals who are inmates of public institutions). 
(State Medicaid Directors Letter (SMDL), July 25, 2000)  

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
   X Entire State 
______Only in the following geographic areas: [Specify areas] 

Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
_____ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
  X Services are not comparable in amount duration and scope (§1915(g)(1)). 

Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 

 Comprehensive assessment and periodic reassessment of individual needs, to
determine the need for any medical, educational, social or other services. These
assessment activities include
• taking client history;
• identifying the individual’s needs and completing related documentation; and
• gathering information from other sources such as family members, medical

providers, social workers, and educators (if necessary), to form a complete
assessment of the eligible individual;

It is required that face-to-face assessments are performed annually, however, the 
frequency should be based on the needs and circumstances of the individual 
and/or family. 

 Development (and periodic revision) of a specific care plan that is based on the
information collected through the assessment that
• specifies the goals and actions to address the medical, social, educational, and

other services needed by the individual;
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• includes activities such as ensuring the active participation of the eligible
individual, and working with the individual (or the individual’s authorized health
care decision maker) and others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible
individual;

 Referral and related activities (such as scheduling appointments for the individual) to
help the eligible individual obtain needed services including
• activities that help link the individual with medical, social, educational providers,

or other programs and services that are capable of providing needed services to
address identified needs and achieve goals specified in the care plan; and

 Monitoring and follow-up activities:
• activities and contacts that are necessary to ensure the care plan is implemented

and adequately addresses the eligible individual’s needs, and which may be with
the individual, family members, service providers, or other entities or individuals
and conducted as frequently as necessary, and including at least one annual
monitoring, to determine whether the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;
o services in the care plan are adequate; and
o changes in the needs or status of the individual are reflected in the care

plan. Monitoring and follow-up activities include making necessary
adjustments in the care plan and service arrangements with providers.
The case manager must determine, on an ongoing basis, if the services
and supports have been delivered, and if they are adequate to meet the
needs/wants of the beneficiary. Frequency and scope (face-to-face and
telephone) of case management monitoring activities must reflect the
intensity of the beneficiary’s health and welfare needs identified in the
individual plan of services.

__X_Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining  services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Case Management Provider Organizations - Must be certified by the single state 
agency as meeting the following criteria: 

a. demonstrate a capacity to provide all core elements of case management
services including
• Comprehensive client assessment
• Comprehensive care/service plan development

January 1, 2025 Version.  . . .  .   This plan is provided for informational use only and does not replace the original version. 
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• Linking/coordination of services
• Monitoring and follow-up of services
• Reassessment of the client’s status and need

b. demonstrated case management experience in coordinating and linking such
community resources as required by the target population

c. demonstrated experience with the target population
d. a sufficient number of staff to meet the case management service needs of

the target population
e. an administrative capacity to ensure quality of services in accordance with

State and federal requirements
f. a financial management capacity and system that provides documentation of

services and costs.
g. capacity to document and maintain individual case records in accordance

with State and federal requirements.

Qualified Intellectual Disability Professional (QIDP) - Individual with specialized 
training (including fieldwork and/or internships associated with the academic curriculum 
where the student works directly with individuals with intellectual or developmental 
disabilities as part of that experience) or one year experience in treating or working with 
a person who has intellectual disability; and is a psychologist, physician, educator with a 
degree in education from an accredited program, social worker, physical therapist,  
occupational therapist, speech-language pathologist, audiologist, behavior analyst, 
registered nurse, registered dietician, therapeutic recreation specialist, or a licensed or 
limited-licensed professional counselor or a human services professional with at least a 
bachelor’s degree or higher in a human services field.  

Qualified Mental Health Professional (QMHP) - Individual with specialized training 
(including fieldwork and/or internships associated with the academic curriculum where 
the student works directly with persons receiving mental health services as part of that 
experience) or one year experience in treating or working with a person who has mental 
illness; and is a psychologist, physician, educator with a degree in education from an 
accredited program, social worker, physical therapist, occupational therapist, speech-
language pathologist, audiologist, behavior analyst, registered nurse, therapeutic 
recreation specialist, licensed or limited-licensed professional counselor, licensed or 
limited licensed marriage and family therapist, or a licensed physician’s assistant or a 
human services professional with at least a bachelor’s degree or higher in a human 
services field. 

Primary Case Manager: Must be a qualified mental health or intellectual disability 
professional (QMHP or QIDP) or, if the case manager has only a bachelor’s degree but 
without the specialized training or experience, they must be supervised by a QMHP or 
QIDP who does possess the training or experience. Services to a child with serious 
emotional disturbance must be provided by a QMHP who is also a child mental health 
professional. Services to children with developmental disabilities must be provided by a 
QIDP.
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Supports Coordinator: A minimum of a bachelor’s degree in a human services field 
and one year of experience working with people with developmental disabilities if 
supporting that population; or a bachelor’s degree in a human services field and one 
year of experience with people with mental illness if supporting that population. 

Supports Coordinator Assistants: Minimum of a high school diploma and equivalent 
experience (i.e., possesses knowledge, skills and abilities similar to supports coordinator 
qualifications) and functions under the supervision of a qualified supports coordinator.  

Independent Services and Supports Brokers: Minimum of a high school diploma and 
equivalent experience (i.e., possesses knowledge, skills and abilities similar to supports 
coordinator qualifications) function under the guidance and oversight of a qualified 
supports coordinator or case manager. 

Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within
the specified geographic area identified in this plan.

2. Eligible individuals will have free choice of any qualified Medicaid providers of
other medical care under the plan.

Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
  _    Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: [Identify any 
limitations to be imposed on the providers and specify how these limitations 
enable providers to ensure that individuals within the target groups receive 
needed services.] 

Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be
used to restrict an individual’s access to other services under the plan.
Individuals will not be compelled to receive case services, condition receipt of
case management (or targeted case management)/supports coordination
services on the receipt of other Medicaid services, or condition receipt of other
Medicaid services on receipt of case management (or targeted case
management) services; and

• Providers of case management services do not exercise the agency’s authority to
authorize or deny the provision of other services under the plan.
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Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  

Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 

Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 

Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 

FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)). 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):   
Target Group C consists of persons who are: 
 
1. at least 60 years old and disabled, or at least 65 years old, and 
2. medically eligible for Medicaid-covered nursing home services, and 
3. seeking admission to, or at risk of entering such a facility, and 
4. documented as having multiple, complex and diverse service needs and a lack of 

capacity and support systems to address those needs without case management. 
 
__ _ Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to ______________ [insert a 
number; not to exceed 180] consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served 
in Institutions for Mental Disease or individuals who are inmates of public institutions). 
(State Medicaid Directors Letter (SMDL), July 25, 2000)  
 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X_ Entire State 
___ Only in the following geographic areas: [Specify areas] 

 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
_X_ Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to 

determine the need for any medical, educational, social or other services. These 
assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical 

providers, social workers, and educators (if necessary), to form a complete 
assessment of the eligible individual;  

• completing comprehensive initial assessments and periodic reassessments that 
evaluate a range of service needs to help establish and update what is important 
for the individual in a way that is important to the individual, with the following 
frequency:     

a. an initial assessment 
b. re-assessment 90 days after the initial assessment  
c. a reassessment, or a face to face, person centered planning meeting 180 

days after the first/previous re-assessment 
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d. a re-assessment 180 days after the previous reassessment or person 
centered planning meeting   

e. repeat the 180 day assessment cycle as listed in c) and d)  
f. a reassessment is conducted sooner when there are significant changes 

in the individual’s health or functional status, or significant changes in the 
individual’s network of allies (i.e. death of a primary caregiver) 

 
 Development (and periodic revision) of a specific care plan that is based on the 

information collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and 

other services needed by the individual; 
• includes activities such as ensuring the active participation of the eligible 

individual, and working with the individual (or the individual’s authorized health 
care decision maker) and others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible 
individual; 

 
 Referral and related activities (such as scheduling appointments for the individual) to 

help the eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, 

or other programs and services that are capable of providing needed services to 
address identified needs and achieve goals specified in the care plan; and 

 
 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented 
and adequately addresses the eligible individual’s needs, and which may be with 
the individual, family members, service providers, or other entities or individuals 
and conducted as frequently as necessary, and including at least one annual 
monitoring, to determine whether the following conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care 

plan. Monitoring and follow-up activities include making necessary 
adjustments in the care plan and service arrangements with providers.  

Monitoring must be a face to face encounter and is provided on at least a monthly 
basis, unless otherwise indicated by the needs and circumstances of the individual 
and/or family. 

 
_X__Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 
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Case management may include coordinated care planning for enrolled individuals when 
they need to go into a nursing home or medical setting or for new individuals in such 
facilities, to assure a smooth transition into the community. 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
1. Case Management Provider Organizations must be certified by the single state 
agency as meeting the following criteria: 
 

a. demonstrate a capacity to provide all core elements of case management 
services including 
 comprehensive client assessment 
 comprehensive care/service plan development 
 linking/coordination of services 
 monitoring and follow-up of services 
 reassessment of the client’s status and need 

b. demonstrated case management experience in coordinating and linking 
such community resources as required by the target population 

c. demonstrated experience with the target population 
d. a sufficient number of staff to meet the case management service needs 

of the target population 
e. an administrative capacity to ensure quality of services in accordance 

with State and federal requirements 
f. a financial management capacity and system that provides 

documentation of services and costs. 
g. capacity to document and maintain individual case records in accordance 

with State and federal requirements. 
 
2. Qualified case management staff include: 
  

a. a Registered Nurse, Licensed to practice in the state of Michigan 
b. a Social Worker, Licensed to practice in the State of Michigan 
c. an individual with a minimum of two years case management experience 

 
Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within 
the specified geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of 
other medical care under the plan. 
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Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: [Identify any 
limitations to be imposed on the providers and specify how these limitations 
enable providers to ensure that individuals within the target groups receive 
needed services.] 

 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be 
used to restrict an individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition 
receipt of case management (or targeted case management) services on the 
receipt of other Medicaid services, or condition receipt of other Medicaid services 
on receipt of case management (or targeted case management) services; and 

• Providers of case management services do not exercise the agency’s authority to 
authorize or deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
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programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 
 
 
FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 
 
Only face to face case management assessments and monitoring services are 
reimbursable. 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):   
Target Group D consists of persons who are: 
 

1. aged 0 through 25 with a Michigan Department of Health and Human Services 
(MDHHS), Children’s Special Health Care Services (CSHCS) medically eligible 
diagnosis, or 

2. SSI-Disabled Children’s Program clients age 0-16, or 
3. Aged 26 and over with cystic fibrosis, inherited red blood cell disorders, or 

coagulation defects. 
 
 Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to ______________ [insert a 
number; not to exceed 180] consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served 
in Institutions for Mental Disease or individuals who are inmates of public institutions). 
(State Medicaid Directors Letter (SMDL), July 25, 2000)  
 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
   X Entire State 
______Only in the following geographic areas: [Specify areas] 

 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
_____ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
    X Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to 

determine the need for any medical, educational, social or other services. These 
assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical 

providers, social workers, and educators (if necessary), to form a complete 
assessment of the eligible individual;  

 

It is expected that face-to-face assessments are performed annually, however, 
the frequency should be based on the needs and circumstances of the 
individual and/or family. 

 
 Development (and periodic revision) of a specific care plan that is based on the 

information collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and 

other services needed by the individual;



Supplement 1 to Attachment 3.1-A 
Page 1-D-2 

State Plan under Title XIX of the Social Security Act 
State/Territory:  Michigan 

TARGETED CASE MANAGEMENT SERVICES 

TN# 08-09        Approval Date  JAN 11, 2019  Effective Date     4/01/2008 

Supersedes TN#    92-35 

• includes activities such as ensuring the active participation of the eligible
individual, and working with the individual (or the individual’s authorized health
care decision maker) and others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible
individual;

 Referral and related activities (such as scheduling appointments for the individual) to
help the eligible individual obtain needed services including

• activities that help link the individual with medical, social, educational providers, or
other programs and services that are capable of providing needed services to 

address identified needs and achieve goals specified in the care plan. 

 Monitoring and follow-up activities:
• activities and contacts that are necessary to ensure the care plan is implemented

and adequately addresses the eligible individual’s needs, and which may be with
the individual, family members, service providers, or other entities or individuals
and conducted as frequently as necessary, and including at least one annual
monitoring visit, to determine whether the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;
o services in the care plan are adequate; and
o changes in the needs or status of the individual are reflected in the care

plan. Monitoring and follow-up activities include making necessary
adjustments in the care plan and service arrangements with providers.

Monitoring must involve either face-to-face or telephone and is limited to 6 
visits per year unless additional visits are justified based on the needs and 
circumstances of the individual and/or family.  The case manager must 
determine, on an ongoing basis, if the services and supports have been 
delivered, and if they are adequate to meet the needs/wants of the 
beneficiary. Frequency and scope of case management monitoring activities 
must reflect the intensity of the beneficiary’s health and welfare needs 
identified in the comprehensive plan of care (POC).  All services must relate 
to objectives/goals documented in the POC. 

__X_Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 

January 1, 2025 Version.  . .  .     This plan is provided for informational use only and does not replace the original version. 
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1. Case Management Provider Organizations must be certified by the single
state agency as meeting the following criteria:

a. Currently enrolled as a MI Medicaid Provider
b. Demonstrate a capacity to provide all core elements of case management

services including:
• Comprehensive client assessment
• Comprehensive care/service plan development
• Linking/coordination of services
• Monitoring and follow-up of services
• Reassessment of the client’s status and need

c. Demonstrated case management experience in coordinating and linking such
community resources as required by the target population

d. Demonstrated experience with the target population
e. A sufficient number of staff to meet the case management service needs of the

target population.
f. Willingness and capability to coordinate with the individual’s Medicaid Health

Plan, if applicable, to maximize effectiveness and avoid duplication of services.
g. An administrative capacity to ensure quality of services in accordance with State

and federal requirements
h. A financial management capacity and system that provides documentation of

services and costs.
i. Capacity to document and maintain individual case records in accordance with

State and federal requirements.

2. A case manager must be:

a. Licensed to practice as a registered professional nurse in the State of Michigan
and be employed by or contracted with a local health department at the entry
level or above or

b. Able to demonstrate to MDHHS that comparable professional qualifications are
met.

Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within
the specified geographic area identified in this plan.

2. Eligible individuals will have free choice of any qualified Medicaid providers of
other medical care under the plan.

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
  ___ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: [Identify any 
limitations to be imposed on the providers and specify how these limitations 
enable providers to ensure that individuals within the target groups receive 
needed services.] 

Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be
used to restrict an individual’s access to other services under the plan.

• Individuals will not be compelled to receive case management services, condition
receipt of case management (or targeted case management) services on the
receipt of other Medicaid services, or condition receipt of other Medicaid services
on receipt of case management (or targeted case management) services; and

• Providers of case management services do not exercise the agency’s authority to
authorize or deny the provision of other services under the plan.

Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  

Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 

Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 

Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 

FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)): 
Target Group E consists of  

1. individuals under 21 years of age and determined by an individualized
educational program committee or a hearing officer to have mental retardation, a
hearing impairment (including deafness), a speech or language impairment, a
visual impairment (including blindness), a serious emotional disturbance (referred
to in this part as ‘‘emotional disturbance’’), an orthopedic impairment, autism,
traumatic brain injury, another health impairment, a specific learning disability,
deaf-blindness, or multiple disabilities, and who, by reason thereof, needs special
education and related services, or

2. individuals from birth through age two who have been determined by
an  individualized family service plan team as experiencing developmental delay
or have a diagnosed physical or mental condition that has a high probability of
resulting in developmental delay including children having mental retardation, a
hearing impairment (including deafness), a speech or language impairment, a
visual impairment (including blindness), a serious emotional disturbance (referred
to in this part as ‘‘emotional disturbance’’), an orthopedic impairment, autism,
traumatic brain injury, another health impairment, a specific learning disability,
deaf-blindness, or multiple disabilities, and who, by reason thereof, needs special
education and related services.

___ Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to ______________ [insert a 
number; not to exceed 180] consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served 
in Institutions for Mental Disease or individuals who are inmates of public institutions). 
(State Medicaid Directors Letter (SMDL), July 25, 2000)  

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X_ Entire State 
___ Only in the following geographic areas: [Specify areas] 

Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
  X   Services are not comparable in amount duration and scope (§1915(g)(1)). 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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A. Target Group

Targeted group E:

1. Individuals under 21 years of age and determined by an individualized
educational program committee or a hearing officer to have a characteristic
or set of characteristics pursuant to the Michigan Administrative Rules for
Special Education 340.1703 to 430.1715, or

2. Individuals from birth through age two who are experiencing developmental
delay or have a diagnosed physical or mental condition that has a high
probability of resulting in developmental delay as defined in the P.L. 102-
119, Part H, Michigan Interagency Agreement for Eligible Infants and
Toddlers and their Families.

3. Individuals not in the target group include:

• Persons who, as shown by an assessment, require mental health case
management.  These persons have a primary diagnosis of either mental
illness or developmental disability and a documented need for access to
the continuum of mental health services offered by a Medicaid-enrolled
mental health clinic services provider, or

• Persons who are age 0-21 with a Michigan Department of Health and
Human Services, Division of Children’s Special Health Care Services
medically eligible diagnosis, or

• Persons who are SS-disabled Children’s Program clients age 0-16.

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 
 Comprehensive assessment and periodic reassessment of individual needs, to

determine the need for any medical, educational, social or other services. These
assessment activities include
• taking client history;
• identifying the individual’s needs and completing related documentation; and
• gathering information from other sources such as family members, medical

providers, social workers, and educators (if necessary), to form a complete
assessment of the eligible individual;

It is expected that face-to-face assessments are performed annually, however, the 
frequency should be based on the needs and circumstances of the individual 
and/or family. 

 Development (and periodic revision) of a specific care plan that is based on the
information collected through the assessment that
• specifies the goals and actions to address the medical, social, educational, and

other services needed by the individual;
• includes activities such as ensuring the active participation of the eligible

individual, and working with the individual (or the individual’s authorized health
care decision maker) and others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible
individual;

 Referral and related activities (such as scheduling appointments for the individual) to
help the eligible individual obtain needed services including
• activities that help link the individual with medical, social, educational providers,

or other programs and services that are capable of providing needed services to
address identified needs and achieve goals specified in the care plan; and

 Monitoring and follow-up activities:
• activities and contacts that are necessary to ensure the care plan is implemented

and adequately addresses the eligible individual’s needs, and which may be with
the individual, family members, service providers, or other entities or individuals
and conducted as frequently as necessary, and including at least one annual
monitoring, to determine whether the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;
o services in the care plan are adequate; and
o changes in the needs or status of the individual are reflected in the care

plan. Monitoring and follow-up activities include making necessary
adjustments in the care plan and service arrangements with providers.
The case manager must determine, on an ongoing basis, if the services

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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o and supports have been delivered, and if they are adequate to meet the
needs/wants of the beneficiary. Frequency and scope (face-to-face and
telephone) of case management monitoring activities must reflect the
intensity of the beneficiary’s health and welfare needs identified in the
individual plan of services.

_X_Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 

1. Case Management provider organizations must be certified by the single state
agency as follows:

a. to provide special rehabilitation services as prescribed by professionals
acting within their scope of practice as defined by state law; and,

b. to provide special rehabilitation services in the least restrictive environment;
and

c. to comply with the provisions for quality assurance specified in elsewhere in
this State Plan; and

d. to maintain and submit all records and reports to ensure compliance with the
Michigan Revised Administrative Rules for Special Education.

e. an administrative capacity to ensure quality of services in accordance with
State and federal requirements

f. a financial management capacity and system that provides documentation of
services and costs.

g. capacity to document and maintain individual case records in accordance
with State and federal requirements.

2. A case manager must

a. be a registered nurse with a valid Michigan license, or
b. have a Baccalaureate degree with a major in a specific special education

area or have earned credit in course work equivalent to that required for a
major, or

c. three years personal experience in the direct care of a child with special
needs, or
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d. demonstrated knowledge and understanding about:
• infants and toddlers who are eligible under IDEA; and
• Part H of the IDEA and the regulations; and
• the nature and scope of services covered under IDEA, systems of

payments for services and other pertinent information; and
• providing direct care of a child with special needs; and
• providing culturally competent services within the culture of the

community being served.

Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within
the specified geographic area identified in this plan.

2. Eligible individuals will have free choice of any qualified Medicaid providers of
other medical care under the plan.

Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: [Identify any 
limitations to be imposed on the providers and specify how these limitations 
enable providers to ensure that individuals within the target groups receive 
needed services.] 

Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be
used to restrict an individual’s access to other services under the plan.

• Individuals will not be compelled to receive case management services, condition
receipt of case management (or targeted case management) services on the
receipt of other Medicaid services, or condition receipt of other Medicaid services
on receipt of case management (or targeted case management) services; and

• Providers of case management services do not exercise the agency’s authority to
authorize or deny the provision of other services under the plan.

Payment (42 CFR 441.18(a)(4)): 
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Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  

Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 

Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 

Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 

FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):   
Targeted Group F:  The target group is any new or existing Medicaid beneficiary 
covered under the Flint Michigan Section 1115 Demonstration (Project No. 11W 
00302/5). This includes any pregnant women or children up to age 21 with a household 
income up to and including 400 percent of the FPL who have been served by the Flint 
water system during the specified time period.  Eligibility also applies to any child born to 
a pregnant woman served by the Flint water system during the specified time period.  
Once eligibility has been established for a child, the child will remain eligible until age 21 
as long as other eligibility requirements are met.  An individual was served by the Flint 
water system if he or she consumed water drawn from the Flint water system and: 1) 
resided in a dwelling connected to this system; 2) had employment at a location served 
by this system; or, 3) received child care or education at a location connected to this 
system. 

___ Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to ______________ [insert a 
number; not to exceed 180] consecutive days of a covered stay in a medical institution. 
The target group does not include individuals between ages 22 and 64 who are served 
in Institutions for Mental Disease or individuals who are inmates of public institutions). 
(State Medicaid Directors Letter (SMDL), July 25, 2000)  

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
___ Entire State 
__X_ Only in the following geographic areas: The areas served by the Flint 
water system that are covered under the Flint Michigan Section 1115 
Demonstration (Project No. 11W 00302/5). 

Comparability of services (§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
__X_ Services are not comparable in amount duration and scope (§1915(g)(1)). 

Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 

• Comprehensive assessment and periodic reassessment of individual needs, to
determine the need for any medical, educational, social or other services. These
assessment activities include
• taking client history;
• identifying the individual’s needs and completing related documentation; and
• gathering information from other sources such as family members, medical

providers, social workers, and educators (if necessary), to form a complete
assessment of the eligible individual;
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It is expected that face-to-face assessments are performed annually, however the 
frequency should be based on the needs and circumstances of the individual and/or 
family. 

 Development (and periodic revision) of a specific care plan that is based on the
information collected through the assessment that
• specifies the goals and actions to address the medical, social, educational, and

other services needed by the individual;
• includes activities such as ensuring the active participation of the eligible

individual, and working with the individual (or the individual’s authorized health
care decision maker) and others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible
individual;

• 
 Referral and related activities (such as scheduling appointments for the individual) to

help the eligible individual obtain needed services including
• activities that help link the individual with medical, social, educational providers,

or other programs and services that are capable of providing needed services to
address identified needs and achieve goals specified in the care plan; and

 Monitoring and follow-up activities:
• activities and contacts that are necessary to ensure the care plan is implemented

and adequately addresses the eligible individual’s needs, and which may be with
the individual, family members, service providers, or other entities or individuals
and conducted as frequently as necessary, and including at least one annual
monitoring, to determine whether the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;
o services in the care plan are adequate; and
o changes in the needs or status of the individual are reflected in the care

plan.  Monitoring and follow-up activities include making necessary
adjustments in the care plan and service arrangements with providers.

Monitoring must be face-to-face and is limited to 5 visits per year unless additional 
visits are justified based on the needs and circumstances of the individual and/or 
family. 

_X__Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining  services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
The State will provide TCM services through Designated Provider Organization (DPO). A 
DPO is any provider who has been approved by the State (in coordination with 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 



Supplement 1 to Attachment 3.1-A 
Page 1-F-3 

State Plan under Title XIX of the Social Security Act 
State of Michigan 

TARGETED CASE MANAGEMENT SERVICES 

TN# 16-0004  Approval Date                           Effective Date:05/09/2016 

Supersedes TN# New Page 

MAY 9, 2016 

community leaders and stakeholders in the impacted area) and meets the following 
qualifications: 

• Is currently enrolled as a Michigan Medicaid Provider;
• Can demonstrate the capacity to provide all core elements of TCM, including

comprehensive assessment and care plan management, as well as linking,
coordination and long-term monitoring of services;

• Has a sufficient number of staff to meet the service needs of the target
population and the administrative capacity to ensure the provision of quality
services in accordance with State and Federal requirements;

• Has experience in the coordination and linkage of community services; and
• Has the willingness and capabilities to coordinate with the individual’s Medicaid

Health Plan, as applicable.
• Freedom of choice has been waived pursuant to the authority approved under

the Flint Michigan Section 1115 Demonstration (Project No. 11W 00302/5).

DPO Staff Qualifications
The case manager must meet one of the following criteria:

• Licensure as a Registered Nurse by the Michigan Department of
Licensing and Regulatory Affairs and at least one year of experience
providing community health, pediatric or maternal or infant health
nursing services; or

• Licensure as a Social Worker by the Michigan Department of
Licensing and Regulatory Affairs and at least one year of experience
providing social work services to families.

Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within
the specified geographic area identified in this plan.

2. Eligible individuals will have free choice of any qualified Medicaid providers of
other medical care under the plan.

Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: [Identify any 
limitations to be imposed on the providers and specify how these limitations 
enable providers to ensure that individuals within the target groups receive 
needed services] 

Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be
used to restrict an individual’s access to other services under the plan.

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 



Supplement 1 to Attachment 3.1-A 
Page 1-F-4 

State Plan under Title XIX of the Social Security Act 
State of Michigan 

TARGETED CASE MANAGEMENT SERVICES 

TN# 16-0004       Approval Date                           Effective Date:05/09/2016 

Supersedes TN# New Page 

MAY 9, 2016 

• Individuals will not be compelled to receive case management services, condition
receipt of case management (or targeted case management) services on the
receipt of other Medicaid services, or condition receipt of other Medicaid services
on receipt of case management (or targeted case management) services; and

• Providers of case management services do not exercise the agency’s authority to
authorize or deny the provision of other services under the plan.

Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  

Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 

Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 

Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 

FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 

Only face-to-face case management assessments and monitoring services are 
reimbursable. 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):   
 
Target Group is any individual who is 18 years of age and older; meets Medicaid 
eligibility requirements; has a chronic or complex physical or behavioral health care 
need; and were a recent inmate or was involuntarily residing in a prison or jail.  An 
inmate is an individual who was in custody and held involuntarily through operation of 
law enforcement authorities in a public institution which is the responsibility of a 
governmental unit or over which a governmental unit exercises administrative control.  
 
__ _ Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to ______________ consecutive 
days of a covered stay in a medical institution. The target group does not include 
individuals between ages 22 and 64 who are served in Institutions for Mental Disease or 
individuals who are inmates of public institutions). (State Medicaid Directors Letter 
(SMDL), July 25, 2000)  
 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
_X_ Entire State 
___ Only in the following geographic areas: 

 
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
  X   Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 
 
 Comprehensive assessment and periodic reassessment of individual needs, to 

determine the need for any medical, educational, social or other services. These 
assessment activities include 
• taking client history; 
• identifying the individual’s needs and completing related documentation; and  
• gathering information from other sources such as family members, medical 

providers, social workers, and educators (if necessary), to form a complete 
assessment of the eligible individual.  

 
A qualified case manager should perform an in-person comprehensive assessment visit 
with an individual following their recent release from a prison or jail.  The comprehensive 
assessment visit is limited to 1 visit per individual throughout each period of eligibility. 
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 Development (and periodic revision) of a specific care plan that is based on the 
information collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and 

other services needed by the individual; 
• includes activities such as ensuring the active participation of the eligible 

individual, and working with the individual (or the individual’s authorized health 
care decision maker) and others to develop those goals; and  

• identifies a course of action to respond to the assessed needs of the eligible 
individual; 

 
 Referral and related activities (such as scheduling appointments for the individual) to 

help the eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, 

or other programs and services that are capable of providing needed services to 
address identified needs and achieve goals specified in the care plan; and 

 
 Monitoring and follow-up activities: 

• activities and contacts that are necessary to ensure the care plan is implemented 
and adequately addresses the eligible individual’s needs, and which may be with 
the individual, family members, service providers, or other entities or individuals 
and conducted as frequently as necessary, and including at least one annual 
monitoring, to determine whether the following conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care 

plan. Monitoring and follow-up activities include making necessary 
adjustments in the care plan and service arrangements with providers.  

 
The case manager must determine, on an ongoing basis, if the services and supports 
have been delivered, and if they are adequate to meet the needs/wants of the individual.  
Frequency and scope of case management monitoring activities must reflect the 
intensity of the individual’s physical health, behavioral health, and welfare needs 
identified in the individual’s specific care plan.  
 
Individuals are eligible for targeted case management services for one year following 
release from a prison or jail.  Monitoring and follow-up activities may or may not require 
face-to-face interaction and is limited to 11 monitoring visits and 11 follow-up patient 
education and supports visits throughout each period of eligibility.  Additional monitoring 
visits and follow up activities and extending beyond the year limit may be prior 
authorized if medically necessary. 
 
_X__Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 
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Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
 
Targeted Case Management Provider  
 
The targeted case management provider must be enrolled as a Michigan Medicaid 
provider and have the ability to demonstrate the following criteria: 
 

a. the capacity to provide all core elements of case management services 
including: 
 comprehensive client assessment 
 comprehensive care/service plan development 
 linking/coordination of services 
 monitoring and follow-up of services 
 reassessment of the client’s status and needs; 

b. case management experience in coordinating and linking such 
community resources as required by the target population; 

c. experience with the target population; 
d. the sufficient number of staff to meet the case management service 

needs of the target population; 
e. an administrative capacity to ensure quality of services in accordance 

with State and Federal requirements; 
f. a financial management capacity and system that provides a record of 

services and costs; and 
g. the capacity to document and maintain individual case records in 

accordance with State and Federal requirements. 
 
The targeted case management provider may be a:  

• Community Mental Health Services Program (CMHSP);  
• Federally Qualified Health Center (FQHC);  
• Rural Health Center (RHC);  
• Tribal Health Center (THC);  
• Tribal Federally Qualified Health Center (Tribal FQHC); or  
• other any qualified provider, not otherwise funded to provide similar services.  
 

The targeted case management provider must have the capability to coordinate with the 
individual’s health plan and the individual facilitating the re-entry from the prison or jail.  
The targeted case management provider must employ a qualified case manager who is 
licensed to practice in accordance with Michigan law.  Documentation of the provider’s 
qualifications and credentials must be maintained by the targeted case management 
provider. 
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Qualified Case Manager 
 
Qualified case managers may provide all components of targeted case management 
within their scope of practice.  A qualified case manager must meet one of the following 
criteria: 
 

• Licensure as a Registered Nurse by the Michigan Department of Licensing and 
Regulatory Affairs and at least one year of experience providing community 
health or case management services; or 

• Licensure as a fully licensed Clinical Social Worker by the Michigan Department 
of Licensing and Regulatory Affairs and at least one year of experience providing 
social work or case management services. 

 
 
Physician or Non-Physician Practitioner (NPP) 
 
A Medicaid enrolled physician or NPP licensed by the Michigan Department of Licensing 
and Regulatory Affairs must provide general supervision of the case manager.  An NPP 
is a healthcare professional licensed as a nurse practitioner, physician assistant, or a 
clinical nurse specialist. 
 
 
Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 
 

1. Eligible individuals will have free choice of any qualified Medicaid provider within 
the specified geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of 
other medical care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: 

 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be 
used to restrict an individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition 
receipt of case management (or targeted case management) services on the 
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• receipt of other Medicaid services, or condition receipt of other Medicaid services 
on receipt of case management (or targeted case management) services; and 

• Providers of case management services do not exercise the agency’s authority to 
authorize or deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 
 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 
 
FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 
 
Federal Financial Participation (FFP) is not available in expenditures for services 
provided to individuals who are inmates of public institutions.  
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):   
 
Target group consists of medically complex individuals, under 21 years of age: 

• not incarcerated in a public institution, receiving hospice services, or receiving 
case management services from another provider;  

• have experienced in the previous 12 months: 
o one or more hospital admissions with at least one hospital stay of five or 

more days; or  
o ten or more visits with a medical or surgical specialist at a pediatric 

specialty clinic; 
• receive treatment from three or more different medical and/or surgical specialties 

at a hospital or medical university; and  
• also meet all the following criteria:   

o have at least one Michigan Department of Health and Human Services 
(MDHHS), Children’s Special Health Care Services (CSHCS) medically 
eligible condition that involves three or more organ systems; and   

o have functional limitations, are technologically dependent and/or a 
transplant candidate.  

• Children who are recent NICU/PICU graduates have the same eligibility criteria 
as above, except that their tertiary center use is anticipated by clinicians to be 
high, and they are not required to meet the criteria for 10 or more clinic visits.   

 
 
  X   Target group includes individuals transitioning to a community setting. Case-
management services will be made available for up to _180_ consecutive days of a 
covered stay in a medical institution. The target group does not include individuals 
between ages 22 and 64 who are served in Institutions for Mental Disease or individuals 
who are inmates of public institutions). (State Medicaid Directors Letter (SMDL), July 25, 
2000)  
 
 
Areas of State in which services will be provided (§1915(g)(1) of the Act): 
  X   Entire State 
___ Only in the following geographic areas: 
 
 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1))  
___ Services are provided in accordance with §1902(a)(10)(B) of the Act. 
  X   Services are not comparable in amount duration and scope (§1915(g)(1)). 
 
 
Definition of services (42 CFR 440.169):  Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services.  Targeted 
Case Management includes the following assistance: 
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 Comprehensive assessment and periodic reassessment of individual needs, to
determine the need for any medical, educational, social or other services. These
assessment activities include
• taking client history;
• identifying the individual’s needs and completing related documentation; and
• gathering information from other sources such as family members, medical

providers, social workers, and educators (if necessary), to form a complete
assessment of the eligible individual.

Comprehensive assessments are covered no more than once per year, unless 
otherwise approved by MDHHS. 

 Development (and periodic revision) of a specific care plan that is based on the
information collected through the assessment that
• specifies the goals and actions to address the medical, social, educational, and

other services needed by the individual;
• includes activities such as ensuring the active participation of the eligible

individual, and working with the individual (or the individual’s authorized health
care decision maker) and others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible
individual;

At a minimum, care plans must be comprehensive and individualized and reflect the 
beneficiary’s and/or parent’s/guardian’s preferences. 

 Referral and related activities (such as scheduling appointments for the individual) to
help the eligible individual obtain needed services including
• activities that help link the individual with medical, social, educational providers,

or other programs and services that are capable of providing needed services to
address identified needs and achieve goals specified in the care plan; and

 Monitoring and follow-up activities:
• activities and contacts that are necessary to ensure the care plan is implemented

and adequately addresses the eligible individual’s needs, and which may be with
the individual, family members, service providers, or other entities or individuals
and conducted as frequently as necessary, and including at least one annual
monitoring, to determine whether the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;
o services in the care plan are adequate; and
o changes in the needs or status of the individual are reflected in the care

plan. Monitoring and follow-up activities include making necessary
adjustments in the care plan and service arrangements with providers.
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Monitoring and follow-up activities shall occur monthly, and more often if needed, 
to ensure individual needs are met; as well as to maintain a continuing 
relationship between the individual, parent and/or guardian, providers, and any 
entities responsible for services. Monitoring and follow-up activities include face-
to-face encounters, and/or reciprocal telephonic or written contact with, or on 
behalf of the beneficiary/parent/guardian. 

 
_X__Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs.  
(42 CFR 440.169(e)) 
 
 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
 
 
Targeted Case Management Entity Provider Qualifications: 
 
The state Medicaid agency must approve the case management entity as qualified to 
render the outpatient CMC TCM services before such provider may render services. For 
the state to approve the case management entity, the case management entity must be 
an enrolled Medicaid provider that is not otherwise funded to provide similar services.  A 
case management entity must be willing, qualified and able to demonstrate it meets the 
following criteria: 
 
a.  the capacity to provide all core elements of case management services outlined in 42 

CFR 440.169.  
b.  case management experience in coordinating and linking such community resources 

as required by the target population;  
c.   the sufficient number of staff to meet the case management service needs of the 

target population;  
d.  an administrative capacity to ensure quality of services in accordance with State and 

Federal requirements;  
e. a financial management capacity and system that provides a record of services and 

costs;  
f. the capacity to document and maintain individual case records in accordance with 

State and Federal requirements; and 
g.   provide an interdisciplinary team which meets the targeted case management team  

qualifications described below. 
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Targeted Case Management Team Qualifications: 
 
Case Management must be provided by a multi-disciplinary team working under the 
authority of a targeted case management entity/provider that consists of unlicensed staff 
and licensed health professionals operating within their State law-defined scope of 
practice. Teams must have adequate knowledge and experience to provide 
comprehensive and specialized case management services to children with very 
complex medical needs.  The team must provide 24/7 on-call coverage to respond to 
medical and care coordination needs and demonstrate referral and effective working 
relationships with specialists/subspecialists and other health care and social service 
providers who are essential to the care of beneficiaries with very complex medical 
needs. 
 
At a minimum, the team must include the following: 
 
• At least one provider with medical/surgical experience delivering pediatric hospital or 

specialty clinic services to medically complex individuals under the age of 21 who 
regularly experience hospitalization and/or surgery;  

• At least one Medicaid enrolled, licensed pediatrician in possession of or eligible for 
pediatric specialty board certification.  Experience and/or training in palliative care 
recommended;  

• At least one Medicaid enrolled, licensed NPP with at least two years of professional 
pediatric experience.  A NPP is a healthcare professional licensed as a nurse 
practitioner, physician assistant, or a clinical nurse specialist; 

• At least one licensed master’s prepared Clinical Social Worker with at least two 
years of professional pediatric experience; and  

• At least one licensed Registered Nurse with at least two years of professional 
pediatric experience;  

• At least one individual with Bachelor of Arts or science in an academic, business, or 
medical discipline with experience as a hospital or clinic coordinator with a 
background in health care who is knowledgeable about case management or care 
coordination services for individuals with complex health needs who have hospital 
admissions or have had/need surgery; and 

• A program assistant with a background in health care operations, referrals, 
scheduling, and patient services. 

 
A licensed pediatric behavioral health provider is recommended to be part of this team as 
case management will identify and require case management for all needs including 
psychosocial needs. 
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Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 
 

1. Eligible individuals will have free choice of any qualified Medicaid provider within 
the specified geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of 
other medical care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
____ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: 

 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be 
used to restrict an individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition 
receipt of case management (or targeted case management) services on the 
receipt of other Medicaid services, or condition receipt of other Medicaid services 
on receipt of case management (or targeted case management) services; and 

• Providers of case management services do not exercise the agency’s authority to 
authorize or deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose.  
 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 
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Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 
 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements (42 CFR 441.18(c)). 
 
FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)). 
 



Supplement 1 to Attachment 3.1-A 
Page 1-I-1   

State Plan under Title XIX of the Social Security Act 
State/Territory: Michigan 

TARGETED CASE MANAGEMENT SERVICES 
 

 

                                                                                                                                                            
 
TN#  24-0006                     Approval Date SEPT 18, 2024      Effective Date  10/01/2024     
 
Supersedes TN#  New Page   

Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)):  
 

The target group consists of children under 21 years of age with a serious mental illness 
(SMI), serious emotional disturbance (SED), or intellectual or developmental disability 
(I/DD), with most intensive behavioral health and other physical health or health-related 
social needs as identified by the TCM who may be served by multiple child-serving 
systems, and/or may be at risk of out-of-home placement if not for the provision of TCM.   
 
TCM for this target group is provided at a higher intensity and frequency than TCM for 
Target Group A, and it is expected that individuals may be referred to this TCM when 
higher intensity and/or frequency is needed or higher level need is identified.  It is also 
expected that individuals may continue TCM in target group A if their level of need or 
intensity decrease as a result of being connected to services and resources. 
 
This comprehensive and intensive TCM in combination with any identified or current 
“wraparound services” is often referred to by the Michigan Department of Health and 
Human Services (MDHHS) Medicaid Program as Intensive Care Coordination with 
Wraparound (ICCW). This TCM represents the case management component only 
which includes assessment, care plan development and updating, monitoring, referral to 
services and related activities in accordance with 42 CFR § 440.169. 

 
X Target group includes individuals transitioning to a community setting. Case- 
management services will be made available for up to 180 consecutive days of a 
covered stay in a medical institution. The target group does not include individuals 
between ages 22 and 64 who are served in Institutions for Mental Disease or individuals 
who are inmates of public institutions). (State Medicaid Directors Letter (SMDL), July 25, 
2000) 

 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
X  Entire State 
  Only in the following geographic areas:  

 
Comparability of services (§§1902(a)(10)(B) and 1915(g)(1)) 
  Services are provided in accordance with §1902(a)(10)(B) of the Act. 
X  Services are not comparable in amount duration and scope (§1915(g)(1)). 

 
Definition of services (42 CFR 440.169): Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services. Targeted 
Case Management includes the following assistance: 

 
• Comprehensive assessment and periodic reassessment of individual needs, to 

determine the need for any medical, educational, social or other services. These 
assessment activities include 
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• taking client history;
• identifying the individual’s needs and completing related documentation; and
• gathering information from other sources such as family members, medical

providers, community service agencies, and educational professionals (if
necessary), to form a complete assessment of the eligible individual;

Assessments will be conducted no less than quarterly or more based on the needs and 
circumstances of the child, youth, or young adult and their families including, but not 
limited to, whenever there is a significant change in need or circumstance. 

 Development (and periodic revision) of a specific care plan that is based on the
information collected through the assessment that
• specifies the goals and actions to address the medical, social, educational, and

other services needed by the individual, including services which are for the
direct benefit of the child

• includes activities such as ensuring the active participation of the eligible
individual, and working with the individual (or the individual’s appropriate legal
representative) and others to develop those goals; and

• identifies a course of action to respond to the assessed needs of the eligible
individual;

 Referral and related activities (such as scheduling appointments for the individual) to
help the eligible individual obtain needed services including
• activities that help link the individual with medical, social, educational providers,

or other programs and services that are capable of providing needed services to
address identified needs and achieve goals specified in the care plan including
those for the direct benefit of the child as noted above; and

 Monitoring and follow-up activities:
• activities and contacts that are necessary to ensure the care plan is implemented

and adequately addresses the eligible individual’s needs, and which may be with
the individual, family members, service providers, or other entities or individuals
and conducted as frequently as necessary, and including at least one annual
monitoring, to determine whether the following conditions are met:

o services are being furnished in accordance with the individual’s care plan;
o services in the care plan are adequate; and
o changes in the needs or status of the individual are reflected in the care

plan. Monitoring and follow-up activities include making necessary
adjustments in the care plan and service arrangements with providers.

Monitoring is conducted at a minimum, once per month, to determine if the services 
and supports have been delivered, and if they are adequate to meet the needs of the 
child/youth/young adult and their family. Monitoring may be conducted telephonically or 
in person.   
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X Case management includes contacts with non-eligible individuals that are directly related 
to identifying the eligible individual’s needs and care, for the purposes of helping the eligible 
individual access services; identifying needs and supports to assist the eligible individual in 
obtaining services; providing case managers with useful feedback, and alerting case 
managers to changes in the eligible individual’s needs. 
(42 CFR 440.169(e)) 

Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 

Targeted Case Management Entity Provider Qualifications:  
Given the complexity of this target group, and the likelihood of needed behavioral health 
services, MDHHS requires that TCM organizations who are providers of this TCM include 
case managers and supervisors referred to as facilitators and supervisors of ICCW as well as 
Child Mental Health Professionals (CMHPs) and Qualified Intellectual Disability Professionals 
(QIDPs) as part of the interdisciplinary team which meets the qualifications described below. 

Facilitators: 
• Must achieve and maintain MDHHS ICCW certification (provisional approval may be

granted to facilitators through a MDHHS provisional approval process);
• Must complete Person-Centered Planning and Self-Determination trainings; and
• Must hold a bachelor’s degree in any field and be supervised by a Child Mental Health

Professional (CMHP) when providing TCM to youth with SED, SMI, or Qualified
Intellectual Disability Professional (QIDP) when providing TCM to youth with I/DD.

Supervisors: 
• Must achieve and maintain MDHHS ICCW certification;
• Must complete Person-Centered Planning and Self-Determination trainings; and
• Must be a CMHP for TCM of youth with SED, SMI, or QIDP for TCM of youth with

I/DD.

CMHP Supervisors: 
• Must have:

o specialized training and one year of experience in the examination, evaluation,
and treatment of minors and their families.

• Must be:
o a physician, licensed or limited license psychologist, licensed or limited-licensed

master’s social worker, licensed or limited-licensed professional counselor, or
registered nurse; or

o an individual with at least a bachelor’s degree in a mental health-related field
from an accredited school who is trained and has three years supervised
experience in the examination, evaluation, and treatment of minors and their
families; or

o an individual with at least a master’s degree in a mental health-related field
from an accredited school who is trained and has one year of experience in the
examination, evaluation and treatment of minors and their families.
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QIDP Supervisors: 
• Must have:

o specialized training (including fieldwork and/or internships associated with
the academic curriculum where the student works directly with persons with
intellectual or developmental disabilities as part of that experience); or

o one year of experience in treating or working with a person who has
intellectual disability;

• Must be:
o a licensed or limited licensed psychologist, physician, educator with a

degree in education from an accredited program, social worker, physical
therapist, occupational therapist, speech-language pathologist, audiologist,
behavior analyst, registered nurse, dietician, therapeutic recreation
specialist, a licensed/limited-licensed professional counselor; or

o a human services professional with at least a bachelor’s degree in a human
services field.

Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within
the specified geographic area identified in this plan.

2. Eligible individuals will have free choice of any qualified Medicaid providers of
other medical care under the plan.

Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
_X__ Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services. 

Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be
used to restrict an individual’s access to other services under the plan.

• Individuals will not be compelled to receive case management services, condition
receipt of case management (or targeted case management) services on the
receipt of other Medicaid services, or condition receipt of other Medicaid services
on receipt of case management (or targeted case management) services; and

• Providers of case management services do not exercise the agency’s authority to
authorize or deny the provision of other services under the plan.

Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
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program authorities for this same purpose. 

Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 

Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 

Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 

FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 
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Target Group (42 Code of Federal Regulations 441.18(a)(8)(i) and 441.18(a)(9)): 

Target Group consists of unhoused beneficiaries over the age of 18 who are 
discharging from an inpatient hospital admission for an acute condition and not 
continuing care through an extended hospital admission, skilled nursing facility 
admission, in-patient psychiatric admission, or other Medicaid inpatient services who 
meet all the following criteria: 

• homeless as defined by Housing and Urban Development as homeless
category 1: literally homeless

• has an acute condition that can be addressed in a less than a year.
• medically stable, independently mobile, and be able to perform their own

activities of daily living (ADLs).
• able to manage medications and durable medical equipment independently.
• have a need for short-term supportive services and intensive case

coordination.
• be at risk for re-hospitalization or severe complications without the support of

recuperative care services.

 Target group includes individuals transitioning to a community setting. Case- 
management services will be made available for up to    consecutive 
days of a covered stay in a medical institution. The target group does not include 
individuals between ages 22 and 64 who are served in Institutions for Mental Disease or 
individuals who are inmates of public institutions). (State Medicaid Directors Letter 
(SMDL), July 25, 2000) 

Areas of State in which services will be provided (§1915(g)(1) of the Act): 
X Entire State 

Only in the following geographic areas: [Specify areas] 

Comparability of services (§§1902(a)(10)(B) and 1915(g)(1)) 
 Services are provided in accordance with §1902(a)(10)(B) of the Act. 
X Services are not comparable in amount duration and scope (§1915(g)(1)). 

Definition of services (42 CFR 440.169): Targeted case management services are 
defined as services furnished to assist individuals, eligible under the State Plan, in 
gaining access to needed medical, social, educational and other services. Targeted 
Case Management includes the following assistance: 

• Comprehensive assessment and periodic reassessment of individual needs, to
determine the need for any medical, educational, social or other services. These
assessment activities include
• taking client history;
• identifying the individual’s needs and completing related documentation; and
• gathering information from other sources such as family members, medical

providers, social workers, and educators (if necessary), to form a complete
assessment of the eligible individual;
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• completing initial assessments and periodic reassessments that evaluate a 
range of service needs to help establish and update what is important for 
the individual in a way that is important to the individual, with the following 
frequency: 

• an initial assessment is conducted upon discharge from an 
inpatient admission 

• a reassessment is conducted at least quarterly or when there are 
significant changes in the individual’s health or functional status, 
or significant changes in the individual’s network of allies (i.e. death 
of a primary caregiver) 

 
 Development (and periodic revision) of a specific care plan that is based on the 

information collected through the assessment that 
• specifies the goals and actions to address the medical, social, educational, and 

other services needed by the individual; 
• includes activities such as ensuring the active participation of the eligible 

individual, and working with the individual (or the individual’s authorized health 
care decision maker) and others to develop those goals; and 

• identifies a course of action to respond to the assessed needs of the eligible 
individual; 

 Referral and related activities (such as scheduling appointments for the individual) to 
help the eligible individual obtain needed services including 
• activities that help link the individual with medical, social, educational providers, 

or other programs and services that are capable of providing needed services to 
address identified needs and achieve goals specified in the care plan; and 

 Monitoring and follow-up activities: 
• activities and contacts that are necessary to ensure the care plan is implemented 

and adequately addresses the eligible individual’s needs, and which may be with 
the individual, family members, service providers, or other entities or individuals 
and conducted as frequently as necessary, and including at least one annual 
monitoring, to determine whether the following conditions are met: 

o services are being furnished in accordance with the individual’s care plan; 
o services in the care plan are adequate; and 
o changes in the needs or status of the individual are reflected in the care 

plan. Monitoring and follow-up activities include making necessary 
adjustments in the care plan and service arrangements with providers.  

o Monitoring must be an in-person encounter and is provided on at least 
a weekly basis, unless otherwise indicated by the needs and 
circumstances of the individual and/or family. 
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  X  Case management includes contacts with non-eligible individuals that are directly 
related to identifying the eligible individual’s needs and care, for the purposes of helping 
the eligible individual access services; identifying needs and supports to assist the 
eligible individual in obtaining services; providing case managers with useful feedback, 
and alerting case managers to changes in the eligible individual’s needs. 
(42 CFR 440.169(e)) 

 
Qualifications of providers (42 CFR 441.18(a)(8)(v) and 42 CFR 441.18(b)): 
Case Management Provider Organizations - Must be enrolled as a Michigan Medicaid 
provider and  can demonstrate the following criteria: 
 

a. the capacity to provide all core elements of case management services 
including: 

• comprehensive client assessment 
• comprehensive care/service plan development 
• linking/coordination of services 
• monitoring and follow-up of services 
• reassessment of the client’s status and needs 

b. case management experience in coordinating and linking such community 
resources as required by the target population; 

c. experience with the target population; 
d. the sufficient number of staff to meet the case management service needs of 

the target population; 
e. an administrative capacity to ensure quality of services in accordance with State 

and Federal requirements; 
f. a financial management capacity and system that provides a record of services 

and costs; and 
g. the capacity to document and maintain individual case records in accordance 

with State and Federal requirements. 
 
The targeted case management provider must have the capability to coordinate with the 
individual’s health plan and the individual facilitating discharge post-hospitalization.  The 
targeted case management provider must employ a qualified case manager who is 
licensed to practice in accordance with Michigan law.  Documentation of the provider’s 
qualifications and credentials must be maintained by the targeted case management 
provider. 
 
Qualified Case Manager 
Qualified case managers may provide all components of targeted case management within 
their scope of practice.  A qualified case manager must meet one of the following criteria: 

• Licensure as a Registered Nurse by the Michigan Department of Licensing and 
Regulatory Affairs and at least one year of experience providing community health 
or case management services; or 
• Licensure as a fully licensed Clinical Social Worker by the Michigan Department 
of Licensing and Regulatory Affairs and at least one year of experience providing 
social work or case management services. 
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Physician or Non-Physician Practitioner (NPP) 
A Medicaid enrolled physician or NPP licensed by the Michigan Department of Licensing 
and Regulatory Affairs must provide general supervision of the case manager.  An NPP is 
a healthcare professional licensed as a nurse practitioner, physician assistant, or a clinical 
nurse specialist. 
 
Freedom of choice (42 CFR 441.18(a)(1)): 
The State assures that the provision of case management services will not restrict an 
individual’s free choice of providers in violation of section 1902(a)(23) of the Act. 

1. Eligible individuals will have free choice of any qualified Medicaid provider within 
the specified geographic area identified in this plan. 

2. Eligible individuals will have free choice of any qualified Medicaid providers of 
other medical care under the plan. 

 
Freedom of Choice Exception (§1915(g)(1) and 42 CFR 441.18(b)): 
  Target group consists of eligible individuals with developmental disabilities or 
with chronic mental illness. Providers are limited to qualified Medicaid providers of case 
management services capable of ensuring that individuals with developmental 
disabilities or with chronic mental illness receive needed services: [Identify any 
limitations to be imposed on the providers and specify how these limitations 
enable providers to ensure that individuals within the target groups receive 
needed services.] 

 
Access to Services (42 CFR 441.18(a)(2), 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)): 
The State assures the following: 

• Case management (including targeted case management) services will not be 
used to restrict an individual’s access to other services under the plan. 

• Individuals will not be compelled to receive case management services, condition 
receipt of case management (or targeted case management) services on the 
receipt of other Medicaid services, or condition receipt of other Medicaid services 
on receipt of case management (or targeted case management) services; and 

• Providers of case management services do not exercise the agency’s authority to 
authorize or deny the provision of other services under the plan. 

 
Payment (42 CFR 441.18(a)(4)): 
Payment for case management or targeted case management services under the plan 
does not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose. 

 
Case Records (42 CFR 441.18(a)(7)): 
Providers maintain case records that document for all individuals receiving case 
management as follows: (i)The name of the individual; (ii) The dates of the case 
management services; (iii)The name of the provider agency (if relevant) and the person 
providing the case management service; (iv) The nature, content, units of the case 
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management services received and whether goals specified in the care plan have been 
achieved; (v) Whether the individual has declined services in the care plan; (vi) The 
need for, and occurrences of, coordination with other case managers; (vii) A timeline for 
obtaining needed services; (viii) A timeline for reevaluation of the plan. 

 
Limitations: 
Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities are an integral and inseparable component of another covered Medicaid 
service (State Medicaid Manual (SMM) 4302.F). 

Case management does not include, and Federal Financial Participation (FFP) is not 
available in expenditures for, services defined in §440.169 when the case management 
activities constitute the direct delivery of underlying medical, educational, social, or other 
services to which an eligible individual has been referred, including for foster care 
programs, services such as, but not limited to, the following: research gathering and 
completion of documentation required by the foster care program; assessing adoption 
placements; recruiting or interviewing potential foster care parents; serving legal papers; 
home investigations; providing transportation; administering foster care subsidies; 
making placement arrangements. (42 CFR 441.18(c)) 

 
FFP only is available for case management services or targeted case management 
services if there are no other third parties liable to pay for such services, including as 
reimbursement under a medical, social, educational, or other program except for case 
management that is included in an individualized education program or individualized 
family service plan consistent with §1903(c) of the Act. (§§1902(a)(25) and 1905(c)) 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

CASE MANAGEMENT SERVICES 

F. The State assures that the provision of case management services will 
not restrict an individual's free choice of providers in violation of 
section 1902(a)(23) of the Act. 

1. Eligible recipients will have free choice of the providers of case 
management services 

2. Eligible recipients will have free choice of the provider of other 
medical care under the plan. 

G: Payment for case management services under the plan does not duplicate 
payments made to public agencies or private entities under other program 
authorities for this same purpose. 

TN No. qa - 2  4 Approval Date 8 - L  --Pa Effective Date 07-01-92 

Supersedes 

TN No. 86-5 
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State of Michigan 
PACE State Plan Amendment Pre-Print 

TN No.:  18-0002  Approval Date:  May 31, 2018 Effective Date:      1/01/18     

Supersedes 
TN NO.:     00-11  

Name and address of State Administering Agency, if different from the State Medicaid Agency. 
____________________________________________________________________________ 
____________________________________________________________________________ 

I. Eligibility

The State determines eligibility for PACE enrollees under rules applying to community 
groups. 

A._X_ The State determines eligibility for PACE enrollees under rules applying to 
institutional groups as provided for in section 1902(a)(10)(A)(ii)(VI) of the Act (42 
CFR 435.217 in regulations).  The State has elected to cover under its State plan the 
optional categorically needy eligibility groups specified under these provisions in the 
statute and regulations.  The applicable groups are: 
Please see page 1a of Supplement 2, ATTACHMENT 3.1-A 

B. _____The State determines eligibility for PACE enrollees under rules applying to
institutional groups, but chooses not to apply post-eligibility treatment of income rules
to those individuals.  (If this option is selected, skip to II – Rates and Payments)

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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State of Michigan 
PACE State Plan Amendment Pre-Print 

I. Eligibility 
B. The applicable institutional eligibility groups the State has elected to cover, identified 
by statutory and/or regulatory reference. 

TN No. 00-1 1 Approval Date j'-3-* / Effective Date iOt01100 

Eligibility Groups 

A special income level equal to 300% 
of the SSI Federal benefit. 
Medically needy without spend down in 
States which also provide Medicaid to 
recipients of SSI. 
Aged and disabled who have income at 
100% of the Federal Poverty Level 
(FPL.) 

Supersedes 
TN No. NIA - new Daae 

Statutory andlor Regulatory 
Reference 
42 CFR 435.236 
42 CFR 435.17 
42 CFR 435.320 
42 CFR 435.322 
42 CFR 435.324 
Social Security Act 
Section 1 902 (m)1902(r)(2.) 

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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PACE Setvices (continued): 

C. The State determines eligibility for PACE enrollees under rules applying to 
institutional groups, and applies post-eligibility treatment of income rules to those 
individuals as specified below. Note that the post-eligibility treatment of income 
rules specified below are the same as those that apply to the State's approved 
HCBS waiver(s). 

Regular Post Eligibility 

X SSI State: 'The State is using the post-eligibility rules at 42 CFR 435.726. 1. - 
Payment for PACE services is reduced by the amount remaining after 
deducting the following amounts from the PACE enrollee's income. 

(a). Sec. 435.726 - States which do not use more restrictive eligibility 
requirements than SSI. 

1. Allowances for the needs of the: 
(A) Individual (check one) 

The following standard included under the State plan 1. - 
(check one): 

SSI (a) - 
(b) - Medically Needy 
(c) -The special income level for the institutionalized 
(dl - Percent of the federal poverty level: % 

Other (specify): (el - 
2. X The following dollar amount: $300% of Federal 

Benefit Rate 
Note: If this amount changes, this item will be revised 

3- - The following formula is used to determine the 
needs allowance: 

Note: If the amount protected for PACE enrollees in item 1 is equal to, or greater than the maximum 
amount of income a PACE enrollee may have and be eligible under PACE, enter NIA in items 2 and 3. 

(B) Spouse only (check one): 
1.- SSI Standard 
2. - Optional State Supplement Standard 
3. - Medically Needy Income Standard 

TN No. 00-11 Approval Date d -3 -8s-ol Effective Date 1 010 1100 

Supersedes 
TN No. NIA - new paae 
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State of Michigan 
PACE State Plan Amendment Pre-Print 

PACE Semices (continued): 
(B) Spouse only (continued) 

4- - The following dollar amount $ 
Note: If this amount changes, this item will be revised. 

5. - The following percentage of the following standard that is 
not greater than the standards above: % of 
standard. 

6-  - The amount is determined using the following formula: 

7. - Not applicable (NIA) 

(B) Family (check one): 
1.- AFDC need standard 
2- - Medically needy income standard 

The amount specified below cannot exceed the higher of the need standard for a family of the 
same size used to determine eligibility under the State's approved AFDC plan or the medically 
needy income standard established under 435.81 1 for a family of the same size. 

3- - The following dollar amount: $ 
Note: If this amount changes, this item will be revised. 

4- - The following percentage of the following standard that is 
not greater than the standards above: % of 
standard. 

5- - The amount is determined using the following formula: 

6- - Other: 
7- - Not applicable (NIA) 

(2). Medical and remedial care expensed in 42 CFR 435.726 

Regular Post Eligibility 

2. - 209 (b) State, a State that is using more restrictive eligibility requirements than SSI. The 
State is using the post-eligibility rules at 42 CFR 435.735. Payment for PACE services is reduced by the 
amount remaining after deducting the following amounts for the PACE enrollee income. 

(a) 42 CFR 435.735 - States using more restrictive requirements than SSI. 

1. Allowances for the needs of the 
(A) Individual (check one): 

n 
TN No. 00-1 1 Approval Date 6 -3 Effective Date 10101 100 

Supersedes 
TN No. NIA - new Paae 
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State of Michigan 
PACE State Plan Amendment Pre-Print 

PACE Services (Allowances for the needs of the individual - continued): 

1 .  The following standard included under the State Plan (check one): 
(a)- SS I 
( b )  Medically Needy 

The special income level for the institutionalized (4- 
( d )  Percent of the Federal Poverty Level: % 
(el- Other (specify): 

2. - The following dollar amount $ 
Note: If this amount changes, this item will be revised. 

3. - The following formula is used to determine the needs allowance: 

Note: If the amount protected for PACE enrollees in item 1 is equal to, or greater than the maximum 
amount of income a PACE enrollee may have and be eligible under PACE, enter N/A in items 2 and 3. 

(B) Spouse only (check one): 
1. - The following standard under 42 CFR 435.121: 

2. - The Medically needy income standard 

3. - The following dollar amount $ 
Note: If this amount changes, this item will be revised. 

4. - The following percentage of the following standard that is not 
greater than the standards above: % of standard. 

5. - The amount is determined using the following formula: 

6. - Not applicable (N/A) 

C) Family (check one): 
1. - AFDC need standard 
2. - Medically needy income standard 

The amount specified below cannot exceed the higher of the need standard for a family of the 
same size used to determine eligibility under the State's approved AFDC plan or the medically 
needy income standard established under 435.81 1 for a family of the same size. 

3. - The following dollar amount: $ 
Note: If this amount changes, this item will be revised. 

D 
TN No. 00-1 1 Approval Date d '3 4 a - 7  . Effective Date 10/01/00 

Supersedes 
TN No. N/A - new Daae 
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State of Michigan 
PACE State Plan Amendment Pre-Print 

PACE Services (Allowances for the needs of the family - continued): 

4. - The following percentage of the following standard that is not 
greater than the standards above: % of 
standard. 

5.- The amount is determined using the following formula: 

6-  - Other 
7. - Not applicable (NIA) 

(b) Medical and remedial care expenses specified in 42 CFR 435.735 

Spousal Post Eligibility 

3. - State uses the post-eligibility rules of Section 1924 of the Act (spousal impoverishment 
protection) to determine the individual's contribution toward the cost of PACE services if it 
determines the individual's eligibility under section 1924 of the Act. There shall be 
deducted from the individual's monthly income a personal needs allowance (as specified 
below), and a community spouse's allowance, a family allowance, and an amount for 
incurred expenses for medical or remedial care, as specified in the State Medicaid plan. 

(a) Allowances for the needs of the: 

1. Individual (check one): 

(A)-The following standard included under the State plan (check one): 
1. - SSI - 

2.- Medically Needy 
3. - The special income level for the institutionalized 
4. - Percent of the Federal Poverty Level: % 
5. - Other (specify): 

(8) - The following dollar amount: $ 
Note: If this amount changes. this item will be revised. 

(C) - The following formula is used to determine the needs allowance: 

If this amount is different than the amount used for the individual's maintenance allowance under 42 CFR 
435.726 or 42 CFR 435.735, explain why you believe that this amount is reasonable to meet the 
individual's maintenance needs in the community: 

n ,  
TN No. 00-1 1 Approval Date 6 ~3 /.38.r / Effective Date 10/01/00 

Supersedes 
TN No. N/A - new paqe 
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State of Michigan 
PACE State Plan Amendment Pre-Print 

___________________________________________________________________ 

TN No.:  18-0002  Approval Date:  May 31, 2018 Effective Date:      1/01/18     

Supersedes 
TN NO.:     00-11  
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State of Michigan 

Program of All-Inclusive Care for the Elderly (PACE) 
___________________________________________________________________ 

TN No.:  18-0002  Approval Date:  May 31, 2018 Effective Date:      1/01/18     

Supersedes 
TN NO.:     11-02  

II. Rates and Payments

A. The State assures CMS that the capitated rates including any incentive payment will be less
than the cost to the agency of providing those same fee-for-service State plan approved services
on a fee-for-service basis, to an equivalent non-enrolled population group based upon the
following methodology. The State submits a detailed description of the amount would
otherwise paid (AWOP) in the Actuarial Notes provided as part of the annual rate certification
review.  Please refer to supplement 2 attachment 3.1-A page 7a for a description of the rate
setting methodology specific to Michigan.

1._X__ Rates are set at a percent of fee-for-service costs 
2.___ Experience-based (contractors/State’s cost experience or encounter date)(please 

describe) 
3.___ Adjusted Community Rate (please describe) 
4.___ Other (please describe) 

B. X  The rates were set in a reasonable and predictable manner. A letter from an actuarial
consulting firm under contract with the State and supporting the rates shall be submitted with the
proposed rates for every rebasing year and may be submitted with the rates for other years at the
State's discretion. The Medicaid portion of the PACE rates will be rebased at least every fourth
year by selecting a time period where costs and eligibility data have been stable and computing
the costs of persons who have met the nursing home level of care, including individuals who
utilize the MI Choice Home and Community Based Services Waiver for the Elderly and
Disabled. Costs are analyzed in seven provider type categories: nursing facility, home and
community based waiver, inpatient hospital facility, outpatient hospital facility, physician
services, ancillary services, and pharmacy. These cost components are computed using Medicaid
claims and eligibility data stored on the Michigan data warehouse.

Costs are then aggregated into per member per month costs and updated for
inflation and other trends to bring them into the proposed payment period using adjustment
factors. Rates are discounted at least five percent from the projected costs for the eligible PACE
population. In the analysis for the rebasing years and the years subsequent to rebasing
computations, base rates are updated using trend factors for each provider type cost category.
Global Insight Skilled Nursing Home Market Basket, without capital, is utilized to trend the
nursing facility cost category. State Medicaid actuarial trend projections are used for the
remaining provider categories within the designated geographic areas defined below. These
trend factors may then be adjusted to account for the projected effects of policy changes
unanticipated by the Global Insight national industry trend or implemented after the base time
period used in estimating the Medicaid Actuarial trends.

January 1, 2025 Version.  . .  .     This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Program of All-Inclusive Care for the Elderly (PACE) 

TN NO.:   11-02____    Approval Date: __      ____  Effective Date:  10/01/2011 

Supersedes 
  _04-11_

OCT 20 2011 

Michigan will calculate rates annually for each of the following regions.   

REGION CONFIGURATION
REGION COUNTY

1 Wayne 
2 Oakland 
3 Lapeer, Macomb, Saint Clair, Sanilac 
4 Hillsdale, Jackson, Lenawee, Livingston, Monroe, Washtenaw 
5 Barry, Clinton, Eaton, Gratiot, Ingham, Ionia, Shiawassee 
6 Arenac, Bay, Genesee, Huron, Midland Saginaw, Tuscola
7 Berrien, Branch, Calhoun, Cass, Kalamazoo, Saint Joseph, Van 

Buren 
8 Kent 
9 Allegan, Lake, Mason, Mecosta, Montcalm, Muskegon, Newaygo, 

Oceana, Ottawa  
10 Alcona, Alpena, Antrim, Benzie, Charlevoix, Cheboygan, Clare, 

Crawford, Emmet, Gladwin, Grand Traverse, Iosco, Isabella, 
Kalkaska, Leelanau, Manistee, Missaukee, Montmorency, Ogemaw, 
Osceola, Oscoda, Otsego, Presque Isle, Roscommon, Wexford  

11 Alger, Baraga, Chippewa, Delta, Dickinson, Gogebic, Houghton, 
Iron, Keweenaw, Luce, Mackinac, Marquette, Menominee, 
Ontonagon, Schoolcraft  

PACE organizations will receive an incentive bonus or penalty that will be 
administered after the end of the rate year once the PACE organization’s 
monthly enrollment reaches 150 participants by the first month of the proposed 
rate year.  This adjustment is designed to minimize the number of voluntary 
disenrollments the PACE organization experiences.  This adjustment will be 
based on the region’s average skilled nursing care costs and the estimated 
number of fee-for-service skilled nursing care days the PACE organization 
avoids by maintaining an attractive provider network and overall program.  
Voluntary disenrollment rates of less than 5% will entitle the PACE organization 
to a bonus while rates higher than 5% will result in a monetary penalty. 

Should a catastrophic event occur, the voluntary disenrollment penalty will be 
suspended.  The State will notify CMS of the suspension and define the nature 
of the catastrophic event.  These events are defined as floods, nuclear accident, 
wild fire, etc.  This list is meant to be expository and not definitive in nature. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Program of All-Inclusive Care for the Elderly (PACE) 
___________________________________________________________________ 

TN No.:  18-0002  Approval Date:  May 31, 2018 Effective Date:      1/01/18     

Supersedes 
TN NO.:     04-11  

C. X  The State will submit all capitated rates to the CMS Regional Office for prior
approval.

III. Enrollment and Disenrollment: For both State Medicaid Agencies and State Administering
Agencies, the State assures that it has developed and will implement procedures for the
enrollment and disenrollment of participants in the State's management information system,
including procedures for any adjustment to account for the difference between the estimated
number of participants on which the prospective monthly payment was based and the actual
number of participants in that month. In cases where the State Medicaid Agency is separate from
the State Administering Agency, the State Medicaid Agency assures that there is a process in
place to provide for dissemination of enrollment and disenrollment data between the two
agencies.

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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STATE OF MICHIGAN  
PACE State Plan Amendment Pre-Print 
Enrollment and Disenrollment (cont) 

______________________________________________________________________ 

TN NO.: 18-0002     Approval Date:  May 31, 2018  Effective Date:  1-01-2018 

Supersedes 
TN No.: 00-11 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  



Supplement 2 
Attachment 3.1-A 
Page 7.1.b 

STATE OF MICHIGAN  
PACE State Plan Amendment Pre-Print 

____________________________________________________________________ 

TN NO.: 18-0002     Approval Date:  May 31, 2018 Effective Date:  1/01/18 

Supersedes 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE OF MICHIGAN 

PACE 
________________________________________________________________________________ 

______________________________________________________________________ 

TN NO.: 18-0002     Approval Date:  May 31, 2018 Effective Date:  01/1/2018 

Supersedes 
TN No.: 05-01 
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TN No.:  18-0002  Approval Date:  May 31, 2018 Effective Date:      1/01/18     
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STATE PLAN UNDER 'TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Requirements Relating to Covered Outpatient Drugs 
For the Categorically and Medically Needy 

1935(d)(1) Effective January 1,2006, the Medicaid agency will not cover 
any Part D drug for full-benefit dual eligible individuals who are 
entitled to receive Medicare benefits under Part A or Part B. 

TN NO.: 05-1 9 Approval Date: FEB 2 4 20D6 Effective Date: 111 12006 

Supersedes 
TN No.: NIA new paqe 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 



Attachment 3.1-A.1 
Page 2 
  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Requirements Relating to Covered Outpatient Drugs 
For the Categorically and Medically Needy 

 

 
TN NO.: 23-0022    Approval Date: NOV 29, 2023  Effective Date:  07/1/2023 
 
Supersedes   
TN No.:   21-0018    

Citation(s)  Provision(s) 
   
1927(d)(2) and 
1935(d)(2) 

1. The Medicaid agency provides coverage for the following excluded or 
otherwise restricted drugs or classes of drugs, or their medical uses to all 
Medicaid recipients, including full benefit dual eligible beneficiaries under the 
Medicare Prescription Drug Benefit – Part D 

   
 ☒ The following excluded drugs are covered: 
   
 ☒ (a) select agents when used for anorexia, weight loss, weight gain as listed 

on the MDHHS website  
 

 ☐ (b) agents when used to promote fertility  
   

 ☐ (c) agents when used for the symptomatic relief cough and colds  
 

 ☒ (d) select prescription vitamins and mineral products, except prenatal 
vitamins and fluoride as listed on the MDHHS website  

 
 ☒ (e) select nonprescription drugs as listed on the MDHHS website  

 
 _ (f) covered outpatient drugs which the manufacturer seeks to require as a 

condition of sale that associated tests or monitoring services be 
purchased exclusively from the manufacturer or its designee  

   
   
   
   
   
   
   
   
 ☐ No excluded drugs are covered 

 



Attachment 3.1-B 
Page (i) - PREFACE 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

Sta te  o f  M I C H I G A N  

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S) : A1 1  groups 

PREFACE t o  Attachment 3.1-B 

The f o l l ow ing  statement app l i es  t o  a l l  se rv ices  prov ided,  as 1  i s t e d  on the  f o l l o w i n g  
pages o f  t h i s  Attachment: 

I tems o r  se r v i ces  t h a t  a re  determined t o  be exper imental  o r  i n v e s t i g a t i o n a l  
a re  no t  covered b e n e f i t s .  Such. determinat ions w i l l  be made by t h e  Medical 
Serv ices Admin is t ra t ion ,  based on q u a l i f i e d  medical  adv ice t h a t  the  i tems o r  
se r v i ces  have n o t  been gene ra l l y  accepted by t he  p ro fess iona l  medical community 
as e f f e c t i v e  and proven t reatments  f o r  the c o n d i t i o n s  f o r  which they  a r e  be ing  
used o r  a r e  t o  be used. Th is  adv ice  w i l l  o r i g i n a t e  from es tab l  ished sources 
such as Medicare, Na t iona l  I n s t i t u t e s  o f  Heal th,  Food and Drug Adm in i s t r a t i on  
(FDA), the  AMA's D iagnos t i c  and Therapeut ic Techno1 ogy Assessment (DATTA) 
Program, e tc .  The de te rmina t ions  a r e  no t  judgments t h a t  a  p h y s i c i a n ' s  cho i ce  
i s  i napp rop r i a t e  o r  t h a t  a  p a t i e n t  does n o t  need t reatment .  
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SII9TE PLAN UNDER T I W  XIX OF THE SOCIAL SECURITY ACl" 

State of MICHIGAN 

AMNNT, DURATION AND SCOPE OF MEDICAL AND REMEtlIAL CARE AND SERVIC'ES PIOVIDED 
(to the Medically Needy) 

AND MED1CAI;LY NEEDY. -RE, ATI'ACHMENP 3.1-A 

REFEX6 m rn OF THESE O R I E S .  

E f f .  0 4 / 0 1 / 8 9  
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STATE PLAN UNDER TITLE XIX Of THE SOCIAL SECURITY ACT Attachment: ::i.1-�

State of MICHIGAN 

STANDARDS AND METHODS or ASSURING HIGH QUALITY CARE 

The single State agency has signed agreements with State health agencies to 
assure that the quality of medical care provided under the Medical Assistance 
Program rneets high standards. See Attachment 4.16-A for copies of such agreements. 

In cooperation with the aforementioned health agencies, the single State agency 
provides for the following: 

1. A system of standards which must be met by health facilities, institutions
and agencies providing care under the Program.

2. Licensure based on the assurance that each institution in which Medical
Assistance clients receive medical or remedial care meets the State and
Federal standards for the provision of such care. This assurance includes
approval by the appropriate health agency of the type of service and the
level of care which each facility is authorized to provide.

3. On-site surveys and re-surveys of the health facilities, institutions and
agencies providing care under the Program to assure that they meet State
and Federal standards for the provision of medical or remedial care.

4. A program of medical audit which assures that services provided to clients
under Title XIX are consistent with their medical needs and with the objec
tives and requirements of the Progt-am, including utilization review.

5. A system of coordination between the Crippled Children and the Medical
Assistance Programs to assure that children receive care appropriate to
their medical·or rehabilitative needs.

6. A health screening program which will promote high quality care, providing
for the early detection and treatment of diseases or abnormalities in
children.

In addition, the single, State agency assures that: 

1 • .  All providers of medical o�· remedial care llllder the Medical Assistance Program, 
including medical practitioners, are licensed by the appropriate State agency 
in compliance with State licensing requirements. 

2. · All providers of medical or remedial care under the Program have signed
agreements with the single State agency, assuring that services will be
rendered in compliance with Federal requirements under Title XIX. 

3. Standards for reimbursement under the Program are related to the quality of
care provided. For example, reimbursement rates to medical practitioners
are graduated to differentiate between the services of general practitioners
and those of specialists.

4 • .  The services of medical consultants and of professional medical associations 
are utilized to the fullest extent to encoUI'age the provision of adequate 
medical care, wherever needed. 
TN No.: new 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Methods of Providing Transportation 
for the Categorically and Medically Needy 

TN NO.:  19-0010    Approval Date:  NOV 12, 2019       Effective Date: 10/01/2019 

Supersedes 
TN No.:   10-10 

In addition to ambulance benefits covered under the Medical Assistance Program, provision is made for 
assuring other essential medical transportation to and from providers of service of recipients not receiving 
transportation under the brokerage program, by the following methods: 

a) For all eligible beneficiaries, transportation expenses related to the beneficiary’s use of medical
services are paid if not otherwise available without cost to the client.  Transportation costs for all
Medicaid covered services are allowable for this purpose.  A medical transportation payment requires
an initial verification of need for the trip by the beneficiary’s licensed and treating provider if the
beneficiary requires special transportation.

b) For applicants or beneficiaries requiring medical examinations to determine factors of eligibility, i.e.,
employability, incapacity or disability, transportation related to receiving the medical examination is
paid as a part of the administrative cost of the program.

c) For applicants or beneficiaries requiring a medical examination to meet the particular needs of
children for protective services, child care services or foster care services, transportation related to
receiving the necessary medical examination is paid as an administrative cost.

d) For beneficiaries released from mental institutions, transportation is arranged through relatives and
friends, if feasible, or conveyors, when necessary, and paid as a part of administrative costs.

e) Volunteers of the DHHS volunteer services program provide transportation for many beneficiaries in
need of such service and are paid as administrative costs.

f) For all eligible beneficiaries, the DHHS worker is required, when appropriate, to enlist the aid of
relatives and friends for the purpose of helping the beneficiary obtain needed care, including meeting
the beneficiary’s needs for transportation initially and on an ongoing basis.  Workers are also
permitted, if necessary and practical, to transport clients as part of program administrative costs.

g) For all medically needy eligible beneficiaries, the application of available income provides for income
in excess of that needed for maintenance, be applied to the costs of necessary medical transportation
as well as other necessary medical or remedial care.

h) An eligible beneficiary’s transportation expenses to and from EPSDT screening sites, and to and from
initial referrals made by the screening site for diagnosis and treatment, are included as administrative
costs of the Title XIX Program.

Transportation is an administrative service, except in the areas where Michigan has an approved
Brokerage program under 440.170(a)(4).  Clients or the medical provider can request non-emergency
transportation.  The request goes to the local DHHS office and the transportation service is screened
and approved.



Attachment 3.1-D 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Methods of Providing Transportation 
for the Categorically and Medically Needy 

 

 
TN NO.:  22-0008              Approval Date:    OCT 4, 2022                            Effective Date: 9/01/2022  
 
Supersedes 
TN No.:   19-0010  
 

 
i) Transportation expenses to and from medical providers for ongoing medically necessary treatment 

are included as administrative costs of the Title XIX Program. 
 

j) Transportation expenses to and from medical providers for dual (Medicare/Medicaid) eligibles are 
included as administrative costs of the Title XIX program.  

 
k) Related travel expenses, including meals, lodging, and an attendant, are reimbursed if necessary to 

obtain medical services, and are included as an administrative cost. 
 
l) Transportation services are requested through county DHHS offices.  DHHS screens requests and 

approves the least costly, most appropriate mode of transportation available to meet the beneficiary’s 
need, including, as appropriate, commercial, public, and not-for-profit providers and agencies.  

 
 
 
MDHHS attests that all the minimum requirements outlined in 1902(a)(87) of the Social Security Act are 
met for non-emergency transportation services provided in accordance with 42 CFR 431.53 as 
administrative services, and non-emergency transportation services provided through a brokerage 
program in accordance with 42 CFR 440.170(a)(4). 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of Michigan 
 

Standards for the Coverage of Organ Transplant Services 
 

 

TN NO.:  22-0004  Approval Date: JUN 21, 2022                                 Effective Date: 4/01/2022 
 

Supersedes 
TN No.: 87-11 

 
Coverage of Organ and Tissue Transplant Services 
 
Organ and tissue transplant services, including inpatient and outpatient pre-and post-operative medical, 
surgical, hospital, and related transportation services, are covered for eligible beneficiaries when medically 
necessary.  For purposes of this coverage, the term organ is defined as kidney, liver, heart, lung, 
pancreas, intestine (including the esophagus, stomach, small and/or large intestine, or any portion of the 
gastrointestinal tract), any vascularized composite allograft, or other organ defined in The National Organ 
Transplant Act of 1984, as amended, and Hematopoietic stem/progenitor cells, cornea, bone, and skin. 
 
 
Coverage Criteria 
 
Medically necessary transplant services are covered when the transplant is likely to prolong life and 
restore a range of physical and social function to activities of daily living. All other medical and surgical 
therapies that might be expected to affect short- and long-term survival must have been tried or 
considered.  The following criteria must be satisfied for the coverage of organ transplant services: 

• Transplant services meet the requirements contained in Section 1138(b) of the Social Security Act, 
Hospital Protocols for Organ Procurement, Food and Drug administration regulations, and 
Standards for Organ Procurement Agencies.  

• Transplant services meet the general requirements for physician and hospital services. 
• In making the selection of beneficiaries undergoing the procedure, similarly situated individuals are 

treated alike. 
• Transplant Services must be reasonable in amount, duration, and scope to achieve their purpose. 

 
Facility Requirements 
 
Transplant services for organs defined in the national organ transplant act of 1984, as amended, must be 
provided in a facility that is a member of the organ procurement and transplantation network (OPTN) 
where applicable to the transplanted organ.  

 

Prior Authorization 
 
Prior authorization for organ transplant services is required for all beneficiaries, donors, and potential 
donor services related to organ transplants, with the exception of cornea and kidney.  Prior authorization 
for transplant services, where applicable, is reviewed on a case-by-case basis.  Approval is based on 
critical medical need for transplantation and a maximum likelihood of successful clinical outcomes.  
 
 
Organ Procurement Services 
 
Donor expenses, including facility costs and physician services, lodging, and transportation, incurred 
directly in connection with and immediately attributed to the transplant surgery, may be covered. The 
donor must exhaust all possible insurance sources before Medicaid is billed for the services. 
 
 



State: MI §1915(i) State plan HCBS State plan Attachment 3.1–i.1:    
TN: 23-0010 Page 1 
Effective: 10/1/23 Approved: SEP 28, 2023 Supersedes: 18-0008 
 

  

1915(i) State plan Home and Community-Based Services  

Administration and Operation 
The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit 
for elderly and disabled individuals as set forth below. 

1. Services.  (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in 
Attachment 4.19-B): 

Transition Navigator Case Management Services, Community Transition Services, Non-
Medical (Non-Emergency) Transportation, Home Modifications, HCBS Personal Care 

2. Concurrent Operation with Other Programs.  (Indicate whether this benefit will operate concurrently 
with another Medicaid authority):  

Select one:   

 Not applicable 
 Applicable 
 Check the applicable authority or authorities: 
  Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts 

with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP) 
or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act 
for the delivery of 1915(i) State plan HCBS.  Participants may voluntarily elect to receive 
waiver and other services through such MCOs or prepaid health plans.  Contracts with these 
health plans are on file at the State Medicaid agency.  Specify:  
(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);  
(b) the geographic areas served by these plans;  
(c) the specific 1915(i) State plan HCBS furnished by these plans;  
(d) how payments are made to the health plans; and 
(e) whether the 1915(a) contract has been submitted or previously approved. 

   
  Waiver(s) authorized under §1915(b) of the Act.  

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has 
been submitted or previously approved: 

  
  Specify the §1915(b) authorities under which this program operates (check each that 

applies): 
  §1915(b)(1) (mandated enrollment to 

managed care) 
 §1915(b)(3) (employ cost savings 

to furnish additional services) 

  §1915(b)(2) (central broker)  §1915(b)(4) (selective 
contracting/limit number of 
providers) 
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  A program operated under §1932(a) of the Act.  
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment 
has been submitted or previously approved: 

   
  A program authorized under §1115 of the Act.   Specify the program: 

   
 
3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.  (Select 

one): 

 The State plan HCBS benefit is operated by the SMA.  Specify the SMA division/unit that has 
line authority for the operation of the program  (select one): 
 The Medical Assistance Unit (name of unit):  
 Another division/unit within the SMA that is separate from the Medical Assistance Unit 

(name of division/unit) 
This includes 
administrations/divisions 
under the umbrella 
agency that have been 
identified as the Single 
State Medicaid Agency. 

Behavioral and Physical Health and Aging Services 
Administration 
Bureau of Aging and Community Living Services 
Aging and Community Services Division 
Home and Community Based Services Section 

 The State plan HCBS benefit is operated by (name of agency) 
 
a separate agency of the state that is not a division/unit of the Medicaid agency.  In accordance 
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the 
administration and supervision of the State plan HCBS benefit and issues policies, rules and 
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum 
of understanding that sets forth the authority and arrangements for this delegation of authority is 
available through the Medicaid agency to CMS upon request.   
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4. Distribution of State plan HCBS Operational and Administrative Functions.   

    (By checking this box the state assures that):  When the Medicaid agency does not directly conduct an 
administrative function, it supervises the performance of the function and establishes and/or approves 
policies that affect the function. All functions not performed directly by the Medicaid agency must be 
delegated in writing and monitored by the Medicaid Agency.  When a function is performed by an 
agency/entity other than the Medicaid agency, the agency/entity performing that function does not substitute 
its own judgment for that of the Medicaid agency with respect to the application of policies, rules and 
regulations.  Furthermore, the Medicaid Agency assures that it maintains accountability for the performance 
of any operational, contractual, or local regional entities. In the following table, specify the entity or entities 
that have responsibility for conducting each of the operational and administrative functions listed (check 
each that applies): 

(Check all agencies and/or entities that perform each function): 

Function 
Medicaid 

Agency 

Other State 
Operating 

Agency 
Contracted 

Entity 
Local Non-

State Entity 

1 Individual State plan HCBS enrollment     

2 Eligibility evaluation      

3 Review of participant service plans      

4 Prior authorization of State plan HCBS     

5 Utilization management      

6 Qualified provider enrollment     

7 Execution of Medicaid provider agreement     

8 Establishment of a consistent rate 
methodology for each State plan HCBS     

9  Rules, policies, procedures, and 
information development governing the State 
plan HCBS benefit 

    

10 Quality assurance and quality improvement 
activities     

 (Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function): 

Michigan Department of Health and Human Services (MDHHS), local offices establish 
Medicaid eligibility. MDHHS is the State Medicaid Agency. MDHHS uses contracted 
entities to conduct participant satisfaction and quality of life surveys. Local non-state entities 
that provide 1915(i) services will ensure the quality of staff and their client records and 
implement corrective action plans as required. 
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(By checking the following boxes the State assures that):   

5.    Conflict of Interest Standards.  The state assures the independence of persons performing 
evaluations, assessments, and plans of care.  Written conflict of interest standards ensure, at a minimum, 
that persons performing these functions are not: 

• related by blood or marriage to the individual, or any paid caregiver of the individual 
• financially responsible for the individual 
• empowered to make financial or health-related decisions on behalf of the individual 
• providers of State plan HCBS for the individual, or those who have interest in or are employed by 

a provider of State plan HCBS; except, at the option of the state, when providers are given 
responsibility to perform assessments and plans of care because such individuals are the only 
willing and qualified entity in a geographic area, and the state devises conflict of interest 
protections.  (If the state chooses this option, specify the conflict of interest protections the state 
will implement): 

 
6.    Fair Hearings and Appeals.  The state assures that individuals have opportunities for fair hearings 

and appeals in accordance with 42 CFR 431 Subpart E. 

7. No FFP for Room and Board.  The state has methodology to prevent claims for Federal financial 
participation for room and board in State plan HCBS.   

8.   Non-duplication of services.  State plan HCBS will not be provided to an individual at the same time 
as another service that is the same in nature and scope regardless of source, including Federal, state, local, 
and private entities.  For habilitation services, the state includes within the record of each individual an 
explanation that these services do not include special education and related services defined in the 
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the 
individual through a local education agency, or vocational rehabilitation services that otherwise are 
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973.  
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Number Served 
1. Projected Number of Unduplicated Individuals To Be Served Annually.   

(Specify for year one.  Years 2-5 optional): 

Annual Period From To Projected Number of Participants 
Year 1 10/1/2023 9/30/2024 2150 
Year 2 10/1/2024 9/30/2025 2175 
Year 3 10/1/2025 9/30/2026 2225 
Year 4 10/1/2026 9/30/2027 2275 
Year 5 10/1/2027 9/30/2028 2300 

2.     Annual Reporting.  (By checking this box the state agrees to): annually report the actual number of 
unduplicated individuals served and the estimated number of individuals for the following year. 

 

Financial Eligibility 
  
1.    Medicaid Eligible.  (By checking this box the state assures that):  Individuals receiving State plan 

HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have 
income that does not exceed 150% of the Federal Poverty Line (FPL).  (This election does not include the 
optional categorically needy eligibility group specified at §1902(a)(10)(A)(ii)(XXII) of the Social 
Security Act.  States that want to adopt the §1902(a)(10)(A)(ii)(XXII) eligibility category make the 
election in Attachment 2.2-A of the state Medicaid plan.) 

 
2.    Medically Needy (Select one): 

   The State does not provide State plan HCBS to the medically needy. 

   The State provides State plan HCBS to the medically needy. (Select one): 

                The state elects to disregard the requirements section of 1902(a)(10)(C)(i)(III) of 
the Social Security Act relating to community income and resource rules for the medically 
needy.  When a state makes this election, individuals who qualify as medically needy on the 
basis of this election receive only 1915(i) services. 
                 The state does not elect to disregard the requirements at section 
1902(a)(10)(C)(i)(III) of the Social Security Act. 

 

Evaluation/Reevaluation of Eligibility 

1. Responsibility for Performing Evaluations / Reevaluations.  Eligibility for the State plan HCBS benefit 
must be determined through an independent evaluation of each individual).  Independent 
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are 
performed (Select one): 
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 Directly by the Medicaid agency 
 By Other (specify State agency or entity under contract with the State Medicaid agency): 

 

 

2.     Qualifications of Individuals Performing Evaluation/Reevaluation.  The independent evaluation is 
performed by an agent that is independent and qualified.  There are qualifications (that are reasonably 
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS.  (Specify qualifications): 

MDHHS staff must have a bachelor’s degree, preferably in a health or social services field. 
Staff are trained in the needs-based criteria outlined for these State Plan services so that they 
can evaluate documentation and determine whether each applicant meets these criteria.  

 

3. Process for Performing Evaluation/Reevaluation.  Describe the process for evaluating whether 
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make 
this determination.  If the reevaluation process differs from the evaluation process, describe the differences: 

Transition Navigators obtain information from applicants using the Community Transition 
Assessment tool, which is the instrument used to make this determination. Through 
completion of this tool, the transition navigator assesses the individuals’ needs. The 
assessment tool contains information about the individual’s ability to perform ADLs and 
IADLs, informal support network, goals for community living, and available resources.  
MDHHS staff review the assessments to verify the individual has Medicaid eligibility and 
to determine if the individual meets the needs-based criteria. 

 
When MDHHS does not have enough information to make an eligibility determination, 
MDHHS staff requests additional information from the Transition Navigator. MDHHS 
reserves the right to evaluate the applicant in person to confirm the individual meets all 
eligibility requirements for 1915(i) services. 

 
During the reevaluation, transition navigators update the Community Transition 
Assessment Tool. MDHHS staff review the assessment to verify the individual continues 
to have Medicaid eligibility and to determine if the individual meets the needs-based 
criteria for continued receipt of 1915(i) service(s). 

 

4.    Reevaluation Schedule.  (By checking this box the state assures that): Needs-based eligibility 
reevaluations are conducted at least every twelve months. 

 

5.       Needs-based HCBS Eligibility Criteria.  (By checking this box the state assures that): Needs-based
 criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.  

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify 
the needs-based criteria): 
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To be eligible for 1915(i) services an individual must minimally meet one of the criteria 
listed below:  
 
Door A: “Activities of Daily Living” - The individual requires assistance to perform at 
least one activity of daily living or instrumental activity of daily living. Activities of daily 
living include bed mobility, transfers, toilet use, eating, dressing, personal hygiene, 
bathing, and locomotion. Instrumental activities of daily living include shopping, cooking, 
managing medications, using the phone, housework, laundry, public transportation, and 
managing finances; OR 
 
Door B: “Cognitive Performance” - The individual meets one of the following:  

. Needs minimal assistance in making safe decisions in familiar situations, but experiences 
some difficulty in decision-making when faced with new tasks or situations due to a short-
term memory problem; or 

. Is assessed with some difficulty making decisions in new situations or makes poor or 
unsafe decisions in recurring situations; or  

. Is assessed to be usually understood and needs assistance (i.e. little or no prompting) 
finding the right words or finishing thoughts due to a short-term memory problem; OR 
 
Door C: “Behavior” - The individual is assessed to have required assistance managing 
one of the following challenging behaviors in the last seven (7) days: wandering, verbally 
abusive, physically abusive, socially inappropriate/disruptive, or resisted care. 
 
The individual who minimally meets the needs-based criteria above must also either: 
1) Be at risk of inappropriate institutionalization because the individual is being served in 

an institution, but does not meet the level of care for that institution. OR 
2) Indicate they have changed their minds about where they choose to receive long-term 

services and supports by indicating they no longer choose to receive services in the 
institutional setting on a Freedom of Choice form. OR 

3) The beneficiary does not currently reside in a nursing facility or other institution but is 
at risk of returning to the nursing facility without the provision of services in this 
1915(i) benefit. 

 
AND have at least one of the following risk factors: 
 
1. History or at risk of inability to secure or retain housing in the community. 
2. History or at risk of inability to secure home and community-based services without 

assistance. 
3. History or at risk of inability to secure documentation needed for independent living 

without assistance, including identification cards, health insurance cards, birth 
certificate, etc. 

4. History of an unsafe or inaccessible living environment. 
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6.    Needs-based Institutional and Waiver Criteria.  (By checking this box the state assures that): There 
are needs-based criteria for receipt of institutional services and participation in certain waivers that are 
more stringent than the criteria above for receipt of State plan HCBS.  If the state has revised institutional 
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and 
participating in certain waivers on the date that more stringent criteria become effective are exempt from 
the new criteria until such time as they no longer require that level of care. (Complete chart below to 
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for 
each of the following institutions): 

 
State plan HCBS 
needs-based eligibility 
criteria 

NF (& NF LOC** waivers) ICF/IID (& ICF/IID 
LOC waivers) 

Applicable Hospital* 
(& Hospital LOC 
waivers) 

See #5 above: 
 

Must meet nursing facility 
level of care, e.g. 
demonstrate  
1) Need for assistance with 

ADLs of bed mobility, 
transfers, toilet use, or 
eating, OR 

2) Cognitive Performance 
deficits,  

a. Severely impaired in 
decision making,  

b. Short-term memory 
problem and at least 
moderately impaired 
in decision making,  

c. Short-term memory 
problem and is 
sometimes or rarely 
understood OR 

3) Physician involvement 
with unstable medical 
condition within the last 
14 days, OR 

4) Have at least one 
treatment or condition 
in the last 14 days 
including: stage 3-4 
pressure ulcers, 
intravenous or 
parenteral feedings, 
intravenous 
medications, end-stage 
care, daily 
tracheostomy, 
respiratory, or 
suctioning care, 
pneumonia, daily 
oxygen therapy, daily 
insulin with 2 order 
changes, or peritoneal 
or hemodialysis, OR 

Must meet ICF/IID 
level of care, e.g. 
current assessments 
of the beneficiary 
reflect evidence of a 
developmental 
disability and/or 
serious mental 
illness. The 
beneficiary’s 
intellectual or 
functional 
limitations indicate 
that he/she would be 
eligible for health, 
habilitative, and 
active treatment 
services provided at 
the Intermediate 
Care Facility for 
Individuals with 
Intellectual 
Disabilities 
(ICF/IID) level of 
care [U.S. PL 111-
256. 

Must meet long-term 
acute care hospital 
(LTACH) level of 
care, e.g. 1) have a 
medically complex 
condition, 2) 
demonstrate active 
comorbidities that 
require complex 
medical management 
and a 
multidisciplinary 
treatment plan to 
promote medical and 
functional 
improvement lead by 
a medical 
practitioner; and 3) 
have a reasonable 
potential to benefit 
from an intense 
medical treatment 
program. 
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5) Received at least 45 
minutes of skilled 
speech, occupational or 
physical rehabilitation 
therapies in the last 7 
days, OR 

6) Have displayed 
challenging behaviors 
(wandering, verbally 
abusive, physically 
abusive, socially 
inappropriate/disruptive, 
resisted care in 4 of the 
last 7 days, or had 
delusions or 
hallucinations in the last 
7 days. OR 

7) Be an LTSS participant 
for a year or more and 
have service 
dependency, OR 

8) Be determined 
medically frail.  

*Long Term Care/Chronic Care Hospital 

          **LOC= level of care  
      

7.     Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific 
population based on age, disability, diagnosis, and/or eligibility group.  With this election, the state will 
operate this program for a period of 5 years. At least 90 days prior to the end of this 5 year period, the 
state may request CMS renewal of this benefit for additional 5-year terms in accordance with 
1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)): 

 

Aged and Disabled Group: 
• Aged = persons aged 65 and older 
• Disabled = persons aged 18 through 64 with a physical disability 

 
When individuals initially qualify as disabled, they will automatically qualify as aged 
upon their 65th birthday. 

 

 Option for Phase-in of Services and Eligibility.  If the state elects to target this 1915(i) State plan 
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals 
in accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-
in plan, subject to CMS approval.  At a minimum, the phase-in plan must describe: (1) the criteria used to 
limit enrollment or service delivery; (2) the rationale for phasing-in services and/or eligibility; and (3) 
timelines and benchmarks to ensure that the benefit is available statewide to all eligible individuals within 
the initial 5-year approval. (Specify the phase-in plan): 
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(By checking the following box the State assures that):   

8.    Adjustment Authority.  The state will notify CMS and the public at least 60 days before exercising 
the option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii). 

9.     Reasonable Indication of Need for Services.  In order for an individual to be determined to need the 
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i) 
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at 
least monthly or, if the need for services is less than monthly, the participant requires regular monthly 
monitoring which must be documented in the person-centered service plan.  Specify the state’s policies 
concerning the reasonable indication of the need for 1915(i) State plan HCBS: 

i. Minimum number of services. 
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is: 
    one  

ii. Frequency of services.  The state requires (select one): 

  The provision of 1915(i) services at least monthly 

 Monthly monitoring of the individual when services are furnished on a less than monthly 
basis 
If the state also requires a minimum frequency for the provision of 1915(i) services other than 
monthly (e.g., quarterly), specify the frequency: At least one 1915(i) service every three 
months in addition to monthly monitoring. 

 

Home and Community-Based Settings 

(By checking the following box the State assures that):   
 
1.      Home and Community-Based Settings.    The State plan HCBS benefit will be furnished to 

individuals who reside and receive HCBS in their home or in the community, not in an institution.  
(Explain how residential and non-residential settings in this SPA comply with Federal home and 
community-based settings requirements at 42 CFR 441.710(a)(1)-(2) and associated CMS 
guidance.  Include a description of the settings where individuals will reside and where individuals will 
receive HCBS, and how these settings meet the Federal home and community-based settings 
requirements, at the time of submission and in the future): 

 
(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to 
include how the state Medicaid agency will monitor to ensure that all settings meet federal home and 
community-based settings requirements, at the time of this submission and ongoing.) 
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Home and Community-Based Settings are applicable to individuals receiving the 
Community Transition Services in this 1915(i) benefit after they have transitioned out of 
the nursing facility.  Individuals who transition out of the nursing facility may move into 
any of the following residential provider-controlled settings:  Licensed Adult Foster Care 
Home, Licensed Home for the Aged, or an unlicensed Assisted Living Facility.  The 
services in this 1915(i) benefit do not include provider controlled or operated non-
residential settings.  When an individual decides to move to one of these provider-
controlled or operated settings, the transition navigator must first check with MDHHS to 
determine if the setting has already been determined to be compliant with the HCBS rule.  
If so, the individual may move to the setting and continue to receive 1915(i) benefits if they 
remain eligible for them. 

 
In many cases, the individual will enroll in a different home and community-based services 
program upon transitioning out of the nursing facility.  When this happens, the HCBS 
program maintains responsibility for assuring the residential setting maintains compliance 
with the HCBS rule and for ongoing monitoring.  When individuals enroll in a HCBS 
program upon transition, community transition services end within 30 days of the 
transition. 
 
When the setting in which the individual wishes to reside is not already deemed compliant 
with the HCBS rule AND the individual is not enrolling in a different HCBS program, the 
transition navigation agency will visit the residential setting and complete the “Residential 
Survey for MI Choice Waiver” to assess compliance to the HCBS Rule.  This survey is 
available here:  https://www.michigan.gov/mdhhs/assistance-
programs/medicaid/portalhome/beneficiaries/programs/progbens/mi-choice-waiver-
program which includes all the required settings criteria and has been approved by CMS.  
Once the transition navigation agency completes it’s assessment and the survey, it sends the 
completed survey to MDHHS for review and approval.  Upon receipt, MDHHS reviews the 
survey results to determine compliance based upon the responses within the survey.  If any 
questions arise, or if for any reason MDHHS cannot determine compliance, MDHHS will 
contact the setting and if needed, conduct it’s own on-site visit.  Once MDHHS is satisfied 
that the setting is compliant with the Federal home and community-based settings 
requirements, it will deem the setting compliant and notify the transition navigator. 
 
The transition navigator is responsible for assuring continued compliance of the setting if 
there is a participant receiving services within these 1915(i) benefits.  Minimally, the 
transition agency will reassess each provider controlled or owned setting annually and 
submit the results to MDHHS to affirm continued compliance.  If for any reason, at any 
time, the setting is no longer compliant, immediate corrective action is required.  The 
setting will have up to 30 days to return to compliance.  The transition navigator will 
immediately inform the participant(s) residing in the setting of their option to remain in a 
non-compliant setting and terminate their 1915(i) benefits or move to a compliant setting.  
If the participant chooses to move, the transition navigator will assist with the relocation 
efforts.  If the setting regains compliance, the participant may remain in the setting. 

 

https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/beneficiaries/programs/progbens/mi-choice-waiver-program
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/beneficiaries/programs/progbens/mi-choice-waiver-program
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/beneficiaries/programs/progbens/mi-choice-waiver-program
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If needed, the setting will go through the heightened scrutiny process.  Additional 
information about approval of new settings is detailed in Section 3 of the Home and 
Community Based Services Chapter of the Medicaid Provider Manual, available here: 
https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf.  
 
If the chosen setting does not wish to comply with the HCBS rule, the transition navigator 
will provide information on other settings in the area that meet compliance.  If the 
individual still chooses to move to a non-compliant setting, the transition navigator will 
explain to the individual that 1915(i) benefits will need to end upon moving to that setting. 
 
When an individual moves to a setting that is compliant with the HCBS Rule, does not 
enroll in a different HCBS program, and continues to be eligible for 1915(i) benefits, the 
transition navigator will monitor the setting for continued compliance at least annually 
using the “Residential Survey for MI Choice Waiver” tool and as defined in the Home and 
Community-Based Services Chapter of the Medicaid Provider Manual.  All residential 
settings that are found to be out of compliance will require immediate corrective action to 
regain compliance. 

  

https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
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Person-Centered Planning & Service Delivery 

(By checking the following boxes the state assures that):   
1.    There is an independent assessment of individuals determined to be eligible for the State plan HCBS 

benefit.  The assessment meets federal requirements at 42 CFR §441.720.  
 

2.   Based on the independent assessment, there is a person-centered service plan for each individual 
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed 
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written 
person-centered service plan meets federal requirements at 42 CFR §441.725(b). 

3.    The person-centered service plan is reviewed, and revised upon reassessment of functional need as 
required under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs 
change significantly, and at the request of the individual.  

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.  
There are educational/professional qualifications (that are reasonably related to performing assessments) of 
the individuals who will be responsible for conducting the independent assessment, including specific 
training in assessment of individuals with need for HCBS.  (Specify qualifications): 

Transition Navigators are qualified as a: 
1) Registered Nurse licensed in the State of Michigan, or 
2) Social Worker licensed in the State of Michigan, or 
3) Non-licensed or other licensed health care professionals with the following 

qualifications: 
i. A bachelor’s degree in a health or human services field or Community 

Health Worker certification, and 
ii. At least three years of experience in the provision of health or social 

services. 
 

Transition Navigators must be knowledgeable in person-centered planning, how to 
access long-term and HCBS services and supports within the community they serve, 
how to address barriers to discharge, and eligibility requirements for HCBS services 
and supports. 
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5. Responsibility for Development of Person-Centered Service Plan.  There are qualifications (that are 
reasonably related to developing service plans) for persons responsible for the development of the 
individualized, person-centered service plan.  (Specify qualifications): 

Transition Navigators are qualified as a: 
1) Registered Nurse licensed in the State of Michigan, or 
2) Social Worker licensed in the State of Michigan, or 
3) Non-licensed or other licensed health care professionals with the following 

qualifications: 
iii. A bachelor’s degree in a health or human services field or Community 

Health Worker certification, and 
iv. At least three years of experience in the provision of health or social 

services. 
 

Transition Navigators must be knowledgeable in person-centered planning, how to 
access long-term and HCBS services and supports within the community they serve, 
how to address barriers to discharge, and eligibility requirements for HCBS services 
and supports. 

 

6. Supporting the Participant in Development of Person-Centered Service Plan.  Supports and 
information are made available to the participant (and/or the additional parties specified, as appropriate) to 
direct and be actively engaged in the person-centered service plan development process.  (Specify: (a) the 
supports and information made available, and (b) the participant’s authority to determine who is included 
in the process): 

a) The Transition Navigator informs the individual of service options available to 
assist with a community transition and potentially available to the individual in the 
community.  The Community Transition Assessment (CTA) is comprehensive and 
includes the identification of barriers, how the individual would like to overcome 
those barriers, what the individual’s goals for community living are, how those 
goals will be achieved, and examines HCBS that are available to the individual.  
The Transition Navigator discusses options with the individual.   The Transition 
Navigator also serves to link the individual with other specialists who may assist 
with specific barriers, such as locating affordable housing options, or accessing 
specific services (e.g. Veteran’s Benefits). The Transition Navigator describes the 
services and supports available through the community transition services and 
informs the individual of issues that should be addressed as identified through the 
assessment process.  During the completion of the CTA, the Transition Navigator is 
responsible for discussing options for the participant to receive services identified 
on the person-centered service plan and recording the participant’s goals and 
preferences. 

 
b) The participant has full authority to determine who facilitates the person-centered 

plan, who to include in the person-centered planning process, who to exclude from 
the process, and ultimately what services, goals, and outcomes are included in the 
person-centered service plan.  All providers responsible for implementation of the 
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person-centered service plan will sign and receive a copy of the plan, or of their 
portion of the plan (as preferred by the participant). 

 
The Transition Navigator works with the individual and their representatives to 
develop the initial person-centered service plan. The first person-centered planning 
meeting occurs when the participant is not in crisis and at a time of the participant’s 
choice. 

 
A pre-planning session may occur before the first person-centered planning meeting. 
During pre-planning, the participant chooses dreams, goals and any topics to 
discuss, who to invite, who will facilitate and record the meeting, as well as a time 
and location that meets the needs of all individuals involved in the process. The 
participant and selected allies design the agenda for the person-centered planning 
meeting. The person-centered service plan is based on the expressed needs and 
desires of the participant and is updated upon request of the participant.  Regular 
updates to the service plan occur when the need for services or participant 
circumstances change, but at least once every year. 

 
MDHHS has a person-centered planning practice guide. The document is available 
on the MDHHS website (https://www.michigan.gov/mdhhs/-
/media/Project/Websites/mdhhs/Folder4/Folder41/Folder3/Folder141/Folder2/Folde
r241/Folder1/Folder341/Person-
Centered_Planning_Practice_Guidance.pdf?rev=6cb6ae07af704dab85f08481447ab5
c4&hash=67A902B1991E8ECBD8DEF078FA9C9EE8) to assist Transition 
Navigators in ensuring that the person-centered service plan clearly identifies the 
individual’s needs, goals and preferences with the services specified to meet them.  

 
The Transition Navigator and participant base the person-centered service plan upon 
participant preferences, goals, and needs identified through the person-centered 
planning process. A written person-centered service plan is developed with each 
participant and includes the participant’s identified or expressed needs, goals, 
expected outcomes, and planned interventions, regardless of funding source. This 
document includes all services and supports provided to or needed by the individual 
to implement their service plan and community living goals. Transition Navigators 
arrange services and supports based upon the individual’s choice and approval. The 
individual and Transition Navigator explore other funding options and intervention 
opportunities when personal goals include things beyond the scope of Medicaid-
funded services. 

 
The service plan clearly identifies the types of services and supports needed from 
both paid and non-paid providers. The amount (units), frequency, and duration of 
each service are included in the person-centered service plan. The individual 
chooses the services that best meet their needs. The Transition Navigator ensures 
implementation and provision of the services and supports according to the person-
centered service plan. Transition Navigators oversee the coordination of State Plan 
and other services included in the person-centered service plan. This oversight 

https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder4/Folder41/Folder3/Folder141/Folder2/Folder241/Folder1/Folder341/Person-Centered_Planning_Practice_Guidance.pdf?rev=6cb6ae07af704dab85f08481447ab5c4&hash=67A902B1991E8ECBD8DEF078FA9C9EE8
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder4/Folder41/Folder3/Folder141/Folder2/Folder241/Folder1/Folder341/Person-Centered_Planning_Practice_Guidance.pdf?rev=6cb6ae07af704dab85f08481447ab5c4&hash=67A902B1991E8ECBD8DEF078FA9C9EE8
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder4/Folder41/Folder3/Folder141/Folder2/Folder241/Folder1/Folder341/Person-Centered_Planning_Practice_Guidance.pdf?rev=6cb6ae07af704dab85f08481447ab5c4&hash=67A902B1991E8ECBD8DEF078FA9C9EE8
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder4/Folder41/Folder3/Folder141/Folder2/Folder241/Folder1/Folder341/Person-Centered_Planning_Practice_Guidance.pdf?rev=6cb6ae07af704dab85f08481447ab5c4&hash=67A902B1991E8ECBD8DEF078FA9C9EE8
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder4/Folder41/Folder3/Folder141/Folder2/Folder241/Folder1/Folder341/Person-Centered_Planning_Practice_Guidance.pdf?rev=6cb6ae07af704dab85f08481447ab5c4&hash=67A902B1991E8ECBD8DEF078FA9C9EE8
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ensures that services and supports included in the person-centered service plan are 
not duplicative. 

 
The assignment of responsibilities to implement the service plan are determined 
through person-centered planning and may be delegated to the individual, Transition 
Navigator, or others designated by the individual. The Transition Navigator and the 
individual, to the extent the individual chooses, are responsible for monitoring the 
person-centered service plan. This occurs through periodic case reviews, monthly 
contacts, individual requests, reassessments, and routine monitoring.  

 
Transition Navigators periodically meet with the individual for a reassessment to 
identify changes that may have occurred since the initial assessment or the last 
meeting and to measure progress toward meeting specific goals outlined in the 
individual’s service plan. The individual may choose to have additional face-to-face 
meetings to focus specifically on the person-centered service plan at any time. The 
service plan is reviewed and updated during this process, based upon reassessment 
findings and participant preferences. The service plan is updated after changes in 
status and upon request. 

 
Transition Navigators identify and discuss potential risks to the individual during the 
assessments, reassessments, and planning meetings. The person-centered planning 
process specifies risks and methods of monitoring their potential impact in 
conjunction with the individual. The Transition Navigator, or other qualified 
individuals, fully discuss strategies to mitigate risks with the individual and allies, 
family, and relevant others during person-centered planning. Risk strategies 
approved by the individual are written into the person-centered service plan. 
Individuals may be required to acknowledge situations in which their choices pose 
risks for their health and welfare. The Transition Navigator is not obligated to 
authorize services or supports believed to be harmful to the participant. Negotiations 
of such issues are initiated in the person-centered planning process. Transition 
Navigators assess and inform individuals of their identified potential risk(s) to assist 
them in making informed choices regarding these risks.  

7. Informed Choice of Providers.  (Describe how participants are assisted in obtaining information about 
and selecting from among qualified providers of the 1915(i) services in the person-centered 
service plan): 

MDHHS established a toll-free number for information about 1915(i) services.  MDHHS 
and its contracted providers distribute marketing materials about the program. The toll-
free number is answered by a third-party vendor, Mi ENROLLS. Individuals who call the 
number are provided basic information about 1915(i) services and offered information 
about transition agencies that serve their county.  Contact information may be given over 
the telephone or mailed to the individual based upon their preferences.  If the caller 
wishes to have more detailed information, MDHHS staff provide that information to the 
caller with a return call.   
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This toll-free number also takes complaints from callers, which are followed up by 
MDHHS staff. This number is published on State-approved brochures and the MDHHS 
website regarding these services and will be disseminated widely.  

 
Additionally, the Transition Navigator informs the individual of available 1915(i) 
services to overcome barriers to discharging from the nursing facility. This occurs 
through direct communication and written information (approved by MDHHS) 
provided to the individual regarding 1915(i) services and other HCBS programs. The 
individual receives information on all potential service providers. The individual 
specifies how he/she wishes to receive services and from whom, and this is included in 
the person-centered service plan.  

 
MDHHS has Medicaid provider agreements with community-based organizations 
(CBOs) to deliver transition navigation services to interested individuals.  
CBOs are non-governmental agencies such as Area Agencies on Aging, Centers for     
Independent Living, and other community-based organizations. These entities employ 
qualified transition navigators to act as case managers for these 1915(i) benefits.  Each 
transition navigator is a Medicaid-enrolled provider and MDHHS approves each 
enrollment only upon confirmation of their qualifications.  The transition navigators are 
not required to be a part of the CBO. 
Each transition navigation provider including CBOs may also directly provide 1915(i) 
Community Transition Services. Typically, the transition navigators arrange for the 
direct purchase of goods and services by their CBO for items and services that fall 
within the Community Transition Services benefit as there would be no other way to 
pay for the items and services included within the service definition since entities that 
offer these items and services are not Medicaid-enrolled providers and therefore cannot 
bill for reimbursement directly.  This includes retail stores, utility companies, 
proprietors, pest control agencies, etc.  Participants choose the items they prefer by 
making selections online, discussing preferences during person-centered planning 
meetings, making lists with the transition navigator, and/or accompanying the transition 
navigator to the retail store.   

 
The CBOs also have Medicaid provider agreements to operate as an organized health 
care delivery system (OHCDS) pursuant to 42 CFR §447.10.  Under this arrangement, 
they contract with other providers that furnish 1915(i) home modifications, non-medical 
non-emergency transportation, and personal care services so that the CBO will 
reimburse the entity performing the service and then submit a claim to MDHHS for the 
services provided.  Upon approval of the claim, MDHHS then reimburses the CBO.  
The CBO assures the services are furnished by qualified providers and according to the 
person-centered service plan.    The CBOs are required to offer beneficiaries free choice 
of provider and are prohibited from contracting with entities who are directly affiliated 
with or subsidiaries of the CBO. 

 
All 1915(i) providers may directly enroll with, submit claims to, and receive payment 
from MDHHS if they do not wish to work with the CBO OHCDS.  Beneficiaries are 
allowed to choose from any enrolled provider for each 1915(i) service on the person-
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8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.  
(Describe the process by which the person-centered service plan is made subject to the approval of the 
Medicaid agency): 

MDHHS has a NFT Portal to manage all individuals who receive 1915(i) services.  
Transition Navigators upload the CTA and person-centered service plan in the secure 
portal for MDHHS review and approval. MDHHS staff compare the person-centered 
service plan to the individual’s needs and goals identified in the assessment, assure that 
all other resources are used before Medicaid and the plan meets State and Federal 
requirements, before issuing approval of the plan.  All services are prior authorized to 
assure their appropriateness before they are furnished.  State staff review prior 
authorization requests and approve requests that are deemed appropriate. 

 
MDHHS staff conduct record reviews continuously through the prior authorization 
process on all case records for 1915(i) services. This review focuses on the 
appropriateness of 1915(i) services included in the person-centered service plan and 
provided to the individual. Any services found to be inappropriate will not be prior 
authorized and may be subject to recovery through this process.  

9. Maintenance of Person-Centered Service Plan Forms.  Written copies or electronic facsimiles of service 
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53.  Service plans are 
maintained by the following (check each that applies): 

 Medicaid agency  Operating agency  Case manager 
 Other (specify):  

 

 

 

 

centered service plan.  If a participant prefers a provider that does not work with the 
CBO/OHCDS, MDHHS will work directly with the chosen provider to ensure the 
provider is qualified and enrolled in CHAMPS (Michigan’s MMIS).  MDHHS may also 
provide listings of enrolled providers to participants as needed. 
 
MDHHS also has a Community Transition Services Participant Handbook that is 
provided to each beneficiary.  The handbook and other program information is located 
at the Community Transition Services webpage:   
https://www.michigan.gov/mdhhs/doing-
business/providers/providers/billingreimbursement/community-transition-services. This 
handbook includes information on how to file complaints, grievances, how to request a 
State Fair Hearing, and how to access the Community Transition Services Ombudsman 
Program. Furthermore, there is information on how to file a Section 1557 complaint and 
a US DHHS complaint.  These are all forms of accessible alternative dispute resolution 
processes. 

https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/community-transition-services
https://www.michigan.gov/mdhhs/doing-business/providers/providers/billingreimbursement/community-transition-services
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Services 

1. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  Transition Navigator Case Management Services  
Service Definition (Scope): 

This service is available while in the institution and the community. Participants may 
receive transition navigator services up to 180 consecutive days prior to discharge, but 
FFP will not be claimed until the individual transitions from the nursing home 

 
Transition Navigator services are provided to assure the delivery of supports and services 
needed to meet the individual’s goals for living in the community after an 
institutionalization. Without these supports and services, the individual may be at risk of 
inappropriate institutionalization because the individual does not meet the level of care for 
that institution or because the individual has chosen a different setting in which to receive 
their long term services and supports. The Transition Navigator functions to be performed 
and the frequency of face-to-face and other contacts are specified in the individual’s 
person-centered service plan. The frequency and scope of Transition Navigation contacts 
must take into consideration health and welfare needs of the individual. Transition 
Navigation may include the direct provision of Community Transition Services as 
specified in the person-centered service plan. 

 
Functions performed by a Transition Navigator include the following: 

1. Conducting the initial and subsequent needs-based criteria evaluation and 
community transition assessment and providing that evaluation to MDHHS for 
approval. 

2. Supporting a person-centered planning process that is  
a. focused on the individual’s preferences,  
b. includes family and other allies as determined by the individual,  
c. identifies the individual’s goals, preferences and needs,  
d. provides information about options, and 
e. engages the individual in monitoring and evaluating services and supports. 

3. Developing a person-centered service plan with the beneficiary using the person-
centered planning process, including revisions to the plan at the individual’s 
initiation or as changes in the individual’s circumstances may warrant. 

4. Referral to and coordination with providers of home and community-based services 
and supports, including non-Medicaid services and informal supports. This may 
include helping with access to entitlements or legal representation. 

5. Monitoring of the services and supports identified in the person-centered service 
plan for achievement of the individual’s goals. Monitoring includes opportunities 
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for the individual to evaluate the quality of services received and whether those 
services achieved desired outcomes. This activity includes the individual and other 
key sources of information as determined by the individual. 

6. Providing social and emotional support to the individual and allies to facilitate life 
adjustments and reinforce the individual’s sources of support. This may include 
arranging services to meet those needs. 

7. Providing advocacy in support of the individual’s access to benefits, assuring the 
individual’s rights as a Medicaid beneficiary, and supporting the individual’s 
decisions. 

8. Monitoring the individual after the community transition to assure a successful 
adjustment to community life, including assuring access to and enrollment in needed 
HCBS programs. 

9. Maintaining documentation of the above listed activities to ensure successful 
support of the individual, comply with Medicaid and other relevant policies, and 
meet quality assurance and quality improvement requirements. 

10. Conducting a tenant screening and housing assessment with the beneficiary that 
identifies the participant’s preferences and barriers related to successful tenancy. 
The assessment may include collecting information on potential housing transition 
barriers, and identification of housing retention barriers. 

11. Developing an individualized housing support plan with the beneficiary based upon 
the housing assessment that addresses identified barriers, includes short and long-
term measurable goals for each issue, establishes the participant’s approach to 
meeting the goal, and identifies when other providers or services, both reimbursed 
and not reimbursed by Medicaid, may be required to meet the goal. 

12. Assisting the individual with the housing search and application process. 
13. Assisting the individual with identifying resources to cover expenses such as 

security deposit, moving costs, furnishings, adaptive aids, environmental 
modifications, moving costs and other one-time expenses. 

14. Ensuring that the living environment is safe and ready for move-in. 
15. Assisting the individual in arranging for and supporting the details of the move. 
16. Developing a housing support crisis plan with the beneficiary that includes 

prevention and early intervention services when housing is jeopardized. 
17. Providing early identification and intervention for behaviors that may jeopardize 

housing, such as late rental payment and other lease violations. 
18. Providing education and training on the role, rights and responsibilities of the tenant 

and landlord. 
19. Coaching on developing and maintaining key relationships with landlords/property 

managers with a goal of fostering successful tenancy. 
20. Assisting the individual in resolving disputes with landlords and/or neighbors to 

reduce risk of eviction or other adverse action. 
21. Assisting the individual with advocacy and linkage with community resources to 

prevent eviction when housing is or may potentially become jeopardized. 
22. Assisting the individual with the housing recertification process. 
23. Coordinating with the tenant to review, update and modify their housing support and 

crisis plan on a regular basis to reflect current needs and address existing or recurring 
housing retention barriers. 
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24. Continuing training in being a good tenant and lease compliance, including ongoing 
support with activities related to household management. 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Nurse RN   

Social Worker LLSW, BSW, 
MSW 

  

Transition 
Navigator 

   Non-licensed or other licensed health 
care professionals with the following 
qualifications: 
a) A bachelor’s degree in a health or 
human services field or Community 
Health Worker certification, and 
b) At least three years of experience in 
the provision of health or social 
services. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

RN LARA, CHAMPS Annually 

SW LARA, CHAMPS Annually 

Transition 
Navigator 

CHAMPS Annually 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 
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2. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  Community Transition Services 
Service Definition (Scope): 

Community Transition Services are non-reoccurring expenses necessary to enable an 
individual who is transitioning from a nursing facility or other institutional setting to the 
community to establish a basic household and do not constitute room and board. This 
service is available while in the institution to prepare the individual’s chosen home and to 
accommodate a successful transition to the community. This service may be available in the 
community when additional needs that were not accounted for prior to transition are 
identified.  Expenses for these additional needs must be directly related to the individual’s 
transition to the community from a nursing facility. MDDS will not claim FFP for this 
service until the individual transitions from the nursing facility. 

 
These services include the following:  
• Security deposits and fees to obtain a lease on an apartment or home,  
• Set-up fees for utilities or service access, including telephone, electricity, heating 

and water,  
• Essential household furnishings and moving expenses required to occupy and use a 

community domicile, including furniture, window coverings, food preparation 
items, and bed/bath linens, 

• Services necessary for the individual’s health and safety such as pest eradication, 
allergen control, and one-time cleaning prior to occupancy. 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

Community Transition Services are furnished only to the extent that they are reasonable 
and necessary as determined through the person-centered service plan development 
process, clearly identified in the person-centered service plan and only when the person 
is unable to meet such expense or when the services cannot be obtained from other 
sources. Community Transition Services do not include monthly rental or mortgage 
expense, food, regular utility charges, and/or household appliances or items that are 
intended for purely diversional/recreational purposes. 

 Medically needy (specify limits): 
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Community Transition Services are furnished only to the extent that they are reasonable 
and necessary as determined through the person-centered service plan development 
process, clearly identified in the person-centered service plan and only when the person 
is unable to meet such expense or when the services cannot be obtained from other 
sources. Community Transition Services do not include monthly rental or mortgage 
expense, food, regular utility charges, and/or household appliances or items that are 
intended for purely diversional/recreational purposes. 

Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Center for 
Independent 
Living 

  Enrolled as Medicaid Provider for 
1915(i) services in CHAMPS 

Area Agency on 
Aging 

  Enrolled as Medicaid Provider for 
1915(i) services in CHAMPS 

Community-
Based 
Organization 

  Enrolled as Medicaid Provider for 
1915(i) services in CHAMPS 

Retail Stores   Items purchased from retail stores 
must meet the community transition 
services definition.  

Contractor, 
Builder 

Contractor’s 
License, 
Builder’s 
License 

 Must be licensed in Michigan 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Center for 
Independent 
Living 

CHAMPS Annually 

Area Agency on 
Aging  

CHAMPS Annually 

Community 
Based 
Organization 

CHAMPS Annually 

Retail Stores Center for Independent Living, Area Agency 
on Aging, or other Community Based 
Organization 

Prior to furnishing 
services and annually 
thereafter. 
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Contractor, 
Builder 

LARA Annually 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

3. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  Non-Medical (Non-Emergency) Transportation 
Service Definition (Scope): 

Non-medical (Non-Emergency) transportation (NMNET) is offered to enable individuals 
to gain access to community services, activities and resources, specified by the 
individual’s person-centered service plan. This service is available while in the 
community. 

 
Whenever possible, family, neighbors, friends, or community agencies that can provide 
transportation services without charge must be utilized before authorizing this transition 
service. 

 
NMNET Services may be provided while in the community to address issues identified on 
the person-centered service plan. This may include going to the grocery store, religious 
services, volunteering, or work. 

 
Non-Medical (Non-Emergency) Transportation services offered are not available through 
the State Plan and are in addition to medical transportation required under 42 CFR 431.53 
and transportation services under the State Plan, defined at 42 CFR 440.170(a). 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 
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1. The participant must use other available providers, including informal supports 
before non-medical transportation may be authorized. 

2. This service does not include purchasing, leasing, repair, or maintenance on vehicles. 
3. This service may not be authorized to reimburse caregivers to run errands for 

participants when the participant does not accompany the driver of the vehicle. The 
purpose of this service is to enable the participant to gain access to their community 
services, activities, and resources. 

4. Reimbursement does not include expenses for meals or lodging incurred while 
traveling. 

 Medically needy (specify limits): 
Same as Categorically needy. 
 

 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Individual 
(paid or 
volunteer) 

Driver’s 
license 

 Must be a licensed driver with a valid 
driver’s license issued by the 
Michigan Secretary of State. 
All drivers must have vehicle 
insurance as required by the State of 
Michigan. 
All drivers must follow all motor 
vehicle laws. 
All passengers must comply with seat 
belt laws. 

Public Transit Driver’s 
License for 
each driver 

 Must follow all applicable laws 
including licensure, inspections, and 
vehicle maintenance, etc. 

Private 
Transportation 
Company 

Driver’s 
License for 
each driver 

 Must follow all applicable laws 
including licensure, inspections, 
insurance, and vehicle maintenance. 
Must include passenger assistance in 
the provision of service, when needed 
by passenger 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 
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Individual Center for Independent Living, Area Agency 
on Aging, or other Community Based 
Organization 

Annually 

Individual 
Drivers 

Secretary of State Every 4 years (renewal 
of Driver’s License) 

Public Transit Secretary of State Annually 

Private 
Transportation 
Company 

Secretary of State Annually 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

4. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  Home Modifications 
Service Definition (Scope): 

Home Modifications include physical adaptations to the home required by the 
participant’s PCSP that are necessary to ensure the health and welfare of the participant or 
that enable the participant to function with greater independence in the home. 
Assessments and specialized training needed in conjunction with the home modification 
are included as a part of the cost of the service. 

 
This service is available while in the institution to prepare the individual’s chosen home 
and to accommodate a successful discharge to the community. This service may be 
available in the community when additional needs that were not accounted for prior to 
transition are identified. MDHHS authorizes home modifications up to 180 consecutive 
days in advance of community transition from the nursing facility and will not claim FFP 
for this service until the individual transitions from the nursing facility. 

 
The services under the home modification service are limited to additional services not 
otherwise covered under the state plan, including EPSDT. 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services. 
(Choose each that applies): 
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 Categorically needy (specify limits): 
Home modifications are limited to: 
• The installation of ramps and grab bars; 
• Widening of doorways to accommodate medical equipment such as a wheelchair 

or walker; 
• Modification of bathroom facilities to make them accessible to the participant; 
• Modification of kitchen facilities to make them accessible to the participant; 
• Installation of specialized electric and plumbing systems that are necessary to 

accommodate the medical equipment and supplies necessary for the welfare of 
the participant; and 

• Environmental control devices that replace the need for paid staff and increase 
the participant's ability to live independently, such as automatic door openers or 
locks. 

 
The case record must contain documented evidence that the modification is the most 
cost-effective and reasonable alternative to meet the participant’s need. An example of 
a reasonable alternative, based on the results of a review of all options, may include 
changing the purpose, use, or function of a room within the home or finding alternative 
housing. 

 
Home modifications will not be approved for rental properties without a close 
examination of the rental agreement and the proprietor’s responsibility to furnish the 
modification. 

 
The provider must comply with all local building codes, as applicable. 

 
Home modifications are not available for condemned structures and must not result in 
valuation of the structure significantly above comparable neighborhood real estate 
values. 

 
Home modifications cannot increase the square footage of the home. 

 
Excluded home modifications are those that: 
• Are of general utility 
• Are considered standard housing obligations of the participant or homeowner; 

and 
• Are not of direct medical or remedial benefit to the participant 
• Examples of exclusions include, but are not limited to: carpeting, roof repairs, 

sidewalks, driveways, heating, central air conditioning, garages, raised garage 
doors, storage and organizers, hot tubs, whirlpool tubs, swimming pools, 
landscaping, and general home repairs or maintenance. 

 
Home modifications exclude costs for improvements exclusively required to meet local 
building codes. 
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The infrastructure of the home involved in the funded modification must comply with 
all applicable local codes and have the capability to accept and support the proposed 
changes. 

 
Home modifications required to support proper functioning of medical equipment, such 
as electrical upgrades, are limited to the requirements for safe operation of the specified 
equipment and are not intended to correct existing code violations in the home. 

 
Home modifications exclude general construction costs in a new home or additions to 
a home purchased by the participant. If a participant or the participant’s family 
purchases or builds a home while in the process of transitioning, it is the participant’s 
or family’s responsibility to assure the home will meet basic needs, such as having a 
ground floor bath or bedroom when the participant has mobility limitations.  However, 
home modifications may include assistance with the adaptations noted above (e.g. 
ramps, grab bars, widening doorways, bathroom modifications) for a recently 
purchased home. 

 
If modifications are needed to a home under construction that require special 
adaptation to the plan (e.g. roll-in shower), the home modification service may be 
used to fund the difference between the standard fixture and the modification required 
to accommodate the participant’s need. 

 Medically needy (specify limits): 
Same as specified for categorically needy. 

 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Individual MCL 339.601 
(1) 
MCL 
339.601.2401(
1) 
MCL 
339.601.2403(
3) 

Licensed 
builder or 
licensed 
contractor 

 

Retail Stores n/a n/a Items purchased must meet the home 
modification service definition. 

Agency or 
business 

MCL 339.601 
(1) 
MCL 
339.601.2401(
1) 

Licensed 
builder or 
licensed 
contractor 
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MCL 
339.601.2403(
3) 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Individual Center for Independent Living, Area Agency 
on Aging, or other Community Based 
Organization 

Prior to the provision of 
services and annually 
thereafter 

Individual LARA Annually 

Contractor Center for Independent Living, Area Agency 
on Aging, or other Community Based 
Organization, 

Prior to the provision of 
services and annually 
thereafter 

Contractor LARA Annually 

Retail Store Center for Independent Living, Area Agency 
on Aging, or other Community Based 
Organization, 

As needed 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

5. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  HCBS Personal Care 
Service Definition (Scope): 

Personal care services enable individuals with functional limitations, resulting from a 
medical or physical disability or cognitive impairment to live independently and receive 
care in the least restrictive setting preferred by the individual.  Personal care includes the 
provision of assistance with activities of daily living (eating, toileting, bathing, grooming, 
dressing, transferring, and mobility) and instrumental activities of daily living (taking 
medication, meal preparation, shopping for food or other necessities, laundry, and 
housekeeping). 

 
 

HCBS Personal Care Services provided while in the community are limited to individuals 
who are not eligible for State Plan Personal Care Services (Home Help) or who require 
personal care services to begin before State Plan Personal Care Services or other HCBS 
services (PACE, MI Health Link, MI Choice) can be authorized. At no time shall an 
individual receive both State Plan Personal Care Services and HCBS Personal Care 
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Services at the same time. HCBS Personal Care services may also be authorized when an 
individual’s needs change and they are unable to quickly secure other personal care 
services available through the State Plan or a waiver. 

Additional needs-based criteria for receiving the service, if applicable (specify): 
Individuals must be assessed to need hands-on assistance with at least one ADL to receive 
this service. 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services. 
(Choose each that applies): 
 Categorically needy (specify limits): 

Services cannot duplicate, replace, or supplant other available state plan services. 
Individuals enrolled in another HCBS program (waiver or state plan) must receive 
personal care assistance or services through that program. 

 Medically needy (specify limits): 
Services cannot duplicate, replace, or supplant other available state plan services. 
Individuals enrolled in another HCBS program (waiver or state plan) must receive 
personal care assistance or services through that program. 

 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Individual n/a n/a Must be enrolled in CHAMPS 
Must not have any excludable 
convictions based upon a background 
check. 
Individuals must be able to meet the 
needs of the participant as specified in 
the person-centered service plan 

Agency n/a n/a Must be enrolled in CHAMPS 
Employees and other key staff must 
not have any excludable convictions 
based upon a background check. 
Employees must be able to meet the 
needs of the participant as specified in 
the person-centered service plan. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  Frequency of Verification 
(Specify): 
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(Specify): 
Individual Center for Independent Living, Area Agency 

on Aging, or other Community Based 
Organization 

Prior to the provision of 
services and annually 
thereafter 

Agency  Center for Independent Living, Area Agency 
on Aging, or other Community Based 
Organization 

Prior to the provision of 
services and annually 
thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 
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6.    Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible 
Individuals, and Legal Guardians.  (By checking this box the state assures that):  There are policies 
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives 
of the individual.  There are additional policies and controls if the state makes payment to qualified legally 
responsible individuals or legal guardians who provide State Plan HCBS.  (Specify (a) who may be paid to 
provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state ensures 
that the provision of services by such persons is in the best interest of the individual; (d) the state’s 
strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure that 
payments are made only for services rendered; and (f) if legally responsible individuals may provide 
personal care or similar services, the policies to determine and ensure that the services are extraordinary 
(over and above that which would ordinarily be provided by a legally responsible individual):  
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Participant-Direction of Services 

Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii). 

1. Election of Participant-Direction.  (Select one): 

 The state does not offer opportunity for participant-direction of State plan HCBS.   
 Every participant in State plan HCBS (or the participant’s representative) is afforded the 

opportunity to elect to direct services.  Alternate service delivery methods are available for 
participants who decide not to direct their services. 

 Participants in State plan HCBS (or the participant’s representative) are afforded the opportunity 
to direct some or all of their services, subject to criteria specified by the state.  (Specify criteria): 
 

2. Description of Participant-Direction.  (Provide an overview of the opportunities for participant-
direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how 
participants may take advantage of these opportunities; (c) the entities that support individuals who direct 
their services and the supports that they provide; and, (d) other relevant information about the approach 
to participant-direction): 

 

3. Limited Implementation of Participant-Direction.  (Participant direction is a mode of service delivery, 
not a Medicaid service, and so is not subject to statewideness requirements.  Select one): 

 Participant direction is available in all geographic areas in which State plan HCBS are available. 

 Participant-direction is available only to individuals who reside in the following geographic areas 
or political subdivisions of the state.  Individuals who reside in these areas may elect self-directed 
service delivery options offered by the state, or may choose instead to receive comparable 
services through the benefit’s standard service delivery methods that are in effect in all 
geographic areas in which State plan HCBS are available.  (Specify the areas of the state affected 
by this option): 
 

4. Participant-Directed Services.  (Indicate the State plan HCBS that may be participant-directed and the 
authority offered for each.  Add lines as required): 

Participant-Directed Service Employer 
Authority 

Budget 
Authority 

   
   

5. Financial Management.  (Select one) : 

 Financial Management is not furnished.  Standard Medicaid payment mechanisms are used.   
 Financial Management is furnished as a Medicaid administrative activity necessary for 

administration of the Medicaid State plan.   
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6.     Participant–Directed Person-Centered Service Plan.  (By checking this box the state assures that):  
Based on the independent assessment required under 42 CFR §441.720, the individualized person-centered 
service plan is developed jointly with the individual, meets federal requirements at 42 CFR §441.725, and: 
• Specifies the State plan HCBS that the individual will be responsible for directing; 
• Identifies the methods by which the individual will plan, direct or control services, including whether 

the individual will exercise authority over the employment of service providers and/or authority over 
expenditures from the individualized budget; 

• Includes appropriate risk management techniques that explicitly recognize the roles and sharing of 
responsibilities in obtaining services in a self-directed manner and assures the appropriateness of this 
plan based upon the resources and support needs of the individual; 

• Describes the process for facilitating voluntary and involuntary transition from self-direction including 
any circumstances under which transition out of self-direction is involuntary.  There must be state 
procedures to ensure the continuity of services during the transition from self-direction to other service 
delivery methods; and 

• Specifies the financial management supports to be provided.  
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7. Voluntary and Involuntary Termination of Participant-Direction.  (Describe how the state facilitates 
an individual’s transition from participant-direction, and specify any circumstances when transition is 
involuntary): 

 
 

8. Opportunities for Participant-Direction 
a.  Participant–Employer Authority (individual can select, manage, and dismiss State plan HCBS 

providers).  (Select one): 
 The state does not offer opportunity for participant-employer authority. 
 
 

Participants may elect participant-employer Authority (Check each that applies): 
 
 

Participant/Co-Employer.  The participant (or the participant’s representative) functions as 
the co-employer (managing employer) of workers who provide waiver services.  An agency is 
the common law employer of participant-selected/recruited staff and performs necessary 
payroll and human resources functions.  Supports are available to assist the participant in 
conducting employer-related functions. 

 
 

Participant/Common Law Employer.  The participant (or the participant’s representative) is 
the common law employer of workers who provide waiver services.  An IRS-approved 
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other 
employer responsibilities that are required by federal and state law.  Supports are available to 
assist the participant in conducting employer-related functions.   

b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical 
assistance to the individual).  (Select one): 
 The state does not offer opportunity for participants to direct a budget. 
 
 

Participants may elect Participant–Budget Authority.   
Participant-Directed Budget.  (Describe in detail the method(s) that are used to establish the 
amount of the budget over which the participant has authority, including the method for 
calculating the dollar values in the budget based on reliable costs and service utilization, is 
applied consistently to each participant, and is adjusted to reflect changes in individual 
assessments and service plans.  Information about these method(s) must be made publicly 
available and included in the person-centered service plan.): 
 
Expenditure Safeguards.  (Describe the safeguards that have been established for the timely 
prevention of the premature depletion of the participant-directed budget or to address potential 
service delivery problems that may be associated with budget underutilization and the entity (or 
entities) responsible for implementing these safeguards.  
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Quality Improvement Strategy 

Quality Measures 

 (Describe the state’s quality improvement strategy.  For each requirement, and lettered sub-requirement, 
complete the table below): 

1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and (c 
document choice of services and providers. 

 

  Requirement Service plans address assessed needs of 1915(i) participants 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of individuals with a person-centered service plan 
that includes services and supports that align with their assessed needs and 
expressed goals. 

 
Numerator: Number of individuals with a person-centered service plan 
that includes services and supports that align with their assessed needs and 
expressed goals. 

 
Denominator: All person-centered service plans. 

Discovery  
Activity  
(Source of Data & 
sample size) 

100% MDHHS will review all person-centered service plans to determine 
whether the plan includes services and supports that align with their assessed 
needs and expressed goals. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS will review each person-centered service plan developed by a 
transition navigator and submitted to MDHHS for approval. MDHHS must 
approve all service plans before services can be delivered. When MDHHS 
identifies a discrepancy between the assessment and the person-centered service 
plan, the transition navigator must make corrections to the assessment or plan to 
the satisfaction of MDHHS and the individual.  

Frequency  Continuous and ongoing, compiled annually 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS will collect, analyze, and aggregate remediation activities. This may 
require an in-person visit with the individual or may be a correction of an error 
or omission in the documentation submitted to MDHHS. The transition 
navigator will be required to submit corrected documents to MDHHS within 30 
days of being notified of the needed corrections. Service providers will receive 
reports of the case record reviews and allowed 30 days to develop a corrective 
action plan for any deficiencies noted. MDHHS will monitor the 
implementation of the corrective action plan to assure quality improvements are 
realized. 

 
Any issues found that jeopardize the health or welfare of the individual will 
require immediate remediation to the satisfaction of the individual and 
MDHHS. 
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Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement Service plans are updated annually 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of person-centered service plans updated at least 
annually or sooner if indicated.  

 
Numerator: Number of person-centered service plans updated at least 
annually or sooner if indicated. 

 
Denominator: All person-centered service plans open and active for at least 
365 days.  

Discovery  
Activity  
(Source of Data & 
sample size) 

MDHHS will monitor 100% of the person-centered service plans that have been 
approved for at least 365 days. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews each person-centered service plan developed by a transition 
navigator and submitted to MDHHS for approval that remains open and active 
for 365 days or more. MDHHS verifies that these plans are updated at least 
annually, or sooner when indicated. When MDHHS identifies a plan that was 
not updated when it should have been, the transition navigator is required to 
make corrections to the plan to the satisfaction of MDHHS and the individual. 

Frequency  Continuous and ongoing, compiled annually 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur annually for all person-centered service plans that remain open for at least 
365 days. Service providers receive reports of the case record reviews and are 
allowed 30 days to develop a corrective action plan for any deficiencies noted. 
MDHHS monitors the implementation of the corrective action plan to assure 
quality improvements are realized. 

 
Any issues found that jeopardize the health or welfare of the individual require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement Service plans document choice of services and providers. 

Discovery  
 Discovery 

Evidence 
Number and percent of individuals with service plans that document choice 
of services and providers.  
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(Performance 
Measure) 

 
Numerator: Number of individuals with service plans that document choice 
of services and choice of providers.  

 
Denominator: All service plans reviewed. 

Discovery  
Activity  
(Source of Data & 
sample size) 

100% MDHHS reviews all person-centered service plans to determine whether 
the plan includes documentation of choices of services and providers for the 
individual. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS or a contracted entity will review each person-centered service plan 
developed by a transition navigator and submitted to MDHHS for approval to 
assure documentation includes the choices between services and service 
providers. When MDHHS identifies a discrepancy, the transition navigator will 
be required to make corrections to the plan to the satisfaction of MDHHS and 
the beneficiary.  

Frequency  Continuous and ongoing, compiled annually 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. This may 
require an in-person visit with the individual or may just be a correction of an 
error or omission in the documentation submitted to MDHHS. The transition 
navigator is required to submit corrected documents to MDHHS within 30 days 
of being notified of the needed corrections. Service providers will receive 
reports of the case record reviews and are allowed 30 days to develop a 
corrective action plan for any deficiencies noted. MDHHS monitors the 
implementation of the corrective action plan to assure quality improvements are 
realized. 

Any issues found that jeopardize the health or welfare of the individual require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to all 
applicants for whom there is reasonable indication that 1915(i) services may be needed in the future; 
(b) the processes and instruments described in the approved state plan for determining 1915(i) 
eligibility are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled individuals is 
reevaluated at least annually or if more frequent, as specified in the approved state plan for 1915(i) 
HCBS. 

 

  Requirement 
An evaluation for 1915(i) State plan HCBS eligibility is provided to all 
applicants for whom there is reasonable indication that 1915(i) services may 
be needed in the future. 

Discovery  
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 Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of 1915(i) services evaluations completed.  

Numerator: Number of 1915(i) services evaluations completed. 

Denominator: All 1915(i) services referrals received. 
Discovery  
Activity  
(Source of Data & 
sample size) 

Transition agencies must track all referrals made to them and document the 
referral in the nursing facility transition portal.  This data is available to 
MDHHS once it is entered in the nursing facility transition portal. The sample 
size is 100%. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS use referral and claims data for the number of evaluations completed 
to calculate this performance measure. When an agency is not completing a 
timely evaluation for referrals made, MDHHS requires corrective action of the 
entity. 

Frequency  
 

Continuous & ongoing, compiled annually  

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur continuously. Service providers receive data reports and are allowed 30 
days to explain discrepancies and develop a corrective action plan for any 
deficiencies noted. MDHHS monitors the implementation of the corrective 
action plan to assure quality improvements are realized quarterly. 

Any issues found that jeopardize the health or welfare of the individual require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The processes and instruments described in the approved state plan for 
determining 1915(i) eligibility are applied appropriately. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of 1915(i) services evaluations made by a qualified 
evaluator using an approved instrument.  

Numerator: Number of 1915(i) services evaluations made by a qualified 
evaluator using an approved instrument.  

Denominator: All 1915(i) services records. 
Discovery  
Activity  
(Source of Data & 
sample size) 

100% MDHHS reviews all 1915(i) case records to determine whether the 
evaluations were made by a qualified evaluator using the appropriate 
instrument. 

Monitoring 
Responsibilities 

MDHHS reviews the evaluations made to assure the appropriate instrument was 
used and a qualified evaluator completed the determination. When an evaluation 
is not completed properly, or someone who is not qualified to be a transition 
navigator completes an evaluation, MDHHS requires corrective action. 
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(Agency or entity 
that conducts  
discovery activities) 

Frequency  
 

Continuous and ongoing, compiled annually 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur continuously and ongoing. Evaluators receive reports of the findings and 
are allowed 30 days to develop a corrective action plan for any deficiencies 
noted. MDHHS monitors the implementation of the corrective action plan to 
assure quality improvements are realized. 

Any issues found that jeopardize the health or welfare of the individual 
including having an evaluation completed by a non-qualified person, require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The 1915(i) benefit eligibility of enrolled individuals is reevaluated at least 
annually or if more frequent, as specified in the approved state plan for 1915(i) 
HCBS. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

The number and percent of individuals enrolled in 1915(i) services for 
more than a year who have had an annual reevaluation. 

Numerator:  The number of individuals enrolled in 1915(i) services for 
more than a year who have had an annual reevaluation. 

Denominator: The number of individuals enrolled in 1915(i) services for 
more than a year. 

Discovery  
Activity  
(Source of Data & 
sample size) 

MDHHS monitors all beneficiaries who have been enrolled in 1915(i) services 
for a year or more since the last evaluation. MDHHS assures that beneficiaries 
enrolled in 1915(i) services for longer than a year have an annual reevaluation. 

The sample size will be 100%. 
Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews the evaluations to assure the appropriate instrument was used 
and a qualified evaluator completed the determination. When an evaluation is 
not completed properly, MDHHS requires corrective action. 

Any issues found that jeopardize the health or welfare of the individual, 
including having an evaluation completed by a non-qualified person, require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency  Continuous & ongoing 
Remediation  
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 Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

Evaluators serving individuals who have not had a reevaluation after being 
enrolled for a year are required to perform a reevaluation or discharge the 
individual.  Case record documentation must assure the individual is making 
progress toward their goals of transitioning and participating in the community.  
Once a missed or late evaluations identified, reevaluations need to be conducted 
within one week. 

Frequency 
(of Analysis and 
Aggregation) 

Continuous & ongoing  

 

3. Providers meet required qualifications. 
 

  Requirement Providers meet required qualifications 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of non-licensed or non-certified 1915(i) services 
providers that meet provider qualifications.  

Numerator: Number of non-licensed or non-certified providers that meet 
provider qualifications.  

Denominator: All non-licensed or non-certified providers. 
Discovery  
Activity  
(Source of Data & 
sample size) 

100% of non-licensed or non-certified providers, MDHHS/CHAMPS  

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS monitors providers and assures that the proper documentation to verify 
provider qualifications is submitted to the Department as required. Provider end 
dates are be used to assure unqualified providers are not paid for services 
rendered. 

Frequency  Continuous and ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS uses CHAMPS to analyze and aggregate the data. When a non-
licensed, non-certified provider is found that does not meet provider 
qualifications, their provider eligibility is end dated in CHAMPS and they are 
no longer be able to bill for services provided to individuals. MDHHS recoups 
payments made to providers who were not qualified at the time of service 
provision. 

Frequency Continuous and ongoing. 
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(of Analysis and 
Aggregation) 

 

  Requirement Providers meet required qualifications 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of licensed or certified 1915(i) services providers that 
meet provider qualifications.  

Numerator: Number of licensed or certified providers that meet provider 
qualifications.  

Denominator: All licensed or certified providers. 
Discovery  
Activity  
(Source of Data & 
sample size) 

100% of licensed or certified providers MDHHS/CHAMPS  

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS monitors providers and assures the proper documentation to verify 
provider qualifications is submitted to the Department as required. Provider end 
dates are used to assure unqualified providers are not paid for services rendered. 

Frequency  
 

Continuous and ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS uses CHAMPS to analyze and aggregate the data.  When a licensed or 
certified provider is found that does not meet provider qualifications, their 
provider eligibility is end dated in CHAMPS and they are no longer able to bill 
for services provided to individuals. 

Frequency 
(of Analysis and 
Aggregation) 

Continuous and ongoing. 

 
4. Settings meet the home and community-based setting requirements as specified in this SPA and in 

accordance with 42 CFR 441.710(a)(1) and (2).  

 

  Requirement 
Settings meet the home and community-based setting requirements as 
specified in this SPA and in accordance with 42 CFR 441.710(a)(1) and (2). 

Discovery  
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 Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of provider-controlled settings that meet the HCBS 
settings requirements used by individuals enrolled in 1915(i) services who 
have transitioned from an institution. 

Numerator: Number of provider-controlled settings that meet the HCBS 
settings requirements used by individuals enrolled in 1915(i) services who 
have transitioned from an institution. 

Denominator: All provider-controlled settings used by individuals enrolled 
in 1915(i) services who have transitioned from an institution. 

Discovery  
Activity  
(Source of Data & 
sample size) 

MDHHS monitors all individuals enrolled in 1915(i) services who have 
transitioned from an institution and chosen to use a provider-controlled setting 
in the community. All provider-controlled settings must meet the HCBS settings 
requirements in 42 CFR 441.710(a)(1) and (2) prior to the individual using that 
setting.   

The sample size is 100%. 
Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS or Transition Navigators work with provider-controlled settings to 
assure they meet the HCBS settings rule before the individual uses a specific 
provider. 

Frequency  Continuous & ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

Transition Navigators have access to an MDHHS database that identifies whether a 
provider-controlled setting has been evaluated for compliance to the HCBS settings 
rule, and if so, whether the setting meets the requirements. When individuals 
choose a setting that has not been deemed compliant, the Transition Navigator will 
need to inform the individual that 1915(i) services must stop upon transition to this 
setting and of other available options that are compliant where transition and other 
HCBS services could continue.  Should the individual still choose a non-compliant 
setting, no Medicaid-funded reimbursement for services after the transition date 
will be approved. 

Frequency 
(of Analysis and 
Aggregation) 

Continuous & ongoing  

 

5. The SMA retains authority and responsibility for program operations and oversight. 
 

  Requirement 
The SMA retains authority and responsibility for program operations and 
oversight. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of service plans for participants that were completed 
within 90 days from the initial assessment.  

Numerator: Number of service plans for participants that were completed 
within 90 days from the initial assessment  
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Denominator: Number of beneficiaries with person-centered transition 
plans  

Discovery  
Activity  
(Source of Data & 
sample size) 

100% of all service plans submitted to MDHHS for approval of 1915(i) 
services. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews all person-centered service plans to assure they are completed 
within 90 days of initially assessing the individual for 1915(i) services. 

Frequency  Continuous and ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews are 
continuous and ongoing for all person-centered service plans approved. Service 
providers receive reports of the case record reviews and are allowed 30 days to 
correct any deficiencies noted. MDHHS monitors the implementation of the 
corrective action to assure quality improvements are realized. 

Any issues found that jeopardize the health or welfare of the individual will 
require immediate remediation to the satisfaction of the individual and 
MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The SMA retains authority and responsibility for program operations and 
oversight. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of service plans that were approved by MDHHS.  

Numerator: Number of service plans that were approved by MDHHS. 

Denominator: Number of service plans submitted for approval by 
MDHHS. 

Discovery  
Activity  
(Source of Data & 
sample size) 

100% of all person-centered service plans submitted to MDHHS for approval 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews all person-centered service plans submitted for approval. 
MDHHS contacts the transition navigator for any plans submitted that cannot be 
approved to address the issues identified. The transition navigators have 30 days 
to remediate all issues. 

Frequency  Continuous and Ongoing 
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Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur continuously and ongoing for all person-centered service plans submitted 
for approval. Service providers receive reports of the case record reviews and 
are allowed 30 days to correct any deficiencies noted. MDHHS monitors the 
implementation of the corrective action to assure quality improvements are 
realized. 

Any issues found that jeopardize the health or welfare of the individual will 
require immediate remediation to the satisfaction of the individual and 
MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
6. The SMA maintains financial accountability through payment of claims for services that are 

authorized and furnished to 1915(i) participants by qualified providers. 
 

  Requirement 
The SMA maintains financial accountability through payment of claims for the 
services that are authorized and furnished to 1915(i) participants by qualified 
providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of service plans that supported paid services.  
Numerator: Number of service plans that supported paid services.  
Denominator: Number of service plans approved by MDHHS. 

Discovery  
Activity  
(Source of Data & 
sample size) 

100% of all service plans 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS assures that all 1915(i) services billed are included on the 
approved person-centered service plan prior to adjudicating the claims 
submitted by the provider. 

Frequency   Continuous and Ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur continuously and ongoing all person-centered service plans authorized by 
MDHHS. Service providers are allowed 30 days to correct any deficiencies 
noted. MDHHS monitors the implementation of the corrective action to assure 
quality improvements are realized. Claims for services not included on the 
person-centered service plan will not be authorized for payment. 
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Any issues found that jeopardize the health or welfare of the individual will 
require immediate remediation to the satisfaction of the individual and 
MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The SMA maintains financial accountability through payment of claims for the 
services that are authorized and furnished to 1915(i) participants by qualified 
providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of 1915(i) services claims payments made to providers 
for 1915(i) services participants with active Medicaid eligibility.  

Numerator: Number of 1915(i) services claims payments made to providers 
for 1915(i) services participants with active Medicaid.  

Denominator: Total number of 1915(i) services claims payments. 
Discovery  
Activity  
(Source of Data & 
sample size) 

MDHHS monitors payments made to providers of 1915(i) services to assure 
payments subject to FFP are only issued for Medicaid-eligible individuals. 

This will be a 100% sample size. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS has edits in place prior to approving claims to verify that only claims 
for Medicaid beneficiaries are approved for payment and submitted for FFP. 

Frequency  Continuous and ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS assures FFP is only requested for claims made for 1915(i) services 
provided to Medicaid-eligible beneficiaries.  MDHHS periodically evaluates all 
1915(i) services claims payments subject to FFP to assure the individuals served 
had Medicaid eligibility on the date of service. Claims adjustments or 
recoupments are made for any claims for which FFP was requested, but the 
individual did not have Medicaid eligibility on the date of service. 

Frequency 
(of Analysis and 
Aggregation) 

Continuous and ongoing 

 

  Requirement 
The SMA maintains financial accountability through payment of claims for the 
services that are authorized and furnished to 1915(i) participants by qualified 
providers. 

Discovery  
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 Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of 1915(i) services FFS payments that have been paid 
at rates approved by MDHHS.  

Numerator: Number of 1915(i) services FFS payments that have been paid 
at rates approved by MDHHS.  
Denominator: All 1915(i) services FFS payments. 

Discovery  
Activity  
(Source of Data & 
sample size) 

MDHHS monitors payments made to providers of 1915(i) services to assure 
payments are only issued for Medicaid-eligible individuals at the MDHHS 
approved rates. 

The sample size is 100%. 
Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS uses edits in the MMIS system to assure claims are paid at the rates 
approved by MDHHS. All claims for services that are above the MDHHS-
approved rates are either rejected or adjusted down to the MDHHS approved 
rate before issuing payment. 

Frequency  Continuous and ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS assures FFP is only claimed for 1915(i) services provided to 
Medicaid-eligible individuals.  MDHHS periodically evaluates all 1915(i) 
services claims payments made to assure the individuals served had Medicaid 
eligibility on the date of service and the claims are paid at the rates approved by 
MDHHS.  Recoupments or adjustments are made as necessary for payments for 
service provided to all non-eligible individuals and for payments made that are 
not at the MDHHS approved rate. 

Frequency 
(of Analysis and 
Aggregation) 

Continuous and ongoing 

 
7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation, 

including the use of restraints. 
 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of case records that indicate a provider took 
appropriate action when they suspect incidences of abuse, neglect and 
exploitation have occurred.  

Numerator: Number of case records that indicate a provider took 
appropriate action when they suspect incidences of abuse, neglect and 
exploitation.  

Denominator: Number of case records reviewed that indicate an incidence 
of abuse, neglect or exploitation may have occurred. 
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Discovery  
Activity  
(Source of Data & 
sample size) 

A statistically significant randomly drawn sample of case records to review. 

Confidence interval is +/- 5%. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews a randomly selected statistically significant sample of all case 
records for individuals approved for 1915(i) services. This review may include 
interviews with participants to determine if any potential incidents of abuse, 
neglect, or exploitation may have occurred, and if so whether those incidents 
were reported as required. 

Frequency  Annually 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur annually for a statistically significant sample of case records. Service 
providers receive reports of the case record reviews and are allowed 30 days to 
develop a corrective action plan for any deficiencies noted. MDHHS monitors 
the implementation of the corrective action plan to assure quality improvements 
are realized. 

Any issues found that jeopardize the health or welfare of the individual require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of individuals or legal guardians who received 
information and education in the prior year about how to report abuse, 
neglect, exploitation and other critical incidents.  

Numerator: Number of individuals or legal guardians who received 
information and education in the prior year as documented in the case 
record.  
Denominator: Number of case records reviewed. 

Discovery  
Activity  
(Source of Data & 
sample size) 

A statistically significant randomly drawn sample of case records to review. 

Confidence interval is +/- 5%. 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews a randomly selected statistically significant sample of all case 
records for individuals approved for 1915(i) services. This review may include 
interviews with participants to determine if any potential incidents of abuse, 
neglect, or exploitation may have occurred, and if so whether those incidents 
were reported as required. 
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Frequency  Annually 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews 
occur annually for a statistically significant sample of case records. Service 
providers receive reports of the case record reviews and are allowed 30 days to 
develop a corrective action plan for any deficiencies noted. MDHHS monitors 
the implementation of the corrective action plan to assure quality improvements 
are realized quarterly. 

Any issues found that jeopardize the health or welfare of the individual require 
immediate remediation to the satisfaction of the individual and MDHHS. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of Transition Navigators who have completed 
required training to identify and report suspected incidents of abuse, 
neglect, and exploitation, and how to prevent additional incidents.  

Numerator: Number of Transition Navigators who have completed 
required training to identify and report suspected incidents of abuse, 
neglect, and exploitation, and how to prevent additional incidents. 

Denominator: All Transition Navigators. 
Discovery  
Activity  
(Source of Data & 
sample size) 

MDHHS reviews Transition Navigator records to determine whether each 
Transition Navigator received training on identifying, reporting, and preventing 
incidents of abuse, neglect, and exploitation. 

100% sample size. 
Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery activities) 

MDHHS reviews agency and individual training records to assure transition 
navigators are trained on how to identify and report suspected incidents of 
abuse, neglect or exploitations. 

Frequency  Continuous and ongoing 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

MDHHS collects, analyzes, and aggregates remediation activities. Reviews of 
Transition Navigator training will occur annually for all new Transition 
Navigators. Any Transition Navigator who cannot verify receipt of such 
training is required to participate in a training and provide verification of 
participation within 30 days of identifying the issue. 
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Frequency 
(of Analysis and 
Aggregation) 

Continuous and ongoing 

 
System Improvement 
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.) 
 
1. Methods for Analyzing Data and Prioritizing Need for System Improvement 

MDHHS designed the 1915(i) services quality improvement strategy to assess and improve 
the quality of services and supports provided through the 1915(i) services option. MDHHS is 
the Single State Agency responsible for establishing the components of the quality 
improvement strategy which includes several tools to gather data and measure individual and 
system performance. Tools utilized include the record review protocol, the participant 
satisfaction survey, and a Critical Incident Reporting (CIR) system.  The system was 
designed with input from many stakeholders including participants, MI Choice waiver 
agencies, Centers for Independent Living, PACE organizations, and other interested parties. 
 
An administrative oversight committee remains in place. This committee is comprised of 
representatives from Area Agencies on Aging, Centers for Independent Living, MDHHS 
Leadership, PACE, and the Michigan Home and Community Based Services Network.  
Additionally, the Quality Management Collaborative, which is chaired by HCBS participants, 
many of whom have transitioned from the nursing facility, is consulted as needed. 
 
Data gathered from the record reviews is used to foster improvements and provide technical 
assistance at the agency whose records are being reviewed.  Annually, this data is compiled to 
look for systemic trends and areas in need of improvement.  The participant satisfaction 
survey is administered monthly and compiled annually to program participants.  This includes 
those in the process of transitioning, those who have transitioned, and those who closed 
without transition. Any issues identified through this survey are immediately resolved to the 
satisfaction of the individual.  Data is compiled at the end of each survey cycle and analyzed 
for trends and areas of improvement. 
 
The administrative oversight committee assist with prioritizing areas of improvement.  This 
group’s top priority is to facilitate improvements that will make transitioning easier for the 
person being served.  Everyone on the administrative oversight committee has training in 
continual quality improvement and this expertise is used to facilitate improvements. 
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2. Roles and Responsibilities 

MDHHS maintains overall responsibility for quality assurance, quality improvements and 
quality performance. 
 
MDHHS staff perform case record reviews. Contracted entities conduct the participant 
satisfaction surveys.  These entities are responsible for providing technical assistance when 
identified in the performance of their duties.  The entities also retain responsibility to identify 
areas in need of improvement and make MDHHS aware of any identified trends or areas that 
need immediate remediation. 
 
Providers are responsible for furnishing services according to MDHHS policies and 
procedures and for continuously improving their performance and the experiences of the 
individuals they serve.  They retain responsibility for submitting claims to MDHHS for 
adjudication and for assuring all claims for service are provided according to established 
policies and procedures. 

 
3. Frequency 

Quality improvement is continuous and ongoing.   MDHHS continuously monitors claims 
submitted for 1915(i) services, the qualifications of providers, and the satisfaction of 
individuals served with 1915(i) services.  Case record reviews are conducted continuously 
and ongoing for all records across all providers.  Contractors conduct participant satisfaction 
surveys each month and compiles the data annually.  

 
4. Method for Evaluating Effectiveness of System Changes 

MDHHS uses the continual Quality Improvement strategy to facilitate system changes.  This 
focuses on a plan, do, study, act framework for examining the issues, piloting solutions, and 
studying results before requiring systemic changes.  Data is analyzed at least annually to 
determine whether changes implemented led to improved outcomes for the individuals using 
1915(i) services.  When issues are identified, a study of the root cause of the issue is 
conducted.  Any barriers to success identified will be removed or overcome to facilitate 
quality improvements. 
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1915(i) State Plan Home and Community-Based Services 
Administration and Operation 

The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit for 
elderly and disabled individuals as set forth below. 
1. Services.  (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in Attachment 

4.19-B): 
Community Support Services: Community Living Supports, Enhanced Pharmacy, Environmental 
Modifications, Family Support & Training, Fiscal Intermediary, Housing Assistance, Respite Care, 
Skill-Building Assistance, Specialized Medical Equipment & Supplies, Supported/Integrated 
Employment, and Vehicle Modification. 

2. Concurrent Operation with Other Programs.  (Indicate whether this benefit will operate concurrently with 
another Medicaid authority): Select one:   
 Not applicable 
X Applicable 

Check the applicable authority or authorities: 
 Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts with a 

Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP) or prepaid 
ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the delivery of 
1915(i) State plan HCBS.  Participants may voluntarily elect to receive waiver and other services 
through such MCOs or prepaid health plans.  Contracts with these health plans are on file at the 
State Medicaid agency.  Specify:  
(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);  
(b) the geographic areas served by these plans;  
(c) the specific 1915(i) State plan HCBS furnished by these plans;  
(d) how payments are made to the health plans; and 
(e) whether the 1915(a) contract has been submitted or previously approved. 

 Waiver(s) authorized under §1915(b) of the Act.  
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been 
submitted or previously approved: 

Specify the §1915(b) authorities under which this program operates (check each that applies): 
 §1915(b)(1) (mandated enrollment to 

managed care) 
 §1915(b)(3) (employ cost savings to furnish 

additional services) 

 §1915(b)(2) (central broker)  §1915(b)(4) (selective contracting/limit number 
of providers) 

 A program operated under §1932(a) of the Act.  
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been 
submitted or previously approved: 

X A program authorized under §1115 of the Act. Specify the program: On 10/1/2023, the §1915(i) 
SPA will operate concurrently with the §1115 Behavioral Health Demonstration Waiver.   

 
3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.  (Select one): 
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X The State plan HCBS benefit is operated by the SMA.  Specify the SMA division/unit that has 
line authority for the operation of the program  (select one): 
 The Medical Assistance Unit (name of unit):  
 Another division/unit within the SMA that is separate from the Medical Assistance Unit 

 (name of division/unit) 
This includes 
administrations/divisions 
under the umbrella 
agency that have been 
identified as the Single 
State Medicaid Agency. 

Michigan Department of Health and Human Services 
(MDHHS)/Behavioral Health and Developmental Disabilities 
Administration (BHDDA). 

 The State plan HCBS benefit is operated by (name of agency) 
a separate agency of the state that is not a division/unit of the Medicaid agency.  In accordance 
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the 
administration and supervision of the State plan HCBS benefit and issues policies, rules and 
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum 
of understanding that sets forth the authority and arrangements for this delegation of authority is 
available through the Medicaid agency to CMS upon request.   

 

4. Distribution of State plan HCBS Operational and Administrative Functions.   
X    (By checking this box the state assures that):  When the Medicaid agency does not directly conduct an 

administrative function, it supervises the performance of the function and establishes and/or approves 
policies that affect the function. All functions not performed directly by the Medicaid agency must be 
delegated in writing and monitored by the Medicaid Agency.  When a function is performed by an 
agency/entity other than the Medicaid agency, the agency/entity performing that function does not 
substitute its own judgment for that of the Medicaid agency with respect to the application of policies, 
rules and regulations.  Furthermore, the Medicaid Agency assures that it maintains accountability for 
the performance of any operational, contractual, or local regional entities. In the following table, specify 
the entity or entities that have responsibility for conducting each of the operational and administrative 
functions listed (check each that applies): 

(Check all agencies and/or entities that perform each function): 
 

Function 
Medicaid 

Agency 

Other State 
Operating 

Agency 
Contracted 

Entity 
Local Non-

State Entity 

1 Individual State plan HCBS enrollment     

2 Eligibility evaluation      

3 Review of participant service plans      

4 Prior authorization of State plan HCBS     

5 Utilization management      

6 Qualified provider enrollment     

7 Execution of Medicaid provider agreement     
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8 Establishment of a consistent rate 
methodology for each State plan HCBS     

9 Rules, policies, procedures, and 
information development governing the 
State plan HCBS benefit 

    

10   Quality assurance and quality 
improvement activities     

 (Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function): 
Contracted Entity:  MDHHS/BHDDA, as the Medicaid State Agency, will maintain accountability, 
directly perform, and/or otherwise monitor all administrative functions of the state plan HCBS 
benefit. MDHHS local field offices establish Medicaid eligibility (function 2) as the other state 
agency and MDHHS/BHDDA contracts with regional managed care Pre-paid Inpatient Health 
Plans (PIHP), as the other contracted entity, to assist in monitoring functions of the HCBS benefit 
(functions 1, 3, 4, 5, 6, 7, and 10). MDHHS/BHDDA, the PIHP, an EQR Vendor, and local non-
state entities/Community Mental Health Service Programs (CMHSP) will all be actively involved in 
assuring quality and implementation of identified quality improvement activities (function 10). 

 

(By checking the following boxes the State assures that):   

5.      Conflict of Interest Standards.  The state assures the independence of persons performing evaluations, 
assessments, and plans of care.  Written conflict of interest standards ensure, at a minimum, that persons 
performing these functions are not: 

• related by blood or marriage to the individual, or any paid caregiver of the individual 
• financially responsible for the individual 
• empowered to make financial or health-related decisions on behalf of the individual 
• providers of State plan HCBS for the individual, or those who have interest in or are employed by a 

provider of State plan HCBS; except, at the option of the state, when providers are given responsibility to 
perform assessments and plans of care because such individuals are the only willing and qualified entity 
in a geographic area, and the state devises conflict of interest protections.  (If the state chooses this option, 
specify the conflict of interest protections the state will implement): 

 

MDHHS/BHDDA as the state Medicaid agency will deliver 1915(i) SPA services through contracted 
arrangements with its managed care PIHPs regions. The PIHPs have responsibility for monitoring 
person-centered service plans and the network’s implementation of the 1915 (i) SPA services, 
which require additional conflict of interest protections including separation of entity and provider 
functions within provider entities.   
 

The right of every individual receiving public mental health services in Michigan to the development 
of an individual plan of services and supports using the person-centered planning process is 
established by law in Chapter 7 of the Michigan Mental Health Code. Through the MDHHS/PIHP 
contract, MDHHS delegates the responsibility for the authorization of the service plan to the PIHPs. 
The PIHPs delegate the responsibilities of plan development to CMHSP supports coordinator or 
other qualified staff chosen by the individual or family. These individuals responsible for the IPOS 
are not providers of any HCBS for that individual and are not the same people responsible for the 
independent HCBS needs assessment. The CMHSPs authorize the implementation of service 
through a separate service provider entity. The development of the IPOS through the person-
centered planning (PCP) process is led by the beneficiary with the involvement of allies chosen by 
the beneficiary to ensure that the service plan development is conducted in the best interests of the 
beneficiary. The beneficiary has the option of choosing an independent facilitator (not employed by 
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or affiliated with the PIHP) to facilitate the planning process. In addition, the PIHP, through its 
Customer Services Handbook and the one-on-one involvement of a supports coordinator, supports 
coordinator assistant, or independent supports broker are required to provide full information and 
disclosure to beneficiaries about the array of services and supports available and the choice of 
providers. The beneficiary has the option to choose his or her supports coordinator employed by a 
PIHP subcontractor or can choose an independent supports coordinator (not employed directly by 
or affiliated with the PIHP except through the provider network) or select a supports coordinator 
assistant or independent supports broker. This range of flexible options enables the beneficiary to 
identify who he or she wants to assist with service plan development that meets the beneficiaries’ 
interests and needs. Person-centered planning is one of the areas that QMP Site Review Team 
addresses during biennial reviews of each PIHP. 
 

The MDHHS/BHDDA has several safeguards in place to assure that the independent assessment,  
independent eligibility evaluation, development of the Individual Plan of Service (IPOS), and 
delivery of 1915(i) services by the PIHP provider network are free from conflict of interest through 
the following:    
1) The mandated separation required in the MDHHS/PIHP contract that assures the assessor(s) of 
eligibility will not make final determinations about the amount, scope and duration of 1915i services;  
2)  The MDHHS/PIHP contract assures the provider responsible for the independent HCBS needs 
assessment are separate from the case manager/supports coordinator providers responsible for 
the development of the IPOS; 
3)  All Medicaid beneficiaries are supported in exercising their right to free choice of providers and 
are provided information about the full range of 1915(i) services, not just the services furnished by 
the entity that is responsible for the person-centered service plan development. All beneficiaries are 
advised about the Medicaid Fair Hearing process in the Customer Services Handbook that is 
provided by the PIHP to the individual at the onset of services, at least annually at the person-
centered planning meeting and upon request of the individual at any time.  The Medicaid Fair 
Hearings process is available to the individual to appeal decisions made related to 1915(i) services.  
This may include beneficiaries who believe they were incorrectly determined ineligible for 1915(i) 
services; beneficiaries who believe the amount, scope, and duration of services determined 
through the person-centered planning process is inadequate to meet their needs; and if 1915(i) 
services are reduced, suspended or terminated.  Adequate Notice of Medicaid Fair Hearing rights 
is provided at the time the person-centered plan of service is developed and Advanced Notice of 
Medicaid Fair Hearing rights is provided prior to any reduction, elimination, suspension or 
termination of services; 
4)  The results of the individual needs assessment, including any other historical assessment or 
evaluation results, may be used as part of the information utilized in developing the individual plan 
of services (IPOS).  Oversight/coordination of the IPOS is done by a case manager or supports 
coordinator or other qualified staff chosen by the individual or family, is not a provider of any other 
service for that individual, and is not the professional/entity that completes the individual needs 
assessment/authorization for eligibility or services; 
5) The PIHP performs the utilization management managed care function to authorize the amount, 
scope and duration of 1915i services. PIHP utilization management staff are completely separate 
from the sub-contracted  staff and entities performing evaluation, assessment, planning, and 
delivery of 1915i services; 
6) As part of its Quality Assessment Performance Improvement Plan (QAPIP), each PIHP “has 
mechanisms to identify and correct under-utilization as well as over-utilization” of services 
[MDHHS/PIHP Contract Attachment P.7.9.1].  PIHPs use a number of different mechanisms as part 
of utilization management to monitor for under- and over-utilization of services.  For example, the 
PIHP may use an independent qualified clinician to review recommended 1915(i) services; UM staff 
may perform regular reviews to determine if authorizations and service / units utilized are tied to 
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6.     Fair Hearings and Appeals.  The state assures that individuals have opportunities for fair hearings and 
appeals in accordance with 42 CFR 431 Subpart E. 

7.     No FFP for Room and Board.  The state has methodology to prevent claims for Federal financial 
participation for room and board in State plan HCBS.   

8.     Non-duplication of services.  State plan HCBS will not be provided to an individual at the same time as 
another service that is the same in nature and scope regardless of source, including Federal, state, local, and 
private entities.  For habilitation services, the state includes within the record of each individual an explanation 
that these services do not include special education and related services defined in the Individuals with 
Disabilities Education Improvement Act of 2004 that otherwise are available to the individual through a local 
education agency, or vocational rehabilitation services that otherwise are available to the individual through a 
program funded under §110 of the Rehabilitation Act of 1973. 

Number Served 
1. Projected Number of Unduplicated Individuals To Be Served Annually.   

(Specify for year one.  Years 2-5 optional): 

Annual Period From To Projected Number of Participants 
Year 1 10-1-2023 9-30-2024 50,000 
Year 2    
Year 3    
Year 4    
Year 5    

2.     Annual Reporting.  (By checking this box the state agrees to): annually report the actual number of 
unduplicated individuals served and the estimated number of individuals for the following year. 

Financial Eligibility 

IPOS goals and whether services authorized / used are medically necessary and the level 
approved is appropriate to meet the goals in the IPOS; or collect utilization data for trending and 
analysis. 
 
 7) MDHHS also monitors through its site review process and the External Quality Review (EQR) to 
assure that 1915(i) services will be determined and delivered appropriate and free from conflict of 
interest.  The EQR includes a standard that evaluates the PIHP’s utilization management system to 
assure there are written criteria and procedures for making utilization decisions, mechanisms for 
identifying under- and over-utilization, and processes for providing Medicaid Fair Hearing notice if a 
service is denied, suspended, reduced or terminated. As part of the Quality Improvement Strategy, 
MDHHS will implement changes as needed with CMS approval if required based on the discovery, 
analysis and remediation of the performance measures to ensure there are no fiduciary conflicts or 
incentives to either over or under utilize services. 
Additional Assurances in MDHHS/PIHP Contract Section 30.0 CONFLICT OF INTEREST: 
The PIHP and MDHHS are subject to the federal and state conflict of interest statutes and regulations that apply to 
the PIHP under this contract, including Section 1902(a)(4)(C) and (D) of the Social Security Act: 41 U.S.C. Chapter 
21 (formerly Section 27 of the Office of Federal Procurement Policy Act (41 U.S.C. §423): 18 U.S.C. §207)): 18 
U.S.C. §208: 42 CFR §438.58: 45 CFR Part 92: 45 CFR Part 74: 1978 PA 566: and MCL 330.1222. Self-
Determination Policy and Practice Guideline (AttachmentP4.7.1) and Medicaid Services Verification – Technical 
Requirements (Attachment P6.4.1) 
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1.   Medicaid Eligible.  (By checking this box the state assures that):  Individuals receiving State plan HCBS are 
included in an eligibility group that is covered under the State’s Medicaid Plan and have income that does not 
exceed 150% of the Federal Poverty Line (FPL).  (This election does not include the optional categorically needy 
eligibility group specified at §1902(a)(10)(A)(ii)(XXII) of the Social Security Act.  States that want to adopt the 
§1902(a)(10)(A)(ii)(XXII) eligibility category make the election in Attachment 2.2-A of the state Medicaid plan.) 

 
2.    Medically Needy (Select one): 

   The State does not provide State plan HCBS to the medically needy. 

   The State provides State plan HCBS to the medically needy. (Select one): 

  The state elects to disregard the requirements section of 1902(a)(10)(C)(i)(III) of the 
Social Security Act relating to community income and resource rules for the medically 
needy.  When a state makes this election, individuals who qualify as medically needy on the 
basis of this election receive only 1915(i) services. 
   The state does not elect to disregard the requirements at section 1902(a)(10)(C)(i)(III) of 
the Social Security Act. 

 

Evaluation/Reevaluation of Eligibility 

   1. Responsibility for Performing Evaluations/Reevaluations Eligibility for the State plan HCBS benefit must be    
determined through an independent evaluation of each individual).  Independent evaluations/reevaluations to 
determine whether applicants are eligible for the State plan HCBS benefit are performed (Select one): 

 Directly by the Medicaid agency 
 By Other (specify State agency or entity under contract with the State Medicaid agency): 

The PIHP provider network will perform the face-to face assessments, compile required 
documentation, and submit findings to the MDHHS/BHDDA. The MDHHS/BHDDA will make 
the determination of needs-based criteria through an independent evaluation and re-
evaluation. 

 

2.     Qualifications of Individuals Performing Evaluation/Reevaluation.  The independent evaluation is performed 
by an agent that is independent and qualified.  There are qualifications (that are reasonably related to performing 
evaluations) for the individual responsible for evaluation/reevaluation of needs-based eligibility for State plan 
HCBS.  (Specify qualifications) 

MDHHS staff must have a minimum of a bachelor’s degree, preferably in a health or social ser-
vices field. Staff are trained in the needs-based criteria outlined for these 1915(i) State Plan ser-
vices and are able to evaluate documentation to determine whether each applicant meets these 
criteria. Staff will have access to state systems to verify that individuals are Medicaid eligible and 
currently residing in a HCBS setting. 

 

3. Process for Performing Evaluation/Reevaluation.  Describe the process for evaluating whether individuals meet 
the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make this determination.  If the 
reevaluation process differs from the evaluation process, describe the differences: 

For an Evaluation/Reevaluation the MDHHS/BHDDA staff will apply the needs-based criteria 
described in 5 below to determine whether the individual in the targeted group is eligible for 
1915(i) services. The PIHPs network will utilize standardized instruments to assist in identifying 
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level of need (i.e. LOCUS, SIS, ASAM, Gain-I0), administer other face to face assessments 
related to the individual’s functional abilities (i.e. EFL, AFLS, other adaptive behavior/global 
functioning scales, etc.), and identify services and supports required to reach the expected 
outcomes of community inclusion and participation. The PIHPs network will provide evidence to 
MDHHS/BHDDA for making the needs-based eligibility determination through a Waiver Support 
Application (WSA) portal.  
 
The MDHHS/BHDDA will conduct evaluations using validated instruments specific to each 
individual’s condition that identifies the individual meets all the eligibility requirements for 1915(i) 
service(s). 

• For children and adolescents, with SED, the Preschool and Early Childhood Functional 
Assessment Scale (PECFAS) and the Child Adolescent Functional Assessment Scale 
(CAFAS) is utilized. For children and adolescents with intellectual or developmental 
disability, standardized tools to identify functional abilities, adaptive behavior/global 
functioning, and level of support needs (i.e.DD-CGAS, Vineland, SIS-C, etc.) will be 
utilized. 

 
• For adults with mental health and co-occurring mental health and substance use 

disorder related needs, the Level of Care Utilization System (LOCUS) is applied.  For 
adults with intellectual or developmental disability related needs the Supports Intensity 
Scale (SIS) is used.  Adults presenting with needs only involving substance use 
disorders the Global Appraisal of Individual Needs Initial (GAIN-I) Core assessment is 
utilized as it directly supports the American Society of Addiction Medicine (ASAM) level 
of care criteria that this service system is based on. 

 
Re-evaluation is done annually. A formal review of the IPOS will occur no less that annually with 
the individual and any other person chosen to participate by the individual or guardian. 
MDHHS/BHDDA will make determination of continuing eligibility based on evidence provided by 
the PIHP and evaluation that the individuals still meet the needs-based criteria described in 5 
below. 

 

4.     Reevaluation Schedule.  (By checking this box, the state assures that): Needs-based eligibility reevaluations are 
conducted at least every twelve months. 

 

5.        Needs-based HCBS Eligibility Criteria.  (By checking this box the state assures that): Needs-based
 criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.  

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify the 
needs-based criteria): 

To be eligible for 1915(i) services an individual must meet all of the following requirements: 

1. Have a substantial functional limitation in 1 or more of the following areas of major life activity: 
(A) Self-care. 
(B) Communication. 
(C) Learning. 
(D) Mobility. 
(E) Self-direction. 
(F) Capacity for independent living. 
(G) Economic self-sufficiency; and 
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6.          Needs-based Institutional and Waiver Criteria.  (By checking this box the state assures that): There are 
needs-based criteria for receipt of institutional services and participation in certain waivers that are more 
stringent than the criteria above for receipt of State plan HCBS.  If the state has revised institutional level of care 
to reflect more stringent needs-based criteria, individuals receiving institutional services and participating in 
certain waivers on the date that more stringent criteria become effective are exempt from the new criteria until 
such time as they no longer require that level of care. (Complete chart below to summarize the needs-based 
criteria for State Plan HCBS and corresponding more-stringent criteria for each of the following institutions): 

State plan HCBS needs-
based eligibility criteria 

NF (& NF LOC** 
waivers) 

ICF/IID (& ICF/IID LOC 
waivers) 

Applicable Hospital* (& 
Hospital LOC waivers) 

1. Have a substantial 
functional limitation in 1 
or more of the following 
areas of major life 
activity: 
(A) Self-care. 
(B) Communication. 
(C) Learning. 
(D) Mobility. 
(E) Self-direction. 
(F) Capacity for 
independent living. 
(G) Economic self-
sufficiency; AND 
 
2. Without 1915 (i) 
services the beneficiary 
is at risk of not 
increasing or maintaining 
sufficient level of 
functioning in order to 
achieve their individual 
goals of independence, 
recovery, productivity, or 
community inclusion and 
participation. 

Must meet nursing 
facility level of care, e.g. 
demonstrate 
1) need for assistance 
with ADLs of bed 
mobility, transfers, toilet 
use, or eating, 
2) cognitive performance 
deficits, a) severely 
impaired in decision 
making, b) short-term 
memory problem and at 
least moderately 
impaired in decision 
making, or c) 
short-term memory 
problem and is 
sometimes or rarely 
understood 
3) physician involvement 
with unstable medical 
condition within the last 
14 days, 
4) have at least one 
treatment or condition in 
the last 14 days 
including: stage 3-4 
pressure ulcers, 
intravenous or parenteral 
feedings, intravenous 
medications, end-stage 
care, daily tracheostomy, 
respiratory, or suctioning 
care, pneumonia, daily 
oxygen therapy, daily 
insulin with 2 order 

Must meet ICF/IID level 
of care, e.g. current 
assessments of the 
beneficiary reflect 
evidence of a 
developmental disability 
and/or serious mental 
illness. The beneficiary’s 
intellectual or functional 
limitations indicate that 
he/she would be eligible 
for health, habilitative, 
and active treatment 
services provided at the 
Intermediate Care 
Facility for Individuals 
with Intellectual 
Disabilities (ICF/IID) 
level of care [U.S. PL 
111-256.  

Must meet long-term 
acute care hospital 
(LTACH) level of care, 
e.g. 1) have a medically 
complex condition, 
2) demonstrate active 
comorbidities that 
require complex medical 
management and a 
multidisciplinary 
treatment plan to 
promote medical and 
functional improvement 
lead by a medical 
practitioner; and 
3) have a reasonable 
potential to benefit from 
an intense medical 
treatment program. 

2. Without 1915 (i) services the beneficiary is at risk of not increasing or maintaining sufficient 
level of functioning in order to achieve their individual goals of independence, recovery, 
productivity or community inclusion and participation. 
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changes, or peritoneal or 
hemodialysis, 
5) received at least 45 
minutes of skilled 
speech, occupational or 
physical rehabilitation 
therapies in the last 7 
days 
6) have displayed 
challenging behaviors 
(wandering, verbally 
abusive, physically 
abusive, socially 
inappropriate/disruptive, 
resisted care in 4 of the 
last 7 days or had 
delusions or 
hallucinations in the last 
7 days. 
7) be LTSS participant 
for a year or more and 
have service 
dependency 
8) be determined 
medically frail. 

*Long Term Care/Chronic Care Hospital                                                                                       **LOC= level of care 
  

7.     Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific population 
based on age, disability, diagnosis, and/or eligibility group.  With this election, the state will operate this program 
for a period of 5 years. At least 90 days prior to the end of this 5 year period, the state may request CMS renewal 
of this benefit for additional 5-year terms in accordance with 1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify 
target group(s)): 

Individual beneficiaries’ with a serious emotional disturbance, serious mental illness and/or 
intellectual/developmental disability. 

 Option for Phase-in of Services and Eligibility.  If the state elects to target this 1915(i) State plan HCBS 
benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals in accordance 
with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-in plan, subject to 
CMS approval.  At a minimum, the phase-in plan must describe: (1) the criteria used to limit enrollment or service 
delivery; (2) the rationale for phasing-in services and/or eligibility; and (3) timelines and benchmarks to ensure that 
the benefit is available statewide to all eligible individuals within the initial 5-year approval. (Specify the phase-in 
plan): 

 

(By checking the following box the State assures that):   
8.    Adjustment Authority.  The state will notify CMS and the public at least 60 days before exercising the 

option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii). 
9.     Reasonable Indication of need for services:  In order for an individual to be determined to need the 1915(i) 

State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i) service, as 
documented in the person-centered service plan, and (b) the provision of 1915(i) services at least monthly or, if 
the need for services is less than monthly, the participant requires regular monthly monitoring which must be 
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documented in the person-centered service plan.  Specify the state’s policies concerning the reasonable indication 
of the need for 1915(i) State plan HCBS: 

i. Minimum number of services. 
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is: 
    (1) One  

ii. Frequency of services.  The state requires (select one): 
  The provision of 1915(i) services at least monthly 

 Monthly monitoring of the individual when services are furnished on a less than monthly 
basis 
If the state also requires a minimum frequency for the provision of 1915(i) services other than 
monthly (e.g., quarterly), specify the frequency: 
At least one 1915(i) service every three months in addition to monthly monitoring. 

Home and Community-Based Settings 
(By checking the following box the State assures that):   
1.        Home and Community-Based Settings.    The State plan HCBS benefit will be furnished to individuals 

who reside and receive HCBS in their home or in the community, not in an institution.  (Explain how residential 
and non-residential settings in this SPA comply with Federal home and community-based settings requirements at 
42 CFR 441.710(a)(1)-(2) and associated CMS guidance.  Include a description of the settings where individuals 
will reside and where individuals will receive HCBS, and how these settings meet the Federal home and 
community-based settings requirements, at the time of submission and in the future): 

 
(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to include how 
the state Medicaid agency will monitor to ensure that all settings meet federal home and community-based 
settings requirements, at the time of this submission and ongoing.) 
 

The state assures that this 1915(i) will be subject to any provisions or requirements included in the 
state’s most recent and/or approved home and community-based settings statewide transition 
plan. The state will implement any CMCS required changes by the end of the transition period as 
outlined in the home and community-based settings statewide transition plan. Approximately 72% 
of individuals receiving these state plan services have the services delivered in settings that are 
following the federal HCBS Settings Rule. These settings include their own home where their 
names are on the leases and if they have roommates, have chosen those people who live with 
them; or living with family members in the home of their relative (non-provider owned or 
controlled), or living with a foster family where only one or two individuals with disabilities share a 
home with their foster family. In each of these settings, individuals have full access to the home, 
such as meals and snacks available at any time, ability to have visitors, having privacy for 
conducting personal business, and can come and go in the community. These settings allow the 
participants to be in control of their life and be fully integrated in the community.   More information 
can be found on the Statewide Transition Plan. https://www.michigan.gov/mdhhs/0,5885,7-339-
71547_2943-334724--,00.html and 
https://www.michigan.gov/documents/mdhhs/Michigan_STP_623488_7.pdf  
 
The Medicaid Provider Manual has a Chapter on Home and Community Based Services and 
within that chapter, it establishes the expectation that any new HCBS provider must be in 
immediate compliance with the rule and it reads as follows: 
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3.7 NEW PROVIDERS 
Effective October 1, 2017, any new HCBS provider and their provider network must be in 
immediate compliance with the federal HCBS Final Rule in order to render services to Medicaid 
beneficiaries. This requirement does not apply to existing providers and their provider networks 
who rendered HCBS to Medicaid beneficiaries before the effective date of this requirement. The 
Michigan Department of Health and Human Services (MDHHS) will continue to work with existing 
providers towards coming into compliance with the federal HCBS Final Rule as specified in the 
State Transition Plan. 
 
In order to comply with the federal HCBS Final Rule, new providers must: 

• Ensure individual rights of privacy, dignity and respect, and freedom from coercion and 
restraint; 

• Enhance independence; 
• Enhance independence in making life choices; 
• Enable choice regarding services and who provides them; and 
• Ensure that the setting is integrated in, and supports full access to, the greater community. 

New residential providers must demonstrate that services are delivered within a setting affording 
the beneficiary sufficient opportunity and choice to engage with the broader community by 
ensuring that the: 

• Setting is selected by the individual from among setting options; 
• Individual has a lease or other legally enforceable agreement providing similar protection; 
• Individual has privacy in his/her unit, including lockable doors; 
• Individual has a choice of roommates (if applicable) and freedom to furnish or decorate the 

unit; 
• Individual controls his/her own schedule, including access to food at any time; 
• Individual can have visitors at any time; and 
• Setting is physically accessible. 

 
New non-residential providers must demonstrate that services are delivered within a setting 
affording the beneficiary sufficient opportunity and choice to engage with the broader community 
by ensuring that the setting: 

• Does not isolate the individual from the broader community; and 
• Is not institutional in nature or has the characteristics of an institution. 
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Person-Centered Planning & Service Delivery 
(By checking the following boxes the state assures that):   
1.    There is an independent assessment of individuals determined to be eligible for the State plan HCBS benefit.  

The assessment meets federal requirements at 42 CFR §441.720.  
 

2.    Based on the independent assessment, there is a person-centered service plan for each individual determined to 
be eligible for the State plan HCBS benefit. The person-centered service plan is developed using a person-centered 
service planning process in accordance with 42 CFR §441.725(a), and the written person-centered service plan 
meets federal requirements at 42 CFR §441.725(b). 

3.     The person-centered service plan is reviewed  and revised upon reassessment of functional need as required 
under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs change 
significantly, and at the request of the individual.  

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.  There are 
educational/professional qualifications (that are reasonably related to performing assessments) of the individuals 
who will be responsible for conducting the independent assessment, including specific training in assessment of 
individuals with need for HCBS.  (Specify qualifications): 

Must meet one of the following qualifications: 
 

Mental Health Professional:   
An individual who is trained and experienced in the area of mental illness or developmental 
disabilities and who is one of the following: a physician, psychologist, registered professional 
nurse licensed or otherwise authorized to engage in the practice of nursing under part 172 of the 
public health code (1978 PA 368, MCL 333.17201 to 333.17242), licensed master’s social worker 
licensed or otherwise authorized to engage in the practice of social work at the master’s level 
under part 185 of the public health code (1978 PA 368, MCL 333.18501 to 333.18518), licensed 
professional counselor licensed or otherwise authorized to engage in the practice of counseling 
under part 181 of the public health code (1978 PA 368, MCL 333.18101 to 333.18177), or a 
marriage and family therapist licensed or otherwise authorized to engage in the practice of 
marriage and family therapy under part 169 of the public health code (1978 PA 368, MCL 
333.16901 to 333.16915). NOTE: The approved licensures for disciplines identified as a Mental 
Health Professional include the full, limited and temporary limited categories. 
 

Qualified Intellectual Disability Professional (QIDP):  
Individual with specialized training (including fieldwork and/or internships associated with the 
academic curriculum where the student works directly with individuals with intellectual or 
developmental disabilities as part of that experience) or one year experience in treating or 
working with a person who has intellectual disability; and is a psychologist, physician, educator 
with a degree in education from an accredited program, social worker, physical therapist, 
occupational therapist, speech-language pathologist, audiologist, behavior analyst, registered 
nurse, registered dietician, therapeutic recreation specialist, a licensed or limited-licensed 
professional counselor, or a human services professional with at least a bachelor’s degree or 
higher in a human services field. 
 

Qualified Mental Health Professional (QMHP): 
Individual with specialized training (including fieldwork and/or internships associated with the 
academic curriculum where the student works directly with persons receiving mental health 
services as part of that experience) or one year experience in treating or working with a person 
who has mental illness; and is a psychologist, physician, educator with a degree in education 
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from an accredited program, social worker, physical therapist, occupational therapist, speech-
language pathologist, audiologist, behavior analyst, registered nurse, therapeutic recreation 
specialist, licensed or limited-licensed professional counselor, licensed or limited licensed 
marriage and family therapist, a licensed physician’s assistant or a human services professional 
with at least a bachelor’s degree or higher in a human services field. 

 

5. Responsibility for Development of Person-Centered Service Plan.  There are qualifications (that are reasonably 
related to developing service plans) for persons responsible for the development of the individualized, person-
centered service plan.  (Specify qualifications): 

The Michigan Mental Health Code establishes the right for all individuals to have an Individual 
Plan of Service (IPOS) developed through a person-centered planning process (Section 712, 
added 1996). The PIHP shall monitor quality of implementation of person-centered planning by 
its sub-contracted network of providers in accordance with the MDHHS Person-Centered 
Planning Practice Guideline (Attachment P 4.4.1.1) and inform the individual/family or 
authorized representative(s) of their rights to choose among providers for individual case 
management/supports coordination, or self-direct.  If the individual/family or authorized 
representative(s) prefer an independent facilitator to assist them, the PIHP Customer Services 
Unit maintains a list of person-centered planning (PCP) independent facilitators [MDHHS/PIHP 
Contract Attachment P.6.3.1. 
 

The CMHSP or local contracted provider agency chosen by the individual and/or their family, 
under contract with the PIHP, is responsible for the development and implementation of the 
Individual Plan of Services (IPOS)  
 

The case manager, supports coordinator or other qualified staff or independent facilitator that 
assists in developing the IPOS is not a provider of any other service for that individual; 
 

Qualified staff must be able to perform the following functions: 
1. Planning and/or facilitating planning using person-centered. This function may be delegated 
to an independent facilitator chosen by the family or authorized representative(s). 
2. Developing an IPOS using the person-centered planning process, including revisions to the 
IPOS at the request of the beneficiary/guardian or authorized representative(s) or as changing 
circumstances may warrant. 
3. Linking to, coordinating with, follow-up of, and advocacy with all medically necessary supports 
and services, including the Medicaid Health Plan, Medicaid fee-for-service, or other health care 
providers. 
4. Monitoring of the 1915 i service and other mental health services the individual receives. 
5. Brokering of providers of services/supports 
6. Assistance with access to entitlements and/or legal representation. 
 

Provider qualifications are as follows:  
Supports Coordinator: 
1. Chosen by the family or authorized representative(s) of the minor child. 
2.  Possesses at least a bachelor’s degree in human services field and one year of experience 
with the population the supports coordinator will be serving.  
Case Manager: 
1.  Chosen by the individual/guardian or authorized representative(s) of the minor child. 
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6. Supporting the Participant in Development of Person-Centered Service Plan.  Supports and information are 
made available to the participant (and/or the additional parties specified, as appropriate) to direct and be actively 
engaged in the person-centered service plan development process.  (Specify: (a) the supports and information 
made available, and (b) the participant’s authority to determine who is included in the process): 

A) Each PIHP must have a Customer Services Unit, as required by the MDHHS/PIHP contract in 
boilerplate language (Section 6.3 and attachment P.6.3.1) to provide the following functions: 

• Welcome and orient individuals to services and benefits available, and the provider 
network. 

• Provide information about how to access mental health, primary health, and other 
community services. 

• Provide information about how to access the various rights processes. 
• Help individuals with problems and inquiries regarding benefits. 
• Assist people with and oversee local complaint and grievance processes. 
• Track and report patterns of problem areas for the organization. 

 

The Customer Service Handbook is provided to all new beneficiaries initially and at least 
annually thereafter. The Handbook contains information explaining the PCP process (Template 
#8 of the MDHHS/PIHP Contract Attachment P.6.3.1). In addition to the assistance and 
information provided by the PIHP’s Customer Services Unit, the PIHP will provide each family or 
authorized representative(s) of the minor child a choice of working with a case manager, 
supports coordinator or other qualified staff, or an independent facilitator to assist them in being 
actively engaged in the IPOS development process. 
 

The strengths, needs, preferences, abilities, interests, goals, and health status of the beneficiary 
are determined through pre-planning and the PCP process. Results from the independent 
assessment and any other medically-necessary assessments by qualified providers, including 
but not limited to behavioral, psychosocial, speech, occupational and/or physical therapy, 
social/recreational, and physical and mental health care, are information used in the PCP 
process. The PCP process considers all life domains of the beneficiary, including emotional, 
psychological and behavioral health; health and welfare; education/ needs; financial and other 
resources; cultural and spiritual needs; crisis and safety planning; housing and home; meaningful 
relationships and attachments; legal issues and planning; daily living; family; social, recreational 
and community inclusion; and other life domains as identified by the family or authorized 
representative(s), beneficiary, or assessors. 
 
B) The CMHSP under contract with the PIHP is responsible for the development and 

implementation of the Individual Plan of Services (IPOS).  Each PIHP provider will assist the 
beneficiary or authorized representative(s) in understanding that they may choose to work 
with a case manager or supports coordinator or other qualified staff.  If the beneficiary, 
guardian, or authorized representative(s) prefer an independent facilitator to assist them, the 
PIHP Customer Services Unit maintains a list of person-centered planning (PCP) 
independent facilitators The IPOS is developed based on findings of all assessments and 
input from the beneficiary and the family or authorized representative(s). It includes the 
identification of outcomes based on the beneficiary’s stated goals if applicable based on the 
beneficiary’s age, interests, desires and preferences; establishment of meaningful and 
measurable goals to achieve identified outcomes; determination of the amount, scope, and 
duration of all medically-necessary services, for those supports and services provided 
through the public mental health system; identification of other services and supports the 
beneficiary, family or authorized representative(s) may require to which the public mental 

2.  Is a QIDP or QMHP or if the case manager has a bachelor’s degree without specialized 
training or experience, they must be supervised by a QMHP or QIDP.   
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health system will assist with linking to the necessary resources. The IPOS directs the 
provision of supports and services to be provided to assist the beneficiary in achieving the 
identified outcomes. 

The Person-Centered Planning (PCP) process to develop the Individual Plan of Services (IPOS) 
is required by the Michigan Mental Health Code (MCL 330.1712). Additionally, for children, the 
concepts of person-centered planning are incorporated into a family-driven, youth-guided 
approach that encompasses the belief that the family is at the center of the service planning 
process and the service providers are collaborators. The PCP process is an individualized, 
needs-driven, strengths-based process for children and their families or authorized 
representative(s). Consistent with Michigan's strong focus on a family-driven/youth-guided 
service planning process, all meetings are scheduled at times and locations convenient to the 
child and family or authorized representative(s). The family or authorized representative(s) of the 
minor child identify other people to participate in planning, such as extended family members, 
friends, neighbors and other health and supports professionals. 

The IPOS must specify how identified supports and services will be provided as part of an 
overall, comprehensive set of supports and services that does not duplicate services that are the 
responsibility of another entity, such as a private insurance or other funding authority. Per the 
Michigan Medicaid Provider Manual (MPM), “The PIHP must offer direct assistance to explore 
and secure all applicable first- and third-party reimbursements and assist the beneficiary to make 
use of other community resources for non- Medicaid services, or Medicaid services administered 
by other agencies.” 

The IPOS must address the health and welfare of the beneficiary. This may include coordination 
and oversight of any identified medical care needs to ensure health and safety, such as 
medication complications, changes in psychotropic medications, medical observation of 
unmanageable side effects of psychotropic medications or comorbid medical conditions requiring 
care. 

The MPM requires that all services specified in the IPOS must be “[d]delivered consistent with, 
where they exist, available research findings, health care practice guidelines, best practices and 
standards of practice issued by professionally recognized organizations or government 
agencies.” 

Life domain planning is always a blend of formal and informal resources, such as natural 
supports. It uses strategies that are based on strengths, focused on need, are individualized and 
community based. The IPOS identifies each of the interventions/responsibilities to be 
implemented, and who is responsible to implement or monitor the service. MDHHS encourages 
the use of natural supports to assist in meeting the beneficiary’s needs to the extent that the 
family or authorized representative(s) or friends who provide the natural supports are willing and 
able to provide this assistance. The use of natural supports must be documented in the 
beneficiary’s IPOS. 

Per the MPM, each beneficiary must be made aware of the amount, duration, and scope of the 
services to which they are entitled. Therefore, each plan of service must contain the expected 
date any authorized service is to commence, and the specified amount, scope, and duration of 
each authorized service within 7 days of the commencement of services, or if an individual is 
hospitalized for less than 7 days, before discharge or release. The beneficiary must receive a 
copy of their individual plan of service within 15 business days of completion of the plan. 
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The IPOS is a dynamic document that is revised based on changing needs, newly-identified or 
developed strengths and/or the result of periodic reviews and/or assessments. Per the MPM, 
“[t]he individual plan of service shall be kept current and modified when needed (reflecting 
changes in the intensity of the beneficiary’s health and welfare needs or changes in the 
beneficiary’s preferences for support). A beneficiary or his/her guardian or authorized 
representative may request and review the plan at any time. A formal review of the plan with the 
beneficiary and his/her guardian or authorized representative shall occur not less than annually 
to review progress toward goals and objectives and to assess beneficiary satisfaction. The 
review may occur during person centered planning.” 

7. Informed Choice of Providers.  (Describe how participants are assisted in obtaining information about and 
selecting from among qualified providers of the 1915(i) services in the person-centered service plan): 

Each PIHP must maintain a provider network that enables an individual beneficiary, the family or 
authorized representative(s) of the minor child to choose from among a range of available 
network providers and change providers within the PIHP in accordance with the Balanced 
Budget Act of 1997 and the MDHHS/PIHP contract. Each PIHP must have a Customer Services 
Unit that will provide the beneficiary, family or authorized representative(s) with information 
about the choice of 1915(i) providers and service array (Attachment P.6.3.1) initially and 
annually. Or the beneficiary may choose a self-determination arrangement. (MDHHS/PIHP 
Contract Attachment P4.7.1) Additional information and changes to the choices of services and 
providers will be provided by the PIHP Individually based on the changing needs of the 
beneficiary and/or their family.  

8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.  
(Describe the process by which the person-centered service plan is made subject to the approval of the Medicaid 
agency): 

The person centered plan must be finalized and agreed to, with the informed consent of the 
individual in writing, and signed by all individuals and providers responsible for its 
implementation. A copy of the IPOS is distributed to the individual and with all the providers 
responsible for its implementation. 
 
MDHHS will utilize an electronic data platform called the Waiver Support Application (WSA) 
portal to manage all eligibility determinations for individuals who receive 1915(i) services. PIHP’s 
will upload the independent HCBS assessment information, and service plan information from 
the person-centered IPOS in the secure portal for MDHHS review and approval. MDHHS staff 
will compare the person’s service plan information to the individual’s needs and goals identified 
in the assessment, assure that all other resources are used before Medicaid and the plan meets 
State and Federal requirements, before issuing approval. 

9. Maintenance of Person-Centered Service Plan Forms.  Written copies or electronic facsimiles of service plans 
are maintained for a minimum period of 3 years as required by 45 CFR §74.53.  Service plans are maintained by 
the following (check each that applies): 
 Medicaid agency  Operating agency  Case manager 
 Other (specify): The PIHP is responsible for assuring that a written or electronic 

record of the beneficiaries IPOS is maintained for a minimum of 
seven years, which exceeds requirements of 45 CFR 92.42. Each 
PIHP determines the location for storing records and makes these 
records available for the State to review upon request. 
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Services 
1. State plan HCBS.  (Complete the following table for each service.  Copy table as needed): 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  1. Specialized Medical Equipment & Supplies  
Service Definition (Scope): 
Specialized Medical Equipment & Supplies include an item or set of items that enable the 
individual to increase their ability to perform activities of daily living with a greater degree of 
independence than without them; to perceive, control, or communicate with the environment in 
which he/she lives. These are items that are not available through other Medicaid coverage or 
through other insurances. These items must be specified in the individual plan of service. All 
items must be ordered by a physician on a prescription as defined within the Medicaid Provider 
Manual. An order is valid for one year from the date it was signed. 

 
Coverage includes: 

• Items necessary for independent living (e.g., Lifeline, sensory integration 
equipment, electronic devices for emergencies/PERS, etc.) 

• Communication devices 
• Special personal care items that accommodate the person’s disability 

(e.g., reachers, full-spectrum lamp) 
• Prostheses necessary to ameliorate negative visual impact of serious 

facial disfigurements and/or skin conditions 
• Ancillary supplies and equipment necessary for proper functioning of 

equipment and supply items 
• Repairs to covered equipment and supplies that are not covered benefits 

through other insurances 
 

Assessments by an appropriate health care professional, specialized training needed in 
conjunction with the use of the equipment and warranted upkeep will be considered as part of the 
cost of the services. 

 
Coverage excludes: 

• Furnishings (e.g., furniture, appliances, bedding) and other non-custom 
items (e.g., wall and floor coverings, decorative items) that are routinely 
found in a home. 

• Items that are considered family recreational choices. 
• Educational supplies required to be provided by the school as specified in 

the child’s Individualized Education Plan. 
Covered items must meet applicable standards of manufacture, design, and installation. There 
must be documentation that the best value in warranty coverage was obtained for the item at the 
time of purchase. 
 

In order to cover repairs of items, there must be documentation in the individual plan of services 
that the specialized equipment and supplies continues to medically necessary. All applicable 
warranty and insurance coverages must be sought and denied before paying for repairs. The 
PIHP must document that the repair is the most cost-effective solution when compared with 
replacement or purchase of a new item. If the equipment requires repairs due to misuse or abuse, 
the PIHP must provide evidence of training in the use of the equipment to prevent future 
incidents. 



State: MI      §1915(i) State plan HCBS State plan Attachment 3.1–i.2: 
TN: 22-0007 Page 18 
Effective: 10/1/23 Approved: 09/30/2022 Supersedes: 19-0006 
 

  

 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Physician Licensed as a 
Physician in the 
State of 
Michigan under 
section 
333.17001 of 
the public 
health code Act 
368 of 1978 

Not applicable Prescribed by a Licensed Physician 
within the scope of his or her practice 
under Michigan law. 

Retail or medical 
supply stores 

N/A N/A Items purchased must meet the 
specialized equipment and supplies 
service definition 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed): 
Provider Type 

(Specify): 
Entity Responsible for Verification  

(Specify): 
Frequency of Verification 

(Specify): 
Physician The PIHP is responsible for assuring the 

provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and minimally every 2 
years thereafter. 

Retail or medical 
supply stores 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

As needed 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  2.  Vehicle Modification  
Service Definition (Scope): 
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Vehicle modifications include adaptations or alterations to an automobile or van that is the 
individual’s primary means of transportation in order to accommodate the special and medical 
needs of the individual. These adaptations must be specified in the individual plan of service and 
enable the individual to integrate more fully into the community and to ensure the health, welfare 
and safety of the individual. All items must be ordered by a physician on a prescription as defined 
within the Medicaid Provider Manual. An order is valid for one year from the date it was signed. 

 
Coverage includes: 

• Adaptations to vehicles 
 

Assessments by an appropriate health care professional, specialized training needed in 
conjunction with the use of the adaptations and alterations will be considered as part of the cost of 
the services. 

 
Coverage excludes: 

• The purchase or lease of a vehicle; 
• Adaptations or improvements to the vehicle that are not of direct medical 

or remedial benefit to the individual; 
• Regularly scheduled upkeep and maintenance of a vehicle except upkeep 

and maintenance of the modification(s). 
 
Covered items must meet applicable standards of manufacture, design, and installation. There 
must be documentation that the best value in warranty coverage was obtained for the item at the 
time of purchase. In order to cover repairs of vehicle modifications, there must be documentation 
in the individual plan of services that the alterations continue to medically necessary. All 
applicable warranty and insurance coverages must be sought and denied before paying for 
repairs. The PIHP must document that the repair is the most cost-effective solution when 
compared with replacement or purchase of a new item. If the equipment requires repairs due to 
misuse or abuse, the PIHP must provide evidence of training in the use of the equipment to 
prevent future incidents. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Physician Licensed as a 
Physician in the 
State of 
Michigan under 

Not applicable Prescribed by a Licensed Physician 
within the scope of his or her practice 
under Michigan law. 
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section 
333.17001 of 
the public 
health code Act 
368 of 1978 

Agency or 
business 

N/A N/A Must meet the vehicle modification 
service definition, may be certified or 
licensed with MI LARA annually. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed): 
Provider Type 

(Specify): 
Entity Responsible for Verification  

(Specify): 
Frequency of Verification 

(Specify): 
Physician The PIHP is responsible for assuring the 

provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and minimally every 2 
years thereafter. 

Agency or 
business 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to the provision 
of services and 
every two years thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  3. Enhanced Pharmacy  
Service Definition (Scope): 
Enhanced pharmacy items are physician-ordered, nonprescription "medicine chest" items as 
specified in the individual’s plan of service. There must be documented evidence that the item is 
not available through Medicaid or other insurances and is the most cost-effective alternative to 
meet the beneficiary’s need. 

 
The following items are covered only for adult beneficiaries living in independent settings (i.e., 
own home, apartment where deed or lease is signed by the beneficiary): 

• Cough, cold, pain, headache, allergy, and/or gastrointestinal distress remedies 
• First aid supplies (e.g., band-aids, iodine, rubbing alcohol, cotton swabs, gauze, 

antiseptic cleansing pads) 
 

The following items are covered for beneficiaries living in independent settings, with family, or in 
licensed dependent care settings: 

• Special oral care products to treat specific oral conditions beyond routine mouth 
care (e.g., special toothpaste, tooth-brushes, anti-plaque rinses, antiseptic 
mouthwashes) 

• Vitamins and minerals 
• Special dietary juices and foods that augment, but do not replace, a regular diet 
• Thickening agents for safe swallowing when the beneficiary have a diagnosis of 

dysphagia and either: 
o A history of aspiration pneumonia, or 
o Documentation that the beneficiary is at risk of insertion of a feeding tube 

without the thickening agents for safe swallowing. 
Coverage excludes: 
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• Routine cosmetic products (e.g., make-up base, aftershave, mascara, and similar 
products) 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Physician Licensed as a 
Physician in the 
State of 
Michigan under 
section 
333.17001 of 
the public 
health code Act 
368 of 1978 

Not applicable Prescribed by a Licensed Physician 
within the scope of his or her practice 
under Michigan law. 

Retail or medical 
supply stores 

N/A N/A Items purchased must meet the 
enhanced pharmacy service definition 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed): 
Provider Type 

(Specify): 
Entity Responsible for Verification  

(Specify): 
Frequency of Verification 

(Specify): 
Physician The PIHP is responsible for assuring the 

provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and minimally every 2 
years thereafter. 

Agency or 
business 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to the provision 
of services and 
every two years thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  4. Environmental Modifications  
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Service Definition (Scope): 
Physical adaptations to the beneficiary’s own home or apartment and/or workplace. There must 
be documented evidence that the modification is the most cost-effective alternative to meet the 
beneficiary’s need/goal based on the results of a review of all options, including a change in the 
use of rooms within the home or alternative housing, or in the case of vehicle modification, 
alternative transportation. All modifications must be prescribed by a physician. Prior to the 
environmental modification being authorized, PIHP may require that the beneficiary apply to all 
applicable funding sources (e.g., housing commission grants, MSHDA, and community 
development block grants), for assistance. It is expected that the case manager/supports 
coordinator will assist the beneficiary in the pursuit of these resources. Acceptances or denials 
by these funding sources must be documented in the beneficiary’s records. Medicaid is a 
funding source of last resort. 
 
Coverage includes: 

• The installation of ramps and grab-bars. 
• Widening of doorways. 
• Modification of bathroom facilities. 
• Special floor, wall or window covering that will enable the beneficiary more 

independence or control over his environment, and/or ensure health and safety. 
• Installation of specialized electrical and plumbing systems that are necessary to 

accommodate the medical equipment and supplies necessary for the welfare of 
the beneficiary. 

• Assessments by an appropriate health care professional and specialized 
training needed in conjunction with the use of such environmental 
modifications. 

• Central air conditioning when prescribed by a physician and specified as to how it 
is essential in the treatment of the beneficiary’s illness or condition. This 
supporting documentation must demonstrate the cost-effectiveness of central air 
compared to the cost of window units in all rooms that the beneficiary must use. 

• Environmental modifications that are required to support proper functioning of 
medical equipment, such as electrical upgrades, limited to the requirements for 
safe operation of the specified equipment. 

• Adaptations to the work environment limited to those necessary to 
accommodate the beneficiary’s individualized needs. 
 

Coverage excludes: 
• Adaptations or improvements to the home that are not of direct medical or 

remedial benefit to the beneficiary, or do not support the identified goals of 
community inclusion and participation, independence or productivity. 

• Adaptations or improvements to the home that are of general utility or cosmetic 
value and are considered to be standard housing obligations of the beneficiary. 
Examples of exclusions include, but are not limited to, carpeting (see exception 
above), roof repair, sidewalks, driveways, heating, central air conditioning, 
garages, raised garage doors, storage and organizers, landscaping and general 
home repairs. 

• Cost for construction of a new home or new construction (e.g., additions) in an 
existing home. 

• Environmental modifications costs for improvements exclusively required to meet 
local building codes. 

• Adaptations to the work environment that are the requirements of Section 504 of 
the Rehabilitation Act, the Americans with Disabilities Act, or are the 
responsibilities of Michigan Rehabilitation Services. 
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The PIHP must assure there is a signed contract with the builder for an environmental 
modification and the homeowner. It is the responsibility of the PIHP to work with the beneficiary 
and the builder to ensure that the work is completed as outlined in the contract and that issues 
are resolved among all parties. In the event that the contract is terminated prior to the completion 
of the work, Medicaid capitation payments may not be used to pay for any additional costs 
resulting from the termination of the contract. 

 
The existing structure must have the capability to accept and support the proposed changes. 
The "infrastructure" of the home (e.g., electrical system, plumbing, well/septic, foundation, 
heating/cooling, smoke detector systems, roof) must follow all local codes. If the home is not 
code compliant, other funding sources must be secured to bring the home into compliance. 

 
The environmental modification must incorporate reasonable and necessary construction 
standards and comply with applicable state or local building codes. The adaptation cannot result 
in valuation of the structure significantly above comparable neighborhood real estate values. 

 
Adaptations may be made to rental properties when the landowner agrees to the adaptation in 
writing. A written agreement between the landowner and the beneficiary must specify any 
requirements for restoration of the property to its original condition if the occupant moves and 
must indicate that Medicaid is not obligated for any restoration costs. 
 
If a beneficiary purchases an existing home while receiving Medicaid services, it is the 
beneficiary’s responsibility to assure that the home will meet basic needs, such as having a 
ground floor bath/bedroom if the beneficiary has mobility limitations. Medicaid funds may be 
authorized to assist with the adaptations noted above (e.g., ramps, grab bars, widening 
doorways) for a recently purchased existing home. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License (Specify): Certification 
(Specify): 

Other Standard 
(Specify): 

Physician Licensed as a 
Physician in the 
State of Michigan 
under section 
333.17001 of the 
public health code 
Act 368 of 1978 

 Prescribed by a physician, working 
within their scope of practice 
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Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  5. Family Support and Training  
Service Definition (Scope): 
Family-focused services provided to family (natural or adoptive parents, spouse, children, 
siblings, relatives, foster family, in-laws, and other unpaid caregivers) of persons with serious 
mental illness, serious emotional disturbance or developmental disability for the purpose of 
assisting the family in relating to and caring for a relative with one of these disabilities. The 
services target the family members who are caring for and/or living with an individual receiving 
mental health services. The service is to be used in cases where the beneficiary is hindered or at 
risk of being hindered in his ability to achieve goals of: 

• Performing activities of daily living; 
• Perceiving, controlling, or communicating with the environment in which the individual 

lives; or 
• Improving the person’s inclusion and participation in the community or productive 

activity, or opportunities for independent living. 
 

The training and counseling goals, content, frequency and duration of the training must be 
identified in the beneficiary’s individual plan of service, along with the beneficiary’s goal(s) that 
are being facilitated by this service. 

 
Coverage includes: 

• Education and training, including instructions about treatment regimens, and use of 
assistive technology and/or medical equipment needed to safely maintain the person at 
home as specified in the individual plan of service. 

Agency or 
business 

MCL 339.601 
(1) 
MCL 
339.601.2401(1) 
MCL 
339.601.2403(3) 

Licensed 
builder or 
licensed 
contractor 

Must meet environmental modification 
service definition 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Physician The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of 
services and every two 
years thereafter 

Agency or 
business 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 
and LARA 

PIHP is responsible prior 
to the provision 
of service and LARA is 
responsible  annually 
thereafter for licensing. 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 
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• Counseling and peer support provided by a trained counselor or peer one-on-one or in 
group for assistance with identifying coping strategies for successfully caring for or living 
with a person with disabilities. 

• Family Psycho-Education (SAMHSA model -- specific information is found in the GUIDE 
TO FAMILY PSYCHOEDUCATION, Requirements for Certification, Sustainability, and 
Fidelity) for individuals with serious mental illness and their families. This evidence-based 
practice includes family educational groups, skills workshops, and joining. 

• Parent-to-Parent Support is designed to support parents/family of children with serious 
emotional disturbance or developmental disabilities as part of the treatment process to be 
empowered, confident and have skills that will enable them to assist their child to improve 
in functioning. The trained parent support partner, who has or had a child with special 
mental health needs, provides education, training, and support and augments the 
assessment and mental health treatment process. The parent support partner provides 
these services to the parents and their family. These activities are provided in the home 
and in the community. The parent support partner is to be provided regular supervision 
and team consultation by the treating professionals 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Mental Health 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

An individual who is trained and 
experienced in the area of mental illness 
or developmental disabilities and who is 
one of the following: a physician, 
psychologist, registered professional 
nurse licensed or otherwise authorized 
to engage in the practice of nursing 
under part 172 of the public health code 
(1978 PA 368, MCL 333.17201 to 
333.17242), licensed master’s social 
worker licensed or otherwise authorized 
to engage in the practice of social work 
at the master’s level under part 185 of 
the public health code (1978 PA 368, 
MCL 333.18501 to 333.18518), licensed 
professional counselor licensed or 
otherwise authorized to engage in the 
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practice of counseling under part 181 of 
the public health code (1978 PA 368, 
MCL 333.18101 to 333.18177), or a 
marriage and family therapist licensed or 
otherwise authorized to engage in the 
practice of marriage and family therapy 
under part 169 of the public health code 
(1978 PA 368, MCL 333.16901 to 
333.16915). NOTE: The approved 
licensures for disciplines identified as a 
Mental Health Professional include the 
full, limited and temporary limited 
categories. 

Child Mental 
Health 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

Individual with specialized training and 
one year of experience in the 
examination, evaluation, and treatment 
of minors and their families and who is a 
physician, psychologist, licensed or 
limited-licensed master’s social worker, 
licensed or limited-licensed professional 
counselor, or registered nurse; or an 
individual with at least a bachelor’s 
degree in a mental health-related field 
from an accredited school who is trained 
and has three years supervised 
experience in the examination, 
evaluation, and treatment of minors and 
their families; or an individual with at 
least a master’s degree in a mental 
health-related field from an accredited 
school who is trained and has one year 
of experience in the examination, 
evaluation and treatment of minors and 
their families. 

Qualified Mental 
Health 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

Individual with specialized training 
(including fieldwork and/or internships 
associated with the academic curriculum 
where the student works directly with 
persons receiving mental health services 
as part of that experience) or one year 
experience in treating or working with a 
person who has mental illness; and is a 
psychologist, physician, educator with a 
degree in education from an accredited 
program, social worker, physical 
therapist, occupational therapist, 
speech-language pathologist, 
audiologist, behavior analyst, registered 
nurse, therapeutic recreation specialist, 
licensed or limited-licensed professional 
counselor, licensed or limited licensed 
marriage and family therapist, a licensed 
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physician’s assistant or a human 
services professional with at least a 
bachelor’s degree or higher in a human 
services field. 

Qualified 
Intellectual 
Disability 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

Individual with specialized training 
(including fieldwork and/or internships 
associated with the academic curriculum 
where the student works directly with 
individuals with intellectual or 
developmental disabilities as part of that 
experience) or one year experience in 
treating or working with a person who 
has intellectual disability; and is a 
psychologist, physician, educator with a 
degree in education from an accredited 
program, social worker, physical 
therapist, occupational therapist, 
speech-language pathologist, 
audiologist, behavior analyst, registered 
nurse, registered dietician, therapeutic 
recreation specialist, a licensed or 
limited-licensed professional counselor, 
or a human services professional with at 
least a bachelor’s degree or higher in a 
human services field. 

Parent Support 
Partner 

None None Individual who:  
• has lived experience as a 

parent/caregiver of a child with Serious 
Emotional Disturbance and 
Intellectual/Developmental Disability, 
and  

• is employed by the PIHP/CMHSP or its 
contract providers, and  

is trained in the Michigan Department of 
Health and Human Services approved 
curriculum and ongoing training model. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed): 
Provider Type 

(Specify): 
Entity Responsible for Verification  

(Specify): 
Frequency of Verification 

(Specify): 
Mental Health 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Child Mental 
Health 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Qualified Mental 
Health 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 
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Qualified 
Intellectual 
Disability 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Qualified 
Behavioral 
Health 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Parent Support 
Partner 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  6. Fiscal Intermediary  
Service Definition (Scope): 
Fiscal Intermediary services are defined as services that assist the adult beneficiary, or a 
representative identified in the beneficiary’s individual plan of services, to meet the beneficiary’s 
goals of community participation and integration, independence or productivity while controlling 
his individual budget and choosing staff who will provide the services and supports identified in 
the IPOS and authorized by the PIHP. The fiscal intermediary helps the beneficiary manage and 
distribute funds contained in the individual budget. Fiscal intermediary services include, but are 
not limited to: 

• Facilitation of the employment of service workers by the beneficiary, including federal, 
state and local tax withholding/payments, unemployment compensation fees, wage 
settlements, and fiscal accounting; 

• Tracking and monitoring participant-directed budget expenditures and identifying 
potential over- and under-expenditures; 

• Assuring adherence to federal and state laws and regulations; and 
• Ensuring compliance with documentation requirements related to management of public 

funds. 
 

The fiscal intermediary may also perform other supportive functions that enable the beneficiary to 
self-direct needed services and supports. These functions may include selecting, contracting with 
or employing and directing providers of services, verification of provider qualifications (including 
reference and background checks), and assisting the beneficiary to understand billing and 
documentation requirements. 
 
Fiscal intermediary services may not be authorized for use by a beneficiary’s representative 
where that representative is not conducting tasks in ways that fit the beneficiary’s preferences, 
and/or do not promote achievement of the goals contained in the beneficiary’s plan of service so 
as to promote independence and inclusive community living for the beneficiary, or when they are 
acting in a manner that is in conflict with the interests of the beneficiary. 

 
Fiscal intermediary services must be performed by entities with demonstrated competence in 
managing budgets and performing other functions and responsibilities of a fiscal intermediary. 
Neither providers of other covered services to the beneficiary, family members, or guardians of 
the beneficiary may provide fiscal intermediary services to the beneficiary. 
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Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Entity/Organization or 
Fiscal Agent 

None None Must meet fiscal intermediary service 
requirements. Entity or individual 
fiscal agent may not be the provider of 
other covered services for the 
individual for whom it is providing 
fiscal intermediary services.  

 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed): 
Provider Type 

(Specify): 
Entity Responsible for Verification  

(Specify): 
Frequency of Verification 

(Specify): 
Entity/Organization or 
Fiscal Agent 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment 
P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the state 
plans to cover): 
Service Title:  7. Housing Assistance  
Service Definition (Scope): 
Housing Assistance enables beneficiaries to secure and/or maintain their own housing as set 
forth in the beneficiaries’ individual plan of service.  Services must be provided in the home or a 
community setting and includes the following components: 

• Conducting a community integration assessment identifying the beneficiaries  preferences 
related to housing (type, location, living alone or with someone else, identifying a 
roommate, accommodations needed, or other important preferences) and needs for 
support to maintain community integration (including what type of setting works best for the 
individual, assistance in budgeting for housing/living expenses, assistance in 
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obtaining/accessing sources of income necessary for community living, assistance in 
establishing credit and in understanding and meeting obligations of tenancy). 

• Assisting beneficiary with finding and securing housing as needed.  This may include 
arranging for or providing transportation. 

• Assisting beneficiary in securing supporting documents/records, completing/submitting 
applications, securing deposits, and locating furnishings. 

• Developing an individualized community integration plan based upon the assessment as 
part of the overall Person-Centered Plan.  Identify and establish short and long-term 
measurable goal(s) and establish how goals will be achieved and how concerns will be 
addressed. 

• Participating in Person-Centered planning meetings at re-determination and/or revision 
plan meetings as needed. 

• Providing supports and interventions per the Person-Centered Plan (individualized 
community integration portion).  

• Supports to assist the individual in communicating with the landlord and/or property 
manager regarding the participant’s disability (if authorized and appropriate), detailing 
accommodations needed, and addressing components of emergency procedures involving 
the landlord and/or property manager. This includes providing support/intervention for 
dispute resolution with landlord/property manager.  

• Housing assistance will provide supports to preserve the most independent living 
arrangement and/or assist the individual in locating the most integrated option appropriate 
to the individual. 
 

Coverage excludes: 
• Costs for room and board (i.e. rent, mortgage, motel/hotel stays, security deposit etc.) 
• Funding for on-going housing costs (i.e. repairs, utility bills, insurance, taxes, appliances, 

etc.) 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Mental Health 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

An individual who is trained and 
experienced in the area of mental illness 
or developmental disabilities and who is 
one of the following: a physician, 
psychologist, registered professional 
nurse licensed or otherwise authorized 
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to engage in the practice of nursing 
under part 172 of the public health code 
(1978 PA 368, MCL 333.17201 to 
333.17242), licensed master’s social 
worker licensed or otherwise authorized 
to engage in the practice of social work 
at the master’s level under part 185 of 
the public health code (1978 PA 368, 
MCL 333.18501 to 333.18518), licensed 
professional counselor licensed or 
otherwise authorized to engage in the 
practice of counseling under part 181 of 
the public health code (1978 PA 368, 
MCL 333.18101 to 333.18177), or a 
marriage and family therapist licensed or 
otherwise authorized to engage in the 
practice of marriage and family therapy 
under part 169 of the public health code 
(1978 PA 368, MCL 333.16901 to 
333.16915). NOTE: The approved 
licensures for disciplines identified as a 
Mental Health Professional include the 
full, limited and temporary limited 
categories. 

Qualified Mental 
Health 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

Individual with specialized training 
(including fieldwork and/or internships 
associated with the academic curriculum 
where the student works directly with 
persons receiving mental health services 
as part of that experience) or one year 
experience in treating or working with a 
person who has mental illness; and is a 
psychologist, physician, educator with a 
degree in education from an accredited 
program, social worker, physical 
therapist, occupational therapist, 
speech-language pathologist, 
audiologist, behavior analyst, registered 
nurse, therapeutic recreation specialist, 
licensed or limited-licensed professional 
counselor, licensed or limited licensed 
marriage and family therapist, a licensed 
physician’s assistant or a human 
services professional with at least a 
bachelor’s degree or higher in a human 
services field. 

Qualified 
Intellectual 
Disability 
Professional 

Dependent on 
scope of 
practice 

Dependent on 
scope of 
practice 

Individual with specialized training 
(including fieldwork and/or internships 
associated with the academic curriculum 
where the student works directly with 
individuals with intellectual or 
developmental disabilities as part of that 
experience) or one year experience in 
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treating or working with a person who 
has intellectual disability; and is a 
psychologist, physician, educator with a 
degree in education from an accredited 
program, social worker, physical 
therapist, occupational therapist, 
speech-language pathologist, 
audiologist, behavior analyst, registered 
nurse, registered dietician, therapeutic 
recreation specialist, a licensed or 
limited-licensed professional counselor, 
or a human services professional with at 
least a bachelor’s degree or higher in a 
human services field. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as needed): 
Provider Type 

(Specify): 
Entity Responsible for Verification  

(Specify): 
Frequency of Verification 

(Specify): 
Mental Health 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Qualified Mental 
Health 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Qualified 
Intellectual 
Disability 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of services 
and every two years 
thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  8. Respite Services 
Service Definition (Scope): 
Respite services are intended to assist in maintaining a goal of living in a natural community 
home and are provided on a short-term, intermittent basis to relieve the beneficiary’s family or 
other primary caregiver(s) from daily stress and care demands during times when they are 
providing unpaid care. Respite is not intended to be provided on a continuous, long-term basis 
where it is a part of daily services that would enable an unpaid caregiver to work elsewhere full 
time. In those cases, community living supports, or other services of paid support or training 
staff, should be used. 

 
Decisions about the methods and amounts of respite should be decided during person-centered 
planning. PIHPs may not require active clinical treatment as a prerequisite for receiving respite 
care. These services do not supplant or substitute for community living support or other services 
of paid support/training staff. 

• "Short-term" means the respite service is provided during a limited period of time (e.g., a 
few hours, a few days, weekends, or for vacations). 
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• "Intermittent" means the respite service does not occur regularly or continuously. The 
service stops and starts repeatedly or with a time period in between. 

• "Primary" caregivers are typically the same people who provide at least some unpaid 
supports daily. 

• “Unpaid" means that respite may only be provided during those portions of the day when 
no one is being paid to provide the care, i.e., not a time when the beneficiary is receiving 
a paid State Plan (e.g., home help) or waiver service (e.g., community living supports) or 
service through other programs (e.g., school). 

• Children who are living in a family foster care home may receive respite services. The 
only exclusion of receiving respite services in a family foster care home is when the child 
is receiving Therapeutic Foster Care as a Medicaid SED waiver service because that is 
considered in the bundled rate. (Refer to the Child Therapeutic Foster Care subsection in 
the Children’s Serious Emotional Disturbance Home and Community-Based Services 
Waiver Appendix for additional information.) 

 
Since adult beneficiaries living at home typically receive home help services and hire their family 
members, respite is not available when the family member is being paid to provide the home 
help service but may be available at other times throughout the day when the caregiver is not 
paid. 
 
Respite care may be provided in the following settings: 
• Beneficiary’s home or place of residence 
• Licensed family foster care home 
• Facility approved by the State that is not a private residence, (e.g., group home or 

licensed respite care facility) 
• Home of a friend or relative chosen by the beneficiary and members of the planning team 
• Licensed camp 
• In community (social/recreational) settings with a respite worker trained, if needed, by the 

family 
• Licensed family child-care home 

Respite care may not be provided in: 
• Day program settings, ICF/IIDs, nursing homes, or hospitals 

 
Respite care may not be provided by: 
• Parent of a minor beneficiary receiving the service 
• Spouse of the beneficiary served 
• Beneficiary’s guardian 
• Unpaid primary care giver 

 
Cost of room and board must not be included as part of the respite care unless provided as part 
of the respite care in a facility that is not a private residence.  
 
The state will demonstrate compliance with the Electronic Visit Verification System (EVV) 
requirements for personal care services (PCS) by January 1, 2020, or January 1, 2021 if 
Michigan receives approval of a good faith effort exemption request, and for home health 
services by January 1, 2023 in accordance with section 12006 of the 21st Century CURES Act. 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
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individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.   
(Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Direct Support 
Specialist 

None None Individual with specialized training, is 
able to perform basic first aid 
procedures; trained in the beneficiary's 
plan of service, as applicable; is at least 
18 years of age; able to prevent 
transmission of communicable disease; 
able to communicate expressively and 
receptively in order to follow individual 
plan requirements and beneficiary-
specific emergency procedures, and to 
report on activities performed; and in 
good standing with the law. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Direct Support 
Specialist 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of 
services and every two 
years thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  9. Skill Building Assistance 
Service Definition (Scope): 
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Skill-building assistance consists of activities identified in the individual plan of service that 
assist a beneficiary to increase their economic self-sufficiency and/or to engage in meaningful 
activities such as school, work, and/or volunteering. The services occur in community-based 
integrated settings with individuals without disabilities, provide knowledge and specialized skill 
development and/or supports to achieve specific outcomes consistent with the individual’s 
identified  goals with the purpose of furthering habilitation goals that will lead to greater 
opportunities of community independence, inclusion, participation, and productivity.  
 
Services includes: 

• Assistance with acquisition, retention, or improvement in self-help, socialization, and 
adaptive skills 

• Work preparatory (time-limited work pathway) services to attain individual competitive 
integrated employment in the community in which an individual is compensated at or 
above the minimum wage, but not less than the customary wage and level of benefits 
paid by the employer for the same or similar work performed by individuals without 
disabilities. 
• Services are intended to develop and teach skills that lead to individual competitive 

integrated employment including, but not limited to; ability to communicate 
effectively with supervisors, co-workers and customers; generally accepted 
community workplace conduct and dress; ability to follow directions; ability to 
attend to tasks; workplace problem solving skills and strategies; general workplace 
safety and mobility training 

• Provide learning and work experiences, including volunteering, where the 
individual can develop general, non-job-task-specific strengths and skills that 
contribute to employability in competitive integrated employment 

• Are expected to occur over a defined period of time with specific employment-
related goals and outcomes to be achieved, as determined by the individual’s 
person-centered service plan 

• Enable an individual to attain individual competitive integrated employment  and 
with the job matched to the individual’s interests, strengths, priorities, abilities, and 
capabilities. 

• Participation in skill-building is not a required pre-requisite for individual 
competitive integrated employment or receiving supported employment services 

 
Skill-building service component(s) needed for each individual are documented, coordinated, 
and non-duplicative of other services otherwise available under a program funded under section 
110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.).  
 
If an individual has a need for transportation to participate, maintain, or access the skill-building 
services, the same provider may be reimbursed for providing this transportation, only after it is 
determined that it is not otherwise available (e.g. volunteer, family member) and is the least 
expensive available means suitable to the beneficiary’s need, in accordance with the Medicaid 
Provider Manual non-emergency medical transportation policy. 

Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.  (Choose each that applies): 
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 Categorically needy (specify limits): 
 

 Medically needy (specify limits): 
  

Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Direct Support 
Professional 

None None Individual with specialized training, is 
able to perform basic first aid 
procedures; trained in the beneficiary's 
plan of service, as applicable; is at least 
18 years of age; able to prevent 
transmission of communicable disease; 
able to communicate expressively and 
receptively in order to follow individual 
plan requirements and beneficiary-
specific emergency procedures, and to 
report on activities performed; and in 
good standing with the law. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Direct Support 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of 
services and every two 
years thereafter 

Service Delivery Method.  (Check each that applies): 
 Participant-directed  Provider managed 

 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 

Service Title:  10. Community Living Supports  

Service Definition (Scope): 
Community Living Supports (CLS) are used to increase or maintain personal self-sufficiency, 
facilitating an individual’s achievement of his goals of community inclusion and participation, 
independence or productivity. The supports may be provided in the participant’s residence or in 
community settings (including, but not limited to, libraries, city pools, camps, etc.).Coverage 
includes: 

Assisting (that exceeds state plan for adults), prompting, reminding, cueing, observing, guiding 
and/or training in the following activities: 

• Meal preparation 
• Laundry 
• Routine, seasonal, and heavy household care and maintenance 
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• Activities of daily living (e.g., bathing, eating, dressing, personal hygiene) 
• Shopping for food and other necessities of daily living 

CLS services may not supplant services otherwise available to the beneficiary through a local 
educational agency under the Individuals with Disabilities Education Act (IDEA) or the 
Rehabilitation Act of 1973 or state plan services, e.g., Personal Care (assistance with ADLs in a 
certified specialized residential setting) and Home Help or Expanded Home Help (assistance in 
the individual’s own, unlicensed home with meal preparation, laundry, routine household care 
and maintenance, activities of daily living and shopping). If such assistance appears to be 
needed, the beneficiary must request Home Help and, if necessary, Expanded Home Help from 
MDHHS. CLS may be used for those activities while the beneficiary awaits determination by 
MDHHS of the amount, scope and duration of Home Help or Expanded Home Help. If the 
beneficiary requests it, the PIHP case manager or supports coordinator must assist him/her in 
requesting Home Help or in filling out and sending a request for Fair Hearing when the 
beneficiary believes that the MDHHS authorization of amount, scope and duration of Home Help 
does not appear to reflect the beneficiary’s needs based on the findings of the MDHHS 
assessment. 
Staff assistance, support and/or training with activities such as: 

• Money management 
• Non-medical care (not requiring nurse or physician intervention) 
• Socialization and relationship building 
• Transportation from the beneficiary’s residence to community activities, among 

community activities, and from the community activities back to the beneficiary’s 
residence (transportation to and from medical appointments is excluded) 

• Participation in regular community activities and recreation opportunities (e.g., attending 
classes, movies, concerts and events in a park; volunteering; voting) 

• Attendance at medical appointments 
• Acquiring or procuring goods, other than those listed under shopping, and non-medical 

services 
• Reminding, observing and/or monitoring of medication administration 
• Observing and/or monitoring with preserving the health and safety of the individual in 

order that he/she may reside or be supported in the most integrated, independent 
community setting 

 
CLS may be provided in a licensed specialized residential setting as a complement to, and in 
conjunction with, state plan coverage Personal Care in Specialized Residential Settings. 
Transportation to medical appointments is covered by Medicaid through MDHHS or the Medicaid 
Health Plan. Payment for CLS services may not be made, directly or indirectly, to responsible 
relatives (i.e., spouses, or parents of minor children), or guardian of the beneficiary receiving 
community living supports. CLS assistance with meal preparation, laundry, routine household 
care and maintenance, activities of daily living and/or shopping may be used to complement 
Home Help or Expanded Home Help services when the individual’s needs for this assistance 
have been officially determined to exceed the DHS’s allowable parameters. CLS may also be 
used for those activities while the beneficiary awaits the decision from a Fair Hearing of the 
appeal of a MDHHS decision. Reminding, observing, guiding, and/or training of these activities 
are CLS coverages that do not supplant Home Help or Expanded Home Help. 

Community Living Supports (CLS) provides support to a beneficiary younger than 18, and the 
family in the care of their child, while facilitating the child’s independence and integration into the 
community. This service provides skill development related to activities of daily living, such as 
bathing, eating, dressing, personal hygiene, household chores and safety skills; and skill 
development to achieve or maintain mobility, sensory-motor, communication, socialization and 
relationship-building skills, and participation in leisure and community activities. These supports 
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must be provided directly to, or on behalf of, the child. These supports may serve to reinforce 
skills or lessons taught in school, therapy, or other settings. For children and adults up to age 26 
who are enrolled in school, CLS services are not intended to supplant services provided in 
school or other settings 

The state will demonstrate compliance with the Electronic Visit Verification System (EVV) 
requirements for personal care services (PCS) by January 1, 2020, or January 1, 2021 if 
Michigan receives approval of a good faith effort exemption request, and for home health 
services by January 1, 2023 in accordance with section 12006 of the 21st Century CURES Act. 

Additional needs-based criteria for receiving the service, if applicable (specify): 

 

Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.  (Choose each that applies): 

 Categorically needy (specify limits): 

 

 Medically needy (specify limits): 

  

Provider Qualifications (For each type of provider.  Copy rows as needed): 

Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  

(Specify): 
Direct Support 
Professional 

None None Individual is able to perform basic first 
aid procedures and is trained in the 
beneficiary's plan of service, as 
applicable; is at least 18 years of age; 
able to prevent transmission of 
communicable disease; able to 
communicate expressively and 
receptively in order to follow individual 
plan requirements and beneficiary-
specific emergency procedures, and to 
report on activities performed; and in 
good standing with the law. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  

(Specify): 
Frequency of Verification 
(Specify): 
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Direct Support 
Professional 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of 
services and every two 
years thereafter 

   

Service Delivery Method.  (Check each that applies): 

 Participant-directed  Provider managed 

Service Specifications  (Specify a service title for the HCBS  listed in Attachment 4.19-B that the 
state plans to cover): 
Service Title:  11. Supported/Integrated Employment 
Service Definition (Scope): 
Supported/Integrated Employment services are services that are provided in a variety of commu-
nity settings for the purposes of supporting individuals in obtaining and sustaining individual 
competitive integrated employment. Individual competitive integrated employment refers to full or 
part-time work at minimum wage or higher, with wages and benefits similar to workers without 
disabilities performing the same work, and fully integrated with co-workers without disabilities. 
Supported employment services promote self-direction, are customized, and aimed to meet an 
individual’s personal and career goals and outcomes identified in the individualized person-cen-
tered service plan. Services may be provided continuously, intermittently, on behalf of, or on a 
diminishing basis as needed to promote community inclusion and competitive integrated employ-
ment.  
 
Coverage includes: 

• Job-related discovery, person-centered employment/career planning, job placement, job 
development, negotiation with prospective employers, job analysis, job carving, training 
and systematic instruction, job coaching, benefits and work-incentives planning and 
management, asset development and career advancement services career planning that 
supports an individual to make informed choices about individual competitive integrated 
employment or self-employment. The outcome of this service is sustained individual 
competitive integrated employment at or above the minimum wage in an integrated 
setting in the general workforce, in a job that meets personal and career goals as 
outlined in the individual’s person-centered service plan. 

Supported employment services include the following categories: 
• Individual supported employment supports sustained paid employment at or above the 

minimum wage and career development in an integrated, competitive setting in the 
general workforce, in a job that meets personal and career goals 

• Self-employment refers to an individual-run business that nets the equivalent of a 
competitive wage, after reasonable period for start-up, and is either home-based or takes 
place in regular integrated business, industry or community-based settings 

• Small group supported employment support are services and training activities provided 
in typical business, industry and community settings for groups of two to six workers with 
disabilities paying at least minimum wage. The purpose of funding for this service is to 
support sustained paid employment and work experience that leads to individual 
competitive integrated employment. Examples include mobile crews and other business-
based workgroups employing small groups of workers with disabilities, Supported 
employment small group employment support must promote integration into the 
workplace and interaction between workers with disabilities and people without 
disabilities in those workplaces.  
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Supported/integrated employment service component(s) needed for each individual are 
documented, coordinated, and non-duplicative of other services otherwise available under a 
program funded under section 110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 
et seq.).  
 
If an individual has a need for transportation to participate, maintain, or access the skill-building 
services, the same provider may be reimbursed for providing this transportation, only after it is 
determined that it is not otherwise available (e.g. volunteer, family member) and is the least 
expensive available means suitable to the beneficiary’s need, in accordance with the Medicaid 
Provider Manual non-emergency medical transportation policy 
Additional needs-based criteria for receiving the service, if applicable (specify): 
 
Specify limits (if any) on the amount, duration, or scope of this service.  Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.  (Choose each that applies): 
 Categorically needy (specify limits): 

 
 Medically needy (specify limits): 

  
Provider Qualifications (For each type of provider.  Copy rows as needed): 
Provider Type 
(Specify): 

License 
(Specify): 

Certification 
(Specify): 

Other Standard  
(Specify): 

Employment 
Specialist/Job 
Coach 

None None Individual has completed specialized 
training; is able to perform basic first aid 
procedures, is trained in the 
beneficiary's plan of service, as 
applicable; is at least 18 years of age; 
able to prevent transmission of 
communicable disease; able to 
communicate expressively and 
receptively in order to follow individual 
plan requirements and beneficiary-
specific emergency procedures, and to 
report on employment related activities 
performed; and in good standing with 
the law. 

Verification of Provider Qualifications (For each provider type listed above.  Copy rows as 
needed): 

Provider Type 
(Specify): 

Entity Responsible for Verification  
(Specify): 

Frequency of Verification 
(Specify): 

Employment 
Specialist/Job 
Coach 

The PIHP is responsible for assuring the 
provider is credentialed as required by the 
MDHHS/PIHP Contract (Attachment P.7.1.1) 

Prior to delivery of 
services and every two 
years thereafter 

Service Delivery Method.  (Check each that applies): 
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 Participant-directed  Provider managed 

 

8.   Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible 
Individuals, and Legal Guardians.  (By checking this box the state assures that):  There are policies pertaining 
to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives of the individual.  
There are additional policies and controls if the state makes payment to qualified legally responsible individuals 
or legal guardians who provide State Plan HCBS.  (Specify (a) who may be paid to provide State plan HCBS; (b) 
the specific State plan HCBS that can be provided; (c) how the state ensures that the provision of services by such 
persons is in the best interest of the individual; (d) the state’s strategies for ongoing monitoring of services 
provided by such persons; (e) the controls to ensure that payments are made only for services rendered; and (f) if 
legally responsible individuals may provide personal care or similar services, the policies to determine and 
ensure that the services are extraordinary (over and above that which would ordinarily be provided by a legally 
responsible individual):  
 

The HCBS services that are impacted by the above assurance are Community Living Supports 
(CLS), Skill Building, Respite, and Supported/Integrated Employment. These services do not 
allow for payment to relatives or legally responsible individuals/legal guardians as outlined in the 
descriptions found in the Medicaid provider manual. 
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Participant-Direction of Services 
Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii). 

1. Election of Participant-Direction.  (Select one): 
 The state does not offer opportunity for participant-direction of State plan HCBS.   
 Every participant in State plan HCBS (or the participant’s representative) is afforded the 

opportunity to elect to direct services.  Alternate service delivery methods are available for 
participants who decide not to direct their services. 

 Participants in State plan HCBS (or the participant’s representative) are afforded the opportunity 
to direct some or all of their services, subject to criteria specified by the state.  (Specify criteria): 
 

2. Description of Participant-Direction.  (Provide an overview of the opportunities for participant-direction 
under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how participants may take 
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports 
that they provide; and, (d) other relevant information about the approach to participant-direction): 

Attachment P.4.7.1 of the MDHHS/PIHP contract contains the Self-Determination Policy and 
Practice Guideline.  The guideline sets the standards and expectations for self-directed care. 
Every beneficiary accessing iSPA services will be informed of self-directed opportunities through 
their local CMHSP/PIHP on an ongoing basis. Each PIHP entity are involved in supporting 
participant direction though allocation of resources and education to individuals pursuing self-
directed options as outlined in the MDHHS/PIHP contract. 
 

Self-determination is the value that people served by the public mental health system must be 
supported to have a meaningful life in the community. The components of a meaningful life 
include work or volunteer activities that are chosen by and meaningful to person, reciprocal 
relationships with other people in the community, and daily activities that are chosen by the 
individual and support the individual to connect with others and contribute to his or her 
community. With arrangements that support self-determination, individuals have control over an 
individual budget for their mental health services and supports to live the lives they want in the 
community. The public mental health system must offer arrangements that support self-
determination, assuring methods for the person to exert direct control over how, by whom, and to 
what ends they are served and supported.  
 

Person-centered planning (PCP) is a central element of self-determination. PCP is the crucial 
medium for expressing and transmitting personal needs, wishes, goals and aspirations. As the 
PCP process unfolds, the appropriate mix of paid/non-paid services and supports to assist the 
individual in realizing/achieving these personally defined goals and aspirations are identified. 
 

The principles of self-determination recognize the rights of people supported by the mental health 
system to have a life with freedom, and to access and direct needed supports that assist in the 
pursuit of their life, with responsible citizenship. These supports function best when they build 
upon natural community experiences and opportunities. The person determines and manages 
needed supports in close association with chosen friends, family, neighbors, and co-workers as a 
part of an ordinary community life.  
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Person-centered planning and self-determination underscore a commitment in Michigan to move 
away from traditional service approaches for people receiving services from the public mental 
health system. In Michigan, the flexibility provided through the contractual guidance of MDHHS 
and the Mental Health Code requirements of PCP, have reoriented organizations to respond in 
new and more meaningful ways. Recognition has increased among providers and professionals 
that many individuals may not need, want, or benefit from a clinical regimen, especially when 
imposed without clear choice. Many provider agencies are learning ways to better support the 
individual to choose, participate in, and accomplish a life with personal meaning. This has meant, 
for example, reconstitution of segregated programs into non-segregated options that connect 
better with community life. 
 

Self-determination builds upon the choice already available within the public mental health 
system. In Michigan, all Medicaid beneficiaries who receive services through the public mental 
health system have a right under the Balanced Budget Act (BBA) to choose the providers of the 
services and supports that are identified in their individual plan of service “to the extent possible 
and appropriate.” Qualified providers chosen by the beneficiary, but who are not currently in the 
network or on the provider panel, should be placed on the provider panel. Within the PIHP, choice 
of providers must be maintained at the provider level. The individual must be able to choose from 
at least two providers of each covered support and service and must be able to choose an out-of-
network provider under certain circumstances. Provider choice, while critically important, must be 
distinguished from arrangements that support self-determination. The latter arrangements extend 
individual choice to his/her control and management over providers (i.e., directly employs or 
contracts with providers), service delivery, and budget development and implementation.  
 

In addition, to choice of provider, individuals using mental health services and supports have 
access to a full-range of approaches for receiving those services and supports. Agencies and 
providers have obligations and underlying values that affirm the principles of choice and control. 
Yet, they also have long-standing investments in existing programs and services, including their 
investments in capital and personnel resources. Some program approaches are not amenable to 
the use of arrangements that support self-determination because the funding and hiring of staff 
are controlled by the provider (for example, day programs and group homes) and thus, preclude 
individual employer or budget authority.  
 

It is not anticipated that every person will choose arrangements that support self-determination. 
Traditional approaches are offered by the system and used very successfully by many people. An 
arrangement that supports self-determination is one method for moving away from predefined 
programmatic approaches and professionally managed models. The goals of arrangements that 
support self-determination, on an individual basis, are to dissolve the isolation of people with 
disabilities, reduce segregation, promote participation in community life and realize full citizenship 
rights. 

3. Limited Implementation of Participant-Direction.  (Participant direction is a mode of service delivery, not a 
Medicaid service, and so is not subject to state wideness requirements.  Select one): 
 Participant direction is available in all geographic areas in which State plan HCBS are available. 

 Participant-direction is available only to individuals who reside in the following geographic areas 
or political subdivisions of the state.  Individuals who reside in these areas may elect self-directed 
service delivery options offered by the state or may choose instead to receive comparable services 
through the benefit’s standard service delivery methods that are in effect in all geographic areas 
in which State plan HCBS are available.  (Specify the areas of the state affected by this option): 
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4. Participant-Directed Services.  (Indicate the State plan HCBS that may be participant-directed and the authority 
offered for each.  Add lines as required): 

Participant-Directed Service Employer 
Authority 

Budget 
Authority 

1. Specialized Medical Equipment & Supplies   
2. Vehicle Modification   
3. Community Living Supports   
4. Enhanced Pharmacy   
5. Environmental Modifications   
6. Family Support and Training   
7. Fiscal Intermediary   
8. Housing Assistance   
9. Respite Care Services   
10. Skill Building Assistance   
11. Supported/Integrated Employment Services   

5. Financial Management.  (Select one) : 
 Financial Management is not furnished.  Standard Medicaid payment mechanisms are used.   
 Financial Management is furnished as a Medicaid administrative activity necessary for 

administration of the Medicaid State plan.   

6.     Participant–Directed Person-Centered Service Plan.  (By checking this box the state assures that):  Based 
on the independent assessment required under 42 CFR §441.720, the individualized person-centered service plan is 
developed jointly with the individual, meets federal requirements at 42 CFR §441.725, and: 
• Specifies the State plan HCBS that the individual will be responsible for directing; 
• Identifies the methods by which the individual will plan, direct or control services, including whether the 

individual will exercise authority over the employment of service providers and/or authority over expenditures 
from the individualized budget; 

• Includes appropriate risk management techniques that explicitly recognize the roles and sharing of 
responsibilities in obtaining services in a self-directed manner and assures the appropriateness of this plan based 
upon the resources and support needs of the individual; 

• Describes the process for facilitating voluntary and involuntary transition from self-direction including any 
circumstances under which transition out of self-direction is involuntary.  There must be state procedures to 
ensure the continuity of services during the transition from self-direction to other service delivery methods; and 

• Specifies the financial management supports to be provided.  
 

7. Voluntary and Involuntary Termination of Participant-Direction.  (Describe how the state facilitates an 
individual’s transition from participant-direction, and specify any circumstances when transition is involuntary): 

Attachment P.4.7.1 of the MDHHS/PIHP contract contains the Self-Determination Policy and 
Practice Guideline.  The guideline sets the standards and expectations for self-directed care.  
Termination of participation is addressed as part of that policy. 
The most effective method for making changes is through the person-centered/family-driven/youth-
guided planning process in order to identify and address problems that may be interfering with the 
success of the arrangement. 
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Either party—the PIHP or the person—may terminate a self-determination agreement, and 
therefore, the self-determination arrangement. Common reasons that a PIHP may terminate an 
agreement after providing support and other interventions described in this guideline include: 
failure to comply with Medicaid documentation requirements; failure to stay within the authorized 
funding in the individual budget; inability to hire and retain qualified providers; substantiated fraud 
or abuse of Medicaid funding by the individual and/or family; and conflict between the individual 
and providers that results in an inability to implement IPOS. Prior to the PIHP terminating an 
agreement, and unless it is not feasible, the PIHP shall inform the individual of the issues that have 
led to consideration of a discontinuation or alteration decision, in writing, and provide an 
opportunity for problem resolution. Typically, resolution will be conducted using the person-
centered planning process, with termination being the option of choice if other mutually-agreeable 
solutions cannot be found. In any instance of PIHP discontinuation or alteration of a self-
determination arrangement, the local processes for dispute resolution may be used to address and 
resolve the issues. 

• Termination of a Self-Determination Agreement by a PIHP is not a Medicaid Fair Hearings 
Issue. Only a change, reduction, or termination of Medicaid services can be appealed 
through the Medicaid Fair Hearings Process, not the use of arrangements that support self-
determination to obtain those services. 

• Discontinuation of a self-determination agreement, by itself, shall neither change the 
individual’s IPOS, nor eliminate the obligation of the PIHP to assure specialty mental health 
services and supports required in the IPOS are provided. 

• In any instance of PIHP discontinuation or alteration, the person must be provided an 
explanation of applicable appeal, grievance and dispute resolution processes and (when 
required) appropriate notice. 

• All self-directed services and supports are continuity ensured during the appeal, grievance, 
and dispute resolution process, and individuals health and welfare is assured during the 
transition process for voluntary and involuntary termination of participant direction in 
accordance with the MDHHS/PIHP contract. 
 

 
8. Opportunities for Participant-Direction 

a.  Participant–Employer Authority (individual can select, manage, and dismiss State plan HCBS providers).  
(Select one): 
 The state does not offer opportunity for participant-employer authority. 
 
 

Participants may elect participant-employer Authority (Check each that applies): 
 
 

Participant/Co-Employer.  The participant (or the participant’s representative) functions as 
the co-employer (managing employer) of workers who provide waiver services.  An agency is 
the common law employer of participant-selected/recruited staff and performs necessary 
payroll and human resources functions.  Supports are available to assist the participant in 
conducting employer-related functions. 

 
 

Participant/Common Law Employer.  The participant (or the participant’s representative) is 
the common law employer of workers who provide waiver services.  An IRS-approved 
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other 
employer responsibilities that are required by federal and state law.  Supports are available to 
assist the participant in conducting employer-related functions.   

b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical 
assistance to the individual).  (Select one): 
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 The state does not offer opportunity for participants to direct a budget. 
 
 

Participants may elect Participant–Budget Authority.   
Participant-Directed Budget.  (Describe in detail the method(s) that are used to establish the 
amount of the budget over which the participant has authority, including the method for 
calculating the dollar values in the budget based on reliable costs and service utilization, is 
applied consistently to each participant, and is adjusted to reflect changes in individual 
assessments and service plans.  Information about these method(s) must be made publicly 
available and included in the person-centered service plan.): 
An individual budget includes the expected or estimated costs of a concrete approach of 
obtaining the mental health services and supports included in the plan of service. Both the 
individual plan of service (IPOS) and the individual budget are developed in conjunction with 
one another through the person-centered planning process (PCP).  Both the participant and 
the PIHP must agree to the amounts in the individual budget before it is authorized for use by 
the participant. This agreement is based not only on the amount, scope and duration of the 
services and supports in the IPOS, but also on the type of arrangements that the participant is 
using to obtain the services and supports. Those arrangements are also determined primarily 
through the PCP process. 
 
Michigan uses a retrospective zero-based method for developing an individual budget. The 
amount of the individual budget is determined by costing out the services and supports in the 
IPOS, after an IPOS that meets the participant’s needs and goals has been developed. In the 
IPOS, each service or support is identified in amount, scope and duration (such as hours per 
week or month). The individual budget should be developed for a reasonable period of time 
that allows the participant to exercise flexibility (usually one year). 
 
Once the IPOS is developed, the amount of funding needed to obtain the identified services 
and supports is determined collectively by the participant, the mental health agency (PIHP or 
designee), and others participating in the PCP process. 
 
This process involves costing out the services and supports using the rates for providers 
chosen by the participant and the number of hours authorized in the IPOS. The rate for 
directly employed workers must include Medicare and Social Security Taxes (FICA), 
Unemployment Insurance, and Worker’s Compensation Insurance. The individual budget is 
authorized in the amount of that total cost of all services and supports in the IPOS. The 
individual budget must include the fiscal intermediary fee if a fiscal intermediary is utilized. 
 
Participants must use a fiscal intermediary if they are directly employing workers and/or 
directly contracting with other providers that do not have contracts with the PIHPs. If a 
participant chooses to contract only with providers that are already under contract with the 
PIHP, there is no requirements that a fiscal intermediary be used. 
 
Fiscal intermediary is available to any participant using a self-determination arrangement. 
Each PIHP develops a contract with the fiscal intermediary to provide financial management 
services (FMS) and sets the rate and costs for the services. The average monthly fee has 
ranged from $75.00 to $125.00. Actual costs for the FMS will vary depending on the 
individual's needs and usage of FMS, as well as the negotiated rate between the PIHP and 
fiscal intermediary. 
Expenditure Safeguards.  (Describe the safeguards that have been established for the timely 
prevention of the premature depletion of the participant-directed budget or to address potential 
service delivery problems that may be associated with budget underutilization and the entity (or 
entities) responsible for implementing these safeguards.  
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Participants must use a fiscal intermediary if they are directly employing workers and/or 
directly contracting with other providers that do not have contracts with the PIHPs. Most 
participants use FMS through a fiscal intermediary even if they only contract with providers 
already under contract with the PIHP; however, there is no requirement that they do so. 
 
The funds in an individual budget are transferred to the fiscal intermediary, which handles 
payment for services and supports in the IPOS upon receipt of invoices and timesheets 
authorized by the participant. The fiscal intermediary provides both the participant and the 
mental health agency (PIHP or designee) a monthly report of expenditures and flags 
expenditures that are over or under the expected amount by ten percent or more. This report 
is the central mechanism for monitoring implementation of the budget. Over- or 
underutilization identified in the report can be addressed by the supports coordinator (or 
another chosen qualified provider) and participant informally or through the PCP process. 
 
The supports coordinator supports coordinator assistant, or independent supports broker (or 
other chosen qualified provider) is responsible for assisting the participant in implementing the 
individual budget and arrangements, including understanding the budget report. A participant 
can use an independent supports broker to assist him or her in implementing and monitoring 
the IPOS and budget. When a participant uses an independent supports broker, the supports 
coordinator (other qualified provider selected by the participant) has a more limited role in 
planning and implementation of arrangements so that the assistance provided is not 
duplicated. However, the authorization and monitoring the IPOS and individual budget cannot 
be delegated to an Independent Supports Broker by the PIHP or designee. 
 
If using FMS through a fiscal intermediary, the supports coordinator, supports coordinator 
assistant, or independent supports broker (or other chosen qualified provider) receives a copy 
of the budget and a copy of the monthly budget report. In the required monitoring and face-to-
face contact, they have with the participant, the supports coordinator, supports coordinator 
assistant or independent supports broker (or other qualified provider) must address any over- 
or under-utilization of the budget that they identify in the monthly budget report. If the 
participant does not use a fiscal intermediary because he or she only contracts with providers 
already under contract with the PIHP, the PIHP must provide a monthly budget report to the 
participant and supports coordinator, supports coordinator assistant or independent supports 
broker (or other qualified provider) so the participant can effectively manage his or her budget 
and thereby, exercise budget authority. 
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Quality Improvement Strategy 
Quality Measures 

 (Describe the state’s quality improvement strategy.  For each requirement, and lettered sub-requirement, complete 
the table below): 
1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and (c 

document choice of services and providers. 

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to all 
applicants for whom there is reasonable indication that 1915(i) services may be needed in the future; (b) 
the processes and instruments described in the approved state plan for determining 1915(i) eligibility 
are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled individuals is reevaluated at 
least annually or if more frequent, as specified in the approved state plan for 1915(i) HCBS. 

3. Providers meet required qualifications. 
 

4. Settings meet the home and community-based setting requirements as specified in this SPA and in 
accordance with 42 CFR 441.710(a)(1) and (2).  

5. The SMA retains authority and responsibility for program operations and oversight. 
 

6. The SMA maintains financial accountability through payment of claims for services that are authorized 
and furnished to 1915(i) participants by qualified providers. 

7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation, 
including the use of restraints. 

 (Table repeats for each measure for each requirement and lettered sub-requirement above.) 

  Requirement 
Service plans a) address assessed needs of 1915(i) participants; b) are 
updated annually; and c) document choice of services and providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

A)  Number and percent of enrolled participants whose IPOS had adequate 
strategies to address their assessed health and safety risks. 

N:  Number of enrolled cases reviewed whose IPOS had adequate 
strategies to address their identified health and safety risks assessed 
D:  Number of all enrolled participants sampled 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  Site Review 
Aggregate data from the sample by MDHHS across 2 fiscal years 

Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915(i) State plan. 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 
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Frequency  
 

Ongoing for data collection 

Each PIHP receives a comprehensive on-site review biennially.   
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

A)  Number and percent of Individual Plans Of Services (IPOS) reviewed that 
address the assessed needs of a beneficiary 

N:  Number of records reviewed with evidence that the IPOS 
addresses the assessed needs of the beneficiary 
D:  Number of IPOS records reviewed in the sample  

Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  Site Review 
Aggregate data from the sample by MDHHS across 2 fiscal years 

Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915(i) State plan 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 

Each PIHP receives a comprehensive on-site review biennially.   
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
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activities; 
required 
timeframes for 
remediation)  

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 

  Requirement Service plans a) address assessed needs of 1915(i) participants; b) are 
updated annually; and c) document choice of services and providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

 B)  Number and percent of reviewed IPOS that were updated within 365 days 
of their last plan of service 

             N:  Number of records reviewed that the IPOS was updated within 365 
days 

D:  Number of IPOS records reviewed in the sample 
Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  Site Review 
 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number based 
on total number served by the 1915(i) State plan 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 

Each PIHP receives a comprehensive on-site review biennially.   
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
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Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 

  Requirement Service plans a) address assessed needs of 1915(i) participants; b) are 
updated annually; and c) document choice of services and providers. 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

C)  Number and percent of records reviewed with documented evidence that 
beneficiaries were informed of their right to choose among providers. 

N:  Number of beneficiaries reviewed who are informed of their right to 
choose among providers. 
D:  Number of records reviewed in the sample 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  Site Review 
 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number based 
on total number served by the 1915(i) State plan 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
 Remediation 

Responsibilities 
 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement Service plans a) address assessed needs of 1915(i) participants; b) are 
updated annually; and c) document choice of services and providers. 
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Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

C)  Number and percent of records reviewed with documented evidence that 
beneficiaries were informed of their right to choose among services. 

N:  Number of beneficiaries reviewed who are informed of their right to 
choose among services. 
D:  Number of records reviewed in the sample 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  Site Review 
 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number based 
on total number served by the 1915(i) State plan 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
 Remediation 

Responsibilities 
 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 

  Requirement 

Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS 
eligibility is provided to all applicants for whom there is reasonable 
indication that 1915(i) services may be needed in the future; (b) the 
processes and instruments described in the approved state plan for 
determining 1915(i) eligibility are applied appropriately; and (c) the 
1915(i) benefit eligibility of enrolled individuals is reevaluated at least 
annually or if more frequent, as specified in the approved state plan for 
1915(i) HCBS. 
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Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

A)  Number and percent of evaluations completed where applicants meet the 
eligibility criteria for 1915(i) State plan HCBS benefit.  

N:  Number of evaluations completed where applicants meet the 
eligibility criteria for the 1915(i) state plan benefit  

D:  Number of evaluations completed for all applicants 

Discovery  
Activity  
 
(Source of Data 
& sample size) 

Source:  WSA 
 
 
Sample Size: 100% 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
 
 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

MDHHS/BHDDA.  

The WSA is used to communicate electronically with the PIHPs regarding 
questions or issues on individual eligibility evaluation that arise as the result 
of review. The PIHP must respond within 15 days by providing the required 
additional information. Their response is reviewed to determine that 
appropriate action was taken and if any additional follow-up is necessary. A 
less formal, but documented, method of communication is through email 
exchange. This method is used when MDHHS staff is requesting clarification 
of a minor point. Responses to emails are expected within 1-2 business days 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 

Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS 
eligibility is provided to all applicants for whom there is reasonable 
indication that 1915(i) services may be needed in the future; (b) the 
processes and instruments described in the approved state plan for 
determining 1915(i) eligibility are applied appropriately; and (c) the 
1915(i) benefit eligibility of enrolled individuals is reevaluated at least 
annually or if more frequent, as specified in the approved state plan for 
1915(i) HCBS. 

Discovery  
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 Discovery 
Evidence 
 
(Performance 
Measure) 

B)  The number and percent of records reviewed with evidence the 
instruments and tools were appropriately applied to determine eligibility of 
1915(i) services  
N:  Number of cases with evidence that instruments were applied 

appropriately as part of the eligibility process  
D:  All records reviewed in the sample 

Discovery  
Activity  
 
(Source of Data 
& sample size) 

Source:  WSA 
 
 
Sample Size: 100% 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  Ongoing for data collection 
Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

MDHHS/BHDDA 
The WSA is used to communicate electronically with the PIHPs regarding 
questions or issues on individual eligibility evaluation that arise as the result 
of review. The PIHP must respond within 15 days by providing the required 
additional information. Their response is reviewed to determine that 
appropriate action was taken and if any additional follow-up is necessary. A 
less formal, but documented, method of communication is through email 
exchange. This method is used when MDHHS staff is requesting clarification 
of a minor point. Responses to emails are expected within 1-2 business days 
 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 

Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS 
eligibility is provided to all applicants for whom there is reasonable 
indication that 1915(i) services may be needed in the future; (b) the 
processes and instruments described in the approved state plan for 
determining 1915(i) eligibility are applied appropriately; and (c) the 
1915(i) benefit eligibility of enrolled individuals is reevaluated at least 
annually or if more frequent, as specified in the approved state plan for 
1915(i) HCBS. 

Discovery  
 Discovery 

Evidence 
 

C)  Number and percent of re-evaluations for eligibility were within 365 days 
of the last eligibility determination 
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(Performance 
Measure) 

N:  Number of enrolled beneficiaries that were re-evaluated for eligibility 
within 365 days of their last eligibility determination 

D:  All re-evaluations provided for enrolled beneficiaries for 1915(i) state 
plan services 

Discovery  
Activity  
 
(Source of Data 
& sample size) 

Source:  WSA 
 
 
Sample Size: 100%  

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
 
 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

MDHHS/BHDDA 

The WSA is used to communicate electronically with the PIHPs regarding 
questions or issues on individual eligibility re-evaluation that arise as the 
result of review. The PIHP must respond within 15 days by providing the 
required additional information. Their response is reviewed to determine that 
appropriate action was taken and if any additional follow-up is necessary. A 
less formal, but documented, method of communication is through email 
exchange. This method is used when MDHHS staff is requesting clarification 
of a minor point. Responses to emails are expected within 1-2 business days. 

 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
  Requirement Providers meet required qualifications. 
Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

Number of licensed providers of state plan services for beneficiaries meet 
credentialing standards 

N:  Number of providers of state plan services that meet credentialing 
standards 

D:  All providers reviewed in the sample 

Discovery  
Activity  
 

Source:  Site Review 
 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 



State: MI      §1915(i) State plan HCBS State plan Attachment 3.1–i.2: 
TN: 22-0007 Page 56 
Effective: 10/1/23 Approved: 09/30/2022 Supersedes: 19-0006 
 
 

 

(Source of Data 
& sample size) 

Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915(i) State plan 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
Discovery 
Evidence 
 
(Performance 
Measure) 

Number and percent of non-licensed, non-certified service providers that 
meet credentialing standards as stated in the Michigan Medicaid Provider 
Manual. 

N:  Number of  non-licensed, non-certified providers that meet 
credentialing standards 

D:  All non-licensed, non-certified providers reviewed in the sample 
Discovery  
Activity  
(Source of Data & 
sample size) 

Source:  Site Review 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915 (I)SPA 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
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Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of case records with providers that meet staff training 
requirements. 

N:  Number of case records with service providers that meet staff 
training requirements.  

D:  Number of all cases reviewed in the sample. 
Discovery  
Activity  
(Source of Data & 
sample size) 

Source:  Site Review 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915 (I)SPA 

Monitoring 
Responsibilities 
(Agency or entity 
that conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
 

Frequency 
(of Analysis and 
Aggregation) 

Annually 
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  Requirement 
Settings meet the home and community-based setting requirements as 
specified in this SPA and in accordance with 42 CFR 441.710(a)(1) and 
(2). 

Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

Number and percent of service settings that meet the home and community 
based setting requirements  

N:  Number of service settings that meet the home and community 
based setting requirement 

D:  All service settings in surveys 

Discovery  
Activity  
 
(Source of Data 
& sample size) 

Source:  WSA HCBS Survey Data 

Sample Size: 100% 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Continuous and ongoing data collection 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs 
 
Providers are required to submit a corrective action plan to the PIHPs within 
30 days. Providers are responsible for remediating any identified issues within 
90 days after the Plan of Correction has been approved by the PIHP. 

 

Frequency 
(of Analysis and 
Aggregation) 

Ongoing 

 

  Requirement The SMA retains authority and responsibility for program operations 
and oversight. 

Discovery  
 Discovery 

Evidence 
 

Number and percent of administrative hearing timeframes that were met 
related to 1915(i)  

N: Number of administrative hearing timeframes met  
D: All hearings. 
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(Performance 
Measure) 
Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  Appeals database 
 
Sample Size:  100% 
 
Method:  Report compilation and analysis of all beneficiary completed 
Administrative Law Judge hearings 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Continuous and ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues required by the 
Decision and Order of the Administrative Law Judge within the timeframe 
ordered. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

Number and percent of case records with services that require prior 
authorization are implemented by the PIHP according to established policy. 

N: Number of case records that have prior authorization implemented 
by the PIHP’s according to policy 

D: Number of all case records with services that require prior 
authorization reviewed in the sample.  

Discovery  
Activity  
(Source of Data 
& sample size) 

Source: Site Review 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915(i) SPA.  

Monitoring 
Responsibilities 
(Agency or 
entity that 

MDHHS/BHDDA 
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conducts  
discovery 
activities) 
Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

Providers are required to submit a corrective action plan to the PIHPs within 
30 days. Providers are responsible for remediating any identified issues within 
90 days after the Plan of Correction has been approved by the PIHPIHPs are 
responsible for remediating any identified issues required by the Decision and 
Order of the Administrative Law Judge within the timeframe ordered. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

Number and percent of IPOS compliance issues that were remediated within 
90 days.  

N: Number cases reviewed with IPOS compliance issues remediated 
within 90 days.  
D: All cases reviewed that require remediation of IPOS compliance 
issues  
 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source: Site Review 
 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: All cases reviewed that require remediation of IPOS compliance 
issues   

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
 Remediation 

Responsibilities 
PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
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(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 

  Requirement 
The SMA maintains financial accountability through payment of claims 
for services that are authorized and furnished to 1915(i) participants by 
qualified providers 

Discovery  
 Discovery 

Evidence 
(Performance 
Measure) 

Number and percent of capitation payments to PIHPs are made in 
accordance with CMS approved actuarially sound rate methodology. 
N: Number of capitation payments made to PIHPs at the approved 
rate through the CMS certified MMIS.  
D: All capitation payments made to PIHPs through the CMS certified 
MMIS for participants sampled. 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source:  CHAMPS  
 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number 
based on total number served by the 1915 (i)SPA 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing  
 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 

PIHPs are responsible for remediating any identified payments issues within 
90 days after the approved Plan of Correction has been issued by 
MDHHS/BHDDA. 

PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

MDHHS/BHDDA will recoup any inappropriate payments made to PIHPs in 
accordance with managed care requirements for financial accountability.  
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timeframes for 
remediation)  
Frequency 
(of Analysis and 
Aggregation) 

Ongoing 

 

  Requirement The state identifies, addresses, and seeks to prevent incidents of abuse, 
neglect, and exploitation, including the use of restraints 

Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

Number and percent of substantiated reports of abuse, neglect, and 
exploitation that has been remediated. 

N:  Number and percent of substantiated reports of abuse, neglect, 
and exploitation that has been remediated. 
D:  Number and percent of substantiated reports of abuse, neglect, 
and exploitation. 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source: Office of Recipient Rights 
 
 
Sample Size: 100% 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

On a semi-annual basis, local CMHSP ORRs report to MDHHS the 
summaries of all allegations received and investigated, whether there was an 
intervention, and the numbers of allegations substantiated. 
The summaries are reported by category of rights violations. Information from 
these reports is entered into a database to produce a State report by waiver 
programs. Follow-up actions by MDHHS include data confirmation, 
consultation, and on-site follow-up. If there are issues involving potential or 
substantiated Rights violations, or serious problems with the local Rights 
office, the state Office of Recipient Rights, which has authority under Section 
330.1754(6)(e), may intervene as necessary. The CMHSP level data is 
aggregated to the PIHP level where affiliations exist. Each CMHSP rights 
office must include in its semi- annual and annual complaint data reports to 
the MDHHS Office of Recipient Rights, allegations of all recipient rights 
complaints investigated or intervened upon on behalf of recipients based 
upon specific population. An annual report is produced by the State ORR and 
submitted to stakeholders and the Legislature. Aggregate data are shared 
with MDHHS-BHDDA, the Quality Improvement Council (QIC) and waiver 
staff. Information is used by MDHHS to take contract action as needed or by 
the QIC to make recommendations for system improvements. 
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Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
 Discovery 

Evidence 
 
(Performance 
Measure) 

Number and percent of enrollees requiring emergency medical treatment due 
to medication error.  

N: Number of enrollees requiring emergency medical treatment due 
to medication error.  
D: All enrollees with reported incidents of emergency medical 
treatment for injuries or medication errors 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source: The Critical Incident Reporting System (CIRS) provides individual 
level data on medication errors that resulted in emergency medical treatment 
or hospitalization. The CIRS is the source for information related to 
medication errors that are critical incidents. PIHPs will still be required to 
identify those incidents and carry out actions to prevent or reduce the 
likelihood that this type of critical incident would re-occur. 
 
Sample Size: 100% 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing 

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

MDHHS will monitor the critical incidents related to medication errors through 
the CIRS to monitor for trends and outliers. MDHHS may require the PIHP to 
receive additional technical assistance or training as a result of CIRS data. 
On-site follow-up on reported critical incidents regarding medication errors 
takes place at a maximum during QMP biennial site reviews. During these 
site reviews, MDHHS-BHDDA staff verifies the PIHP's process for Critical 
Incident Reporting is being implemented per MDHHS policy. Any noted 
shortcomings in the PIHP's processes or outcomes would be reflected in a 
written site review report which would in turn require submission of a 
corrective action plan by the PIHP and additional follow-up by MDHHS 90 
days after the corrective action plan has been approved. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
 Discovery 

Evidence 
 

Number and percent of records being reviewed where the Behavior Treatment 
Plan Review Committees (BTPRC) policy was followed.  

N: Number of records being reviewed where the BTPRC policy was 
followed.  
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(Performance 
Measure) 

D: Number of records reviewed with Behavioral Treatment Plan in the 
sample. 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source: Site Review 
 
Sample Size: Stratified random sample for statistically significant number 
based on total number served by the 1915 (I)SPA. 

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
 Remediation 

Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 
 
MDHHS requires that any individual receiving public mental health services 
has the right to be free from any form of restraint or seclusion used as a 
means of coercion, discipline, convenience or retaliation, as required by the 
1997 federal Balanced Budget Act at 42 CFR 438.100 and Sections 740 and 
742 of the Michigan Mental Health Code. Michigan’s Mental Health Code 
prohibits the use of restraint or seclusion in any service site except a hospital, 
center or child caring institutions. (MCL 330.1740, MCL 330.1742) The 
Michigan Medicaid Manual prohibits placement of a waiver beneficiary into a 
child caring institution. The Michigan Mental Health Code defines restraint as 
the use of a physical device to restrict an individual’s movement but does not 
include an anatomical support or protective device. (MCL 330.1700[i]). It 
defines seclusion as the temporary placement of a recipient in a room alone 
where egress is prevented by any means. (MCL 330.1700[j]). In addition, the 
use of restraint and seclusion is addressed in the MDHHS Standards for 
Behavior Treatment Plan Review Committees, Attachment P.1.4.1 to the 
Medicaid Specialty Supports and Services Program contract between 
MDHHS-BHDDA and the PIHPs; the Agreement Between MDHHS-BHDDA 
and CMHSPs For Managed Mental Health Supports and Services Attachment 
C.6.8.3.1.d. Each rights office established by the Mental Health Code, 
including those of the CMHSPs, would be responsible for investigation into 
apparent or suspected unlawful use of restraint or seclusion in its directly 
operated or contracted mental health service sites. Unlawful use of restraint 
or seclusion may also come to the attention of the Rights Office during its 
Mental Health Code mandated visits to all service sites. Frequency of the site 
visits is that which is necessary for protection of rights but in no case less 
than annually. The Department of Licensing and Regulatory Affairs (LARA) is 
responsible for investigation of reports of unlawful restraint and/or seclusion in 
a licensed foster care facility. Unlawful use of restraint or seclusion may also 
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come to the attention of LARA during announced or unannounced inspections 
and at the time of the biennial licensure process. Mechanical or chemical 
restraint and seclusion are prohibited in licensed adult foster care homes per 
DHS Administrative Rule 400.14308 as follows: R 400.14308 Resident 
behavior interventions prohibitions. (2) A licensee, direct care staff, the 
administrator, members of the household, volunteers who are under the 
direction of the licensee, employees, or any person who lives in the home 
shall not do any of the following: (a) Use any form of punishment. (b) Use any 
form of physical force other than physical restraint as defined in these rules. 
Physical restraint is defined as bodily holding of a resident with no more force 
than is necessary to limit the resident’s movement. (c) Restrain a resident's 
movement by binding or tying or through the use of medication, 
paraphernalia, contraptions, material, or equipment for the purpose of 
immobilizing a resident. (d) Confine a resident in an area, such as a room, 
where egress is prevented, in a closet, or in a bed, box, or chair or restrict a 
resident in a similar manner. Monitoring to assure that PIHPs/CMHSPs are 
not using restraints or seclusion is done by the MDHHS-BHDDA Site Review 
Team, which reviews agency policy for consistency with State law during 
biennial visits. The Site Review Team would also watch for any unauthorized 
use of restraints or seclusion during its review of incident reports and 
interviews with participants or staff. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
Discovery 
Evidence 
 
(Performance 
Measure) 

Number and percent of beneficiaries who have received information and 
education in the prior year about how to report abuse, neglect, exploitation and 
other critical incidents.  

N: Number of beneficiaries who received information and education in the 
prior year.  

D: Number of beneficiaries case records sampled 
 

Discovery  
Activity  
(Source of Data 
& sample size) 

Source: Site Review 
Aggregate data from the sample by MDHHS across 2 fiscal years 
 
Sample Size: stratified random sample for statistically significant number based 
on total number served by the 1915 (I)SPA. 
  

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing for data collection 
Each PIHP receives a comprehensive on-site review biennially.   

Remediation  
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Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; 
required 
timeframes for 
remediation)  

PIHPs are responsible for remediating any identified issues within 90 days after 
the approved Plan of Correction has been issued by MDHHS/BHDDA. 
 
PIHP receives a follow-up review for remediation of identified issues 90 days 
after the approved Plan of Correction has been issued by MDHHS/BHDDA. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

Discovery  
Discovery 
Evidence 
(Performance 
Measure) 

Number and percent of  beneficiaries requiring hospitalization due to injury 
related to the use of physical management (PM) where remediation was 
complete to avoid future incidents of this type.  

N: Number of beneficiaries requiring hospitalization due to injury related to 
the use of PM where remediation was complete to avoid future 
incidents of this type 

D: All beneficiaries requiring hospitalization due to injury related to the use 
of physical management. 

 
Discovery  
Activity  
(Source of Data 
& sample size) 

Source: The Critical Incident Reporting System (CIRS) provides individual level 
data on medication errors that resulted in emergency medical treatment or 
hospitalization. The CIRS is the source for information related to medication 
errors that are critical incidents. PIHPs will still be required to identify those 
incidents and carry out actions to prevent or reduce the likelihood that this type 
of critical incident would re-occur. 
Sample Size: 100% 
  

Monitoring 
Responsibilities 
(Agency or 
entity that 
conducts  
discovery 
activities) 

MDHHS/BHDDA 

Frequency  
 

Ongoing  
 

Remediation  
Remediation 
Responsibilities 
(Who corrects, 
analyzes, and 
aggregates 
remediation 

Any critical incident for a participant has a short-term response to assure the 
immediate health and welfare of the participant for whom the incident was 
reported and a longer- term response to address a plan of action or intervention 
to prevent further occurrence if applicable. If the incident involves potential 
criminal activity, the incident would also be reported to law enforcement. If the 
incident involves an action that may be under the authority of Child Protective 
Services or Adult Protective Services, the appropriate agency would be notified. 
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activities; 
required 
timeframes for 
remediation)  

Second, the CMHSP would begin the process of determining whether the 
incident meets the criteria and definition for sentinel events and if they are 
related to practice of care. If the incident was also reported to the CMHSP ORR, 
that office begins the process of determining whether there may have been a 
violation of the participant’s rights. If the CMHSP determines the incident is a 
sentinel event, a thorough and credible root cause analysis is completed, 
improvements are implemented to reduce risk, and the effectiveness of those 
improvements must be monitored. Following completion of a root cause analysis 
or investigation, a CMHSP must develop and implement either a) a plan of 
action (JCAHO) or intervention (per CMS approval and MDHHS contractual 
requirement) to prevent further occurrence of the sentinel event; or b) 
presentation of a rationale for not pursuing an intervention. A plan of action or 
intervention must identify who will implement and when and how implementation 
will be monitored or evaluated. The CMHSP ORR also follows its process to 
investigate and recommend remedial action to the CMHSP Director for follow-
up. If an egregious event is reported through the Event Notification or through 
other sources, MDHHS may follow-up through a number of different approaches, 
including sending a site reviewer or other clinical professional as appropriate to 
follow-up immediately, telephone contact, requiring follow-up action by the PIHP, 
requiring additional training for PIHP providers, or other strategies as 
appropriate. During a QMP on-site visit, if the site review team member identifies 
an issue that places a participant in imminent risk to health or welfare, the site 
review team would invoke an immediate review and response by the PIHP, 
which must be completed in five to seven business days. 

Frequency 
(of Analysis and 
Aggregation) 

Annually 

 
 
System Improvement 
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.) 
 
1. Methods for Analyzing Data and Prioritizing Need for System Improvement 

The MDHHS system improvement strategy encompasses 1915(i) SPA with the following three 
1915(c)’s waivers: MI Children’s Waiver Program, MI Habilitation Supports Waiver, and MI Waiver 
for Children with Serious Emotional Disturbances.  
 
MDHHS designed the consolidated quality improvement strategy to assess and improve the quality 
of services and supports provided through the available the 1915(i) services waiver options and the 
1915(i) state plan. This is evident in the following components; 

a) participant services-all waivers and the 1915(i) offer similar services to participants to 
remain in the community with the focus on the provision of services and supports to 
maintain or increase a level of functioning in order to achieve an individual’s goals of 
community inclusion and participation, independence, recovery, or productivity. 

b) participant safeguards-all waivers and the 1915(i) follow the same participant safeguards 
outlined throughout the individual waiver and (i) SPA applications. 

c) quality management: the information below outlines the approach which is the same or 
similar across waivers and the 1915(i). 

 
The quality management approach is the same or similar across waivers and the 1915(i): 

a) methodology for discovering information: the state draws from several tools to gather data 
and measure individual and system performance. Tools utilized include the record review 
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2. Roles and Responsibilities 

protocol, the CHAMPS, WSA, HCBS survey, and a Critical Incident Reporting system 
(CIRS)  across all waivers and 1915(i) participants. 

b) manner in which individual issues are remedied: MDHHS is the Single State Agency 
responsible for establishing the components of the quality improvement strategy which 
includes the remediation of all waiver and 1915 (i) issues at an individual level and all 
actions and timelines are recorded and tracked through annual monitoring activities. 

c) process for identifying and analyzing trends/patterns: Data gathered from the record reviews 
will be used initially to foster improvements and provide technical assistance at the agency 
whose records are being reviewed. Annually, this data will be compiled to look for systemic 
trends and areas in need of improvement and published in the state’s annual report. Using 
encounter data, measure penetration rates of beneficiaries who access services at the PIHP 
level to determine a baseline, median, and negative statistical outliers. The state will track 
and trend critical incidents that involve beneficiaries at the PIHP level: baseline, then identify 
negative statistical outliers. And track and trend requests for Medicaid Fair Hearing by 
beneficiaries, and track and trend by PIHP the Fair Hearing decisions that are found in favor 
of the beneficiary. 

d) majority of the performance indicators are the same: the majority of the performance 
measures associated with CMS assurances are the same.  

 
The provider network is the same across the 1915(i) and waiver programs. All provider types (i.e. 
licensed/non-licensed, certified/non-certified) within the 1915(i) and the waivers are required to meet 
the same training and background check requirements according to policy in order to furnish HCBS. 
Provider oversight is the same across the 1915(i) and waivers and all services are included in the 
consolidated reporting.  

MDHHs maintains overall responsibility for quality assurance, quality improvements and quality 
performance. 
 
The Quality Improvement Council (QIC) has primary responsibility for identifying and prioritizing 
needs related to the Quality Improvement Strategy (QIS), which would include changes to 1915(i) 
system processes as applicable. The Quality Improvement Council meets every other month basis 
to review data and information from numerous sources, such as site review findings, 372 reports, 
state-level workgroups for practice improvement, EQR standard and special project reports, 
legislative reports, and performance improvement plan activities. The QIC determines where there 
are needs for system improvement and makes recommendations to MDHHS to incorporate into 
system improvement activities. The timeframe for incorporating changes is dependent on whether it 
is an issue requiring immediate enactment which would be addressed through policy changes or an 
amendment to the MDHHS/CMHSP and MDHHS/PIHP contracts. Otherwise, changes to the QIS 
are generally implemented in conjunction with the annual contracts between MDHHS and the PIHPs 
and CMHPS. The Quality Management Program (QMP) incorporates all of the programs operated in 
the public mental health system, including the §1115 Behavioral Health Demonstration, Habilitation 
Support Waiver (HSW), Children’s Waiver Program (CWP), the Waiver for Children with Serious 
Emotional Disturbance (SEDW) and the 1915(i) State plan. The PIHPs/CMHSPs adhere to the 
same standards of care for each beneficiary served and the same data is collected for all 
beneficiaries regardless of funding source. The MDHHS QMP Site Review team conducts 
comprehensive biennial reviews at each PIHP (and affiliate CMHSPs). During the alternate years, 
QMP staff visit PIHP/CMHSPs to follow-up on implementation of plans of correction resulting from 
the previous year’s comprehensive review. This site visit strategy includes rigorous standards for 
assuring the needs, including health and welfare, of 1915(i) participants are addressed. The 
comprehensive reviews include clinical record reviews, administrative reviews, 
consumer/stakeholder meetings and consumer interviews. In addition to identifying individual issues 
that are addressed in remediation, the QMP findings are also used for identifying trends to 
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3. Frequency 

MDHHS will monitor plans pf service, claims submitted for1915(i) services and the qualifications of 
providers biennially through the PIHP site review process. 
Case record reviews will be conducted biennially on a statistically significant number of records 
across all 1915(i) enrollees.  

 

implement systems improvements. This site visit strategy covers all consumers served by 1915(i) 
services with rigorous standards for assuring the health and welfare of the enrolled beneficiaries.  
 
The comprehensive reviews include the clinical record reviews; review of personnel records to 
ensure the all providers meet provider qualifications and have completed training prior as required 
by policy as published in the Michigan Medicaid Provider Manual; review of service claims to ensure 
that the services billed were identified in the IPOS as appropriate to identified needs; review of the 
Critical Incident Reporting System and verification that the process is being implemented per 
MDHHS policy; review and verification that Behavior Treatment Plan Review Committees are 
operated per MDHHS policy; follow up on reported critical incidents regarding medication errors and 
monitoring to assure the PIHPs/CMHSPs are not using restraints or seclusion as defined in 
Michigan’s Mental Health Code. As identified throughout this application, the biennial site review is 
the data source for discovery and remediation for a number of Performance Measures. MDHHS 
staff complete a proportionate random stratified sample at the 95% confidence level for the biennial 
review for each PIHP. At the on-site review, clinical record reviews are completed to determine that 
the IPOS: Includes services and supports that align with and address all assessed needs, 
addresses health and safety risks, is developed in accordance with MDHHS policy and procedures, 
including utilizing person centered/family-driven youth guided planning, and is updated at least 
annually. 
Clinical record reviews are also completed to determine that participants are afforded choice 
between 1915(i) services and between/among service providers and that services are provided as 
identified in the IPOS. 
QMP staff conduct consumer interviews with a random sample of those individuals whose clinical 
records were reviewed, using a standard protocol that contains questions about such topics as 
awareness of grievance and appeals mechanisms, person-centered planning and satisfaction with 
services. Interviews are conducted with  beneficiaries who reside in group homes or are living 
independently with intense and continuous in-home staff or in the homes of families served by the 
1915(i) services. 
 
Contracted entities will conduct record reviews and participant satisfaction surveys. These entities 
will be responsible for providing technical assistance when identified in the performance of their 
duties. The contracted entities also retain responsibility to identify areas in need of improvement and 
make MDHHS aware of any identified trends or areas that need immediate remediation. 
 
Providers are responsible for furnishing services according to MDHHS policies and procedures and 
for continuously improving their performance and the experiences of the individuals they serve. 
They retain responsibility for submitting claims to MDHHS for adjudication and for assuring all 
claims for service are provided according to established policies and procedures. 
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4. Method for Evaluating Effectiveness of System Changes 
MDHHS will utilize a number of sources to analyze effectiveness of system changes, including but 
not limited to site reviews, performance indicators, encounter data, critical incident data and 
Medicaid Fair Hearing data. Data will be analyzed at least to determine whether changes 
implemented led to improved outcomes for the individuals using 1915(i) services. 
 
When issues are identified, a study of the root cause of the issue will be conducted. Any barriers to 
success identified will be removed or overcome to facilitate quality improvements. 



evision: HCFA-Region V,  
January 1989 

ATTACHMENT 3.2-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE 

COORDINATION OF TITLE XIX WITH PART A AND PART 0 OF TITLE XVIII 

Th'e following method is used to provide benefits under Part  A and Part B of title XVIU 
t o  t h e  groups of Medicare-eligible individuals indicated: 

A. Part  B buy-in agreements with the Secretary of HHS. This agreement covers  

1. Individuals receiving SS1 under title XVI or State supplementation, 
who are categorically needy under the State's approved title XIX 
plan. 

Persons receiving benefits under title 11 of the Act or under the 
Railroad Retirement System are  included: 

Yes 1-1 
2.' 1-1 Individuals receiving SS1 under title XVI, State supplementation, 

or a money payment under the State's approved title IV-a plan, who 
are  categorically 'needy under the State's approved title XIX plan. 

Persons receiving benefits under title II of the A a  or under the 
Railroad Retirement System are included: 

3. 1 Al l  individuals eligible under the State's approved title XIX plan. . 

4. 1 Qualified Medicare beneficiaries provided by section 301 of P I .  100-360 
as amended by section 8434 of PL.  100-647. 

B. Par t  A group premium payment arrangement entered into with the Social Security 
8 Administration. This arrangement covers the following groups 

. .. 

Qualified Medicare ben=ficiaries' provided by section 301 of P.L. 100-360 
as amended by section 8434 of P.L. 100-647. 

C. , Payment of Pan A and Part B deductible and coinsurance costs. Such payments 
are  made in behalf of the following groups 

1- Qualified Medicare beneficiaries provided by section 301 of P L .  100-360 
as amended by section 8434 of P I ,  100-647. 

2. 2U-l indivi6uals eligible under this Title WI plan. 

TN No. g9 -{x 
Supersedes Approval Date  Effective Date 02-01-89 
TN No. 87-LL - January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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SECTION 4:  General Program Administration 
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STATE PLAN UNDER TTTLE XIX OF THE s ~ c I A L  SECEIT~ ACT !.ttachment Q .I:-F. 

S t a t e  o f  MICHIGAN 

STATE STANDARDS FOR INSTITUTIONS 

A. HOSPITALS 

A l l  h o s p i t a l s  providing se rv i ces  under t h e  T i t l e  X I X  Program, inc lud ing  
h o s p i t a l s  f o r  mental d i seases ,  must meet t h e  requirements of  20 CFR, 
Chapter 111, P a r t  405, Subpart J. 

B. NURSING CARE FACILITIES 

A l l  nursing c a r e  f a c i l i t i e s  providing se rv i ces  under t h e  T i t l e  X I X  Pro- 
gram must meet t h e  requirements of  t h e  Michigan admin i s t r a t i ve  r u l e s  
governing nursing homes, which include t h e  s tandards l i s t e d  below. 
F a c i l i t i e s  which must meet t h e  s tandards  l i s t e d  include s k i l l e d  and 
b a s i c  nursing homes, h o s p i t a l  long-term-care u n i t s ,  county medical c a r e  
f a c i l i t i e s  and s t a t e  homes and t r a i n i n g  schools  f c r  t reatment  of t h e  
mentally re ta rded .  

S t a t e  Administration 
- --- . .. 

l i c e n s u r e  and c e r t i f i c a t i o n  

in spec t ions  and inves t iga t ions  

compliance with o t h e r  laws and l o c a l  ordinances 

-Adminis t ra t ive  Management o£ Homes 

governing bodies  and adminis t ra tors  

admission p o l i c i e s  

employees' h e a l t h  

acu te  and/or communicable d iseases  o r  acc iden t s  

p a t i e n t  dea ths  . 

v i s i t o r s  and r e l i g i o u s  min i s t r a t i ons  

Pa t i en t  Care 

w r i t t e n  p o l i c y ,  maintained by t h e  home, governing p a t i e n t  c a r e  

oxygen adminis t ra t ion  

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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S t a t e  of MICHIGAN 

STATE STANDARDS FOR INSTITUTIONS 

blood and blood s u b s t i t u t e  admin i s t r a t i on  

t ube rcu los i s  t e s t s  

Physician Serv ices  

medical d i r e c t i o n  o f  p a t i e n t s  by a physician 

medical examinations 

medical v i s i t s  

t reatment  according t o  a o rde r  

u t i l i z a t i o n  review p lans  

Nursing Serv ices  

nurs ing  personnel  

nurs ing  w3rk pe r iozs  

pe r sona l  ca re  qnd s e r v i c e s  

equipmsnt and facil i t ies 

r e s t o r a t i v e  s e r v i c e s  

Food Serv ices  

meeting n u t r i t i o n a l  needs o f  p a t i e n t s  

meals and s p e c i a l  d i e t s  

menus 

meal and food records  

Pharmaceutical Serv ices  

medication k i t s  

dispensing,  s t o r a g e  and admin i s t r a t i on  of medications 
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S t a t e  of MICHIGAN 

STATE STANDARDS FOR INSTITUTIONS 

response t o  medication e r r o r s  o r  drug r eac t ions  

s t o p  orders  governing use of  dangerous drugs 

. d i sposa l  and r e l e a s e  of medications 

Other Services  

d i agnos t i c  s e r v i c e s  

d e n t a l  s e rv i ces  

medical s o c i a l  s e rv i ces  

d ive r s  i o n a l  a c t  i v i t  i e s  

Re cords 

record keeping 

p a t i e n t  c l i n i c a l  records 

p a t i e n t  r e g i s t e r s  

accident  records  and inc iden t  r e p o r t s  

employee records  and work schedules 

Buildings and Grounds 

bu i ld ing  p l ans  and s p e c i f i c a t i o n s  

bu i ld ing  e x t e r i o r s  

en t rances  f o r  phys i ca l ly  handicapped 

i n t e r i o r  cons t ruc t ion  

pub l i c  and personnel a reas  - 

p a t i e n t  rooms 

i s o l a t i o n  rooms 
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.·, 

State.of MICHIGAN 

STATE STANDARDS FOR INSTITUTIONS 

• nursing stations

• nursing care units

• toilet and bathing facilities

• water supply systems

• waste disposal

• heating

• laundry and linens

• kitchen and dietary areas

• insect and vermin control

• general maintenance and storage

• examination and treatment rooms

Attachment 4.11-A 

Page 4 

• miscellaneous requirements, including sanitary standards

Emergency Procedures 

• disaster plans

Child Care Homes and Child Care Units 

• requirement for compliance with skilled nursing facility standards

• admission policies in child care homes or units

• physicians' services

• nursing services

• patient care policies

• food services

• infant formulas and water solutions

patient activities and rehabilitation
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State of MICHIGAN 
-------

STATE STANDARDS FOR INSTITUTIONS 

RP _ /75 

·educational activities·

•physical environment

•hospital transfer agreements

Nursing Facilities for Care of Mentally Retarded Patients 

•patient capacity and admissions in nursing facilities for care of
mentally retarded pati�nts

•specialized physician services

•specialized nursing services

·other specialized services

Hursing Facilities for Care of Mentally 111 Patients 

•patient capacity and admissions in nursing facilities for care of
mentally ill patients

•specialized physician services

•specialized nursing �ervices

·other specialized .services

In addition� all skilled nursing facilities must meet the requirements of 
20 CFR, Chapter III. Part 405, Subpart K. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

COOPERATIVE ARRANGEMENTS WITH STATE HEALTH AND STATE 
VOCATIONAL REHABILITATION AGENCIES AND WITH TITLE V GRANTEES 

I. MICHIGAN DEPARTMENT OF PUBLIC HEALTH

Agreement, effective December 26, 1980

II. MICHIGAN DEPARTMENT OF MENTAL HEALTH

Agreement, effective September 22, 1977

III. MICHIGAN DEPARTMENT 
REHABILITATION 

OF EDUCATION, 

Interim agreement, effective September 30, 1980 

BUREAU OF 

IV. MICHIGAN DEPARTMENT OF PUBLIC HEALTH, AND MICHIGAN 
DEPARTMENT OF STATE POLICE, FIRE MARSHAL DIVISION 

Agreement, effective May 24, 1979 

Rev. 01/01/81 
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CONTRACT BETWEEN THE 
MICHIGAN DEPARTMENT OF SOCIAL SERVICES 

AND THE 
MICHIGAN DEPARTMENT OF .PUBLIC HEALTH 

Pursuant to Act 280, Public Acts of Michigan of 1939, as amended, a Medical 
Assistance Program has been implemented in the State of Michigan as authorized 
by the federal Social Security Act, as amended. 

In order to fully comply with the provisions of the above legislation, with 
reference to appropriate and related federal requirements and with the mandates 
of Executive Order No. 1965-29 dated December 9, 1965 and subsequent attach
ments thereto, this contract is entered into by the Michigan Department of 
Social Services, hereinafter ref erred to as "Social Services" and the Michigan 
Department of Public Health hereinafter referred to as "Public Health". 

ARTICLE I 

It is the intent and purpose of the parties hereto, by entering into this contract: 
to promote high quality health care and services for recipients under the Medical 
Assistance Program; to comply with state and federal statues, regulations and 
guidelines requiring the proper expenditure of public funds for the administration 
of a Medical Assistance Program and certification of health care providers; to 
provide a mechanism for prior authorization of selected services; to assure that 
the services provided under Title XIX and Title V are consistent with the needs 
of recipients and the two programs' objectives and requirements. 

ARTICLE II 

The Directors of Social · Services and Public Health shall designate from their 
staffs appropriate liaison persons whose responsibilities shall include regular and 
periodic communication about the programs and operations described in this 
contract. Overall liaison responsibilities shall be vested in the Director of Medi
cal Services Administration, Social Services, and the Chiefs of the Bureau of 
Health Care Administrati,on, and the Bureau of Personal Health Services, Public 
Health. These persons may delegate liaison responsibilities for programs or opera
tions specified in the ·sections of Article 111, below. 

The liaison persons shall be responsible for the joint planning of relationships 
between the two agencies. They shall oversee the investigation of any problems 
that arise from the operation of this contract. They shall cause to be undertaken 
annually a review of the effectiveness of the working relationships defined in 
this contract, and shall initiate jointly any amendments to this contract. 

ARTICLE III 

The broad fundamentals of responsibilities and duties of the parties to this 
contract are subject to the terms and conditions contained in the sections below. 
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Section A 
Section B 
Section C 

Section D 

Section E

Section F 
Section G
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Budget Review and Comment 
Certification of Medical Assistance Providers 
Medical Review and Independent Professional Review 
(MP/IPR) 

Early and Periodic Screening, Diagnosis & Treatment 
(EPSDT) 
Medical Assistance and the Crippled Children Program 
Medical Assistance and Title V Projects 
Trust Fund Procedures 

A. Budget Review and Comment

This section provides for Social Services review of, and the opportunity for
comment on, Public Health's Proposed budget request as it pertains to the
functions covered by this contract.

PUBLIC HEALTH WILL:

Forward to Social Services copies of the Public Health annual budget 
request and any program revision requests insofar as tho�e requests 
pertain to the functions covered by this contract. 

The copied portions of the budget request will be forwarded to Social 
Services upon completion but no later than the date that Public 
Health's budget request is transmitted to the Department of Manage
ment and Budget. 

SOCIAL SERVICES WILL: 

Comment on Public Health's budget request and program revision re
quests to Public Health and Management and Budget. 

B. Certification of Medical Assistance Providers

In order to promote high quality of health care and services for recipients
of Michigan's Medical Assistance Program, to assure the proper expenditure
of public funds for realth care and services provided said recipients and to
conform with applicable state/federal requirements, this section provides a
mechanism for certification of health facilities, institutions, agencies and
other providers of medical service by Public Health to Social Services. The
certification activity is contractually delegated to the Bureau of Health Care
Administration, Public Health. The reports are used by the Medical Services
Administration, Social Services, to assure proper payment of claims submitted
by certified providers.

Section B pertains to providers of medical service which require certification
as a basis for - participation under Michigan's Medical Assistance Program
administered by Social Services. Such certification will indicate that certified
providers meet applicable state and federal standards for participation in the
Medical Assistance Program.

Public Health will certify the following providers to Social Services and
others as may be required from time to time as identified in Addenda to
this section. Such certification does not mean that services provided by
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are incorporated as covered services under Michigan's State Plan for Medical Assistance. 

1. Hospitals, including public and private psychiatric hospitals and psychiatric units of general hospitals.
2. Nursing homes.
3. County medical care facilities.
4. Hospital long-term care units.
S. Nursing care units in state MI/MR institutions.
6. Home health agencies.
7. Laboratories.
8. Ambulance services.
9. Freestanding surgical outpatient facilities.
10. Physical therapy clinics and physical therapy practitioners.
11. HMOs.

PUBUC HEALTH Wll.L:
1. At appropriate intervals as prescribed by state and federal regulations, conduct on-site surveys, re

surveys and other necessary examinations of the providers identified above applying to or already
participating as providers of service under the state's Medical Assistance Program, for purposes
of determining their compliance with program requirements for certification as providers.

2. Certify and recertify to Social Services, in accordance with federal regulations and the Michigan
Public Health Code, those providers which meet applicable federal and state statutes and
regulations. The methodology of survey, evaluation and certification will also comply with
applicable statutes, regulations and the provisions of this section and be subject to review and
comment by Social Services.

3. Notify Social Services and the individual provider within S working days of a certification
determination and 30 calendar days prior to the expiration or automatic cancellation date of a time
limited certification. Such notifications shall be made by a document process mutually agreed upon
by both departments and shall include information sufficient enough in detail as to allow Social
Services to carry out appropriate provider agreement action as mandated by federal regulations.
This document process � also allow for extensions of existing certifications as provided for in
federal regulations.

4. Annually provide to Social Services a complete listing of all certifications in effect on January 1
of that year.

S. Determine_ and authome any waiver of provider requirements granted, the conditions of the waiver
and the time period such waiver will be in effe.ct.

Vernice Davis Anthony�
Michigan Department of Public Health 

Date 

F0era1d H. Miller, Director
Michigan Department of Social Services 

Date 

TN No. t/ J, J_g
Supersedes 

Approval Date 1-,M- 9ft, Effective Date /0-01-91

TN No. __ N_/A __ _
. -. . ·.. ............... . .. 
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6. Maintain on file for three years al1 information Rnrl rerort.s used in
determining a provider's compliance with certification requirements. Such
reports will include copies of the findings of those making on-site
inspections, documentation of deficiencies and copies of official notices
of waiver of any requirements.

7. Provide an appeal procedure for use when the provider is in disagree
ment with the evaluation of its compliance with certification require
ments.

8. Delineate and approve the scope of services to be provided by health
facilities, institutions and agencies as follows:

a. With the assistance of appropriate professional organizations and
agencies, develop standards and criteria for the provision of ser
vices by hospitals, nursing homes, medical care facilities, agencies,
laboratories and other health facilities, institutions and agencies 
certified to provide care and services under the Medical Assistance
Program.

b. With the assistance of physician staffs and boards of trustees, as
well as specialty consultants and local health officers as indicated,
apply those standards and criteria to health facilities, institutions
and agencies desiring to become providers of services under the
Medical Assistance Program and other programs administered by 
Social Services.

c. Certification shall include delineation and approval of the type of
services and level of care, where applicable, which each facility
or agency shall be authorized to provide under the Medical Assis
tance Program.

9. Provide to Social Services upon request and on a timely basis all
reports necessary to meet federal reporting requirements.

10. Maintain data reporting procedures for determining expenditures in which
federal financial participation is available.

SOCIAL SERVICES WILL: 

1. Utilize as one of the determinants for provider enrollment, disenroll
ment and payment purposes the certification of providers or denial of
such certifications made by Public Health to assure that reimbursement
is made for health care and services rendered by providers meeting
minimum accepted standards including the fire safety inspection.

2. Exercise ultimate authority to enroll or disenroll provider facilities and
agencies in the Medical Assistance Program.

C. Prior Authorization, Medical Review and Independent Professional Review
(MR/IPR)

This section provides for interdepartmental and multidisciplinary professional
review and evaluation of the health status and care needs of eligible or po
tentially eligible Medical Assistance clients prior to and periodically follow
ing admission to skilled nursing and intermediate care facilities except those
faciliti�s for which MR/IPR has been contracted to the Michigan Department
of Mental Health (MDMH} to perform for Social Services. In addition, an
evaluation shall be made of the appropriateness of care provided by the
facility to the client, the facility's adequacy in meeting the client's current
care needs and the necessity and desirability of the client's continued place
ment in the facility.

ST.PLAN-4.16-A/Sec.A; Kuerbitz; 9/27 /88 Rev. 0/01/81 
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The program shall be designed and operated to conform to requirements for 
MR/IPR set forth in federal regulations. Scheduling will involve consultation 
with local office staff of both agencies. 

PUBLIC HEALTH WILL, IN COOPERATION WITH AND WITH THE APPROV
AL OF SOCIAL SERVICES: 

l. Provide nurse personnel, and where appropriate, a physician to provide
consultation to the team, to participate in the MP/IPR prior authoriza
tion, periodic and interval review and evaluation processes.

2. Provide a system for recommending the appropriate level of care to be
prior authorized for eligible or potentially eligible recipients admitted
to, or seeking admission to, certified skilled nursing or intermediate
care facilities except those facilities "for which MR/IPR is performed by
MDMH.

a. Specify, in agreement with Social Services, the medical information
and documentation to be received as part of the application for
prior authorization.

b. Evaluate medical information and documentation received as part
of application for prior authorization. Recommend to Social Servic
es the level of care determination made for the individual client's
needs. This determination serves as the · medical justification for
payment at that level of care.

c. Notify Social Services, the facilities to which the client is or is
about to be admitted, local health departments, and others as
appropriate regarding the prior authorization of level-of-care
recommendation.

d. Within 5 working days of the recommendation, distribute the level
of-care recommendation to specified parties.

3. Provide a system of periodic and, as required, interval review and
evaluation of Medical Assistance clients in skilled nursing and interme
diate care facilities. Such reviews shall be performed at least annually
in each facility with the schedule monitored by Social Services to in
sure compliance with federal regulations as well as Social Services'
participation. The review and evaluation, conducted by a nurse and
other appropriate personnel, shall include:

a. Personal contact and observation of each client and a review of
each client's plan of care and appropriate associated medical
records.

b. Consultation, when indicated, with the responsihle attending physi
cian and the utilization review committee chairperson or designat
ed agent, in skilled facilities, and at the conclusion of each
review a team exit conference with the facility administrator and
other appropriate staff.

c. Forwarding of facility reports to Social Services within 15 days
after the end of the month in which the annual reviews were
conducted.

d. Contribution to the annual facility review reports by Public Health
and Social Services inspection team members. These reports shall
be transmitted to Social Services within 15 days of the close of
the month in which the review was done.

4. Semi-annually consult with, and obtain continuing approval from, Social
Rev. 1/01/81 
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Services with respect to the functioning of the program. 

5. Provide Social Services with reports necessary to fulfill federal report
ing requirements within time . frames· established by the two depart
ments.

6. Provide Social Services with statistical reports on MR/IPR as may be
required under Social Services responsibilities.

7. Maintain necessary Medical Assistance Program files to ensure appropri
ate continuity of program responsibility. Immediate access to files will
be afforded to both Public Health and Social Services.

8. Provide professional testimony for administrative hearings and in cases
of litigation on all disputed level-of-care determinations.

9. At the request of Social Services participate in meetings, including
those with Professional Standards Review Organizations, or entrance and
exit interviews with federal agencies, when discussion involves the
MR/IPR program.

SOCIAL SERVICES WILL: 

I. Participate in MR/IPR and provide social evaluations and assessment of
alternatives to facility care for clients during the prior authorization,
and annual inspection and evaluation process.

2. Assist clients and their families in locating necessary community re
sources and appropriate placements to allow for the implementation of
alternate care plans recommended by MR/IPR personnel.

3. Forward a copy of each annual facility inspection report filed by the 
interdisciplinary team leader to the facility and its functioning utiliza
tion review committee.

4. Take appropriate action on recommendations submitted by MR/IPR
personnel.

5. Conduct administrative hearings to resolve formal appeals of disputed
level-of-care determinations.

6. Participate in periodic program evaluations with Public Health as
described in point 4 of the responsibilities of Public Health.

7. Maintain necessary files to ensure appropriate continuity of program
responsibility. Immediate access to files will be afforded to both Public
Health and Social Services.

8. Advise Public Health of meetings, including those with Professional
Standards Review Organizations, or entrance and exit interviews with
federal agencies, when discussion involves the MR/IPR program.

D. Early and Periodic Screening, Diagnosis and Treatment (EPSDT)

In order to promote a comprehensive, preventive health care system for 
children eligible for services under Michigan's Medical Assistance Program
(Medicaid), to assure the proper expenditur� of public funds for health care
and services provided said recipients, and to conform with applicable state
and federal requirements, this section provides for a program of early and
periodic screening, diagnosis and treatment (EPSDT) for eligible Medicaid
recipients under age 21

Rev. 1/01/81 
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to ascertain physical and developmental abnormalities, and to treat, correct 
or ameliorate abnormalities and chronic conditions found. 

EPSDT is defined herein to include, at a minimum, the following services 
mandated by federal regulation: 

1. Informing eligible recipients of the availability of EPSDT services;
2. Health screening according to an established periodicity schedule;
3. Diagnosis and referral .services;
4. Identification, informing, and ref erring of recipients eligible for Title V

services;
5. Treatment for defects and conditions discovered, including services not

otherwise available to other Medicaid recipients;
6. Transportation, upon request, to and from screening, diagnostic, and

treatment sites; and
7. Documentation of the administrative process and clinical data resulting

from these efforts.

Screening components, periodicity schedules, professional performance stan
dards and review procedures, administrative procedures, and manuals will be 
developed by Public Health in mutual agreement with Social Services. Review 
procedures will be implemented in a manner consistent with the professional 
perspectives and responsibilities of the public health care system and in 
accordance with applicable federal and state statutes, rules and regulations. 

PUBLIC HEALTH WILL: 

1. Screening, Referral, and Follow-up

a. Develop screening content, procedures and standards:

Professional health staff will develop and recommend content, fre
quency, and standards for screening services and evaluation data in
cooperation with other medical, dental, and health representatives
as appropriate. Content and standards will include, but need not
be limited, to, all services required by federal regulations; addi
tional services may be provided at the option of screening provid
ers with prior approval of Social Services. Frequency of screenings
will be based on a periodicity schedule developed to provide
screening intervals appropriate to age and stage of development.
Special consideration will be given to steps required to make
services available to handicapped individuals.

b. Assure the availability of screening services:

The availability of screening services on a statewide basis and the
delivery of services at the local level will be accomplished
through contracts and subcontracts approved by Social Services.
Each such (sub)contract is to be reviewed and renegotiated annual
ly and must specify the responsibilities, staff and other resourc-
es, and a detailed budget conforming with section C, 
below. Public Health will forward a copy of the 
signed contract to Social Services. Screening sites may 

Rev. 1/01/81 
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be located at local health department clinics. Designated staff will 
have responsibility for day-to-day operation of the screening 
functions, including administrative and clinical performance. 
Periodically, the operation of clinics statewide will be evaluated 
and monitored by Public Health staff through the analysis of 
reports, data and on-site visits as needed. Reports of significant 
negative findings, together with recommended corrective action, 
will be forwarded by Public Hea1th central office to Social Servic
es within 60 days of the completion of each such analysis. 

The screening clinic will provide local Social Services with a 
schedule of available screening times at least one month in 
advance for use by Social Services in scheduling client appointment 
times and preparing daily screening schedules for the clinic. Clinic 
staff will notify Social Services, within one working day, of an 
individual's failure to keep an appointment by completing and 
returning the daily screening schedule. 

c. Assure that the established services are provided and recorded:

1) Screening procedures will be performed by specially trained
clinic teams, which are staffed according to formulas designed
to assure adequate screening.

2) Results of each client's screening and any referral information
will be recorded on a screening summary form, agreed to by
Social Services, which will be sent to central office within a
designated period of time after completion of the screening.
Data from the summary will be placed on computer file after
evaluation and an analysis by central office staff; Social
Services •generates the reports for use by Public Health
central office and local health department staff in follow-up
and monitoring activities.

3) Clinic staff will: a) screen clients; b) interpret results to
families; c) assist in completing health history forms, when
necessary; d) off er assistance to families in locating and
selecting appropriate medical resources and arranging appoint
ments as necessary; e) off er assistance in utilizing medical
resources effectively; and f) identify those clients eligible for
Title V services, referring them as appropriate.

4) Clients will be ref erred by the clinic to medical/health pro
viders for further evaluation and treatment when indicated by
screening results. Ref err al information (including the provider
type and provider ID number of the provider to whom referral
is made) and date of appointment will be recorded on the
client's screening summary, prior to the form's submission to
central office. Such referral data will be placed on computer
file and periodically matched with the Social Services medicaid
claims file to verify that treatment has been initiated. If no
match is made, indicating treatment has not been initiated, a
non-treatment report will be generated by Social Services and
sent to the screening clinic for_ follow-up.

5) Upon receipt of
low-up with
will prepare 
outcome for 

a non-treatment report, clinic staff will fol-
clients so ref erred to them and 

an outcome report identifying an 
each referral client. Follow-up will 
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also occur whenever a client chooses to make his/her own 
appointment. 

2. Outreach, Training and Transportation

a. Contract with local health departments or other health care
delivery organizations for the provision of outreach and scheduling
services with approval of Social Services. Such contracts are to be 
reviewed and renegotiated annually with outreach staffing allocated
according to the formula in 3.d.2) below.

b. Forward to Social Services proposals for outreach services at the
local level with Public Health's recommendations for approval,
rejection, or conditions of acceptance.

c. Monitor outreach activities performed by local health departments
and other health care organizations and report any significant
negative findings and recommendations for corrective action, to
Social Services.

d. Provide training programs for, and the monitoring of, screening
and outreach teams as needed.

e. Offer assistance to families in arranging transportation for refer
rals. If transportation assistance is requested, clinic staff wiII
inform outreach workers by forwarding a ref err al-for-services form;
outreach workers then arrange transportation.

3. Fiscal Control, Documentation and Reporting

a. Develop and implement budget proposal format and procedures
which assure:

1) Adequate detail to reflect the previous, current, and projected
years' costs by agreed-to line items;

2) Narrative explanation of each projected increase or decrease;
3) Provision of a rationale for any budgetary increases; and
4) Availability of work papers upon request.

b. Submit all local contract proposals and significant budget amend
ments to Social Services, allowing a one month lead time for
approval. Annual budget requests and any program revision requests
shall be developed in cooperation with Social Services to facilitate
consistency between the two department's budgets. All local EPSDT
contracts shall be coincident in duration and termination date with
the state fiscal year.

c. Promulgate a formula agreed to be Social Services, for staffing
patterns, to local health department clinics and other health-care
providers involved in screening, outreach and transportation servic
es. The standard formula follows:

1) Clinic staff: One (1) clerk for every· 4,000 contracted screen
ing appointments, One (1) nurse for every 4,000 contracted
screening appointments, One (1) technician for every 2,000
contracted screening appointments, One (1) budgeted nurse
position for every 8,000 contracted screening and appoint
ments for follow-up, One (1) clinic aide for every 
4,000 contracted screening appointments (or more 
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where previously approved) and sufficient staff for back-up to 
work a minimum of 4 hours per month to maintain skills. 
When contracted screening appointments total less than 4,000 
per contract, staffing levers will be a percentage of the 
formula, as agreed upon by Social Services. 

2) Outreach staff (when performed by Public Health): For every
1,000 contracted screening appointments at a given site, one
outreach coordinator; for every additional 1,000 contracted
screening appointments, one Public Health field representative;
for every 4,000 contracted screening appointments, one full
time transporter and one full-time clerk.

e. Reimburse local contractors for actual costs incurred in fulfilling
EPSDT (sub)contracts, such as reimbursement not to exceed the
amount of the local contract or the :State EPSDT appropriation.

f. Develop and implement methods for the maintenance of financial
records in accordance with currently accepted accounting princi
ples. For each of the first three quarters of the year, report
expenditures data, in the aggregate, to Social Services.

g. During the last quarter of the fiscal year, report expenditure data,
by (sub)contract and in the aggregate, monthly to Social Services.
Comparison of expenditures to approved budgets will be shown on
these reports. If expenditures appear to be exceeding approved
budgets for the fiscal year, corrective action must be recommend
ed for Social Services consideration.

h. Provide Social Services with monthly information on screening
results, including: clients screened, clients ref erred for diagnosis
and treatment, and other information regarding screening and
outcome required for effective program management, federal
reporting requirements, and other written documentation which may
be found necessary by either agency at the central or local level.

i. Require that overscheduling, at a rate of at least 25% over
capacity, be allowed in clinics where average attendance is less
than 80% of optium capacity.

4. Program Coordination

Designate a staff member to serve as EPSDT coordinator and liaison
with Social Services.

5. Other Program Operations

Provide whatever assistance is necessary to Social Services, through
outreach and scheduling activities and data collection, to ensure that
federal requirements are met with regard to the informing of clients,
completion of screenings within established time limitations, and identi
fication of clients eligible for services under Title V programs.

SOCIAL SERVICES WILL: 

Local staff will perform activities related to client contact (e.g., eligibility, 
outreach, and scheduling) and access to screening/referral services, and 
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training while central office staff will carry out functions related to planning 
and management, computer systems and budget. 

1. Eligibility Determination and Outreach

Assure that the following services are provided at the local level, by
outreach workers or other local office staff:

a. Eligibility determination: Workers will determine eligibility of
individuals for the Medical Assistance Program, see that eligibility
status is entered and updated on central computer files, and assist
clinic staffs or providers with eligibility questions.

b. Informing and outreach:

1) Social Services will consider Public Health proposals for
outreach services, using the following criteria: a) completeness
and rationale of the proposal, b) cost effectiveness, c) adher
ence to the established staffing formula, d) local Social
Services effectiveness and position on the proposal, and e)
other pertinent factors.

2) Outreach staff will inform those eligibJe for medical assistance
of the availability of EPSDT services and encourage/facilitate
participation. On a monthly basis, computer generated inform
ing letters will be sent to clients appropriate for screening; a
list of these clients . will be sent to local offices for locally
initiated contact. As clients call the local office in response
to the letter, workers will discuss the program, answer their
questions and schedule screening appointments. Workers will
contact those clients who do not respond to' the letter. Face
to-face contact per written . procedures will be made on all
new or re-opened cases. Special procedures will be used for
informing blind, deaf or illiterate clients.

c. Scheduling: Using a screening time schedule provided by the clinic,
workers will schedule screening appointments for clients or re
schedule as necessary. With the exception of a relatively small
number of walk-ins, all c1ients who wish to be screened will be
scheduled for a specific time at a specific clinic. Clients will be
assisted in completing health history forms prior to the clinic
visit. Daily screening schedules, listing individual appointments, will
be prepared and sent to screening clinics five working days in
advance; such listing will also provide clinic staff with client
information necessary for completing screening summaries. For all
clients who are appropriate for screening but are not screened for
any reason, workers will prepare a Refusal Notice (EPSDT), identi
fying reasons for nonparticipation and date of refusal, to be
placed on file for future reference and follow-up. When advised by
screening clinics of missed appointments, workers will contact
clients to determine reasons and seek to eliminate barriers to
participation, and reschedule if appropriate ..

d. Supportive services: To facilitate attendance at screening .appoint
ments, workers will offer and arrange transportation for clients as
needed; on referrals from local health departments/clinics, provi
sions will be made for transportation, child care or other support
ive services to facilitate diagnostic and treatment appointments.
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a. Maintain a computerized reporting and monitoring system, to
ensure all clients are systematically and periodically contacted
regarding EPSDT, and to furnish to local offices:

1) A listing of eligible clients, distributed monthly, providing a
master list of clients eligible for screening or rescreening.

2) Case summary report, distributed monthly, also listing eligible
clients, to facilitate documentation of local office activities in
attempting to screen clients. The form will be completed for
all families contacted and retained as permanent record of a
family's program experience.

3) Outreach case management report, distributed monthly, to
identify the number of clients forwarded to local offices as
appropriate for screening, and the outcomes. Clients due for
screening must either be screened or their nonparticipation
must be documented on a Refusal Notice.

4) Other lists and reports needed to effectively perform outreach,
scheduling and follow-up activities, and to meet federal
requirements for reporting, documentation, and maintenance of
complete client records.

b. Provide accurate lists of clients due for screening to local health
departments or other organizations performing outreach functions.

c. Provide to Public Health a list of enrolled Medical Assistance
providers by• county and such additional information as may be
required and agreed upon, to implement, maintain and evaluate the
screening program.

d. Maintain a record of expenditures for the diagnosis and treatment
portion of the program to document client participation in the
program !nd the accruing costs.

3. Contracts and Budget

a. Central office Social Services will review all local health depart
ment contract proposals within one month, with input from local
Social Services offices; agree on number of appointments to be
made available, by county, as well as the anticipated contract
costs, by health district and state total. Approvals of screenings
and budgets shall be within the limits of authorized funding.
Numbers of target screenings will be predicated on program goals,
past experience, available funds and local Social Services recom
mendation.

b. Provide funds to Public Health equal to the actual costs of
rendering services under this agreement, such costs to include all
state and local costs necessary to staff, equip and operate screen
ing clinics, provide outreach services in selected areas, provide
related activities and administer the screening program. Such funds
are to be paid at periodic intervals on a mutually agreed to
schedule, and are not to exceed amounts appropriated for EPSDT
services. \ 
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Designate a staff member to serve as EPSDT coordinator and liaison
with Public Health and with . the Division of Family Services, Social
Services.

5. Auxiliary Services

a. At both central office and local levels, develop publicity for the
program to increase client participation and facilitate clients'
access to health care by assuring availability of medical/dental
resources through adequate provider participation and arrangement
of other services as needed.

b. Provide training for outreach necessary in the program, when
outreach functions are performed by local departments of social
services; and, as appropriate, coordinate efforts with Public Health
in outreach training.

E. Medical Assistance and the Crippled Children Program

This section provides for casefinding and case management of crippled
children eligible for Medical Assistance. It also provides for additional certi
fication of certain facilities for the care of children eligible for Medical
Assistance and delegation of the Title V fiscal intermediary responsibility.

The crippled children program is a state/federal funded program administered
by Public Health, Bureau of Personal Health Services, Division of Services to
Crippled Children {DSCC). The crippled children program is authorized by the
Michigan Public Health Code {Act 368 of the Public Acts of 1978, as 
amended) to serve single or married individuals "under 21 years of age whose
activity is or may become so restricted by disease or deformity as to
reduce the individual's normal capacity for education and self-support".
Cooperation between the Medical Assistance Program and the Crippled
Children Program is required for effective delivery of se,rvices to those
individuals eligible for both programs.

PUBLIC HEALTH WILL:

1. Determine which children in, or eligible for, the Medical Assistance
Program qualify as crippled children under legislative mandate and
Public Health's rules and procedures.

2. Provide case management including approval of physicians, hospitals and
other providers for the provision of services, to those determined to be
eligible for Crippled Children Program benefits. This management will
be provided by physicians, nurses, and other health professionals in the
central and regional offices that serve crippled children.

3. Utilize the same method of payment for services rendered to crippled
children {including rates of reimbursement) used by Social Services to
pay for services rendered to Medical Assistance recipients.

4. Provide to Social Services, on a timely basis, all information relating to
eligibility, authorization and other information as required, which would
enable invoices for services rendered to be processed for prompt pay
ment.

5. Certify to Social Services hospitals and nursing-care facilities approved
for the inpatient care of children eligible for Medical Assistance bene
fits.

6. Certify to Social Services the speech and hearing centers approved for
Rev. 1/01/81 
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the evaluation of recipients suspected of being hard of hearing. 

7. Prior authorize those selected services for Social Services program
recipients which may from time to time be mutually agreed upon.

8. Provide to Social Services, on a timely basis, all reports necessary to
fulfill federal reporting requirements.

9. Designate appropriate personnel to work on a Public Health/Social
Services task force to examine issues of reimbursement, claims process
ing, cost-accounting, and systems development.

SOCIAL SERVICES WILL: 

1. Determine the financial eligibility of children for whom application has 
been made for Medical Assistance and who are or have been deter
mined medically eligible for assistance under the Crippled Children
Program.

2. Serve as the fiscal intermediary, and make payments for covered
services authorized by Public Health for eligible Crippled Children.
Program recipients, and bring to the attention of Public ·Health for
resolution, before payment, invoices for services that appear to be
inconsistent with program requirements.

3. Provide Public Health with the opportunity to review modifications of 
standards used to authorize payments so that the standards may be
justified or revised jointly before implementation.

4. Provide data processing support to maintain computer systems relative
to eligibility, government and management reporting for Crippled Chil
dren Program activities as mutually agreed upon.

5. Provide reimbursement to Public Health for the cost of covered servic
es provided in the Crippled Children Program's diagnostic clinics to
individuals eligible for Medical Assistance in accordance with mutually
agreed upon procedures.

6. Provide reimbursement to Public Health by interaccounting for the cost
of medical management and prior authorization of services provided to
children eligible for Medical Assistance.

7. Provide Public Health, on a timely basis, all reports necessary to fulfill
federal reporting requirements.

8. Review with Public Health, in advance, all initial and final cost settle
ments for hospitals, which affect Crippled Children Program expendi
tures.

9. Review with Public Health, in advance, all gross adjustments as may be 
mutually agreed upon, which affect Crippled Children Program expendi
tures.

10. Designate appropriate pers�nnel to work on a Public Health/Social
Services task force to examrne issues of reimbursement, claims process
ing, cost-accounting, and systems development.

F. Medical Assistance and Title V· Projects

The purpose of this section is to provide for cooperative arrangements
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between the program of projects administered by Public Health (Title V 
grantee) and the Medical Assistance Program. The program of projects 
carried out under Title V of the Social Security Act include: 

Maternity and Infant Care 
initial assessment and plan of care for duration of pregnancy 
post partum care 
nursing services 
nutrition services 

Intensive Infant Care 
Health of Children and Youth 
Family Planning 
Dental Health of Children and Youth 

These projects have as their purpose the reduction of infant mortality and 
morbidity and the reduction of the incidence of mental retardation and other 
handicapping conditions. 

PUBLIC HEALTH WILL: 

1. Promote cooperative program planning and monitoring efforts at the
state and local levels.

2. Identify individuals in need of preventive, diagnostic, treatment and
medical care and services.

3. Identify and ref er to Social Services individuals who may be eligible for
Medical Assistance Program benefits.

4. Provide or arrange for health care and services mandated by the
program of projects incorporating appro'priate diagnostic, preventive,
prenatal, delivery and postnatal services, surgical and specialized peri
natal services to the high-risk obstetrical patient and neonate including
long-term development assessment; family planning counseling and
medical services; medical and dental care for children and youth includ
ing screening, ' diagnosis, preventive services, treatment, correction of
defects and aftercare.

5. In accordance with mutually agreed upon procedures, request from
Social Services reimbursement for the cost of covered Medical Assis
tance care and services provided by Title V projects to individuals
eligible for Medical Assistance.

6. Establish, maintain standards and guidelines for quality of health care
rendered by Title V projects.

7. Certify to Social Services public providers of family planning services.

8. Designate hospitals, physicians, and transportation providers for eligibility
for the newborn intensive care program.

9. Designate appropriate personnel to work on a Public Health/Social
Services task force to examine issues of coordination, policy develop
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SOCIAL SERVICES WILL: 
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1. Promote cooperative planning at the state and local levels.

2. Determine the financial eligibility of individuals for whom application
has been made for Medical Assistance.

3. Identify and ref er individuals in need of health care and services
available by and through Title V projects to Public Health.

4. Establish the scope of services and reimbursement levels available under
the State Plan for Medical Assistance.

5. Reimburse, as first payor, the cost of care and services furnished by or
through the Title V grantee to individuals eligible for Medical Assis
tance.

6. Designate appropriate personnel to work on a Public Health/Social
Services task force to examine issues of coordination, policy develop
ment, quality assurance, and reporting and evaluation.

G. Trust Fund Procedures

This section provides a procedure for verification of compliance of trust fund
records pursuant to Act 368 of the Public Acts of 1978, as amended, Sec
tions 21321 and 21721.

SOCIAL SERVICES WILL:

l. Audit the patient trust funds on a continuing basis, concurrent with the
financial audit of each Michigan nursing home.

2. At the conclusion of the audit, direct a written statement indicating
evidence of compliance or non-compliance to Public Health.

PUBLIC HEALTH WILL: 

l. Determine facility compliance with Act 368 of the Public Acts of 1978,
as amended.

2. Support Social Services' budget request for the cost of the above audit
functions.

ARTICLE IV 

Assigned functions will be carried out by Public Health and Social Services in 
full compliance with Michigan's approved State Plan for Medical Assistance and 
the statutory and regulatory requirements of the Department of Health and 
Human Services. The respective responsibilities of Public Health and Social 
Services detailed in Sections A through G above are not meant to exclude any 
other delegations of function that are mutually agreed to and within the scope 
of this contract. Each section of this contract will be reviewed at least annually 
and, in the absence of revision, will be noted with the date of the review. 
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It is understood and agreed that the parties shall have the right to examine all 
physical records originated or prepared pursuant to this contract, including 
working papers, reports, charts and·any other documentation arising out of this 
contractual relationship. Said records shall be made available for review by 
the parties upon reasonable notice. The parties shall, for three years, maintain 
all pertinent data, information, and reports. Any exchange or release of medical 
or eligibility information relating to recipients affected by this agreement shall 
be in accordance with state and federal confidentiality guidelines. It is also 
agreed by public Health that it will assign appropriate professional health 
personnel when indicated to coordinate with financial auditors where questions 
regarding medical service to Medical Assistance recipients are identified. 

ARTICLE V 

In the performance of the functions, Public Health is not authorized and may not 
change, disapprove or delay action on any administrative decision of Social 
Services or otherwise substitute its judgment for that of Social Services as to 
the application of policies, rules and regulations promulgated or otherwise 
initiated by Social Services. 

It is further agreed and understood between the parties that, in recognizing the 
ultimate authority of Social Services as the single State agency for those matters 
falling within that authority, Social Services shall solicit reconmendations from 
Public Health in the development and implementation of Medical Assistance Program 
policies and procedures. However, decisions of Social Services within its authority 
shall be final and binding on all parties hereto. 

ARTICLE VI 

Term, Extension, and Termination: Th)S contract supersedes any prior agreement 
between the parties and shall continue in effect for a period of one year from the 
date hereof. It shall-remain effective for successive periods of one year each 
thereafter unless during any such period, this contract shall be cancelled in 
accordance with the terms contained herein. This contract may be terminated, when 
either party requests temination, by giving 90 days written notice to the other 
party of its intention to terminate. 

ARTICLE VII 

This instrument contains the entire contract between the parties and shall not be 
m:>dified in any manner except by an instrument in writing executed by both parties. 
If any term or provision of this contract or the application thereof to any 
person or circumstances shall, to any extent, be invalid or unenforceable, the 
remainder of this contract, or the application of such term or provision to person 
or circumstances other than those as to which it is held invalid or unenforceable, 
shall not be affected thereby and each term and provision of this contract shall be 
val id and be enforced to the fullest extent permitted by law. 

aurice S. Rei n, .0., Director 
mchigan Depar ment of Public 

Health 

12-16-80
Date Jo

�
m��. 

MicH19an Department of Social 
Services 
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ADDENDLIMFO THE CONTRACT BETWEEN 

THE MICHIGAN DEPARTMENT OF SOCIAL SERVICES 
AND 

THE MICHIGAN DEPARTMENT OF PLlBLlC HEALTH 

This addendum refers to the Section H of Article Ill of the contract between the 
Michigan Department of Social Services and the Michigan Department of Public Health 
for the provision of services under Michigan's Medical Assistance Program. 

Section H - Certification of Diabetes Outpatient Education Programs 

This section provides for the certification and recertification of Diabetes Outpatient 
Education Programs established for Medicaid recipients throughout the State of 
Michigan for FY 96 through FY 97. 

PUBLIC HEALTH WILL: 

1. Certify local health departments, publicly funded clinics and hospital outpatient 
programs eligible for reimbursement of diabetes outpatient education services. 

2. Provide the Michigan Diabetes Outpatient Education Program Standards to certified 
programs. 

3. Perform certification procedures, on-site visits, and recertification of eligible 
agencies, in a manner and at a frequency to be determined by Public Heaith. 

4. Notify Social Services in writing of eligible agencies which have been certified and 
the date that status was obtained. 

5. Notify Social Services in writing of any agency which, at time of recertification no 
longer meets the requirements for certification. 

6. Respond to inquiries and/or conduct workshops for interested agencies regarding 
the certification or recertification process. 

7. Provide the necessary matching state funds. 

SOCIAL SERVICES WILL: 

1. Add a specialty code to the provider's enrollment file when notified by public health 
of certification. If the provider is not currently enrolled with Medicaid, the enrollment 
application will be sent for completion. 

2. Process provider claims. _._. _ _ . _ _ -  - ----1- ----- - - 
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3. Fund provider reimbursement effective October 1, 1995.

4. Respond to inquiries regarding billing and reimbursement.

5. Audit participating providers as indicated in the State Plan.

Attaclment 4. 16-A 
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6. Create and generate reports on expenditures and utilization as requested by Public
Health.

7. Approve and adopt program standards, revisions and certification procedures
developed by Public Health.

8. Provide FFP funds by means of the regular quarterly flow-through process for FY 96

and FY 97 to certify and recertify eligible agencies for their diabetes outpatient
education programs.

Gerald H. Miller, Director 
Michigan Department of Social Services 

K Haveman r., Acting Director 
Department of Public Health 

Je Chabut, Chief 
Center for Health Promotion 
and Chronic Disease Prevention 

DATE: /0·/s.C,( 

DATE: /ok,/"<JS: 

------------------------�------·----··· .. . -- -··· 
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ADDENDUM K. TO THE CONTRACT BETWEEN 
THE MICHIGAN DEPARTMENT OF SOCIAL SERVICES 

AND 
THE MICHIGAN DEPARTMENT OF PUBLIC HEAL TH 

(OCTOBER 1, 1992- SEPTEMBER 30, 1994) 

This addendum sets forth the responsibilities of the Michigan Department of Social Services (MOSS) and 
the Michigan Department of Public Health (MDPH) relative to the Maternal Support Services (MSS) 
program established on a statewide basis for Medicaid recipients. Public Health's responsibility is to 
certify for Social Services the agencies that wish to become maternal support services providers and that 
meet program standards to insure thereby that recipients receive effective and quality service. Social 
Services' responsibility under this agreement is to reimburse the costs which Public Health incurs to 
discharge its MSS responsibility and to support Public Health in carrying out its MSS contract. 

The Maternal Support Services program was established November 1, 1987. as a preventive health 
interdisciplinary effort to improve the pregnancy outcomes of Medicaid eligible women, and accordingly to 
reduce the infant mortality rate occurring in Michigan. Effective January 1, 1993, the program will be 
extended to serve infants older than two months of age. The extension is referred to as Infant Support 
Services (ISS). The MSS/ISS program is an interdisciplinary effort which consists of professional 
community nursing, nutritional and psychosocial needs assessment and related services, combined with 
ancillary and transportation services. These services are targeted toward women and inf ants considered 
to be at psychosocial and/or nutritional risk by their prenatal care or primary care provider and referred for 
MSS and/or ISS. The women and infants are eligible for services under Michigan's Medical Assistance 
Program (Medicaid). 

A statewide quality assurance system is hereby developed and implemented for Maternal and Infant 
Support Services program. The objective of such a system is to assess and certify MSS and/or ISS 
provider-applicants on an ongoing basis, to assure that every certified provider understands program 
objectives and meets the standards of quality care. 

Responsibilities: 

PUBLIC HEALTH WILL: 

1. Operate a certification process for provider applications submitted by interested agencies
to MOSS or MDPH.

2. Upon review of the written application, notify MOSS in writing of interim certification
status of agencies whose applications are deemed satisfactory. so M DSS can enroll
them in the Medicaid program.

3. Contact these interim certified agencies to schedule and perform a site visit to verify that
the agency is providing all services required by the MSS and/or ISS program in the
manner described in the Medicaid Program Policy Manual.

4. Develop and maintain a site visit tool for certification/recertification of agencies.

5. Conduct a certification site visit with each of these agencies.
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6. Complete within thirty (30) calendar days the certification site visit report for each agency
and forward a copy to MOSS.

7. Place the screened agency into one of three certification statuses: full (three years)
certification, temporary (six months) certification or decertified. The "full" certification
status will remain effective for three years, unless the agency is non-compliant with
program policies and procedures. Reasons for decertification include an agency not
maintaining qualified staff or not providing the full range of maternal and/or inf ant support
services as needed.

9. Advise MOSS of an agency's decertification status within 15 calendar days to enable
MOSS to take appropriate actions regarding the agency's Medicaid provider status.

10. Initiate and perform a second site visit to agencies placed on ''temporary" status to
assure a corrective action plan has been implemented and deficiencies are satisfactorily
addressed. An agency which does not correct its deficiencies during its "temporary"
period. may be placed by MOPH into "decertification" status.

11. Develop policy and procedures for granting staffing waivers to certified providers.

12. Review agency requests for waivers to program standard staffing qualifications, apply
developed criteria, and notify applicant agency in writing within thirty (30) calendar days
of the approval or denial of their requests. Forward a copy of waiver determination letter
to MOSS.

13. Inform agencies, when appropriate, of the their right to appeal MDPH's certification
determination.

14. Initiate within fifteen (15} calendar days after receipt of any appeal, an appeals process
to reassess the agency's fitness as an MSS and/or ISS provider.

15. Inform the agency and MOSS of the outcomes of any appeals process/hearing.

16. Submit to MDSS's MSS and ISS liaison, quarterly reports compiling the status of MSS
and ISS certified agencies including, by quarter and year-to-date, the number of provider
applications received, approved, and the number of agencies recertified.

17. Meet periodically (at least quarterly) with MOSS liaison to provide an update of any
certification inquiries or issues brought to attention by MSS and/or ISS providers.

18. Forward for response to the MOSS liaison, written or verbal provider inquiries regarding
Medicaid policy or billing. Respond directly only to provider issues regarding MSS and
ISS certification.

19. Maintain accurate fiscal records for all expenditures incurred in the implementation of this
contract. Submit quarterly reports to MOSS Accounting and MSS and ISS liaison of
applicable expenditures to carry out this contract. On an annual basis, forward to MOSS
the cost of seven (7) MDPH FTEs and related cost required to execute this contract.

7;; N��f 3:35- Approval Date /0-.:2!1-.z:r Eff�ctive D�le7T-7:� -
Supersedes 

TN No.-· 9.,l-Sq 
January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 



Addendum K for FY 92-94 
Page3 

Attaclment 4. 16-A

Page A-26 

20. Provide access to authorized representatives of MDSS, the Auditor General, Federal
Grantor agency, Comptroller General of the United States, Health Care Financing
Administration, or any duly authorized representatives, to all documentation related to
this agreement.

21. Designate a MDPH staff member to serve as a liaison with MOSS to coordinate
interdepartmental MSS and ISS activities and issue resolutions.

22. Consult with MDSS staff liaison prior to publishing any MDPH communications that will
have direct impact on the MSS program.

SOCIAL SERVICES WILL: 

1. Assure that outreach services are provided at the focal level, at a minimum as part of the
recipient eligibility intake/application process.

2. Recruit new MSS and/or ISS providers and inform newly certified Medicaid providers of
the MSS and ISS Program.

3. Develop and circulate publicity of the MSS and ISS program to increase client and
provider participation and facilitate clients access to early prenatal care.

4. Enroll promptly into its Medical Assistance (Medicaid) Program all provider applicants
who are certified by MDPH to be MSS and/or ISS providers.

5. Upon receipt of notification from MDPH of "decertification" status being given to an
agency, take the appropriate actions to make the agency ineligible for reimbursement of
further MSS and/or ISS.

6. Provide appropriate reimbursement to certified MSS and/or ISS agencies. Notify the
MDPH staff liaison regarding changes in reimbursement rates.

7. Provide technical assistance and periodic training to all certified MSS and ISS providers
and MDPH staff regarding program policies and billing procedures.

8. Notify MDPH if/when provider becomes ineligible to provide Medicaid services, so a
decertification notice can be issued, and current MSS and JSS clients can be transferred
to another certified MSS and/or ISS provider, to assure continuity of care.

9. Provide the MDPH liaison a quarterly report indicating program expenditures, by
procedure code, for maternal and infant support services.

10. Provide federal Title XIX funds to MDPH to cover costs of rendering provider certification
services under this agreement. Such funds, in combination with the non-federal funds,
will cover the costs of seven (7) FTEs and related costs for necessary equipment,
transportation, meetings, and materials.

11. Designate a staff member to serve as a liaison with MDPH to coordinate
iotecdepartmental activities and issue resolutions.
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12. Consult with MDPH liaison in advance on all proposed MOSS Bulletins containing policy
information or changes which may impact upon the implementation of MSS and/or 15S.

Date: SEP 1 5 1993
1oate: 

Gerald Miller, irector 
Michigan Department of 

Social Services 
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ADDENDUM L TO THE CON"rRACT BETWEEN 
THE MICHIGAN DEPARTMENT OF SOCIAL SERVICES 

AND 
THE MICHIGAN DEPARTMENT OF. PUBLIC HEALTH 

(OCTOBER 1, 1992- SEPTEMBER 30, 1994) 

This addendum sets forth the responsibilities of the Michigan Department of Social Services (MOSS) and 
Michigan Department of Public Health (MDPH) relative to special activities designed to assist and serve 
Medicaid eligible pregnant women, infants and children so the outcome of pregnancy will be positive and 
infant deaths and morbidity thereby reduced. Recognizing that the Medicaid infant mortality rate is 
unacceptably high and that the number of Medicaid eligible pregnant women is increasing due to recently 
expanded state eligibility standards, the state is implementing special outreach and administrative 
activities targeted for Medicaid eligible pregnant women and infants. The role of MDPH is to assist 
MDSS in serving Medicaid recipients; the role of MOSS is to reimburse, and otherwise support, MDPH for 
its Medicaid related activities. 

Responsibilities: 

PUBLIC HEALTH WILL: 

1. Contract with local health departments and other agencies to outreach Medicaid eligible pregnant
women to advise them of available prenatal care and other necessary health services, to
encourage and coordinate their use of needed prenatal and postpartum health care services, to
assist them in removing barriers to service, to assist them in locating service providers and in
completing Medicaid recipient applications, where applicable. Outreach will include:

Maternal and Infant Health Advocacy Services 
Public information/media activities aimed at Medicaid eligible pregnant women 
Statewide hotline to direct Medicaid recipients to available care and otherwise to assist 
with problems which may impede timely receipt of needed medical services. 

2. Outreach families of Medicaid eligible inf ants and children and assist them in becoming enrolled
in the Medicaid Program.

3. Monitor at the communjty level Medicaid provider participation particularly relative to prenatal
care and delivery services. Work with providers to encourage their participation in the Medicaid
Program and, as necessary, work to assemble community resources sufficient to make available
medical services for Medicaid eligibles.

4. Utilize the "Source of Payment" field on state birth certificates to determine the extent to which
Medicaid eligibles are represented in the state's inf ant mortality statistics, perform related
computer work and analyses. Continue data collection from local health departments on
Prenatal Information Form (PIF) and Infant Information Form (IIF) systems to monitor service
delivery to Medicaid eligible pregnant women and inf ants. On a quarterly basis, beginning from
July 1, 1993, provide M DSS a report on data collected on both of the above activities.

5. Both the Departments of Public Health and Social Services recognize the value in sharing
information to address the problem of infant mortality. Within that context, and within the
constraints of Federal and state confidentiality requirements, the Departments will work together
to resolve the issue of sharing of Medicaid birth data with the Department of Public Health, and
will make maximum efforts to share information for the mutual resolution of this problem.
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6. Target health education and advocacy activities to pregnant women and infants living in migrant
camps.

7. Protect the confidentiality of Social Services recipient information according to generally accepted
professional standards and in accordance with federal regulations at 42 CFR 431.300-307.

8. Provide MOSS with related program reports and statistics as mutually agreed upon, include a
report due April 1, 1993. which describes and summarizes outreach activities. of the maternal
and infant health advocates and migrant teams/workers.

9. Maintain accurate fiscal records tor all expenditures incurred in the implementation of this
agreement.

10. Submit quarterly reports of applicable expenditures to MOSS. These shall include the number of
state FTE's and expenditures of both the state and local health departments tor staff and related
support costs to carry out the activities of this agreement.

11. Provide access to authorized representatives of Social Services, the Auditor General, Health
Care Financing Administration, Comptroller General of the United States, or any duly authorized
representative, to all documentation related to this agreement in accordance with federal
regulations at 42 CFR 431.300-307.

12. Designate a staff member to serve as liaison with MOSS to coordinate related interdepartmental
activities.

13. Provide local health agencies with program consultation, administrative support and assistance
with quality assurance issues.

14. Expenditures under this agreement shall be limited to the GF-GP appropriations tor this purpose
in the Department of Public Health budget. For FY 1993, that amount is $3,190,000 GR-GP.
Any enacted appropriations, enacted supplementals or approved appropriations transfers for this
prupose will automatically be incorporated into this agreement.

15. Assist MOSS in developing capacity for substance abuse treatment services for pregnant women
9
and provide consultation to local agencies to develop effective referral and service relationships
with substance abuse treatment programs.

SOCIAL SERVICES WILL: 

1. Assist MOPH in discharging the Public Health responsibilities detailed above.

2. Work cooperatively to maximize Public Health's assistance with the Medicaid application process.
Close coordination of activities will be especially necessary at the local level.

3. Set Medicaid fee screens at 115 percent for selected prenatal care and delivery procedure codes
for services provided by Title V agencies, pursuant to Medicaid Regulations at 431.615(c)(4).
The affected codes are: 59410, 59420, 59515, X4850, X4853, X4854, X4855.
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4. Designate a staff member to serve as liaison with MDPH to coordinate related interdepartmental
activities and to resolve issues which arise.

5. Consult with MDPH relative to Medicaid infant mortality reduction initiatives, policies and
programs.

6. Consult with MDPH. in advance, on all proposed policies which may affect MOSS infant mortality
reduction initiatives.

7. Provide MDPH the Title XIX matching funds for actual costs incurred in discharging the
administrative duties detailed above. as mutually agreed to.

8. Provide a minimum of two training sessions at two locations for local health agencies on
processing M !CH-Care applications.

Vernice D vis Anthony. Director 
Michigan Department of 

Public Health 

Date: SEP 1 5 1993

Gerald H. Mille • Director 
Michigan Department of 

Social Services 

!Date:
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This addendum sets forth the responsibilities of the Michigan Depamnent of Social Services 
(MDSS) and the Michigan Department of Public Health (MDPH) relative to the Medicaid 
managed care ombudsman program established statewide for Medicaid enrollees. The general 
purpose of ombudsman services is to assist Medicaid enrollees in understanding, electing, and 
using the managed care system. Under the terms of this agreement, MDPH's responsibility is to 
contract ,vith, and oversee, qualified agencies that wish to provide ombudsman services anti that 
meet ivIDPH-established program standards. In so doing, MDPH thereby assists MDSS in 
administering the Medicaid Program. Social Services' responsibility is to provide oversight of 
the ombudsman service as appropriate for a single State agency and to reimburse the mutually 
agreed-to, federally matchable Title XIX costs which.Public Health incurs to discharge the terms
of this �oreement and to 0th.en-vise support Public Health in meeting the responsibilities 
identified below. 

The more detailed purpose of the ombudsman program is to assist recipients in 

• choosing a Medicaid managed care program.

• understanding how the various Medicaid managed care programs work,

• accessing services through their managed care system,

• knowing how/when to use their primary care providers and how/when to use emergency
room seIVJ.ces,

• understanding the value of preventive services, such as EPSDT and immunizations,

• accessing preventive services \Vlthin, or through, the managed care system,

• recognizing the value of other Medicaid services such as dental services and how to
access them,

• resolving problems/needs relative to Medicaid managed care enrollment by assisting the
recipient to call the Managed Care Recipient Hotline 1-800-642-3195,

• overcoming the barriers of special needs (e.g. language, culture, illiteracy) to access
health care, and

• obtaining Medicaid services specifically for children with special health care needs and

pregnant women.

Swpersades 
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1. Draft and forward to MDSS, for approval, the qualifying standards that agencies must
meet in order to provide ombudsman services. Tue standards must include the
requirement that contracted agencies and staff will keep recipients' Medicaid related
information confidential.

2. Select and forward to MDSS, for approval. the names of any and all agencies that
Public Health considers qualified to provide ombudsman services.

3. Notify MDSS in \vriting of the applicants placed under contract so MDSS can verify
that MDPH has contracted with MDSS approved agencies and can inform local DSS
offices of agencies providing service.

4. Manage contracts, including payment of any and all appropriate charges resulting
from the contract.

5. Confer \\>i.th the managed care ombudsman contractors for the purpose of reviewing
progress and providing necessary guidance to the contractors in solving problems which
may arise.

6. Provide access to authorized representatives ofMDSS, the Auditor General, Federal
Granter agency, Comptroller General of the United States, Health Care Financing
Administration, or any duly authorized representatives, to all documentation related to
this agreement.

7. Designate a :MDPH staff member to serve as a liaison with :MDSS to coordinate
interdeparo:nental managed care and managed care ombudsman activities.

8. Consult with, and obtain approval of, the :MDSS staff liaison prior to publishing any
MDPH communications that have direct impact on Medicaid managed care plans. In
general, materials having a direct impact on Medicaid managed care plans will be issued
byMDSS.

9. Provide :MDSS with semi-annual and annual reports documenting project
activities, encounters, successes, and issues. Such reports are to be provided within 90
days of the end of the reporting period.

10. Provide all state funds used to support ombudsman services and bill MDSS on a
quarterly basis for the federal portion of MDSS agreed-to costs incurred under this
program.
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I 1. Maintain relevant program and fiscal records. 

SOCIAL SERVICES WILL: 
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I. Provide required overall monitoring and oversight of ombudsman services as required
of the single State agency.

2. Review and approve l\IDPH proposed qualifying standards that agencies must meet in
order to provide ombudsman services, including the requirement that contracted
agencies and staff must keep recipients' Medicaid related information confidential:

3. Review and approve l\IDPH's recommendations of agencies qualified to provide
ombudsman services. Advise :tvIDPH of approvals.

4. Inform local DSS offices as to what agencies are providing ombudsman services and
also inform Medicaid managed care providers about the ombudsman program.

5. Develop and circulate publications about Medicaid managed care programs that
increase client and provider participation and facilitate recipient _access to a Medicaid
managed care p Ian.

6. Provide technical assistance and periodic training to Wayne State University regarding
how managed care programs function; Wayne State University will in tum provide direct
managed care training to the ombudsmen.

7. Provide the :MDPH liaison with a monthly list of managed care providers for use by
the local ombudsmen in helping recipients to choose a managed care provider.

8. Designate a staff member to serve as a liaison with MDPH to coordinate
interdepartmental activities and seek resolution of issues.

s . Haveman, Jr .• Acti g Director 
c gan Department of 

lie Healil
u 

(
q

r-
Date: 

Gerald H. Miller, Director 
Michigan Department of 

Social Services 

/0-3.-q :r: 
Date: 

-- ...... .... • . ., •. _ •--.,,.._. • • .... "':':\ •. - . ,r·· •· 
····- ------... � .. , � .. .. . --·--·----
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ADDENDUM N TO THE CONTRACT BETWEEN 
THE MICHIGAN DEPARTMENT OF SOCIAL SERVICES 

MEDICAL SERVICES ADMINISTRATION 
AND 

THE MICHIGAN DEPARTMENT OF PUBLIC HEAL TH 
CENTER FOR SUBSTANCE ABUSE SERVICES 

This agreement is by and between.the Michigan Department of Social Services, 
Medical Services Administration (hereafter referred to as the DSS) and the Michigan 
Department of Public Health, Center for Substance Abuse Services (hereafter referred 
to as the MDPH/CSAS). 

WITNESSETH THAT: WHEREAS the DSS has implemented coverage of selected 
substance abuse treatment services to Medicaid eligible recipients and the DSS and 
MDPH/CSAS had agreed to continue coverage some alcoholism treatment and drug 
dependency services in freestanding facilities to Medicaid eligible recipients using State 
funds and, the MDPH/CSAS has agreed to identify qualified programs, administer 
prior authorization as defined by DSS, and supply technical assistance; and 

WHEREAS, the DSS has the authority to implement such coverage for Medicaid 
eligible recipients and in accordance with policies established by DSS. 

NOW, THEREFORE, in consideration of the above and in consideration of the 
promises and mutual covenants hereinafter contained, the parties hereto agree as 
follows: 

A. PURPOSE AND OBJECTIVES OF SUBSTANCE ABUSE TREATMENT
SERVICES COVERAGE

The purpose of this coverage is to improve access to substance abuse
treatment services for ,Medicaid eligible recipients.

The objectives are as follows:

1. To provide payment for substance abuse treatment services to qualified
MDPH/CSAS approved substance abuse treatment services providers for
individual, group, and intensive outpatient counseling and methadone
treatment services for Medicaid eligible recipients including those whose
he�lth care is covered through a Health Maintenance Organization plan
for the period October 1, 1991 through September 30, 1992.

2. To develop the awareness and involvement of Medicaid eligible recipients
in· substance abuse treatment services.

3. To evaluate the effectiveness and success of the Medicaid substance
abuse treatment services program coverage and where appropriate
implement further changes.
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DSS shall: 
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1. Enroll substance abuse treatment services providers qualified by
MDPH/CSAS as Medicaid providers.

2. Process all claims for enrolled substance abuse treatment services
providers for Medicaid eligible recipients receiving services from the
providers.

3. Reimburse the enrolled participating substance abuse treatment services
providers in accordance with the rate provisions established by DSS in
conjunction with MDPH/CSAS.

4. Assist MDPH/CSAS in the evaluation of this coverage by placing at its
disposal all available information pertinent to the program including
previous reports and any other data relative to the program as generated
by the Medicaid Management Information System (MMIS).

5. Examine and approve, on a timely basis, all studies, reports, and other
documents presented by MDPH/CSAS.

6. Give prompt written notice to MDPH/CSAS whenever DSS observes or
otherwise becomes aware of any change in the coverage.

7. Give prompt notice to MDPH/CSAS whenever DSS is aware of an
ownership or address change of a substance abuse services provider.

8. Continue to work with the Health Care Financing Administration to obtain
and maximize all available federal financial participation for substance
abuse treatment services.

9. Prepare reports of non-Title XIX expenditures and report to MDPH/CSAS
on a monthly basis.

10. Monitor expenditures and with approval of MDPH/CSAS implement
coverage changes as appropriate.

11. Hear final appeals of any prior authorization denials made by
MDPH/CSAS local coordinating agencies or their designated agents in
accordance with DSS established and approved criteria and processes.

12. Reimburse MDPH/CSAS for the federal match portion of the
administrative costs incurred by local coordinating agencies for prior
authorization of intensive services per the MDPH/CSAS quarterly billing
to DSS during the period October 1, 1991 through September 30, 1992.

13. Audit substance abuse treatment services providers for compliance with
all Medicaid federal and state rules and regulations.
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14. Provide technical assistance and invoice billing training for all
partrcipating providers.

15. Provide MDPH/CSAS with all necessary prior authorization forms and
provider enrollment forms.

C. RESPONSIBILITIES OF MDPH/CSAS

MDPH/CSAS shall:

1. Establish substance abuse treatment program qualification criteria .in
cooperation with and as approved by the DSS and review provider
qualification applications to determine those qualifying programs.

2. Notify DSS of those substance abuse treatment services providers
qualified to participate with the services each program is qualified to
render, and to provide these quali'fied programs with the necessary DSS
provider enrollment forms.

3. Promptly notify DSS whenever they are aware of any change in the
qualification of an enrolled Medicaid substance abuse treatment services
provider.

4. Contribute 100% of the state share for individual, group and intensive
outpatient counseling and methadone treatment services for dates of
service from October 1, 1991 through September 30, 1992.

5. Create an account and cost centers to record substance abuse
treatment services and prior authorization expenditures. Prepare reports
for DSS within 15 days of the end of the quarter for purposes of
obtaining federal matching funds.

6. On behalf of the DSS, perform prior authorization through the
MDPH/CSAS local coordinating agencies.

7. Evaluate the prior authorization process and recommend changes.

8. Prepare and submit statistical reports in accordance with DSS
requirements.

9. Administer the prior authorization process in accordance with DSS
established and approved criteria and processes through the local
coordinating agencies. Final appeals of any denials will be heard by the
DSS.
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10. Reimburse the local coordinating agencies directly for prior authorization
costs and submit a billing for federal match to DSS within 15 days of the
end of the quarter.

11. Evaluate and report on the effectiveness of the Medicaid substance
abuse treatment services program coverage for successful recipient
outcomes.

D. AGREEMENT DURATION

This Agreement shall be for the period October 1, 1991, through September 30,
1992.

E. BUDGET AND PAYMENT

DSS shall process and reimburse all coverage associated claims through the
existing automated billing system with the expenditures charged to the
MDPH/CSAS account number 110-35-3468. MDPH/CSAS liability for the
acceptable cost for eligible services provided to Medicaid eligible recipients will
be limited to the general fund/general purpose funds required for the state
match. The DSS will claim the appropriate federal matching funds for covered
services, and transfer the revenue to MDPH/CSAS on not less than a quarterly
basis.

F. SCOPE OF SERVICES PROVIDED

All substance abuse treatment services provided to Medicaid eligible recipients 
under ·this coverage shall be limited as listed below. 

Outpatient 

Intensive Outpatient 

Methadone Maintenance 

Limit of 45 hours of any combination of 
individual, and/or group counseling per 
continuous 12-month period per Medicaid 
eligible recipient. 

Limit of 40 days (or partial days) of intensive 
outpatient counseling per continuous twelve 
month period per Medicaid eligible recipient. 

Additionally, intensive outpatient counseling 
services require prior authorization. 

Methadone maintenance services and 
medications as necessary per physician order 
and within state and federal regulations. 
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DSS payment of funds for purposes of this Agreement is subject to and
conditional upon the availability of funds for such purposes. No
commitment is made by DSS to continue to expand such activities. DSS
may terminate this Agreement in accordance with the provisions of the
cancellation clause (Clause G-10) upon, written notice to MDPH/CSAS at
any time prior to completion of this Agreement if, in the opinion of DSS,
such funds are restricted.

2. Cost Documentation

MDPH/CSAS agrees to maintain financial records, documents, and other
accounting procedures and practices that reflect all direct costs
expended in the performance of this Agreement. Further, the accounting
system shall provide for specific identification of all sources of funds, all
contracts/subcontracts, purchase orders, accounts payable, and cash
disbursements.

3. Review and Monitoring Reports

MDPH/CSAS and DSS shall attempt to comply with all program and
fiscal review reporting procedures as are or may hereinafter be
established by either department.

4. Examination and Maintenance of Records

MDPH/CSAS agrees to permit DSS, or any of its identified agents,
access to the facilities being utilized, at any reasonable time to observe
operations. MDPH/CSAS further agrees to retain all financial records or
other documents relevant to the Agreement for three years after final
payment, or until completion of the Single Audit Act requirements and
any persons duly authorized by DSS shall have full access to and the
right to examine any of said materials during said period. If an audit is
initiated prior to the expiration of the three year period, and extends past
that period, all documents must be maintained until completion in
accordance with the Single Audit Act. DSS shall provide findings and
recommendations of audits to MDPH/CSAS. DSS will adjust future
payments or final payment if the findings of an audit indicate over- or
underpayment to MDPH/CSAS in the period prior to the audit.
MDPH/CSAS agrees that if it ceases business operations, the records
will be maintained as DSS may direct.

5. Compliance with Civil Rights, Other Laws

MDPH/CSAS shall comply with all published rules, regulations, directives,
and orders of the Michigan Civil Rights Act of 1955, as amended, being
MCLA 423.304 and 423.304a. MDPH/CSAS further shall comply with

-----p-ov.isiollS at Title YI of th.e.-Civil Rights Act of 1964, and any amendments 
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thereto. MDPH/CSAS shall also comply with the· provisions of the 
Handicapped Civil Rights Act of 1976, being Public Act 220, and the 
Rehabilitation Act of 1973, being Section 504 of Public law 93-112. 
Further MDPH/CSAS agrees to comply with all other Federal, State, and 
local laws, regulations, and standards, and any amendments thereto, as 
they may apply to MDPH/CSAS. 

Recipient Rights System 

MDPH/CSAS and DSS shall have a system of hearings under which 
applicants, or recipients, or an individual acting on behalf of an applicant 
or recipient may appeal denial, reduction or termination of a service. 

7. Confidentiality

The use or disclosure of information concerning services, applicants, or
recipients obtained in connection with the performance of this Agreement
shall be restricted to purposes directly connected with the administration
of the program implemented by this Agreement; and the Administrative
Rules for Substance Abuse Services in Michigan.

8. Contracts

Substance abuse treatment services providers shall enter into a Medicaid
provider agreement with DSS for the Medicaid substance abuse
treatment services program. This agreement is not contingent on a
contract with MDPH/CSAS.

9. Liability

MDPH/CSAS shall indemnify, save, and hold harmless DSS against any
and all expense, and liability of any kind which the MDPH/CSAS may
sustain, incur, or be required to pay arising out of this Agreement;
provided, howl;)ver, that the provisions of this paragraph shall not apply
to liabilities or expenses caused by or resulting from the acts or
omissions of DSS or any of its officers or employees. Further, in the
event MDPH/CSAS becomes involved in or is threatened with litigation,
MDPH/CSAS shall immediately notify DSS and DSS may enter into such
litigation to protect the interests of DSS as they may appear.

10. Cancellation of Agreement

If, in the opinion of DSS, MDPH/CSAS fails to comply with the conditions
of this Agreement or to fulfill its responsibilities as indicated in the
Agreement, or DSS determines that the methods and techniques being
utilized in accomplishing the goal are not acceptable or compatible with
DSS policies, DSS reserves the right to cancel this Agreement by giving
sixty days notice to MDPH/CSAS. MDPH/CSAS may terminate this
Agreement upon sixty days written notice to DSS at any time prior to the
completion of the Agreement period if DSS fails to comply with the
coopitions o( thj� A.greement. .. 

--·-- .- ... � ....... - ... - ... ·-·-------··- . --·· -.. 
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When this Agreement is concluded or terminated, MDPH/CSAS shall
provide DSS, within ninety days after conclusion or termination, with all
financial, performance and other reports required as a condition of the
Agreement. DSS shall make adjustments to MDPH/CSAS for allowable
costs not covered by previous interaccount billings. The final
interaccount billing adjustment may be subject to an audit.

12. Continuing Responsibilities

Termination, conclusion, or cancellation of this Agreement shall not be
construed so as to terminate the ongoing responsibilities of MDPH/CSAS
contained in the Examination and Maintenance of Records and Closeout
Paragraphs included in this Agreement.

13. Agreement Inclusiveness/ Amendment

This Agreement contains all the terms and conditions agreed upon by
the parties. No other understanding, oral or otherwise, regarding the
subject matter of this Agreement shall be deemed to exist or to bind any
of the parties hereto. MDPH/CSAS agrees, upon request by DSS and
recipient of the proposed amendment, to amend this Agreement if and
when required in the opinion of DSS, due to revision of federal or state
laws or regulations. If MDPH/CSAS refuses to sign such amendment
within fifteen days after receipt, this Agreement shall terminate upon such
refusal. This Agreement may otherwise be amended only by the written
consent of all the parties hereto.

TN No. �-:-e1:r 

Suoersedes 

Approval Cate //-f'-£3 Effective Date &-/5 f.!

TN No. 
N/A

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  



Attaciment 4. 16-A 

Page A-41 

IN WITNESS THEREOF, the DSS and MDPH/CSAS have caused this Agreement to be 
executed by their respective officers duly authorized to do so. 

Dated at Lansing , Michigan 
·----

This 4th day of Sept , 1992 

Witness: -----------

Dated at Lansing ____ , Michigan 

This day of , 1992 
-- --

Witness: ------�----

MICHIGAN DEPARTMENT OF 
PUBLIC HEAL TH 

Vernice Davis Anthony 
Director 

�·,;,-.•. _ 

MICHIGAN DEPARTMENT OF 
SOCIAL SERVICES 

by )!Jl/41/4 
Gerald H. Miller, 
Director 

--------------::----:--::-------�------
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THE MICHIGAN DEPARTMENT OF SOCIAL SERVICES AND 
THE MICHIGAN DEPARTMENT OF MENTAL HEALTH 

Pursuant to Act 280, Public Acts of Michigan of 1939, as amended, a Medical 
Assistance Program has been implemented in the State of Michigan as authorized by 
Title XIX of the federal Social Security Act, as amended. 

In order to comply fully with the provisions of the above legislation with reference to 
appropriate and related federal requirements, this agreement is entered into by the 
Michigan Department of Social Services, hereinafter referred to as "Social Services," 
and the Michigan Department of Mental Health, hereinafter referred to as "Mental 
Health." 

ARTICLE I 

It is the intent and purpose of the parties hereto, by entering into this agreement, to 
promote high quality of health care and services for recipients of Michigan's Medical 
Assistance Program, to assure the proper expenditure of public funds for health care 
services provided said recipients, and to conform with applicable state and federal 
requirements. The extent of responsibilities and duties of the parties to this 
agreement are subject to the terms and conditions contained in the specific schedules 
attached hereto. 

ARTICLE II 

Assigned functions will be carried out by Mental Health and Social Services in full 
compliance with Michigan's approved State Plan for Medical Assistance and the 
statutory and regulatory requirements of the U.S. Department of Health and Human 
Services. The respective responsibilities of Mental Health and Social Services are 
detailed in the attached schedules. This agreement and attached schedules may be 
amended from time to time as dictated under Article I. All such amendments will be 
attached and once signed and dated by the directors of the two departments, are 
hereby incorporated as part of this agreement. 

It is understood and agreed that the parties shall have the right to examine all 
physical records originated or prepared pursuant to this agreement, including working 
papers, reports, charts, and any other documentation arising out of this agreement. Said 
records shall be made available for review by the parties upon reasonable notice. The 
parties shall, for six years from the date of preparation/production, maintain all 
pertinent data, information, and reports. 
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ARTICLE III 

In the performance of the functions, Mental Health is not authorized and may not 
change, disapprove, or delay action on any administrative decision of Social Services or 
otherwise substitute its judgment for that of Social Services as to the application of 
policies, rules, and regulations promulgated or otherwise initiated by Social Services. 

It is further agreed and understood between the parties that, in recognizing the 
ultimate authority of Social Services as the single State agency for administration of 
the Medical Assistance Program, Social Services shall solicit recommendations from 
Mental Health in the development and implementation of policies and procedures for 
the Medical Assistance Program coverage of mental health services. However, decisions 
of Social Services within its authority shall be final and binding on all parties to this 
agreement. 

ARTICLE IV 

It is agreed that each party to this agreement shall provide the other with data 
necessary to carry out its responsibilities under this agreement. It is also agreed by 
Mental Health that it will assign appropriate professional mental health personnel, when 
indicated, to coordinate with financial auditors when questions regarding mental health 
services to Medical Assistance recipients are identified. 

ARTICLE V 

It is agreed that each party will consult and cooperate on budget issues. This will 
include interagency accounting transfers of federal funds for Medicaid-enrolled State 
facilities operated by the Department of Mental Health for those services requiring 
Social Services and Mental Health transfer of federal funds and any administrative 
services whose costs are determined by a federally-approved allocation plan. 

ARTICLE VI 

This agreement supersedes any prior agreement between the parties and shall continue 
in effect until or unless the two parties mutually agree to amend or terminate it. 
Any change in the agreement requires at least thirty (30} days prior written notice by 
either party. 
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This instrument, including the schedules, contains the entire agreement between the 
parties and shall not be modified in any manner except by an instrument in writing 
executed by the parties. If any term or provision of this agreement or application 
thereof to any person or circumstance shall, to any extent, . be invalid or unenforceable, 
the remainder of this agreement, or the application of such term or provision to such 
person or circumstance other than those to which it is held invalid or unenforceable, 
shall not be affected thereby; and each term ·and provision of this agreement shall be 
valid and be enforced to the fullest extent permitted by law. 

ARTICLE VIII 

Responsibility for responding to inquiries and coordination of this agreement shall rest 
with the Entitlements Division, Bureau of Program Development, Quality Assurance for 
the Department of Mental Health and .the Bureau of Program Policy, Medical Services 
Administration for the Department of Social Services. 

Date 
Michigan Department of Social Services 

/� Thomas D. Watkins,Jr.,Dirctor Date 
Michigan Department of Mental Health 
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SURVEILLANCE, UTILIZATION, AND REVIEW 

Schedule A provides a mechanism for a program of surveillance. utilization. 
and professional performance review of care and service rendered to Medical 
Assistance recipients. 

Surveillance, utilization. and professional performance review are defined 
herein to include: authorization of health care, including psychiatric ser
vices as well as services provided to persons with developmental disabilities. 
prior to their provision; determination of the appropriateness of treatment 
and care rendered; Inspection of Care review at facilities which provide ser
vices to persons with mental illness and to persons with developmental disa
bilities; and consultation with providers of care related to these activities. 

General surveillance, utilization, and professional performance review 
procedures and manuals will be developed by Mental Health and submitted to 
Social Services for review and approval. Review procedures will be 
implemented in a manner consistent with the professional perspectives and 
responsibilities of the Michigan mental health system, and in accordance with 
applicable federal and state statutes and regulations. The review procedures 
will provide, as necessary, for the evaluation of services in relation to the 
needs of the clients, the appropriateness of the setting, the medical 
necessity of the services, benefits. and scope of service. 

A. In carrying out these review activities. Mental Health will:

1. Develop review guidelines, procedures. and protocols which shall
conform with applicable federal and state standards and
regulations. These guidelines, procedures, and protocols shall
apply to public, as well as private. Medical Assistance providers
of services and include the following:

a. Public Psychiatric Hospitals.

b. Private Psychiatric Hospitals.

c. Psychi�tric Units of Private and Public General Hospitals.

d. Specialized Nursing Facilities which provide.services for
persons with Developmental Disabilities.

e. Specialized Nursing Facilities which provide services for
persons with Mental Illness.

f. Intermediate Care Facilities for the Mentally Retarded
(ICF/MR) including homes which provide Alternative
Intermediate Services (AIS) for persons with Developmental
Disabilities.

g. Mental Health Clinic Services Providers.

, ___________________ ----------------

tN No. _i.j:_t __ � __ ,a.pproval Date,A-/9- 93 
'.Juporsedoo 

TN No. 90-18

E'ifectf'ia Date 01-01-93
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h. Home and Community-Based Waiver, including Model Waiver,
Program Services Providers.

i. Omnibus Budget Reconciliation Act COBRA) of 1987 defined
responsibilities.

j. Community Supported Living Arrangements services providers.

2. Certify, consistent with the guidelines, procedures, and protocols
developed in Section 1:

a. Providers of Medical Assistance Mental Health Clinic
services.

b. Specific sites for the delivery of Medical Assistance Mental
Health Clinic services and, with the exclusion of birth
homes, sites for the delivery of Home and Community-Based
Waiver Program services.

c. Eligibility of individuals, as well as providers, of Home
and Community-Based Waiver Program services.

d. Psychiatric partial hospitalization programs if so
authorized by Social Services.

e. Eligibility of individuals, as well as providers, of
Community Supported Living Arrangements services.

3. Assume responsibility for ensuring the availability of qualified
health professionals to carry out the surveillance, utilization,
and professional performance review of services for the items
stipulated in Section 1 above.

4. Provide consultation to Social Services, when so requested, for
the development of general surveillance, utilization, and
professional performance review procedures.

5. Provide field consultation services as it determines necessary and
appropriate to maintain contact with Medical Assi�tance Program
providers of mental health services.

6. Provide, with the approval of Social Services, a system of
recipient enrollment for, or prior authorization of, medical
eligibility for Medical Assistance. The system shall pertain to:

a. Continued inpatient psychiatric treatment for Medical
Assistance clients in psychiatric hospitals operated by
Mental Health.

----------------------

TN No. £2-o.3 

Supersedes 

TN No. 90-18
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b. Continued psychiatric partial hospitalization treatment for
Medical Assistance clients provided under the auspices of
private providers.

c. Care and services for Medical Assistance clients in
specialized nursing facilities for persons with
developmental disabilities.

d. Care and services for Medical Assistance clients in
specialized nursing facilities for persons with mental
illness.

e. Care and services for Medical Assistance clients provided by
providers certified to participate in the ICF/MR program,
including AIS/MR.

f. Care and services for Medical Assistance clients provided
through the Home and Community-Based Waiver and Model Waiver
Programs.

g. Services and supports for Medical Assistance consumers
provided through Community Supported Living Arrangement
programs.

h. Conduct of eligibility reviews utilizing health and
psychiatric care guidelines, procedures, and protocols
developed in accordance with Section 1 of this agreement.

i. Specification of the information and documentation to be
reviewed as part of the application for prior authorization.

j. Determination of the extent of required documentation, with
the approval of Social Services.

k. Notification of the facility/unit/provider/program and
Social Services of the prior authorization determination
within time constraints established by Social Services.

7. Establish and maintain a regular system of Inspectjons of Care
(IOCs) for the following providers of Medical Assist�nce services:

Intermediate Care Facilities for the Mentally Retarded 
(ICF/MR) including AIS/MR; 

Institutions for Mental Disease (IMO); 

Specialized Nursing Homes which provide services to persons 
with mental illness or developmental disabilities. 

TN No. f .3. I? ..3 
Supersedes 
TN No. 90-18
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a. These Inspections of Care shall be conducted within
applicable federal and state regulations.

b. In the conduct of these Inspections of Care, Mental Health
shall also consult, when indicated, with the responsible
physician and treatment personnel, with the utilization
review committee chairperson or designated agent, with the
administrator and/or other appropriate staff within the
program.

c. A report for each provider shall be submitted by Mental
Health to Social Services in a timely manner on completion
of the annual review, covering observations, conclusions,
and the recommendations of the Inspection of Care teams
regarding the treatment, care, or other services found
within the programs as revealed by case reviews or other
knowledge acquired during visits to the program.

d. Mental health shall make available qualified mental health
personnel to provide consultation to Social Services
personnel performing the Inspection of Care in facilities
and programs other than the provider types listed in Section
l of this agreement, on the request of the aforementioned
Social Services personnel.

e. At stipulated intervals, provide Social Services with
reports necessary to fulfill federal reporting requirements.

f. Maintain data reporting procedures for determining
expenditures in which federal financial participation is
available.

B. Social Services will:

1. Act as the central point for all financia1 audits and
investigations including processing of referrals in a timely
manner. In carrying out this responsibility, Social
Services will:

a. Record, coordinate, and investigate refer�als of
possible fraud, abuse, or misutilization.

b. Request further Inspections of Care from Mental
Health, as indicated.

c. Provide Mental Health with status reports on financial
audits, investigations, or reviews upon request and in
a timely manner.

2. Confer, negotiate, finalize, and execute all cost-settlement
agreements with providers with representation from Mental
Health when involving a medical audit.

TN No. 93,..(;� 
Supersedes 
TN No. 90-18

Approval Date.£-/9-P .3 Effective Date 01-01-93
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Social Services shall also: 

3. Initiate litigation. when indicated.

4. Develop and promulgate program policy on covered services.
limitations. procedures. and public disclosure. consistent
with state and federa1 statutes and regulations.

5. Provide consultation to Mental Health. when so requested.
for the development of general surveillance. utilization.
and professional performance review procedures.

6. Review and take appropriate action upon recommendations made
by Mental Health within the context of this agreements and
report such actions to Mental Health in a timely manner.

7. As part of its program responsibilities:

a. Take appropriate action on the recommendations of the
Inspection of Care teams.

b. Assist individuals receiving services and their
families to locate and implement alternate care plans
when recommended by the Inspection of Care team.

8. Provide the necessary data to ensure that Mental Health is
able to carry out its responsibilities under this agreement
and to meet the state's responsibilities under applicable
statues and regulations.

The provision of this Schedule shall be modified. within the terms of the 
basic agreement. as alternate methods of surveillance. utilization. and 
professional performance review are developed and/or mandated by state or 
federal regulations or statutes. This Schedule shall remain in effect until 
or unless the two parties mutually agree to modify or terminate it. 

TN No. 4.!'-0 :3

Supersedes 

Tr-J No. 90-18 
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Schedule B deals with reimbursement for personal care services covered by the Medical 
Assistance Program for clients receiving such services under terms of contracts with 
Mental Health and/or community mental health services boards under agreement with 
Mental Health. 

Pending final development and implementation of a mutually acceptable common 
payment and claim system for all services provided to individuals in community living 
facilities, child care agencies, and family foster care homes under contract with, or 
operated by Mental Health and/or community mental health services boards, Mental 
Health and Social Services hereby agree to the following division of responsibilities for 

, billing and preparation of claims for federal financial participation, for assurance of 
compliance with standards and certifications required for billing, and for documentation 
of such compliance. 

A. For services provided under contract with Mental Health, Mental Health will be
responsible for:

1. Assuring that the services billed to the Medical Assistance Program conform
to the definition and purpose of personal care services as specified by Social
Services.

2. Verifying that the contracting agency responsible for providing such services
has met the appropriate operating, management, and physical plant standards
required by Mental Health and Social Services for operation and licensure.

3. Assuring that each client for whom a claim is processed has an appropriate
plan of care ordered by a physician, developed by a case manager after an
assessment of the client's needs, and supervised by a registered nurse who
conducts at least an annual review.

4. Assuring that the client for whom a claim is made is eligible for Medical
Assistance.

5. Producing the detailed billing and maintaining the historical file of personal
care charges by client.

6. Assuring that the original documentation of personal care services provided is
in accordance with the client plan of care, and the verification of
compliance with licensing and operational standards is maintained for
subsequent audit.

7. Producing and transmitting quarterly to Social Services the data required by
Social Services to claim federal financial participation for personal care
services.

8. Preparing and transmitting to Social Services claims for federal financial
participation in the cost of administrative services provided by Mental Health
for personal care services. These costs will be determined in accordance
with cost distribution procedures approved by Social Services.
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B. For services provided by or under contract with the community mental health
services boards, Mental Health will be responsible for:

1. Processing claims prepared by those community mental health services boards
which agree to comply with the personal care standards and procedures for
federal financial participation indicated as in Section A above for Mental
Health.

2. Distribution of federal funds received to community mental health services
boards when authorized by legislative appropriations.

C. Social Services will be responsible for:

1. Preparation of the claim for federal financial participation.

2. Making services or facilities available to permit verification by Mental
Health, and the participating responsible mental health agencies, of client
eligibility for Medical Assistance as required by Social Services.

3. Vouchering federal revenues to mental health appropriation deduct accounts as
and when authorized by the legislative appropriations for Mental Health and
Social Services.

4. Conducting periodic reviews to determine that Mental Health responsibilities
under Sections A and B above are fulfilled.

• This schedule became effective October 1, 1982, and will remain in effect unless
modified or canceled by mutual consent of both parties.

This agreement may be modified in writing by mutual consent of both parties at any 
time. 
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Schedule C deals with reimbursement for case management services covered by the 
Medical Assistance Program for clients receiving such services under terms of contracts 
with Mental Health and/or community mental health services boards under agreement 
with Mental Health. 

Mental Health and Social Services hereby agree to the following division of 
responsibilities for billing and preparation of claims for federal financial participation, 
for assurance of compliance with standards and certifications required for billing, and 
for documentation of such compliance. 

A. for services provided by or under contract with Mental Health, Mental Health will
be responsible for:

1. Assuring that the services billed to the Medical Assistance Program conform
to the definition and purpose of mental health case management services as
specified by Social Services.

2. Verifying that the agency responsible for providing such services has met the
appropriate operating, management, and service standards required by Mental
Health and Social Services, including enrollment as a mental health clinic
services provider.

3. Assuring that each client for whom a claim is processed has an appropriate
plan of care developed by a qualified case manager after an assessment of
the client's needs, and receives case management services monthly by the
case manager.

4. Assuring that the client for whom a claim is made is eligible for Medical
Assistance.

5. Producing the detailed billing and maintaining the historical file of case
management services by client.

6. Assuring that the original documentation of case management services
provided, client plan of care, and verification of compliance with applicable
standards is maintained for subsequent audit.

7. Preparing and transmitting to Social Services claims for federal financial
participation in the cost of administrative services provided by Mental Health
for case management services. These costs will be determined in accordance
with cost distribution procedures approved by Social Services.
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2. Vouchering federal revenues accuring from Mental Health case management
services provided by DMH-operated mental health clinic services providers
{i.e., State regional centers, psychiatric hospitals, and State community living
services agencies) to Mental Health appropriation deduct accounts as and
when authorized by the legislative appropriations for Mental Health and Social
Services.

3. Making services or facilities available to permit verification by Mental
Health, and the participating responsible mental health agencies, of client
eligibility for Medical Assistance as required by Social Services.

4. Conducting periodic reviews to determine that Mental Health responsibilities
under Section A above are fulfilled.

This Schedule became effective July 8, 1986, and will remain in effect unless modified 
or canceled by mutual consent of both parties. 
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Schedule D deals with reimbursement for home and community-based waiver services 
covered by the Medical Assistance Program for clients receiving such services under 
terms of contracts with Mental Health and/or community mental health services boards 
under agreement with Mental Health. 

With regard to Federal Health Care Financing Administration (HCF A) approved home 
and community-based waiver (HCBW), including Model waiver services provided to 
eligible individuals, Mental Health and Social Services hereby agree to the following 

· division of responsibilities for billing and preparation of claims for federal financial
participation, for assurance of compliance with standards and certifications required for
billing, and for documentation of such compliance.

A. For services provided directly by or under contract with Mental Health and/or
community mental health services boards, Mental Health will be responsible for:

1. Assuring that the services billed to the Medical Assistance Program conform
to the definition and purpose of HCBW services as specified in the HCF A
approved home and community-based services waiver program applications.

2. Verifying that the contracting agency responsible for providing such services
has met the appropriate operating, _ management, and physical plant standards
required by Mental Health, Social Services, and/or HCFA for operation and
Ii censure.

• 

3. Assuring that each client for whom a claim is processed meets federal
ICF /MR eHgibility criteria, and has an appropriate plan of care which is
ordered by a physician, developed by the clienf's interdisciplinary team and
case manager after an assessment of the client's needs, and monitored
regularly.

4. Assuring that the client for whom a claim is made is eligible for Medical
Assistance.

5. Producing the detailed billing and maintaining the historical file of HCBW
service charges by client.

6. Assuring that the original documentation of all home and community-based
services provided in accordance with the client plan of care, and the
verification of compliance with licensing and operationar standards is
maintained for subsequent audit.

7. Assuring that the independent audits/assessments required under HCFA's HCBW
final rules are conducted in conformance with audit and assessment
requirements specified in the final rules.

8. Preparing and transmitting to Social Services claims for federal financial
participation in the cost of administrative services provided by Mental Health
for HCBW services. These costs will be determined in accordance with cost
distribution procedures approved by Social Services.
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2. Making services or facilities available to permit verification by Mental
Health, and the participating responsible mental health agencies, of client
eligibility for Medical Assistance as required by Social Services.

3. Vouchering federal revenues accruing from Home and Community ·Based
Waiver Serviced provided by DMH-operated mental health clinic services
providers (i.e., State regional centers for persons with developmental
disabilities and State community living services agencies) to mental health
appropriation deduct accounts as and when authorized by the legislative
appropriations for Mental Health and Social Services.

4. Conducting periodic reviews to determine that Mental Health responsibilities
under Section A above are fulfilled.

5. Providing necessary reports for Health Care Financing Administration.

This Schedule became effective October 1, 1987, and will remain in effect as long as 
Mental Health administers home and community-based waivers or unless modified or 
canceled by mutual consent of both parties. 
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COMMUNITY SUPPORTED LIVING ARRANGEMENTS 

Schedule E deals with reimbursement for community supported living 
arrangements covered by the Medical Assistance program for consumers receiving 
such services under terms of contracts with Medicaid-enrolled mental health 
clinics under agreement with Mental Health. 

With regard to the Health Care Financing Administration (HCFA) approved 
amendment authorizing community supported living arrangements (CSLA) services 
provided to eligible individuals, Mental Health and Social Services hereby 
agree to the following division of responsibilities for billing and 
preparation of claims for federal financial participation, for assurance of 
compliance with standards and certifications required for billing, and for 
documentation of such compliance. 

A. For services provided under contract with community mental health
services boards, Mental Health will be responsible for:

1. Assuring that the services billed to the Medical Assistance
Program conform to the definition and purpose of CSLA services as
specified in the HCFA-approved community supported living
arrangements amendment application.

2. Verifying that the contracting agency responsible for providing
such services has met the appropriate operating, management, and
physical plant standards required by Mental Health, Social
Services, and/or HCFA for operation and licensure.

3. Assuring that each consumer for whom a claim is processed meets
the federal definition of developmental disability as defined in
the CSLA legislation, and has an individual support plan which is
developed by the consumer, his/her individual support planning
team, and the qualified human service professional after an
assessment of the consumer's needs, and monitored on a regular
basis.

4. Assuring that the consumer for whom a claim is made is eligible
for Medical Assistance.

5. Producing the detailed billing and maintaining the.historical file
of CSLA service charges by the consumer.

6. Assuring that the original documentation of all CSLA services
provided in accordance with the consumer's individual support
plan, and the verification of compliance with licensing and

-operational standards is maintained for subsequent audit.

7. Preparing and transmitting to Social Services information for
federal financial participation in the cost of administrative
services provided by Mental Health for CSLA services. These costs
will be determined in accordance with cost distribution procedures
approved by Social Services.

--i-:-.J ;·-�o.9./ht!':$ __ Approv�I Dat,w-L9-93 Effective Date 01-01-93
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1. Preparing the claims for federal financial participation.

2. Making services available to permit verification by Mental Health,
and the participating enrolled mental health clinics, of consumer
eligibility for Medical Assistance as required by Social Services.

3. Conducting periodic reviews to determine that Mental Health
responsibilities under Section A above are fulfilled.

4. Providing necessary reports for the HCFA.

This schedule becomes effective October 1, 1991, and remains in effect as long 
as Mental Health administers the CSLA amendment or unless modified or 
cancelled by mutual consent of both parties. 

GeraldH. Miller, Director 
Mi ch.:t-gan De r. ent of Socia 1 Services 

Date ' 

T::- No.� ..... -a"""""2 ___ Approval Date /Z-19-fq Effective Date 01-01-93
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Joint Working Agreement Between The 

MICHIGAN DEPARTMENT OF SOCIAL SERVICES 

and 

THE MICHIGAN DEPARTMENT OF EDUCATION. REHABILITATION SERVICES 

Part I: 

Part 11: 

Part 111: 

Purpose, Objectives, and Mutual Responsibilities 

Functions of Operational Oversight Committee 

Working Arrangements Between Rehabilitation Services and Social 
Services Program Offices 

Section A: Agreement Between Medical Services Administration 
and Rehabilitation Services 
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PART I 
JOINT WORKING AGREEMENT BETWEEN THE 

MICHIGAN DEPARTMENT OF SOCIAL SERVICES 
AND. THE - ' 

MICHIGAN DEPARTMENT OF EDUCATION, REHABILITATION SERVICES 

The purpose of this agreement is to  facilitate the coordination of benefits and 
services provided to handicapped individuals by the Michigan Department of Social 
Services and the Michigan Department of Education, Rehabilitation Services, 
hereafter referred to as DSS and Rehabilitation Services, respectively. The parties 
join together under the mandate of the PL 95-602, the Rehabilitation, Compre- 
hensive Services and Developmental Disabilities Amendments of 1978, and federal 
regulations at 42 CFR, Part 431 and 45 CFR, Parts 1361, 1362, 1363. This 
agreement is structured into three parts: The first includes the purpose, objec- 
tives, and mutual responsibilities of the two parties; the second part describes 
the functioning of an Operational Oversight Committee, and the third part 
includes more detailed working relationships between Rehabilitation Services and 
different program areas within DSS, including the Medical Services Administration 
(MSA), Office of Adult and Family Community Services (OAFCS), the Office of 
Income Assistance (OIA), and the Office of Employment Development Services 
(OEDS). 

Part I of this agreement includes a description of the common goals of the two 
agencies, a delineation of the specific services to be provided by each agency, a 
mechanism for a working relationship between the two parties and a procedure 
by which problems, either in the working agreement or of individual service 
delivery, may be resolved. 

Objectives 

The broad objectives of this agreement are: 

To improve self-sufficiency and self-support of handicapped persons; 
To assure that through cooperative efforts handicapped persons are referred 
to and obtain appropriate services of each agency; 
To promote common administrative and budgetary direction; 
To assure joint planning for staff development in training efforts; 
To assure the coordination of planning, funding, program development, and 
evaluation of program efforts; 
To establish annual objectives and develop plans of action to support the 
broad objectives set forth in this agreement; 
To establish an oversight committee made up of representatives of DSS and 
Rehabilitation Services to monitor and evaluate the operation of this agree- 
ment and procedures developed as a result of this agreement, and to 
recommend changes in program planning and administration within each 
agency; 
To assure the annual review of the agreed upon local and oversight action 
plans for purposes of future planning efforts; 
To establish and demonstrate new and innovative approaches intended to 
enhance services to mutual clientele. 

Rev. 10/01/80 
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1. Appoin talent o f  a  l c a d  rcpresen t a t i v c  fro111 thc  Ccntrdl  OFf icc o f  cach agency, 
who w i  7 1  be  respons ib le  fo r  c a r r y i n g  o u t  the  admin i s t ra t i ve  imp1 i c a t i o n s  o f  
t h i s  agreement as descr ibed i n  P a r t  11, the  Overs ight  ac t i on .  

2. Representat ion on the  Operat ional  .Oversight Conimittee as descr ibed i n  P a r t  I 1  
o f  t h i s  agreement. 

3. Development o f  annual a c t i o n  p lans t o  implement t h i s  agreement. 
4. J o i n t  review, eva lua t ion ,  and, when necessary, mod i f i ca t ion  o f  any p o l  i c i e s  

o r  procedures which implement t h i s  agreement. 

5. Encouragement o f  t h e  development o f  new l o c a l  agreements and the  cont inua-  
t i o n  o f  e x i s t i n g  l o c a l  agreements. 

6. Desi'gna t i o n  o f  1  i a i s o n ,  s t a f f  f rom a1 1  appropr ia te  opera t ing  u n i t s  throughout  
the s t a t e  from b o t h  agencies and, where appropr iate,  des ignat ion  o f  j o i n t  
ope ra t i ona l  a c t i v i t y .  

7. Exchange o f  necessary data and in fo rmat ion ,  w i t h  due cons idera t ion  fo r  
c l i e n t ' s  c o n f i d e n t i a l i t y  and r i g h t s  o f  due process. 

8. J o i n t  rev iew of  any cont rac ts  which a r i s e  as a  r e s u l t  of t h i s  agreement. 
9. Development of j o i n t  budget requests when such requests a re  d e s i r a b l e  t o  

f a c i l i t a t e  the  d e l i v e r y  of  serv ices  described i n  t h i s  agreement and t o  achieve 
optimum c o s t  e f fec t i veness  through a reduc t i on  i n  the  dupl i c a t i o n  of  se rv i ces  . 

DSS R e s p o n s i b i l i t i e s  

1. P rov i s ion  o f  s p e c i f i c  suppor t i ve  serv ices  as described i n  P a r t  111 o f  t h i s  
agreement. 

2. Development of p o l  i c i e s  which maximize the  resources o f  Rehabi 1  i t a t i o n  
Services i n  s e r v i n g  handicapped c l i e n t s  o f  DSS. 

R e h a b i l i t a t i o n  Serv ices Responsibi 1  i t i e s  

1. P rov i s ion  of a  f u l l  range of r e h a b i l i t a t i o n  serv ices descr ibed i n  P a r t  111 
of  t h i s  agreement t o  a1 1  e l  i g i b l e  R e h a b i l i t a t i o n  Services c l  i e n t s .  

2. Development of r e h a b i l i t a t i o n  serv ices  which maximize the s t a t e ' s  r e c e i p t  o f  
f ede ra l  f i n a n c i a l  p a r t i c i p a t i o n .  

3. Assumption of p r imary  r e s p o n s i b i l i t y  f o r  case management i n  a l l  accepted 
cases which have been re fer red  by DSS. 

STATE OF MICHIGAN 
DEPARTMENT OF soc IAL SERVICES - 33*-, 

n T. Dempsey , iD*ctor 

STATE OF MICHIGAN - DEPARTI4ENT OF 
EDUCATQN, REHABILITATION - SERVICES 

&/;&,. Jd;L:- 
Peter P .  Griswold, State Director 

Date I / .., 
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PART I1 

Functions of O~erational Oversi~ht Committee - Agreement Oversi~ht  - 

To implement the objectives described in  the general agreement between DSS and 
Rehabilitation Services a lead representative from the Central Office of each 
agency will be appointed and be responsible for carrying out the administrative 
implications of this agreement. These two lead representatives will co-chair an 
Operational Oversight Committee which will include, at a minimum, a representa- 
tive from each agency's field services office and from MSA. 

The Operational Oversight Committee will be responsible for establishing annual 
service objectives and the policies and procedures affecting the agreement. The 
Committee is also responsible for planning the delivery of services and for 
monitoring and evaluating the implementation of the agreement. 

1. General Policies and Procedures 

Annual state objectives, general policies and procedures will be developed by 
appropriately designated staff from both agencies. The Operational Oversight 
committee is to review and recommend approval of policies and procedures 
thus developed. The policies and procedures will include a method of refer- 
ral between the two agencies, an agreement concerning the specific areas 
of service delivery responsibilities of each agency and a requirement for 
designated liaison people assigned from all appropriate operating units 
throughout the state from both agencies. The objectives and procedures 
affected by this agreement are to be reviewed whenever either agency 
initiates a request for review, but not less than annually. 

2. Local A~reements 

Local agreements between DSS and Rehabilitation Services, while not re- 
quired, are encouraged. Where local agreements exist, they may be accom- 
plished through formal agreements between local operating units of both 
agencies or, as appropriate, between geographic administrative units repre- 
senting several counties. It is recommended that local agreements include 
local program objectives addressed to  specific needs which shall be designed 
to help achieve the general priorities established by each s ta te  agency. The 
local agreements should specify the particular client groups in need and the 
resources which are available or which can be developed to meet these 
needs. The local agreements should clearly delineate the respective service 
delivery responsibilities of both agencies. Local directors of both agencies 
are also encouraged to assure primary responsibility for coordinating the 
local activities of the two agencies, including the delivery of services. 
Copies of all local agreements must be forwarded to the Operational 
Oversight Committee to enable the evaluation of local activities and as 
resources for the development of other local agreements. 

Questions on policies and procedures which arise in the operation of local 
responsibilities are to be answered by the managers of field services in 
each agency, with appropriate consultation and input from affected program 
offices. Formalization of policies and procedures shall result in the issuance 
of information memoranda, manual materials, and other formal communica- 
tions to affected operating units. 
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The Opcr-ational Overs ight  C~IIIIII~-ttce annual ly  s h a l l  review r e s u l t s  o f  
opera t ions  and i d e n t i  fy areas where s t a f f  t r a i n i n g  and development would 
improve d e l i v e r y  o f  serv ices  o f  cach agency. ' Although an annual rev iew 
o f  t r a i n i n g  needs i s  requ i red ,  t h i s  i ssue  may be explored ~ l h e n e v e r  needs 
becom ev ident .  Staf f  develop~nent u n i t s  .of each agency w i l l  c o n d ~ ~ c t  
t r a i n i n g  as recommended by t h e  Operat ional  Oversight Commi t t e e  i f such 
t r a i n i n g  a l s o  meets any a d d i t i o n a l  c r i t e r i a  f o r  approval e x i s t e n t  w i t h i n  
DSS and Rehabi 1  i t a t i o n  Services. 

5. Repo.rts and Eva lua t ion  

The Operat ional  Overs ight  Committee w i l l  e s t a b l i s h  an annual s tatement  
o f  o b j e c t i v e s  f o r  se rv i ce  based on each agency's p r i o r i t i e s  f o r  s e r v i c e  
and funding. A t  l e a s t  semi-annual l y  , the Operat ional Overs igh t  C o m i  t t e e  
\~i 11 rev iew and evaluate each agency's progress toward these o b j e c t i  ves 
and r e p o r t  i t s  f i n d i n g s  t o  app rop r ia te  a d m i n i s t r a t i v e  s t a f f  o f  each 
agency. Min imal ly ,  t h e  o b j e c t i v e s  w i l l  con ta in  data statements ob ta ined 
f rom e x i s t i n g  f i e l d  repor ts  on t h e  popu la t i on  i n  need o f  se rv i ce ,  t a r g e t  
popu la t i on  t o  be r e f e r r e d  f o r  r e h a b i l i t a t i o n ,  and progress toward reha- 
b i l i t a t i o n .  The r e p o r t  w i l l  a l s o  con ta in  statements r e l a t e d  t o  s p e c i a l  
areas o f  concentrated e f f o r t s ,  such as j o in t - f unded  demonstrat ion p r o j e c t s ,  
and s p e c i a l  p r o j e c t s  t o  serve broad ca tegor ies  o f  i n d i  v i dua is .  

Where l o c a l  agreements a r e  made between DSS and Rehabi 1  i t a t i o n  Serv ices,  
a  statement as t o  l o c a l  DSS popu la t i on  i n  need o f  r e h a b i l i t a t i o n ,  agreed- 
upon r e f e r r a l  r a t c s ,  and expected outcorllcs w i l l  be inc luded.  

A  corr,pi lat ion o f  t h e  a c t i v i t i e s  r e l a t e d  t o  any e x i s t i n g  l o c a l  agreements 
w i l l  be prepared by t h e  l e a d  rep resen ta t i ves  o f  the  Centra l  O f f i ces  o f  
bo th  agencies and reviewed by t h e  Operat ional  Oversight Conlrni t tce  and 
recor~mendations f o r  changes w i l l  be made. 

A t  l e a s t  annua l ly ,  t he  Operat ional  Overs igh t  Commi t t e e  w i l l  prepare and 
eva l  uate outcomes o f  j o i n t  se rv i ces  and cooperat ive r c l a t i o n s h i  ps and 
nay recommend f u t u r e  program d i r e c t i o n  f o r  t he  a d m i n i s t r a t i o n  o f  each 
agency as a  res u l  t . 

STATE OF II1ICHIGAM 
DEPARTivIEtlT OF SOCIAL SERVICES 

Qm-a 3-+, 
Dr. J u n  T. Dempsey j3 D+bector 

Date 

STATE OF MICHIGAN - DEPARTMENT OF 
EDUCATION, REHABILITATION SERVICES 

C 

.,fl4/AR, 
t a t e  Director 
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PART I11 

Section A: Agreement Between Medical Services Administration and Rehabili- 
tation Services 

Purpose: 

The purpose of this section is to establish an administrative and policy frame- 
work for the greater coordination of benefits and services between Rehabilitation 
Services (RS) and the Medical Services Administration (MSA). By describing the 
planned working relationships between the two parties, the agreement is designed 
to obtain the greatest amount of services to handicapped individuals. A founda- 
tion will thus be established for improved program operations. 

Manual Obiectives: 

The two parties wish to assure that the approximately 10,000 recipients mutually 
eligible for the programs offered by each agency receive medical assistance 
appropriate to their needs. 

The RS will take into their system 7000 new assistance recipients who are 
medicaid eligible and are referred by local DSS offices. 

Further, MSA will continue as payor of first resort for medically-related rehabili- 
tation services when the recipient is eligible for both programs. This presupposes 
that all nongovernmental sources, such as benefits from existing insurance poli- 
cies, have been exhausted. 

Services Provided bv Each Partv: 

RS works with eligible individuals to prepare them for gainful occupation and/or 
independent living. The following services are available at all RS offices, as 
appropriate for individual needs: 

Medical and psychological evaluation. 
Vocational counseling and guidance. 
Physical restoration' and corrective surgery. 
Artificial limbs, hearing aids, braces, and other appliances. 
Training for a job. 
Maintenance and transportation. 
Tools, equipment, licenses, or initial stock and supplies. 
Job placement and follow-up. 

MSA administers the Medical Assistance Program which provides health care 
services to eligible individuals who do not have the financial resources to  obtain 
them. Among the services available, subject to specific restrictions, are: physi- 
cian, hospital, and laboratory services, prescribed pharmaceuticals; dental, vision, 
and hearing services; medical supplies; prosthetic and orthotic devices; speech, 
physical, and occupational therapies. 

Referrals: 

In addition to  the objective of referring recipients during the next fiscal year, 
operational manuals for both agencies will contain reciprocal referral procedures 
which direct local staff. 

Rev. 10/01/80 
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~eimbursement  Arrangements : . 
RS and MSA w i l l  develop s t a t ewide  p o l i c y  and procedures  t o  b r i n g  t h e i r  
r e s p e c t i v e  reimbursement schedules  f o r  p rov ide r s  of medical s e r v i c e s  and 
du rab le  medical equipment i n t o  c o m p a t i b i l i t y  wherever p o s s i b l e .  I n  a d d i t i o n ,  
they w i l l  deuelop.methods f o r  in format ionexchange  on reimbursement i s s u e s :  

RS and blSA w i l l  develop p o l i c y  and procedures  f o r  s h a r i n g  c o s t s  
of expensive,  p r i o r  au tho r i zed ,  du rab le  medical equipment f o r  ' 

t h o s e  r e c i p i e n t s  e l i g i b l e  f o r  both programs. 

RS and NS.4 w i l l  e s t a b l i s h  methods of i d e n t i f y i n g  mutual program 
r e c i p i e n t s  and exchanging d a t a  on a l l  s e r v i c e s  d e l i v e r e d  and 
payments n~acle on behal f  o f  t h e s e  d u a l l y  e n r o l l e d  r e c i p i e n t s .  

. For d i n l l y  e n r o l l e d  r e c i p i e n t s ,  reimbursement w i l l  b e  made 
accord ing  .to procedures  publ i shed  i n  medical a s s i s t a n c e  manuals 
i s s u e d  t o  p rov ide r s ' . en ro l l ed  i n  t h e  medical a s s i s t a n c e  program. 
For  excep t iona l  ca ses ,  r a t e s  may be nego t i a t ed  on an  i n d i v i d u a l  
b a s i s .  

Reports : 

'RS anJ MSA w i l l  seek  wcthods f o r  reducing paper p roces s ing  and ove r l app ing  
s e r v i c e s ,  r cco rds ,  ant1 o t h e r  medical info.rmr?tion f o r  t h o s e  r e c i p i e n t s  r e f e r r e d  
from one prograrn t o  t h e  o t h e r .  F1111 cons ide ra t ion  w i l l  be given t o  c u r r e n t  
laws and r e g u l a t i o n s  regard ing  c o n f i d e n t i a l i t y .  

. . 

RS and MSr\ will d.1'3\4 0 1 1  t h e i r  r e z i p i c i l t  records  systems t o  i d e n t i f y  r e c i p i e n t s  
who may bc e l i g i l ~ l t !  fl'ix.t)oth programs. Any r e c i p i e n t s  i d e n t i f i e d  i n  t h i s  
manner w i l l  be j~icluilccl i n  expanded out reach  and r e f e r r a l  a c t i v i t i e s  by t h e  
two agcnc'ics . 

The spec  i Fic ;I(: t 'l v i tic:; olrt l i n e d  i n  t h i s  s e c t i o n  . s h a l l  be  monitored by t h e  
Operatiolral Ovc 1-5 .i.l;tl t Co~runittee desc r ibed  i n  Pa r t  11, a s  scheduled by t h a t  
committee. Thc l i a i s o n  persons  from each agency s h a l l  sit on t h a t  committee. 

STATE OF bIJ.CI I1 G:\Y STATE OF MICtIIG.4!! - DEPAR7TIEST OF 
DEDARl7lEIIT Of: SOCIAL SERVICES EDUCATION, REH4BI LITATION SERVICES 

n *I. Dempsey, UiYectbr 
o f  R e h a b i l i t a t i o n  

Date / 
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FIRE SAFETY INSPECTION AGREEMENT 
BETWEEN 

THE MICHIGAN DEPARTMENT OF SOCIAL SERVICES 
THE MICHIGAN DEPARTMENT OF PUBLIC HEALTH 

THE MICHIGAN DEPARTMENT OF STATE POLICY-FIRE MARSHAL DIVISION 

This agreement provides for those aspects of fire safety inspection, above and 
beyond licensing requirements, which are required for certification of health care 
facilities who desire to participate as a provider in the titles XVIII and/or XIX 
MedicareIMedicaid programs. The following health care facilities are included: 
nursing homes, county medical care facilities and/or other facilities designated by 
the Michigan Department of Public Health. It is understood that all activities 
carried out under this agreement will be in accord with the applicable Feder- 
allstate statutes and regulations. 

A.  The Michigan Department of State Police - Fire Marshal Division will: 

1. Conduct, at appropriate intervals, onsite surveys and resurveys of the 
above facilities applying to participate or participating as providers of 
care under the State's Medical Assistance Program and carry out such 
other activities as may be necessary to determine a facility's compli- 
ance with pertinent Federal and State requirements for payment as a 
provider. 

2. Complete the required survey report forms utilizing the Life Safety 
Codes as required by Federal regulations, and transmit it according to 
a predetermined schedule to the Department of Public Health for 
incorporation in the certification action. 

3. Request and obtain from individual facilities, when indicated, a plan of 
correction for each deficiency noted in the course of the facility 
survey or resurvey and listed on the survey report form. Completed 
plans of correction are to be attached to the survey report form 
transmitted to the Department of Public Health. 

4. Transmit completed Federal waiver forms with justification and recom- 
mendations as ihdicated to the Department of Public Health for review 
and/or approval. 

5. Secure or conduct training for Fire Marshal Division personnel to insure 
uniform and proper application of the requirements dictated by this 
agreement. 

6. Maintain a file for a period of at least three years on all information 
and reports used in determining a facility's compliance with f ire safety 
standards. These files shall be available for review by the appropriate 
Federal and State agencies. 

Rev. 11/01/80 
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7. Develop methods and procedures acceptable to the Department of 
Health and Human Services and the Department of Social Services for 
determining and substantiating the expenditures made by the Department 
of State Police - Fire Marshal Division in which Federal financial 
participation is requested. 

8. Submit for payment to all concerned parties, within 30 days of ending 
of the preceding month, summary of expenses incurred pursuant to this 
agreement. 

9. Conduct, or cause to be conducted, investigations of all fires in  facili- 
ties covered by this agreement. 

B. The Michigan Department of Public Health will: 

1. Utilize the required survey report forms, plans of correction obtained 
from individual facilities, and waiver recommendations and justifications 
in  completing its evaluation of individual facilities and developing 
certification actions. 

2. Provide necessary coordination with the Department of 'State Police, 
Fire Marshal Division to assure the timely completion of fire safety 
surveys and evaluations as well as the timely completion and submission 
of survey report forms and other documents as indicated. 

3 .  Provide the required forms to the Department of State Police, Fire 
Marshal Division, to complete the necessary fire safety inspections. 

4. By inter-departmental billing between the Department of Public Health 
and the Department of State Police, Fire Marshal Division, reimburse 
those expenses for the services which are incurred by the Department 
of State Police in  the performance of the. survey duties related to the 
Title XVIII Medicare program. 

C. The Michigan Department of Social Services will: 

1. Utilize the Michigan Department of Public Health's certification, includ- 
ing the fire safety evaluation, as one of the determinants for provider 
enrollment and payment purposes. 

2. Exercise ultimate authority to enroll provider facilities in the Medicaid 
Program. 

3. By inter-departmental billing between the Department of State Police, 
Fire Marshal Division and Department of Social Services reimburse in 
full the actual expenses for the services which are incurred by the 
Department of State Police in the performance of the survey duties 
related to the Title XIX Medicaid program. 
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D. Each department w i l l  des ignate a l i a s o n  t o  c a r r y  o u t  p e r i o d i c  r ev i ew  and j o i n t  
p lann ing  r e l a t i v e  t o  t h i s  agreement. 

E. The Mich igan Department of S t a t e  P o l i c e  w i l l  develop an annual budget d e t a i l  
worksheet f o r  t h e  program and submit t o  t h e  Michigan Department o f  P u b l i c  
Hea l t h  and t h e  Mich igan Department of Soc ia l  Services f o r  p r i o r  rev iew and 
acceptance. The percentage o f  cos ts  t o  be a l l o c a t e d  between t h e  Mich igan  
Department o f  Pub1 i c  Hea l th  and t he  Michigan Department of Soc ia l  Serv ices  
s h a l l  be j o i n t l y  agreed p r i o r  t o  implementation o f  t h e  annual program budget.  

T h i s  agreement w i l l  supplant  a l l  p r i o r  agreements and w i l l  e x p i r e  September 30, 1983. 
Fur ther ,  t h i s  agreement may be terminated o r  amended on l y  by t h e  unanimous and 
w r i t t e n  consent o f  a l l  p a r t i e s  l i s t e d  here in .  

/ o h o , h  
Bate 

10-1 -80 
Mau r i i e  S.)Reizen, M.D., D i r e c t o r  Date 

Michigan ~ d a r t m e n t - o f  pub1 i c  Hea l t h  
P 
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AGREEMENT 
BETWEEN THE 

MICHIGAN OFFICE OF SERVICES TO THE AGING 
AND THE 

MICHIGAN DEPARTMENT OF SOCIAL SERVICES 
MEDICAL SERVICES ADMINISTRATION 

The Office of Services to the Aging (hereafter referred to as (OSA) and the Department of Social 
Services, Medical Services Administration (hereafter referred to as DSS) by entering into this agreement 
intend: 

- to promote quality targeted case management (TCM) services for high risk elderly clients 
on the verge of entering a nursing home; 

- to promote quality home and community based waiver services for elderly and disabled 
(HCBSIED) clients who are nursing home eligible; 

- to assure the proper expenditure and accountability of public funds for health care 
services provided to these Medicaid clients; and 

- to comply with state and federal statutes, regulations, and guidelines pertaining to TCM 
and HCBSED waiver services. 

Legal authority for these programs is found in Act 280, Public Acts of Michigan of 1939, as amended, 
and Title XIX of the federal Social Security Act, as amended. This agreement will serve to delineate the 
relationship and responsibilities between DSS and OSA in the administration of Medicaid reimbursable 
activities for TCM services' and HCBSED waiver services. (Responsibilities of OSA and DSS in the 
administration of Medicaid reimbursable activities are delineated for TCM services in Schedule B and 
HCBSIED waiver services in Schedule C.) 

The responsibility for periodic review and joint planning, maintaining liaison between parties affected by 
this agreement, and for jointly evaluating policies implemented through this agreement is vested in the 
Program Development Division of OSA and the Bureau of Program Policy of MSA, DSS. 

This agreement is effective January 1, 1993, and will automatically renew each year unless OSA and DSS 
agree to modify or terminate it.' This agreement may be modified in writing by mutual consent of both 
parties at any time. 

MICHIGAN DEPARTMENT OF SOCIAL SERVICES 

Gerald killer, ~irektor  

MICHIGAN OFFICE OF SERVICES TO THE AGING 

Date 

Diane K. Braunstein, Director Date 
- 9-5 TN NO. 93 - 1)s Approval a ate ,- ~ffective  ate & .,.... 
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. Schedule A 

DEFINITIONS 

' h e  following definitions are used in conjunction with this agreement. 

1. AAA - Area Agency on Aging 

2. Administrative Agent - The entity to whom DSS delegates day to day responsibility for TCM and 
HCBSIED program operations, in this instance, OSA. 

3. Care Plan - An individual written plan of care developed by qualified individuals for each client 
under the HCBSED waiver. This plan of care describes the n~edical and other services (regardless 
of funding sources) to be furnished. their frequency. and the type of provider who will furnish each. 
All services will be furnished pursuant to a written plan of care. The plan of care will be subject to 
the approval of the Medicaid agency. 

4. CM - Care Management. (See TCM). 

5. CTS - Client Tracking System. Used by OSA and AAAs to monitor HCBSED waiver clients and 
their services. 

6. DMB - Depannlent of Management and Budget. 

7. DPH - Department of Public Health. 

8. DSS - Department of Social Services. 

9. FFP - Federal Financial Participation. The federal share of reimbursement for services. 

10. HCBSED - Honie and Community Based Services for the Elderly and DisabIed. 

1 1. HCFA - Health Care Financing Administration. 

12. Medicaid - The fededstate program established to ensure that essential health care services are 
made available to -those who otherwise codd not afford them. 

13. MSA - Medical Services Administration. The entity within the Department of Social Services - 
responsible for administering the Medicaid Program. 

14. Organizetl Health Care Delivery System (OHCDS). A public or private organization for delivering 
health services as identified in 42 CFR 447. lqb). 

15. OSA - Office of Services to the Aging. 

16. Pemonal Care - Assistance that is provided to a person who needs help in performing hisher own 
activities of daily living (eating. bathing. transfening. etc.) or instrumental activities of daily living 
(shopping. emnds. light housekeeping. meal preparation. etc.). 

* daH TNNo. q3 Approval Dare/O --/f- Effective Dare /-/- 'Za - 
Supersedes 
TNNo. Y 9 - ' 2 a  

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version . 



Schedule A 

Attachment 4.16A 
Page E-3 

DEFINITIONS 

17. TCM - Targcted Case Management. 'Ihose services that will assist Medicaid-eligible persons in 
gaining access to needed mcdical, social, educational and other services. Core elements of case 
management include assessment; service plan development; linking/coor<iination of services; re- 
assessment/iollow-up; and monitoring of services. 

18. Waiver Services - Those services, authorized by HCFA. that are not regular Medicaid State Plan 
coverages hut may receive ffp under the HCBSED waiver. 
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GENERAL PROVISIONS 

'Ihis agrecmcnt discusses the relationship established between OSA and DSS for the purpose of providing 
targeted case management to the elderly and disabled. 'Ihis agreement also   cognizes activities directly 
perfomled by OSA as well as the activities of the AAAs who have contractual ties to OSA and who 
prform targeted case management-related activities as Medicaid providers. 

SECTION I: DSS RESPONSlBILITIES 

DSS will: 

1.  Assure that TCM claims meet DSS policies and guidelines; prepare and submit claims k)r 
federal financial participation (ffp). 

2. Make information available to OSA to permit verification o l  client Medicaid eligibility and 
provider Medicaid enrollment prior to bill preparation and submission o l  claims. 

3. Verify that the individual for whom a claim is made is eligible for Medicaid 

4. Conduct periodic reviews as necessary to detemiinc that OSA responsibilities under this 
agreement are fulfilled 

5 .  Generate a remittance advice to providers. with a copy to OSA. indicating the status of 
claims received by DSS. Reimbursement for TCM is made pursuant to the 
arrangements described in the Michigan Medicaid State Plan. Attachment 4.19-B. 
Item 9. "Case Management Services". 

6. Monitor TCM claims to prevent duplication of services. 

OSA will: 

1 .  Assure that TCM providers conform to DSS approved case management criteria through 
m u a l  certification reviews of each provider agency. 

2. Assure that each Medicaid client has an appropriate care plan developed by a qualified 
case manager after an assessment of the client's needs. 

3. Provide written TCM billing documentation to DSS in a fom~at specified by DSS. 

4. Maintain the historical file of TCM services, by client. 

5. Assure that case record documentation of TCM is maintained for six years for the purpose 
of subsequent audit. 
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6.  Provide guidance to, and encourage collaboration between. local agencies providing case 
management. 

7. Assure client freedom of choice in the selection of a case manager. 

8. Adhere to standards of confidentiality. as defined in 42 CFR 43 1 and State law, regarding 
client information and assure the same of the AAAs. Client infomlation nlay be shared 
ONLY as necessary for the administration of Medicaid reimbursable activities. 

9. Assure that the provider agency adheres to the following: 

a. TCM should he provided in accordance with a care plan; 

b. TCM services shall meet program criteria approved by DSS; 

c. clients should be involved in the TCM process and their rights respected; 

d. standards of confidentiality, as defined in 42 CFR 43 1 and Stale law, regarding 
client information. Client information may he shared ONLY as necessary for thc 
administration of Medicaid reimbursable activilies; 

e. TCM shall be documented to OSA in a format specified by OSA; 

f. appropriate records shall be maintained for six years for the purpose of 
subsequent audit; 

g. cooperation shall be provided to financial and programmatic audits by OSA. 
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GENERAL PROVISIONS 

This agreemen1 describes the relationship established between OSA and DSS for the p u p s e s  of 
administering various activities related to the HCBS waiver and related State Plan pcrsonal care services. 
(Personal care for waiver clients must meet existing criteria as indicated in 3.1A 23 (f) of the Michigan 
State Plan as well as the criteria indicated in the approved waiver plan. For this schedule. reference to 
waiver services includes pcrsonal can: services.) 'Ihis agreement also recognizes the operational 
responsibilities of OSA, as well as the responsibilities of the AAAs who perform waiver activities directly 
as organized health care delivery systems (OHCDS). 

SECTION I: DSS RESPONSIBILITIES 

DSS. as the single State Medicaid agency is ultimately responsible for ensuring that the terms and 
conditions of the HCBSED waiver are met. 

DSS will: 

1. Provide necessary client information to the Office of Services to the Aping. as the 
administrator of this waiver. and the AAAs as needed. 

2. Assure coopxation between OSA and the Department of Public Health (DPH) with 
respect to the determination of the client's medical eligibility for nursing home care through 
the use of the R-19, Request for Prior Authorization of Medical Eligibility for 
Reimbursement for Skilled Nursing or Intermediate Care. 

3. Review determinations of medical eligibility and determine financial eligibility for 
individuals who make an application for Medicaid benefits. 

4. Conduct hearings of client appeals on waiver eligibility and service denials. 

5. Arrange for and provide funding for evaluation activities, including an indepcndent 
assessment of the HCBSED waiver. if required. 

6. Determine an annual amount to be targeted for HCBSED waiver services zlnd obtain 
HCFA approval regarding administrative funds for the HCBSIED waiver. 

-. 
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7. Proccss claims for HCBSED waiver services through the Medicaid Management 
Information System. The claims will be subject to all appropriate Medicaid policies and 
will assure: 

a. that clients are Medicaid eligible; 

b. that waiver services are not claimed for clients while they are inqtitutionalized; and 

c. that waiver services are not claimed for the cost of room and board. except for 
approved out-of-home respite services. 

8 .  Provide OSA and AAAs with remittance advices identifying the status of waiver and 
related personal care services claims received by DSS; 

9. Prepare and submit to HCFA the required quarterly and annual reports for service 
expenditures. 

1 0 .  Prepare and submit to HCFA ffp claims for waiver ah~inistration and services. 

1 1. Assure financial accountability: 

a. conduct periodic program and fiscal audits of OSA to review compliance with tllc 
terms and conditions of the HCBSED waiver, 

h. ensure that financial documentation kept by DSS for waiver services is maintained 
for six years for purposes of subsequent audit. 

12. Provide OSA with non-waiver Medicaid expenditure data on all  waiver recipients for 
purposes of evduating waiver costs during any waiver year. 

13. Cooperate and collabrate with OSA and thc AAAs to review the overall waiver progress. 
address project issues and concerns. and evaluate project performance. 

SE CTION 11: OSA RESPONSIBILITIES 

OSA. as the administrative agent for waiver operations. is rcspnsible for the day to day operation of the 
HCBSIED waiver. 

OSA will: 

1. Ensure that all AAAs operate in compliance with DSS approved requirements for an 
OHCDS through annual certification reviews of each OHCDS entity. 
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Ensure that each AAA's performance of activities complies with the HCBS/ED waiver 
plan as approved by HCFA, OSA administrative standards, the terms and conditions of 
this agreement. Department of Management and Budget administrative rules, DSS policies 
and guidelines,and OSA/DSS waiver policy and procedures. 

a. pmvide AAAs with written notification when waiver requirements are not met; 

h. recomnlend corrective action, as necessary; 

c. ensure that corrective action procedures are implemented in a timely manner. 

Verify that AAAs providing administrative case management under the waiver meet the 
same operating. management. and CM Performance Criteria as specified in Schedule B. 
Targeted Case Management, of this agreement, with the exception of Section 11, item 7. 

Maintain a state waiver client register and individual client files of all waiver services on 
the OSA Client Tracking System (CTS); 

Compile billing data. and submit to DSS at least quarterly. as required hy DSS 
specifications and format. 
Provide DSS with expenditure reports for OSA's costs and each AAA's costs in afomlat, 
and on a schedule. specified by DSS. 

a. compile waiver data as required and submit to DSS in a timely manner; 

b. generate ad hoc waiver reports from the CTS as needed by DSS and OS A for 
purposes of evaluating waiver perfomlance and program expenditures. 

Ensure that financial documentation for waiver services is maintained by AAAs for 
purposes of subsequent audit; 

a. maintain documentation to fully disclose the extent of waiver services provided for 
a period of six years for the purpose of subsequent audit; 

b. provide these records upon request to DSS. HCFA, or any other agency with 
authority to audit. 

Perfom1 fiscal assessments of the AAAs using DSS approved policies and standards. 

Using the CTS. monitor projected vs actual expenditures for waiver services to determine 
cost-effectiveness per the approved waiver plan. 
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10. Ensure that waiver costs are below the cost of nursing home care by evaluating 
expenditure ntes on the CI'S. 

1 1. Adhere to standards of confidentiality, as defined in 42 CFR 432 and State law. regarding 
client information and assure the same of the AAAs. Client information may be shared 
ONLY as necessary for the administration of Medicaid reimbursable activities. 

12. Cooperate with evaluation activities. including the independent assessment if required 
under HCFA's Home and Community Based Services rules. 

13. Cooperale and cc)llabonte with DSS and the AAAs to review the overall waiver progress, 
address project issues and concern. and evaluate project perfomiance. 

SECTION 111: AAA RESPONSIBlLITIES 

For purposes of this waiver, AAAs under contract with OSA will function as organized health care delivery 
systems (OHCDS) and will carry out their OHCDS responsibilities in compliance with DSS-approved 
requircnients for operation of an OHCDS. In their capacity as OHCDS, AAAs will: 

1. Enroll eligible clients in the waiver, 

a. conduct waiver assessments (pre-admission screenings); 

b. complete the R-19 forms for evaluations and annual re-evaluations; 

c. inform Medicaid clients of all available waiver service alternatives; 

d. provide waiver recipients with choice of institutional or home and community 
based care; 

e. respect the client's choice of service alternatives; 

f. explain the appeal process to each client, as appropriate; 

g - assist the client in completing the necessary forms for Medicaid eligibility 
determinations; 

h. adhere to standards of confidentiality, as defined in 42 CFR 431 and State law, 
regarding client information. Client information may be sharcd ONLY as 
necessary for the administration of Medicaid reimbumable activities. 
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2. Link clients to services; 

a. develop individual written care plans for waiver clients; 

b. establish frequency and duration of all waiver and related state plan services on 
client care plans; 

c. submit appropriate documentation to DSS for authorization of Medicaid State 
Plan covered durable medical equipment, and/or medical supplies. Remaining 
services will he covered by the waiver program; 

d arrange waiver and related statc plan services to he provided; 

e. assist the client in locating providers. if nccessary. 

3. Monitor service delivery and client status; 

a. provide case management according to DSS approved case management criteria; 

b. ensure that all services are provided as authorized in individual care plans; 

c. monitor and evaluate clients' health status; 

d. ensure that waiver services are not provided to institutionalized clients. 

4. Contract with qualified entities to deliver HCBSED waiver services; 

a. ensure that entities meet and maintain all applicable service standards and waiver 
requirements; 

b. utilize contracts with such entities which meet the requirements of 42 CFR 434.6; 
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5.  Rcim hurse contractors and/or subcontractors who are pan of the OHCDS for waiver 
services furnished to individual clients as authorized in the client's care plan. 

a. provide billing instructions to contractors and /or subcontractors; 

b. prior to payment, verify that waiver services are provided according to the client 
care plan; 

c. ensure that all available third-party reimbursement resources are identified and 
ulilized prior to authorizing expenditures for waiver services; 

d. on a monthly basis, prepare and submit service payment data to OSA. according 
to DSS approved specifications and format. 

6. Track waiver service costs on CTS; 

a. maintain individual client files as required by OSA on all waiver clients for the 
purpose of tracking client demographics. service payment data. and client status; 

b. submit all CTS client fdes to OSA monthly; 

c. edit and update files as required by OSA. 

7. Review contractor and /or subcontractor activity and billing claims through independent 
financial audits as required by DSS approved standards. 

8. Maintain records; and 

a. ensure'that all necessary records (e.g., care plans, R-19s. financial documentation) 
are maintained to disclose fully the extent of services provided for a period of six 
years for the purpose of subsequent audit; 

h. provide these records upon request to OSA. DSS, HCFA. or any other agency 
with authority to audit. 

9. Cooperate and collaborate with DSS and OSA to review the overall waiver progress. 
address project issues and concerns, and evaluate project performance. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Cooperative Agreements 

JOINT OPERATING AGREEMENT 
Between the 

Michigan Department of Community Health 
a Principal State Department  

and the  

State Office of Administrative Hearings and Rules  
a Type I Agency  

This agreement is entered into to implement Executive Order (E.O.) 2005-1 in a 

manner consistent with federal law. E.O. 2005-1 created the State Office of 

Administrative Hearings and Rules to consolidate rulemaking and administrative hearing 

functions within one Type I Agency, within the Department of Labor and Economic 

Growth. 

WHEREAS, the Michigan Department of Community Health (MDCH) is a 

principal department of Michigan state govemment, as defined in MCl § 16.104, 

and is designated as the responsible Single State Agency (SSA) administering 

the Medicaid program in the state; and 

WHEREAS, the State Office of Administrative Hearings and Rules 

(SOAHR), a Type I Agency (MCl § 16.103), was created by Governor Jennifer 

M. Granholm in E.O. 2005-1 and amended in E.O. 2005-26; and 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Cooperative Agreements 

WHEREAS, MDCH and SOAHR desire to jointly conduct operations to the 

extent necessary to assure MDCH control over Medicaid decisions and 

determinations under the terms and conditions set forth herein. 

NOW, THEREFORE, in consideration of the premises and of the mutual 

agreements, representations, provisions and covenants herein, MDCH and 

SOAHR, intending to be legally bound, agree as follows: 

I. SUMMARY OF THE AGREEMENT 

The MDCH is responsible for administration of the federal Medicaid 

program, under Title XIX of the Social Security Act and rules promulgated under 

that authority. 42 U.S.C. 1396 et al. and 42 CFR Part 430 et al. 

Title XIX requires states to complete and follow a State Plan, which 

includes certain required assurances. The state must "provide for the 

establishment or designation of a single State agency to administer or to 

supervise the administration of the plan." 42 U.S.C. 1396a(a)(5). The MDCH is 

designated as Michigan's Single State Agency. (Michigan's Medicaid State Plan, 

§ 1.1(b), p. 3.) 

The phrase "single state agency" (SSA), sometimes referred to as the Medicaid 

agency, has extensive meaning and brings about additional duties. Its ability to delegate 

its authority and control is limited by 42 CFR 431.10, which provides in part: 
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Cooperative Agreements 

In order for an agency to qualify as the Medicaid agency-

(1) The agency must not delegate, to other than its own officials, authority to-
(i) Exercise administrative discretion in the administration or 
supervision of the plan, or 
(ii) Issue policies, rules, and regulations on program matters. 

(2) The authority of the agency must not be impaired if any of its rules, 
regulations, or decisions are subject to review, clearance, or similar 
action by other offices or agencies of the State. 

(3) If other State or local agencies or	 offices perform services for the 
Medicaid agency, they must not have the authority to change or 
disapprove any administrative decision of that agency, or otherwise 
substitute their judgment for that of the Medicaid agency with respect 
to the application of policies, rules, and regulations issued by the 
Medicaid agency. 

42 CFR 431.10(e). 

This agreement makes clear the supervisory and oversight powers and 

responsibilities of the MDCH. In form and substance, the administrative law judqes' 

decisions continue to be subject to the oversight, supervision, and authority of the 

Director of the MDCH. 

II. DELEGATION TO ADMINISTRATIVE LAW JUDGES 

Medicaid decision-making authority is narrowly drawn and subject to the following 

limitations: 

(1) MDCH	 has delegated to SOAHR authority to issue decisions entitled 

"Decisions and Orders' (0 & Os) for only certain case types. Administrative 

Law Examiners (ALEs) are authorized by MDCH to issue only Proposals for 
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Decisions for Medicaid Provider appeals brought pursuant to the Social 

Welfare Act, 1939 PA 280, MCL 400.1 et seq., and 1979 AC R 400.3401 et 

seq. 

(2) In all other cases referred to SOAHR by MDCH, ALEs are authorized to issue 

D& Os. D & O's will be issued by the ALEs in a timely manner and will be 

forwarded for review to those individuals within MDCH designated by MDCH 

by case type or case type grouping. MDCH will have the following periods of 

time to review the D &Os: 

(a)	 Five (5) business days from the date of receipt of a D & 0 

for appeals involving: 

i.	 Waivers: Adult Benefit, Family Planning, Habilitation and 

Supports, Children's, MIChoice, and Medicaid Managed Specialty 

Supports and Services Concurrent 1915(b)/(c). 

Ii.	 Other Cases: Hospital Admission denials, Nursing Home 

eligibility, OBRAIPreadmission Screening and Annual Resident 

Review (PASARR); Children's Special Health Care Services 

including prior authorization; Programs for All Inclusive Care to the 

Elderly (PACE), Substance Abuse Services, and all other appeals 

not specified in Section 11(1) or 1I(2)(b). 

(b)	 Three (3) business days from the date of receipt of a D & 0 

for appeals involving: Breast and Cervical Cancer Prevention 
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and Treatment, Beneficiary Monitoring Program, Medicaid client 

general issues, Disenrollment from Medicaid Managed Care, 

Family and Neighborhood Services, Home Help Services 

program, Medicare Buy-In, Exceptions from Medicaid Managed 

Care, Maternity Outpatient Medical Services, Medicaid Medical 

Services Billing, Office of Medical Affairs, Prior Authorization, 

Physical Disability Services, Pharmacy Benefits, Policy Exception, 

Managed Care Organization/Qualified Health Plan, Transportation 

reimbursement, Vision-glasses. 

(3) Prior to the expiration of the review time periods specific in 2(a) and 2(b), 

MDCH must exercise one of the following options: 

(a) If MDCH disagrees with the 0 & 0, MDCH must 

i. Issue a Final Decision and Order resolving the case, or 

ii. Issue an Order Converting the Decision and Order to a Proposal 

for Decision requiring supplemental action by either the ALE or the 

parties. 

(b) If MDCH agrees with the 0 & 0, MDCH will take no action and the 

o & 0 shall become the final decision of MDCH as a matter of 

law, at the expiration of the review period. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Cooperative Agreements 

(4) ALEs are not authorized to issue D & Os in those cases in which the ALE 

believes MDCH policy to be out of conformity with case law, statute or 

promulgated regulation. 

(5) ALEs	 are not authorized to make decisions, either through D & Os or 

Proposals for Decision, on constitutional grounds, overrule statues, overrule 

promuigated regulation, or overrule or make exceptions to department policy. 

(6)	 In cases where the ALE's recommended remedy exceeds his or her 

delegated authority, the ALE will make a Recommended Policy Hearing 

Authority Decision to MDCH's Director, and the Director will issue a Final 

Decision and Order. In these instances, the review time period specified in 

subsection II(2) shall not apply. 

(7) If, following the expiration of 0 & 0 review period the D & 0 has become the 

final decision of MDCH, MDCH retains the authority pursuant to MCl 24.287 

et seq. and 1979 AC R 400.901 et seq., to request a rehearing or 

reconsideration. The Administrative law Manager (AlM) shall review all 

requests for rehearing or reconsideration and shall issue an order which 

grants or denies all requests for rehearing or reconsideration. 

i.	 Rehearing: If the AlM grants rehearing, the case shall be 

retumed to SOAHR for rehearing. The rehearing will be 

noticed and conducted by SOAHR in the same manner as the 

original hearing. Upon the close of the record, SOAHR will 
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issue a Rehearing D & 0 that is subject to MDCH review 

pursuant to subsection 11(2). If MDCH agrees with the 

Rehearing D & 0, the Rehearing D & 0 shall become the final 

decision of MDCH as a matter of law, at the expiration of the 

review period. 

ii.	 Reconsideration: If the ALM grants Reconsideration, the 

ALM shall issue a Reconsideration Order. If the ALM grants 

reconsideration, the decision may be modified without further 

proceedings unless the ALM determines there is a need for 

further testimony for the purposes of reconsideration. If the 

ALM determines that further testimony is required, additional 

hearing(s) shall be scheduled. The reconsideration hearing 

will be noticed and conducted by SOAHR in the same manner 

as the original hearing. Upon the close of the record, SOAHR 

will issue a Reconsideration D & 0 that is subject to MDCH 

review pursuant to subsection 11(2). If MDCH agrees with the 

Reconsideration D & 0, the Reconsideration D & 0 shall 

become the final decision of MDCH as a matter of law, at the 

expiration of the review period. 

iii.	 JUdicial Review: All D & Os, Orders Denying Rehearing or 

Reconsideration, Rehearing D & Os, and Reconsideration D & 

TN NO.: 06-07 Approval Date: FEB 0 g 200B Effective Date: 05/15/2006 

Supersedes 
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Os are subject to judicial review pursuant to MCL 24.301 et 

seq. and 1979 AC R 400.901 et seq. 

III. TRAINING 

In coordination with the SOAHR Executive Director, MDCH will provide training to 

ALEs assigned to their cases and, where applicable, will cooperate with the SOAHR 

Executive Director to secure all possible federal, state, and foundation training funds 

available. 

IV. SPECIAL PROVISIONS 

SOAHR will comply with: 

o	 42 USC 1396 et seq.; 
o	 42 CFR 400 et seq.; 
o	 MCL 400.1 et seq.; 
o	 All Medicaid Policy; 
o	 1979 AC, R 400.901 et seq.; 
o	 1979 AC, R 400.3401 et seq.; and 
o	 MDCH Medicaid hearings policy as found at: 

http://www.michigan.gov/mdch/0.1607.7-132-2946 5093-16825-00.html 

V. COMPLIANCE CONCLUSION 

The MDCH is required to provide a hearing before the agency, when requested 

by a recipient or provider. By providing a dual relationship of responsibility and oversight 

and by vesting review authority in MDCH, the federal law requirements are met, while 

following E.O. 2005-1. 

FEB 0 B 2008 
TN NO.: 06-07 Approval Date:	 Effective Date: 05/15/2006 
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VI. PRIOR AGREEMENTS 

Upon execution by both parties, revised Joint Operating Agreement replaces and 

supercedes the Joint Operating Agreements executed by the parties on May 5, 2006 

and October 28, 2006. 

:_~~ . i ; /s-;;:;'-
~ L ?I""""",, Date 
Execuliwe Diteclor 
SOAHR 

TN NO.: 06·07 Approval Date: _ 
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TN No.: N/A new page 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version . 



Attachment 4.17-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Liens and Adjustments or Recoveries 

TN NO.:  16-0005  Approval Date:  _____________ Effective Date: 01/01/2016 

Supersedes 
TN No.:  12-10 

MAY 24, 2016 

1. The State uses the following process for determining that an institutionalized individual cannot
reasonably be expected to be discharged from the medical institution and return home:
The State is not a TEFRA state.  Determination of permanent institutionalization is not required or
performed.

2. The following criteria are used for establishing that a permanently institutionalized individual’s son or
daughter provided care as specified under regulations at 42 CFR §433.36(f):

Because 42 CFR §433.36(f) is a provision required only if a State chooses to impose a lien against
an individual’s real property prior to his or her death, and the State is not a TEFRA state, the State
does not have nor need such criteria.

3. The State defines the terms below as follows:

• estate –
MCL 700.1104(b) "estate" includes the property of the decedent, trust, or other person whose
affairs are subject to this act as the property is originally constituted and as it exists throughout
the administration.  ("as the property is originally constituted and as it exists throughout
administration" describes an asset that has changed forms.  As an example:  an individual has
real estate which is sold in parcels and the proceeds from the sale of the separate parcels are
invested in cds.  Even though the asset is no longer in its original form, it is still part of the
estate when the estate is distributed.)  Additionally, the state’s estate recovery statute (MCL
400.112h (a)) defines estate as ". . .All property and other assets included within an
individual’s estate that is subject to probate administration. . ."  If a decedent received (or is
entitled to receive) benefits under a long-term care insurance policy and had assets or
resources disregarded, pursuant to 42 USC 1396p(b)(4)(B) “estate” includes all real and
personal property and other assets in which the decedent had any legal title or interest
immediately before or at the time of death to the extent of that interest, including but not
limited to, assets conveyed to a survivor, heir, or assign of the deceased individual through
joint tenancy, tenancy in common, survivorship, life estate, living trust, transfer-on-death deed,
payable on death contract, promissory note or other arrangement.

• Survivor – an individual who is entitled to inherit from the decedent’s estate, who does not
predecease the deceased beneficiary

• individual’s home – any shelter used by an individual or spouse as a place of residence in
which the individual has a home-ownership interest

• equity interest in the home – any equitable right, title or interest in real property

• residing in the home for at least one or two years on a continuous basis – occupancy of an
individual’s home by a sibling, child or other survivor using the home as the principal place of
residence

• discharge from the medical institution and return home – the attending physician has signed
an order for discharge from the nursing home, following which the individual has returned to
reside in his or her own home, and

• lawfully residing – use of the home of an individual residing in a nursing facility as a primary
place of residence by a spouse, a minor, blind or disabled child, a sibling or other survivor.
Such property must be the spouse’s, child’s, sibling’s or other survivor’s mailing address or
legal address for driver’s licensure and/or voter registration.
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• Surviving spouse – a person who is still married to the decedent. A person who is a party to a
judgment of separate maintenance or a judgment of divorce is not a surviving spouse for
purposes of this section.

4. The State defines undue hardship as follows:

An undue hardship may exist when (1) the estate subject to recovery is the primary income
producing asset of the survivors (where such income is limited), including, but not limited to, a family
farm or business; OR (2) the estate subject to recovery is a home of modest value.

There is a presumption that no hardship exists if the hardship resulted from estate planning
methods under which assets were diverted in order to avoid estate recovery.  The agency will not
grant an undue hardship waiver if the granting of such waiver results in the payment of claims to
other creditors with a lower priority standing.

Home of modest value is defined as a home valued at fifty percent (50%) or less of the average
price of homes in the county where the homestead is located, as of the date of the beneficiary’s
death.

For individuals who apply for but do not meet the definition of undue hardship as found in MCL
§400.112g and provided above, the state will consider granting an exemption when a survivor who
was residing in the deceased beneficiary’s home continuously for at least two years immediately
before the beneficiary’s date of death, provided care that kept the deceased beneficiary out of an
institution, even if the deceased beneficiary never entered an institution.  This exemption will only be
granted in circumstances where non-institutional long-term care services approved under the state
plan were provided and only after the means test has been satisfied.

The State is following its own definition of undue hardship in accordance with mcl §400.112g(3)(e). 
When considering whether to grant an undue hardship waiver, a means test will be applied.  West 
Virginia v. Thompson, 475 F.3d 204.  An applicant will satisfy the means test only if both of the 
following are true: 

Total household income of the applicant is less than 200 percent of the poverty level for a 
household of the same size; and 

Total household resources of the applicant do not exceed $10,000. 

Undue hardship waivers are temporary.  Undue hardship waivers expire when the conditions which 
qualified an estate, or a portion of an estate, for a waiver no longer exist. 

5. The following standards and procedures are used by the State for deferring or waiving estate
recoveries when recovery would cause an undue hardship, or when recovery is not cost-effective.

Review of hardship waivers begins with the estate recovery caseworker.  The caseworker reviews
all incoming waiver applications and makes an initial recommendation to accept or deny and sends
it to the estate recovery program manager.
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The Estate Recovery program manager’s responsibilities are: 

• monitors state and federal laws and regulations pertaining to estate recovery
• conducts all initial hardship waiver reviews
• monitors progress of filed claims in probate
• assists caseworkers in sending notices of intent to file
• ensures adherence to applicable timeframes
• develops, tests, and implements TED, the Third Party Liability Electronic Database.
• approves all correspondence and informational materials
• coordinates with the Office of Legal Affairs and the Office of the Attorney General
• verifies information in recommendations received from the caseworker and in the waiver

applications
• directs the activities of staff in pursuing recoveries
• evaluates methods for maximizing reimbursement from liable sources
• ensures adherence to state and federal laws and regulations
• approves or denies waiver applications

The caseworker will use the following criteria when making an initial undue hardship waiver 
recommendation: 

• whether the estate is the primary income-producing asset of the survivors
• whether the estate is a home of modest value
• whether an actual hardship exists after application of the means test

TED is a module of the third party liability database that is used to process estate recovery cases. 

6. The State defines cost-effective as follows:

Recovery is considered cost-effective when the potential recovery amount of the estate exceeds the
cost of filing the claim or if the claim amount is above a $1,000 threshold.
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7. The State uses the following collection procedures:

The State identifies deceased recipients subject to estate recovery via a match with the Medicaid
recipient eligibility file using data from the National Social Security Death Index and State Vital
Statistics, and claims paid with a discharge status code indicating death.  The match is run weekly.
Deceased recipients are also identified by obtaining referrals from local MDHHS offices, service
providers, long-term care facilities, attorneys, personal representatives, family members of
recipients, and possibly by monitoring newly opened probate court records for high-population
counties in Michigan.

Under the Michigan Probate Code, a personal representative is required to publish notice to
creditors to present their claims to the estate.  The personal representative must send a copy of the
published notice to all known creditors of the estate.  A known creditor of the decedent is any
creditor whose existence is reasonably ascertainable through an investigation of the decedent’s
records for the 2 years prior to death. (MCL 700.3801(1)). The State will be a creditor ascertainable
from review of the decedent’s past two years’ records; therefore, the State will be a known creditor
and the personal representative will be required to send it notice of the probate estate.

The personal representative is also required, by state law to:

(1) within 91 days after appointment or other time specified by court rule, a personal representative,
who is not a special personal representative or a successor to another representative who has
previously discharged this duty, shall prepare an inventory of property owned by the decedent at the
time of death, listing it with reasonable detail, and indicating as to each listed item, its fair market
value as of the date of the decedent's death, and the type and amount of an encumbrance that may
exist with reference to each listed item.
(2) the personal representative shall send a copy of the inventory to all presumptive distributees and
to all other interested persons who request it, and may also file the original of the inventory with the
court. The personal representative shall submit to the court on a timely basis information necessary
to calculate the probate inventory fee.  (MCL 700.3706)

The personal representative shall keep each presumptive distributee informed of the estate 
settlement. Until a beneficiary's share is fully distributed, the personal representative shall annually, 
and upon completion of the estate settlement, account to each beneficiary by supplying a statement 
of the activities of the estate and of the personal representative, specifying all receipts and 
disbursements and identifying property belonging to the estate.  MCL 700.3703(4) 

(D) that, during the course of administering the estate, the personal representative must provide
all interested persons with all of the following:
(i) a copy of the petition for the personal representative's appointment and a copy of the will, if

any, with the notice.
(ii) a copy of the inventory.
(iii) a copy of the settlement petition or of the closing statement.
(iv) unless waived, a copy of the account, including, but not limited to, fiduciary fees and

attorney fees charged to the estate (MCL 700.3705).
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Within 30 days of learning of the death of a Medicaid recipient who is subject to estate recovery, 
MDHHS mails a Notice of Intent (NOI) to the last known address of the decedent if a claim will be 
pursued.  If a valid address is not known, a letter will be sent to the facility where the decedent last 
resided to request a family contact.  The NOI indicates that the state intends to file a claim against 
the estate in probate court to seek reimbursement for payments made by the Medicaid program (not 
to exceed the value of the estate). 

The NOI also indicates that the State may defer recovery in the event that recovery would result in 
an undue hardship.  The NOI provides the State’s definition of an undue hardship along with a 
contact phone number and address to request an undue hardship application.  The NOI also 
advises that an undue hardship application may be downloaded from the estate recovery website 
and gives the url.  Lastly, the NOI states that adverse decisions may be appealed under the 
Administrative Procedures Act, (MCL 24.201-24.328) within 60 days of receiving notice of the 
State’s final decision. 

Upon confirmation that a case does not meet any statutory exemptions or hardship conditions and 
that probate has been opened, the State files a claim against the estate and pursues recovery.  The 
State’s estate recovery claim is administered through the State Probate Court system and all claims 
are subject to review by the Probate Court.   

The Probate Court’s allowance or denial of the State’s claim is subject to the appellate review 
available to all other Probate Court decisions. 

The State will petition a court pursuant to estates and protected individuals code, for distribution of 
estate assets upon determination that the personal representative has failed to distribute the 
proceeds of the estate in a timely manner (MCL §700.3415; 3807(1); 3951; 3952; 3953). 

8. The State assures CMS that the full FMAP share of all recoveries will be credited timely to CMS via
the CMS-64 report.

The State will provide CMS copies of the reports mandated by the Michigan Legislature.  Such
reports will be forwarded to CMS at the same time the reports are presented to the Legislature.
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STATE PLAN UNDER TI'I'LE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: MICHIGAN 

Premiums Imposed on Low Income Pregnant Women and Infants 

A. The following method is used to determine the monthly premium imposed on 
optional categorically needy pregnant women and infants covered under 
section 1902(a)(lO)(A)(ii)(IX)(A) and (B) of the Act: 

No premiums are charged. 

B. A description of the billing method used is as follows (include due date 
for premium payment, notification of the consequences of nonpayment, and 
notice of procedures for requesting waiver of premium payment): 

Not applicable to Michigan 

*Description provided on attachment. 

TN No. 92 79s 
Supersedes Approval Date 64-/4 - 9a Effective Date 10-01-91 
TN No. N/A 

HCFA ID: 7986E 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: MICHIGAN 

C. State or local funds under other programs are used to pay for premiums: 

/I yes 7 NO 

Not Applicable 

D. The criteria used for determining whether the agency will waive payment of 
a premium because it would cause an undue hardship on an individual are 
described below: 

Not Applicable 

+Description provided on attachment. 

TN No. q8 93 
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TN No. N/A 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: MICHIGAN 

Optional Sliding Scale Premiums Imposed on 
Qualified Disabled and Working Individuals 

A. The following method is used to determine the monthly premium imposed on 
qualified disabled and working individuals covered under section 
1902(a)(lO)(E)(ii) of the Act: 

B. A description of the billing method used is as follows (include due date 
for premium payment, notification of the consequences of nonpayment, and 
notice of procedures for requesting waiver of premium payment): 

*Description provided on attachment. 

TN No. 92 -#5 
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TN NO. 90-23 
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State/Territory: MICHIGAN 

C. State or local funds under other programs are used to pay for premiums: 

/7 Yes 

s D. The criteria used for determining whether the agency will waive payment of 
a premium because it would cause an undue hardship on an individual are 
described below: 

+Description provided on attachment. 

*2 
Approval Date by-i4-92. Effective Date 10-01-91 
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CMS-101090 (09/06) 

         
It should be noted that States can select one or more options in imposing premiums.  

 
 A.  For groups of individuals with family income at or below 100 percent of the FPL: 
 
1. Premiums 
 

a. _X_/  No premiums will be imposed for individuals with family income at or 
below 100 percent of the FPL. 
 
  __/ Other (specify the premium amounts by group and income level). 
 
 
 
 
 
 
 
 
 
B.  For groups of individuals with family income above 100 percent but below 150 percent 
of the FPL: 
 
1.  Premiums 
 
 A .X  No premiums may be imposed for individuals with family income above 100 
percent but below 150 percent of the FPL. 
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C.  For groups of individuals with family income above 150 percent of the FPL: 
 

 
1.  Premiums 
 

a.   X/ No premiums are imposed. 
b.   __/ Premiums are imposed under section 1916A of the Act as follows (specify the 

premium amount by group and income level. 
  

 
 
 
 
 
 

 

D. Period of determining aggregate 5 percent cap 
 

Specify the period for which the 5 percent maximum would be applied. 
 

__ /  Quarterly 
 

__/  Monthly 
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I. Principle

A. Reimbursement Type

The Michigan Medicaid Program in patient reimbursement system is applicable for inpatient
hospital services rendered to recipients under the Medicaid and Children's Special Health
Care Services programs and to recipients with dual Medicare/Medicaid eligibility.

Reimbursement for inpatient services is not applicable for hospital-acquired conditions (HAC)
identified as non-payable by Medicare other than deep vein thrombosis (DVT)/pulmonary
embolism (PE) following total knee replacement or hip replacement surgery in pediatric and
obstetric patients.  This applies to all Medicaid reimbursement provisions contained in
attachment 4.19-a.

Medicaid has adopted Medicare’s policy on reporting present on admission (POA) indicators
on inpatient hospital claims and non-payment for hospital acquired conditions (HAC).
Hospitals are required to report whether a diagnosis on a Medicaid claim was present on
admission.  Claims submitted without the required POA indicators are denied.  For claims
containing secondary diagnoses codes that are included on Medicare’s most recent list of
HACS and for which the condition was not present on admission, the HAC secondary
diagnosis will not be used for DRG grouping and the claim will be paid as if a HAC secondary
diagnoses were not present on the claim.

Medicaid reimbursement is not applicable for other provider-preventable conditions (OPPC)
that are identified as non-payable by Medicare: wrong surgical or other invasive procedure
performed on a patient; surgical or other invasive procedure performed on the wrong body
part; surgical or other invasive procedure performed on the wrong patient.  This applies to all
Medicaid reimbursement provisions contained in attachment 4.19-a.

In compliance with 42 CFR 447.26(c), the state provides:

1) That no reduction in payment for a PPC will be imposed on a provider when the condition
defined as a PPC for a particular patient existed prior to the initiation of treatment for that
patient by that provider.

2) That reductions in provider payment may be limited to the extent that the following apply:

(A) The identified PPC would otherwise result in an increase in payment.
(B) The state can reasonably isolate for nonpayment the portion of the payment directly

related to treatment for, and related to, the PPC.

3) Assurance that non-payment for PPCS does not prevent access to services for Medicaid
beneficiaries.
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Reimbursement to hospitals for inpatient services provided to dual eligible, Medicare/Medicaid 
recipients will be limited to the Medicare coinsurance and deductible amounts except as noted 
below.  Where Medicare payment has been made, Medicaid will not reimburse hospitals for 
capital. 

Reimbursement to hospitals for inpatient services provided to dual eligible, Medicare/Medicaid 
recipients, who have exhausted their Medicare Part A coverage, will be made in the same 
amounts, including capital and direct medical education (through June 30, 1997) as 
reimbursed for Medicaid-only recipients.  Reimbursement for capital and direct medical 
education (through June 30, 1997) will be made at final settlement. 

1. Diagnosis Related Groups

All hospitals participating in the Medical Assistance Program are reimbursed for
operating costs based on Diagnosis Related Groups (DRGs).  Exceptions are listed
below.

2. Prospective Per Diem

The following groups of hospitals or units are reimbursed for operating costs on a
prospective per diem basis:
• freestanding rehabilitation hospitals which are excluded from the Medicare

prospective payment system (PPS),
• distinct-part rehabilitation units of general hospitals which have been certified by

Medicare and excluded from its PPS,
• freestanding psychiatric hospitals which are excluded from the Medicare PPS, and
• distinct-part psychiatric units of general hospitals which have been certified by

Medicare and excluded from its PPS,.
• State-owned psychiatric hospitals.

Services provided to patients in sub-acute ventilator-dependent units are reimbursed 
using a prospective per diem rate that includes capital. 

AUG 25, 2015 
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3. Capital

Capital costs are reimbursed using a system based on allowable costs with occupancy
limitations for some hospitals and units.

4. Graduate Medical Education

Graduate medical education costs are reimbursed by formula and grant as explained in
Section 111-J.

B. Lesser of Rate or Charges

Total payments for program inpatient services will be limited to the lesser of total payments or
full charges, in aggregate, for each hospital.  If the aggregate program charges are less than
total liability payments, the difference will be gross adjusted.  This review and adjustment will
occur coincident with adjustments for capital at the facility fiscal year end.

C. Interim payments will be made in compliance with 42 CFR 413.60 et seq.

II. Cost Reporting and Audit

A Cost Reporting 

Hospitals must complete and submit a cost report on the form and in the format designated by 
the Michigan Medical Services Administration (MSA) in accordance with the instructions 
related to the Medicaid Program.  The hospital's cost report must: 

• be HCFA-2552 forms (modifications or changes to meet program needs may be
required),

• follow the Medicare Principles of Reimbursement Manual (HIM 15 and 15-1) and all
applicable parts of 42 CFR Chapter IV,

• be prepared using the accrual method of accounting (unless an alternative method is
approved by the MSA),

• be a separate cost report as well as distinct-part accounting for Medicare certified
distinct-part units, and

• include all information necessary for proper determination of costs payable under the
program including financial records and any needed statistical data.

AUG 25, 2015 
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For cost reporting purposes, the MSA requires each eligible hospital provider to submit periodic 
reports which generally cover consecutive 12 month periods of operation.  Inpatient and/or 
outpatient cost reports must be filed within five (5) months of the end of the hospital's cost 
reporting year.  State owned hospitals must file cost reports within 180 days after the end of the 
State's cost reporting year. 

Extensions of the filing period may be granted when exceptional circumstances establish good 
cause.  If the hospital requests an extension in writing and documents the exceptional 
circumstances prior to the date due, extensions may be granted up to a maximum of 30 days.  
Failure to submit all necessary items and schedules will only delay processing and will result in 
a reduction of payment or termination as a provider. 

Hospitals that fail to submit cost reports as defined previously will receive a delinquency letter 
from the Department.  If an acceptable cost report is not submitted within 30 days of the notice 
of delinquency, the provider's payments will be stopped.  Restitution of withheld payments will 
be made by the State agency after receipt, of an acceptable cost report. 

B. Data Correction
Once a hospital report (e.g. cost, indigent volume, and/or data) has been reviewed and
provisionally accepted by the MSA, the hospital is notified in writing of the MSA's acceptance of
the report.  The hospital then has thirty (30) calendar days in which to notify the MSA of any
errors or corrections to the report/data.  After the 30 day notification period, the report is
deemed accepted by the MSA and shall be used to rebase or update the hospital payments as
appropriate.

Only those reports on file and accepted nine months prior to the beginning of a new rate period
are used for rebasing.

C. Audit
Audits are performed for Michigan inpatient hospital services provided after February 1, 1985 to
determine program cost for capital using Medicare Principles of Reimbursement.

Once any appropriate limits are applied, the capital cost is added to the amount approved as
payment for the program operating cost to obtain a total amount approved.  The total amount
approved in a hospital's fiscal year is compared to the hospital's program charges.  The lesser
of amount approved or charges is then compared to the amount actually paid throughout the
year to determine the amount overpaid or underpaid to the hospital.

Ill. Payment Determination 

A. Reimbursement for Medical and Surgical Hospitals for operating expenses
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1. Description of Medical/Surgical Episode File

The episode file is comprised of the underlying data used to calculate the statewide rate, relative 
weights, and alternate weights.  The costs associated with episodes from the episode file are 
standardized as described below. The episode file is comprised of two years of Medicaid  and 
Children’s Special Health Care Services fee for service (FFS) paid claims and managed care 
encounters. 

Each claim or encounter from the episode file is assigned a DRG value using the APR-DRG 
Grouper in effect nationally on October 1 of the applicable rate year. The data are adjusted to: 

• Eliminate episodes for dual Medicare/Medicaid eligible beneficiaries, unless paid a full Medicaid
DRG.

• Eliminate certain transplants and low day outlier episodes assigned to DRGs reimbursed by
multiplying a hospital's operating cost-to-charge ratio by charges.

• Eliminate episodes without any charges or days.
• Assign alternate weights for neonatal services.  Two sets of weights are calculated for the DRG

classifications representing neonatal services (DRGs 580x-640x).  These alternate weights are
calculated based on episodes that are assigned to one of these DRGs and include charges for
services in a Neonatal Intensive Care Unit (NICU). The remaining claims assigned to these
DRGs are used for the base weights.  No other alternate weights are assigned.

• Limit episodes to those from Michigan hospitals, including hospitals that are no longer in
operation (provided that hospital cost report data is available).

• Limit episodes to those with a valid discharge status.
• Eliminate episodes with a zero dollar Medicaid liability.
• Eliminate episodes that qualify for the Short Hospital Stay rate.
• Determine the low day trim point and average length of stay.

o See the Relative Weights section of the Reimbursement for Medical and Surgical Hospital
section of the State Plan for additional information.

• Limit episodes ending in a transfer to another acute setting to those whose length of stay was
at least equal to the published average length of stay for the DRG (Since DRGs 580x and 581x
are transfer DRGs, all transfer costs are included within those DRGs).

• Inflate the first year of episodes to the second year through application of an inflation factor
derived from IHS Global Insight.

• Recognize area cost differences by dividing the charges for each hospital by an area wage
index.
o See the Area Wage Index section of the Reimbursement for Medical and Surgical Hospital

section of the State Plan for additional information regarding the area wage index.
• Adjust charges for high cost outliers to remove the amount paid as an outlier.

o See the High Cost Outlier section of the Reimbursement for Medical and Surgical Hospital
section of the State Plan for additional information regarding cost outliers.

• The adjusted cost for each episode is calculated by multiplying the adjusted charges for the
episode by the inpatient operating cost-to-charge ratio.
o See the Cost-to-Charge Ratio section of the Reimbursement for Medical and Surgical

Hospital section of the State Plan for additional information regarding cost-to-charge ratios.

FEB 10, 2016 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 



Attachment 4.19-A 
Page 5 
  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Policy and Methods for Establishing Rates 
Inpatient Hospital 

 

 
TN NO.:  23-0026  Approval Date: NOV 17, 2023                               Effective Date: 10/01/2023  
 
Supersedes 
TN No.:  15-0014   
 

2. Statewide DRG Rates 
  

Two statewide medical/surgical hospital DRG rates are developed by the state using the Episode 
File.  For hospital DRG rate setting purposes, the medical/surgical Episode File is limited to those 
hospitals enrolled with the state as of October 1 of the applicable rate year.  Two separate 
statewide rates are developed: one rate is developed for prospective payment system (PPS) 
hospitals and another rate is developed for hospitals designated as critical access by CMS as of 
October 1 of the applicable rate year.  In the event a hospital status changes from PPS to critical 
access hospital (CAH), the state recognizes the hospital under CAH status as of the CMS 
effective date.  The reverse is also true.  If a hospital status changes from CAH to PPS, the state 
recognizes the hospital under PPS status as of the CMS effective date.  Statewide rates are 
updated annually on October 1. 
 
A budget neutrality factor is included in the hospital price calculation. Hospital prices are reduced 
by the percentage necessary so that total aggregate hospital payments using the new hospital 
prices and DRG relative weights do not exceed the total aggregate hospital payments made 
using the prior hospital base period data and DRG Grouper relative weights. The estimate is 
based on one year’s paid claims, including MHP encounter data with FFS rates applied. The 
calculated DRG prices are deflated by the percentage necessary for the total payments to equate 
to the amount paid prior to the change. Budget neutrality for CAHs is determined as a group, 
independent of PPS. 

 
Hospitals' final DRG rates are calculated as follows: 

 
• The case mix is calculated using the sum of all relative weights assigned to each 

hospital’s claims during the base period, divided by the total number of episodes for the 
hospital during the same period.  

• The case mix index adjusted cost for each hospital is summed. 
• A hospital-specific standardized cost per discharge is computed. 

o Divide total adjusted costs by the total number of episodes. 
o Divide average costs by the case mix. 
o Multiply the result by the applicable inflation factor to bring costs to a common 

point in time.  Costs are inflated through the rate period.  For example, for FY 
2015 rates, costs are inflated through September 30, 2016. Inflation factors are 
obtained from IHS Global Insight.  

• The statewide rate per discharge is the weighted mean of all hospital-specific 
standardized cost. 

• A rate adjustment is applied to designated level I and II trauma facilities. 
• The statewide rate is adjusted by an Area Wage Index and Budget Neutrality Factor to 

determine the hospital’s final DRG rate.   
In developing the statewide DRG rate, the following data and calculations are used for each 
hospital: 
 

1) Hospital's adjusted charges; 
2) Inpatient cost-to-charge ratio; 
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3) Hospital's adjusted costs (line 1 x line 2); 
4) Hospital's episodes; 
5) Cost per discharge (line 3/line 4); 
6) Hospital's case mix; 
7) Standardized cost per discharge (line 5/line 6);  
8) Establish statewide rate as weighted standardized cost per discharge ((∑line 7 x line 4)/∑ 

line 4);  
9) Apply rate adjustment to designated level I and II trauma facilities; 
10) Hospital's Area Wage Index; 
11) Apply budget neutrality factor; and 
12) Hospital's final DRG rate (line 8 x line 9 x line 10).  The DRG rate is rounded to the 

nearest whole dollar amount. 
 

The statewide rates are listed on the state Inpatient Hospital website at 
www.michigan.gov/medicaidproviders  >> Billing and Reimbursement >> Provider Specific 
Information >> Inpatient Hospitals. 
 
3.  Relative Weights 
  
 Michigan-specific relative weights are developed utilizing the adjusted costs from the Episode 

File. The average cost for episodes within each DRG is calculated by dividing the sum of the 
costs for the episodes by the number of episodes within the DRG. The relative weight for each 
DRG is calculated by dividing the average cost for episodes within each DRG by the average cost 
per episode for all episodes. A table showing the relative weights, average lengths of stay, and 
low day outlier threshold for each DRG is available on the state Inpatient Hospital website at 
www.michigan.gov/medicaidproviders >> Billing and Reimbursement >> Provider Specific 
Information >> Inpatient Hospitals. Relative weights are updated annually on October 1. 

 
The state establishes alternate weights for neonatal services from episodes that are assigned to 
one of the DRGs in the following range: 580x-640x.  These weights are utilized for services 
rendered in a neonatal intensive care unit (NICU). The remaining claims assigned to these DRGs 
are used for the base weights (non alternate weights). No other alternate weights are assigned. 

 
To ensure each relative weight adequately reflects resource utilization for a particular DRG in the 
state, the state requires that each DRG have a minimum of 10 episodes. If a DRG does not have 
at least 10 episodes, an alternative solution is applied as follows: 

 
State-Specific Relative Weight Methodology: 
• If the episode count for a DRG is 10 or more, use the relative weight setting methodology 

outlined.  Otherwise: 
o For severity levels 1 through 3 where the targeted severity level is equal to n: 

• If the episode count for the next greater severity level is 10 or more, the 
following calculation is completed: (MI DRG Severityn+1 Relative Weight) 
x (National DRG Severityn Relative Weight) / (National DRG Severityn+1 
Relative Weight) = (MI Relative Weight Factorn) 

• Otherwise, (National DRG Severityn Relative Weight) x (MI Case Mix 
Factorn) 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
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o For severity level 4:
• If the episode count for the prior severity level is 10 or more, the

following calculation is completed: (MI DRG Severityn-1 Relative Weight)
x (National DRG Severityn Relative Weight) / (National DRG Severityn-1

Relative Weight) = (MI Relative Weight Factorn)
• Otherwise, (National DRG Severityn Relative Weight) x (MI Case Mix

Factorn)
o Where:

• (MI Case Mix Factorn) = sum of Michigan specific relative weights
multiplied by the number of episodes if the number of episodes is 10 or
more divided by the sum of National relative weights multiplied by the
number of episodes if the number of episodes is 10 or more.

• (MI Alternate Weight Case Mix Factor) = Average of (MI Alternate
Weight DRG Severity) / (MI DRG Severity Relative Weight) for DRGs
with an episode count of 10 or more.

• Further adjustments are necessary if the resulting adjustment described above is
inconsistent with Michigan or National trends and data.

o Example 1:  If an episode count is between 10 and 20 and the alternate weight
would be less than the standard relative weight, but other severity levels are not
consistent with this, then apply the next severity level imputing method.

o Example 2:  If the episode count is between 10 and 20, the state may consider
using the Alternate Weight Case Mix Factor applied to the National Alternate
Weight if the alternate weight is not consistent with other severity levels of the
same DRG.

o All relative weights are subject to reasonableness testing.

Relative Weight Trim Points: 
The following trim points are established for the relative weighting system. 

• The low day trim point is used to determine whether an episode qualifies for a low day
outlier and is established as follows.

o If the episode count for a DRG is 10 or more, the low day trim point is set to the
3rd percentile of the length of stay for the DRG.

o If the episode count for a DRG is less than 10, the low day trim point is set to the
lesser of the national low day trim point or 3rd percentile of length of stay for the
DRG.

o If the episode count for a DRG is zero, the low day threshold is set to the national
low day trim point for the DRG.

• The average length of stay (ALOS) is used to price claims episodes involving a transfer
from a hospital and is established as follows.

o If the episode count for a DRG is 10 or more, set the ALOS to the simple average
length of stay for the DRG.

o If the episode count for a DRG is less than 10, set the ALOS to the lesser of
national ALOS or the simple average length of stay for the DRG.

O If the episode count for a DRG is zero, set the ALOS to the national ALOS. 

FEB 10, 2016 
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4. Area Wage Index

The area wage index described in this section is used to determine adjusted hospital costs
as described in the Episode File section.  In addition, it is used to adjust the statewide rate to
recognize variances in area labor costs.

To calculate each hospital’s area wage index, two years of Medicare-audited wage data, as
published in the Medicare Inpatient Prospective Payment System (IPPS) Final Rule, are
obtained for the most recent available hospital fiscal years.  Contract labor costs, as defined
by Medicare, are included in determining a hospital's wage costs. Hospitals are grouped by
U.S. Census Core Based Statistical Areas (CBSAs) as determined by CMS for the Medicare
program.  Consistent with CMS, the cost report references are obtained from the Medicare
Provider Manual, Worksheet S3, Part 3, Line 6 for wages and hours.

The following calculations are completed:

• Each hospital's wage costs are brought to a common point in time by multiplying the
hospital's fiscal year end costs by inflation factors derived from IHS Global Insight and
weighting factors.

• For hospitals with cost reporting periods ending other than the end of a quarter, the inflation
update for the quarter in which the hospital's fiscal year ends is used.

• The cost reports do not differentiate salaries/hours by unit type.
• The wage adjustor is based on a two-year moving average with the most recent year

weighted at 60 percent and the second year weighted at 40 percent.
• If two or more hospitals merge and are operating as a single hospital, salary and wages are

computed using the combined cost report data from all hospitals involved in the merger.
Salary data is inflated to a common point in time.

• The average wage for each CBSA is calculated with and without hospital reclassifications:
(a) The average wage for each CBSA without reclassifications is determined. The statewide

average wage for all hospitals in the state is calculated.  Using these data, CBSA-
specific area wage indices are calculated by dividing the average wage for the CBSA by
the statewide average wage.  This quotient is area wage index A.

(b) The average wage for each CBSA with reclassifications is determined.  Using these data
and the statewide average wage for all hospitals in the state, CBSA-specific area wage
indices are calculated by dividing the average wage for the CBSA by the statewide
average wage.  This quotient is area wage index B.

• For hospitals that did not reclassify:
o If area wage index A is greater than one percent variation from its area wage index B,

area wage index A will be used.  Otherwise, area wage index B will be used.
• For hospitals that reclassified, area wage index B will be used.
• The state will apply a rural floor whereby no hospital will have an area wage index less than

the rural index.

Only the labor share of the statewide rate is adjusted by the area wage index using the
following formula:

Medical/Surgical Area Wage Index Adjusted Rate = 0.70 x Area Wage Index + 0.30

FEB 10, 2016 
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5. Cost to Charge Ratio

The operating cost-to-charge ratios described in this section are used to determine adjusted
hospital costs as described in the Episode File section.  In addition, they are used to reimburse
hospitals for transplant services, cost outliers and low-day outliers.  The operating cost-to-charge
ratios are updated annually on October 1 by rolling the data forward by one year.

The most recent two years of cost report data for hospitals are used to calculate hospital-specific
operating cost-to-charge ratios.  For example, for the one year rate that begins on October 1,
2015, data from cost reports with fiscal years ending between October 1, 2011 and September
30, 2013 are used.  Data for the most recent year are weighted at 60 percent while data for the
second previous year are weighted at 40 percent. Costs and charges for both FFS and managed
care are combined so that a weighted operating cost-to-charge ratio is developed.  Cost and
charge data are inflated to a common point in time using inflation factors from IHS Global Insight.
The cost-to-charge ratio will not exceed 1.0.

If two or more hospitals merge and are operating as a single hospital, a cost to charge ratio for
the period is computed using the combined cost report data from all hospitals involved in the
merger.

The operating cost-to-charge ratios are published on the state Inpatient Hospital website at
www.michigan.gov/medicaidproviders >> Billing and Reimbursement >> Provider Specific
Information >> Inpatient Hospitals. 

6. Special Circumstances

Normal reimbursement for a medical/surgical inpatient hospital stay is equal to the applicable
statewide rate multiplied by the DRG weight.  However, for the following special circumstances,
different reimbursement methodologies apply.

A. High Cost Outliers

For unusually high cost stays, the State will use a special reimbursement methodology.

An episode is a high cost outlier when costs (charges X the hospital’s operating cost-to-
charge ratio) exceed the computed cost threshold. Transplant claims cannot qualify as a
high cost outlier.

Reimbursement for cost outliers is dependent upon the cost threshold.

The cost threshold is the greater of:
o 2 x Hospital DRG Rate x Relative Weight (twice the regular payment for a transfer

paid on a per day basis for episodes getting less than a full DRG); or
o $35,000.

Cost outliers are reimbursed according to the following formula: 

FEB 10, 2016 
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(Hospital DRG Rate x Relative Weight) + [(Charges x Operating Cost-to-Charge Ratio) - (Cost Threshold)] x 85 
percent) = Reimbursement for Cost Outlier Claim 

B. Low Day Outliers

For services where the length of stay is less than the published low day threshold,
reimbursement is charges multiplied by the individual hospital's operating cost to
charge ratio, not to exceed the full DRG payment.  The specific low day outlier
threshold for each DRG is listed on the state website.

C. Transfers

Payment to a hospital that receives a patient as a transfer from another inpatient
hospital differs depending on whether the patient is discharged or is subsequently
transferred again.

1. Payment to the Transferring Hospital

Except in the cases where the DRG is defined as a transfer of a patient (for which a
full DRG payment is made, plus an outlier payment, if appropriate)  the transferring 
hospital is paid a DRG daily rate for each day of the beneficiary's stay, not to 
exceed the appropriate full DRG payment, plus an outlier payment, if appropriate. 

2. Payment to the Receiving Hospital

If the patient is discharged, the receiving hospital is paid the full DRG payment,
plus an outlier payment if appropriate. 

Reimbursement is based on discharge in the following situations.   If the beneficiary: 

a. Is formally released from the hospital, or

b. Is transferred to home health services, or

c. Dies while hospitalized, or

d. Leaves the hospital against medical advice, or

e. Is transferred to a long-term care facility.

If the patient is transferred again, the hospital is paid as a transferring hospital. 

D. Readmissions

Readmissions within 15 days for a related condition, whether to the same or a
different hospital, are considered a part of a single episode for payment purposes.

If the readmission is to a different hospital, full payment is made to the second
hospital. The first hospital's payment is reduced by the amount paid to the second
hospital.  The first hospital's payment is never less than zero for the episode.

Readmissions for an unrelated condition, whether to the same or a different hospital, are
considered separate episodes for payment purposes.

FEB 10, 2016 
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E. Transplant Services

Transplant services are paid using the following formula:

Hospital Charges x Hospital operating cost-to-charge ratio = Hospital Payment 

Transplant services are defined as claims which fall under the following DRGs: 

DRG Description 
001x Liver Transplant &/or Intestinal Transplant 
002x Heart &/or Lung Transplant 
006x Pancreas Transplant 
440x Kidney Transplant 

Organ acquisition within these DRGs is billed at acquisition cost, and is reimbursed at 
100% of acquisition cost. 

F. Hospitals Outside Michigan

Medical/surgical hospitals not located in Michigan are reimbursed under the DRG
system. The DRG price is the statewide rate multiplied by an area wage index of 1.0. All
other reimbursement policies apply.

Hospitals that have charges that exceed $250,000 during a single fiscal year (using the
State of Michigan fiscal year – October 1st through September 30th) may be reimbursed
the hospital’s inpatient operating cost to charge ratio for those Michigan Medicaid DRGs
reimbursed by percentage of charge. The hospitals’ chief financial officer must submit
and the MSA must accept documentation stating the hospital’s Medicaid cost to charge
ratio in the state that the hospital is located. Once accepted, the hospital’s actual cost to
charge ratio is applied prospectively to those DRGs and claims subject to percentage of
charge reimbursement using the Michigan DRG payment system.

G. New Hospitals

A new medical/surgical hospital is one for which no Michigan Medicaid program cost or
paid claims data exists during the period used to establish hospital rates or one which
was not enrolled in the Medicaid program when hospital rates were last established.
Hospitals that experience a change of ownership or that are created as the result of a
merger are not considered new hospitals.

The DRG rate for new general hospitals is the statewide rate multiplied by the
applicable area wage index.

H. Long Acting Reversible Contraceptives (LARCs)

Long Acting Reversible Contraceptives (LARCs) provided in the inpatient hospital
setting immediately postpartum are excluded from the DRG payment.  An
additional payment for the LARC device will be made to a hospital when a LARC
is provided immediately postpartum.  Practitioners will receive payment for their
professional services related to the immediate postpartum LARC insertion
procedure when billed separately from the professional global obstetric
procedure codes and the hospital facility.  Costs associated with LARC device
are to be billed separately from the inpatient visit using the Medicaid fee schedule
(insertion and device).

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  
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I. Hospital Rapid Whole Genome Sequencing (rWGS) Testing Reimbursement 

 
Rapid whole genome sequencing testing provided in the inpatient hospital setting is 
excluded from the DRG payment. An additional payment for medically necessary rWGS 
will be made to a hospital when established clinical criteria is met. Costs associated with 
rWGS are to be billed separately from the inpatient episode. Hospital reimbursement will 
be made according to the Medicaid laboratory fee schedule. 

 
J. Spinraza 

 
Spinraza provided in the inpatient hospital setting is excluded from the DRG payment. An 
additional payment for medically necessary Spinraza will be made to a hospital when 
established clinical criteria is met. Costs associated with Spinraza are to be billed 
separately from the inpatient episode. Hospital reimbursement will be made according to 
the Medicaid fee schedule.  
 
 

K. Outcomes-Based Contract Arrangements 
 

Drugs provided under outcomes-based contract arrangements with drug manufacturers 
for drugs provided to Medicaid beneficiaries in the inpatient hospital setting are excluded 
from the DRG payment.  An additional payment for drugs under an outcomes-base 
contract arrangement will be made to a hospital when established clinical criteria is met. 
Costs associated with these drugs are to be billed separately from the inpatient episode. 
Hospital reimbursement will be made according to the Medicaid fee schedule. 
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B. Reimbursement for Long Term Acute Care Hospitals (LTACHs) and Freestanding Rehabilitation
Hospitals/Distinct Part Rehab Units

 Episodes of care for LTACHs and Freestanding Rehabilitation Hospitals/Distinct Part 
Rehabilitation Units will be reimbursed using a statewide per diem rate. 

1. Description of LTACH and Freestanding Rehabilitation Hospitals/Distinct Part
Rehabilitation Units Episode File

The episode file is comprised of the underlying data used to calculate the statewide per
diem rates.  The costs associated with episodes from the episode file are standardized as
described below.  The episode file is comprised of two years of Medicaid and Children’s
Special Health Care Services FFS paid claims and managed care encounters.

The data is adjusted to:
• Eliminate episodes with any Medicare charges. (For dual Medicare/Medicaid

eligible beneficiaries, only claims paid a full Medicaid payment are included.)
• Eliminate episodes without any charges or days.
• Eliminate episodes with a zero dollar Medicaid liability.
• Limit episodes to those from Michigan hospitals (provided that hospital cost

report data is available)
• Limit episodes to those with a valid discharge status.

Total charges and days paid are summed by hospital. 

The cost for each hospital is calculated by multiplying the charges for the hospital by the 
operating cost-to-charge ratio for the hospital. 

• See the Cost-to-Charge section of the Reimbursement for Medical/Surgical
Hospitals section of the State Plan for additional information.

The cost per day by hospital is calculated by dividing the sum of the costs by the number 
of days for the hospital.  To determine a statewide per diem base rate: 

• Multiply the result by the applicable inflation factor to bring costs to a
common point in time. Costs are inflated through the rate period. For
example, for FY 2015 rates, costs are inflated through September 30, 2016.
Inflation factors are obtained from IHS Global Insight.

• Recognize area cost differences by dividing the costs for each hospital by an
area wage index.

o See the Area Wage Index section of the Reimbursement for
Medical/Surgical Hospitals section of the State Plan for additional
information.

• Calculate the statewide operating rate (by provider type). A separate
operating rate will be calculated for LTACHs and for Freestanding
Rehabilitation Hospitals/Distinct Part Rehabilitation Units. This is a weighted
mean of all hospitals’ individual rates.

FEB 10, 2016 
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• The per diem rate for each provider type is the weighted mean adjusted by
the area wage index specific to the hospital.

2. LTACH and Freestanding Rehabilitation Hospitals/Distinct Part Rehabilitation
Units outside of Michigan

 LTACHs, freestanding rehabilitation hospitals, and distinct part rehabilitation
units not located in Michigan are reimbursed using the per diem rate applicable
to their provider type.

3. New LTACHs, Freestanding Rehabilitation Hospitals, and Distinct Part
Rehabilitation Units

If a hospital at least doubles the number of licensed beds in its distinct part
unit and the number of licensed beds in the units increases by at least 20,
the entire unit is treated as a new distinct part unit for determining the per
diem rate.  In order for this provision to apply, the hospital must request in
writing that the unit is treated as a new unit.  The new unit rate will become
effective on the date that the number of licensed beds doubles and the
increase is at least 20 beds, or the date on which the request is received by
MSA, whichever is later.

New L T A C H s ,  freestanding hospitals, and distinct part units are
reimbursed using the per diem rate applicable to their provider type.

FEB 10, 2016 
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Subsections C and D have been eliminated.  The next subsection is “E. Frequency of Updates”. 

E. Frequency of Updates

The State will update area wage index, cost to charge ratio, relative weights, APR-DRG grouper,
DRG rates, and per diem rates on an annual basis.

F. Mergers

1. General Hospitals

In the event of a merger between two or more hospitals, the DRG rate for the surviving
hospital will be computed as follows:

a. The statewide rate will be adjusted by applicable area wage index.
b. The cost to charge ratios of the hospitals will be combined to create a new cost

to charge ratio.

FEB 10, 2016 
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2. LTACHs, Freestanding Psychiatric and Rehabilitation Hospitals/Distinct Part Psychiatric and
Rehabilitation Units

In the event of a merger between two or more hospitals, the resulting per diem rate for
the surviving hospital will be computed as follows:

a. The statewide rate will be adjusted by applicable area wage index.
b. The cost to charge ratio of the hospitals will be combined to create a new cost to

charge ratio.

G. Other Reimbursement Methods

FEB 10, 2016 
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MAR 31, 2017 

1. Sub-Acute Ventilator-dependent Care

Sub-Acute Ventilator-dependent Care- If a hospital has a sub-acute ventilator-dependent care
unit, the unit must be certified and meet all other requirements established by the Michigan
Department of Health and Human Services.

Each admission must be prior authorized by the Michigan Department of Health and Human
Services. Payment for services provided to patients in sub-acute ventilator-dependent units
(SVDUCU) is made using a negotiated prospective per diem rate that includes capital and direct
medical education costs.

The per diem rate is based on cost estimates for the upcoming year. The negotiated per diem
rate is not to exceed the average outlier per diem rate that would be paid for outlier days between
DRG 004X and DRG 005X. The payment rate for patients in subacute ventilator-dependent care
units is an all-inclusive facility rate.  No additional reimbursement is made for capital or direct
medical education costs. These units are not eligible for indigent volume adjustor or indirect
medical education adjustor payments.

2. Michigan State-Owned Psychiatric Hospitals

Reimbursement to Michigan state-owned psychiatric hospitals is a prospective per diem rate.

H. Disproportionate Share

Minimum Eligibility Criteria

Indigent volume data is taken from each hospital's cost report and from supplemental forms that each
hospital must file with its cost report.  Data from the most recent available filed cost report are used to
calculate a disproportionate share adjustor. New adjustors are calculated and become effective
concurrently with annual inflation updates. Separate indigent volume data is collected for and applied
to distinct part psychiatric units.

Indigent volume is measured as the percentage of inpatient indigent charges to a hospital's total
inpatient charges.  Indigent charges are the annual charges for services rendered to patients eligible
for payments under the Medicaid, CSHCS and the Adult Benefits Waiver plus uncompensated care
charges.  Uncompensated care is limited by Medicare standards and is offset by any recoveries.

Each hospital must have a Medicaid utilization rate of at least 1%.  Medicaid utilization is measured
as:

Medicaid Inpatient Days (Whole Hospital including Subproviders) 
Total Hospital Days (Whole Hospital including Subproviders) 

Individual inpatient hospital claims will be paid without DSH adjustments. Inpatient DSH 
payments will be made annually in a single distribution based on charges converted to cost 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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using a cost to charge ratio. The payment will be made normally during the first quarter of the 
state fiscal year. Each hospital's indigent volume will be taken from hospital cost reporting 
periods ending during the second previous state fiscal year. 

Title XIX charges used to compute DSH payments will be the sum of the Title XIX charges and 
the Tile XIX HMO charges from hospital indigent volume reports for cost periods ending during 
the second previous state fiscal year. Data for cost period of more or less than one year will be 
proportionally adjusted to one year. 

Hospital operating cost ratios will be taken from hospital cost reporting periods ending during 
the second previous state fiscal year. For hospitals with more than one cost reporting period 
ending in this date range will have their data from the two periods added and a single ratio will 
be computed. If the ratio is greater than 1.0 a ratio of 1.0 will be used. 

Reimbursement for inpatient sewices under Tile V will not include DSH payments. 

TN NO.: C] 5-/8 Approval Date: SEP 2 0 2005 Effective Date: +-1 - a p 5 -  

Supersedes 
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In order to qualify for DSH payments, hospitals must have at least one percent Medicaid inpatient 
days to total inpatient days. 
 
Hospitals that fail to supply indigent volume data will not be eligible to receive disproportionate 
share payments. 
 
For new hospitals, disproportionate share payments will be withheld until the hospital's indigent 
volume can be calculated and applied in the normal update process. 
 
For new distinct part psychiatric units of general hospitals, the indigent volume data from the 
general hospital will be used to determine DSH payments applicable to the distinct part psychiatric 
units until the unit's indigent volume can be calculated and applied in the normal update process. 
 
To be eligible to receive DSH payments, hospitals must also meet at least one of the following 
criteria. Except for hospitals and distinct part psychiatric units eligible under the fourth criteria 
listed below, hospitals will be contacted annually by letter and asked to report their status on 
these criteria. 
 
The hospital must: 

 
• have at least two (2) obstetricians with staff privileges at the hospital who have agreed to 

provide obstetric services to individuals who are eligible for Medicaid services; or 
• be located in a rural area (as defined for purposes of section 1886 of the Social Security 

Act) and have at least two (2) physicians with staff privileges at the hospital who have 
agreed to provide obstetric services to individuals who are eligible for Medicaid services; 
or  

• serve as inpatients a population predominantly comprised of individuals under 18 years 
of age; or 

• as of December 22, 1987, not have offered non-emergency obstetric services to the 
general population. 
 

1. Inpatient Hospitals 
 
Effective state plan rate year 2024, the disproportionate share hospital pools and 
methodology described in the inpatient hospitals section are discontinued. State fiscal 
year 1997 disproportionate share hospital payments for services in all hospitals, except 
for state-owned mental hospitals, are fixed at $45 million. The pool allocations were 
determined as follows: 
 

∑ DSH Shares for Group  
                                                                                                 x $45 Million 
                  Total DSH Shares 

 

The determination of the share of the allocated DSH pool will be made using the DSH share. 
The payment will be made by: 
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DSH Shares for the Group 

The individual pool amounts are listed below. 

a. DRG Reimbursed Hospitals 

The DSH payments for DRG reimbursed hospitals are split into two pools. The 
indigent volume is shown on hospital price sheets for rates effective October 1, 1992. 

> Hospitals with at Least 50% IV 

The share of the DSH payment paid to hospitals with at least 50% indigent 
volume (IV) is approximately $7.3 million and is based on a DSH computed as: 

---- 

Title XIX Charges x Operating Ratio x (IV - 0.5) 

> Hospitals with at Least 20% IV 

The share of the DSH payment paid to hospitals with at least 20% IV is 
approximately $30.2 and is based on the following DSH amount. This is in 
addition to the amount above: 

Title XIX Charges x Operating Ratio x (IV - 0.2) 

b. Per Diem Reimbursed Hospitals 
(Including TEFRA Option Rehab Hospitals) 

Per diem reimbursed hospitals are allocated approximately $7 million for DSH 
payments. The per diem factor is set prospectively using current indigent volume 
survey data. The share of the DSH paid to hospitals with IV of at least 20% is based 
on a DSH share of: 

Title XIX Charges x Operating Ratio x (IV - 0.2) 

T N  No. 00-05 Approval L-6  -0 / Effective Date 4/1/00 
Supersedes 
T N  NO. 48-od 
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c. Distinct Part Rehab Units 
 
 Distinct part rehab units are allocated approximately $500,000 for DSH payments. The 

share of the DSH payment paid to hospitals with IV of at least 20 percent is based on a 
DSH share of the following: 

 
 Title XIX Charges x Operating Ratio x (IV - 0.2) 
 
2. Special Pools  
  

In addition to the regular DSH pools of $45,000,000, the single state agency (SSA) is 
establishing the following special pools:  

 
Note: Subsection “a.” has been deleted. The next subsection is “b.”  Effective state plan 
rate year 2024, the regular disproportionate share hospital pools and methodology 
described in the inpatient hospitals section are discontinued. 

  
b. Effective state plan rate year 2024, the special disproportionate share hospital pool and 

methodology described in this section is discontinued.  The single state agency (SSA) is 
creating a special DSH payment pool of $2,772,003 million in fiscal year 2005, 
$2,764,340 for fiscal years 2006 – 2012, and $3,500,000 for each subsequent fiscal 
year.   

 
The purpose of this pool is to:  
  
• Assure continued access to medical care for indigents, and  
• Increase the efficiency and effectiveness of medical practitioners providing services 

to Medicaid beneficiaries under managed care.  
  
The SSA will approve one (1) agreement statewide each state fiscal year.  To be eligible 
for the pool, a hospital must meet the following criteria:  
 
• Meet the minimum federal requirements for DSH eligibility listed in Section III.H. 
• Have in place an approved agreement between itself and a university with both a 

college of allopathic medicine and a college of osteopathic medicine that specifies all 
services and activities to be conducted. 

 
This agreement shall not require the hospital to donate money or services to the other 
party in the agreement. 
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All payments made under (b) in fiscal year 2006 will occur on or after September 27, 2006. 
Effective September 27, 2006, no payment will be made under (b) to any hospital with a 
contractual obligation to forward that payment to a university with both a college of allopathic 
medicine and a college of osteopathic medicine. 

Note: Subsection "c"has been deleted. The next subsection is "d". 

TN NO.: 06-14 Approval Date: AU G2 8 2008 Effective Date: 09/27/2006 

Supersedes 
TN No.: 02-14 
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Note:  Subsection "d." has been deleted.  The next subsection is "e." 
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e. Institute for Mental Disease 
 

A special DSH pool will be established to take into account the situation of State 
psychiatric hospitals that serve indigent persons with serious mental illness requiring 
inpatient treatment.  The pool size will equal the calculated Institutions for Mental 
Diseases (IMD) DSH limit (including the state share), reduced by all other DSH 
payments that IMDs are scheduled to receive that fiscal year.  To qualify for this pool, 
a hospital must comply with all of the following conditions: 
 

1) Meet minimum federal requirements for Medicaid DSH Payments including  
 

a. requirements for participation as a hospital under 42 CFR 482.1(a)(5) 
b. a valid provider agreement under 42 CFR 431.107 
c. at least a one percent Medicaid inpatient utilization rate based on active 

participation in the Medicaid program as required under section 1923(d) of the 
Social Security Act 

d. when calculating DSH limits at 1923(g) excluding uncompensated costs 
incurred in providing inpatient and outpatient hospital services to Medicaid 
and uninsured patients who are considered prisoners consistent with Section 
1905(a) of the Social Security Act and the regulations at 42 CFR 435.1008 and 
435.1009 which prohibit (FFP) for services provided to inmates of public 
institutions.  

 

2) Function as one of the following stand-alone psychiatric hospitals operated by the 
state: 

 

1. Walter P. Reuther Psychiatric Hospital 
2. Caro Regional Mental Health Center – Psychiatric Hospital 
3. Kalamazoo Psychiatric Hospital 
4. Hawthorn Center – Psychiatric Hospital 
5. Center for Forensic Psychiatry 

 

Payments from the pool will be distributed sequentially to the hospitals listed in 
condition two above based on the order they are listed.  They will be distributed up to 
each qualified hospital’s DSH ceiling as specified below.  Payments will be distributed 
to the first hospital meeting the minimum Federal requirements for Medicaid DSH 
funding up to its DSH ceiling.  Once this occurs, payments will be distributed to the 
second hospital meeting the minimum Federal requirements for Medicaid DSH funding 
up to its DSH ceiling.  Payments will continue to be distributed to the third, fourth and 
fifth hospitals using the same methodology until all hospitals have reached their DSH 
ceilings or until the pool is exhausted of funds. 
 

Notwithstanding the above, no payment will be made to the Center for Forensic 
Psychiatry until the State demonstrates to the Secretary that all the Federal conditions 
for Medicaid DSH payment listed above have been met. 
 

Payments to individual hospitals are limited to hospital specific DSH limits defined in 
section 1923(g) of the Social Security Act. 
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f. Government Provider DSH Pool 

 
Effective state plan rate year 2024, the special disproportionate share hospital pool and 
methodology described in this section is discontinued.  A special pool for non-state 
government-owned or operated hospitals will be established and renewed annually.  The 
purpose of the pool is to assure funding for costs incurred by public facilities providing 
inpatient hospital services which serve a disproportionate number of low-income patients 
with special needs.  The size of the pool will be the lesser of $88,168,000 for fiscal year 
2006, $62,064,198 for fiscal year 2007, $49,172,890 for fiscal year 2008, $73,117,228 for 
fiscal year 2009 and 2010, $82,086,703 for fiscal year 2011 through fiscal year 2018, 
$94,649,000 for fiscal year 2019 and each subsequent fiscal year, or the calculated 
Medicaid and uninsured inpatient hospital and outpatient hospital uncompensated care 
amounts eligible for Federal financial participation.  Allocations for individual hospitals will 
be determined based upon non-reimbursed costs certified as public expenditures in 
accordance with 42 CFR 433.51. 
 
To be eligible for the Government Provider DSH Pool, the following must apply: 
 
1. Hospitals must meet minimum federal requirements for Medicaid DSH payments; and 
2. Hospitals must be non-state government-owned or operated.  
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Aggregate DSH expenditures will be made in accordance with Section 1923(g)(1)(A) of the 
Social Security Act. Prior to computing the amount of payment each individual hospital is 
eligible to receive from this pool, all other DSH and Medicaid payments that the hospital is 
scheduled to receive will be counted against the hospital’s DSH limit. 

 
g.   Outpatient Uncompensated Care DSH Pool 

 
Effective state plan rate year 2024, the special disproportionate share hospital pool and 
methodology described in this section is discontinued.   A special pool will be created 
annually for the purpose of reimbursing hospitals for a portion of their uncompensated care. 
The pool amount will be $185,000,000 in fiscal year 2018 and each subsequent fiscal year. 
Payments from the pool will be made annually. 

 
In order to qualify for a payment from the Outpatient Uncompensated Care DSH Pool, 
hospitals must meet the minimum requirements for Medicaid DSH payments as specified in 
Section H. Funds will be distributed from the Outpatient Uncompensated Care DSH Pool 
to qualifying Privately-Owned or Operated and Non-State Government-Owned or Operated 
DSH eligible hospitals in Michigan. 

 
The Outpatient Uncompensated Care DSH Pool will be split into Small and Rural and 
Large-Urban components as follows: 

 
 

Component FY 2018 and Subsequent 
Fiscal Years 

Small and 
Rural 
components 

 
$60,000,000 

Large-Urban 
components 

 
$125,000,000 

TOTALS $185,000,000 
 

For purposes of distributions from this pool, any qualifying DSH hospital located in 
Michigan with less than 100 acute care beds or any qualifying DSH hospital located in a 
Michigan rural or Micropolitan County will be eligible to receive a proportional share of the 
Small and Rural components of the pool. 

 
Also for purposes of distributions from this pool, any qualifying DSH hospital with 100 or 
more acute care beds and located in an urban Michigan county will be eligible to receive a 
proportional share of the Large-Urban components of the pool. 

 
The distribution of funding from the Outpatient Uncompensated Care DSH Pool will be 
based on each hospital’s proportion of outpatient uncompensated care relative to other 
hospitals in the pool. The formula below will be used to calculate the distribution of 
payments from the Outpatient Uncompensated Care DSH Pool. 

 
 
 

TN NO.:  24-0011   Approval Date: 10/17/2024    Effective Date: 7/1/2024 

Supersedes 
TN No.:  18-0010 
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Each hospital's data for the formula will be taken from hospital cost reports for cost periods ending during the 
second previous state fiscal year. 

1. (Hospital Title XIX Outpatient FFS Payments) / (Hospital Title XIX Outpatient
FFS Charges) = (Hospital Title XIX Outpatient Payment to Charge Ratio)

2. (Hospital Uncompensated Outpatient Charges)- (Hospital Uncompensated
Outpatient Payments) = (Net Hospital Uncompensated Outpatient Charges)

3. (Hospital Title XIX Outpatient Payment to Charge Ratio) X (Net Hospital Uncompensated
Outpatient Charges) = (Net Hospital Outpatient Uncompensated Title XIX Equivalent Payments)

4. (Net Hospital Outpatient Uncompensated Title XIX Equivalent Payments) / ( ∑ of all Net Hospital
Outpatient Uncompensated Title XIX Equivalent Payments)= (Outpatient Uncompensated DSH
Hospital Pool Factor)

5. (Outpatient Uncompensated DSH Hospital Pool Factor) X (Outpatient Uncompensated DSH
Pool Component Amount) = (Outpatient Uncompensated DSH Hospital Pool Component
Payment)
Beginning in FY 2015, $5,000,000 of the large-urban component of the pool will be
distributed to reward and incentivize hospitals providing low cost and high quality
Medicaid services. The Medicare Value Based Purchasing (VBP) Adjustment Factor will
be obtained annually from the Federal Register. Each hospital’s respective payment from
the $5,000,000 pool component will be calculated as follows:

• (Hospital’s Outpatient Uncompensated DSH Hospital Pool Factor) x (Hospital’s VBP 
Adjustment Factor) = (Hospital’s Outpatient Uncompensated DSH Value Adjustment factor)

• (Hospital Outpatient Uncompensated DSH Value Adjustment Factor)/(∑All Hospital 
Outpatient Uncompensated DSH Value Adjustment Factors) x (Total Pool Amount) = 
(Outpatient Uncompensated DSH Value Payment)

Payments to individual hospitals will be limited to the room available under each hospital's specific 
DSH ceiling.  If payments calculated for individual hospitals exceed that hospital's DSH ceiling, the 
amounts in excess of the ceiling will be placed back into the pool.  These amounts will then be 
reallocated to the remaining hospitals in the pool which have not exceeded the room available 
under their individual hospital DSH ceiling based on the formula above.  This process will be 
repeated as many times as necessary to expend all funds in the pool. 
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4. DSH Process 
 

Effective state plan rate year 2024, DSH payments will be limited to the institute for mental 
disease (IMD) pool. All other regular and special DSH pools will be discontinued effective state 
plan rate year 2024. 
 
The State will implement a multiple-step DSH process as follows. 
 
 
Step 1:  Initial DSH Calculation Step 
 
Hospital-specific DSH limits, DSH payment allocations and Medicaid utilization rates will be 
calculated during the State FY as part of its Initial DSH Calculation.  Inpatient and outpatient cost 
and payment data from the hospital’s cost reporting period ending during the second previous 
State FY will be used for the DSH limit, DSH payment and Medicaid utilization rate calculations.  
The data will be trended to the current FY for DSH limit calculation purposes.  The State will trend 
base year hospital costs using the CMS Hospital Prospective Reimbursement Market Basket to 
approximate current year costs.  Costs will be prorated on a quarterly basis based on the fiscal 
years of the respective hospitals.  The State will also trend base year costs and payments using a 
volume trend based on changes in the Medicaid caseload from the base year period to the 
current year to approximate current year volume.   
 
Beginning with State FY 2013, non-IMD hospitals will be able to decline DSH funds and also 
request a downward adjustment to their DSH limit during the Initial DSH calculation.  Upon receipt 
of this feedback from hospitals, each hospital’s calculated DSH limit will be reduced to the 
requested amount.  If a hospital declines the DSH funds, the State will recalculate DSH amounts 
with that hospital’s limit at zero.  To the extent that payment allocations are affected by a 
hospital’s request to reduce its DSH limit or decline DSH payments altogether, payments from the 
applicable pool(s) will be allocated to other hospitals eligible for payments from the pool(s).  If no 
hospital is eligible to accept the DSH payment during this step, the unpaid amount will be paid to 
eligible hospitals during the Step 2: Final DSH Settlement calculations.  No hospital will receive a 
DSH payment in excess of its initial DSH limit. 
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Effective state plan rate year 2024, DSH payments will be limited to the institute for mental 
disease pool. All other regular and special DSH pools will be discontinued effective state plan rate 
year 2024. 
 

DSH payments will be applied against a hospital’s DSH limit in the following order:  
 

1. Institute for Mental Disease Pool 
2. $45 Million Pool 
3. Outpatient Uncompensated Care DSH Pool 
4. University with Both a College of Allopathic Medicine and a College of Osteopathic 

Medicine Pool (University Pool) 
5. Government Provider DSH Pool (GP Pool) 
 

Step 2:  Final DSH Settlement Step 
 

Effective state plan rate year 2024, DSH payments will be limited to the institute for mental 
disease pool. All other regular and special DSH pools will be discontinued effective state plan rate 
year 2024. 
 

DSH limits, DSH payments and Medicaid utilization rates are recalculated during the final DSH 
settlement step.  DSH funds will be reallocated in the following manner:  
 

1. Institute for Mental Disease Pool 
2. $45 Million Pool 
3. Outpatient Uncompensated Care DSH pool 
4. University with Both a College of Allopathic Medicine and a College of Osteopathic 

Medicine Pool (University Pool) 
5. Government Provider DSH pool (GP Pool) 
6. Unspent funds not applicable to Step 1 

 

The State will recalculate hospital-specific DSH limits, DSH payment allocations and Medicaid 
utilization rates upon completion of the DSH audit for the applicable DSH year.  Inpatient and 
outpatient cost and payment data utilized from Step 1 will be refreshed to account for any cost 
report changes that occurred between steps during the cost report acceptance process. DSH 
limits and Medicaid utilization rates will be calculated using the final DSH audit.  
 

No hospital will receive a DSH payment in excess of its audited DSH Settlement limit.  
 

A. Upon completion of the calculations for the first five pools outlined in the order above, any 
remaining unspent federal DSH allotment will be distributed through a new pool. The 
remaining allotment will be distributed to all remaining eligible hospitals proportionately 
based on their share of remaining audited hospital-specific DSH limit capacity adjusted to 
exclude the DSH payment amounts hospitals received from the University and GP DSH 
pools.  No hospital will receive an allocation in excess of its remaining audited hospital-
specific DSH limit capacity or other federal limits.  The formulas to distribute these funds 
are as follows: 
 

1. (Eligible hospital’s remaining audited DSH limit capacity + University DSH 
payment amount + GP DSH payment amount) / (∑ of all eligible hospitals’ 
audited remaining DSH limit capacity + University DSH payment amount + GP 
DSH payment amount) = (Hospital Pool Factor) 

2. (Hospital Pool Factor) X (Pool Amount) = Pool Payment 
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I. Capital

Capital costs are reimbursed using a hospital-specific prospective rate.  A prospective per-discharge amount
will be calculated for medical/surgical hospitals, including critical access hospitals and children’s hospitals.
State-owned psychiatric hospitals, freestanding rehabilitation hospitals and distinct part rehabilitation units will
be reimbursed a prospective per diem capital rate.

When calculating the prospective capital rates, data from the second previous state fiscal year will be used. For
example, capital costs from a hospital’s September 30, 2013 cost report will be used to calculate that hospital’s
2015 prospective capital rate.

Effective January 1, 2015, the capital amount for the medical/surgical component of the hospital is established
using the following lines (or comparable lines from succeeding cost reports) from the hospital’s cost report. The
data for routine capital costs is obtained from the CMS 2552-10, Worksheet D, Part I, Title XIX Column 7, Lines
30-35 and 43.  The ancillary capital costs are obtained from the CMS 2552-10 Worksheet D, Part II, Title XIX,
Column 5, Lines 50-77 and 90-92. The sum of routine and ancillary cost for FFS is then divided by the
medical/surgical FFS discharges for the same period to calculate the hospital-specific prospective per
discharge rate.  Effective October 1, 2015, the FFS data described above will be combined with the equivalent
managed care data to calculate each hospital’s capital rate.

Effective January 1, 2015, the capital amount for freestanding rehabilitation hospitals or distinct part 
rehabilitation units is established using the following lines (or comparable lines from succeeding cost reports) 
from the hospital’s cost report.  The data for routine capital costs is obtained from the CMS 2552-10, Worksheet 
D, Part I, Title XIX, Line 41.  The ancillary capital costs are obtained from the CMS 2552-10, Worksheet D, Part 
II, Title XIX, Column 5, Lines 50-76.99 and 90-92.  The sum of the routine and ancillary cost for FFS is then 
divided by the FFS rehabilitation Medicaid days for the same period to calculate the hospital-specific 
prospective per diem rate. Effective October 1, 2015, the FFS data described above will be combined with the 
equivalent managed care data to calculate each hospital’s capital rate. 

Capital amounts may be adjusted due to significant changes in capital costs that are not reflected in the most 
recent cost report. 

The Medicaid share of allowable capital costs is determined using Medicare Principles of Reimbursement. 

Net licensed beds are used to determine net licensed bed days for capital reimbursement and include all beds 
temporarily delicensed, except for rural banked beds, with rural as defined under section 2 below.  Net licensed 
bed days are: 

Total Licensed Bed Days - Rural Banked Bed Days 

A hospital may apply for a reduction in net licensed beds days to subtract bed days unavailable due to 
construction or renovation.  Such a reduction is only available for beds which are taken out of service for 
construction or renovation for a limited period of time and which are returned to active inpatient service at the 
end of the construction or renovation project.  Documentation of the construction or renovation project will be 
required. 

Occupancy limits described below will be observed when the hospital specific capital rates are set.  Occupancy 
limits will not apply to state psychiatric hospital capital rates.   

Occupancy is: 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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Total Inpatient Days (Including Nursery Days) 
Net Licensed Beds Days 

1. Sole Community Provider Eligible Hospitals 

If the hospital is eligible for sole community provider status (as defined by Medicare 
standards), the Medicaid share of allowable capital costs is reimbursed in full. 

The Medicaid share of allowable capital costs of any distinct part psychiatric units in sole 
community provider eligible hospitals is reimbursed in full. 

2. Rural Hospitals 

If a hospital is located in a rural area (defined as located outside a city of 40,000 or rn&e 
people by a distance of 10 miles or more and based on U.S. Census Bureau population 
data) capital reimbursement will be limited if occupancy in the hospital is less than 60% 
during the hospital's fiscal year. For hospitals with occupancy less than 60%. the Medicaid 
reimbursement for capital will be: 

Occupancy 
x Medicaid Share of Capital 

0.6 

If occupancy is at least 60%, the Medicaid reimbursement for capital will be 100% of the 
Medicaid share of Capital. 

3. Other Hospitals 

If a hospital is not eligible to be a sole community provider and is not located in a rural area, 
capital reimbursement will be limited if occupancy in the hospital is less than 75% during the 
hospital's fiscal year. For hospitals with occupancy less than 75%, the Medicaid 
reimbursement for capital will be: 

Occupancy 
x Medicaid Share of Capital 

0.75 

If occupancy is at least 75% the Medicaid reimbursement for capital will be 100% of the 
Medicaid share of capital. 

4. Hospitals Outside of Michigan 

Medicallsurgical hospitals not located in Michigan receive a per case add-on amount to 
cover capital cost. 

Freestanding psychiatric hospitals and distinct part psychiatric units of hospitals not located 
in Michigan receive a per day add-on amount to cover capital cost. 

TN No. 00-05 ' Approval 6 - 6  -01 Effective Date 4/1/00 
Supersedes 
TN NO. 98-od 

January  1, 2025  version..    This plan is provided for informational use only and does not replace the original .n 
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'The add-on amount is an esfmate of the statewide average paid to hospitals located in 
Michigan. Capital payments to out-of-state hospitals are not cost settled. 

J. Graduate Medial Education 

Dental and Podiatw Residence Pro~rams 
To obtain an average FTE payment for dental and podiatry residents, the GME liability for 
those hospitals operating only dental and podiatry residency programs will be summed. Each 
hospital's GME liability will be taken from calendar year 1995 estimates of GME liabilrty used 
to.make GME payments to hospitals between July 1,1997 and December 31,2001. The 
summed total of these liabilities will be divided by the total number of dental and podiatry 
FTEs (for the same hospitals that the liability data is drawn). The FTEs will be drawn from 
hospital cost reports from the first state fiscal year for which complete data is available. The 
product will be an average dental and podiatry FTE dollar payment to all hospitals reporting 
these FTEs. 

Annually each hospital reporting dental and podiatry FTEs will be reimbursed the average 
dental and podiatry FTE payment as calculated above for each of its dental and podiatry 
FTEs. Hospital FTEs will be drawn from hospital cost reports for the most recent state fiscal 
year for which complete data is available (this will be the same FrE count used to distribute 
the GME Funds and Primary Care Pools). 

The dental and podiatry FTE payments made to all hospitals will be summed and the total will 
be deducted from the GME Funds Pool before any other distributions are made from this 
pool. Once the dental and podiatry FTE payments have been deducted, the remaining funds 
in the GME Funds Pool will be distributed as described below in the sections labeled GME 
Funds Pool and Primarv Care Pool. 

Each hospital's dental and podiatry FTE count and the total ddlar amount allocated to pay 
hospitals for dental and podiatry FTEs will be updated annually. The average dental and 
podiatry FTE dollar payment will not. The average dental and podiatry FTE dollar payment 
will only be adjusted when the GME Funds and the Primary Care Pools are adjusted. Any 
adjustment to the average dental and podiatry FTE dollar payment will be proportional to the 
changes in these two pools. 

Distnbution of GME Funds 
Distribution of graduate medical education funds will be calculated annually to coincide with 
the state fiscal year (October 1 to September 30) for two formula pools -the GME Funds and 
the Primary Care Pools. In order to receive funds for graduate medical education, a hospital 
must have operated a nationally accredited medi i l  education program(s) in the fiscal year 
that data is drawn from the hospital cost reports used to calculate the GME payments. 
Payments wil be fixed, prospective payments made in full and are not subject to future cost 
settlement or appeal. Payments will be made only to hospitals that provide requested 
information by the dates required. Separate gross adjustments will be made for each pool 
payment. 

TN NO.: 06-21 Approval .Date: 
DEC 19 2006 

Effective Date: 01 /01/2007 

TN' No.: 04-20 

January  1, 2025  version..    This plan is provided for informational use only and does not replace the original .n 
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Only intern and resident FTEs in approved programs as specified in 42 CFR 413.75 will be eligible for 
inclusion in the data used to calculate the distribution of the GME Funds and Primary Care Pools. 

To distribute funds from the GME Funds and the Primary Care Pools, data will be drawn from 
accepted hospital cost reports for the most recent fiscal year that data is available.  For the GME 
Funds Pool, the un-weighted full-time-equivalent (FTE) count will be used (line 3.05 from E-3, 
Part IV).  For the Primary Care Pool, the weighted FTE count for primary care physicians will be used 
(line 3.07 from E-3, Part IV).  If the cost report is changed, equivalent data will be used. 

Both the hospital and its residency programs must be operating during the funding period in order to 
receive GME funds.  Hospitals must notify the department in writing at least 30 days prior to the 
termination date of any of its residency programs.  Funds distributed to ineligible hospitals are subject 
to recovery. 

GME payments to hospitals that merge during an academic year will be combined, provided that the 
surviving hospital continues to operate all residency programs that the pre-merger hospitals operated. 
The surviving hospital must notify the department within 30 calendar days after the merger is 
completed, of any reductions or terminations to its residency programs.  The GME payments to the 
surviving hospital will be reduced proportionately to the reduction in its GME programs.  Over 
payments to surviving hospitals based on reductions in GME programs are subject to recovery. 

GME Pool 
To calculate each eligible hospital’s share of the GME FUNDS Pool the following formulas will be 
used:  

FTEs Adjusted  Days) Totals Hospital'Days XIX Title & V Titles Hospital'(  Casemix FTEs =××

GME Funds Pool Size x ∑ FTEs) AdjustedFTEs Adjusted(  = Hospital’s Distribution 

In FY 2007, the GME Funds Pool size will be $83,669,700.  For FY 08 through FY 2011, the GME 
Funds Pool size will be $61,406,400.  For FY 2012, the GME Funds Pool size will be $52,797,200.  
For FY 2013 through FY 2020, the GME Funds Pool size will be $52,565,600. For FY 2021 and each 
subsequent year, the GME funds pool size will be $26,054,100.  

Primary Care Pool 
To calculate each hospital’s share of the Primary Care Pool, the following formula will be used: 

FTEs Adjusted  Charges) Totals Hospital'Charges Outpatient XIX Title & V Titles Hospital'( FTEs =×

Primary Care Pool Size x ∑ FTEs) AdjustedFTEs Adjusted( = Hospital’s Distribution 



Attachment 4.19-A 
Page 28a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Methods and Standards for Establishing Payment Rates – Inpatient Hospital Care 

TN NO.:  20-0011 Approval Date: JAN 15, 2021  Effective Date:  10/01/2020 

Supersedes 
TN No.:  18-0006 

In FY, 2007 the Primary Care Pool size will be $10,285,100.  For FY 2008 through FY 2011, the 
Primary Care Pool size will be $7,548,400.  For FY 2012 through FY 2020, the primary care pool size 
will be $10,322,700. For FY 2021 and each subsequent year, the primary care pool size will be 
$5,116,400. 

Definitions/Notes 
Title V & Title XIX Days – includes fee-for-service days.  Days will include those from distinct-part 
psychiatric and distinct-part rehabilitation units. 
Title V & Title XIX Outpatient Charges – includes fee-for-service outpatient charges.  Charges will 
include those from distinct-part psychiatric units.   
Hospital’s Case Mix – the sum of the relative weights for all Medicaid admissions divided by the 
number of Medicaid admissions during the period covered. 
# of Hospital Eligible Resident FTEs – for the GME Funds and Primary Care Pools FTE data will be 
drawn from hospital cost reports as indicated above. 

GME Payment Schedule 
Payments from the GME funds and the Primary Care Pools are made quarterly, in four equal 
payments.  The dental and podiatry pool payment is made once annually during the final quarter of 
the state fiscal year. 

GME Innovations Pool 
The GME Innovations Pool is established to support innovative GME programs that emphasize the 
importance of coordinated care, health promotions and psychiatric care in integrated systems.  The 
purpose of this training is to develop the skills and experience necessary to provide psychiatric 
services utilized by Michigan Medicaid patient groups.   

The single state agency will approve three (3) agreements statewide each fiscal year.  One 
agreement will be with Detroit Receiving Hospital for $8,929,800.  The second agreement will be with 
Hurley Medical Center for $2,018,078 in FY 2018. In FY 2019 and future years, the agreement will 
amount to $4,381,078.  The third agreement will be with Pine Rest Christian Mental Health Services. 
In FY 2017, the agreement will amount to $3,960,000. In FY 2018, the agreement will amount to 
$6,336,000. In FY 2019 and future years, the agreement will amount to $7,603,200.  To be eligible for 
the pool, a hospital must meet the following criteria: 

• The hospital must be a Medicaid enrolled provider.
• The hospital must have in place an approved agreement between itself, a university psychiatric

residency training program and one or more community mental health services programs to
provide accredited psychiatric residency training.

• The hospital must provide assurances that all training will take place in Michigan and prepare
health care professionals to provide care to populations with the special characteristics of
Michigan Medicaid patient groups.

Upper Payment Limit 
In the event that GME distributions would result in aggregate Medicaid payments exceeding the 
upper payment limit (UPL), the size of the pool(s) and/or additional payments will be reduced to bring 
aggregate Medicaid payments within the UPL. 
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GME Innovations Sponsoring Institution Programs 
The GME innovations sponsoring institution program supports limited non-hospital affiliated GME 
programs that meet requirements listed below. This includes sponsoring institutions whose primary 
purpose is to provide educational programs and/or health care services. A sponsoring institution assumes 
the financial and academic responsibility for a GME program.  

The single state agency will approve one (1) agreement statewide each fiscal year. This agreement will 
be with Authority Health for $2,800,000 for FY 2017 and $3,100,000 for FY 2018 and subsequent years. 
To be eligible for the GME innovations program without a hospital partner, an organization must meet the 
following criteria: 

• The organization must possess appropriate accreditation credentials.
• The organization must meet the requirements associated with receiving Medicaid payments.
• The organization must have an approved agreement with a sponsoring institution, a university

psychiatric residency training program and one or more community mental health services
programs to provide accredited psychiatric residency training.

• The organization must provide assurances that all training will take place in Michigan and prepare
health care professionals to provide care to populations with the special characteristics of
Michigan Medicaid patient groups.

• If GME distributions exceed the expenses incurred by the sponsoring institution in residency
training, the size of the payment will be reduced to bring these elements into alignment.

January 1, 2025 Version.  . .     This plan is provided for informational use only and does not replace the original version. 
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GME Innovations MIDOCs Program 
 

The GME MIDOCs Program supports the expansion of residencies and subsequent retention 
efforts for approved high need specialties in underserved areas of the state, where current 
and future physician shortages undermine the health and well-being of Medicaid 
beneficiaries. The MIDOCs program offers physician training in integrated and patient-
centered care for underserved populations that will further the state’s Medicaid quality goals. 
To be eligible for MIDOCs GME funding, the MIDOCs participating medical school must enter 
into an agreement with the state agency specifying the number of MIDOCS residents to be 
supported, the total annual cost of such residencies, any post-residency expenditures to 
retain physicians in underserved areas of Michigan and the amount of other sources of 
funding available for the program, if any. Sponsoring institutions may receive funding from 
other sources but Medicaid will act as a payer of last resort to only cover costs not reimbursed 
through other sources. The state agency will pay the MIDOCs participating medical school an 
amount equal to the amount of otherwise unreimbursed costs. 
 

The single state agency will approve four (4) agreements with MIDOCs participating medical 
schools statewide each state fiscal year (SFY), covering residencies for the academic year 
(July-June (AY)) beginning within the SFY. The agreements will total $1.52 million in Fiscal 
Year 2019, $10.73 million in Fiscal Year 2020, $19.98 million in Fiscal Year 2021, $27.75 
million in Fiscal Year 2022, $28.5 million in Fiscal Year 2023, and $22.8 million in Fiscal Year 
2024. 
 

In addition, the following requirements must be met:  
 

 The MIDOCs participating medical school must have submitted to the state agency its 
MIDOCs program proposal for new or expanded residency program(s) to promote 
access in underserved areas of the state 

 The new or expanded program(s) must possess appropriate accreditation credentials 
 The new or expanded program(s) must meet the MIDOCs curriculum standards, 

including those related to didactic education on patient centered medical homes, 
interprofessional education, behavioral and physical health integration, and continuous 
quality improvement 

 The MIDOCs participating medical school must be the sponsoring institution of the 
residency program(s) or have an approved agreement with the sponsoring institution 

 The MIDOCs participating medical school or the sponsoring institution (if not the 
medical school) must have agreements with all training sites for the MIDOCs residents 

 If GME distributions exceed the expenses incurred by the MIDOCs participating 
medical school, their affiliated sponsoring institution and/or the clinical training 
sites related to the MIDOCs residencies, the size of the payment will be reduced 
to bring these elements into alignment. 
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IV. Appeals 

A. Price Appeals 

The MSA will consider appeal requests received within thirty (30) calendar days from the 
date of notice to the hospital advising it of a change in its pricing components. Appeal 
requests must be submitted in writing to the MSA. Requests must clearly state the 
item(s) being appealed, the remedy being sought and must include all necessary 
documentation to support the hospital's positiin. Appeal requests received after thirty 
(30) calendar days will not be accepted. Appeal requests may not be used as a means 
to &lay submission or fail to produce cost reports in the format and within the time frame 
required. Failure to include all necessary documentation to support the hospital's 
positiin may result in a hospnal's appeal request being rejected. 

Items subject to appeal include: 

1. Interpretations andlor application of program: 
a) Policy 
b) Procedures 
c) Formulas 
d) Pertinent laws and regulations (0.g. Code of Federal Regulations, HIM-1 5, etc. 

2. Incorrect data andlor paid claims information used in price calculations - excluding 
data and paid claims information from the hospital's annual cost report previously 
submiied by it and accepted by the MSA. 

Items not subject to appeal include: 

? Data previously submitted by +Jle hospital and accepted by !he MSA 
2. The establishment and use of DRGs 
3. The Med i i e  Principles of Reimbursement (e.g. 42 CFR, HIM-15, etc.) as adopted 

by the MSA and used to reimburse providers 
4. The use of relative weights as part of the DRGs 
5. Interim payment rates which are in compliance with state andlor federal regulations, 

and 
6. Non-program related issues. 

Appeal requests must be sent to: Appeals Section, Department of Community Health, 
P.O. Box 30479 Lansing, Michigan 48909. 

8. Appeal Process 

Upon receipt of an appeal request, a bureau conference is scheduled and conducted by 
a MSA staff person from the Appeals Section. During this conference, issues related to 
the appeal are discussed by the MSA staff and hospital representatives. 

TN NO.: 04-10 Approval Date: 1 2006 Effective Date: 7/lrmM 

Supersedes 
TN No.: 01-12 
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Failure to appear at a scheduled bureau conference without good cause and reasonable 
advance written or telephone notification to the MSA staff person assigned to the appeal 
is considered an abandonment of the appeal. 

After the bureau conference, a final determination notice is sent to the hospital outlining 
the MSA position on the item(s) appealed. 

A price appeal decision may include a correction to the data used to set rates. If so, the 
corrected data is used beginning with the rate period for which the appeal was filed. Data 

- - - .. . - corrections and any-resultant price component changes which are accepted through pre- 
hearing conference or prevail at hearing are made for the current base period only for the 
hospital filing the appeal. The MSA may make changes to price components which affect 
all providers in subsequent rebasing periods. 

Hospitals wishing to proceed to the next level of the appeal process have two options: -- 
a The hospital may elect to appeal through an administrative hearing as provided in 

the department's administrative rules, R400.3406 through R400.3424. 
Administrative appeal requests must be sent to: Administrative Tribunal, Health 
Legislation and Policy Development, Department of Community Health, P.O. Box 
30479, Lansing, Michigan 48909. 

The hospital may waive its right to appeal through the administrative rules, 
R400.3406 through R400.3424, and instead elect to request a hearing before the 
State Hospital Appeal Panel. A waiver statement, signed by a duly authorized 
representative of the hospital, must accompany the appeal request. Appeals to 
this panel must be sent to: State Hospital Appeals Panel Coordinator, Department 
of Community Health, P.O. Box 30479, Lansing, Michigan 48909. 

Only issues raised at the bureau conference are accepted for review at either of the two 
hearing processes. Appeal requests must be received by the MSA within thirty (30) 
calendar days from the date of the final determination notice sent to the hospital 
subsequent to the bureau conference. Failure to submit an appeal request within thirty 
(30) calendar days shall be deemed an abandonment by the hospital of all further 
administrative appeal rights. 

C. Administrative Hearings 

Hearings conducted by the department's Administrative Tribunal follow the Department of 
Community Health's Medicaid Provider Reviews and Hearings rules found at R400.3406 
through R400.3423. 

D. State Hospital Appeal Panel 

The State Hospital Appeal Panel shall consist of one member chosen by the hospital, one 
independent member (selected by the MSA from a list of prospective members supplied 
or approved by the hospital industry), and one representative of the MSA. 

TN No. 00-05 Approval 6- & - o/ Effective Date 4/1/00 
Supersedes 
TN NO. 9/1-i 8 
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The appeal panel coordinator shall schedule the times and places for the pre-hearing 
conference and the appeal panel hearing. Written notice of the hearing shall be mailed to 
the parties not later than thirty (30) calendar days from the date the appeal request is 
received by the appeal panel coordinator. The pre-hearing conference and panel hearing 
shall be held in Lansing. Failure to appear at a scheduled pre-hearing conference or 
hearing without good cause and reasonable advance written or telephone notification 
shall be deemed an abandonment of the appeal. Actions described in the final 
determination notice shall then be implemented without further notice to the hospital. 

_ _ _  - - All time requirements for appeal to thepanet may be extended by mutual agreement of 
the parties involved. 

Each party must submit a position paper to the appeal panel along with all necessary 
documentation to support its position. In order to be considered, position papers and 
supporting documentation must be received by the appeal panel coordinator no later than -. -.. 
fifteen (1 5) calendar days prior to the scheduled hearing date. 

The appeal panel shall give each party an adequate amount of time to present its 
evidence and arguments. The appeal panel reserves the right to exclude testimony or 
evidence which it deems to be immaterial, repetitious, or irrelevant. 

Each party is entitled to call persons to testify at the hearing. 

A complete record of the hearing is made by a licensed Certified Electronic Reporter. 
The record may be transcribed and reproduced at the request of either party. The 
transcription cost is the responsibility of the party making the request. 

The appeal panel may affirm, modify, or reverse a bureau conference decision upon the 
affirmative vote of two or more of its members. 

The appeal panel shall issue a written recommendation no later than sixty (60) calendar 
days after the closing date of the hearing. The written recommendation shall include 
findings of fact and relevant conclusions of law. 

The recommendation decision of the appeal panel shall be forwarded to the Director of 
the Department of Community Health with copies mailed to the hospital and appropriate 
MSA appeals staff. 

Either party may file exceptions to the recommended decision. Exceptions must be filed 
within twenty (20) calendar days of the issuance of the appeal panel's recommended 
decision. Such exceptions must be submitted to the department director with copies sent 
to the opposing party and the appeal panel coordinator. Exceptions filed after 20 days 
will not be considered. , , 

The department director may accept, modify or reverse the recommended decision of 
either the panel or the administrative law judge. The decision of the department director 
shall be binding unless the hospital wishes to appeal the decision to a court of 
appropriate jurisdiction. . 

TN No. 00-05 ' Approval 6 - 6 - d /  Effective Date 4/1/00 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

METHODS OF PAYMENT OF REASONABLE COSTS - 
INPATIENT HOSPITAL SERVICES 

If an appeal results in a change which affects claims already processed, three alternatives 
to implement the change shall be available. 

1. The hospital may elect to submit adjustments through the normal billing process. 
2. 'The hospital may request an early initial settlement for the entire hospital. 'The 

initial settlement will incorporate the appeal decision in determining the gross 
program liability. Initial settlements are done only after the end of a hospital's 
fiscal year end. 

3. The impact of the appeal decision may be incorporated into the hospital's final 
settlement process. 

V. Medicaid Access to Care Initiative (MACI) Payments 

1. FY'03 8 M'04 MAC1 Payments 
The Department of Community Health (the department) is establishing four special funding 
pools for the next two State fiscal years ( W s  '03 8 '04). To keep payments within the Medicaid 
upper payment limits, separate pools will be established for privately-owned or operated 
hospitals and non-state government-owned or operated hospitals for inpatient hospital services. 
Only hospitals located within Michigan, enrolled in the Medicaid program, open and admitting 
Medicaid fee for service (FFS) and managed care patients 10 days prior to a scheduled 
payment will be eligible to receive distributions from these pools. 

Allocation of payments from the inpatient hospital pools for fiscal year 2003 will be made based 
on inpatient FFS hospital paid claims for hospital admissions from September 1, 1999 to August 
31,2000. (The last year of paid claims data used to rebase hospitals in W 0 2  will be used.) 
Allocation of payments for W04 will be made based upon similar data drawn from W 0 3  
payments. 

Privately-Owned or Operated lnpatient Hospital Pool ($120 million) 
This inpatient pool will be computed based upon the total number of DRG reimbursed hospitals 
and distinct part rehabilitation units. Freestanding rehabilitation hospitals with Medicaid FFS 
payments will participate in this pool, also. 

Hospitals with Medicaid inpatient FFS payments will share proportionately in a pool of $120 
million based on each hospital's total Medicaid FFS inpatient payments divided by the total 
Medicaid FFS inpatient payments for all privately-owned and operated hospitals and units. 

NonState Governmentowned or Operated Inpatient Hospital Pool ($19 million) 
This inpatient pool will be computed based upon the total number of DRG reimbursed hospitals 
and distinct part rehabilitation units. Freestanding rehabilitation hospitals with Medicaid FFS 
payments will participate in this pool, also. 

Hospitals with Medicaid inpatient FFS payments will share proportionately in a pool of $1 9 
million based on each hospital's total Medicaid FFS inpatient payments divided by the total 
Medicaid FFS inpatient payments for all non-state government-owned or operated hospitals and 
units. 

TN No. 04-05 Approval FFR - Effective Date 411104 
Supersedes 
TN No. 02-20 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Methods and Standad for Estabjishing Payment Rates 
Inpatient Hospital Care 

Payment Schedule 
Payments will be made only after the department has received approval for this policy from the 
Centers for Medicare 8 Medicaid Services. Once approval has been received, the initial 
payment will be made within 45 days. Subsequent payments will be made within 45 days of 
the beginning of each quarter. The quarterly payments will be made in four equal installments 
based on the total annual amount each hospital is eligible to receive. If a hospital closes w is 
determined ineligible to receive funds from a pool, its funds will be rediswbuted to the 
remaining eligible hospitals based on the orlginal distribution formula. All funds from both 
inpatient hospital pools will be distributed to eligible hospitals. 
2. FYO4 Expansion 8 Extension of MAC1 Payments 
To ensure continued access by Medicakl benefciaries to high qual i  hospital care, the 
Michigan Department of Community Health (the department) is establishing two special funding 
pools. To keep payments within the federal Medicare upper payment limit (UPL), separate 
pools will be established for privately-owned or operated hospitals and non-state govemment- 
owned or operated hospitals for inpatient hospital services. Only hospitals located within 
Michigan, enrolled in the Medicaid program, open, treating, and admitting Medicaid fee for 
senrice (FFS) and managed care beneficiaries ten (10) days prior to a scheduled payment will 
be eligible to receive distributions from these pools. 

For N 2004, the expansion of the inpatient hospital MAC1 pools covered here will be in 
addition to, and will supplement, the existing MAC1 pools as described in sub-section 1. The 
policy for the supplemental MAC1 pods is effective April 1,2004 and applies to the second half 
of the year only. 

'The distribution of payments from these pools will supplement the hospital's regular DRG and 
per diem payments (for rehabilitation units and hospitals) and is not considered part of the fee 
for service (FFS) reimbursement. Medicaid payers that normally match the department's FFS 
payments to medical providers are not required to include the distribution payments from the 
pools described here as part of their FFS payments. 

Full pool sites will be renewed annually for FY 2005 and beyond. Pool sizes will be 
established based on the calculated diierence between the federal Medicare upper payment 
limit and annual Medicaid payments. 

Payment Share - hpatient Paid Claims File 

To determine each hospital's share of a pool, the department will use paid claims for the 
fiscal year endins two years prior to the current fiscal year. Claims will be restrided to those 
paid by June 30 d the following fscal year (e.g., paid claims from FY 2002 will be used to 
calculate payments in FY 2004 with claims limited to those paid by June 30, 2003). The paid 
claims tile will include all Medicaid FFS payments made for both Medicaid and CSHCS 

TN NO.: 05-15 Approval ~ate:'J\]N I :< h u b  Effective Date: MMlIZWS 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Methods and Standards for Estsblishing Payment Rates 
Inpatient Hospital Care 

eligible beneficiaries through the Medicaid Invoice Processing System including DRG and per 
diem pbyments, DRG outlier payments, and daims paid based on a percent of charge. Paid 
claims will indude those with other insurance and patient-pay amounts. Inpatient services 
will include acute and rehabilitation sewices provided through distinct part rehabilitation units 
and freestanding rehabilitation hospitals, and sub-acute ventiiator-dependent care units. 
Services paid to LTC providers will not be included with the exception of services paid to sub- 
acute ventilatordependent care units with beds licensed as hospital beds. Revenue from 
licensed hospital beds utilized at less than an acute or rehabilitation level of care will be 
excluded from the paid claims file with the exception of revenue from subacute ventilator- 
dependent care beds licensed as hospital beds. Payments made outside the Invoice 
Processing System, such as for capital, graduate medical education (GME), or 
disproportionate share hospital (DSH), will not be included in the paid claims file used to 
distribute the MAC1 pods. 

Allocation of Pool 

MAC1 distributions are made prospectively based on historical data. Eligible hospitals will 
share proportionately from each pool based upon a hospital's total Medicaid paid daims, 
divided by the total Medicaid paid claims for all eligible hospitals. times the dollar amount of 
the individual pod. If a hospital closes, is determined ineligible to receive distributions from a 
pod, or its MAC1 distribution causes the hospital's Medicaid payments to exceed charges, its 
MAC1 distribution in excess of charges will be redistributed to the remaining elQible hospitals 
based on the original distribution formula. AH funds from the inpatient hospital pools will be 
distributed to eligible hospitals until the pools are empty. In the event that MAC1 distributions 
would result in aggregate Mediiid payments to exceed the UPL, the size of the pool(s) will 
be reduced to bring aggregate Medicaid payments within the UPL. All MAC1 payments are 
final. 

TN NO.: 05-15 Approval Date: p,d\\N 7 ? ?OD6 Effective Date: 04l0112005 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Methods and Standards for Establishing Payment Rates - Inpatient Hospital Care 

Payment Schedule 

Payments will be made only after the department has received approval for this policy 
from the Centers for Medicare & Medicaid Services. Once approval has been received, 
the initial payment will be made within 45 days. Subsequent payments will be made 
within 45 days of the beginning of each quarter. Quarterly payments will be made in 
four equal installments based on the annual amount each hospital is eligible to receive. 

If a hospital closes, or is determined ineligible to receive funds from a pool. its funds 
will be redistributed to the remaining eligible hospitals based on the original 
distribution formula. All funds from both inpatient hospital pools will be distributed to 
eligible hospitals. 

VI. Special Payment Adjustments 

Effective August I, 2007 and each subsequent fiscal year, the Department is directed to 
reduce hospital payments in each respective fiscal yearby $45,872,360. During fiscal year 
2007, the reductions were made in August and September. Payment reductions will be 
made during the 4th quarter of each subsequent fiscal year. These reductions are pursuant to 
the Governor's Executive Orders No. 2001-9, 2002-22, 2005-07 and to budgetary savings 
included in Act 330 of 2006 and in subsequent annual appropriation Acts. 

A calculated share of the total annual reduction will be assessed to all hospitals and units 
operating and enrolled in the Medicaid program on the date the E.O. reductions are 
processed. A hospital's annual reduction will be based on its inpatient hospital paid claims 
for hospital admissions from October I to September 30th of the second previous fiscal 
year. (The same paid claims file is used to calculate the hospital MACI payments and the 
E.O. reductions for the fiscal year.) Paid claims include Title V, Title XIX, and Title 
V!XIX inpatient hospital claims. A hospital's share of the annual reduction is calculated by 
dividing the total of its paid claims by the total of the paid claims for all affected hospitals 
times the total amount of funds to be recovered. 

Merged hospitals have their reductions combined. Reductions are taken from the surviving 
hospital. Should a hospital or distinct part unit close prior to the end of the fiscal year its 
reduction becomes part of the hospital's final settlement. 

Each hospital's paid claim file is reviewed and appealed at the time the data are submitted 
with the hospital's cost report. No further appeal of the inpatient hospital paid claims data 
will be allowed. These reductions are included in the hospital's settlement. 

Each hospital's share of the reductions is made by gross adjustment to the hospital's 
inpatient hospital Medicaid ID number. Recoveries are taken from the hospital's payments 
until the E.O. Reductions are complete. 

TN NO.: 07-12 Approval DatefEB 2 0 2008 Effective Date: 08/18/2007 
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Methods and Standards for Establishing Payment Rates - Inpatient Hospital Care 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

VII. Short Hospital Stay Reimbursement

The State utilizes a short hospital stay (SHS) rate of reimbursement for certain outpatient and inpatient hospital
stays.  The SHS encompasses funding for both operating and capital costs.  The SHS rate will be identical for
inpatient and outpatient services, and will apply to all services billed on the claim.  The SHS rate is applied for
outpatient dates of service or inpatient discharges on or after July 1, 2015.  The agency’s current rates of
reimbursement were set as of January 1, 2018 and are effective for outpatient dates of service or inpatient
discharges on or after that date. All rates of reimbursement for the SHS rates are published on the State website
at www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific Information >>
“Inpatient Hospitals” or “Outpatient Hospitals.”

The SHS rate of reimbursement does not modify billing requirements for hospitals.  If the patient meets criteria
for an inpatient admission, the invoice must be submitted as an inpatient claim.  Conversely, if the patient does
not meet criteria for an inpatient admission, the invoice must be submitted as an outpatient claim.  In either
case, if the criteria for the SHS rate are met, the hospital will receive the same reimbursement for services
rendered.  The SHS rate only applies to discharges from a facility, and does not apply to transfers, leaving
against medical advice (AMA), or other discharge statuses.

The SHS rate of reimbursement applies to both emergent and elective claims.  Short hospital stays are defined
using the following criteria.

1. Outpatient Hospital Claims Qualification

An outpatient hospital claim will qualify for the SHS rate if all of the following criteria are met:

• The primary diagnosis code billed on the outpatient claim is an applicable diagnosis code as listed on
the MDHHS website.

• The claim does not include a surgical revenue code (36X) billed on any line of the outpatient claim.
• The claim does not include cardiac catheterization lab revenue code 481.
• The claim includes observation revenue code 762.

2. Inpatient Hospital Claims Qualification

An inpatient hospital claim will qualify for the SHS rate if all of the following criteria are met:

• The primary diagnosis code billed on the inpatient claim is an applicable diagnosis code as listed on
the MDHHS website.

• The claim does not include a surgical revenue code (36x) billed on any line of the inpatient claim.
• The claim has a date of discharge equal to or one day greater than the date of admission.
• The claim does not include cardiac catheterization lab revenue code 481.

3. Exclusions

The SHS rate will not apply to inpatient or outpatient claims with the following conditions:

• Claims where Medicaid is the secondary payer.
• Claims for patients who leave the hospital AMA.
• Claims for deceased patients.
• Claims that include primary diagnoses that are not an applicable diagnosis code as listed on the

MDHHS website.

January 1, 2025 Version.  . .  .     This plan is provided for informational use only and does not replace the original version.  
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TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
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4. Diagnoses

As indicated, in order to qualify for the SHS rate, a claim must include one of the primary diagnosis 
codes for outpatient dates of service and inpatient dates of discharge on or after July 1, 2015.  The 
current list of ICD-10 diagnoses used were set as of January 1, 2018 and are effective for outpatient 
dates of service or inpatient discharges on or after that date. All applicable diagnosis codes for the SHS 
rates are published on the State website at www.michigan.gov/medicaidproviders >> Billing & 
Reimbursement >> Provider Specific Information >> “Inpatient Hospitals” or “Outpatient Hospitals.”
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Rural Access Pool 

The State will establish a Rural Access Pool beginning in State FY 2013 for hospitals that provide 
Medicaid services to low income rural residents. Effective State FY 2021, eligibility for the rural access 
pool is limited to non-critical access hospitals. To be eligible for this pool, hospitals must be categorized 
by the Centers for Medicare & Medicaid Services as a sole community hospital, or meet both of the 
following criteria. 

1. A hospital must have 50 or fewer staffed beds. The State will calculate staffed beds by
dividing the total hospital days reported by the hospital on its Medicaid cost report with a fiscal
year ending between October 1, 2010 and September 30, 2011, by the number of days
covered in the cost report; and

2. A hospital must be located in a county with a population of not more than 165,000 and within a
city, village, or township with a population of not more than 12,000. The population threshold
will be measured against population counts from the 2000 federal decennial census.

Each hospital’s allocation from this pool will be calculated as the unreimbursed cost the hospital incurred 
providing inpatient services to Michigan Medicaid beneficiaries during its cost period that ended during 
the second previous fiscal year. For example, to calculate the 2013 pool, hospital cost reports with fiscal 
years ending between October 1, 2010 and September 30, 2011 will be used.  

Provider costs will be determined using data reported on the following lines of the CMS 2552-96 or their 
equivalent lines on the CMS 2552-10.  Inpatient costs are obtained from Worksheet D-1, Part II, Title XIX, 
Line 49. The following gross Medicaid payments from this cost report period will be applied against cost 
to determine unreimbursed cost: operating, capital, graduate medical education, executive order 
reductions, and Medicaid access to care initiative, or any other supplemental payment.  

Payments will be made within 45 days of the beginning of each quarter.  The quarterly payments will be 
made in four equal installments based on the total annual amount the hospital is eligible to receive. 

The total amount of the rural access pool payments is the sum of each hospital’s allocation from this pool 
described above. 

In the aggregate, the State reimburses hospitals up to maximum allowable under the Federal upper 
payment limits for inpatient services provided to Medicaid beneficiaries. To keep total Medicaid fee-for-
service payments to hospitals within the Federal upper payment limits, the State will reduce the size of 
the applicable year’s MACI Pool payments by the size of the Rural Access Pool. 
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Psychiatric Residential Treatment Facility (PRTF) 

PRTFs are paid a per diem rate, tiered to reflect the severity of the treatment services and staffing ratios. 
The per diem rates were set as of December 1, 2023, and are effective for services provided on or after 
that date. All rates are published at www.michigan.gov/medicaidproviders.  Except as otherwise noted in 
the plan, state-developed fee schedule rates are the same for both governmental and private providers of 
PRTF services. 

The per diem is inclusive of: 
1) Personal care and community living supports
2) Psychiatry
3) Group and individual behavioral health therapy
4) Case management
5) Behavior treatment plan development, implementation, and monitoring
6) Room and board
7) All transportation services. This includes transportation to accomplish PRTF treatment goals,

education, and non-emergency non-ambulance medical transportation.

PRTF services must be reimbursed at the lower of the following: 
1) Submitted charges, or
2) Fee schedule for PRTF services as determined by MDHHS

Payment is made for leave days when a reserved bed is held for a recipient on therapeutic or hospital 
leave. Therapeutic leave days are paid at 75% of the established fee schedule rate for up to consecutive 
therapeutic leave days. Hospital leave days are paid at 50% of the established fee schedule rate for up to 
seven consecutive days for each separate and distinct episode of medically necessary hospitalization. 
Additional leave days may be reimbursed upon authorization by the state. 

Coverage for out-of-state PRTFs may only be provided upon authorization by the State. PRTF services 
must be reimbursed at the lower of the following: 

1) Submitted charges, or
2) Fee schedule for PRTF services as determined by MDHHS
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Introduction 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Section 4 – General Program Administration 

Provider payment rates are not applicable for Other Provider-Preventable Conditions (OPPC) that are 
identified as non-payable as indicated below. This applies to all Medicaid reimbursement provisions 
contained in Attachment 4.19-B. 

No payment shall be made for Other Provider-Preventable Conditions that are identified as non-payable 
by Medicaid: 

1) wrong surgical or other invasive procedure performed on a patient;
2) surgical or other invasive procedure performed on the wrong body part;
3) surgical or other invasive procedure performed on the wrong patient.

In compliance with 42 CFR 447.26(c), the state provides: 

1) that no reduction in payment for a Provider Preventable Condition (PPC) will be imposed on a
provider when the condition defined as a PPC for a particular patient existed prior to the initiation of
treatment for that patient by that provider.

2) that reductions in provider payment may be limited to the extent that the following apply:

(A) the identified PPC would otherwise result in an increase in payment.
(B) the state can reasonably isolate for nonpayment the portion of the payment directly related to

treatment for, and related to, the PPC.

3) Assurance that non-payment for PPCs does not prevent access to services for Medicaid
beneficiaries.

This applies to all Medicaid reimbursement provisions contained in Attachment 4.19-B. 

Specific payment methodologies and effective dates are listed in the Attachment 4.19-B payment pages 
that follow. 

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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 TN NO.: 23-0023 Approval Date:      NOV 17, 2023 Effective Date: 10/01/2023 

 Supersedes TN No.: 18-0011 

1. Physician Services

Payment rates are established by the Medical Services Administration and are designed to
enlist the participation of an adequate number of providers. The Medicare prevailing fees, the 
Resource Based Relative Value Scale (RBRVS) and other relative value information, other 
state Medicaid fee screens, and providers' charges may be utilized as guidelines or reference 
in determining the maximum payment rates for individual services.  

Providers are reimbursed the lesser of the Medicaid payment rate or the provider’s usual and 
customary charge minus any third-party payment. The provider’s usual and customary charge is 
the fee most frequently charged to patients. The payment rate is uniform for private and 
governmental providers. 

Except as otherwise specified in the State Plan, payment rates are established utilizing the 
following methodology:     

• Annual January RBRVS values multiplied by the statewide conversion factor of $21.30.
• Annual January Anesthesia Base Units (ABUs) plus time units multiplied by the statewide

anesthesia conversion factor of $10.60.

This payment rate methodology is effective for dates of service on or after 10/01/2023. 

The rates calculated using the above methodology are published in the practitioner fee schedule on 
the State’s website at  www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
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Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

Payment adjustments will be made for practitioner services provided through the following public 
entities: 

• University of Michigan Health System
• Wayne State University
• Hurley Hospital
• Michigan State University
• Oakland University
• Western Michigan University
• Central Michigan University

Adjustments apply to dates of service on or after July 1, 2006. Beginning January 1, 2011, 
Oakland University will be eligible for pricing adjustments under this program. Beginning 
July 1, 2012, Western Michigan University will be eligible for pricing adjustments under this 
program. Beginning January 1, 2013, Central Michigan University will be eligible for pricing 
adjustments under this program. Eligibility for these adjustments is limited to individual 
practitioners or practitioner groups designated by the public entities. Service provided by the 
following practitioners, when not included in facility payments to the public entity, are included: 

• Physicians (MD and DO)
• Ophthalmologists
• Oral Surgeons
• Dentists
• Podiatrists
• Physician's Assistants
• Nurse Practitioners
• Clinical Nurse Specialists
• Certified Nurse Midwives
• Certified Registered Nurse Anesthetists
• Certified Anesthesiologist Assistants
• Optometrists

Adjustments apply to both public and private practitioners and practitioner groups. Practitioners and 
practitioner groups are either employees of the public entity or are under a contract with the public entity. 
All services eligible for the payment adjustment are billed under the federal employer number of the public 
entity or under the employer identification number of the practitioner/practitioner group. Billings are 
submitted by the public entity or by the practitioners/ practitioner groups. The Medical Services 
Administration must concur with the public entity's designations in order for the payment adjustment to be 
applied.

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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The payment adjustment will be the lesser of: 

 The difference between 95.7% of the average commercial rate for services provided on or
after January 17, 2010.  The average commercial rate is established separately for each
public entity.  It is derived by calculating a weighted average by procedure code, of a
minimum of five non-governmental payers whose combined business constitutes not less
than 50% of a practice or practice groups’ commercial business.  In order to derive the
average commercial rate for procedures, each participating public entity must submit
commercial fee schedules for the taxable entity most representative of the primary
provider group of the public entity’s medical group.  The fee schedules submitted must
clearly demonstrate pricing information by procedure code by commercial payer.
Additionally, the public entity must indicate the percent of business each commercial
payer constitutes of their total commercial business revenue.  A weighted average by
procedure code will be calculated at the public entity level from the submitted fee
schedules.  The state will calculate average rates on an annual basis using fee schedules
in effect for the calendar year which includes the first quarter of the fiscal year for which
the average rates will be applied.  Beginning July 1, 2013, providers participating in the
Public Entity Adjustment Program shall receive the difference between 100% of the
average commercial rate and the total base payments already made to the providers by
Medicaid and any other payer.

 The difference between the practitioner FFS Medicaid fee screens and the practitioner's
customary charge.

Services to beneficiaries enrolled in Medicaid Managed Care Organizations (MMCOs) are not 
included in the payment adjustments.  No provider will receive payments that in aggregate 
exceed their customary charges. 

Practitioners will receive a base payment equal to the FFS payment to other practitioners when 
they bill for services.  For each fiscal quarter, the public entity will provide a listing of the 
identification numbers for their practitioners/ practitioner groups that are affected by this payment 
adjustment to the MSA.  The MSA will generate a report, which includes the identification 
numbers and utilization data for the affected practitioners/ practitioner groups.  This report will be 
provided to the public entity.  The public entity must review the report and acknowledge the 
completeness and accuracy of the report.  After receipt of this confirmation, the MSA will approve 
and process the payment adjustments for each fiscal quarter within 60 days.  The process 
includes a reconciliation that takes into account all valid claim replacements affecting claims that 
were previously processed. 

After the MSA confirms the accuracy of the payment adjustments, the adjustments will be sent to 
the practitioners/ practitioner groups through the identification number used to bill Medicaid under 
the FFS program. 

Service providers may bill Medicaid for vaccines/toxoids which they have purchased.  Medicaid 
reimburses the provider up to Medicare reimbursement rates. 

MAR 10, 2014 
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TN NO.:  09-09    Approval Date: ____________ Effective Date:  04/01/2009 

Supersedes  
TN No.: N/A new page  

MAR 15 2010 

Payment Adjustments for Children with Special Health Care Needs Approved Specialty 
Physicians. 

Effective July 1, 2009, the payment adjustment method determined by the Medical 
Services Administration is the lesser of: 

• The difference between the fee-for-service (FFS) Medicaid fee screens and the average
commercial rate.

• The difference between the FFS Medicaid fee screens and the physician’s customary
charge.

The Average Commercial Rate is derived by calculating a weighted average by procedure 
code, of the non-governmental payers constituting greater than 50% of a practice or 
practice groups’ Commercial Business.  In order to derive the average commercial rate for 
procedures, any practice or practice group wishing to receive adjustments under this section 
must submit Commercial Fee Schedules that clearly demonstrate pricing information by 
procedure code by Commercial Payer, and indicate the percent of business each 
Commercial Payer constitutes of their total commercial business revenue.  For purposes of 
this section, “business revenue” is defined as revenue received for professional medical 
services rendered.  

A physician’s customary charge refers to the Amount which is charged in the majority of 
cases for a specific medical procedure exclusive of token charges for charity patients and 
substandard charges for welfare and other low income patients. 

Children with special health care needs approved specialty physician receive a base 
payment equal to the FFS payment paid to other physicians.  Each fiscal quarter, the 
Medical Services Administration (MSA) generates a report for the affected providers.  
When the participating physicians and the MSA confirm the accuracy of the report, the 
payment adjustments are determined.  The payment adjustments are made for each fiscal 
quarter.  The process includes a reconciliation that takes into account all valid claim 
replacements affecting claims that were previously processed.   

TN No.:  NEW
Supersedes 
TN No.:  11-14

Supersedes 
TN No.:  N/A – New Page
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TN NO.:  22-0012 Approval Date:   Nov 4, 2022  Effective Date: 10/01/2022 

Supersedes 
TN No.:    17-0015 

Physician Services, Primary Care Services Incentive Payment 

Primary Care Physician Services  
Physicians with primary specialty designations of family medicine, general internal medicine, pediatric 
medicine, or general practice may qualify as primary care providers for purposes of increased payment. 

Eligible providers will be identified as if the methodology described in 42 CFR 447.400(a)(1) and (2) 
remains in effect. However, if otherwise eligible physicians have subspecialty practice designations, only 
those providers with subspecialty designations of adolescent medicine and geriatric medicine will be 
eligible for the rate increase.   

Non-physician Practitioners, specifically Nurse Practitioners (NPs) and Physician Assistants (PAs), who 
provide primary care services in collaboration with an eligible primary care physician, will be eligible for the 
enhanced rate. 

Method of Payment 
For primary care providers identified as eligible for the primary care rate adjustment, payment will be made 
on the qualified procedure codes as published in a separate Medicaid Practitioner Fee Schedule.  The 
Primary Care Fee Schedule will reflect rates that have been adjusted in compliance with expenditure levels 
established by state law. 

Unless otherwise noted in the state plan, Michigan’s Medicaid payment rates are uniform for private and 
governmental providers.   

Primary Care Services Affected by this Payment Methodology 
Primary care physician services subject to the enhanced primary care rate are defined as Healthcare 
Common Procedure Coding System (HCPCS) codes: 

• 99201 through 99215 for new and established patient office or outpatient evaluation and
management (E/M) visits

• 99304 through 99318 for initial, subsequent, discharge and other nursing facility E/M services
• 99324 through 99337 for new and established patient domiciliary, rest home or custodial care E/M

Services
• 99341 through 99350 for new and established patient home E/M visits
• 99381 through 99397 for new and established patient preventive medicine services
• 99421-99423 online digital E/M services
• 99441-99443 non-face-to-face telephone E/M services

Effective Date of Payment 
This reimbursement methodology applies to services rendered by physicians with the primary specialty 
designation of family medicine, general internal medicine, pediatric medicine, and general practice, on and 
after October 1, 2022. The Michigan Medicaid Fee Schedule for the qualified procedure codes is published 
at www.michigan.gov/medicaidproviders . 

http://www.michigan.gov/medicaidproviders
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JUL 5, 2016 

Physician Services, Emergency Department Case Rate Payments 

Attending Physician Emergency Department Services 

Reimbursement for Evaluation and Management (E/M) services provided by an attending physician in the 
emergency department (ED) of a hospital is made in accordance with the ED case rate methodology.  The 
ED case rate is a two-tiered fee screen based on whether the beneficiary is: 

• Treated and released from the ED; or
• Treated and admitted to the hospital or transferred to another hospital.

ED attending physician services subject to the case rate payment methodology are defined as Healthcare 
Common Procedure Coding System (HCPCS) codes: 

• 99281 through 99285 for new or established patient ED E/M services

Payment Methodology 

Payments utilizing the case rate methodology are calculated by using a blend of the current Medicaid 
payment rates for the E/M HCPCS codes 99281-99285 and the historic utilization for these codes in 
relation to whether a beneficiary is treated and released or treated and admitted to the hospital.  The rates 
associated with these HCPCS codes are updated annually using the Resource Based Relative Value 
Scale (RBRVS) CMS January release.   

Services Excluded from the Case Rate Payment Methodology 

Excluded from the ED case rate are the separately billable physician services and the services of other 
physicians who provide E/M or other services in the ED.  When billing for these services HCPCS coding 
conventions and Medicaid program guidelines must be followed.  The standard Medicaid fee screens 
apply. 

Fee Schedules 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers.  Michigan Medicaid’s fee schedule rates were set as of July 1, 2009 
and are effective for services provided on or after that date.  Michigan Medicaid’s fee schedule is published 
on the MDHHS web site at www.michigan.gov/medicaidproviders>>Billing and Reimbursement>>Provider 
Specific Information>>Physicians/Practitioners/Medical Clinics . 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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TN NO.:  22-0015 Approval Date:    Nov 4, 2022  Effective Date: 10/01/2022 

Supersedes 
TN No.:   20-0003 

Physician Services, Neonatal Critical Care and Intensive Care Services 

Neonatal Services Reimbursement Methodology 

Reimbursement for neonatal critical care and intensive care services is 100% of the annual Medicare rates 
published January of each year. Except as otherwise noted in the state plan, Michigan’s Medicaid payment 
rates are uniform for both private and governmental providers. Reimbursement is made in accordance with 
Medicaid’s fee screens or the usual and customary charge for these services, whichever amount is less.   

Effective Date of Payment 

This reimbursement methodology applies to services rendered on and after October 1, 2022.  All rates are 
published at www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
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Supersedes 
TN No.:    New Page 

Physician Services, Obstetrical Services 

Obstetrical Services Reimbursement Methodology 

Reimbursement for obstetrical services is 95% of the annual Medicare rates published January of each 
year. Except as otherwise noted in the state plan, Michigan’s Medicaid payment rates are uniform for both 
private and governmental providers. Reimbursement is made in accordance with Medicaid’s fee screens or 
the usual and customary charge for these services, whichever amount is less.   

Effective Date of Payment 

This reimbursement methodology applies to services rendered on and after October 24, 2017.  All rates 
are published at www.michigan.gov/medicaidproviders. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 

http://www.michigan.gov/medicaidproviders


Attachment 4.19 - B 
Page 1.b.9 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates  
Other than Inpatient Hospital and Long-Term-Care Facilities 

TN NO.:  23-0023 Approval Date: NOV 17, 2023  Effective Date: 10/01/2023 

Supersedes 
TN No.:   21-0004 

Physician Services, Pediatric Psychiatric Services 

Pediatric Psychiatric Diagnostic Evaluation Services Reimbursement Methodology 

Reimbursement for psychiatric diagnostic evaluation services for beneficiaries under 21 years of 
age is 100% of the annual Medicare rates published January of each year.  Except as otherwise 
noted in the state plan, Michigan’s Medicaid payment rates are uniform for both private and 
governmental providers. Reimbursement is made in accordance with Medicaid’s fee screens or the 
usual and customary charge for these services, whichever amount is less.   

Effective Date of Diagnostic Evaluation Services Payment 

This reimbursement methodology applies to services rendered on and after February 1, 2020.  All 
rates are published at www.michigan.gov/medicaidproviders. 

Pediatric Psychiatric Services and Procedures Reimbursement Methodology 

Reimbursement for psychiatric services or procedures is 67.73% of the annual Medicare rates 
published January of each year. Except as otherwise noted in the state plan, Michigan’s Medicaid 
payment rates are uniform for both private and governmental providers. Reimbursement is made in 
accordance with Medicaid’s fee screens or the usual and customary charge for these services, 
whichever amount is less. 

Effective Date of Psychiatric Services Payment 

This reimbursement methodology applies to services rendered on and after October 1, 2023.  All 
rates are published at www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
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TN No.:   New Page 

Preventive Services - Doula Services 

Doula Services Reimbursement Methodology 

Reimbursement for doula services will be the lesser of the provider’s charge or Program fee screens 
established relative to similar services reimbursed by the department. Except as otherwise noted in the 
plan, state-developed fee schedule rates are the same for both governmental and private providers of 
doula services.  

Effective Date of Payment 

Rates are calculated using the methodology utilized for physician services located in Attachment 4.19-B 
Page 1. This reimbursement methodology applies to services rendered on and after October 1, 2022.  All 
rates are published at www.michigan.gov/medicaidproviders 

http://www.michigan.gov/medicaidproviders
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Physician Services, Interprofessional Telephone/Internet/Electronic Health Record Consultations 
(including eConsults) 

Interprofessional Telephone/Internet/Electronic Health Record Consultations Reimbursement Methodology 

Except as otherwise noted in the plan, state-developed payment rates are the same for both governmental 
and private providers of Interprofessional Telephone/Internet/Electronic Health Record Consultations. 
Rates are established utilizing the same methodology described for physician services located in 
Attachment 4.19-B Page 1.   

Effective Date of Payment 

This reimbursement methodology applies to services rendered on and after December 1, 2023.  All rates 
are published at www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
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2. Drug Product Reimbursement

a) Outpatient drug ingredient Reimbursement shall be based upon the lower of: Actual
Acquisition Cost (AAC) as defined in (A) I and II below plus the professional dispensing
fee, Wholesale Acquisition Cost (WAC) plus the professional dispensing fee, Maximum
Allowable Cost (MAC) plus the professional dispensing fee, or the provider’s charge.

I. For drugs that are not purchased through the 340B program, Federal Supply
Schedule, or at the Nominal Price, AAC is based on the National Average Drug
Acquisition Cost (NADAC).

II. For drugs that are purchased through the 340B program, AAC is based on the
actual invoice cost for a drug product to the pharmacy or company, organization,
corporation, or affiliate with which it is associated.  The provider must indicate the
AAC as their ingredient cost charge included in their usual and customary
charge.

b) Outpatient drug ingredient reimbursement described in (2)(a) shall apply to the following:

I. Brand Drugs
II. Generic drugs

III. Clotting factor dispensed by specialty and non-specialty pharmacies
IV. Specialty drugs
V. Drugs not distributed by a retail community pharmacy (such as a long-term care

facility)
VI. Drugs purchased through the federal supply schedule (FSS) shall be reimbursed

at no more than the FSS price.
VII. Drugs purchased through the 340b program shall be reimbursed at no more than

the 340b ceiling price.
VIII. Drugs purchased through the 340b program, and dispensed by 340b contract

pharmacies will not be reimbursed by the state, unless the 340b covered entity,
contract pharmacy and the department have established an arrangement to
prevent duplicate discounts.

IX. Drugs purchased at nominal prices shall be reimbursed at no more than the
nominal price.

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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c) The State has established professional dispensing fees.  Effective April 1, 2017 professional
dispensing fee reimbursement for pharmacies is the lesser of the standard professional
dispensing fee included as a component of the pharmacy’s usual and customary charge.  The
standard professional dispensing fee is the following:

I. $20.02 for specialty drugs
II. Non-specialty drugs

1. $10.64 for drugs not on the department’s preferred drug list (PDL)
2. $9.00 for drugs indicated as non-preferred on the department’s PDL
3. $10.80 For drugs indicated as preferred on the department’s PDL

d) Payments for multiple source drugs in the aggregate are equal to or less than Federal Upper
Limits, in compliance with federal law.

e) For non-pharmacy providers, physician-administered drugs and biologicals that are not paid on a
cost or prospective payment basis will be reimbursed in accordance with Medicare Part B
payment limits. The State’s published fee schedule will be based upon average sales price (ASP)
drug pricing files supplied by CMS with updates on a quarterly basis.

f) Hemophilia drugs will be reimbursed in accordance with the rules of this section.

g) Pharmacy claim payments are not included in the encounter rate for federally qualified health
centers (FQHCs) and Rural Health Clinics (RHCs).  Pharmacy claims from FQHCs and RHCs will
be reimbursed using the rates described in (2)(a).

h) Drugs that are determined to be experimental or investigational are not covered benefits.  Such
determinations will be made by the Medical Services Administration, based on qualified medical
advice that the drugs have not been generally accepted by the professional medical community
as effective and proven treatments for the conditions for which they are being used or are to be
used.  This advice will originate from established sources such as Medicare, National Institutes of
Health, Food and Drug Administration, American Medical Association, etc.  The determinations
are not judgments that a physician’s choice is inappropriate or that a patient does not need
treatment.

i) Prescriptions dispensed by a Tribal 638 Facility Pharmacy are reimbursed at the Indian Health
Services outpatient rate in accordance with the annual Federal Register Notice.  There is no limit
on the number of encounters that may be reimbursed in a single day. The encounter rate includes
dispensing services and drug costs. All Tribal 638 Facility Pharmacies are paid the encounter rate
by MI Medicaid regardless of their method of purchasing.
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3. Outpatient Hospital Services and Other Outpatient Prospective Payment System (OPPS)
Reimbursed Facilities

Reimbursement to individual hospitals, including off-campus satellite clinics, rural emergency 
hospitals, hospital-owned ambulance services, freestanding dialysis centers, comprehensive 
outpatient rehabilitation facilities (CORFs) and rehabilitation agencies for outpatient services is 
made in accordance with Medicaid's OPPS. Payments made under OPPS will be calculated 
utilizing the current Medicare conversion factors/rates with an MDHHS reduction factor (RF) 
applied to the calculated payment (Medicare fee x RF =Medicaid fee) to maintain statewide 
budget neutrality.  Effective FY 2020, the State will reimburse critical access hospitals using an 
enhanced OPPS reduction factor. Effective FY 2023, the State will reimburse dental services 
provided in outpatient hospitals according to the Medicaid fee schedule. The current Michigan 
Medicaid fee schedule and OPPS reduction factors are available at 
www.michigan.gov/medicaidproviders . 

a) Monitoring of outpatient hospital expenditures will be conducted and the reduction factor
adjusted to maintain statewide budget neutrality. A wage index of 1.0 is applied for all
hospitals.

b) Medicare's APC weights are utilized.

c) Services paid reasonable cost under OPPS are paid by applying individual hospital cost-to-
charge ratios to charges.

d) Updates of each hospital's outpatient cost-to-charge ratios are done in conjunction with
updates of the inpatient operating ratios.

e) For out of state hospitals, the default cost-to-charge ratio is the average statewide outpatient
cost-to-charge ratio.

f) To maintain budget neutrality, critical access hospitals that convert to rural emergency
hospitals will retain the enhanced OPPS reduction factor for reimbursement.

When service coverage/reimbursement methodology differences exist between Medicare and 
Medicaid, Medicaid fee schedules are utilized.  The current Michigan Medicaid fee schedule, 
available at www.michigan.gov/medicaidproviders, is updated to conform to Medicare OPPS and 
is effective for dates of service on or after October 1, 2022. 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
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Supersedes 
TN No.:  10-04 

OCT 6, 2014 

A. Children’s Outpatient Hospital Adjustor Pool

The State is ending this funding pool and will no longer make this payment for SFY 2014
effective on or after July, 1, 2014.
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B. Short Hospital Stay Reimbursement

The State utilizes a short hospital stay (SHS) rate of reimbursement for certain outpatient and inpatient hospital
stays.  The SHS encompasses funding for both operating and capital costs.  The SHS rate will be identical for
inpatient and outpatient services, and will apply to all services billed on the claim.  The SHS rate is applied for
outpatient dates of service or inpatient discharges on or after July 1, 2015.  The agency’s current rates of
reimbursement were set as of January 1, 2018 and are effective for outpatient dates of service or inpatient
discharges on or after that date. All rates of reimbursement for the SHS rates are published on the State website
at www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific Information >>
“Inpatient Hospitals” or “Outpatient Hospitals.”

The SHS rate of reimbursement does not modify billing requirements for hospitals.  If the patient meets criteria
for an inpatient admission, the invoice must be submitted as an inpatient claim.  Conversely, if the patient does
not meet criteria for an inpatient admission, the invoice must be submitted as an outpatient claim.  In either
case, if the criteria for the SHS rate are met, the hospital will receive the same reimbursement for services
rendered.  The SHS rate only applies to discharges from a facility, and does not apply to transfers, leaving
against medical advice (AMA), or other discharge statuses.

The SHS rate of reimbursement applies to both emergent and elective claims.  Short hospital stays are defined
using the following criteria.

1. Outpatient Hospital Claims Qualification

An outpatient hospital claim will qualify for the SHS rate if all of the following criteria are met:

• The primary diagnosis code billed on the outpatient claim is an applicable diagnosis code as listed on
the MDHHS website.

• The claim does not include a surgical revenue code (36X) billed on any line of the outpatient claim.
• The claim does not include cardiac catheterization lab revenue code 481.
• The claim includes observation revenue code 762.

2. Inpatient Hospital Claims Qualification

An inpatient hospital claim will qualify for the SHS rate if all of the following criteria are met:

• The primary diagnosis code billed on the inpatient claim is an applicable diagnosis code as listed on
the MDHHS website.

• The claim does not include a surgical revenue code (36x) billed on any line of the inpatient claim.
• The claim has a date of discharge equal to or one day greater than the date of admission.
• The claim does not include cardiac catheterization lab revenue code 481.

3. Exclusions

The SHS rate will not apply to inpatient or outpatient claims with the following conditions:

• Claims where Medicaid is the secondary payer.
• Claims for patients who leave the hospital AMA.
• Claims for deceased patients.
• Claims that include primary diagnoses that are not an applicable diagnosis code as listed on the

MDHHS website.

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  
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4. Diagnoses

As indicated, in order to qualify for the SHS rate, a claim must include one of the primary diagnosis
codes for outpatient dates of service and inpatient dates of discharge on or after July 1, 2015.  The
current list of ICD-10 diagnoses used were set as of January 1, 2018 and are effective for outpatient
dates of service or inpatient discharges on or after that date. All applicable diagnosis codes for the SHS
rates are published on the State website at www.michigan.gov/medicaidproviders >> Billing &
Reimbursement >> Provider Specific Information >> “Inpatient Hospitals” or “Outpatient Hospitals.”
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Attachment 4.19-B 
Page 2.a.3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2.a.4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2.a.5 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2.a.6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2.a.7 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2.a.8 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0001 Approval Date: APR 18, 2018  Effective Date:  01/01/2018 

Supersedes 
TN No.:  15-0009 

THIS PAGE INTENTIONALLY LEFT BLANK. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2.b. 1 

STATE PLAN UNDER TITLE XZX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

POLICY AND METHOD FOR ESTABLISHING PAYMENT RATES 
(OTHER THAN INPATTIENT HOSPITAL AND LONG TERM CARE FACILITIES) 

C. Special Outpatient Adjustor Pool I 
$14,000,000 will be distributed to eligible Michigan hospitals in the form of an outpatient 
hospital adjustor for the period July 1, 2001 through February 14, 2002. The funds will be 
distributed in two pools. The first pool, in the amount of -$4.7 million will be distributed to 
hospitals based on each hospital's Title XIX fee-for-sewice outpatient hospital charges. The 
second pool, in the amount of $9.3 million, will be distributed to hospitals based on each 
hospital's Title XIX HMO outpatient hospital charges. To receive funds from either of the pools, 
a hospital must be open and operating on the date the payment is made. Outpatient hospital 
data used to calculate the distributions will be drawn from hospital cost reports ending in state 
fiscal year 1998199 (between October 1, 1998 and September 30, 1999). Outpatient hospital 
charges will be limited to those charges.eligible for reimbursement under Title XIX. Allowable 
charges will also include Title XIX psychiatric charges. Charges will be converted to costs 
using each hospital's outpatient hospital cost to charge ratio. If a hospital's cost to charge ratio 
is greater than one, then one will be used. Costs will be inflated to a common point in time. 
Inflation factors will be taken from Standard and Poor's DR1 - Health Care Cost Review - First 
Quarter 2000. Hospitals with year ends during a quarter will be inflated using the inflation 
factor for the quarter in which the hospital's year ends. A hospital's distribution from a pool will 
be determined by dividing its adjusted costs by the adjusted costs for all eligible hospitals 
times the available funds in the pool. 

Hospitals that filed more than a single cost report during the eligibility period for these pools will 
have their cost report data combined and annualized to allow for only twelve months of 
combined cost data. Hospitals that merged during the eligibility period will have their 
distribution payments combined. Payments will be made to the surviving hospital. 

Charge data taken from hospital cost reports is subject to review and appeal at the time the 
cost report is filed. The hospital's outpatient hospital cost to charge ratio is subject to review at 
rebasing. No further appeal of either the charge data or the outpatient hospital cost to charge 
ratio, as part of the distribution of funds from these pools, will be allowed. 

Aggregate Medicaid reimbursement to Michigan outpatient hospitals (including the special 
indigent pools) will not be allowed to exceed the federally mandated upper payment limit for 
outpatient services provided to Michigan beneficiaries. To account for varying hospital year 
end dates, the test will be made based on data taken from hospital fiscal years ending during 
the same state fiscal year used to do the distribution (e.g. the test for 2000 will use hospital cost 
report years ending between October 1, 1998 and September 30, 1999). If the test against the 
upper payment limit finds that the upper payment limit was exceeded, the size of these pools 
will be reduced proportionately by the amount in excess of the limit. 

lnflation factors used to inflate costs to September 30, 2000 are as follows: 

Fiscal Year Endinq 
1 2/3 1 198 
3131 199 
6130199 

lnflation Factor 
1.083 
1.077 
1.070 

TN No. TN 01-011 Approval Effective Date 7/1/01 
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Fee-ForService Pool 

Distributions from the fee-for-service outpatient hospital adjustor pool will be calculated as 
follows: 

Charges are limited to outpatient hospital charges for provider types 40, 41, and 75. 

Hospital Charges = Title XIX FFS outpatient hospital charges 
Hospital Costs = Hospital Charges x CC Ratio x lnflation Factor 

Hospital's Costs 54,700,000 Hospital's Distribution = 
1 Hospital's Costs 

Title XIX = Medicaid fee-for-sentice charges 
CC Ratio = Hospital's outpatient cost- to- charge ratio 

Managed Care Pool 

To receive funds from the managed care outpatient hospital adjustor pool, a hospital must meet 
by September 14, 2001, the following criteria: 

If no Medicaid HMO has been authorized by Medicaid to enroll beneficiaries in the county 
in which the hospital is located, or in a hospital's service area within the county, the hospital 
will be allowed to participate in the distribution of funds from this pool. 
If only a single Medicaid HMO has been authorized by Medicaid to enroll beneficiaries in 
the county in which the hospital is located, then the hospital must have a signed agreement 
with that HMO. 
If two or more Medicaid HMOs have been authorized by Medicaid to enroll beneficiaries in 
the county in which the hospital is located, then the hospital must have a signed agreement 
with at least two of these HMOs. 

At a minimum, agreements must provide for appropriately authorized, medically necessary 
inpatient hospital, outpatient hospital, emergency and clinical care arranged by a physician with 
admitting privileges to the facility and credentialed by the HMO. 

Distributions from the managed care outpatient hospital adjustor pool will be calculated as 
follows: 

Charges are limited to outpatient hospital charges for provider types 40,41, and 75. 

Hospital Charges = Tile XIX HMO outpatient hospital charges 
Hospital Costs = Hospital Charges x CC Ratio x lnflation Factor 

TNNo. TN01-011 Approval J/ l  /t E!'fective Date 71110 1 
Supersedes 
TNNo. New Paee 
TN No.:  NEW
Supersedes 
TN No.:  11-14

Supersedes 
TN No.:  N/A – New Page
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Hospital's Distribution = Hospital's Costs 
x $9,300,000 z Hospital's Costs 

Title XIX = Medicaid 
CC Ratio = Hospital's outpatient cost- to- charge ratio 

Funds from both pools will be distributed prior to February 14, 2002. Should a hospital fail to 
qualify for a distribution from either pool, its share will not be redistributed. 

D. FY'02 Outpatient Hospital Adjustor Pool 

Section 1645 of P.A. 60 of 2001 directs the Department of Community Health (DCH) to 
distribute $14,011,000 in funds to eligible Michigan hospitals in the form of an outpatient 
hospital adjustor for state fiscal year (SFY) 01/02. 

The first pool, in the amount of $5,604,400 will be distributed to hospitals based on each 
hospital's Title XIX fee-for-service outpatient hospital charges. The second pool, in the amount 
of $8,406,600 will be distributed to hospitals based on each hospital's Title XIX HMO outpatient 
hospital charges. 

To receive funds from either of the pools, a hospital must be open and operating on the date 
the payment is made. In order to calculate each hospital's distribution for each pool, outpatient 
hospital data will be drawn from hospital cost reports ending in SFY 99/00 (between October 1, 
1999 and September 30,2000). Outpatient hospital charges will be limited to those charges 
eligible for reimbursement under Title XIX. Allowable charges will also include Title XIX 
psychiatric charges. Charges will be converted to costs using each hospital's outpatient 
hospital cost to charge ratio. If a hospital's cost to charge ratio is greater than one, then one 
will be used. Costs will be inflated to a common point in time. Inflation factors will be taken 
from Standard and Poofs DRI - Health Care Cost Review - Second Quarter 2001. Hospital 
costs will be inflated using the inflation factor for the quarter in which the hospital's cost year 
ends. A hospital's distribution from a pool will be determined by dividing its adjusted Costs by 
the adjusted costs for all eligible hospitals times the available funds in the pool. 

Hospitals that filed more than a single cost report during the eligibility period for these pools will 
have their cost report data combined and annualized to allow for only twelve months of 
combined cost data. Hospitals that merged during the eligibility period will have their 
distribution payments combined. Payments will be made to the surviving hospital. 

Charge data taken from hospital cost reports is subject to review and appeal at the time the 
cost report is filed. The hospital's outpatient hospital cost to charge ratio is subject to review at 
rebasing. No further appeal of either the charge data or the outpatient hospital cost to charge 
ratio, as part of the distribution of funds from these pools, will be allowed. 

Aggregate Medicaid reimbursement to Michigan hospitals for outpatient services (including the 
special indigent pools) will not be allowed to exceed the federally mandated upper payment 

TN No. TN 02-001 Approval 
Supersedes 

Effective Date 2/15/02 

TN NO. TN 01 -01 1 
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limit for outpatient services provided to Michigan beneficiaries. To account for varying hospital 
year end dates, the test will be made based on data taken from hospital cost years ending 
during the same state fiscal year used to do the distribution (e.g. the test for 2002 will use 
hospital cost years ending between October 1 ,  1999 and September 30,2000). If the test 
against the upper payment limit finds that the upper payment limit was exceeded, the size of 
these pools will be reduced proportionately by the amount in excess of the limit. 

lnflation factors used to inflate costs to septehber 30, 2000 are as follows: 

Fiscal Year Ending 
1 213 1 199 

Inflation Factor 
1.042 

Fee-ForService Pool 

Distributions from the fee-for-service outpatient hospital adjustor pool will be calculated as 
follows: 

Charges are limited to outpatient hospital charges for provider types 40, 41, and 75. 

Hospital Charges = Title XIX FFS outpatient hospital charges 
Hospital Costs = Hospital Charges x CC Ratio x lnflation Factor 

Hospital's Distribution = Hospital's Costs t5, 604,400 
1 Hospitals' Costs 

Title XIX FFS = Medicaid fee-for-senlice 
CC Ratio = Hospital's outpatient cost- to- charge ratio 

Managed Care Pool 

To receive funds from the managed care outpatient hospital adjustor pool, a hospital must meet 
by February 15.2002, the following criteria: 

If no Medicaid HMO has been authorized by Medicaid to enroll beneficiaries in the County 
in which the hospital ik located or in a hospital's service area within the county, the 
hospital will be allowed to participate in the distribution of funds from this pool. 
If only a single Medicaid HMO has been authorized by Medicaid to enroll beneficiaries in 
the county in which the hospital is located, the hospital must have a signed agreement 
with that HMO. 
If two or more Medicaid HMOs have been authorized by Medicaid to enroll beneficiaries 
in the county in which the hospital is located, the hospital must have a signed agreement 
with at least two of the HMOs. 

TN No. TN 02-001 Approval G I ~ L  Effective Date 2/15/02 
Supersedes 
TN No. New Page TN No.:  NEW
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TN No.:  11-14
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X $8,406,600 

At a minimum, agreements must provide for appropriately authorized, medically necessary inpatient 
hospital, outpatient hospital, emergency and clinical care arranged by a physician with admitting 
privileges to the facility and credentialed by the HMO. 

Distributions from the managed care outpatient hospital adjustor pool will be calculated as follows: 

Charges are limited to outpatient hospital charges for provider types 40, 41, and 75. 

Hospital Charges = Title XIX HMO outpatient hospital charges 
Hospital Costs = Hospital Charges x CC Ratio x Inflation Factor 

Hospital’s Distribution =_Hospital’s Costs 
 ∑ Hospitals’ Costs 

Title XIX = Medicaid Health Maintenance Organization 
CC Ratio = Hospital’s outpatient cost – to – charge ratio 

Distribution of funds from all pools will be made prior to September 30, 2002.  Should a hospital fail to 
qualify for a distribution from either pool, its share will not be redistributed. 

E. Medicaid Access to Care Initiative (MACI) Payments

April 1, 2023 Version.    This plan is provided for informational use only and does not replace the original version. 
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FY 2005 and Beyond 

To ensure continued access by Medicaid beneficiaries to high quality hospital care, the Michigan 
Department of Health and Human Services (DHHS) is establishing two special funding pools.  To keep 
payments within the federal Medicare upper payment limit (UPL), separate pools will be established for 
privately-owned or operated hospitals and non-state government-owned or operated hospitals for 
outpatient hospital services.  Only hospitals located within Michigan, enrolled in the Medicaid program, 
open, treating, and admitting Medicaid beneficiaries ten (10) days prior to a scheduled payment will be 
eligible to receive distributions from these pools. The state uses a cost based UPL methodology whereby 
the Medicare Cost-to-charge ratio is multiplied by Medicaid covered outpatient charges and summed by 
hospital class.   

Cost-to-Charge Ratio Data Source – CMS 2552: 

Medicare Outpatient Charges  
Hospitals, Free Standing Rehab & Rehab Sub-providers:  
Worksheet D Part V Columns 2, 3, & 4 (Including all subscripts) 
Total of Lines 50 - 93 and 94 - 95 (Including subscripted lines)  
Medicare Outpatient Costs  
Hospitals, Free Standing Rehab & Rehab Sub-providers:  
Worksheet D Part V Columns 5, 6, & 7 (Including all subscripts) 
Total of Lines 50 - 93 and 94 - 95 (Including subscripted lines) 

Trend Factors 

Inflation – Market Basket Index used, prorated quarterly, and Applied to Medicaid charges only 

Volume/Utilization: Applied to both Medicaid payments and charges. 

The distribution of payments from these pools will supplement the hospital’s regular outpatient services 
payments and is not considered part of the fee for service (FFS) reimbursement.  Medicaid payers that 
normally match the department’s FFS payments to medical providers are not required to include the 
distribution payments from the pools described here as part of their FFS payments.   

July 1, 2023 Version. .   This plan is provided for informational use only and does not replace the original version. 
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Full pool sizes will be renewed annually.  For FY 2005 and beyond, pool sizes will be established 
based on the calculated difference between the federal Medicare upper payment limit and annual 
Medicaid payments. 

Payment Share – Outpatient Paid Claims File 

To determine each hospital’s share of a pool, the department will use paid claims for the fiscal 
year ending two years prior to the current fiscal year. Adjudicated claims will be restricted to those 
paid by June 30th of the following fiscal year (e.g. paid claims from FY 2014 will be used to 
calculate payments in FY 2016 with claims limited to those paid by June 30, 2015).  The paid 
claims file will include all Medicaid FFS payments made for both Medicaid and dual Medicaid 
children’s special health care services (CSHCS) eligible beneficiaries through the Medicaid 
Invoice Processing System.  Outpatient services will include both acute and rehabilitation 
services. Payments made outside the Invoice Processing System, such as for capital, graduate 
medical education (GME), or disproportionate share hospital (DSH), will not be included in the 
payments used to distribute the MACI pools. 

Allocation of Pool 

MACI payments are made prospectively based on historical data.  Eligible hospitals will share 
proportionately from each pool based upon a hospital's payments from adjudicated Medicaid 
claims, divided by the total Medicaid payments from adjudicated Medicaid claims for all eligible 
hospitals, times the dollar amount of the individual pool.  If a hospital closes, is determined 
ineligible to receive funds from a pool, or its MACI distribution causes the hospital's Medicaid 
payments to exceed costs, its MACI distribution in excess of costs will be redistributed to the 
remaining eligible hospitals based on the original distribution formula.  All funds from the 
outpatient hospital pools will be distributed to eligible hospitals until the pools are empty.  In the 
event that MACI distributions would result in aggregate Medicaid payments exceeding the UPL, 
the size of the pool(s) will be reduced to bring aggregate Medicaid payments within the UPL.  All 
MACI payments are final.   

Payment Schedule 

Subsequent payments will be made within 45 days of the beginning of each quarter.  The 
quarterly payments will be made in four equal installments based on the total annual amount 
each hospital is eligible to receive. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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* 

Payment Schedule 

Payments will be made only after MDCH has received approval of this p o l ' i  from the centers 
for M e d i i  & Medicaid Senhes. Once approval is received, the initial payment will be made 
within 45 days. Subsequent payments will be made M r n  45 days of the beginning of each 
quarter. Quarterly payments win be made m four equal installments based on the annual 
amount each hospital is eligible to receive. 

o+aS 
TNNo. Approval FEB - 1 2005 =he Date 
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Supersedes 
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4. Home Health Services

Reimbursement to home health agencies is made on a per visit basis in accordance
with Medicaid's maximum fee screens or the home health agency's usual and
customary charge (acquisition cost for medical supply items), whichever amount is
less.  The Michigan Medicaid rates were set April 1, 2007. Except as otherwise noted in
the plan, state-developed fee schedule rates are the same for both governmental and private
providers. The Michigan Medicaid fee schedule effective for dates of service on or after
October 1, 2023, may be found at www.michigan.gov/medicaidproviders .
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4. Home Health Services

Effective on or after April 1, 2010, providers may bill for pediatric electrolyte products as a
non-pharmacy nutritional supplement.  Providers are reimbursed the lesser of the Medicaid
fee screen or the provider’s usual and customary charge minus any third party payment.  The
provider’s usual and customary charge should be the fee most frequently charged to patients.
The payment rate is uniform for private and governmental providers.  The current Michigan
Medicaid fee schedule is available at www.michigan.gov/medicaidproviders.
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4. Home Health Services (continued) 
 

Medical Supplies 
 

Payment rates for medical supplies are established by the Medical Services Administration (MSA) as a fee 
screen.  The MSA uses the Medicare prevailing fees, the Resource Based Relative Value Scale (RBRVSW) 
and other relative value information, other State Medicaid fee screens and providers’ charges as guidelines or 
reference in determining the maximum fee screens for individual items.  Providers are reimbursed the lesser 
of the Medicaid fee screen or the provider’s usual and customary charge minus any third party payment.  The 
provider’s usual and customary charge should be the fee most frequently charged to patients.  Michigan meets 
the certification requirements of section 1902(A)(23) of the Social Security Act to permit the selection of one 
or more providers, through a competitive bidding process, to deliver incontinent supplies on a statewide basis 
under the authority of section 1915(a)(1)(B) of the social security act and 42 CFR 431.54(d).  The state 
Medicaid incontinent supply rates were set October 1, 2024.  Except as otherwise noted in the plan, state-
developed fee schedule rates for home health medical supplies are the same for both governmental and private 
providers. The Michigan Medicaid fee schedule is effective for dates of service on or after July 1, 2018 and 
may be found at www.michigan.gov/medicaidproviders.  
 
 

Non-Sterile Gloves 
 

The state Medicaid non-sterile gloves rate was set October 1, 2024.  Except as otherwise noted in the state 
plan, Michigan’s Medicaid payment rates are uniform for both private and governmental providers.  
Reimbursement is made in accordance with Medicaid’s fee screens or the usual and customary charge for 
these services, whichever amount is less.  The Michigan Medicaid fee schedule, effective for services 
rendered on or after October 1, 2024, is available at www.michigan.gov/medicaidproviders. 
 

Oxygen 
 

The payment rate for oxygen is established by the Medical Services Administration (MSA) as a fee screen.  
The MSA uses the Medicare prevailing fees, the Resource Based Relative Value Scale (RBRVSW) and other 
relative value information, other State Medicaid fee screens and providers’ charges as guidelines or reference 
in determining the maximum fee screens for individual items.  Providers are reimbursed the lesser of the 
Medicaid fee screen or the provider’s usual and customary charge minus any third party payment.  The 
provider’s usual and customary charge should be the fee most frequently charged to patients.  The payment 
rate is uniform for private and governmental providers.  The Michigan Medicaid fee schedule, effective for 
services rendered on or after July 1, 2009 is available at www.michigan.gov/medicaidproviders.  
 

Ambulatory uterine activity monitors 
 

Ambulatory uterine activity monitors are paid a per diem rate.  All equipment, perinatal nursing services, 
technical services and supplies necessary for the provision of the monitor are considered included in this rate.  
Providers’ charges and other states’ Medicaid fee screens are utilized as guidelines or reference in 
determining the fee screen.  The per diem rate is the lesser of the single state agency’s fee screen or the 
provider’s usual and customary charge minus any third party payment.  The provider’s usual and customary 
charge should be the fee most frequently charged to patients.  The payment rate is uniform for private and 
governmental providers.  The Michigan Medicaid fee schedule, effective for services rendered on or after July 
1, 2009 is available at www.michigan.gov/medicaidproviders.
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5. Rural Health Clinic Services

RHCs will be reimbursed using the methodologies described below:

(a) An RHC that is not reimbursed under (b) below will be reimbursed based on the Medicaid
prospective payment system (PPS) as described in Section 1902(bb) of the Social Security Act.
Under the PPS, an RHC will be reimbursed on a per visit basis for Rural Health Clinic Services.
The per visit payment will be based on the average of the RHC’s reasonable costs of providing
Medicaid services during FY 1999 and FY 2000.  Reasonable costs are defined as the per visit
amount approved and paid by Medicare.

Effective October 1, 2001, the PPS per visit amount will be adjusted each year using the
Medicare Economic Index.

The PPS per visit amount may also be adjusted to reflect changes in the scope of services
provided to Medicaid beneficiaries by the RHC.  An adjustment to the PPS per visit amount
based upon a change in the scope of services will be prospective and will become effective
when the change is approved by the State.  The adjustment may result in either an increase or
decrease in the per visit amount paid to the RHC.

RHCs that provide services under a contract with a Medicaid managed care entity (MCE) will
receive prospective, quarterly supplemental payments that are an estimate of the difference
between the payments the RHC receives from the MCE and the payments the RHC would have
received under the PPS.  At the end of each RHCs fiscal year, the total amount of supplemental
and MCE payments received by the RHC will be reviewed against the amount that the actual
number of visits provided under the RHC’s contract with one or more MCEs would have yielded
under the PPS.  The RHC will be paid the difference between the PPS amount calculated using
the actual number of visits and the total amount of supplemental and MCE payments received
by the RHC, if the PPS amount exceeds the total amount of supplemental and MCE payments.
The RHC will refund the difference between the PPS amount calculated using the actual
number of visits and the total amount of supplemental and MCE payments received by the
RHC, if the PPS amount is less than the total amount of supplemental and MCE payments. the
cost settlement process will commence five months after the RHCs fiscal year end.

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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5. Rural Health Clinic Services (continued)

(b) Effective August 1, 2017, an RHC may agree in writing, through a memorandum of
understanding, to be reimbursed under an alternate payment methodology (APM) for the
following services:
• Endometrial ablation (all methods)
• Hysteroscopy and colposcopy procedures
• Post-partum care
• Insertion and removal of non-biodegradable drug delivery implant

RHCs will be reimbursed according to the payment methodology described under individual 
practitioner services, Attachment 4.19-B, for the services above.  

Reimbursement under the above methodology will be greater than or equal to the RHC’s PPS 
rate to ensure compliance with Section 1902(bb)(6)(B) of the act. 

NEWLY CREATED RHCS 

An entity that first qualifies as an RHC after fiscal year 2000, will be paid a per visit amount that 
is equal to 100% of the costs of furnishing such services during such fiscal year based on the 
rates established under the PPS for the fiscal year for other RHCs located in the same or 
adjacent area with a similar case load.  If there is no other RHC similarly situated, the newly 
established RHC shall be paid a per visit amount based on an estimate of its reasonable costs of 
providing such services and cost settled at the end of its first fiscal year of operation.  In 
subsequent fiscal years, the newly established RHC shall be reimbursed using (a) or (b), 
described above.   

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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Section 1697 of P.A. 114 of 1999 directs the Department of Communlty Health to distribute 
$20,675,500 in funds to eligible hospitals in the form of an outpatient adjustor for state fiscal 
year 1999/2000. 

The department is directed to divide the available funds into two equal pools in the amount of 
$10,337,750 each to be distributed to eligible hospitals. The first pool will be distributed to 
eligible rural and sole community hospitals. The second pool will be distributed to eligible urban 
hospitals. 

The definitions of sole community, rural and urban hospitals found in Attachment 4.1 9-A, 
Section I., Capital, will be used to determine eligibility for each of the two pools. 

To be eligible to.receive funds from either pool, a hospital must be operating as of April 1. 3000 
and have outpatient hospital charges on its cost report ending in State Fiscal Year 1997198 
(between October 1, 1997 and September 30, 1998). Outpatient hospital charges will be limited 
to those charges eligible for reimbursement from the following funding sources: Title V, Title 
XIX, and the State Medical Program. Allowable charges will also include Title XIX psychiatric 
charges, charges for clients enrolled in Title XIX qualified health plans, and uncompensated 
charges for outpatient hospital services. Recoveries and offsets will be deducted. Charges will 
be converted to costs using each hospital's outpatient cost to charge ratio. This is the ratio 
used in the FY 2000 disproportionate share hospital calculations. If a hospital's cost to charge 
ratio is greater than one, then one will be used. Costs will be inflated to a common point in time 
(September 30, 2000). Inflation factors will be taken from Standard and Poor's DRI - Health 
Care Cost Review - Second Quarter 1999. Hospitals with year ends during a quarter will be 
inflated using the inflation factor for the quarter in which the hospital's year ends. A hospital's 
distribution from a pool will be determined by dividing its adjusted costs by the adjusted costs for 
all eligible hospitals times the funds available in the pool. 

Inflation factors used to inflate costs to September 30, 2000 are as follows: 

Inflation Factor 
1.081 

To summarize each pool's distribution: 

Charges are limited to outpatient hospital charges. 

Hospital Charges = Title V + Title XIX + Title XIX-QHP + SMP + Psychiatric + Uncompensated - 
(Recoveries & Offsets) 

TN No. 00-04 Approval & - b - a /  Effective Date 0410 1/00 
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TN No. -- 

. . 

TN No.:  NEW
Supersedes 
TN No.:  11-14

Supersedes 
TN No.:  N/A – New Page

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 2f  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 
(OTHER THAN INPATIENT HOSPITAL AND LONG TERM CARE FACILITIES) 

CC Ratio = Hospital's outpatient operating cost-to-charge ratio 
Hospital Costs = Hospital Charges x CC Ratio x Inflation Factor 

Each Hospital's Distribution = Hospital' s Costs 
x $10,337,750 

1 Hospital' s Costs 
QHP = Qualified Health Plan 
SMP = State Medical Program 

Hospitals which filed more than a single cost report during the eligibility period for these pools 
will have their cost report data combined and annualized to allow for only twelve months of 
combined cost data. Hospitals which have merged will have their distribution payments 
combined. Payments will be made to the surviving hospital. 

Charge data taken from hospital cost reports is subject to review and appeal at the time thecost 
report is filed. The hospital's outpatient cost to charge ratio is subject to review at rebasing. No 
further appeal of either the charge data or the outpatient cost to charge ratio, as part of the 
distribution of funds from these pools, will be allowed. 

Aggregate Medicaid reimbursement to Michigan outpatient hospitals (including the special 
indigent pools) will not be allowed to exceed the federally imposed upper limit for outpatient 
services provided to Michigan recipients. To account for varying hospital year end dates, this 
test will be made annually based on hospital fiscal years ending during the State fiscal year (e.g. 
the test for 2000 will use hospital years ending between October 1, 1997 and September 30, 
1998). If the test against the upper limit finds that the upper limit was exceeded, the size of the 
special indigent pools will be reduced by the amount in excess of the limit. If the upper limit test 
supports our claim that Medicaid's total payment is less than the Medicare payment would have 
been for comparable services under comparable circumstances, the amount up to the upper 
limit may be dispersed to the qualifying hospitals. 

A single distribution of funds from the two ruralJurban pools will be made prior to September 30, 
2000. A table listing eligible hospitals and distributions from each pool is attached as appendix 
A. 

TN No. 00-04 Approval 6 -  b Effective Date 0410 1/00 
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Policy and Methods for Establishing Payment Rates  
(Other than Inpatient Hospital and Long Term Care Facilities) 
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6. Dentures, prosthetic devices and eyeglasses/optical house services

A. Dentures

The agency’s fee schedule rate was set using the same methodology that applies to Item 19, Dental 
Services.   

B. Prosthetic Devices

1.) Hearing Aids

Hearing Aid Device Reimbursement Methodology 
Reimbursement rates for hearing aid devices covered via a multi-state Medicaid volume purchasing 
agreement are established directly with hearing aid manufacturers.  Michigan meets the certification 
requirements of section 1902(A)(23) of the Social Security Act to permit the selection of one or more 
providers, through a competitive bidding process, to deliver hearing aids on a statewide basis under 
the authority of section 1915(a)(1)(B) of the Social Security Act and 42 CFR 431.54(d). Providers are 
reimbursed and not allowed to discount or bill more than the contract established prices.  Rates were 
set September 1, 2019.  

For hearing aids not included in the agreement, that is those reimbursed on a fee for service basis, 
payment rates and reimbursement are prior authorized and are based on documentation of the 
manufacturer’s invoice price minus any discounts and includes actual shipping costs.   

Except as otherwise noted in the plan, Michigan’s Medicaid payment rates are uniform for both 
private and governmental providers. Reimbursement is made in accordance with Medicaid’s fee 
screens or the usual and customary charge for these services, whichever amount is less, minus any 
third party payment. The provider’s usual and customary charge should be the fee most frequently 
charged to patients. 

Effective Date of Payment 
The agency’s fee schedule rates were set as of November 1, 2019 and are effective for hearing 
aid devices dispensed on and after that date.  All rates are published on the Agency’s website 
at www.michigan.gov/medicaidproviders.  

Hearing Aid Service Reimbursement Methodology 
Reimbursement for hearing aid related services including dispensing fees is made in 
accordance with Medicaid fee screens.  Other State Medicaid fee screens and providers’ 
charges were used as guidelines or reference in determining the maximum fee screen for 
individual services. 

Except as otherwise noted in the plan, state-developed payment rates are uniform for both 
private and governmental providers. Reimbursement is made in accordance with Medicaid’s fee 
screens or the provider’s usual and customary charge for these services, whichever amount is 
less, minus any third party payment.  The provider’s usual and customary charge should be the 
fee most frequently charged to patients. 

Effective Date of Payment 
The agency’s fee schedule was set as of February 1, 2023 and is effective for hearing aid 
services rendered on and after that date.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders . 

2.) Cochlear Implant Services 

Payment rates for services related to cochlear implants are established utilizing the methodology 
described under physician services on Attachment 4.19-B Page 1.  The agency’s fee schedule rate 
was set as of 10/1/2023 and is effective for services provided on or after that date.  All rates are 
published on the agency’s website at www.michigan.gov/medicaidproviders. 
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3.) Prosthetic Limbs, Orthotic Braces and Shoes  

 
Prosthetic Limbs, orthotic braces and shoes reimbursement methodology is 74% of the 
annual Medicare rates. Except as otherwise noted in the state plan, Michigan’s 
Medicaid payment rates are uniform for both private and governmental providers. 
Providers are reimbursed the lesser of the Medicaid payment rate or the provider’s 
usual and customary charge minus any third-party payment.  The provider’s usual and 
customary charge is the fee most frequently charged to patients.  This reimbursement 
methodology applies to services rendered on and after October 1, 2024. All rates are 
published at www.michigan.gov/medicaidproviders . 

 
 
A. Eyeglasses/optical house services/Optician services 
 

Payment for optical house services is on the basis of contracted prices established in 
conformance with federal procurement policies.  Optical houses are reimbursed only for 
materials.   
 
Providers furnishing materials obtained from an optical house under contract with the State are 
reimbursed only for the services involved in dispensing such materials.  Providers are reimbursed 
the lesser of the Medicaid fee screen or the provider’s usual and customary charge minus any 
third party payment.  The provider’s usual and customary charge should be the fee most 
frequently charged to patients.   
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7.    Personal Care Services  
 

Reimbursement is made according to variable rates, depending upon the setting of service delivery, 
payment levels determined by policy or the legislature, and beneficiary needs.  
 
Basic rates for personal care services provided in a beneficiary’s own home, or his/her place of 
employment, are as established by Medicaid policy. A Medicaid approved case manager performs 
an assessment of the beneficiary’s needs and determines the amount of care required. The case 
manager is permitted to authorize services up to a specified level. For cases exceeding the 
specified level, decisions are referred to the single state agency to consider the documented need. 
 
Unless otherwise noted, state-developed fee schedule rates are uniform for private and 
governmental providers of personal care services provided in a beneficiary's own home or his/her 
place of employment. A rate increase for all providers is effective October 1, 2024.  The Michigan 
Medicaid fee schedule effective for dates of service on or after November 1, 2024, may be found at 
www.michigan.gov/medicaidproviders. 
 
Beneficiaries in general adult foster care facilities or homes for the aged, have, in accordance with a 
standardized assessment, a documented need for personal care services.  
 
For the majority of beneficiaries, required services are provided on a daily basis. Beneficiary/service 
care provider encounters occur no less frequently than once a week. Services are provided in 
weekly units and billed monthly.  
 
The reimbursement methodology for personal care services for beneficiaries in general adult foster 
care facilities or homes for the aged will end effective September 30, 2009. The agency’s rates were 
set as of October 1, 2008 and are effective for services on or after that date. The rate is uniform for 
governmental and private providers unless otherwise indicated in the State Plan. The amount of the 
rate may be found at www.michigan.gov/medicaidproviders.  
 
Personal care in specialized foster care facilities is covered under Michigan’s waiver for specialty 
supports and services for people with developmental disabilities, serious mental illness, serious 
emotional disturbance and substance use disorder. The service is carved out of the state plan 
benefit and managed by pre-paid inpatient health plans (PIHPs) that are governmental entities 
receiving a capitation payment for an array of services that includes personal care as well as other 
state plan and specialized waiver services. PIHPs purchase personal care services from adult foster 
care providers whose facilities have been certified by the state to provide specialized services. 
Personal care in specialized residential settings must be medically necessary for the Medicaid 
beneficiaries who receive it. PIHPs establish a rate for personal care services based on an 
assessment of the severity of each individual’s needs and the amount, scope and duration of the 
personal care activities and tasks identified during person-centered planning to meet the individual’s 
needs. Medicaid beneficiaries who receive personal care in specialized residential settings have 
documented needs that are higher than beneficiaries who receive services in general foster care 
settings. 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
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9. Case Management Services 
 

A. Reimbursement for Targeted Group A case management services will be on a Fee-for- 
Service basis.  For mental health, preliminary fee screens are adjusted to final once each 
year.  Except as otherwise noted in the plan, state-developed fee schedule rates are the 
same for both governmental and private providers. The Michigan Medicaid fee schedule 
effective for dates of service on or after May 1, 2005, may be found at 
www.michigan.gov/medicaidproviders.  

 
B. Reimbursement for Targeted Group C case management services will be on a Fee-for- 

Service basis.  Except as otherwise noted in the plan, state-developed fee schedule rates 
are the same for both governmental and private providers. The Michigan Medicaid fee 
schedule effective for dates of service on or after May 1, 2005, may be found at 
www.michigan.gov/medicaidproviders. 
 

C. Reimbursement for Targeted Group D case management services will be on a Fee-for- 
Service basis.  Except as otherwise noted in the plan, state-developed fee schedule rates 
are the same for both governmental and private providers. The Michigan Medicaid fee 
schedule effective for dates of service on or after April 14, 2004, may be found at 
www.michigan.gov/medicaidproviders. 
 

D. Reimbursement for Targeted Group E case management services will be through an Annual 
Reconciliation Cost based Settlement Process after the end of the school fiscal year.  
 

E. Reimbursement for Targeted Group F case management services will be on a Fee-for- 
Service basis. Except as otherwise noted in the plan, state-developed fee schedule rates are 
the same for both governmental and private providers. The Michigan Medicaid fee schedule 
effective for dates of service on or after May 9, 2016, may be found at 
www.michigan.gov/medicaidproviders. 

 
F. Reimbursement for Targeted Group G case management services will be on a fee-for- 

service basis. The case management services are reimbursed separate from the prospective 
payment system for Federally Qualified Health Centers (FQHCs) and Rural Health Clinics 
and separate from the all-inclusive rate reimbursement methodology for Tribal FQHCs and 
Tribal Health Centers.  Except as otherwise noted in the plan, state-developed fee schedule 
rates are the same for both governmental and private providers. The Michigan Medicaid fee 
schedule effective for dates of service on or after April 1, 2023, may be found at 
www.michigan.gov/medicaidproviders. 

 
G. Reimbursement for Targeted Group H case management services will be on a Fee-for-

Service basis. Except as otherwise noted in the plan, state-developed fee schedule rates are 
the same for both governmental and private providers. The Michigan Medicaid fee schedule 
effective for dates of service on or after October 1, 2024, may be found at 
www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders%20.
http://www.michigan.gov/medicaidproviders%20.
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9. Case Management Services Continued 
 

H. Reimbursement for Targeted Group I case management services will be on a Fee-for- 
Service basis. Except as otherwise noted in the plan, state-developed fee schedule rates 
are the same for both governmental and private providers. The Michigan Medicaid fee 
schedule effective for dates of service on or after October 1, 2024, may be found at 
www.michigan.gov/medicaidproviders. 

 
 

https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.michigan.gov%2Fmedicaidproviders&data=05%7C02%7CKurdunowiczP%40michigan.gov%7C5d6237e0713b413fd35208dc54e21952%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638478577272133562%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=Px11uKTuVk2OPzDwH2tbRATGIa10zf3mj71TX87cyXw%3D&reserved=0
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9. Case Management Services Continued 
 

I. Reimbursement for Targeted Group J case management services will be on a Fee-for- Service 
basis. Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers. The Michigan Medicaid fee schedule effective for dates 
of service on or after September 1, 2024, may be found at www.michigan.gov/medicaidproviders. 

 
 

https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.michigan.gov%2Fmedicaidproviders&data=05%7C02%7CKurdunowiczP%40michigan.gov%7C5d6237e0713b413fd35208dc54e21952%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638478577272133562%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=Px11uKTuVk2OPzDwH2tbRATGIa10zf3mj71TX87cyXw%3D&reserved=0
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10. Hospice Services

Michigan will pay the Medicaid Hospice rates developed annually by the Centers for
Medicare and Medicaid Services and apply the appropriate local wage index for the following
categories or levels of care provided.  The “appropriate local wage index” is the index
indicated for the recipient’s county of residence.  With the exception of payment for physician
services, Medicaid reimbursement for hospice care will be made at predetermined rates for
each day the individual receives care under one of the following categories or levels of
hospice care.

There are four categories or levels of Medicaid hospice care:

A. Routine Home Care, (RHC)
Hospice providers are paid at one of two tiers of RHC.  Effective for dates of service on or
after January 1, 2016.  A higher rate is paid for day one (1) through day sixty (60) of
hospice care

• A decreased rate is paid for hospice days 61 and beyond
• A minimum of sixty (60) days gap in hospice services must elapse before the

hospice day count resets to the higher level of RHC reimbursement.

B. Continuous Home Care (CHC)
CHC is to be provided only during a period of crisis. CHC is covered when a patient
requires primarily nursing care to achieve palliation or management of acute medical
symptoms.  This care need not be continuous (i.e. 4 hours could be provided in the
morning and another 4 hours provided in the evening of that day). A minimum of eight
hours of care per day must be provided to qualify as continuous home hospice care.  At
least half of the hours of CHC must predominantly be that of nursing care provided by
either a registered nurse or licensed practical nurse in a crisis situation. Home health aide
or homemaker services may be provided in addition to nursing care.  Payment is made
for the hours of continuous care provided, up to 24 hours in one day.  The continuous
home care rate is divided by 24 hours in order to arrive at an hourly rate.

C. Inpatient Respite Care
Inpatient Respite Care is defined as short-term inpatient care to relieve the primary
caregiver(s) providing at-home hospice care for the beneficiary.  Hospice care may be
provided in a licensed hospice residence, hospital, or nursing facility meeting hospice
standards for staffing and patient areas.  Medicaid inpatient respite care will pay for a
maximum of 5 days at a time including the date of admission but not counting the date of
discharge.  Medicaid will pay for the sixth and any subsequent days at the routine home
care rate.  Inpatient Respite care may not be provided when the hospice patient is a
nursing home resident.

D. General Inpatient Care
General inpatient care is covered when the beneficiary’s condition is such that their
symptoms cannot be adequately treated under the routine hospice care benefit.  It is

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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defined as short-term inpatient care provided in a licensed hospice residence, hospital, or 
Nursing Facility meeting hospice standards for staffing and patient areas.  This brief 
episode of care is usually for pain control, or acute or chronic symptom management, that 
cannot be reasonably treated in another setting. General inpatient care is not to be used 
solely if a beneficiary requires care in a facility setting.  Michigan Medicaid provides 
payment for room and board in a nursing facility if the beneficiary’s hospice care would be 
more appropriately provided in this setting under the routine hospice benefit. 

Service Intensity Add-On  
Effective for dates of service on or after January 1, 2016, a Service Intensity Add-on (SIA) 
rate will be reimbursed to hospice agencies for services provided by a registered Nurse 
(RN) or Social Worker in the last seven days of a hospice beneficiary’s life, under the 
following conditions: 

1) The SIA payment is provided for visits of a minimum of 15 minutes but not more
than four hours combined in a day.

2) During the last seven days of a beneficiary’s life for in-person visits made by an
RN and/or Social worker when the beneficiary is receiving routine home care.

3) The SIA payment is made in addition to the routine home care rate for the day.
However, the total of combined time rendered by an RN and Social Worker will not
be reimbursed for more than four hours a day.

Direct patient care provided by the hospice medical director, hospice employed physician or 
consulting physician must be billed by the hospice, using the appropriate Common Procedure 
Coding System code(s) and will be reimbursed at the applicable Medicaid fee screen. 

If the beneficiary is residing in a Medicaid enrolled nursing facility, Michigan will pay the 
hospice an additional amount on routine home care and continuous home care days to take 
into account the room and board furnished by the facility.  The amount is determined in 
accordance with the rates established under Section 1902 (a)(13) of the Act.  The additional 
amount paid to the hospice on behalf of an individual residing in a nursing facility must equal 
at least 95 percent of the per diem rate that Michigan would have paid to the nursing facility 
for that individual in that specific facility under Michigan’s Medicaid State Plan.    

Medicaid will pay a hospice agency serving a beneficiary in a nursing facility, to hold the 
beneficiary’s bed for hospital and therapeutic leave when the requirements described under 
nursing facility reimbursement for hospital and therapeutic leave are met (Attachment 14.9-C, 
pages 1 and 2). 

For fiscal year 2014, and each subsequent year, failure to submit Medicare required quality data 
shall result in a 2 percentage point reduction to the market basket percentage increase for that 
fiscal year. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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11. Maternal Infant Health Program

Reimbursement for Maternal Infant Health Program Services will be the lesser of the 
provider’s charge or Program fee screens established relative to similar services 
reimbursed by the department.  Except as otherwise noted in the plan, state-developed 
fee schedule rates are the same for both governmental and private providers of Maternal 
Infant Health Program Services. The Maternal Infant Health Program fee schedule rates 
were set as of October 1, 2019 and are effective for services provided on or after that 
date.  All rates are reviewed and updated annually and are published on the MDHHS 
web site at www.michigan.gov/medicaidproviders . 

http://www.michigan.gov/medicaidproviders
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12. Medical care furnished by licensed practitioners within the scope of their practice as defined by state
law.

Providers are reimbursed the lesser of the Medicaid payment rate or the provider’s usual and 
customary charge minus any third-party payment. The provider’s usual and customary charge is the fee 
most frequently charged to patients. The payment rate is uniform for private and governmental 
providers. 

A. Certified Registered Nurse Anesthetists (CRNAs)

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of CRNA services. Payment rates are established utilizing the 
methodology described for physician services.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders. 

B. Chiropractors

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of chiropractor services. Payment rates are established 
utilizing the methodology described for physician services.  All rates are published on the Agency’s 
website at www.michigan.gov/medicaidproviders. 

C. Podiatrists

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of podiatrist services. Payment rates are established utilizing 
the methodology described for physician services.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders. 

D. Optometrists

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of optometrist services. Payment rates are established utilizing 
the methodology described for physician services.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders. 

E. Pharmacists

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of pharmacy services. Payment rates were set as of 4/1/2017 
and are effective for services provided on or after that date. All rates are published on the Agency’s 
website at www.michigan.gov/medicaidproviders. 

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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F.  Registered/Licensed Dental Hygienists (RDHs) 
 

Except as otherwise noted in the plan, state-developed payment rates are the same for both 
governmental and private providers of dental hygiene services. The payment rate methodology is 
effective for dates of service on or after October 1, 2010.  All rates are published on the agency’s 
website at www.michigan.gov/medicaidproviders. 
 
G.  Psychologists 
 

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of behavioral health services. Payment rates are 90% of the 
rate established utilizing the methodology described for physician services on Attachment 4.19-B Page 
1. This reimbursement methodology applies to services rendered on and after the day after October 1, 
2024.  All rates are published on the Agency’s website at www.michigan.gov/medicaidproviders. 
 
H. Social Workers 
 

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of behavioral health services. Payment rates are 90% of the 
rate established utilizing the methodology described for physician services on Attachment 4.19-B Page 
1.  This reimbursement methodology applies to services rendered on and after the day after October 1, 
2024.  All rates are published on the Agency’s website at www.michigan.gov/medicaidproviders. 
 
I.  Professional Counselors 
 

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of behavioral health services. Payment rates are 90% of the 
rate established utilizing the methodology described for physician services on Attachment 4.19-B Page 
1.  This reimbursement methodology applies to services rendered on and after the day after October 1, 
2024.   All rates are published on the Agency’s website at www.michigan.gov/medicaidproviders. 
 
J.   Marriage and Family Therapists 
 

Except as otherwise noted in the plan, state-developed payment rates are the same for 
both governmental and private providers of behavioral health services. Payment rates are 90% of the 
rate established utilizing the methodology described for physician services on Attachment 4.19-B Page 
1.  This reimbursement methodology applies to services rendered on and after the day after October 1, 
2024.  All rates are published on the Agency’s website at www.michigan.gov/medicaidproviders. 
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K. Certified Nurse Practitioners (CNPs)

Except as otherwise noted in the plan, state-developed payment rates are the same for both 
governmental and private providers of np services. Payment rates are established utilizing the 
methodology described for physician services.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders. 

L. Certified Clinical Nurse Specialists (CNSs)

Except as otherwise noted in the plan, state-developed payment rates are the same for both 
governmental and private providers of CNS services. Payment rates are established utilizing the 
methodology described for physician services.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders. 

M. Certified Nurse Midwives (CMNs)

Except as otherwise noted in the plan, state-developed payment rates are the same for both 
governmental and private providers of CNM services. Payment rates are established utilizing the 
methodology described for physician services.  All rates are published on the Agency’s website at 
www.michigan.gov/medicaidproviders. 

January 1, 2025 Version.   .  .   This plan is provided for informational use only and does not replace the original version. 
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Supersedes 
TN No.:   NEW 

N. Genetic Counseling Services

Except as otherwise noted in the plan, state-developed payment rates are the same for both governmental 
and private providers of genetic counseling services. Rates are established utilizing the same methodology 
described for physician services located in Attachment 4.19-B Page 1. The agency’s fee schedule rate was 
set as of 11/1/2021 and are effective for services provided on or after that date.  All rates are published on 
the Agency’s website at www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
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12.1 Physical Therapy and Related Services 

 

A. Physical therapists 
 
Except as otherwise specified in the State Plan, payment rates are established utilizing the  
following methodology:   
   

o Cognitive therapy: Medicare’s January National Physician Fee Schedule Relative Value 
File values multiplied by the statewide conversion factor of $26.20. 

o All other services and procedures:  Methodology described for physician services 
located in Attachment 4.19-B Page 1. 

 
State-developed payment rates are uniform for both private and governmental providers. 
Reimbursement is made in accordance with Medicaid’s fee screens or the provider’s usual and 
customary charge for these services, whichever amount is less, minus any third-party payment. 
The provider’s usual and customary charge is the fee most frequently charged to patients. 
 
This reimbursement methodology applies to services rendered on or after 10/1/2024.  All 
Medicaid fee schedule rates are published at www.michigan.gov/medicaidproviders 
 

B. Occupational therapists 
 
Except as otherwise specified in the State Plan, payment rates are established utilizing the  
following methodology:   
 

o Cognitive therapy: Medicare’s January National Physician Fee Schedule Relative Value 
File values multiplied by the statewide conversion factor of $26.20. 

o All other services and procedures:  Methodology described for physician services 
located in Attachment 4.19-B Page 1. 

 
State-developed payment rates are uniform for both private and governmental providers. 
Reimbursement is made in accordance with Medicaid’s fee screens or the provider’s usual and 
customary charge for these services, whichever amount is less, minus any third-party payment. 
The provider’s usual and customary charge is the fee most frequently charged to patients. 
 

This reimbursement methodology applies to services rendered on or after 10/1/2024.  All 
Medicaid fee schedule rates are published at www.michigan.gov/medicaidproviders 

 

http://www.michigan.gov/medicaidproviders
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C. Speech-language pathologists 

 
Except as otherwise specified in the State Plan, payment rates are established utilizing the  
following methodology:     
 

o Cognitive therapy: Medicare’s January National Physician Fee Schedule Relative Value 
File values multiplied by the statewide conversion factor of $26.20. 

o All other services and procedures:  Methodology described for physician services 
located in Attachment 4.19-B Page 1.   

 
State-developed payment rates are uniform for both private and governmental providers. 
Reimbursement is made in accordance with Medicaid’s fee screens or the provider’s usual and 
customary charge for these services, whichever amount is less, minus any third-party payment. 
The provider’s usual and customary charge is the fee most frequently charged to patients. 

 
This reimbursement methodology applies to services rendered on or after 10/1/2024.  All 
Medicaid fee schedule rates are published at www.michigan.gov/medicaidproviders 
 
 

D. Audiologists 
 
Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers of audiology services. Payment rates are established 
utilizing the methodology described under physician services.  If there is no applicable rate 
established by this methodology, the state utilizes the rate specified in a fee schedule.  The 
agency’s fee schedule rate was set as of 1/1/2020 and is effective for dates of service on or 
after that date.  All rates are published on the agency’s website at 
www.michigan.gov/medicaidproviders. 
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13. Rehabilitation Services 

a. Rehabilitation Services for Neurological Damage 

Reimbursement for rehabilitation services for persons with neurological damage will 
be according to per diem, individually priced, negotiated rates which reflect the 
service needs and a reasonable cost basis for the services rendered. 
Reimbursement will exclude payment for room and board, educational and vocational 
services. 

b. Mental Health Community Rehabilitation Services 

Reimbursement for mental health community rehabilitation setvices will be on a fee- 
for-service basis. Payment will be the lesser of charge or fee screen. Preliminary fee 
screens are adjusted to final once each year. When there are comparable services 
offered by other provider types, fee screens will be established at comparable levels. 

c. Substance Abuse Treatment Rehabilitation Services 

Reimbursement for substance abuse treatment rehabilitation services will be on a 
fee-for-service basis. Payment will be the lesser of charge of fee screen. Preliminary 
fee screens are adjusted to final once each year. When there are compatible 
services offered by other provider types, fee screens will be established at 
comparable levels. 

d. Mental Health Psychosocial Rehabilitation Programs (PSR) 

The Medicaid-covered components of PSR are reimbursed as a package using one 
procedure code for the total components. The ?.te was established at the goth 
percentile of the cost range of existing PSR proqrar..s based n a survey of those 
programs. Providers will be reimbursed the lesser of charge of the established fee 
screen. Preliminary fee screens are adjusted to final once each year. 

TN NO. 99-02 Approval Date 5-/ 7 - qq Effective Date 01 -01 -99 
Supersedes 

TN No.:  NEW
Supersedes 
TN No.:  11-14

Supersedes 
TN No.:  N/A – New Page
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______________________________________________________________________________ 
TN NO.: 19-0004 Approval Date: JULY 9, 2019       Effective Date: 10/01/2019 

Supersedes TN No.: 07–03 

13. Rehabilitation Services
e. Intensive/Crisis Residential Services

Reimbursement will be the provider's usual and customary charge to the general public or a
maximum allowable cost, on a per diem basis, whichever is less.  Preliminary fee screens are
adjusted to final once each year. The per diem rate will be an inclusive rate for the covered services
provided in the residential setting. Separate rates will be established for persons who attend out of
home day programs and those who do not. Medicaid will not pay for room, board and routine
supervision for any crisis residential participant.

f. Intensive/Crisis Stabilization Services
Reimbursement will be the provider's usual and customary charge to the general public or a
maximum allowable cost, whichever is less. Preliminary fee screens are adjusted to final once each
year. The reimbursement rate is an inclusive rate for the covered services provided during the crisis
stabilization service and is based on a half-hour of intensive/crisis stabilization services.

g. Peer-Delivered or -Operated Support Services
Peer-Delivered or -Operated Support Services, furnished by enrolled providers or provider agencies,
shall be reimbursed on a direct service by service basis and billed in 15 minute units,  Except as
otherwise noted in the plan, state-developed fee schedule rates are the same for both governmental
and private providers. The Michigan Medicaid fee schedule is effective for dates of service on or after
October 1, 2019 and may be found at www.michigan.gov/medicaidproviders.

Note: Page 6b has been deleted. The next page is 6c. 

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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TN NO.: 14-006 Approval Date: ____________ Effective Date: 01/01/2014 

Supersedes 
TN No.:  01-04 

SEP 19, 2014 

14. Federally Qualified Health Center Services

As set forth in Section 1902(bb), all FQHCs that provide services (defined in section 1905(a)(2)(C)) after January 1, 2001 are
reimbursed under either a prospective payment system (PPS) or an alternative payment methodology (APM) as selected by the
FQHC.

Effective for dates of service on or after January 1, 2014, FQHCs providing specific Non-FQHC procedures in the FQHC setting
will be Reimbursed pursuant to the payment methodology described under Attachment 4.19-B, Individual practitioner services.
These non-FQHC procedures will not be subject to the PPS per visit amount.

The following are considered non-FQHC procedures:
• Endometrial ablation, thermal, without hysteroscopic guidance
• Endometrial cryo ablation with ultrasonic guidance, including endometrial curettage, when performed
• Hysteroscopy with endometrial ablation (e.g., endometrial resection, electrosurgical ablation, thermo ablation)
• Hysteroscopy with bilateral fallopian tube cannulation to induce occlusion by placement of permanent implants

Effective for dates of service on or after January 1, 2014, FQHCs administering specific vaccines and drugs in the FQHC setting 
will be reimbursed pursuant to the payment methodology described under Attachment 4.19-B, Individual Practitioner Services.  
The following vaccine and drugs that will not be subject to the PPS per visit amount include: 

• Respiratory syncytial virus, monoclonal antibody, recombinant, for intramuscular use
• Rho(D) immune globulin (Rhlg), human, full-dose, for intramuscular use
• Human Papilloma virus (HPV) vaccine, types 16, 18 (quadrivalent), 3 dose schedule, for intramuscular use (Applicable

to adult beneficiaries age 19 years and over only)
• Physician administered drugs, including chemotherapy drugs (Commonly referred to as J-Codes)

FQHCs will be reimbursed under one of two methodologies as described below. 

(a) an FQHC that is not reimbursed under (b) will have eligible encounters reconciled to the Medicaid prospective payment
system (PPS), as described.  Under the PPS, an FQHC will be reimbursed on a per visit basis.  The per visit payment was based
on the average of the FQHC’s reasonable costs of providing Medicaid Services during FY 1999 and FY 2000.  Reasonable costs
are defined as the per visit amount approved by Medicare as of October 1, 2001 and then adjusted to reflect the cost of providing
services to Medicaid beneficiaries that are not covered by Medicare.

The baseline per visit amount will be adjusted annually, beginning October 1, 2001, using the Medicare Economic Index as 
designated in Section 1902(bb)(3)(A). 

The per visit amount may also be adjusted to reflect changes in the scope of services provided to Medicaid beneficiaries by the 
FQHC.  An adjustment to the per visit amount based upon a change in the scope of services will be prospective and will become 
effective when the change is approved by the State. The adjustment may result in either an increase or decrease in the per visit 
amount paid to the FQHC. 

FQHCs that provide services under a contract with a Medicaid managed care entity (MCE) will receive prospective, quarterly 
supplemental payments that are an estimate of the difference between the payments the FQHC receives from the MCE and the 
payments the FQHC would have received under the PPS. At the end of each FQHC’s fiscal year, the total amount of the 
supplemental and MCE payments received by the FQHC will be reviewed against the amount that the actual number of visits 
provided under the FQHC’s contract with one or more MCEs would have yielded under the PPS. The FQHC will be paid the 
difference between the PPS amount calculated using the actual number of visits and the total amount of supplemental and MCE 
payments received by the FQHC, if the PPS amount exceeds the total amount of supplemental and MCE payments. The FQHC 
will refund the difference between the PPS amount calculated using the actual number of visits and the total amount of 
supplemental and MCE payments received by the FQHC, if the PPS amount is less than the total amount of supplemental and 
MCE payments. 

January 1, 2018 Version.  This plan is provided for informational use only and does not replace the original version. 
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TN NO.: 14-06 Approval Date: ____________ Effective Date:  01/01/2014 SEP 19, 2014 

14. Federally Qualified Health Center Services (continued)

OR

(b) An FQHC may agree in writing, through a Memorandum of Agreement, to be reimbursed under
the alternate payment methodology (APM) described in this subsection.  For an FQHC paid under
the APM, the PPS base methodology described in Subsection (a.) will be maintained to ensure
compliance with Section 1902(bb)(6)(B) of the Act.

Effective for dates of service on or after January 1, 2014, an FQHC paid under this APM in 
accordance with Section 1902(bb)(6) of the Act will receive 100% of their rate in effect as of this 
date as determined and described in (a) above, plus the following, as applicable: 

1.) For FQHCs providing dental care, an amount will be added on to a dental encounter that 
includes restorative services, endodontics, or extractions to account for the additional costs 
associated with these non-preventive procedures.  the per visit add on amount will be 
adjusted annually using the Medicare economic index as described in subsection (a.). 

FQHCs that provide services under a contract with a Medicaid managed care entity (MCE) will 
receive prospective, quarterly supplemental payments that are an estimate of the difference 
between the payments the FQHC receives from the MCE and the payments the FQHC would have 
received under the PPS. At the end of each FQHC’s fiscal year, the total amount of the 
supplemental and MCE payments received by the FQHC will be reviewed against the amount that 
the actual number of visits provided under the FQHC’s contract with one or more MCEs would have 
yielded under the PPS. The FQHC will be paid the difference between the PPS amount calculated 
using the actual number of visits and the total amount of supplemental and MCE payments received 
by the FQHC, if the PPS amount exceeds the total amount of supplemental and MCE payments. 
The FQHC will refund the difference between the PPS amount calculated using the actual number 
of visits and the total amount of supplemental and MCE payments received by the FQHC, if the 
PPS amount is less than the total amount of supplemental and MCE payments. 

Newly Created FQHCs 

An entity that first qualifies as an FQHC after fiscal year 2000 will be paid a per visit amount that is 
equal to 100% of the costs of furnishing such services during such fiscal year based on the rates 
established under the PPS for the fiscal year or other FQHCs located in the same or adjacent area 
with a similar case load. If there is no other FQHC similarly situated, the newly established FQHC 
shall be paid a per visit amount based on the statewide average of its reasonable costs of providing 
such services and will be cost settled at the end of its first fiscal year of operation.  Reasonable 
costs are defined as the per visit amount approved and paid by Medicare as of October 1, 2001 and 
then adjusted to reflect the cost of providing services to Medicaid beneficiaries that are not covered 
by Medicare. In subsequent fiscal years, the newly established FQHC shall be reimbursed using (a) 
or (b), described above.  A newly established FQHC is eligible for quarterly supplemental payments. 
The amount of the quarterly supplemental payment will be estimated based on available 
information. 

Supersedes 
TN No.:  01-04 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 6d 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.: 10-16B    Approval Date: ____________          Effective Date: 10/01/2011 

Supersedes 
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SEPT 27 2012 

15. Public Clinic Services

Reimbursement for Public Clinic Services, other than dental services, is at reasonable and
allowable full costs as described below.

Effective for services provided on or after January 1, 2011, the methodology for achieving
actual incurred cost reimbursement is fee for service and Medicaid managed care billings
which are subsequently cost settled.  To participate in this methodology, qualified providers
must supply the Program with a CMS approved Michigan Medicaid cost report - Local Health
Department, which lists medical costs, revenue, and encounters for services covered by this
section.  The cost reports must be in compliance with 2 CFR 225: Cost Principles for State,
Local and Indian Tribal Governments (OMB Circular A-87).

Annual cost settlements are performed to ensure that the initial payments were made at
reasonable and allowable actual incurred cost.  As necessitated by the cost settlement
process, any financial adjustments are made with the provider.  The settlements are
performed for each public clinic and for each fiscal year.  The CMS approved Medicaid cost
report is due from the Local Health Department five months after their fiscal year end.  The
initial settlement will be processed within six months of receiving an approved filed cost report.
The final settlement will be processed within twenty-four months of receiving the approved
filed cost report.

If Medicaid reimbursement exceeds cost then an overpayment has been made.  The Michigan
Department of Community Health (MDCH) will begin collections of interim payments that
exceed the final rate immediately upon final determination.

TN No.:  NEW
Supersedes 
TN No.:  11-14

Supersedes 
TN No.:  N/A – New Page
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16. Other Services 

Other services listed in Section 1905(a) of the act that are not heretofore described are 
reimbursed on the basis of reasonable charge, as defined in number 1 above. 

Michigan will follow the procedures contained in Section 3006(B)(C) of the Medicare 
Carrier's Manual. 

TN No. 96-17 Approval Date& -/8- 96 Effective Date: 10-01 -96 
Supersedes 
'TN NO. 91-02 

TN No.:  NEW
Supersedes 
TN No.:  11-14

Supersedes 
TN No.:  N/A – New Page
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TN No.: 15-0005 

16. Other Services (continued)

Vaccinations – 

Effective for services provided on or after October 1, 2022, the administration of vaccines is 
reimbursed the lesser of the Medicaid fee screen or the provider’s usual and customary charge 
minus any third party payment.  The provider’s usual and customary charge should be the fee most 
frequently charged to patients.  The payment rate is uniform for private and governmental providers. 
The Michigan Medicaid fee schedule effective October 1, 2022, may be found at 
www.michigan.gov/medicaidproviders. 

http://www.michigan.gov/medicaidproviders
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Supersedes TN No.: NEW 

16. Other Services (continued)

COVID-19 Vaccines Administration Services
The reimbursement for COVID-19 vaccine administration services is 100% of Medicare rates for
equivalent services. These services will be reimbursed at the lesser of the Medicaid fee screens or the
provider’s usual and customary charge minus any third-party payment. Except as otherwise noted in the
state plan, Michigan Medicaid’s payment rates are uniform for both private and governmental providers.

Effective Date of Payment
This reimbursement methodology applies to services rendered on and after the day after the PHE ends.
All Medicaid fee schedule rates are published at www.michigan.gov/medicaidproviders.

https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.michigan.gov%2Fmedicaidproviders&data=04%7C01%7CDnyateR%40michigan.gov%7C28ff342312cf49b69f5608d8eefdca76%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C637522121944688633%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=34fJcUU7nCVH7UiONUe3Epg3npFT%2FN394LdeTeSKy94%3D&reserved=0
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16. Other Services (continued)

Michigan Medicaid Diabetes Prevention Program (MiDPP)
The reimbursement for MiDPP services is 100% of Medicare rates for equivalent services. These services
will be reimbursed at the lesser of the Medicaid fee screens or the provider’s usual and customary charge
minus any third-party payment. Except as otherwise noted in the state plan, Michigan Medicaid’s payment
rates are uniform for both private and governmental providers.  All rates are published on the Agency’s
website at www.michigan.gov/medicaidproviders.

http://www.michigan.gov/medicaidproviders
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16. Other Services (continued)

Preventive Services - Community Health Worker Services
Community health worker services will be on a fee-for- service basis. Community health worker services
are reimbursed separate from the prospective payment system for Federally Qualified Health Centers
(FQHCs) and Rural Health Clinics and separate from the all-inclusive rate reimbursement methodology
for Tribal FQHCs and Tribal Health Centers. Except as otherwise noted in the plan, state-developed fee
schedule rates are the same for both governmental and private providers. The Michigan Medicaid fee
schedule effective for dates of service on or after January 1, 2024, may be found at
www.michigan.gov/medicaidproviders.

https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.michigan.gov%2Fmedicaidproviders&data=05%7C01%7Cblacke%40michigan.gov%7Cb9999224466c450fc09908db820afa92%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638246755888758232%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=M%2BB1O%2Bb8suE%2BDX0bb%2BbZO4WhYXTSSK0JlcbnxUx2CcY%3D&reserved=0
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

STATE F.IICHIGAN 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE 

Item 14 . Payment of Title XVIII Par t  A and Part  B Deductible/Coinsurance 

Except for a nominal recipient co-payment, if applicable, the Medicaid agency uses 
the following method: 

Medicare-Medicaid '- Medicare-Medicaid/QMB Medicare-QMB 
Individual Individual Individual 

a r t  A - X limited to  - X limited t o  
Deductible S ta te  plan S ta te  plan 

X limited t o  - 
Sta te  plan 

rates* rates* rates* . ' 

- full amount - full amount - full amount 

Par t  A - X limited to  - x limited t o  x limited t o  - 
Coinsurance S t a t e  plan S ta te  plan S ta te  plan 

rates* rates* rates* 

- full amount - full amount - full amount 
. - 

Par t  B - x limited t o  - X limited t o  
Deductible S ta te  plan S ta te  plan 

X limited to  - 
Sta t e  plan 

rates* rates* rates* 

- ful lamount  - .  - full amount - full amount 

Par t  B - X limited t o  - X limited t o  
Coinsurance S t a t e  plan S ta te  plan 

rates* rates* 

x limited to - 
Sta te  plan 
rates* 

- full amount - full amount - full amount 

*For those t i t le  XVIII services not otherwise covered by the  t i t le  XIX State  plan, the 
Medicaid agency has established reimbursement methodologies tha t  b e  described in 
Attachment 3. 2-A, paqe la. 

TN No. f9- 18 
02-01-89 Supersedes Approval Date  6/11 - 9 2  Effective Date  

TNASAprilApril
January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  



Attachment 4.19-B 
Page 8 
  

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long-Term Care Facilities 

 

______________________________________________________________________ 
 
TN NO.:   24-0017           Approval Date: OCT 16, 2024 Effective Date:  10-01-2024 
 
Supersedes   
TN No.:    10-25   

17. An EPSDT visit is paid a flat rate for the visit, and if the following are performed, 
reimbursement is made over and above of the visit rate: 

 

 urine test 
 hematocrit or hemoglobin 
 TB test 
 hearing test using a pure tone audiometer 
 developmental test 
 immunizations  

 

EPSDT is paid on a weekly cycle through the invoice processing system using established 
HCPCS codes and the normal Medicaid methods. 
 

Whenever an EPSDT component that has an HCPCS code is provided outside of an 
EPSDT package, it is billed under regular Medicaid.  An example would be if the only 
service provided to a child is a developmental test, it is billed separately to Medicaid 
because there is no method for tracking the child to assure that the rest of the components 
are performed. 
 

EPSDT visit rates are set under individual practitioner services for given HCPCS codes.  
(See Attachment 4.19-B, Page 1, 1) 
 

Investigations to determine the necessity for the abatement of blood lead risks are 
reimbursed at a flat rate taking into account costs associated with assessment of the site, 
on-site testing, and professional services used per environmental investigation.  External 
laboratory testing of water, paint and soil are not covered.  Payment is limited to services 
provided by certified assessors in accordance with state law.   
 

Medicaid covers the on-site investigation of a child’s home or primary residence as a 
diagnostic service.  A maximum of two sites may be investigated.   
 

Except as otherwise noted in the plan, State developed fee schedule rates are the same for 
both governmental and private providers of lead investigations.  The Michigan Medicaid fee 
schedule was last updated October 1, 2024 and may be found at 
http://www.michigan.gov/medicaidproviders. 
 

The following services are covered when prior authorized by the single state agency: 
 

 private duty nursing – reimbursement will be made on a fee for service basis 
 religious non-medical health care nursing services (formerly Christian Science 

nursing services) – reimbursement will be on a fee for service basis 
 

Screening and preventive services’ reimbursement is governed by the applicable category of 
the specific service. 
 

Reimbursement for EPSDT support services is on a fee for service basis, within Medicaid 
established frequency limits, to providers that have been certified by the single state agency 
as qualified to provide these services. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State of MICHIGAN 

 
Policy and Methods for Establishing Payment Rates 

(Other than Inpatient Hospital and Long-Term Care Facilities 
 
 

 
TN NO.:  24-0022                               Approval Date:  DEC 17, 2024                 Effective Date:  11/1/2024 
  
Supersedes 
TN No.:   23-0025 

17 (Continued). 
 

Behavioral Health Treatment services are covered when prior authorized by the single state 
agency: 

 
Except as otherwise noted in the plan, Michigan’s Medicaid payment rates are uniform for 
both private and governmental providers of Behavioral Health Treatment.  The Michigan 
Medicaid fee schedule rates were set as of October 1, 2023, and are effective for dates of 
service on or after that date. The fee schedule may be found at 
www.michigan.gov/medicaidproviders.  
 
Reimbursement is made in accordance with Medicaid’s maximum fee screens associated 
with direct Behavioral Health Treatment or the usual and customary charge for these types of 
services, whichever amount is less.   
 
The Behavioral Health Treatment-Applied Behavior Analysis service reimbursement rate for 
CPT procedure code 97153 is a state directed payment of not less than $16.50/unit 
($66.00/hour).  This reimbursement methodology applies to services rendered on and after 
November 1, 2024. All rates are published at www.michigan.gov/medicaidproviders. 

 

 
 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long-Term Care Facilities 

TN NO.:  17-0006       Approval Date:  JAN 30, 2018        Effective Date:  5/01/2018 

Supersedes 
TN No.:   N/A-New Page 

17 (EPSDT Continued). 

Pediatric Outpatient Intensive Feeding Services 

Reimbursement for the pediatric outpatient intensive feeding services is a bundled rate based 
on the covered services provided by a multidisciplinary team.  This service is reimbursed as a 
daily rate comprised of all costs associated with the services provided within the day program 
including:  indirect support and patient care expenses compliant with 2 CFR 200; medical 
care services provided by the physician and other licensed practitioners; and diagnostic, 
screening and rehabilitative services.   

The state assures that it will monitor the provision of services paid under the bundled rate to 
ensure that beneficiaries receive the types, quantity and intensity of services required to meet 
their medical needs and to ensure that the rates remain economic and efficient.  Except as 
otherwise noted in the plan, state developed fee schedule rates for pediatric outpatient 
intensive feeding program services are uniform for both private and governmental providers.  
The reimbursement methodology applies to services delivered on or after May 1, 2018.  All 
rates are published at www.michigan.gov/medicaidproviders. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State of MICHIGAN 

 
Policy and Methods for Establishing Payment Rates 

(Other than Inpatient Hospital and Long-Term Care Facilities 
 
 

 
 

TN NO.:  24-0007                                Approval Date:     SEPT 18, 2024         Effective Date:  10/01/2024 
  
Supersedes 
TN No.:   N/A-New Page 

17 (EPSDT Continued). 
 

Parent Support Partner Services  
 
Parent Support Partner Services furnished by certified providers or provider agencies, shall 
be reimbursed on a direct service by service basis and billed by encounter. Except as 
otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers. The Michigan Medicaid fee schedule is effective for 
dates of service on or after October 1, 2024, and may be found at 
www.michigan.gov/medicaidproviders. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Hospital and Long Term Care Facilities) 

TN NO.:  23-0006  Approval Date:  JUN 8, 2023  Effective Date:  May 12, 2023 

Supersedes 
TN No.:  21-0009 

18. Indian Health Centers (IHC) Services

If eligible, a Tribal 638 facility may choose to participate in the Medicaid Program and
receive reimbursement for Medicaid covered services under one of four options.  In
addition, a Tribal 638 Facility Pharmacy would be reimbursed under Option 5.

Option 1:  Fee-For-Service
If the Tribal 638 facility or the urban center chooses to bill as a fee-for-service provider, the provider
may receive reimbursement as established in the State Plan’s Attachment 4.19-B, Page 1, Item 1.

Option 2:  Federally Qualified Health Center (FQHC) Payment Methodology
As a provider of Federally Qualified Health Center (FQHC) services, the IHC may receive
reimbursement for FQHC services as established in State Plan Attachment 4.19-B, Item 14.
Payments must comply with all requirements set forth within State Plan Attachment 4.19-B, Item
14.

Option 3:  All-Inclusive Rate Payment Methodology
The Indian Health Service (IHS) per visit outpatient rate will be reimbursed in accordance with the
rate published annually in the federal register.  As a Tribal 638 facility, the IHC may, in accordance
with the Federal Regulations, receive the IHS per visit outpatient rate when FQHC services are
provided to Medicaid beneficiaries by IHC providers during a visit.

A visit is a contact within the IHC between a Medicaid beneficiary and the provider of health care
services who exercises independent judgment in the provision of Medicaid covered services.  All
outpatient ancillary Medicaid services are bundled in the per visit rate and cannot be billed as a
separate visit.  The IHC provider may be credited with no more than one medical visit, one dental
visit, and one behavioral health visit with a given beneficiary per day, except when the beneficiary,
after the first visit, suffers illness or injury requiring additional diagnosis or treatment.

Option 4: Tribal FQHC Alternative Payment Methodology
A Tribal 638 facility that operates as a Tribal FQHC will be reimbursed for outpatient visits within
the FQHC scope of services provided to Medicaid beneficiaries using an alternative payment
methodology (APM). The agency allows reimbursement for the same outpatient services and the
same number of encounters per day that Tribal 638 facilities provide under this State Plan. The
APM is the IHS per visit outpatient rate published annually in the federal register as described in
Option 3 above.

A visit is a contact between a Medicaid beneficiary and the tribal FQHC provider of health care
services who exercises independent judgment in the provision of Medicaid covered services.  All
outpatient ancillary Medicaid services are bundled in the per visit rate and cannot be billed as a
separate visit.  The IHC provider may be credited with no more than one medical visit, one dental
visit, and one behavioral health visit with a given beneficiary per day, except when the beneficiary,
after the first visit, suffers illness or injury requiring additional diagnosis or treatment.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Hospital and Long Term Care Facilities) 

TN NO.:  23-0006  Approval Date:  JUN 8, 2023  Effective Date:   May 12, 2023 

Supersedes 
TN No.:  21-0009 

The APM results in payment of at least the FQHC PPS. The health centers receiving payment 
under the APM individually agree to receive it.  

Option 5: Tribal 638 Facility Pharmacy Methodology 
Prescriptions dispensed by a Tribal 638 Facility Pharmacy constitute a separate encounter 
per prescription and are reimbursed as described in Attachment 4.19-B, Page 1d - Drug 
Product Reimbursement. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates  
Other than Inpatient Hospital and Long-Term-Care Facilities 

TN NO.:  23-0002 Approval Date:   MAR 22, 2023  Effective Date: 1/01/2023 

Supersedes 
TN No.:   09-15 

19. Dental Services

Program fee screens are set at the average commercial rate for Medicaid Dental Services. The average 
commercial rate is determined by MDHHS staff through information supplied by commercial dental 
insurers. If this information is not available from commercial carriers, MDHHS will utilize other sources 
to determine the rate such as a comparison to similar codes, cost analyses of the particular service, or 
Medicare information if available.  Dental Services fee schedule rates were set as of January 1, 2023 
and are effective for services provided on or after that date.   All rates are reviewed and updated 
annually and are published on the MDHHS web site at www.michigan.gov/medicaidproviders. 

Providers are reimbursed the lesser of the Medicaid payment rate or the provider's usual and 
customary charge minus any third party payment.  The provider's usual and customary charge is the 
fee most frequently charged to patients.  The payment rate is uniform for private and governmental 
providers. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods tor Establishing Payment Rates 
(Othsr than Inpatient Hospital and Long Term Care Facilities) 

B. Dental Seivices Provided by Practitioners Working in an Eligible Public Dental Clinic

Supplemental payment adjustments equal to the difference between the Medicaid fee for
service rate and the average commercial rate will be paid to qualifying providers for services
provided on or after April 1, 200S.

Qualifying providers under this payment include any dentists practicing at a Public Dental
Clinic as identified in Sections 333.4213, 333.2415 and 333.2421 of the Michigan Public
Health Code (PA 368 of 1978 as amended).

Supplemental payment is determined in the following manner:

1. Payment Ceiling Calculated

First, the payment ceiling is calculated. On a per billing code basis, the Medicaid volume
is determined annually. This data is accumulated for each dental provider using paid
claims data from the State MMIS system from the most recently completed fiscal year.
Next, the volume per dental billing code is multiplied by the average commercial rate
paid by third party payers to providers eligible for this supplemental payment. The sum
of the products represents the payment ceiling above which supplemental payment may
not be made. The data used to determine the average commercial rate will be derived
either from dates of service from the most recently completed fiscal year or the current
period, depending on the availability of the data.

2. Supplemental Payment Calculated

Supplemental payment is the difference between the payment ceiling and the base fee for
service rate normally paid to qualifying providers. Supplemental payment is made
quarterly and subject to an end of year reconciliation. This process consists of comparing
interim payment to a recalculated payment ceiling using data from the preceding year in
which interim payment was made. If a provider's interim payments, together with the
base payment exceed the ceiling, the provider will be required to return the difference.
Conversely, if a provider bas been paid less than the supplemental payment ceiling. the
State will make additional payment. Settlement will occur as a separate transaction from
any future base or interim payment and is performed for each Public Dental Clinic and
for each fiscal year which ends after September 30, 200S. Settlement of interim payment
will occur within one fiscal year following the preceding year's fourth quarterly/interim
payment.

TN NO.: 05-12 

Supersedes 
TN No.: NIA new page 

HAR 11 1WiApproval Date:�<..aa...--- Effective Date: 04-01-2005 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  12-21 Approval Date __________________ Effective Date: 01/01/2013 

Supersedes 
TN No.:  07-02 

 MAR 22  2013 

20. Laboratory Services

Payment rates for clinical laboratories, physician's offices and clinics are established by the
Michigan Department of Community Health as a fee screen for each procedure.  The fee schedule
is designed to enlist the participation of an adequate number of providers.  The Medicare prevailing
fees are used as a guidelines or reference in determining the maximum fee screens for individual
procedures.

Providers other than the State Bureau of Laboratories are reimbursed the lesser of the Medicaid fee
screen or the provider's usual and customary charge minus any third party payment.  A provider's
usual and customary charge should be the fee most frequently charged to patients.  The State
Bureau of laboratories may be reimbursed up to the Medicare prevailing fees.

Laboratory services provided by outpatient hospitals or ESRD facilities are reimbursed through the
Medicaid OPPS and are not limited by a maximum payment rate per beneficiary per day.

Unless otherwise noted, Michigan’s Medicaid payment rates are uniform for private and
governmental providers.  The Michigan Medicaid fee schedule effective for dates of service on or
after July 1, 2009, may be found at www.michigan.gov/medicaidproviders.

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0013 Approval Date: AUG 8, 2019_ ________ Effective Date: 01/01/2019 

Supersedes 
TN No.:  13-11   

22. Intermediate School Districts Services (ISD)

Reimbursement for services provided in the school setting is based on a provider specific,
cost-based methodology that is reconciled annually.

An interim payment is issued based on the following determination of estimated cost.  The
interim payments are based on previous year cost reports and paid monthly to the ISDs.

Services include:  Occupational Therapy, Physical Therapy, Speech Language and
Hearing, Psychological, Physician, Nursing, Personal Care, Targeted Case Management,
Rehabilitative and Transportation and the Services of Licensed Practitioners within their
scope of practice.  Descriptions of each service and licensed practitioners are included on
the corresponding Supplement to Attachment 3.1-A section of this State Plan.

A. Direct Medical Services Payment Methodology
Determination of Total Medicaid Reimbursable Cost:

1. Data capture for the cost of providing health-related services is accomplished
utilizing various sources. Medicaid allowable non-federal costs are captured from
the following reports:

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0013 Approval Date:  AUG 8, 2019 Effective Date: 01/01/2019 

Supersedes 
TN No.:  07-03 

a. Medicaid allowable costs are reported on the annual Local Education Agency (LEA) cost
report. This is an ISD specific report that identifies direct costs specified in item #2.
Each ISD reports costs only for the specific staff that are identified and included in each
staff pool.  This report does not include any federal dollars.

b. Cost data reports received from the ISD financial contacts. The cost for Personal Care
service staff and Targeted Case Management staff is not included in the Medicaid cost
report.  These related salaries, fringes benefits are gleaned from financial worksheets
submitted by the ISDs.  This cost data is captured utilizing the same methodology
currently utilized for the Administrative Outreach Program cost reporting.

c. Michigan Department of Education Indirect Cost Rate.

2. Allowable Direct Costs
Direct costs for direct medical services

I. Salaries
II. Benefits

III. Other medically-related costs directly related to the approved direct services
personnel for the delivery of medical services such as purchased services/contract
costs, travel, materials and supplies.

3. Indirect Cost Rate
Apply the Michigan Department of Education (MDE) Cognizant Agency Indirect Cost Rate to
the net direct costs.

4. Net direct costs and indirect costs calculated in steps 2 and 3 are combined.  Random
Moment Time Study (RMTS) Discount

5. Random Moment Time Study (RMTS) Discount
Apply the appropriate direct service percentage obtained from the CMS approved RMTS
methodology to determine the percentage of time that approved service personnel spend on
direct services, that include Medicaid covered services, general and administrative time and
all other activities to account for 100% of time to assure there is no duplicate claiming for all
covered services.  The RMTS methodology utilizes mutually exclusive staff pool(s) and
statewide random moment samples are pulled each quarter to include a sufficient number of
personnel from each staff pool to ensure the time study results will be statistically valid.

6.Medicaid Eligibility Rate (MER) Discount
Medicaid’s portion of total net costs is identified by applying the ISD specific MER to the total
net costs.
The MER is calculated using the following methodologies:

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates (Other than 
Inpatient Hospital and Long Term Care Facilities) 

      Special Education Medicaid Eligibility Rate 
• Using the Fall General Collection Student Count data, a file containing the names and birthdates of

the special education students within the lSD with health related IEP is transmitted to the Michigan
Department of Health and Human Services (MDHHS).

• MDHHS uses this list to run an eligibility match process against the Medicaid eligibility system.  The
ratio of the total number of Medicaid eligible students with health-related IEPs to the total number of
students with health-related IEPs is used to determine the Medicaid Eligibility Rate percentage.

General Education Medicaid Eligibility Rate 
• Using the fall general collection student count data, a file containing the names and birthdates of

general education students within the ISD is transmitted to the Michigan Department of Health and
Human Services (MDHHS).

• MDHHS uses this list to run an eligibility match process against the Medicaid eligibility system.  The
ratio of the total number of Medicaid eligible students to the total number of students is used to
determine the Medicaid eligibility rate percentage.

B. Specialized Transportation Services Payment Methodology Determination of Total Medicaid Reimbursable
Cost:

1. Medicaid allowable direct costs are captured utilizing the following reports:
a. SE-4094: Special Education costs as reported in the current, CMS approved, SE- 4094

Transportation Expenditure Report and identified in Step #2. This report contains only the
costs associated with Special Education buses used for the specific purpose of transporting
only Special Education children. This report does not include any federal dollars.

b. Michigan Department of Education Indirect Cost Rate as identified in Step #3.
2. Allowable direct costs as reported on the SE-4094:

a. Salaries (Sec 52 & Sec 53a; Bus Drivers, Aides & Purchased Service – Staff [Bus Drivers &
Aides portion only] lines)

b. Benefits (Sec 53a; 52 & Sec Employee Benefits line)
c. Purchased Services - Vehicle Related Costs (Sec 52 & Sec 53a; Pupil Trans. By Carrier,

Pupil Trans. By Carrier (b/y), Family Vehicle K Costs, Contracted Taxis, Pupil Trans. Fleet
Ins., & Contracted/Leased Busses lines)

d. Supplies (gasoline, oil/grease, tires, etc.) (Sec 52 & Sec 53a; Gasoline/Fuel,
Oil/Grease, & Tires/Batteries lines)

e. Other expense/Adjustments (Sec 52 & Sec 53a; Other Expense/Adjustment line, only the
costs associated with adjustments to allowable costs)

f. Bus Amortization (Sec 52 & Sec 53a; Bus Amortization line)
3. Indirect Costs

Apply the Michigan Department of Education Cognizant Agency Indirect Cost Rate to the net 
direct costs. 

4. Net direct costs and indirect costs are combined.
5. The costs from step 4 are then divided by the total number of Special Education one-way trips to get

a Special Education per trip rate.
6. The special education per trip rate is then multiplied by the number OF Medicaid eligible one-way

trips to get the total cost for Medicaid eligible specialized transportation.  Medicaid eligible
transportation is defined as transportation provided to a beneficiary with an IEP/IFSP requiring
specialized transportation and receiving a medical service on that date.

C. Annual Reconciliation and Cost Settlement Process Health-related services cost reconciliation and settlement:
Within six months after the end of the school fiscal year, the ISDs submit the annual LEA cost 
report to the Michigan Department of Health and Human Services (MDHHS) This filed cost report 
is used by 

TN NO.:  18-0013 Approval Date: AUG 8, 2019 Effective Date: 01/01/2019 

Supersedes 
TN No.:  13-17 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

TN NO.:  18-0013 Approval Date: AUG 8, 2019 Effective Date: 01/01/2019 

Supersedes 
TN No.:  07-03 

MDHHS to calculate an interim payment for the following year.  Within nine months after the 
end of the school fiscal year, the filed cost reports are reviewed by MDHHS and an initial 
settlement is issued.  The initial settlement is calculated within three months of the receipt 
of the finalized cost reports and may result in either an additional payment or recovery of 
funds. 

MDHHS completes the Medicaid Cost Settlement Summary data sheet and Cost 
Certification form and forwards to the ISDs for approval and signature within 15 months 
after the end of the school fiscal year.  The final cost settlement is processed two months 
following the date of the Cost Settlement Summary.  If the ISD does not agree with the 
calculated cost settlement totals they must submit an appeal to MDHHS within the first one 
month after receipt of the Cost Settlement Summary.  Any discrepancies must be resolved 
within the three months between the initial and the final settlement at which time any 
under/over adjustments are made. 

Specialized transportation cost reconciliation and settlement: 

On an annual basis the cost per trip is calculated by dividing the total Medicaid 
reimbursable cost (Section B, steps 1 through 6) by the number of “allowable” one-way trips 
provided to a Medicaid-eligibly beneficiary and fulfills all of the following requirements:  
documentation of ridership is on file, the need for the specialized transportation service is 
identified in the Individualized Education Program (IEP) or Individualized Family Service 
Plan (IFSP), and a Medicaid-covered service is provided on the same date of service.  
Personal care services provided on the bus are not qualifying services for the purpose of 
trip count. 

The Medicaid cost settlement amount is obtained by multiplying the total allowable one-way 
trips billed through the Medicaid Invoice Processing system times the total cost per trip.  
This total is compared to the interim payments and any over/under settlements are made. 

D. Cost Certification:

Two months prior to the final settlement the ISDs receive the Medicaid Cost Settlement
Summary Report and Cost Certification Form.  Both forms must be signed, dated and
returned to MDHHS prior to the final settlement.

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 
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TN NO.:  16-0006  Approval Date: _____________ Effective Date: 01/01/2016 

Supersedes 
TN No.:  15-0003 

NOV 9, 2016 

24. Ambulatory Surgical Centers

Reimbursement to individual Medicare-certified Ambulatory Surgical Centers (ASCs) for outpatient
services provided in the ASC setting on or after January 1, 2011 is calculated by applying the
MDCH outpatient prospective payment system (OPPS) reduction factor (RF) to current Medicare
ASC reimbursement rates. Medicare ASC rate x RF = Medicaid rate.

State-developed fee schedule rates are the same for both governmental and private ASC providers.
The ASC reduction factor is monitored and adjusted in accordance with the OPPS reduction factor
schedule. The state maintains an up to date reduction factor history posting on the MDCH website
that includes the current OPPS/ASC reduction factor, as well as historical OPPS/ASC reduction
factors. As of January 1, 2016 the OPPS/ASC reduction factor is 52.6%. A wage index of 1.0 is
applied for all ASCs. Services paid by Medicare at reasonable cost and contractor priced items are
paid by applying the Medicaid state-wide outpatient hospital cost to charge ratio to the Medicare
ASC rate. All rates including the ASC wrap list are published on the MDHHS website at
http://michigan.gov/MDHHS.

When service coverage or reimbursement methodology differences exist between Medicare and
Medicaid, Medicaid fee schedules are used.

January 1, 2025 Version.  . .  .  This plan is provided for informational use only and does not replace the original version. 
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24a.1. Non-Emergency Medical Transportation (NEMT) 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of NEMT services.  The Agency’s fee schedule rates were 
originally set August 1,2018. The current fee schedule is located at 
www.michigan.gov/medicaidproviders and is effective for services provided on or after October 1, 
2018. 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  

http://www.michigan.gov/medicaidproviders
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29.  Medication-Assisted Treatment (MAT) 

 
A. Unbundled Drug Reimbursement 

 
1. The State will cover all forms of drugs and biologicals that the Food and Drug 

Administration has approved or licensed for MAT to treat opioid use disorder (OUD).   
 

2. The reimbursement for unbundled prescribed drugs and biologicals used to treat 
opioid use disorder will be reimbursed using the same methodology as described for 
drug product reimbursement on Attachment 4.19-B (2), Pages 1c and 1d, for drugs 
that are dispensed or administered. 

 
3. Payment for unbundled office-based opioid treatment services provided by 

practitioners not associated with a PIHP or MCO will be reimbursed per the 
methodology in Attachment 4.19-B, Page 1. 

 
B. Bundled Methadone Administration and Service Rate 

 
Payment for bundled Methadone administration and service rate will be made at a set per 
unit amount as determined by a minimum fee schedule.  The Michigan Medicaid fee 
schedule is effective for dates of service on or after October 1, 2024, and may be found at 
www.michgian.gov/medicaidproviders . 
 

C. Opioid Treatment Program (OTP) 
 

a. The State will cover all forms of drugs and biologicals that the FDA has approved 
or licensed for MAT to treat OUD. 
 

b. Payment for unbundled OTP Provider services are reimbursed on a direct service 
by service basis and billed in 15 minute units.  Except as otherwise noted in the 
plan, state-developed fee schedule rates are the same for both governmental and 
private providers. The Michigan Medicaid fee schedule is effective for dates of 
service on or after October 1, 2020 and may be found at 
www.michigan.gov/medicaidproviders. 

http://www.michgian.gov/medicaidproviders
http://www.michigan.gov/MEDICAIDPROVIDERS
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Rural Access Pool 

The State will establish a Rural Access Pool beginning in State FY 2013 for hospitals that provide 
Medicaid services to low income rural residents. Effective State FY 2021, eligibility for the rural access 
pool is limited to non-critical access hospitals. To be eligible for this pool, hospitals must be categorized 
by the Centers for Medicare & Medicaid Services as a sole community hospital, or meet both of the 
following criteria. 

1. A hospital must have 50 or fewer staffed beds. The State will calculate staffed beds by
dividing the total hospital days reported by the hospital on its Medicaid cost report with a fiscal
year ending between October 1, 2010 and September 30, 2011, by the number of days
covered in the cost report; and

2. A hospital must be located in a county with a population of not more than 165,000 and within a
city, village, or township with a population of not more than 12,000. The population threshold
will be measured against population counts from the 2000 federal decennial census.

Each hospital’s allocation from this pool will be calculated as the unreimbursed cost the hospital incurred 
providing outpatient services to Michigan Medicaid beneficiaries during its cost period that ended during 
the second previous fiscal year. For example, to calculate the 2013 pool, hospital cost reports with fiscal 
years ending between October 1, 2010 and September 30, 2011 will be used.   

Provider costs will be determined using data reported on the following lines of the CMS 2552-96 or their 
equivalent lines on the CMS 2552-10: GME costs are determined.  First, Total Medicaid Outpatient 
Program Charges (reported on Worksheet D, Part V, Column 5, Lines 37.00 through 65.99, excluding 
Lines 63.50 through 63.99 of the CMS 2552-96) are divided by Total Hospital Charges Net of Hospital 
Based Physicians, for all provider types (reported on Worksheet G2, Column 1, Lines 1, 2, 10-14, 17, and 
18 of the CMS 2552-96).  This ratio is then multiplied by the Intern and Resident Cost (reported on the 
Worksheet B, Part 1, Columns 22 and 23, Line 95 of the CMS 2552-96) to determine GME costs.  Non-
GME costs are obtained from Worksheet D, Part V, Column 9, Lines 37.00 through 65.99, excluding lines 
63.50 through 63.99.  GME and Non-GME costs are combined to determine total costs. The following 
gross Medicaid payments from this cost report period will be applied against cost to determine 
unreimbursed cost: operating, capital, graduate medical education, and Medicaid Access to Care 
Initiative, or any other supplemental payment. 

Payments will be made within 45 days of the beginning of each quarter.  The quarterly payments will be 
made in four equal installments based on the total annual amount the hospital is eligible to receive.   

The total amount of the rural access pool payments is the sum of each hospital’s allocation from this pool 
described above. 

In the aggregate, the State reimburses hospitals up to maximum allowable under the Federal upper 
payment limits for outpatient services provided to Medicaid beneficiaries. To keep total Medicaid fee-for-
service payments to hospitals within the Federal upper payment limits, the State will reduce the size of 
the applicable year’s MACI Pool payments by the size of the Rural Access Pool. 
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Methods and Standards for Establishing Payment Rates  
1. Services Provided Under Section 1915(i) of the Social Security Act.  For each optional service, describe 

the methods and standards used to set the associated payment rate.  (Check each that applies, and describe 
methods and standards to set rates): 

 HCBS Case Management  
 

 HCBS Homemaker  
 

 HCBS Home Health Aide  
 

 HCBS Personal Care 
Effective 10/1/2018, the state uses the same reimbursement rates for HCBS Personal Care 
as is used for the State Plan Personal Care Option on Item #7 Person Care Services option 
of Attachment 4.19-B. This service is prior authorized based upon a review of the person-
centered service plan and the individual’s assessed needs. Michigan uses HCPCS code 
T1019, Personal care services per 15 minutes for this service. The reimbursement rate 
depends on whether the provider is an individual or an agency and the participant’s 
county of residence. Except as otherwise noted in the plan, state-developed fee schedule 
rates are the same for both governmental and private providers of HCBS Personal Care 
services. 

 HCBS Adult Day Health 
 

 HCBS Habilitation 
 

 HCBS Respite Care 
 

For Individuals with Chronic Mental Illness, the following services: 
  HCBS Day Treatment or Other Partial Hospitalization Services 

 
 HCBS Psychosocial Rehabilitation 

 
 HCBS Clinic Services (whether or not furnished in a facility for CMI) 

 
 Other Services (specify below) 
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 Transition Navigator Case Management Services 
Michigan has been providing nursing facility transition services officially since January 1, 
2005. Historically, these services have been State funded, or a service available through a 
HCBS waiver. MDHHS developed rates based upon the historical use and payment for 
these services, while considering factors such as overhead, non-labor costs, and inflation. 
 
Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers of Community Transition services. The 
Agency’s fee schedule rate was set as of 2/1/2024 and is effective for services provided 
on or after that date. All rates are published on the Agency’s website at  
http://www.michigan.gov/medicaidproviders  

 Community Transition services 
Michigan has been providing Community Transition services officially since January 1, 
2005. Historically, these services have been State funded, or a service available through a 
HCBS waiver. MDHHS developed rates based upon the historical use and payment for 
these services, while considering factors such as overhead, non-labor costs, and inflation. 
 
Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers of NFT services. The Agency’s fee 
schedule rate was set as of 10/1/2018, and list revised on 10/1/22, and is effective for 
services provided on or after that date.  All rates are published on the Agency’s website at  
http://www.michigan.gov/medicaidproviders  

 Non-Medical (Non-Emergency ) Transportation (NENMT) 
Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers of NENMT services. The Agency’s fee 
schedule rate was set as of 10/1/2018, is revised to correspond with the agency’s NEMT 
fee schedule and is effective for services provided on or after the effective date of any 
changes. All rates are published on the Agency’s website at  
http://www.michigan.gov/medicaidproviders 

 Home Modifications 
Michigan has not established a reimbursement structure for this service as the cost of this 
service is subject to wide variation based upon the type of modification needed. MDHHS 
requires prior authorization of all home modifications and approves reimbursement on a 
case-by-case basis. For this service to be approved, the transition navigator must submit at 
least one bid from a qualified provider that describes the modification, how that 
modification meets the service definition, the cost of building and other materials needed, 
and the expected labor costs.  Smaller items (such as environmental controls) are 
reimbursed at cost for the item purchased plus the cost of installation.  The transition 
navigator must provide proof of the cost of the item and labor/installation costs prior to 
approval. 

 
 

http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
http://www.michigan.gov/medicaidproviders
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Methods and Standards for Establishing Payment Rates 
1. Services Provided Under Section 1915(i) of the Social Security Act.  For each optional service, describe the

methods and standards used to set the associated payment rate.  (Check each that applies, and describe methods
and standards to set rates):

 HCBS Case Management 

 HCBS Homemaker 

 HCBS Home Health Aide 

 HCBS Personal Care 

 HCBS Adult Day Health 

 HCBS Habilitation Community Living Supports 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 HCBS Respite Care 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

For Individuals with Chronic Mental Illness, the following services: 
 HCBS Day Treatment or Other Partial Hospitalization Services 

 HCBS Psychosocial Rehabilitation 

 HCBS Clinic Services (whether or not furnished in a facility for CMI) 

 Other Services (specify below) 
The 1915(i) is being implemented concurrent with an 1115 authority for managed care.  
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for all 
the 1915 (i) HCBS’s.  The capitation will be described in the State’s 1115 waiver and 
approved contract consistent with 42 CFR 438.6(c). 
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 Environmental Modifications 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

Michigan has not established a reimbursement structure for this service as the cost of this 
service is subject to wide variation based upon the type of modification needed. MDHHS 
will require PIHP prior authorization of all home modifications in accordance with established 
policy. 

 Enhanced Pharmacy 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 Family Support & Training 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 Fiscal Intermediary 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 Housing Assistance 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 Skill-Building Assistance 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 Specialized Medical Equipment & Supplies 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

Michigan has not established a reimbursement structure for this service as the cost of this 
service is subject to wide variation based upon the type of equipment and supplies needed. 
MDHHS will require PIHP prior authorization of all equipment and supplies. 

 Supported/Integrated Employment 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

 Vehicle Modification 
Concurrent 1115 AND 1915 (i) authorities will utilize a capitated payment arrangement for 
this service.  The capitation will be described in the State’s 1115 waiver and approved 
contract consistent with 42 CFR 438.6(c). 

Michigan has not established a reimbursement structure for this service as the cost of this 
service is subject to wide variation based upon the type of modification needed. MDHHS will 
require PIHP prior authorization of all vehicle modification according to established policy. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State Michigan 

COORDINATION OF TITLE XIX WITH PART B OF TITLE XVIII 

Except for a nominal" recipient copayment (as specified in Attachment 4.18 of this State 
Plan), if applicable, the Medicaid agency uses the following general method for 
payment: 

� 1. Payments are limited to State plan rates and payment methodologies for
the groups and payments listed below and designated with the letters
"SP."

QMBs: 

For specific Medicare services that are not otherwise covered by this
State Plan, the Medicaid agency uses Medicare payment rates unless a
special rate or method is set out on Page 3 in Item __ of this
attachment (see 3 below).

2. Payments are up to the full amount of the Medicare rate for the groups
and payments listed below, and designated with the letters "MR."

3. Payments are up the amount of a special rate, or according to a special
method, described on Page 3 in item __ of this attachment, for those
groups and payments listed below and designated with the letters "NR."

4. Any exceptions to the general methods used for a particular group or
payment are specified on Page 3 in item __ of this attachment (see 3
above).

Part A� Deducti�les 

Part B � Deductibles 

___§,E_ Coinsurance 

SP Coinsurance 

Other 
Medicaid 
Recipients: 

Part A ...§E_ Deductibles 

Part B ...§E_ Deductibles 

SP Coinsurance 

SP Coinsurance 

Dual 
Eligibles 
(QMB) Plus): 

TN NO. 97-024 
Supersedes 
TN No. 96-17 

Part A ...§E_ Deductibles 

Part B ...§E_ Deductibles 

SP Coinsurance 

SP Coinsurance 

Approval Date i}e:i-1.,/9y Effective Date 10-01-97

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: MICHIGAN

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 
OTHER TYPES OF CARE 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

TN No. 4'p-lf ��./ . ./ 
Supersedes Approval Date �-/¥-- 9e3'
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·

Effective Date 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Payment for Reserved Beds 
During a Patient’s Absence from an Inpatient Facility 

______________________________________________________________________ 

TN NO.:   10-07     Approval Date: ____________  Effective Date: 04/01/2010

Supersedes 
TN No.:   05-07 

AUG 16  2010 

I. Payment is not made for reserving a bed during a recipient’s absence from an acute care
general hospital.

II. Payment for reserving a bed during a beneficiary’s absence from a Long Term Care
Facility:

A. Therapeutic Leave Days – payment is subject to the following conditions:

1. The beneficiary is away for therapeutic and non-medical reasons (for
example, home visits).

2. Payment for reserving a bed for a beneficiary’s therapeutic leave days may
not exceed payments for 18 days during a 365 – day period.

3. The bed is reserved for the beneficiary during his/her absence.

4. The beneficiary returns to the facility.

5. The beneficiary’s written plan of care provides for “home visits” (defined as
visits with friends and/or relatives, i.e., therapeutic leave days).

6. Reimbursement for therapeutic leave days will be made at the facility’s
current prospective rate. Therapeutic leave days must be included in the daily
inpatient census.

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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1. adicaid will pay to hold a beneficiary's bed only when the facility's 
total available bed occupancy is at 98 percent or more on the day the 
beneficiary leaves the facility. Facilities at 97.5 percent occupancy 
may round up to 98 percent. 

2. Medicaid reimburses a nursing facility to hold a bed for up to ten days
per hospital admission for emergency medical treatment (defined
below), as documented by the attending physician in the resident's
medical record.

3. There must be a reasonable expectation by the attending physician
that the resident will return by the tenth day.

4. The beneficiary must return to the nursing home in ten or fewer days
for the facility to bill for hospital leave days. Otherwise, the nursing
home is released from its obligation to hold the bed.

5. Emergency Medical Condition means a medical condition manifesting
itself by acute symptoms of sufficient severity (including severe pain)
such that a prudent layperson, who possesses an average knowledge
of health and medicine, could reasonably expect the absence of
immediate medical attention to result in: (i) placing the health of the
individual in serious jeopardy; (ii) serious impairment to bodily
functions, or (iii) serious dysfunction of any bodily organ or part.

6. Reimbursement for hospital leave days will be a single rate paid to all
nursing facility providers regardless of the facility class. The hospital
leave day rate is calculated as: the Class I average variable cost,
times 95% (room & board portion), times 66% (salary and wage
portion of the rate). The single hospital leave day rate will coincide
with the State's fiscal year of October 1 through September 30.

II. Notification of bed-hold policy and readmission is in accordance with CFR
483.12.

TN NO.: OS-tt 

Supersedes 
TN No.: of':.U, 

MAR 1 5 2006 
Approval Date: ____ Effective Date: 04-01-05 

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  
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The State has in place a public process which complies with the requirement of Section 
1902(a)(13)(A) of the Social Security Act. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
State of MICHIGAN 

 
POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 

(LONG TERM CARE FACILITIES) 

 
TN NO.:  24-0012    Approval Date:  SEPT 26, 2024                  Effective Date:  10-01-2024  
 
Supersedes 
TN No.:  19-0008  

 
1. Cost Finding, Cost Reporting and Records Maintenance 

 
The specific methods of cost finding and cost reporting utilized by the single state 
agency are defined in the state agency’s cost reporting forms and instructions.  
Providers shall be notified of the cost reporting form or format and acceptable cost 
finding methods and notified promptly of change 
 
A. Beginning with cost reporting periods ending after September 1, 1973, all 

participating skilled nursing and intermediate care providers are required to submit to 
the state agency an annual cost report within 5 months of the close of the providers 
cost reporting period.  The provider will be notified of the delinquency and if the cost 
report is not submitted within the timeframes established by MDHHS, the provider’s 
interim payments will be reduced by 100 percent.  Restitution of withheld interim 
payments will be made by the state agency after receipt of an acceptable cost report.  
(Exception: A provider’s cost report is due 5 months after a sale of a facility or 
termination of the provider agreement.)  Beginning October 1, 2024, if an annual 
cost report is not received within the timeframes established by MDHHS, a 
late-file penalty will be assessed beginning on the 15th day of the following 
month and will continue until a complete and acceptable cost report is 
received. This includes providers with low or no Medicaid utilization that are 
required to provide a less than complete cost report or census data. This 
penalty does not apply to Class VII facilities.  
 

B. All cost reports must be submitted on the state agency’s uniform reporting form or an 
approved replica thereof, covering a 12 month cost reporting period.  An exception is 
made for Class VII facilities; they are to submit the Medicare skilled nursing facility 
cost report in place of the state agency’s reporting form. Any changes in reporting 
periods or exceptions to the number of months covered must be approved by the 
state agency. 

 
C. Each provider’s cost report must include an itemized list of all expenses as recorded 

in the formal and permanent accounting records of the provider. 
 
D. The accrual method of accounting is mandated for providers and generally accepted 

accounting principles must be followed by providers of care under the plan. 
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Supersedes 
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E. Each provider must maintain sufficient financial records and statistical data for proper
determination of costs as allowable, in accordance with Section III of this plan.  This
may include pertinent records required by the Medicare Principles of Reimbursement in
42 CFR 413.20 and 42 CFR 413.24.

F. All of the provider’s accounting and related records, including the general ledger and
books of original entry and statistical data, are regarded as permanent records and
must be maintained for a period of not less than seven years.

G. All cost reports are retained by the state agency for not less than three years following
the date of filed receipt by RARSS or designee.

H. Non-allowable expenses are excluded from the total operating expenses in accordance
with procedures identified on the reporting form and defined in Section III of this plan.

I. Related organizations and costs to related organizations (as defined in 42 CFR 413.17)
shall be disclosed by the provider in the cost report.

J. Cost related to intergovernmental transfers: Class III nursing facilities owned by local
governments and any related transaction management fees associated with the
intergovernmental transfer will be recognized outside of the cost reporting process.

K. Revenue from the quality measure initiative described in Section IV must be adjusted
from the cost report as determined by the Michigan Department of Health and Human
Services.

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version.  
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II. Auditing and Availability of Records

A. Each cost report submitted is verified for completeness, accuracy, reasonableness, and
consistency through a desk audit, an on site audit, or a computer check.  The state agency
shall ensure an audit of a cost report is completed no later than 21 months after final
acceptance of a cost report, a cost report that is not audited within 21 months shall be
accepted as filed.

For desk audits or on site audits, the audit sampling methodology will employ either a
statistical sampling methodology, a non-statistical sampling methodology or a combination of
methodologies.

B. Each provider must allow access, during audits or reviews by the state agency auditors or
their designees and representatives of the United State Department of Health and Human
Services, to requisite records and statistical data specified in Section I of this plan.  This
access will include, but is not limited to:

1. The complete records of related organizations

2. The record of lessors to determine underlying capital and operating costs of providers
leasing facilities (per Section III.H).

3. Any records required by the Medicare Principles of Reimbursement, federal laws or
regulations, state law, or the state agency’s policies.

4. Census records and numbers and types of leave days for each Medicaid
beneficiary/resident (i.e. hospital, therapeutic).

During an audit or review, providers must submit records within the time frames determined 
by the state agency.  

C. If, upon audit or review, it is determined that a cost report contains incorrect data, the state
agency shall use the corrected data to compute future rates and if necessary will retroactively
change a previously applied rate.  If a statistical sampling methodology was used for an audit,
then the audit adjustments may be determined using extrapolation methods. In cases of
suspected fraud or failure to disclose required fiscal information, the state agency may
retroactively adjust rates.

D. The audit process described under this section is not applicable to Class VII facilities.
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Ill. Allowable Cost Identification 

Allowable costs are those costs related to patient care as permitted by the Medicare 
Principles of Reimbursement in 42 CFR, Chapter IV, Subchapter B, Part 413 
regulatory sections as (regularly) amended, with any additional exceptions or 
Medicaid provisions included. Where the single state agency has incorporated a 
Medicare Principle of Reimbursement, PRM-15,. interpretations will be used with any 
additional provisions included. Section IV, "Payment Determination," of this plan 
specifies the allowable costs to be used as a cost basis for calculating prospective 
rates. 

A. Allowable costs will include the costs of meeting all standards for nursing care
provider requirements as required by the state agency, by state law or by federal
legislation or regulation.

B. Allowable costs include, but are not limited to, all items of expense which
providers incur i� the provision of routine services, such as: regular room;
dietary; nursing services; minor medical and surgical supplies; administration of
oxygen; hand feeding; incontinency care; tray service; enemas; patient gowns;
water pitchers; basin; bed pans; bed rails; ice bags; canes; crutches; walkers;
wheelchairs; traction equipment; and other durable medical equipment for
multipatient use, special dietary services (including tube or oral feeding, special
diets), laundry services, social services, patient activity services, transportation
for medical and/or dental services, therapist services such as maintenance plan
development through implementation and MOS assessments, and physician
services of medical staff functioning in an administrative capacity. Socially
acceptable personal clothing (Section IV.L) may be an allowable cost in Class IV
Intermediate Care Facilities for the Mentally Retarded only. Excluded are
personal physician fees, prescribed legend drugs and ancillary services ( except
as required in Section IV.F) and the costs of total parenteral nutrition solutions
and related supplies and equipment.

C. The occupancy that will be used in per patient day cost determinations, for all but
Class II facilities, is the greater of the paid occupancy including paid held-bed
days excluding hospital leave days or 85 percent of (certified) bed days available
during the cost reporting period for which cost information is reported, including
new facilities. For facilities that voluntarily remove beds from service, through
formal notification to and after obtaining approval for the temporary removal of
beds from the Michigan Department of Community Health, occupancy
percentages will be computed as a percent of bed days available in the cost
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period.  Owner administrator compensation limits will be applied based on the reduced bed count. 
Payment determinations for Class II facilities will be based on actual occupancy. 

D. Title XIX per patient day cost, for a designated cost component, is the total inpatient cost for that cost
component, divided by total inpatient days, as determined from the provider’s Medicaid cost report.

E. The Corporate Income Tax is an allowable expense.
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F. The allowance for depreciation shall be determined in accordance with 42 CFR 413.134
through 413.149 (including section 413.134[f]) except that only the straight-line method (42
CFR 413.134[b][3]) shall be used and the useful life of the assets must be in compliance with
subsection 104.17 of the Provider Reimbursement Manual (PRM) Part 1. Subsequent to sales,
the depreciation basis will be held subject to the limitation on the revaluation of assets
mandated by section 1861(v)(1)(O) of Title XVIII of the Social Security Act.

1. Consistent use of either component or composite asset depreciation schedules is required.
Component depreciation is permitted in the case of a newly constructed facility and for
recognized building improvements where the costs can be separated and acceptable useful
lives determined.  Composite depreciation must be used in the case of a newly purchased
existing facility.

2. Depreciated replacement cost is defined as the current reproduction cost (42 CFR
413.134(b)(6)), adjusted for straight-line depreciation over the life of the asset to the time of
the sale (per PRM, Part 1, subsection 104.14).

The depreciated replacement cost shall be determined by an independent appraiser
chosen and paid for by the provider in accordance with the “Appraisal Guidelines” in Part 1.
subsection 134 et seq of the PRM.  Prior to the appraisal, the sate agency must notify the
appraiser of the “Appraisal Guidelines” to be utilized in the determination of his/her
appraisal.

3. Class I and Class II facilities, paid in accordance with section IV.A., will not be paid based
upon depreciation expense.

G. The allowance for interest expense shall be determined using either principle 1 or 2 in
concurrence with principle 3 below:

1. For Class I and Class II facilities, reimbursement in accordance with the methods in section
IV.A, interest expense will be determined in accordance with the Medicare Principles of
Reimbursement at 42 CFR 413.153 in effect as of July 17, 1984 (prior to the regulatory
changes associated with the mandates of the Deficit Reduction Act of 1984 and its
limitations on the revaluation of assets).

Exception:  In cases where lessee/providers choose to forego increased reimbursement for 
interest expense as result of the requirements in section IV.A.5.b.2. below, the provider 
must report, as an allowable cost, the interest expense from the schedule of borrowings 
principal amortization and interest expense recognized for reimbursement by the Program 
prior to that sale. 
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2. All other facilities will have interest expense determined in accordance with current 
Medicare Principles of Reimbursement, including the provisions at 42 CFR 413.153 
and section 1861(v)(1)(O) of Title XVIII of the Social Security Act. 

3. For loans issued on or after October 1, 2019, interest on loans, to be allowable, must 
reflect a principal balance payment on at least an annual basis if the loan is greater 
than four years old.  For loans issued prior to October 1, 2019, interest on loans, to be 
allowable, must reflect a principal balance payment on at least an annual basis starting 
on October 1, 2023.  As of October 1, 2024 the minimum payment amount on the 
principal balance or a payment amount totaling at least 0.1 percent of the total 
outstanding loan balance, whichever is greater, must be made at least annually for any 
loan that has a loan period of greater than four years and was issued on or after 
October 1, 2019 in order for the interest to be an allowable expense.  Refinancing of a 
loan or refinancing of multiple loans is not considered a principal balance payment, nor 
is a refinanced loan considered a new loan for purposes of this section.   

 
H.  Allowable lease costs are determined using principle 1 or 2 below: 
 

1. A provider who entered into a bona fide, arms-length lease prior to September 1, 1973 
where the lessor refused to open his books, will be allowed an actual lease cost up to 
a maximum of $2.50 per patient day.  This limit was developed from the average lease 
rental cost for facilities leased prior to September 1, 1973, at which time the current 
method of calculation was effected.  The pre-September 1, 1973 lessee has the right 
of appeal for bona fide, arms-length lease agreements which exceed the $2.50 limit. 
 

2. Providers who enter into or amend a bona fide arms-length lease agreement after 
August 31, 1973 will be reimbursed a plant cost component determined in accordance 
with sections IV. A. or B. as applicable to an owner-provider, if the lessee discloses the 
allowable cost information required or rate setting as outlined in section IV.A.3. Without 
full disclosure lease expense will not be an allowable cost.  The only exceptions to this 
disclosure rule shall be for lease expenses for pass through leases. 

 
I. Bad debts, charity and courtesy allowances as defined in 42 CFR 413.80 are not 

recognized as allowable costs. 
 
J. The cost of educational activities will be determined in accordance with 42 CFR 

413.85, except the costs of educational activities outside the continental United States 
are not allowable. 

 
K. The cost of research activities will be determined in accordance with 42 CFR 413.90. 
 
L. The value of services of non-paid workers will be treated in accordance with 42 CFR 

413.94. 
 
M. Purchase discounts and allowances and refunds of expenses will be treated in 

accordance with 42 CFR 413.98. 
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N. The cost for compensation to owners shall be determined in accordance with 42 
CFR 41 3.1 02, except that the allowable cost for compensation to 
owner/administrators will be determined as follows: 

1. Facilities with 50 or more beds are required to maintain a full-time administrator 
(per section 21 702 of Public Act 493 of 1978). 

2. The ownerladministrator's salary shall not exceed amounts derived according to 
facility bed size. 

3. Salary limitations are adjusted to reflect cost-of-living changes, as reflected by 
the Detroit Consumer Price Index, All Items For Urban Consumers. The 
ownerladministrator's salary schedule covers only the position of administrator 
and assistants and does not include other owners' salaries employed in 
capacities other than the administration of the facility. 

4. For the purposes of determining allowable cost compensation LIMITS INCLUDE 
WHAT that may be paid to a full ownerladministrator, or the combined salary of 
the ownerladministrator and any assistant administrator(s) and/or administrative 
assistant(s). 

TN NO.: $11 ; Approval Date: 
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The cost to related organiutions will be determined in accordance with 42 CFR 413.17. 

Certain capital expenditures will be determined in accordance with 42 CFR 413.161. 

Costs related to patient care will be determined as allowable costs or non allowable costs in 
accordance with 42 CFR 413.9. 

Providers shall be notified of changes to the Medicare Principles of Reimbursement as 
specifically amended by sections Ill.A through Ill.Q. above. 

Costs related to intergovernmental transfers by Class ill nursing facilities owned by local 
governments and any related transaction management fees associated with the intergovernmental 
transfer are allowable under this plan. These costs will not be counted in determining the lesser 
of costs or charges for billing purposes. 
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IV. Payment Determination

For dates of service on or after June 1, 1981, providers of nursing care will be reimbursed
under this plan, except for Class VII providers, on the basis of the lower of customary charge
to the general public or a payment rate determined in accordance with this section of the State
Plan.  Aside from specific exceptions, prospective rates are set prior to the provider’s rate-
setting/cost reporting period and are fixed for that period.  There are seven classes of long
term care facilities and one special type of patient for which there are separate reimbursement
methods:

Class I This class includes proprietary and nonprofit nursing facilities with payment rates
determined in accordance with Sections IV.A. through IV.F. 

Class II This class includes proprietary nursing facilities for the mentally ill or 
developmentally disabled with prospective payment rates negotiated with the 
Michigan Department of Health and Human Services, within individual facility 
ceilings based on occupancy.  Payments will be retrospectively cost settled in 
accordance with Sections IV.B. through IV.G. 

Class III This class includes proprietary and nonprofit nursing facilities that are county 
medical care facilities, hospital long term care units or state owned nursing 
facilities with payment rates determined in accordance with Sections IV.B. 
through IV.F. 

Class IV This class includes state owned and operated institutions certified as ICF/MR 
facilities.  Members of this class are reimbursed allowable costs determined in 
accordance with the Medicare Principles of Reimbursement (42 CFR 413). 

Class V This class includes facilities that are a distinct part of special long term care 
facilities for ventilator-dependent patients, with payment rates determined in 
accordance with Section IV.G. of this plan. 

Class VI: This class includes hospitals with programs for short-term nursing care (swing 
beds).  Class I and Class III average routine nursing care rate for a respective 
period determines the prospective payment rate for these beds. 

Class VII: This class includes state owned and operated veterans homes as defined in 
Michigan Public Act 152 of 1885. Payment rates are based on patient acuity 
groupings and determined in accordance with section IV.N.  

January 1, 2025 Version.  . .  .    This plan is provided for informational use only and does not replace the original version. 
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Special Long Term 
Care Patients: If tbc single State agency has placed, in a nursing facility, • patient transfmed from an 

acute care setting who requires special.i7.ed and CDDCeDlnted nursing and support services, 
the provider shall have a negotiated payment rue determined in accoidance with Section 
IV .H. of this plan. 

A. Plant Cost Component (for Class I and-Class D facilities) Effective for cost reporting periods
beginning on or after July 1, 1985, the prospectively established plant cost component for Class J and
Class D facilities will be the sum of four components: the tax component, the interest expense
component, the lease/rmtaJ a,mponent and the rctum oa cum:nt asset value component.

1. The tax component will be determined as per patient day tax cost, where tu cost consists
of most recent, audited real estate and personal property taxes identified as an allowable
cost under the Medicare· Principles of Rcimbunement as modified in Section m.

· 2. The interest expense component will be determined as per patient day interest expense,
where all interest expense consists of most recmt, audited interest expense and financing
expense identified as an allowable CO&t as defined in Section m.G. above. Rcimbunement
for interest expense will not be based en any amount of borrowing which exceeds the
lesser of the •current asset value• of that facility or the •cwrent asset value upper
limitation• (terms as defined in Section IV .A. .C. b. and c., respectively). Reimbursement
for interest expense, subsequent to a aalc or raa1e will be limited, as a result of the Title
XIX Section 1902(aX13)(B) limitation oa increases in Medicaid Program reimbunemmt
subsequent to sales, in accordance with Secticn IV.A.S.b. below.

3. The lease/rental component will be a per pdimt day amount ddamined in accordance
with Section m.H. to be paid only to those providers with leases meeting the conditions
in that aec:tioa. All leases must have an accounting for the underlying initial owner's
historical acquisiti011. cost, and interest and pmpeity tu expense to obtain plant cost
reimbursement for these assets, except for the leuc com for photocopiers, postage
meters and telephone systems which will be included in the lease/rental Cl'mponent.
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4. The return on current asset value component will be determined as the per patient day
return on value, where the return on value will be a “tenure factor” times the lesser of
“current asset value” or the “current asset value upper limitation.”  Current asset value
will not be allowed to diminish below the “current asset value floor” (terms as defined
below).

a. The tenure factor is based upon a provider’s number of years of continuous
Medicaid certification under the current ownership determined at the beginning of
the provider’s rate year and the number of calendar days in the provider’s cost
reporting period from which asset values and patient days are determined.
Beginning with rate years starting on or after October 1, 1990, the tenure factor will
be 2.5 percent for less than two years of ownership tenure and increase 0.25
percent per year of tenure up to 5.25 percent for 12 or more years of tenure.  The
tenure factor is the percentage determined above, times the ratio of days in the
provider’s cost reporting period to 365 days.

b. The current asset value is determined by a formula using historical costs of capital
assets times the difference between and inflationary index and an obsolescence
factor.  Assets purchased prior to 1960 will be treated as if they were brought into
service in 1960.
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2) The inflationary index utilized depends upon capital asset type: land
improvements, building, building improvements and fixed building
equipment will be updated using the Marshall Swift Valuation Service
Construction Cost Index for Class A Buildings in the Central United States
from the fiscal year the asset was brought into service until the most
recent period for which data is available when the rate is determined; and
land, moveable equipment and other assets will have an inflationary index
of 1.00, i.e., no update factor.

3) The obsolescence factor utilized also depends upon the capital asset
type: land improvements, building, building improvements and fixed
building equipment will have an obsolescence factor of 3 percent per
annum for each year the asset has been in service; moveable equipment
and other capital assets will have an obsolescence factor of 1 0 percent
per annum for each year the asset has been in service up to a maximum
of 1 0 years (this factor will not be greater than 1.00 ); and land will have

TNNO.:_o5-q 

Supersedes 
TN No.: 90-34 

an obsolescence factor of zero. The number of years the asset has been
in service will be based upon the number of years including the fiscal year
after the year in which the asset was acquired through the most recent
audited year.
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4) The current asset value formula is the sum of current asset
values for each distinct asset, where the current asset
value of a distinct asset is the historical cost of that asset
times the difference between the inflationary index and the
obsolescence factor for the respective asset. Current asset
values will be rebased annually based upon the most
recent audited or reviewed cost report.

5) Only assets having a use related to patient care are to be
included for reimbursement under the return on current
asset value component. The cost finding and cost
reporting methods, as defined in the State agency’s cost
reporting forms and instructions, apportion the provider’s
asset costs into the appropriate cost centers for
reimbursement purposes.

6) Assets acquired after July 1, 1989 for training of nurse
aides (as required by the Omnibus Reconciliation Act of
1987), are not included in the calculation of current asset
values if the purchase of the asset was reimbursed as a
nurse aide training expense.

c. The current asset value upper limitation is a limit placed upon
current asset value per bed above which values are not
recognized for reimbursement purposes. The per bed value of the
upper limit is based on the rolling 15-year history of new
construction. The current asset value limit is the sum of the
updated historical costs for the facilities included in this calculation
divided by the total number of beds in those facilities. The current
asset value limit is recalculated annually to include construction
costs of new facilities reported on the most recent calendar year
filed cost report and the construction index update.  The increase
in the current asset value bed limit shall not exceed 4% of the limit
for the fiscal year beginning October 1, 2019. The per bed upper
limit is effective for the period corresponding to the State Fiscal
year.

d. The current asset value floor is determined as 30 percent of the
current asset value upper limit.
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5. Special Provisions:  The plan cost component will be determined using special
methods for Class I and Class II providers with either newly purchased facilities or
newly participating facilities or existing providers with either a change of class or major
additions, renovations, or new construction.

Special methods are required because there is no, or there is an inadequate, historical
plan cost basis upon which to determine rates or rates are determined by different
methods.

a. Plant Cost Certifications:  Such providers are required to certify and submit to the
single State agency their expected allowable costs (in accordance with Medicare
Principles of Reimbursement as modified by Section III) for interest expense,
property taxes, leases, and historical asset acquisition costs prior to the cost
reporting period filing deadline and meet the qualifications in order to receive an
interim reimbursement rate.  If approved, the agency will determine the provider’s
initial period plant cost component based upon the certified amounts using the
principles described in Sections IV.A.1. through 4 above and IV.A.5.b. and c below.
This rate will be retrospectively adjusted to reflect the facility’s actual audited
allowable plant costs for each fiscal year until the facility’s rate is prospectively
established from a cost reporting period which reflects a full cost reporting period of
costs related to the original purpose of the plant cost certification.  If, as a result of
audit, the State agency finds a significant discrepancy between certified
information and actual costs, all excess funds paid by the State agency to the
facility as a result of that request will be recovered with a penalty factor (equal to
the then current Medicare rate on net equity) applied to the discrepancy.
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b. Sales and Resales: In the event of a sale occurring on or after July 18, 1984, 
but not the result of a binding agreement entered into prior to July 18, 1984, the 
changes in the plant cost component for a facility, attributable to the sale will be 
limited by the increase allowed by Section 1902(a)(13)(B) of Title XIX of the 
Social Security Act in effect prior to the Consolidated Omnibus Budget 
Reconciliation Act of 1985. In cases where the Title XIX Section 
1902(a)(13)(B) limitation is applicable, a schedule of interest expense 
disallowance amounts will be developed to ensure the new owner's 
reimbursement does not increase by more than the amount the Title XIX 
Section 1902(a)(13)(B) limitation will allow. The schedule of disallowances will 
be based upon the initial year disallowance and the borrowing amortization 
schedule and interest expense amounts determined as allowable costs in 
accordance with Medicare Principles of Reimbursement as modified by Section 
Ill of this plan. Once the schedule is put in place, the disallowances will remain 
in effect regardless of the status of the loan. However, in no instance will the 
amount of interest expense allowable exceed net allowable interest expense. 

1) In all cases of sale or resale, the seller must notify the State agency at least 
90 days in advance of the sale. The sale will not be recognized for 
reimbursement purposes until 90 days after notification. Any exception 
must be approved by the state agency. 

2) Exception: Where licensure does not change subsequent to a sale, the 
lesseelprovider must choose either to retain his original licensure tenure 
schedule and forego increased reimbursement for interest expense or to 
receive increased reimbursement for interest expense and allow the 
licensure tenure schedule to revert to zero years and a tenure factor of 2.5 
percent. Should the lesseelprovider elect to retain the previous licensure 
tenure schedule, the Medicaid Program will not recognize for allowable cost 
determination purposes, interest expense beyond the schedule of 
borrowing principal amortization and interest expenses which would have 
been incurred were the seller's loans maintained or assumed by the new 
ownerllessor. This provision will apply to all property transactions between 
lessors, lessees andlor operators. 

3) In the case of a sale between family members, there is no increase in 
nursing facility assets. The allowable asset value to the purchaser is limited 
to the allowable historical capital asset cost of the seller minus depreciation 
allowed and reimbursed by Medicaid. 

TN NO.: ~ 5 / / /  Approval Date: MAR % % 2006 Effective Date: f- / -~d~5' 
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c. Change of Class: An existing provider becoming a Class I or Class II facility will
be paid a plant cost component determined using the principles stated in Sections
IV.A.1 through 4 above.

6. Grandfather Clause: Any provider who received a higher plant cost component
under the reimbursement system in effect prior to April 1, 1985 may, at the option
of the provider, be paid a plant cost component determined in accordance with
Section IV.B below until facility fiscal years beginning on or after April 1, 1991. If
a grandfathered facility is sold subsequent to April 1, 1985 and there is a change
in licensure, then the grandfather clause will no longer be applicable and the new
owner's rate will be determined utilizing the methods in Sections IV.A.1 through
IV.A.5 above. If a grandfathered facility is sold subsequent to April 1, 1985, and
there is no change in licensure, then the grandfather clause may continue to be
applicable until facility fiscal years beginning on or after April 1, 1991.

7. Special Note on Recapture of Depreciation: In the event of a sale after March
31, 1985, there will be the application of 42 CFR 413.135(f) for any
reimbursement received by the seller as depreciation expense from October 1,
1984 through the effective date of the sale and transfer of assets.

8. Special Note for October 1, 2021 through September 30, 2022: Due to the COVID-19
Public Health Emergency, the Plant Cost Component for Class I facilities will be
calculated by applying an average cost increase to the facility’s Plant Cost
Component from the most recent fiscal year that was non-affected by the COVID-19
Public Health Emergency. The cost increase will be calculated using the average
class-wide increase over the previous 5 fiscal years that were non-affected by the
COVID-19 Public Health Emergency.

9. Special Note for October 1, 2022 through December 31, 2022: Due to the COVID-19
Public Health Emergency, the Plant Cost Component for Class I facilities will be
calculated by applying an average cost increase to the facility’s Plant Cost
Component from the most recent fiscal year that was non-affected by the COVID-19
Public Health Emergency. The cost increase will be calculated using the average
class-wide increase over the previous 5 fiscal years that were non-affected by the
COVID-19 Public Health Emergency.
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10. Special Note for January 1, 2023 to September 30, 2023, MDHHS will temporarily 
increase the Nursing Facility interim Plant Cost Component by 4.55%.  This 
component is calculated by taking the Nursing Facility’s previously calculated FY 
2022 interim Plant Cost Component and increasing it by 4.55%. 

 
B. Plant Cost Component (for Class III facilities) 
 
The prospectively established plant cost component for county medical care  
facilities and hospital long term care units and facilities grandfathered in Section  
IV.A.6. above is the lesser of allowable per patient day plant cost or the per 
patient day plant cost limit, as described below: 
 

1. The allowable per patient day plant cost is the sum of depreciation expense, 
interest expense, property taxes, and recognized lease costs (as defined in 
Section III.H) divided by total patient days, as derived from the most recent 
audited cost report. 
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2. The per patient day plant cost limit is the amount that would be paid for a 
recently constructed and prudently financed facility. The calculation of this 
amount is based on a survey of homes actually built between January 1, 
1975, and December 31,1977, updated to June 30,1978, using the U.S. 
Department of Commerce Composite Construction Index Federal Housing 
Finance Board for Newly Built Homes. The value for depreciation expense is 
based on the mean of the surveyed values of depreciable assets and the 
mean depreciation rate for assets of similar type, determined by using 
straight-line depreciation with useful lives determined in accordance with 
'1 04.17 of the Provider Reimbursement Manual. The value for interest 
expense is based on the surveyed mean of interest rates paid and mean 
asset values for facilities constructed during the three years sunreyed. The 
value for property taxes is based on the mean of property taxes of the 
surveyed tax-paying facilities. This plant cost limit is updated annually to 
reflect the rate of increase in property taxes and standards and regulations 
which affect plant costs. 

3. Proprietary providers are permitted to retain as part of the plant cost 
component either: 

a. Up to $50 of the difference between allowable per patient day plant costs 
and the March 31, 1985, 8om percentile of Title XIX per patient day plant 
costs ($5.66 per patient day), or 

b. The Medicare return on net invested equity defined in 42 CFR 41 3.1 57 to 
the extent that the plant cost component including the return on equity 
does not exceed the provider's plant cost limit. 

Once option (b) is selected, a provider may not select option (a) for any 
future cost reporting periods. 

TN NO.: &.$I// Approval Date: 
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Effective Date: 04-01 -2005 
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4. Special Provisions:  The plant cost component will be determined using special
methods for Class III providers with newly purchased facilities or newly participating
facilities or a change of class.  Special methods are also required for Class III and
grandfathered Class I and Class II providers with major additions, renovations or new
construction.  Special methods are required because there is an inadequate historical
plant cost basis upon which to determine rates or rates are determined utilizing
different methods.

a. Plant Cost Certification:  Such providers are required to certify and submit to the
state agency their expected plant costs prior to the cost reporting period filing
deadline and meet the qualifications in order to receive an interim reimbursement
rate.  The State agency will use the certified expected dollar value or plant costs,
when approved, in calculating the prospective rate, pending audit.  This rate will be
retrospectively adjusted to reflect the facility’s actual audited allowable plant costs
for each fiscal year until the facility’s rate is prospectively established from a cost
reporting period which reflects a full cost reporting period of costs related to the
original purpose of the plant cost certification.  If, as a result of audit, the State
agency finds a significant discrepancy between certified information and actual
costs, all excess funds paid by the State agency to the facility as a result of that
request will be recovered with a penalty factor applied to the discrepancy.  The
penalty will be 10 percent of the aggregate dollar amount difference between the
overpayment and the plant cost settlement reimbursement.  The penalty is waived
if the aggregate dollar amount difference is equal to or less than 10 percent.

b. The plant cost limit (PCL) for these facilities will be calculated based on one or both
of the following principles:

1) The per patient day plant cost limit will be updated to reflect changes in costs of
construction and changes in standards and regulation which have a direct
impact upon plant costs.  Costs of construction will be updated using the
Department of Commerce Composite Index Federal Housing Finance Board for
Newly Built Homes.

2) The per patient day plant cost limit will be updated to reflect changes in interest
rates.  The interest rate used to calculate the PCL will be updated by applying
an index of change in interest rates for home mortgage loans (as reflected in
conventional new home mortgage rates) Federal Housing Finance Board for
Newly Built Homes to the interest rate used to calculate the original PCL
(Section IV.B.3. above).
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B. Plant Cost Component for Class II AND CLASS Ill facilities

4. Special Provisions (continued)

c. New Facility: A "new facility'' is defined as a L TC provider in a facility that
does not have a Medicaid historical cost basis. The new provider's initial
period plant cost component will be the provider's certified and agency
approved plant cost per patient day (per Section IV .B. 4.a.) up to the plant
cost limit, where the plant cost limit is determined using update methods. 1 )
and 2) of Section IV.B.4.a. above.

d. Additions, Renovations and Newly Constructed Facilities: The provider's
initial plant cost component subsequent to the changes in plant costs will be
the provider's certified and agency approved plant cost per patient day (per
Section IV.B.4.a.) up to the plant cost limit, where the plant cost limit is the
weighted average (using proportions of historical cost) of the historic PCL for
the portion of the facility that remains unchanged, and the PCL applicable to
the new portion determined using update methods 1) and 2) of Section
IV.B.4.b. above.

e. Sales and Re-sales: Sales and re-sales will be recognized by the program.
Reimbursement for providers with facilities purchased prior to July 18, 1984
will be determined in accordance with the State Plan methods applicable at
the time of sale. Reimbursement for providers with facilities purchased on or
after July 18, 1984, but not the result of a binding agreement entered into
prior to July 18, 1984 will use as a plant cost basis, allowable cost as
determined in accordance with the Medicare Principles of Reimbursement as
modified in Section Ill. In all cases of sale or resale, the seller must notify the
State agency at least 90 days in advance of purchase. The sale will not be
recognized for reimbursement purposes until 90 days after notification.
Provisions of 42 CFR 413.134 (f) will be retrospectively satisfied at this time.
Any exception must be approved by the State agency. In the event of sale
there will be an application of 42 CFR 413.134 (f) for any reimbursement
received by the seller as depreciation expense from October 1, 1984 through
the effective date of the sale and the transfer of assets.

The provider's plant cost component subsequent to the sale will be the 
provider's certified and agency approved plant cost per patient day (per 
Section IV.B.4.a.) up to the plant cost limit determined using update method 
2) of Section IV.B.4.b. above (only the interest portion of the limit is updated).

TN NO.: O 5-// 
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B. Plant Cost Component (CLASS II AND Class III facilities)

4. Special Provisions (continued)

f. Change of Class: An existing provider becoming a Class III facility will be
paid a plant cost component determined using the principles stated in Section
IV.B.2. of this plan.

5. Special Note for October 1, 2021 through September 30, 2022: Due to the COVID-19
Public Health Emergency, the Plant Cost Component for Class III facilities will be
calculated by applying an average cost increase to the facility’s Plant Cost Component
from the most recent fiscal year that was non-affected by the COVID-19 Public Health
Emergency. The cost increase will be calculated using the average class-wide increase
over the previous 5 fiscal years that were non-affected by the COVID-19 Public Health
Emergency.

6. Special Note for October 1, 2022 through December 31, 2022: Due to the COVID-19
Public Health Emergency, the Plant Cost Component for Class III facilities will be
calculated by applying an average cost increase to the facility’s Plant Cost Component
from the most recent fiscal year that was non-affected by the COVID-19 Public Health
Emergency. The cost increase will be calculated using the average class-wide increase
over the previous 5 fiscal years that were non-affected by the COVID-19 Public Health
Emergency.

7. Special Note for January 1, 2023 to September 30, 2023, MDHHS will temporarily
increase the Nursing Facility interim Plant Cost Component by 4.55%.  This component
is calculated by taking the Nursing Facility’s previously calculated FY 2022 interim Plant
Cost Component and increasing it by 4.55%.
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C. Variable Cost Component

For Class II provider cost reporting periods, beginning on or after January 1,  
1989, the variable cost component of the prospective rate will be based on a  
submitted cost report. Cost will be settled retrospectively against a fixed ceiling  
using allowable cost principles, as defined in Section III of this attachment. Fixed 
variable component ceilings will be determined for each facility based on the  
submitted budget.  

For provider cost reporting periods beginning on or after April 1, 1986, the  
variable cost component for long term care facilities in Classes I and III will be  
determined in accordance with the following sections. Rate setting for prior  
periods will be made in accordance with the State plan in effect at the beginning 
of the provider's rate setting period.  

1. Variable costs are defined as total allowable costs allocated to base and
support costs in the routine service centers. Allowable costs and expenses
are determined allowable in accordance with Medicare Principles of
Reimbursement as modified by Section III of this attachment. The agency's
cost reporting forms specifically allocate routine service center costs into
base, support, and plant costs. Costs of other services are also allocated on
the cost reporting forms into ancillary service centers (retrospectively cost
settled or paid fee-for-service), home for the aged service centers and other
non-reimbursable service centers.

2. The variable cost component consists of two subcomponents - the base cost
component and the support cost component. Base costs are generally
defined as those costs which cover activities associated with direct patient
care. Special add-ons to provide cash flow for anticipated costs that are not
included in the cost base period may also be included in the rate. Special
add-ons are calculated based on the same underlying methodology as the
prospective payment rate, which is cost, and special add-ons are
retrospectively settled. special add-ons apply to Class I and Class III providers to
cover costs related to Nurse Aide Training and Testing (NAT&T) and to Class I
providers for Special Dietary costs. Special add-ons provide reimbursement for costs
that are not previously included in the variable cost component. Effective for cost
reporting periods beginning on or after October 1, 1990, base costs include: 1) labor
costs and related benefits and payroll taxes except medical records, medical director,
general and administration, housekeeping and operation of plant cost categories; 2)
raw and processed food costs; 3) the cost of all utilities; 4) consultant costs for base
cost categories from a related organization; 5) the cost of contracted agency nursing
personnel; 6) linen; 7) all worker compensation costs; and, 8) all other costs incurred
in base cost categories except as specifically defined as support costs.
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2. (continued) Effective for cost reporting periods beginning on or after October 1,
1990, support costs are considered to be all other variable casts, including
administrative costs; consultant casts regardless of the department with which the
cost is associated; all equipment repair and maint::.ance c:sts; and all materials
and supplies except for those included in base costs. More specifically:

a. Base costs are defined as allowable costs (i.e., with related organization profit
removed) for.

1) Payroll related costs (salaries, wages, related payroll taxes and fringe
benefits) for core departments of nursing; dietary, activities, social services
and laundry plus these other major cost item: raw and processed food;

- linen (does not include mattresses or springs); workers' compensation;
utility ccsts; c:'"'.s1...:ltant c�sts for basa cvst categcries from rela�ac
organizations; and supply costs incurred in all base cost departments.

2) Purchased services and contract labor from unrelated parties or from
related organizations, except for nursing services, incurred in lieu of base
costs as defined in Section 1, immediately above, are separated into base
and support costs using the industry-wide average base-to-variable-cost
ratio. The industry-wide average base-to-variable-cost ratio will be
reviewed at least annually and revised when a change of 2% or greater
occurs. The ratio will be based on cost reports filed in the calendar year
that is two years prior to the end of the current fiscal year. The purchased
services to be allocated using this method are exclusively limited to
contracted services for costs incurred in base cost categories. All other
purchased services are defined as support costs.

b. Support costs are defined as:

The payroll related costs of the departments of housekeeping and
mainter1ance of plant operations: administrative costs; all consultant costs. all
equipment maintenance and repair casts; and all other allowable variable
costs, purchased services and contract labor not specified as base costs (i.e ..
variable costs minus base costs).

c. The allowability of costs shall be determined in accordance with Medicar9
Principles of Reimburserr,ent as modified in Section Ill above.

Supersedes 
TN No.: 90-3-1 
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C. Variable Cost Component (continued)

3. The rate determination methods using base and support costs to obtain the variable cost
component are described below:

a. A provider's indexed base cost component is determined as per patient day base
costs taken from the provider's cost report ending in the previous calendar year
indexed to October 1 of the year that is one year prior to the rate year being
calculated. The base cost component will be rebased (recalculated) annually to 
reflect the more current costs of both the resource needs of patients and the
business expenses associated with nursing care. The basis for the cost index is the
Global Insight Health Care Cost Review, DRI-WEFA Skilled Nursing Facility Market
Basket without Capital Care Cost Review.

1. The annual economic inflationary rate for Class I and Class Ill facilities is 0%.

2. If more than 20 percent of facilities in a class identify and document that new
State or Federal requirements are anticipated to add more than 1 percent to the
classwide average rates of facilities, the State will convene a work group that
includes provider representatives to discuss and recommend adjustments to the
prospective reimbursement system to meet those new costs. The state agency
will act upon these recommendations within 90 days of their receipt.

b. A provider's indexed support cost component is determined as the provider's indexed
base cost component times the lesser of the provider's support-to-base (SIB) ratio or
the support-to-base ratio for that facility's bed size group.
For Class I and Class 111 facilities.

1) The provider's S/8 ratio is determined from the cost report ending in the previous
calendar year.

TN NO.: p.5-/J. 
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C. Variable Cost Component (continued)

3. The rate determination methods using base and support costs to obtain variable
cost component are described below:

b. A provider's indexed support cost component is determined (continued)

2) The provider's S/B ratio is limited to the 80th percentile S/B ratio for the
provider's bed size group. The bed size groups shall be 0-50, 51-100,
101-150 and 151+ licensed nursing HFA beds and any other licensed
beds in the facility or nursing complex.

3) The provider's S/B ratio is rebased annually regardless of ownership

4) An individual facility's support limit will be computed by multiplying the
applicable annual ratio limit for the provider's facility size grouping times
the provider's per patient day base cost for the period. If a provider's
support component exceeds the bed size group limit, the provider will be
paid the limit amount, which is based on �he appropriate bed size
grouping.

5) The 80th percentile support-to-base ratio limits will be determined annually
from the cost reports ending in the previous calendar year for each size
grouping. The 80th percentile support-to-base ratio limit will be
determined in a like manner as the variable cost limit described in Section
IV C.3.c.2 of this plan.

c. The provider's variable rate base is determined as the lesser of the calculated
variable rate base or the provider's classwide variable cost limit (VCL}, where

1) The classwide VCL is set at the 80th percentile of the indexed variable
costs for nursing facilities in the class during the current calendar year.

2) To determine the classwide VCL, the State first rank orders providers
from the lowest to the highest indexed Medicaid per patient day variable
cost. The 80th percentile is then identified by accumulating Medicaid
patient days of the rank ordered providers from the lowest indexed per
patient day variable cost provider until 80 percent of the total Medicaid
days for this class is reached. The indexed Medicaid per patient day
variable cost of the facility in which the last patient day was accumulated
is the variable cost limit for the class of providers.

TN NO.: o5.,J( 
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c. The provider’s variable rate base is determined as the lesser of the calculated variable 

rate base or the provider’s class wide variable cost limit (VCL), where (continued) 
 
3) The variable cost limit for private institutions for the mentally ill and mentally retarded 

is computed by adding the VCL for Class I nursing facilities plus the cost of additional 
nursing hours per patient care day plus the cost of additional services as required by 
the Department, as outlined in the Supplement to Attachment 3.1-A. 
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RESERVED 
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C. Variable Cost Component 

 
4. RESERVED 

. 
 

5. Special Previsions:  The variable cost component will be determined using special 
methods for providers that are "new facilities" or have changed class.  Special methods 
are required because there is no (or an inadequate) cost basis upon which to determine 
rates.  Providers with newly purchased facilities or with major additions, renovations or 
new construction are not granted any special methods because there are historical 
variable costs upon which to base rates. 

 
a. New Facility:  A “new facility" which is defined as a long term care provider in a 
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C. Variable Cost Component

5. Special Provisions:

a. New Facility (continued):

facility that does not have a Medicaid historical cost basis, will be paid in accordance
with Section c. below.

b. Change of Class:  An existing enrolled nursing facility which becomes a Class I or III
facility will be paid in accordance with Section c. below.

c. Payment Determination:

1) During the first two cost reporting periods, rates for providers defined in Sections a.
and b. above will be calculated using a variable rate base equal to the class
average of variable costs.

2) In subsequent periods the provider’s variable rate base will be determined using
methods in Section IV.C.1. through IV.C.3. above.

6. Effective August 1, 2017, Class I, and Class III nursing facilities receive a monthly payment as
part of the Quality Assurance Assessment Program (QAAP).  A facility’s QAAP payment is
based on the facility’s Medicaid utilization multiplied by a Quality Assurance Supplement
(QAS) percentage.  A facility’s Medicaid utilization is the sum of all routine nursing care and
therapeutic leave days billed to Medicaid by that facility during a twelve month period
beginning in June of the previous calendar year.  The hospice reimbursement for nursing
facility bed days where Medicaid pays room and board for hospice residents in nursing
facilities include the QAS amount.  Hospice is responsible for reimbursing nursing facilities for
room and board consistent with their contract.  Between August 1, 2017 and September 30,
2017, the QAS percentage is equal to 21.51% of the lesser of the facility’s variable rate base
or the class variable rate limit except for publicly owned facilities, in which the QAS
percentage is applied to the lesser of the public Class III variable cost component or the Class
I variable rate limit.  The nursing facility’s current fiscal year rate is based on the facility’s cost
report for the second fiscal year prior to the current fiscal year.  Effective October 1, 2017
forward, the QAS percentage will be 21.76%.

7. Special Note for October 1, 2021 through September 30, 2022: Due to the COVID-19 Public
Health Emergency, the Variable Cost Component for Class I and Class III facilities will be
calculated by applying an average cost increase to the facility’s Variable Cost Component
from the most recent fiscal year that was non-affected by the COVID-19 Public Health
Emergency. The cost increase will be calculated using the average class-wide increase over
the previous 5 fiscal years that were non-affected by the COVID-19 Public Health Emergency.
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8. Special Note for October 1, 2022 through December 31, 2022: Due to the COVID-19 Public
Health Emergency, the Variable Cost Component for Class I and Class III facilities will be
calculated by applying an average cost increase to the facility’s Variable Cost Component
from the most recent fiscal year that was non-affected by the COVID-19 Public Health
Emergency. The cost increase will be calculated using the average class-wide increase over
the previous 5 fiscal years that were non-affected by the COVID-19 Public Health Emergency.

9. Special Note for January 1, 2023 to September 30, 2023, MDHHS will temporarily increase
the Nursing Facility interim Variable Cost Component by 4.55%.  This component is calculated
by taking the Nursing Facility’s previously calculated FY 2022 interim Variable Cost
Component and increasing it by 4.55%.
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D. Incentive Component

1) lf a Class lI provider cost settles below the ceiling rate, they will be paid a per patient day
efficiency incentive of 50 percent of the difference between actual per diem cost and the
ceiling, not to exceed $2.50 per patient day. Class lI providers will not be paid any other
incentive.

2) Providers actively participating in the Facility Innovative Design Supplemental (FIDS)
program on and after October 1, 2007 are eligible to receive a payment incentive not to
exceed $5.00 per Medicaid day over a consecutive 20 year period. The FIDS payment
will be terminated if it is determined the facility is not compliant with the culture change
requirement.

The qualifying costs for FIDS are the capital costs for construction and/or renovation
based on the approved project. The allowable capital costs incurred for ]and, land
improvement, building, building improvement and equipment is based on current policy
related to the allowance of those capital assets.

The reimbursement supplement only applies to qualifying FIDS costs above the nursing
facility's Capital Asset Value (CAV) Limit for Class I and the Plant Cost Limit (PCL) for
Class III.

For Class I nursing facilities, MOCH reimbursement methodology for the FIDS program
follows current Medicaid nursing facility reimbursement guidelines and policy with the
exceptions noted below:

a. Up to five dollars ($5) per Medicaid day is added to the nursing facility's return on
current asset value.

b. The supplement amount is based on qualifying costs above the nursing facility's
current asset value limit determined by the Department either by plant cost
certification or by cost reporting. When the plant cost certification estimate is used,
the amount of the supplement is subject to an adjustment following the completion of
an audit to the applicable period's cost report in which the FIDS project is initially
reported.

Under FIDS plant cost certification, providers apply for an interim capital
reimbursement amount which is an estimate of the capital reimbursement
amount a provider would be eligible to receive due to an increase in the
reported capital asset value not present when the nursing facility rate was set
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for the year. The cost report for the reporting period within which the capital 
value increased is used to adjust the plant cost certification estimate to an 
actual amount. The plant cost certification estimate is then replaced and 
reconciled. 

Providers completing a FIDS project must plant cost certify or forgo 
reimbursement until the plant cost certification is approved. The plant cost 
certification interim payment amount is the FIDS payment amount until the 
provider completes l 2 months of actual costs. During the interim rate period, 
for each cost reporting period, the plant cost certification interim amount for 
fids is reconciled to that period's cost report to determine the interim 
supplement payment amount. The cost report is used after 12 months of actual 
costs to set the final rate for the next rate setting period. The difference 
between the interim payment amount for FIDS and the final payment amount 
for FIDS is recovered or reimburse to the provider for providers that complete 
a FIDS project before January 1, 2008, the cost report submitted in 2007 may 
be used to establish the interim rate. 

c. To determine the amount of the FID S supplement, the Department will utilize the
following calculation:

Qualifying FIDS construction or renovation costs above the CA V Limit are divided
by the number of FIDS beds in the project divided by the number of years remaining
in the supplemental program divided by 365 days.

3. For Class III nursing facilities, MOCH reimbursement methodology for the FIDS
program follows current MOCH nursing facility reimbursement guidelines and policy
with the exceptions noted below:

a. Up to five dollars ($5) per Medicaid day is added to the nursing facility's plant cost
component.

b. The supplement amount is based on qualifying costs above the re-determined PCL
determined by the Department either by plant cost certification or by cost reporting.
When the plant cost certification estimate is used, the amount of the supplement is
subject to an adjustment following the completion of an audit to the applicable
period's cost report in which the FIDS project is initially reported,

Under FIDS plant cost certification, providers apply for an interim capital
reimbursement amount which is an estimate of the capital reimbursement
amount a provider would be eligible to receive due to an increase in the
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reported capital asset value not present when the nursing facility rate was set 
for the year. The cost report for the reporting period within which the capital 
value increased is used to adjust the plant cost certification estimate to an 
actual amount. The plant cost certification estimate is then replaced and 
reconciled. 

Providers completing a FillS project must plant cost certify or forgo reimbursement 
until the plant cost certification is approved. The plant cost certification interim 
payment amount is the FillS payment amount until the provider completes 12 
months of actual costs. The cost report is used after 12 months of actual costs to set 
the rate for the next rate setting period. For each cost reporting period, the plant cost 
certification interim amount for fids is then reconciled to that period's cost report to 
determine the supplement payment amount. The difference between the interim 
payment amount for FillS and final payment amount for FillS is recovered or 
reimbursed to the provider. For providers that complete a FillS project before 
January 1, 2008, the cost report submitted in 2007 may be used to establish the 
interim rate. 

c.	 To determine the amount of the FillS supplement, the Department will utilize 
the following calculation: 

For FillS renovation projects, the supplement is determined using qualifying 
costs to calculate the plant cost per resident day above the facility's PCL per 
resident day. For a newly constructed facility, the calculation will be based on 
plant cost per resident day above the Class PCL per resident day effective the 
quarter the new construction is placed into service. 

E.	 Husband and Wife Exception 

Spouses or blood relatives residing in the same facility may share a room. 

F.	 Payment Determination for Special Facilities 

The payment rates for all special facilities for ventilator-dependent patients shall be a flat per 
patient day prospective rate determined by the single State agency. The special facility 
prospective rate shall not be subject to the provisions in Section IV.A. through IV.E. above, 
but instead the provisions within this section shall be used for payment determination. 

1.	 Payment shall be made for prior authorized ventilator-dependent patients who have been 
transferred from an acute care inpatient hospital setting to a qualifying special facility. 
The prospective rate shall cover care requirements of the patients, including all the costs 
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of benefits associated with Medicare Parts A and B services while the patient resides in 
the special facility. This includes but is not limited to all routine, ancillary. physician and 
other services related to ventilator care. 

The purpose of the special rate is to provide the facility with payments meant to cover the 
cost of necessary physician's services including services in the capacity of a case 
manager who will prescribe and monitor, on a case by case basis, habilitative and 
rehabilitative services necessary for management of the ventilator dependency. The 
ultimate goal is de-institutionalization of those ventilator-dependent patients who may 
gain an adequate level of independence. 

2. Factors used by the single State agency in the detennination of the per patient day
prospective rate shall include audited costs at facilities providing similar services.
expected increases in the appropriate inflationary adjustor over the effective period of the
prospective rate, the supply response of providers and the number of patients for whom
beds are demanded. The prospective rate will not exceed 85 percent nor fall below 15
percent of an estimate of the average
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inpatient hospital rate for currently placed acute care Medicaid patients who are ventilator 
dependent.  The prospective rate shall be periodically re-evaluated (no more than 
annually) to ensure the reasonableness of the rate and the appropriate balance of supply 
and demand for special care is met. 

3. The cost basis shall be determined in accordance with Section 1 through III of this plan,
excluding Sections III.B., III.C. and III.D.  Providers are required to maintain distinct part
accounting records for all costs associated with the beds to ensure those costs are not
included as a reimbursement basis in the other distinct parts of the facility.

4. Effective August 1, 2017, non-publicly owned ventilator-dependent care units licensed as
nursing facilities receive a monthly payment as part of a Quality Assurance Assessment
Program (QAAP).  A facility’s QAAP payment is based on the facility’s Medicaid
utilization multiplied by a Quality Assurance Supplement (QAS) percentage.  A facility’s
Medicaid utilization will be the sum of all routine nursing care and therapeutic leave days
billed to Medicaid by that facility during a 12-month period beginning in June of the
previous calendar year.  Between August 1, 2017 and September 30, 2017, the QAS
percentage is equal to 21.51% of the Class I variable cost limit. Effective October 1, 2017
forward, the QAS percentage will be 21.76%.

5. Special Note for October 1, 2021 through September 30, 2022: Due to the COVID-19
Public Health Emergency, the Variable Cost Component for non-publicly owned
ventilator-dependent care units licensed as nursing facilities will be calculated by
applying an average cost increase to the facility’s Variable Cost Component from the
most recent fiscal year that was non-affected by the COVID-19 Public Health
Emergency. The cost increase will be calculated using the average class-wide increase for
Class V facilities over the previous 5 fiscal years that were non-affected by the COVID-
19 Public Health Emergency.

6. Special Note for October 1, 2022 through December 31, 2022: Due to the COVID-19
Public Health Emergency, the Variable Cost Component for non-publicly owned
ventilator-dependent care units licensed as nursing facilities will be calculated by
applying an average cost increase to the facility’s Variable Cost Component from the
most recent fiscal year that was non-affected by the COVID-19 Public Health
Emergency. The cost increase will be calculated using the average class-wide increase for
Class V facilities over the previous 5 fiscal years that were non-affected by the COVID-
19 Public Health Emergency.



Attachment 4.19-D 
Section IV, Page 22a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

______________________________________________________________________ 

TN NO.:  23-0017   Approval Date:   AUG 2, 2023     Effective Date: 05/12/2023 

Supersedes 
TN No.:  NEW   

7. Special Note for January 1, 2023 to September 30, 2023, MDHHS will temporarily
increase the Nursing Facility interim Variable Cost Component by 4.55%.  This
component is calculated by taking the Nursing Facility’s previously calculated FY 2022
interim Variable Cost Component and increasing it by 4.55%.

G. Payment Determination for Specially Placed Patients

The payment rates for all specially placed patients shall be an individually negotiated per
patient day prospective rate determined by the single state agency.  The rate for these patients
shall not be subject to the provisions in Sections IV.A. through IV.F. above, but the
provisions within this section shall be used for payment determination.

1. Payment shall be made for specially placed patients transferred from an acute-care
hospital setting to an approved nursing facility on a prior authorized basis.  The purpose
of the negotiated rate is to provide reimbursement adequate to meet the unusual needs of
this type of patient in a less costly and more appropriate environment than an inpatient
hospital setting.  The goal of this policy is the most cost effective provision of services
needed by the special care patient.

2. Factors used by the single state agency in the determination of the per patient day
prospective rate include, but are not limited to:” complexity, type of equipment and
supplies required, the patient’s condition and the market place
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availability of placement. Any authorized increase in the per diem rate 
represents the cost of the service. The negotiated prospective rate shall be re
evaluated in consideration of the recipient's needs prior to the last day of the 
approval period. 

3. Providers agree to remove from total costs, a dollar amount equal to the total
difference between reimbursement at the special care rate and the established
routine Medicaid rate, determined in accordance with other provisions of this
plan.

H. Special Dietary Considerations

1. The Program will settle, outside of the 80th percentile Variable Cost Limit, actual
costs to nonprofit nursing facilities resulting from raw food and food preparation
costs associated with special dietary needs for religious reasons.

2. Facilities must apply to receive this special settlement consideration. In applying,
facilities must document the reasons for special dietary consideration for religious
reasons, and submit estimated cost data.

I. Payment Determination for Hospitals Providing Short Term Nursing Care (Swing
Beds).

The payment for hospital swing bed services shall be· a flat per patient day
prospective rate determined by the Medical Services Administration. The following
shall be used for payment determination.

1. The amount of payment is the weighted statewide routine nursing care per diem
rate for the previous calendar year. The average nursing home per diem rate is
calculated by dividing the sum of the Medicaid Class I and Class Ill amount
approved for payment for routine nursing care days by the Medical Services
Administration, by the sum of nursing care days paid for respective time period.

2. Payment will not be made for swing bed days which occur before the combined
length of stay in the acute care hospital bed and the hospital swing bed exceeds
the average length of stay for the Medicaid diagnosis related group (DAG) for the
admission.
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J. Long Term Care Facility Proportionate Share Pool 

A proportionate share pool is created for state fiscal year 2006, in the amount of 
$8,218,356.00, subject to the upper payment limits in accordance with 42 CFR 
447.272. The pool is funded at a level not to exceed the Medicare upper payment 
limit for State fiscal year 2006. Eligible providers are those nursing facilities and 
hospital long term care units owned by local units of government and in operation at 
the time of payment. Payment to each facility is in proportion to the facility's number 
of Medicaid Program inpatient days for the most recent calendar year. The inpatient 
days will be determined from the Medicaid program Invoice Processing payment 
data nine months after the end of the calendar year. 

K. Personal Clothing for Recipients in Class IV Intermediate Care Facilities for the 
Mentally Retarded (ICFIMR) 

Class IV facilities are reimbursed for allowable costs determined in accordance wi'th 
the Medicare Principles of Reimbursement (42 CFR 413), with the following 
additions: 

To enable the normalization of recipients in ICFsIMR, street clothing supplied by the 
facility and/or required by the patient's plan of care will be considered an allowable 
cost for Medicaid patients residing in ICFslMR who do not own or have other access 
to the clothing required. 
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L. Special Payments to County Medical Care Facilities (CMCF) for Un-reimbursed Medicaid Costs

A special payment to county government-owned nursing facilities will be established and renewed
annually.  The purpose of the payment is to compensate CMCFs for incurred un-reimbursed routine
costs.  Allocations for individual facilities will be determined based upon un-reimbursed routine costs
certified as public expenditures in accordance with 42 CFR 433.51.

To be eligible for the special payment the following apply:

1. The county medical care facility must meet minimum federal requirements for Medicaid
payments; and

2. The nursing facility must be county-owned and operated.

Data Sources Utilized for the Calculation of Medicaid Loss 

Routine cost and revenue data reported on Worksheet 1 of the filed Michigan Medicaid Cost Report 
are the basis of all calculations, allocations, and adjustments used to calculate Medicaid loss.  
Allowable costs are defined by the Michigan State Plan.  Michigan reimbursement policy follows 
Medicare reimbursement principles.  Only audited cost report values are used in the final settlement 
calculations.  WS 2-G reports allowable routine costs, including base, plant, and support costs for 
the routine unit and column 1a shows allowable total routine cost per patient day. 

The following Michigan Medicaid cost report worksheets contain the data used.  Each is defined by 
the relevant Michigan State Plan section: 

• Patient days from worksheet b.
• Total revenue from worksheet 1.
• Base costs from worksheet WS 2-G as defined on Attachment 4.19-D, Section IV, page 13, C 2.
• Support costs from worksheet WS 2-G as defined on Attachment 4.19-D, Section IV, Page 13,

C 2.
• Base /support – payroll related from worksheet WS 2-G as defined on Attachment 4.19-D,

Section IV, Pages 15 and 16.
• Plant costs from worksheet WS 2-G as defined on Attachment 4.19-D, Section IV, Page 2.

The Michigan Medicaid Program is claiming Medicaid loss as the difference between allowable total 
Medicaid routine costs before formula limitations and total routine revenue received (as accrued) for 
Medicaid services for that same time period.  Routine services revenue total is defined as the sum 
of lines 2 (routine services – nursing, Medicaid) and line 4 (routine services – nursing, Medicaid 
MOU), of Worksheet 1, taking into account any reclassifications and adjustments.  No facility will 
receive payment greater than its cost for Medicaid services.  
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Interim Payment of Medicaid Loss 

The interim Medicaid loss will be calculated in the first quarter of the State fiscal year using each 
facility's latest available as-filed cost report and the patient day and payment data pertaining to that 
cost reporting period.  The total interim Medicaid loss amount will be distributed in four quarterly 
payments in the months of December, March, June, and September.  

Total routine costs for each facility are based on Worksheet 2-G, Line 35, Column 1 of the Cost 
Report.  Total patient days for the routine unit are reported on Worksheet B. 

The facility's routine cost per day is computed by dividing total allowable routine costs by total 
patient days and is reported on Worksheet 2-G, Line 35, Column 1a.  Medicaid routine cost is equal 
to the routine cost per day multiplied by the number of Medicaid days for the cost reporting period.  
The quality assurance assessment is not included in costs per Worksheet 2-G. 

Medicaid routine services revenue total is listed on Worksheet 1.  Total revenue includes net Quality 
Assurance Supplemental (QAS) payments. 

3. QAS payment is defined as the product of the number of Medicaid days multiplied by 21.76
percent of the variable cost component limited to variable cost limit for class one facilities.

4. Quality Assurance Assessment Program (QAAP) assessment is the product of the difference of
total inpatient days minus the sum of Medicare days and Medicare HMO days multiplied by the
approved QAAP rate.  The QAAP rate is the approved QAAP tax rate charged to each facility.

5. Net QAS is the difference between QAS payment and QAAP assessment if this difference is a
positive number.  Any negative net QAS is disregarded from further consideration in the
calculation of Medicaid loss.  As such, a negative net QAS cannot increase the Medicaid loss
for any participating facility.

Medicaid loss is defined as total Medicaid routine costs minus total routine revenue received for the 
same Medicaid routine services.  The routine revenues that are offset to arrive at Medicaid loss 
must include all revenues received for the Medicaid routine services even if they are reported 
outside of Worksheet 1, including Medicaid base and other supplemental/enhanced payments (if 
applicable) from the State and all payments received by the facility from patients and other payers 
for the same Medicaid routine services.   

Initial Settlement Calculation: 

For each facility, an initial settlement of the interim Medicaid loss payments made will be calculated 
each year.  The initial settlement will be done once the cost report for the expenditure period is 
accepted into the state’s rate setting database.  The Medicaid loss will be calculated using the 
methodology described above but utilizing each expenditure period cost report once it has been 
accepted with initial audit adjustments and reclassifications, actual patient days from the cost report, 
actual Medicaid days for the period and actual Medicaid rate payments and other applicable 
payments.  The Medicaid loss calculated at initial settlement is reconciled with the interim Medicaid 
loss payments made for the cost reporting period.  The Federal share of any overpayment is 
credited to the Federal government. 
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Final Settlement Calculation: 

For each facility, final settlement calculations will be conducted upon completion of the final 
audit of the facility’s cost report.  

The Medicaid loss will be calculated using the methodology described above but utilizing each 
audited expenditure period cost report, actual patient days from the cost report, actual Medicaid 
days for the period, and actual Medicaid rate payments and other applicable payments. The 
Medicaid loss calculated at final settlement is reconciled with the initial settlement Medicaid loss 
payments made for the cost reporting period.  

All adjustments to the initial payment will be done via gross adjustment and processed through 
Michigan’s claims processing system. The Federal share of any overpayment is credited to the 
Federal government. 

1. Final Audited Rate for October 1, 2021 through September 30, 2022

MDHHS will use the providers audited 2020 cost report to determine the plant cost and long-
term asset review information that will flow forward into 2021. 
MDHHS will use the providers audited 2021 cost report to determine the plant cost and long-
term asset review information that will flow forward into 2022. 
MDHHS will use the providers audited 2022 cost report to determine the variable cost and 
plant cost components that will be applied to the final normal FY22 rate formula. 
If a change of ownership occurs which causes there to not be a completed and audited cost 
report covering at least 7 months of 2022 for the previous owner, MDHHS will use the most 
recent completed annual audited cost report for that owner. 

2. Final Audited Rate for October 1, 2022 through September 30, 2023

MDHHS will use the providers audited 2021 cost report to determine the plant cost and long-
term asset review information that will flow forward into 2022. 
MDHHS will use the providers audited 2022 cost report to determine the plant cost and long-
term asset review information that will flow forward into 2023. 
MDHHS will use the providers audited 2023 cost report to determine the variable cost and 
plant cost components that will be applied to the final normal FY23 rate formula. 
If a change of ownership occurs which causes there to not be a completed and audited cost 
report covering at least 7 months of 2023 for the previous owner, MDHHS will use the most 
recent completed annual audited cost report for that owner. 



Attachment 4.19-D 
Section IV Page 28 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

TN NO.:  17-0009 Approval Date: AUG 20, 2018 Effective Date: 10-01-2017 

Supersedes  
TN No.:  New Page 

M. Quality Measure Initiative

Effective October 1, 2017, a Quality Measure Initiative (QMI) payment is established for
class I and class III nursing facilities. Payments to individual nursing facilities will be
determined by their yearly average 5-star quality measure rating from the Centers for
Medicare & Medicaid Services Nursing Home Compare (NHC) website, Medicaid utilization
rate, number of licensed nursing facility beds, and resident satisfaction survey data as
described in this section.

1) To be eligible for a QMI payment, a provider must meet the following conditions:
a. The provider must have a 1, 2, 3, 4 or 5-star quality measure rating on the NHC

compare website.
b. The provider must be a Medicaid-certified nursing facility.
c. The provider must deliver at least one day of Medicaid nursing facility services

during the state fiscal year in which they receive QMI payments and in their
immediate prior year-end cost reporting period. QMI payments made to a
provider found to have no days of Medicaid nursing facility services shall be
recouped by MDHHS after the end of the state fiscal year.

d. The provider must not be closed for business.
e. The provider must not be designated as a special focus facility by the Centers

for Medicare & Medicaid Services.
f. If the provider has an average quality measure rating below 2.5 stars, they must

submit an action plan to the Michigan Department of Health and Human
Services. The action plan must meet the requirements determined by the
Michigan Department of Health and Human Services and must be submitted by
the due date specified by the department.

2) The average NHC 5-star quality measure rating will be based upon the average rating
from July of the prior calendar year to June of the current calendar year. The NHC
quality measure rating will determine a per-bed QMI amount based on available
funding. The per-bed QMI amount will be larger for higher average quality measure
ratings.

3) The Medicaid utilization rate will be determined from the immediate prior year-end cost
report covering a time period of at least 7 months. A nursing facility that did not file a
cost report in the prior year or a cost report covering a period of at least 7 months must
submit their utilization data in a format determined by the Michigan Department of
Health and Human Services, or they will be assumed to have no Medicaid utilization.
The per-bed QMI amount is multiplied by the Medicaid utilization scale. The Medicaid
utilization scale is determined by the Medicaid utilization rate and is applied as follows:

a. For nursing facilities with a Medicaid utilization rate of above 63%, the facility
shall receive 100% of the QMI amount.

b. For nursing facilities with a Medicaid utilization rate between 50% and 63%, the
facility shall receive 75% of the QMI amount.

c. For nursing facilities with a Medicaid utilization rate below 50%, the facility QMI
amount is multiplied by the facility’s Medicaid utilization rate.
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4) Licensed beds will be determined using the number of licensed nursing facility beds
identified by the Michigan Department of Health and Human Services as of a date
determined by the department. Only licensed nursing facility beds count towards the
total, but the bed count includes nursing facility beds that have Medicare only
certification, Medicaid only certification, dual Medicare and Medicaid certification, or
are licensed only. The per-bed QMI amount is multiplied by the number of licensed
beds.

5) Effective October 1, 2018, an adjustment is made to the per-bed QMI amount based on
the submission of resident satisfaction survey data and documentation to the Michigan
Department of Health and Human Services. Per-bed QMI amounts will be multiplied by
100% for nursing facilities that submit acceptable resident satisfaction survey data and
documentation, but payments will be multiplied by a percentage set by the Michigan
Department of Health and Human Services for nursing facilities that do not submit the
data and documentation. The resident satisfaction survey must not be more than 12
months old, and survey data used for prior year QMI payments will not be accepted.

6) QMI payments will be calculated to be effective at the beginning of the state fiscal year
unless otherwise determined by the Michigan Department of Health and Human
Services. The QMI payments will be distributed on a monthly basis. In cases of a
change of ownership, the new owner’s QMI payment will continue to be calculated
based off of the prior owner’s average quality measure rating, Medicaid utilization rate,
number of licensed beds and resident satisfaction survey data. If a facility closes or is
designated as a special focus facility, the Michigan Department of Health and Human
Services may recalculate some or all QMI payments.

7) The following formula demonstrates how monthly QMI payments are calculated (for
rate years prior to October 1, 2018 the resident satisfaction survey factor is not
included in the formula):

 Monthly QMI payment = (([per-bed QMI amount]*[Medicaid utilization scale
percentage]*[resident satisfaction survey adjustment percentage])*[number
of licensed nursing facility beds])/[number of eligible payment months]
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N. Payment Determination for State Veterans Homes

The payment rates to State Veterans Homes shall be prospective, per patient day, and 
based on patient acuity groupings. The rates for these facilities shall not be subject to 
the provisions in sections IV.A. through IV.M. above, but instead the following provisions 
shall be used for payment determination: 

1. The single state agency shall utilize the Patient Driven Payment Model
(PDPM) to set payment rates. The Minimum Data Set (MDS) shall be
employed to calculate a PDPM score which will be used to determine a
patient’s acuity.

2. The payment rates associated with the PDPM categories shall be set as a
percentage of what the Centers for Medicare and Medicaid Services
would pay under the Medicare Skilled Nursing Facility Prospective
Payment System (SNF PPS). The percentage shall not exceed 100% of
the Medicare rate.

a. Payment = (percentage * Medicare SNF PPS PDPM rate) * billed
XIX days.

3. The patient’s PDPM score shall be reported on any claim submitted to the
single state agency and based on the applicable MDS assessment(s) to
the billing period.

4. Participating providers shall not receive any supplemental payments from
the single state agency.

5. Allowable cost identification for cost reporting and upper payment limit
purposes will not follow section III of this attachment, but will follow the
Medicare principles of reimbursement in 42 CFR, Chapter IV, Subchapter
B, Part 413 and the PRM-15.

6. For dates of service between October 1, 2019 and December 31, 2019,
State Veterans Homes may continue to be reimbursed under the
Resource Utilization Group-IV (RUG-IV) for Medicaid residents with an
MDS assessment with an Assessment Reference Date (ARD) prior to
October 1, 2019. RUG-IV rates during this period will be set as a
percentage of the fiscal year 2019 Medicare SNF PPS RUG-IV rates.
Reimbursement will be set using PDPM for residents with an ARD on or
after October 1, 2019, and reimbursement will be based solely on PDPM
for dates of service on or after January 1, 2020.

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version. 



Attachment 4.19-D 
Section IV Page 31 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

 

______________________________________________________________________ 
 
TN NO.:  24-0014        Approval Date: OCT 17, 2024 Effective Date: 10/01/2024 
 
Supersedes   
TN No.:  New Page 
 

O. Direct Care Worker Wage Increase for Personal Care Services 
 

Beginning October 1, 2024, a direct care worker wage increase consistent with the 
final State fiscal year budget will be available for eligible clinical and non-clinical direct 
care workers providing in-person direct care for Medicaid beneficiaries in Medicaid-
certified nursing facilities.  This payment will apply to base hourly wages that were in 
effect on September 30th of the previous fiscal year and includes any associated 
share of employer Federal Insurance Contributions Act (FICA) payroll taxes. 
 
Except as otherwise noted in the state plan, Michigan’s Medicaid payment rates are 
uniform for both private and governmental providers. Reimbursement is made in 
accordance with Medicaid’s fee screens or the usual and customary charge for these 
services, whichever amount is less. All rates are published at 
www.michigan.gov/medicaidproviders. 

 
 Eligible clinical direct care workers include: Registered nurses, licensed 

practical nurses, competency-evaluated nursing assistants, and respiratory 
therapists employed by Medicaid-certified nursing facilities. 
 

 Eligible non-clinical workers whose costs are reported in the following job 
classifications in the nursing facility institutional cost reports shared with the 
department include: Other housekeeping, other maintenance worker, other 
plant operations, other laundry, dining room assistants, other dietary worker, 
other medical records, other social services, other diversion therapy, beauty 
and barber, gift, flower, coffee and canteen worker employed by Medicaid-
certified nursing facilities.  

 
 



STATB PLAN UNDER.1Tll.E XIX OF TBS SOCIAL SBCU.RITY ACT 

State of Micnigg 

.POIJCY AND METHODS FOR ESTABUSHJNG PAYMENT RATES 
(LONG-TERM.CARE FACII.lTIES) 

V. Payment Assurance

Attachment 4.19D 
Sectioa V Page 1 

As a condition of participation, when siping the provider agreemcmt, the provider agrees to ,ccept, as
payment in full, the rate paid by the State agency in ICCOtdaDce with the reimbur&emeat formula detailed
above.

---·�--;;;;-�-----:-:-----.:....-----T:··� i,;J. (itJ,U Approval Date t),5'.,.:27--9;( Effective Date /O-(Jl-9CJ 
Sup�rnedes 
TNNo. KS,11/ 
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POLICY AND METHODS FOR ESTABLISHING PAYMENT RA'IES 
(LONG-TERM-CARE FACIIIIES) 

VI. Notice of Limits to be Imposed 

Each provider shrill raceive a notice of the d o d s  to be imposed at ltrst 30 drys prior to the date under 
which that provider shall d v e  reimbunremmt under this pha. 

The state ageocy will give public notice of my significant p r o w  h g e  in methods md rtMdardr for 
setting payment mtes for services. in compliance with the d t i m  esublished by 42 CFR 447.205. 

--- 
TF! $-!;!o. a -3 4 Approval ~ a t & ?  -a 7- 92 Effsaj,ve 3aie /6 41-96 
S~lpersedes 
TN No. ss 
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STATE PLAN UNDER. TI1l.E XIX OP 1lDi SOClAL SBCURrIY ACT 
State of Michipn 

POUCY AND METHODS FOR ESTABUSIDNG PAYMENT RATES 
(LONG-TERM-CARE FACIUilES) 

vn. Exception Procedure 

A Class I, n, or m provider may file with the State agency a petition for emergency relief, either at the 
time of the emergency by filing an interim rate certification or at the time of submission of the cost report 
covering the time period of the emersency. For purposes of this section, an emergency exists when the 
lives, well being, or continuation of care of Medicaid recipients is placed in jeopardy. Emergency relief 
may be granted if the provider can show to the satisfaction of the State agency that a change in law or 
regulation, a fire or natural disaster, with a substantial effect on operatins costs caused the emergency for 
which the relief is requested. 

Emergency relief shall consist of a rate add-on based on the expected added cost of the change. The rate 
add-on shall be determined from a cost certificatioa form submitted by the provider and shall be subject 
to approval by the single State agency pending unit. 

Emergency relief will require a retrospective cost settlement of the provider's cost R:pOrting period(s) 
commencing with the period for which the emer,eocy relief was filed and continuing until such time as the 
provider's cost data base appropriately reflects the cost of the operational changes for which relief was 
,ivai. Rebuing of the provider's prospective rate will occur when this costs data base is available. The 
cost settlement shall be made utiliz.ing the principles and guidelines stated in Sections I, D, and m above 

· and shall not exceed the appropriale cost limitatiom ia Section IV above. In addition, if applicable, a
ietrospective profit factor may be added to the rate based OD the principles outlined ia Sections IV.B.3.
Also, if applicable, a retroactive adjustment to the inc:cntive component may be added to the rate based on
the principles outlined in Section IV .D. To c:letermine allowable per patiait day variable costs for the latter
adjustment, the principles and definitions c:ootained in Section JV.C.Q. &. 2. apply.

H, upon audit, the agency finds a discrepmcy between certified information and actual costs, all excess
funds paid by the State to the facility as a result of that certification will be recovered with a penalty factor
(equal to the then c:um:nt Medic:aie rate OD net invested equity) applied to the discrepancy. 

-------.. --•----

·n-\: i·,C'. @--J¥ Approval Date d$-..2c 9-q Effecfa;e Date ✓4-t'/-�
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

TN NO.:  19-0008 Approval Date: NOV 25, 2019 Effective Date: 11/01/2019  

Supersedes 
TN No.:   12-09  

VIII. Appeals Procedure

The appeals procedure can be initiated by a provider upon receipt of a notice of adverse action, and
allows the provider an opportunity to submit additional evidence and receive prompt administrative
review with respect to such issues the state agency determines appropriate.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

TN NO.:  19-0008 Approval Date: NOV 25, 2019 Effective Date: 11/01/2019  

Supersedes 
TN No.:   12-09  

Continued in Section VIII, Page 3. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

TN NO.:  19-0008 Approval Date: NOV 25, 2019 Effective Date: 11/01/2019  

Supersedes 
TN No.:   12-09  

A. Procedure

1. Once a notice of adverse action is issued, a provider may request an appeal by
submitting its application in writing to the State agency.  The written request shall include
an identification of the issue(s) for which resolution is being sought and a description of
why the provider believes the determination on these matters is incorrect.

2. Appeals which are allowable under this plan through this procedure will be conducted in
accordance with the procedures outlined in the Michigan Administrative Code.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Policy and Methods for Establishing Payment Rates 
(Long Term Care Facilities) 

TN NO.:  19-0008 Approval Date: NOV 25, 2019 Effective Date: 11/01/2019  

Supersedes 
TN No.:   12-09  

B. Non-appealable Elements

Elements of the reimbursement  program for which an administrative remedy, if permitted for a
single provider, would imply or necessitate a change in the program for all providers or for all
providers in a class may not be appealed through administrative rules or provisions but may
be appealed to a court of appropriate jurisdiction.  These elements include, but are not limited
to: 1) the determination of the selection and use of inflationary adjustors (Section IV.C.3.);
2) the principles  of reimbursement  and guidelines which define allowable costs (Section Ill.);
3) non- Medical Assistance Program issues; 4) the cost limits, unless otherwise  specifically
provided (Sections JV.B.2., and the appropriate subsections of IV.C.3. and IV.B.4.); and 5) the
State agency determination of the allowability of items certified under this plan (until such time
as an audit is completed).

C. Adjustments

If the results of an appeal require a change in a provider's rate, the change will be effected
through an aggregate adjustment.
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POLICY AND METHODS FOR ESTABLJSHING PAYMENT RATES 
(LONG-TERM-CARE FACIUTIES) 

IX. Overpaymeats 

Overpaymeats which have bem made to individual providers will be rsssssed against, uul reavered from, 
providers consisteat with 42 CFR Section 447. 

1.N Pi3 .  ,*, #bppr~~ci~   ate 0?.-77 - 92 Effectiva Czle /8-@!/- 90 - 
. Supersaocs 
TN No. s-GY 
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MEDICAID PROVIDER REVIEWS AND HEARINGS 

Filed with the Secretary of State on March 7, 1978 
These rules take effect 15 days after filing with the Secretary of State 

(By authority conferred on the director of the department of social services by 
sections 6 and 9 of Act No. 280 of the Public Acts of 1939, as amended, being 
s400.6 and 400.9 of the Michigan Compiled Laws) 
s 

R400.340I. Definitions. 
Rule l. As used in these rules: 
(a) "Adverse action" includes, but is not limited to:
(i) A suspension or termination of provider participation in the medical assis

tance program. 
(ii) A denial of an applicant's request for participation in the medical assis

tance program . 
. (iii) A denial, revocation, or suspension of a license or certification issued by 

the department to allow a facility to operate. 
(iv) The reduction, suspension, or adjustment of provider payments.
(v) Retroactive adjustments following the audit or review and determination of

the daily reimbursement rates for institutional providers. 
(b) "Applicant" means an individual, firm, corporation, association, agency,

institution, or other legal entity that has made formal application to participate 
in the medical assistance program as a provider. 

(c) "Bureau" means the bureau of medical assistance of the· Michigan depart-
ment of social services. , 

(d) "Bureau director" means the director of the bureau of medical assistance,
Michigan department of social services. 

(e) "Bureau representative" means a person, agency, or entity which is autho
rized to review the patient care rendered by a provider or applicant or which is 
authorized to make audits and reviews of the records, procedures, reports, 
accounting methods, and billing practices of the provider or applicant, as well as 
the propriety of same. 

(f) "Delegate" means a person who is authorized to act on behalf of the
bureau director. 

(g) "Department" means the Michigan department of social services, its offi
cials, or agents. 

(h) "Director" means the director of the Michigan department of social servic
es. 

(i) "Final determination notice" means a notice of an adverse action which
includes the action to be taken; the date of the proposed action; the reason for 
the action; the statute, rule, or guideline under which the action is taken; and 
the right to a hearing. 

ST.PLAN-Supp.A-4.19-D; Kuerbitz; 10/5/88 
Rev. 7 /1/79 

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  



SUPPLEMENT. A 
At tachment  4.19-D 
Page 2 

(j) "Hearing authorityn means the person appointed by the director to '  
decide appeals from decisions of an administrative law judge. 

(k) I1Medical assistance pfogram"meaF .the departrnentls program to 
provide for medical assistaiice established by section 105 of Act No. 280 of 
the Public Acts of 1939, as emended, being S 400.105 of the Michigan 
Compiled Laws, and title XIX of the federal social security act, 42 U.S.C. 5 
1396 et seq. 

(1) I1Noticel1, when notification by the department is indicated or required, 
means notice which meets the requirement of section 71(2) of Act No. 306 
of the Public Acts of 1969, being 5 24.271(2) of the Michigan Compiled Laws. 
Notification shall be by certified or registered mail, with return receipt 
requested, to the 1 s t  address of the provider or other party on file with the 
depar tment. 

(m) nProvjderll means an individunl, firm, corporation, association, 
agency, institution, or other legal entity which is providing, or has been 
approved to provide, medical assistance to a recipient pursuant to the 
medical assistance program. 

(n) "Recipient1' means an individual receiving medical assistance through 
the department. 

, 
R 400.3402. Preliminary conference; initial findings; request for bureau 
conference; final determination letter. 

Rule 2. (1) The bureau shall, prior to the taking of an adverse action, 
hold a preliminary conference with the provider or applicant, or with the 
representative- thereof, to discuss the results of the investigation. The 
provider or applicant shall be advised of the preliminary conference in 
writing. The provider or applicant may submit any additional information 
which the provider or applicant wishes to be considered prior to the closing 

I of the investigation. 
(2) Within 10 cdendar days of the completion of the preliminary 

conference, the bureau representative shall inform the provider or applicant, 
in written form, of his initial findings including copies of all writ ten reports 
which influenced the findings. At the same time, the bureau representative 
shall inform the provider or applicant of the right to a conference with the 
bureau director or his delegate. 

(3) Within 20 calendar days of receipt of the initial findings by the 
provider or applicant, the provider or applicant may request, in writing, a 
bureau conference. If the provide or applicant makes a timely request for n 
bureau conference, the provider or applicant shall, at the same time, submit 
a written response to the initial findings. 

(4) If no timely request for a bureau conference is made by a provider or 
applicant, a final determination letter shall be mailed pursuant to ruls 5. 

R 400.3403. Rurenu conference. 
Rule 3. (1) The bureau director or his delegate shnll hold a conference 

with n provider or applicant prior to the determination of an adverse action 
upon rcqucst of the provider or applicant. Thc burenu director or his 
delegate shall review the initial findings and the writ ten statements or oral 
stntcrnents, or both, of the provider or applicant. 

Rev. 7/1/79 
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(2) If the bureau conference is held by a delegate, the delegate shall make a
recommendation to the bureau director. The recommendation shall be prepared 
and shall address itself to the initial findings and the written or oral statements 
of the provider or applicant. A copy of that recommendation shall be forwarded 
to the provider or applicant within 10 calendar days after the end of the con
ference. 

R 400.3404. Decision to take an adverse action. 
Rule 4. (1) The bureau director shall, within 30 days after the completion of 

the bureau conference, decide whether to take an adverse action against an 
applicant or provider. 

(2) The bureau director may, in his discretion, consult with independent
professional personnel in the applicable field, as long as the recommendations of 
such professionals are in writing, are made available to all parties of the hear
ings, and are incorporated in the record. 

R 400.3405. Final determination notice. 
Rule 5. Prior to the taking of an adverse action, the provider shall receive a 

final determination notice. 

R 400.3406. Formal hearing. 
Rule 6. (1) A provider or applicant is entitled to a J-tearing pursuant to 

chapter 4 of Act No. 306 of the Public Acts of 1969, being § 24.271 et seq. of 
the Michigan Compiled Law, in any case in which there has been a final deter
mination of an adverse action as defined in rule 1, except where that action is 
predicated upon the situation described in rule 6(2).

(2) A request for a formal hearing shall not be granted if the adverse action
is the result of the revocation, suspension, or termination, by an authority other 
than the department, of the provider's license or certification to practice in the 
provider's profession or to operate a nursing home, hospital, or other such medi
cal facility, and if the department is in receipt of a certified copy or formal 
notification of such revocation, suspension, or termination. 

(3) A formal hearing shall be granted if the revocation, suspension, or termi
nation of the provider's license, certification, or authorization is the result of a 
department action, unless the provider previously had an opportunity to have that 
action reviewed. 

(4) Unless a written' request for a formal hearing is received within 30
calendar days of notification of intent to terminate, the providers' participation 
shall automatically terminate as of the 30th calendar day after date of notifica
tion. Such termination shall then be a .final and binding administrative determina
tion. 

(5) The request shall identify those aspects of the determination with which
the provider or applicant is dissatisfied; shall explain why the provider or appli
cant believes the determination on those matters is incorrect; shall set out the 
dollar amount involved, if any; and shall be submitted with any documentary 
evidence the provider or applicant considers necessary to support its position. 

Rev. 7 /1/79 
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R 400.3407. Suspension and adjustment of program payments. 
Rule 7. (1) Regardless of any request for a hearing, payments on pending 

and subsequently submit te? bills may be immediately suspended, in whole or 
in part, if the  bureau director determines that  the practice s e t  ou't in the 
final determination requires immediate action to  protect the health, safety, 
or welfare of recipients or the general public. This subrule does not 
prejudice the provider's right t o  a hesring as provided in rule 6. Any hearing 
requested pursuant t o  this subrule shall be commenced forthwith if 
requested by the provider. 

(2) The final determination notice shall constitute the basis for  making 
retroactive adjustment of any program payments made t o  the  provider 
during the period to  which the determination applies, including the suspension 
of further payments t o  the provider, in order t o  recover, or t o  aid in the 
recovery of, an overpayment identified in the  determination to  have been 
made to  the provider or applicant. If the provider or applicant requests a 
hearing, adjustments and recovery sha l l  not be made, except as provided in 
rule 7(1), until 10 days a f te r  the mailing of the hearing decision as provided in 
rule 24. 

R 400.3408. Filing final determination notice with bureau of administrative 
hearings. 

Rule 8. The  bureau of medical assistance shall f i le with the bureau of 
administrative hearings, within 30 days af ter  receipt by the department of 
the  hearing request, a copy of the  final determination notice and supporting 
documentation. 

R 400.3409. Notice of hearing. 
Rule 9. Notice of t he  time, date, place of hearing, and name of the 

administrative law judge shall be mailed t o  the parties, or their designated 
representative, not less than 10 days before the date  of the  hearing. 

R 400.340. Appearance and representation. 
Rule 10. In any pending procedure: 
(a) A natural 'person may appear and be heard on tha t  person's own 

behalf, through an attorney a t  law,or through a designated representative. 
(b) A corporatiorl may appear and present evidence by any bona fide 

officer or employee, through an attorney a t  law, or through a designated 
reprcsentntive. All persons appearing in proceedings before t he  department 
shall conform t o  the  standards of conduct practiced by attorneys before the 
courts of this state. If a person does not conform t o  t he  standards, the 
administrative law judge may decline t o  permit the person to  appear in the 
procceding, or may exclude the person from the  proceeding. 

K 400.3411. Notice of appearance. 
Rule 11. A person appearing in a representative capacity shall  file a 

written notice of appearance on behalf of a provider or applicant, 
idcr~tifying hirnsclf by nnmc, addrcss, u~rd telephone numbcr, and identifying 
the  party represented, and shall have a written authorization to  appear on 
bcl~rilf of the provider or  applicant. Thc depart~ncnt  shnll notify t he  bureau 
of ndministrativc hearings and the provider or  applicant of t h e  name and 
tclcphone number of i t  rcprescntative. 

Rev. 7/1/79 
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Rule 12. (1) All papers filed in a proceeding shall be typewritten and double
spaced on standard legal sized white paper, us_ing 1 side of the paper only. The 
papers shall have a cover sheet, with a caption clearly showing the title of the 
proceeding in connection with which such papers are filed, together with the 
register number, if any. 

(2) All papers shall be signed by the party attorney, or a designated repre
sentative, and shall contain the signer's business address and telephone number. 
The original shall be filed with the bureau of administrative hearings. 

R 400.3413. Service and proof of service. 
Rule 13. (1) All papers, notices, and other documents shall be served by the 

party filing them upon all parties to the proceeding. Proof of that service upon 
all parties shall be filed with the bureau of administrative hearings. 

(2) Service shall be made by delivering in person, or by depositing in the
United States mail, properly addressed with postage prepaid, 1 copy to each 
party entitled thereto. When any party has appeared by attorney, service upon 
the attorney shall be deemed service upon the party. 

(3) Proof of service of a paper shall be by affidavit or acknowledgment.

R 400.3414. Computation of time periods. 
Rule 14. In computing any period of time prescr�bed or allowed, the day of 

the act, event, or default after which the designated period of time begins to 
run is not included. The last day of the period so computed is included, unless 
it is a Saturday, Sunday, or legal holiday, in which event the period runs until 5 
p.m. of the next business day which is neither a Saturday, Sunday, nor holiday.
When the period of time prescribed is 7 days or less, intermediate Saturdays,
Sundays, and holidays shall be excluded in the computation.

R 400.3415. Certification of documents. 
Rule 15. The signature of a person signing a document constitutes a certifi

cation that he has read the document and that, to the best of his knowledge, 
information, and belief, every statement contained in the instrument is true. 

R 400.3416. Hearing extensions and postponements. 
Rule 16. Upon good, cause shown, the administrative law judge may grant 

extensions of time or postponements of a hearing. 

R 400.3417. Prehearing conference. 
Rule 17. The administrative law judge, on his own motion or at the request 

of a party, may hold a prehearing conference, to be held in an office or place 
designated by the bureau of administrative hearings before an administrative law 
judge. The conference shall be convened for, but not limited to, the following 
purposes: 

(a) The simplification of factual and legal issues.
(b) The necessity or desirability of amendments to the pleadings.
(c) The making of admissions or stipulations of fact, including all material

facts that are pertinent to the dispute. 
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(d) The identif ication of witnesses and exchange of informat ion regarding t h e  
subject  m a t t e r  of their  testimony. 

(e)  The identif ication and exchange of documentary evidence t o  b e  introduced 
a t  the  hearing. 

( f )  The consideration of the  possibilities fo r  se t t lement  of t h e  issues. 
(g) The discussion of such other  ma t te r s  as  may aid in t h e  simplif ication and 

disposition of t h e  proceedings. 

R 400.3418. Administrat ive law judge; powers. 
Rule 18. In addition t o  the  powers granted in chapter  4 of A c t  No. 306 of 

the  Public Ac t s  of 1969, an administrative law judge shall have the  power to: 
(a)  Administer o a t h s  o r  affirmations. 
(b) Sign and issue subpoenas in the  name of the  agency, requiring a t t endance  

and t h e  giving of test imony by witnesses. 
(c) Sign and issue subpoenas in t h e  name of t h e  agency f o r  t h e  production of 

books, papers, and o t h e r  documentary evidence t o  t h e  extent  permit ted  by law.  
(d) Regula te  t h e  course of a hearing, s e t  t h e  t i m e  and place f o r  continued 

hearings, and fix t h e  t ime  f o r  filing of briefs and o t h e r  documents. 
(e) Provide f o r  t h e  taking of testimony by depositions. 
( f )  Rule upon o f fe r s  of proof and t o  receive evidence. 
(g) Hold conferences  before o r  during t h e  hearing f o r  t h e  purpose of simplifi- 

cat ion of issues and f o r  such other  purposes a s  the  demands of just ice require.  
(h) Rule on motions and t o  dispose of procedural requests o r  s imi lar  ma t te r s .  
(i) Prescribe genera l  rules of hearing decision o r  conduct. 
(j) Determine any and all issues presented a t  t h e  hearing including t h e  denial  

of an application o r  termination of a provider f rom t h e  medical ass is tance  
program. 

R, 400.3419. Rules of discovery. 
Rule 19. Insofar as  is  practical ,  t h e  administrative law judge shall  follow t h e  

rules of discovery a s  applied in a nonjury civil case,  as  contained in t h e  Michi- 
gan general cour t  rules. 

R 400.3420. Hearing procedure,  generally; evidence; filing of wri t ten  s t a t e m e n t s .  
Rule 20. (1) Procedure  shall b e  in accordance with chapter  4 of Ac t  No. 306 

of t h e  Public A c t s  of ,1969. The hearing shall be open t o  t h e  par t ies ,  the i r  
designated representatives,  and t o  such other  persons as  t h e  adminis t ra t ive  law 
judge deems proper. T h e  administrat ive law judge shall receive in evidence t h e  
relevant test imony of witnesses and any documents which a r e  re levant  and 
mater ia l  t o t h e  subject  of t h e  hearing, pursuant t o  section 75 of A c t  No. 306 of 
t h e  Public Ac t s  of 1969. The  order  in which evidence and al legations a r e  pre- 
sented,  and t h e  procedure a t  t h e  hearing, shall b e  a t  t h e  discretion of t h e  
administrat ive law judge, and shall be of such a na tu re  as  t o  afford t h e  pa r t i e s  
due process. 

(2) The part ies,  upon thei r  request, shall be  allowed a reasonable t ime ,  no t  t o  
exceed 15 days a f t e r  t h e  close of the  hearing, f o r  t h e  filing of wri t ten  s t a t e -  
ments  in support of the i r  positions. 
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R 400.3421. Confidentiality. 
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Rule 21. At all times during the procedures outlined in these rules, measures 
shall be taken to insure the confidentiality of all privileged medical information 
and to safeguard the disclosure and use of information regarding recipients of 
medical assistance. 

R 400.3422. Record of proceedings. 
Rule 22. A complete record of the proceedings at the hearing shall be made. 

The testimony shall be transcribed and copies of other documentary evidence 
shall be reproduced in any case when directed by the administrative law judge. 
The record shall also be transcribed and reproduced at the request of a party to 
the review, if that party bears the cost thereof. 

R 400.3423. Recommended decision of administrative law judge; exceptions. 
Rule 23. (l} As soon as practicable after the close of a hearing, the adminis

trative law judge shall prepare a recommended decision in the case, which shall 
be based upon the evidence adduced at the hearing or otherwise included in the 
record. The recommended decision shall be made in writing and shall contain 
findings of fact and conclusions of law. A copy of the recommended decision 
shall be mailed to each party to the hearing at that party's last known address .. 

(2) Any party may, within 10 days of the administrative law judge's decision,
file exceptions for the consideration of the director or hearing authority. The 
exceptions shall be mailed to all parties and shall be made a part of the record. 

R 400.3424. Final decision of director or hearing authority. 
Rule 24. The director or hearing authority shall render a final decision in 

each case based upon the evidence in the record, not later th11n __ 4.5 days after 
the administrative law judge makes his recommendation. The decision shall be 
made in writing. A copy of the decision shall be mailed to each party at the 
party's last known address. Copies of all decisions of the director or hearing 
authority shall be· accessible to the public at the state office of the department. 
Copies may be obtained at actual cost. 

R 400.3425. Nonapplicability of rules to alternate method of hospital reimburse
ment. 

Rule 25. Rules 1 to, 23 do not apply to the alternate method of hospital 
reimbursement. That method shall follow the procedures in the approved state 
medical assistance plan. 
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PROVIDER NO.: PERIOD: 

HOSPITAL 
FROM---------

TO 

PART II - HOSPITAL STAT ISTICS 

SPF:CIA\.. CARE UNITS 
GENERAL OTMER ;SPECIFY) 

INPATIENT - ALL PATIENTS SERVICE IC:U c:c:u 

, 2 J • s 

B•d• (•xcludiria n■wbom) a..,ailabl■ at lw9innina of period 
6■d1 (■xch1din9 newborn) ovailebl■ at lll'ld of period 
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TITLE V 

a. lnpoti■n• Jcrya (excludin; l'l■wbom) I 
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TITLE XVIII 

•· Aged, p■dicrtric oncf ffMltetnity tnpcrtient days 
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j .. Total Port B inpcrtient cloy■ ISEE INSTRUCTIONS! 
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I.. a;le�I• ISEE INSTRUCTIONS) 
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IOUlT CENTS1 
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OEPRECIITION 
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1 
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~;c~,rq@?$$$$i t',!fi?:;q 5 
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3 
4 

5 - 
7 
8 
9 

13 
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15 
16 
17 
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I 9  
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.r$.$,~.~<>~:;i~,<;,:,s~~~~ai '? .!, :,,, ,;, ,,:,:, :+,.:,:; b ., 2 i,; .-.:.. ; . i i :~~ , . ;a : , :~ f , ;  ,,.... 

Employee Health Service ':., .;., * .+.-.*I I)--* .. x's,4r p,,, :Jf.:d,;;,.-**..i. 
H .. ,..,/, 

ospitalization Insurance -~7&:, 
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., . , 

j ,  I I ,  . ~ .  . . , .  . 
..:: .... ,. i:: .,<, '.:': ~ ? ,  , . ~ 

, , . , . . . . , .  . ,,, 
;.. , . . ,  .-:.; .... . ., 
, j .  . .  ' , ; ;  , ,  . 
,, ' . . , . 
, A .  5: ;  . . , ' ,;,. . , , I  . .. ?,+;: 

:,;;: :;, ~- '.: " ' !;$.~ 
. ,  . . . 
.,," I . , . . .  . : . I . .~,.: ! , .:., . 10 

. . v . ~ . ~ :  ' . , , , '  . : . :  

,,;'.:.. " <,,, ' " -  ;:: , ,: , 
:;.:; , , , > ,  . ,,, .~ , .. . . 

A ,  ' . .  . :.. . . ,,. . .  .:?., 

, . ' ' ' , . ., . .  
: r , ' , . , ,  , ., . :G,,:'; . . .  . . ' . . 

.:< ,>; .,:z ,:;;., , . ,,; < < ,  , 

.,. . . .>: ..., .:':, . ., , ;, , . .-..*: . 
. , .  . ,. . . . .  . . ,' .. . , : :; 1 :';, 

< , ,.,. , .<:i:,, * .  , ', . # , ,,,, :.;: $~ 

' .... ' .;:,.,,r.v, J,', ;u.. .. 'l.',:p' ' I  7 't).?.. : . , . , r... ' +I, . . ' .  ; E:.-wj...?;Zf;Ij:i::.. ?;$*<;;; 

s ( II ( ::r:is;2*>,,, ,;.$ ,. ... $. : ; . ,,,, ' ...r,'.' + ;::, ,' .,. ' ,  ..: . ..* . *, 

$ (  s.c ,  . , : .; .:\ 

( ) , : , . , , . , ,  ., ., !- . , .: ....-, - -..... . .. *J  . 
.d; ;, 5 , .' , . . . . ,  

, : :< .:.."'., $+'. , ! ' ,  .. ' '  ,' 

, .. ,;,"j.i:;.?. : ,, .::.. :: ; , . . 
Totol employee benefit costs included in  
Administrative 6 Generol (Sum of lines 2-12) 
Insurance 

Interest 
Rent 

TRINSFER TO 
WORKSHEET I, . 
COL 4. LINE 2 

Taxes (Real Property Taxes) (Personal Property Taxes) 

Utilization Review -SNF 
TOTAL RECLASSIFICATIONS 
(Sum of l iner 13 - 18) 
(Total of columns 1-6, l ine 19, should equal 0) 

$ 

T~AYIPER T O  
WORKSHEET I. 
COL 4. LINE I 

)... _ I-;.'; .-. ., * . , is,,:<:<*> ;, . . . .  . 

$ 

s ,$,:*i: <$,:,ye; : ,e,;$&.j;?,,', 
. $ + ~ : ; $ > ~ + k ~ @ ~ i : $ : ; :  :;.i, 
.::j!~:;$~~:,.~;~;;;;f;~;~.~~q+k;>.~ 

TRINSCER TO 
WORKSHEET I. 
COL 4. LINE 4 

,-,,.:;7. \ .A<;l ' - , ;<. : .  '. .,::-, ; . 

$ *  
TRINSFCR TO 
WORKSHEET I. 
COL 4. LINE a1 

TRINSC~R T O  
WORKSHEET I. 
COL 4. LINE I 

TRINSFERTO 
WORKSHICT A. 
COL 4. LINE 63 

.:.. ., . . . , I  . . . .. :... , , ' ,.$. I..' . : I  . I  

, 
$ 

.,.. ~ , ,: (':, ., . " . ' a '  . . '  * 

$ ( $ 

$ 1  1 
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PART I -RECLASSIFICATION OF EXPENSES 

I 
F o n  Approv-d 
OMB No. 71.R I0 I0 

RECLASSIFICATION OF DIETARY EXPENSE 

PART II - TRANSFER OF RECLASSIFIED EXPENSES 

1  Cafeteria (line 3, sum of columns 2 ond 5) (Add on Worksheet A, column 4, line 11) - I f  
I I - L 

PROVIDCR ~ 0 . 1  

HOSPITAL 

TOTAL CXPCNSCS ANALYSIS OF DIETARY TOTAL 
DESCRIPTION IFROM WUST A. COL J,  expenses ISUM OF COLS I L 21 

LlNC AS INOlCATCOl  

I I 1 

ALLOCATION OF TOTAL UNlDENTlFlEO 

1 

PERIOD: 
FROM 
TO 

DIETARY 
R A T I O  

4 . ,  , c  . .+ 
,+,-$ <?.( 

( 
-I w b  ' ',\.<, . <.>* ' ' 4  ;, 

COL LINE2+COLI. LINE6 

COLI. LINE~+COLI.LINE* 

COL~.LINE4+COLI,LINE6 

COL). LlNeS+COL 1. LlNE 6 

1.0000 

;* , " ~ 

Dietary (From Worksheet A, col 3, lina 10) ;< >, - 

J I 
z 2 

4 TOTAL (Sum o l  llnesl-3) (Deduct on Worksheet A, column 4, line 10) I f  $ 3 

WORKSHEET A-2 

EXPENSES 

AMOUNT 

8 

" >  ' >  

8 , I  , .  ' + I * , ;  

COL 4, L I N E ~ X C O L ~ ~ L I N C ~  

S 
COL 4 . ~ 1 ~ ~ 1  XCOLZ,  LINE^ 

COL4.LINE 4XCOL),LINe7 

- 
COL 4. LlNE 5x COL). LINE 7 

S 
. , 

Nursew (line 4, sum of  columns 2 ond 5) (Add on Worksheet A, column 4, line 51) . 
3 3 

( I )  These amounts must be specifically identifiable i n  the accounting records or by onolysis. 
r+ 

1 -  
, 3~ 5 .L 

- r , .  <?' ' Identified Expenses ( I )  

I &'s a CP r+ 

(2) Include i n  the dietory cost center o l l  activities served directly from the dietory deportment; e.g., hospitol inpotients, skilled nursing facility P 
inpatients. I f  no cofeterio exists ond employees ond student nurses ore served meols directly from the dietory deportment, costs for these +' 
items should be included in  the dietory cost center and allocated to the proper departments on Worksheet 8. rn 

I 
FORM SSA-2552 1%-701 6 0 

2 

3 

4 

5 

6 

7 

> I I ="z (line 5, sum of columns 2 ond 5) (Add on Worksheet A, column 4, line o r  oppropriats) 
m w  
0 

Dietory (2) 

Cofeterio 

Nursery 

TOTAL (Sum of lines 2-5) 

Unidentified Dietary Expenses (line 1 minus l ine 6) 

" b* , - ,) k . 9  ,' ‘ . *  

(line 11) 

f 
(line 51) 

$ 
. ,  > 

* i .  I , , '  a 8 

. , ' :  / ,  ; > , . '  

J 

f 

S 

f 
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Page Form *~..d 
OMB No. 71-R1010 

1 ITEM I M O U N T  

RECLASSIFICATION OF CENTRAL SERVICES 
6 SUPPLY 

I I 

PnOVIDLR 

Y O S P I T A L  

2 

3 

4 

PERIOD: 
FROM 
70 

,column 4, line 61) 

Intern-Resident Service - (in opproved teaching program) (Add on Worksheet A, 
column 4, line 19) 
Intern-Resident Service - (not i n  opproved teoching progmm) (Add on Worksheet A, 

Intravenous Theropy (Add on Worksheet A, column 4, line 32) 

Oxygen (Inhalation) Therapy (Add on Worksheet A, column 4, line 33) 

6 

7 

WORKSHEET 
A-3 

S 

RECLASSlFlCATlON 
OF LABORATORY EXPENSE 

TOTAL (Sum of lines 1-6) (Deduct on Worksheet A, col. 4, line 14) 

RECLASSlFlCATlON OF RADlOLOGY - 
DIAGNOSTIC 

S 

PROVIDER no.: 
HOSPITAL 

PROVlDCll NO.: 

HOSPITAL 

PERIOD. 

FROM 

TO 

M O U N T  

S 

S 

1 

3 

4 

5 

6 

7 

WORKSHEET 
A-4 

I T  Eh4 

Blood (Add on Worksheet A, column 4, line 30) 

Blood Storing, Processing, 6 Administration (Add on Worksheet A, 
column 4. line 31) 

Electrocordiology (Add on Worksheet A, column 4, line 37) 

Electroencephalography (Add on Worksheet A, column 4, line 38) 

TOTAL (Sum of lines 1 4 )  (Deduct on Worksheet A, col. 4, line 29) 

PERIOD: 

FROM 

TO 

M O U N T  

S 

S 

1 

2 

3 

4 

5 
6 

7 

WORKSHEET 
A-5 

ITEM 

Rodiology-Therppeutic (Add on Worksheet A, column 4, line 27) 

Radioisotope (Add on Wo~kshwt A, column 4, line 28) 

Elearocardiology (Add on Worksheet A, column 4, line 37) 

Electroencephalography (Add on Worksheet A, column 4, line 38) 

TOTAL (Sum of lines 1-61 (Deduct on Worksheet A, col. 4, line 26) 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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F o m  Approved 
OUB No. 72-RIOlO 

LIMITATION ON FEDERAL PARTICIPATION FOR CAPITAL EXPENDITURES QUESTIONNAIRE 

PROVIDER NO.: PERIOD: 

HOSPITAL I WORKSHEET A.7 

1 

- 

Movoble I I I 1 1 I 
TOTAL IS IS IS IS IS IS 

I and 
Land Improvements 
Buildings h Fixtures 
Building Improvements 
Equipment 

2 Were there any obligations ond /or expenditures incurred for capital expenditures (as defined in  Provider Reimbursemat Manual Part I, chapter 24) by or on behalf of the provider during the period to whicll this 
cost report applies and subsequent to (1) December 31, 1972, or (2) the elfective dote of the agreement between 111s State ond the Secretary. whichever is  later. 

Analysis of changes during cost reporting period in  capital asset balonces of components 
certified to participate in  health core progroms. 

DESCRIPTION 

BEGIHHIHG 
BALAHCE 

I 

S 

..' r '.;+ 

3 

Id. 1 I IS I S  I$ Is -5 I S  
4 [Enter the following data with regard to the provider's written notice of intention to make eoch capital expenditure described in  item 3 above.The capitol expenditures should be listed in the same chronoloqical 

S 

Enter the following data relative to each capital expenditure (as defined in  Provider Reimbursement Manual Part I, chopter 24) made by or on behalf 01 the provider during the period to wh i ih  this cost report 
applies and subsequent to (1) December 31, 1972, or (2) the effec~ive date 01 the agreement between the State ond the Secretary, whichever i s  later. 

order as those l isted in  item 3. 
DATE WRITTEH DATE OATE OF HOTICE OF APPEAL OF DENIAL 

ul 
\ 

DESCRIPTION HOTICE SUBMITTEO APPROVE0 DISAPPROVAL RECD. DATE STATUS OF APPEAL 

ACQUISITIONS 

1 PURCHASB I DONATION TOTAL 
I 

S 

!45:r.%?,. 

DESCRIPTION 

( I )  Use the following symbols to indicate how the asset was acquired. 

S J 

, . ' ? .  

EXPENSE 1 AMOUNT lSUY OF COLS 
a 6 a a1 

HOW ACQUIREO: 
EHTERLETTER 

svueoL(1) 

oATe 
OBLIGATIDH 

INCURRED 

w b l  w t - t l  
(9 t-t m w 
0 1 

W T '  

2 
J 
t-t 

DISPOSALS 
AND 

RETIREMEHTS 

S 

. . 

A - Purchase on the open market 
B - Donation or transfer 
C - Leose ar cornoarable orro~~ocrnent 

- 

EHOlHG 
BALANCE 

COST 

CXPEHSES IHCLUDEO OH WKST A. COL I. RELATE0 TO CAPITAL EXPENDITURES 

DEPllECIATIOH IHTEREST REHT OTHER TOTAL 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



w " ' ~ ~  Attachment 4.19-D 
Page lo f- Apemnd 

Oh8 No. 72R1010 

I 

WORKSHEET A 4  ADJUSTMENTS TO EXPENSES 

BAS15 
FOR 

DESCRIPTION (1) 

EXPENSE C L U S I F I C A T I O N  ON WORKSNEET A FROM WNICN 
T W E A M O U I T I S T O B E D E D U C T E D O R T O W I I C H T I E  

L 

- I 

6 

7. 

I. 

PROVIDER NO.: 

HOSPITA- 

ADJUST- 
ME NT 

(2) 

(&opt-r 0) 

R n t e l  ef prorid- spa.. by luppli-s 
(d.rt.. I )  
T.l.phone .*kc. ( p q  malens .sclud.d) 
(choptor 21) 

T.1.risi.n ~d todio ..mice 
(&apt- 21) 

Pwkinp lot (choptar 21) 
R.mu.evation opplie&l. n p n r i d w k a * d  
rediolagvsts tor pml~ssiomol 1nric*l 
(ehem1.r 21) 

1 6  
17. 

18. 

19. 

1D. 

(1) O - s e r i p t i ~  - o l l  limo nto-ees i n  this c ~ l u n  pmoim to A. Pnvide, Rei&,s-mt Ymv.1, Pen I. 

PLR100: 
FROM 

TO 

1. 

19. 

(2) Basis k r  o d i u s n n r  (SEE INSTRVCTIDNZ). 
A Cnsts - i f  mst. including n l i c u b l e  or+r)l.ed. e m  be L1.min.d. 
8. *awn* R*e*ind - il cost cmnot be determined. 

AMOUNT 

- - p~ - 

M e  o f l i u  casts (ch- 21) 

hle  e l  scvap. -0110. nc. ( c h m r  13) 

h d l o l r b l e  m.1. n l d  m camein cmpitol 
..pndimr.s (ehapt.r 2 4  
Adjustll.nt r.sulting i n n  nmseaioms 4 t h  
n l m d  u p m i x m i a s  ( & e p r  10) 

V.nding a*chin*s 

1nc.w from imposition of int-.sl. finme* 
.r p.no11.r &ergo. (&-tor 11) 

AMOUNT IS TO B E  AODEO 

COST CENTER 1 L I N E  NO. 

L 

F, -st 
c8 .1  

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



- 
Form 4 p m - d  
OUB No. 72.R1010 

I PIOVIDEI NO.: I PERIOD: I 
ADJUSTMENTS TO EXPENSES PROM I WORKSHEET A-8 

(1) b s n i p i a  - 011 l i n  v.lmncos I n  this column wn*n m ~h. Pmrider Raimhrrs-I Y-d P m  1. 

EXPENSE CLASSIFICATION ON WOR.KSlEET A PROM WHICII 
TYEAMOUNTISTOBLDEDUCTEDOI  T O W Y I C H T Y E  
AMOUNT Is T O  LIE ADDED 

COST C t t l T E R  LINE NO. 
DESCRIPTION (1) 

31 

(2) Bous & d i u s t a . m  (SEE INSTRUCTION9. 
*. b.1. - if -81, i n d u d i q  -plicsbl. 0.rr)l.d. m k dn.nniad. 
0. ~~~~~~d - i t  emst cmnol b. dm-inod. 

BASIS 
FOR 

ADJUST- 
MENT 
(2) 

I I I I I 

SUBTOTAL (Bm~ght 1erro.d Iron pogo 10, 
Wm,k.hr~ A.8, line 37) 

AMOUNT 

!,:;; ->)  ; . 
, . .  . ... 

. ~ 

.:. .::.- :+i~.-s;.iA.d:..,-i.:+Liy> :::.<,,:. "-,, - :;-:x,;:..,. .>:.. ,? +z.++: 
>- " . -  - - ,  ..:.&*, .-:,-i---.:+ .?- . . ..'.-I; , .. .> . .,:. 

, :.. .. :,, +. ...' <, . y . -; - . . s .;. ,:.. ;d. 
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$ L/C ,L kHIL c -?4.0 Attachment 4.19-D 

A. Are there ony costs included on Worksheet A *rhich resulted horn transactions with related organizationr as deiined in the 

Provider Reimbursement Monual, Port I, chapter lo? 

Yes I 2  NO (If 'Yes," complete Parts Bond  C) 

/ I Y 

Page 12 ,,,,.., 
OM8 No. 7tRIO10 

- -- - 

B. Costs incurred ond odiustrnent required os result of transactions with related organizations: 

STATEMENT OF COSTS OF SERVICES FROM 
RELATED ORGANIZATIONS 

PROVIOER NO.: 

HOSPITAL- 

PERIOD: 
FROM WORKSHEET A-8-1 
To 

NET 
AOJUSTMENT 
ICOL. I YINUI 

COL. 51 

6 

-- ~~ 

(1) Us. lh. h l lo r ing  symbols to indicek the int.rr.lmionship of the proridmr to n l m d  orgni=otions: 

AMOUHT 

ALkO,",*gE 
5 

LOCATION AND bMOUNT INCLUDED ON WRKSHEET A, COLUMN 5 

~ - 

a 

9. 

T k  inforrmtion rill b used by the foc io l  Secuity Adminisnotion ond i ts  intermd-rims in determining that the costs opplicoble to 
servic.s facilities ond supplies funish-d by o.ponixotimn relotmd to the prorider by common ornetship or control, r e p e a m t  reosmoble 
costs o.'determined under Section 1861 of the Hcolth Insumnce for the Aped ond Di-bkd Act. I f  the prorider d a s  -1 roride o l l  or 
on7 or, of the requested informotim, the cost ..pa rill b. conaidmrmd incomplete ond not occemoble for purposes of crmiminp 
reim%urs.m.nt under t i t le XVIIl. 

A. Individwl has 1inmci.l int.rnt [sto&koldm., ponn.r. mtc.1 i n  bolh relmed ergonizaien end in pm.id.r. 
8. bvpormion, pe.tn.rship. or ether oreoni~mian has finoneid intmr.st in pvorider. 
C. Pv0.id.r hos hnmciol intmnst in mrpormion. pann.rship. or Olhw ~ t g ~ i l . l i ~ .  
D. Divanor. ofiir... mdministnrov, or key prvson e l  pmridw or rolmir. o i  such persrr has f inmd*l int...sr i n  nlotod 0lpnizmi.n. 
E. lndiridvol is  dinoo., eflic.,. .dminirtntor, or Lay p.*- o i  prorida and r . l ~ l d o ~ ~ m i x n i a .  
F. Dinoor, of1ic.r. mkinisrrao.. a. Ley parson o l  relend orgmixotia or ..loti.. 01 w h  p.vson h.s linmciol int..o.t in pm.id.r. 
G. Other (linonciol ev n-linoncial) specify. 

LINE NO. COST CENTER 

- 

SYMBOL 

I l \  

1 I 2 3 1 

EXPENSE ITEMS 

lo' 

PERCENT 
OWNERSHIP 

OF PROVIDER NAME 

AMOUNT 

C. Interrelationship of provider to related or90nization(s): 
T Secretory 7 v i r t w  o ovt ori ly gronte un er e o i o n  4 o 1 Heolth Insumnce 10 the Aped end D i s o b l d  Act, requins 
thtprovider 1; fqrrniah thefinfoh-tion req,4tedd onsPo, C ~:!h!.b)!~!k!h.% 

s TOTUS (Sun o l  l i n s  1.9) (Trns1.r col 6. lines 1-9 m VLst A. -1. 6. li-a as mppnpried 
(Trms1.r col. 6, tin. 10 to m s t  h-8, col. 2. line 20) 

s 

RELATE0 ORGANIZATIONISI 

NAME OF 
PCRCCNT 

OWNERSHIP 
TYPE OF mUSINESS 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



- / C l r , F ~ 4 , d w c b  ~LLULIIIIIGIIL 7.1,-u 

P a w  13 Form h m r d  

DEPRECIATION 

PROVIOLR no.: PERIOD: 

FROM I WORKSHEET 
MOSPITAL A-8-2 

I ~ 

1 

2 

3 

4 

PART 

1 

2 

3 

4 

18 1 Less: 6% of odiusted current yeor's ollowoble cost (line 8 obove) I 

PART I - QUESTIONNAIRE 

Depreciotion reported in  cost stotement: 

A. Straight-Line S C. Sum-af-the-Yeors' Digits 

0. Declining Balonce D. Optional Allowonce 
E. Depreciation reported on Worksheet A, column 7 (Sum of A. B. C, ond D) S 

Lower of rentul charge or estimated strolght-line depreciotion 
on rented de~recloble tvoe assets 

Adjusted 1965 Operating Cost (line 1 minus ltne 3, column 2) 

5 

6 

7 

8 

9 

10 

11 

12 

13 

15 

16 

17 

19 1 Deduction in Allowance (Only when line 17 exceeds 18) 1s 

Is Depreciation Funded? (If Yes: Bolonce In Fund At End of Period S ) 

Were There Any Disposals of Capitol Assets During Period? 

Wos Accelerated Depreciotion Cloimed On Any Assets 
In The t d  Anv-' 
I f  Yes: A We. Acc.lwmd D.pv.~imtien Claim.d On Assat. Acplirmd On 01 Ah*, 

*uqu.t 1, 1970) (5.. Pnwid.r 1.imburs.mnt Yonuel, P-r I. doptmt 1) 
8. Did Pnrid., C.om. To P o n i c i p m  In The Y.dicoeo Pregro. At End 0 1  P.tmd To m i c h  

This Co.1 Repon Applies? fir Pmvid.. R.imburs.mnt Ypruol. P a n  I, chapter I )  

C. Was Thn. S~bstontiol 00cr.o.. In Health Insurmc. P l o p o n i ~  01 All.-obl. Coat. Fmm 
Ptior Cost Reponinq Pmviods? (5.. Plovid.. R.mburs.n.nt Monuml. Pmn I. chaprn I) 

. - - s  

s 

. 
' 

I .  

Current Yeor's Allowoble Cost (SEE INSTRUCTIONS) 
' 

Less: Actuol Depreciotion - included on line 5 

Lower of rentol chorge or estimated snoight-line depreciot~on 
on rented depreciable type ossets 

Adiusted Current Year's Allowoble Cost (line 5 minus line 7, column 2) 

Lower of lines 4 or 8 obove 

Percmtoge Allowonce (SEE INSTRUCTIONS) 

Gross Allowonce (line 9 x line 10) 

Less: Estimoted depreciotion on ossets rented in  1965 
(Some fiscal period for which cost is reported on line 1) 

Adiusted Allowonce (line 11 minus line 12) 

' 

(col 1, lines 6 + 7) 
S 

S 

S 

01 10 

S 9 

S 

Add: Depreciotion on owned ossets ocquired oher 1965 
(Comp6ted on o stroight-line basis) 

Estimated straight-line depreciution on ol l  depreciable type ossets 
rented in the current year 

Totol (Sum of lines 14, IS, ond 16) 

Yes 

(cot 1, lines 2 + 3) 
a 

- f  

S 

COMPUTATION OF THE LIMITATION OF THE OPTIONAL ALLOWANCE I 

S 

20 

No 

I1 - COMPUTATION OF THE OPTIONAL ALLOWANCE FOR DEPRECIATION 

1965 Operating Cost Reloted to Potient Core 

Less: Actual Deoreciotion - included on line 1 

14 

1 

2 
- 

3 

4 

5 

Adiusted Allowonce (line 13) 

- 

Net Allowonce (line 14 minus line 19) 

' 1 
. .. . . . 

. . . . . .  ,, 

d 

--  

S 
PART Ill - COMPUTATION OF ADJUSTMENT TO DEPREClATlON UILOINGSL FIXTURES 

ON OWNED ASSETS (1) I 

(1) I f  Port I 1  is  completed, providers should complete lines 1 through 5. I f  Port II is  not completed, providers w i l l  only 
complete lines 3 through 5. 

Net Optional Allowance (line 20) 

Add: Depreciot~on on ossets acquired oher 1965 (computed In 
occordonce with Medicare Pr inc i~ les of Reimbursement) 

Totol Allowoble Depreciation on Owned Assets (Optionol Allowonce 
Cloimed-Sum of lines 1 and 2) (Option01 Allowonce Not Cloimed - 
SEE INSTRUCTIONS) 

Less: Depreciotion recorded on the provider's books (Fmm 
Worksheet A. column 5) (SEE INSTRUCTIONS 

Adiustment to Depreciotion on Owned Assets (line 3 minus line 4) 
(Transfer to Worksheet A-8, lines 61 and 62, or opproprlote) 

2 
s 

.. . . , 
. . t 

MOVABLE EOUIPYLNT 

1 

s 

S 

s 

S 

S 

s 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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Page 14 

COST ALLOCATION - GENERAL SERVICE COSTS 
PROVIDER NO.: 

HOSPITAL 

COST CENTER 
IOYIT CENTS) 

1 YET EXPENSES 
FOR c o n  

ALLOCATION 
(FROM WKST A. 

COLUMN 71 

DEPRECIATION 
BUlLDlNGS b 

FIXTURES 

OEPRECIATION 
MOVABLE 

EOUIPMENT 

EMPLOVLE 
n E A L T n  b 
WELFARE 

30 

31 
32 
33 
34 
3s 

u 

y 
0 
a 

B l o d  
Blood Storing, Pnc..sinq 6 Ahimisnmion 
Imrolrrsuslh.mpy 
O v p m  (1nklni.n) T W y  
Phrsicd h r q v  
0cru.mionol Thr.+r 

39 

3 
61 
62 
63 

Y) 

31 
32 
33 
34 
35 

INPATIENT ROUTINE SERVICE COST CENTERS 
A&lts 6 PJi.trics 1Grm.I Routin. C r d  
Im*nsin C*n  h i t  
G n n r r  C- Unit 

65 
66 
67 
U 
a 

H w o  H d t h  A m c r  
b h l a n c *  5on ins  
Imrm- Rosiknt h i "  (na in . - m 4  *"ding prq-) 

SUBTOTALS Oh .I 1in.s 1-61] 

,<.< '*.. . I?:' .&w ' .. 

64 Gih. Fb-r, Coif" Show 6 tmt.m I 1 
R - u a c h  
Php4clma' P ~ i m *  0ffio.n 
k . . i d  W o l a n  

TOTAL EXPENSES (Sum of liner 62-68) 

S 

64 

.. . ' .'L ..' ,A',.: r*.p'... ,.,.',-,.;;.,'... , . '  _. 

. : :  . NONREIMBURSABLE COST CENTERS 

I 

S 

' : .  , . .  . ' 

. . . . . . . , , . . . . .. . 

s 

11 
43 
46 
n 
rS 

S 
-., , . - . . 

S 

61  
63 

s 

39 
60 

6 1 

s 

65 
66 

67 
68 
69 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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Page 15 

COST CENTER CAFETERIA 
(OMIT CENTS1 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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Page 16 

COST ALLOCATION - STATISTICAL BASIS 
PROVIDER NO.: 

nosPITAL 

COST C E N T E R  
$STATIST ICAL BASIS1 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



&ippi~~ni-r K Attachment 4.19-U 
/' 

Page 17 

COST ALLOCATION -STATISTICAL BASIS 
PROVIDER NO.: 

H O S P I T A L  

C O S T C E N T ~ R  
(STATISTICAL BASIS) 

MAINTENANCE CENTRAL 
CAFETERIA OF P L R S M N E L  A o y ~ ~ l ~ ~ ~ ~ T I O I (  S E R ~ ~ ~ E ~  I SLRVEOI M E A L S  1 (NUMBER WOUSEDI I'olK:z'N] 1 SERVICE1 REOUISITIONSI 

18 I Nursin. L h o o l  1 I I I 1C I 

19 I Intern-R.sid.nt L w i n  ( in  rppnred 1.ocking p m g r d  19 
lo l I I I I 130  
21 I ANCILLARY SERVICE COST CENTERS - .  1 1 11 

11 I I I I I 41 
45 1 INPATIENT ROUTINE SERVICE COST CENTERS I i I IS 
4 1 Adults 6 P.dlnvms. lC*n.ral R.ut,n. C n d  1 ! 1 1 4 6  

51 
52 
53 
54 

!4 

9 
S 
59 

Nursery 
5kill.d Nu.sang Fociltt). - C.nnl8.d 
Skil1.d Nurs~n. Fac i l i t y  - Nonc-m brd 
OUTPATIENT SERVICE COST CENTERS 

a 
61 
62 
63 
64 

E m v 9 * ~  

OTHER REIMBURSABLE COST CENTERS 
Ha. H l o l t h  A p c v  

65 
64 
67 
68 
69 
n, 

, . 

Anhulonc. S . r n n s  
1nt.m-R.ni&n* Senic. (not I. .pp-rd t.ach*ng pmpn.) 
SUBTOTALS (Sum ol la-. 12-61) 
NONREIMBURSABLE COST CENTERS 
Cih. Flo-t, C o l f r  Shops h Crr1.m 

5 1 
52 
53 
54  

: . _ 

R...orch 
Physicia.' P t i r r .  O l i i a s  
k p o i d  W~&.rs 

COST TO BE ALLOCATED (Per Worksheet B) 
UNIT COST MULTIPLIER 

- , . 

I 

1 

I 

56 
57 
58 
59 

S 

60 

61 
62 
63 

64 

s S I 

65 
66 
67 
68 
69 
70 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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DEPARTMENTAL COST DISTRIBUTION 

COSTCENTER 

- - - -  

ilk . &I- 1 ( T O , ~  nn hoa h r L . h r g  8. colum 21, line. 22-41, liw. 43 ond 44. 1in.s 5SS7. md lin. 59) (Sr spciml inmrmoionm ID, lin. 211 
Colulra %10 (Told a 8 1  dissriLn4 

b - &I- 1 ! t n . m  -m 011 in ,.orid., -I..-kon pnvid. .  ~rcords) 
b l u l r m  %I0 (C.8. & r s m .  m i l  m i m e s  in indintod prnv ik  mmpmme-fmn ..olik m d a )  

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



HOIPIT AL n ~UBPROVIOLR I 0 SUBPROVIOER II 0 SKILLED HURSIHO FACIL ITY 

APPORTIONMENT OF INPATIENT ANCILLARY SERVICES TO HEALTH CARE PROGRAMS 

COST CENTER 

1 ANCILLARY SERVICE COST CENTERS 

CHECK ONE: 

HOSPITAL 

I RATLO OC COST I H E A L T H  CARE PROGRAM INPATIENT CHARGES I H E A L T H  CARE PROGRAM INPATIENT EXPENSES 

CROY 

TO 

(2) 1ron.l.r Ih. omovntn I n  column 7 ond colvmn 8 ,  Iln. 18. l o  Wo#ksh..l E, P o l l  I, column om oppvopriol., Iln. 1. 

WORKSHEET 0 

TO CHAROES 

ICR WKST C. 
COL 1 1  

I - - .-- 

T I T L E  V 
T I T L E  XVIII  

PART A PART B 
T I T L E  XIX TITLE v (1) 

ICOL I Y COL a)  
TITLC XVIII (2) 

PART B PA*T A 

(COL ( X COL SI I ICOL 8 X COL 0 

T t r L r  XIX ( I )  
IcoL 'I 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



/cc-&~O ~ t t a c n m e n t  4 . 1 ~ - v  je-F Paqe 20 

CHECK OH= 
OHOSPITAL SUBPRoVlDER I WBPROVIDER I 1  5 WILLED NURSING FACILITY 

OMB N*.. I > - R ~ O ~ O  

WORKSHEET D-1 
PART I 

COMPUTATION OF INPATIENT ROUTINE 
SERVICE COST 

PART I - TITLE XVIII (MEDICARE) 
GENERAL INPATIENT CARE UNITS (EXCLUDING NURSERY) COST 

INPATIENT DAYS 
1 

2 

PRoVloER 

HOSPITAL 

Total aged, pediotric and moternity inpotient days (From page 2, 
Pan II, l ine 4 ar page 3, Port IV, line 4, as opplicoble) 

Total other than aged, pediotric and moternity inpatient days (excluding newborn) 
(From page 2, Part II, line 5 or page 3, Pan IV, line 5, as applicable) 

3 

4 
5 

6 

PERIOD' 
FRCU 

TO 

I I 

Total inpatient doys - a l l  patients (excluding newborn) (Sum of lines 1 and 2: must 
agree with page 2, Part II, line 6 or page 3, Port IV, line 6, as applicable) 

Aged, and maternity inpotient doys plus 8h% (line 1 x 1.085) 
Totol adiusted inpatient doys (Sum of lines 2 and 4) 
Aged, pediatric m d  maternity inpatient days-applicable to t i t le XVIII, Port A 
(Medicare) (From page 2, Part II, line 10c or page 3, Part IV, line 10c. as opplicable) 

7 Other than aged, pediatric and maternity inpatient days-applicable to t i t le XVIII, Part A 
(Medicare) (From page 2, Part II, line 101 or poge 3, Port IV, line 101, as opplicable) 

8 Totol inpatient days opplicoble to t i t le XVIII, Port A (Medicare) (Sum of lines 6 and 7: must. 
agree with poge 2, Port 11, line 10i ar page 3, Part IV, line 10i, as opplicable) 

9 

INPATIFNT ROUTINE COSTS 
I 

I nursing salary cost on line 9) 
11 I Total inpatient routine'service cost (Sum of lines 9 and 10) 

' BH% (line 9 x 1.089 

17 1 Inpatient routine service cost applicable to a l l  aged, pediatric and maternity 1 

10 1 Toml inpatient routine service cost (excluding inpatient routine 

Total inpatient routine nursing salary cost (excluding nursery) 

I 
5 

(Includinq the Inpatient Routine Nursing Solory Cost Differential Adivstment Factor) 

S  

8ENERAL INPATIENT CARE PER DIEM COSTS 

I maternity patients (line 6 x line 19 I S  
21 1 Medicare geneml inpatient routine service cost applicable to a l l  patients -other thon 

S  

13 

14 

15 

18 

19 

1 aged, pediatric and maternity (line 7 x line 19) 
22 1 Total Medicare general inpatient routine service cost before reasonable cost 

Adiusted overage per diem inpatient routine nursing salary cast applicable to aged, pediatric 
and maternity patients including the inpatient routine nursing salary cost differential 
odiustrnent factor (line 12 + line 9 
Averog. per diem inpatient routine service cost (excluding inpatient routine nursing 
salary cost) (line 10 + line 3) 
Adjusted average per diem inpatient rwt ine service cost applicoble to aged, pediatric and 
maternity patients including the inpatient routine nursing salory cost differential 

MEDICARE GENERAL INPATIENT ROUTINE SERVICE COST 
20 1 Medicare grneml inpatient rwt ine service cost opplicoble to aged, pediatric and 

patients (line 1 x line 15) 
Inpatient rovtine service cost opplicoble to a l l  patients, -other than aged, pediatric 
and maternity (line 16 minus line 17) 

Avaoge per d i m  inpatient routine service cast opplicable to a l l  patients -other 
than aged, pediatric and moternity (line 18 + l ine 2) 

26 Aggregote choqes for excess costs opplicoble to kidney acquisition days (From page 2, 1 Par! 11, l ine lah or page 3, Part IV, line 101 x S  per diem charge) 

S  

S 

23 

24 
25 

I I 

27 1 TOTAL (Sum of lines 25 and 26) I S  
28 1 Reimbursable general inpatient routine service cost I 

limitotion (Sum of lines 20 and 21) 
Aggregate charges to beneficiaries for excess.costs (From pmvider records) 
(SEE INSTRUCTIONS) 
TOTAL (line 22 minus line 23) 
General inpatient routine service cost limitation 
(line 8 x 5  . per diem limitation) 

S  

( ) 
s 
S  

I (lesser of line 24 or line 27) ( s 
SPECIAL CARE UNITS (EXCLUDING NURSERY) 

29 1 Intensive C o n  Unit I f  I  IS 1 I 
30 1 bronory  Care Unit -- 8 

SPECIAL CARE UNIT 

I S  

32 
33 

I 1 1 I I 

TOTAL AVERAGE 
INPATIEHT PER DlLY 

DAYS ICOL I - 21 

TOTAL 
INPAT ICHT 

COST 

IS 

row SSA -2552 IS-=I 
20 

I S  I IS 1 
TOTAL MEDICARE INPATIENT GENERAL ROUTINE AND SPECIAL CARE SERVICE COST 
lSum of lines 28-32. col 5) (Transfer to Wkst E. Port I, Line31 

YCDICARC 
DAYS 

$ 

COST APPLICABLE 
TO YLOICARE 
ICOL 3 x 41 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



CHECK ONE: 
HOSPITAL ESUBPROVIDER I ~SJ~PWOVIDER II 

OYB Ne. 7XRIOlO 

PART II - TITLES V AND XIX 

COMPUTATION OF INPATIENT. ROUTINE 
SERVICE COST 

GENERAL PATIENT CARE UNITS (EXCLUDING NURSERY) PER DIEM COST 

WORKSHEET D-1 
PART II 

PROVIDER NO.: 

~OSPITA- 

PERIOD: 
FROM 
TO 

S 

S 

$  

34 
35 

36 

37 

38 

39 

40 

41 

42 

NURSERY PER DlEM COST 

45 1 Average per d i m  cost - nursery (line 43 + line 44) I S  

Total inpatient routine service costs (From line 11) 

Total geneml inpotient routine service cost opplicoble to Medicare including nursing salary 
cost differential odiustment factor (line 22) 
Inpatient routine service cost opplicoble to outpatient renal diolysis services 
(From Supplemental Wkst D-7, Port I, col 3, lines 1 6 2, or 7 6 8, or 9 6 10) 
Allowable general inpotient routine service cost subiect to apportionment under titles V and XIX 
(line 34 minus sum of lines 35 and 36) 

Totol inpatient doys - o l l  patients (line 3) 

Inpatient days opplicoble to t i t le XVIII, Port A (Medicore) (line 8) 
Inpatient doys applicable to outpatient renal diolyr is services 
(From Supplemental Wkst D-7, Port I, col 2, lines 1 6 2, or 7 6 8. or 9 6 10) 

Net inpatient days (line 38 minus sum of lines 39 and 40) 

Avemge per diem cost (line 37 + line 41) 

44 

- - 

INPATIENT ROUTINE SERVICE COST 

S 43 

Totol newborn doys - nursery (From poge 2, Port II, line 8 or page 3, 
Port IV, col 1 or 2, os applicable, l ine 8) 

Total inpatient cost o f  nursery (From Wkst B, cot 21, line 51) 

I I 

NURSERY AND SPECIAL CARE UNITS 

GENERAL INPATIENT ROUTINE SERVICE 
TITLE V 

1 

S 

( 1 

s 
5 

S 

46 

47 

48 

49 

50 

51 

COST CENTERS 

53 SPECIAL CARE UNITS LINE 29 
Intensive Core Unit s 

54 Coronory Core Unit 

TITLE XIX 

2 

$  

( ) 

d 

S 

S  

Inpatient days opplicoble to t i t le V ond t i t le XIX (From poge 2, 
Port II, lines 90 and 110, or pose 3, Port IV, lines 90 ond 110) 

Geneml inpatient routine service cost.before reosonoble cost 
limitation (line 42 x l ine 46) 
Aggregate chorges to kneficior ies for excess costs 
(Fmm provider reiords) (SEE INSTRUCTIONS) 

TOTAL (line 47 minus line 48) 

General. inpotient routine service cost limitation 
(line 46 x S per d i m  limitation) 

Reimbursoble generol inpotient routine service cost 
(lesser of line 49 or line 50) 

DAYS 

TITLE V ] TITLE XIX  

-. . . . 

k c 0 1  4 or col 5. or  o ~ ~ l i c o b l e ~  1 (Transfer to Wkst E-5. ~ o r t j .  l ine 2) IS IS 

. . 52 

56 

57 

I ,  I I I 

AVERAGE 
PER DIEM 

Nursery 

I I I 
LlNE 32 

s 

TOTAL INPATIENT GENERAL ROUTINE, NURSERY AND SPECIAL 
CARE COSTS (Sum of lines 51Cc0l 1 or COI 2, 0s opplicoble; ond 52-56 

REIYBUUSABLE COSTS 
TITLE V I TITLE XIX 

ICROYI 
LlNE 45 - 

s 

1COL I X COL 31 ICOL 2 X COL 31 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



APPORTIONMENT OF COST OF SERVICES RENDERED BY INTERNS AND RESIDENTS 
PROVIDER NO.: 

HOSPITAL 

PART I -NOT IN APPROVED TEACHING PROGRAM 

COST CENTER 

5 ( 6 - o v  bn Unit I I 5 

8 
9 

10 
I I 
11 
13 
14 
I5 

PART II - IN AN APPROVED TEACHING PROGRAM (PART B INPATIENT ROUTINE COSTS ONLY) 

PERCENT 
OF 

ASSIGNED 
TIYE 

19 
B 
11 

COST CENTERS 

TOTAL Aff:t,"+:ON INPATIENT 
DAYS A L L  -n PATIENTS 

Nv...r, 

SUBTOTAL lbn of lam.. 3d1 
Subprov,d.r l - Ino.tn.nl Rouan. Lnrc.  

Subprov~dor ll - lnpatmnt Roursn. L m c .  
Sk11I.d Nvvsmq Facdnly - C.rnf8.d 

S k a l l d  Nu,snng Fool., - %nc.n#fv.d 
H o w  H-allh Aq.ncr 
SUBTOTAL (SU I~  of  1m.1 9-14  

EXPENSES 
ALLOCATEDTO 

COST CENTERS ON 
WLST 8. COL 19 

SUBTOTAL (Sum -1 1in.s ILI91 
TOTAL (L.n of lines IS and 10) 

6 
7 SUBTOTAL (Sun .f lines 241 -- 
I Sub-rid., I - l;poti.nt h t i w  Lrvic. 

5 

5 

9 Subro*id.r ll - I n p a t i n t  R u t i n e  Sonic. -- 
10 Skilled Nu~sing F e c i l i v  - Gmiiod 10 
11 TOTAL (Svm of ti-. 7-10 I 11 

A 
100 X 

PART Ill - SUMMARY FOR TITLE XVll l  (TO BE COMPLETED ONLY I F  BOTH PARTS I ACO II ARE USED) 

S 

COST CENTERS 

1 8  
9 

10 
I 1  

1 12 

I3  

1 
S 

s I 

NOT I N  APPROVED TEACHING PROGRW 

REFERENCE 
IFROYI AMOUNT 

PART I. COL 9 

19 

70 

71 

1 
5 

14 

IS 

2 
3 
4 
5 
6 
7 
8 

Inpotwnt 

Ovtpotn-t 
TOTAL H.spntol (Sum .I 1m.1 2 .nd 3 

SuQeovidn 1 
Subpnn&r 11 
Skilled Nursang Faciior, - Crt*f*.d 

TOTALS (Sun af  1w.s L7l 

9 
P 

S 

10 
I I 
12 
1 1  

S 

S 

2 
3 
4 

5 

6 
7 
8 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



CHECK ONE: 

OMB No. 72.R1010 

0 SUBPROVIDER I1 

APPORTIONMENT OF HOSPITAL-BASED PHYSICIAN REMUNERATION 
FOR PROFESSIONAL SERVICES COMBINED BILLING B 

PROVIOER NO.: 

HOSPITAL 

(2) Trme1.r rho rnowtI. on Iln. 11, columnfd: 
I Y  

TO: J 
4. Supplementol W o r k s h e e t  D-6, Port II, l ine 2 ( P r o f e s s i o n a l  C o m p o n e n t  C h o r g e s  Only) rt 
so a d  sd T h e  r e s p e c t i v e  t i t l e  V ond l i t l e  X I X  W o r k s h e e t  E-5, P o r t  I, l i n e  9 
5b W o r k s h e e t  E, P o r t  I, c o l u m n  a s  oppropr io te ,  l i n e  22 P 
sc W o r k s h e e l  E, P o r t  I, c o l u m n  2, l i n e  17 w 
5. S u p p l e m e n t a l  W o r k s h e e t  0-6, P o r t  I, l i n e  4 ~3 

I 

I- 

U1 
\ 
C-l 

YEOICAL SPECIALTY OEPARTYENT 

PERIOO: 
FROM 
TO 

TOTAL 
REYUHER. 

A l l O H  
APPLICABLL 
TO PROFES- 

SIONAL 
SERVICES 

(1 
I 

s 

> 
6 

w >  w rt 
ul rt 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

WORKSHEET D-3 

' (1) If the m.dicol ~ p . ~ l o l t ~  d.portm.nl 1.rr1c.1 the ho.pltal ond each subprorld.r, do mot compl.1. c o l v m n ~  1 omd 1 on the subrorld.r rod~~h..ls. En1.r Im column 3 the .on. ,olios d*r.lop.d an ~h. haspltol rorkahi.~. II g,oas comb1n.d chatp.r lor pr6f.v.~onal e) w 
0 

prorid., compen.nl~ or. used an Work~h..~ C, e t o ~ ~  comb1n.d chmg.s musf b. um.d I n  column 2 a d  I n  colunna 40 lhrough 4.. II grom~ c h o r p o ~  lor pro.ld.r component only or* umod on Workmh.ml C. or011 chmrpom lor p~ol.sslonol component only must b. 0 
u1.d I n  column 7 and I n  ccalumn~ 40 through 4.. P 3 J  

W 3  

Radiology - D i o g n o s t l c  

Rodiology - Therapeutic 

R o d i o i s o ~ o p e  

Pathology 

A n e s t h e s i o l o g y  

E l e c t r o c o r d i o l o g y  

E l e c t r o e n c e p h ~ l o g r o ~ h ~  

TOTAL ' 

A L L  
PATIENTS 

(1)  
7 

s 

:.:yy;&h. 5 r. , ?:. , .;. . . ;;;, ,;,:k::&,.,$; q2i.t 
,3T,2A:; ;$$.,.(, 
f<&;+&$$$ 
,~~+~,a$f~~$?2!~:;, 

,: .+ ke..,..:t'r. 
:.l,,.g+l., .;:t$;Iii: , 

a;:,?;,*:: .,,$ ..:;;, $ :::.., 
s s s s s 

;*:*.?*~:::::,,~:~::~ 

;.; ,.,.*; .,,. .&? %. ,+-,,., ., #? :;,.;?<,, 

RATIO 
OF REYUNER. 

ATION TO 
CHAROES 
1~~~ 1 4  21 

1 

10. 

11. 

'%".I%. ,y$& *..u~,.l:i.*~..:. 
? ,  ;;:;i.;$>;.*;'.>.,;;< r,.,,::.$<,.. . :  !? : 
t ,:,," .., :;.: .'. 
. I ;  :(; i.,i,> *:. .. 

;:&,.',..* . ; d ' .  

;;<.* ; ,;,, . ~ . ,  . . .:,*. . 
:.k,,i<:!,y2: ; 

.;,>,;~,;;;~'.5 : ;'? " $ ,.,, ,t+;,':,.* , 
$;:;:ti,&" , , ~ . >  .,., ,. f 2 A ~ ,  < .  :;; 

pp 

:,:; ,,..: '. . '  .! <.., :,.-!;:,+<;, :.. . .  /?::.*..F.. . . .,k .;;<;.,:, 

TOTAL inas r2, 
,:;.; z<.. : $  ' $ :  ->,, . . , .  . 
...................... 

HEALTHCAREPR(IGRAM[HARGES PROFESSIONAL SERVICE REMUNERATION APPLICABLE 
TO HEALTH CARE PROGRAMS 

e +, <!tz,$i*:::*;:>. 
&~;[~s~~.pL~~;~~2.;-; 
:<.,:,.,,, ' :,;,$; *.,; :,:; 

T I T L E  
X I 1  

lNPAT'ENT 

4d 

1 

TITLE 
v 

INPATILNT 

4- 

s 

T I T L E  V 
INPATIEHT 

ICoL ' 
50 

s 

. , . .  . ,  . :...:*. ,:,sc<: ,.., c;.,., . ; , ~ , * ,  ,. 0 .  ,+&, 

. ~'<>$j;.;.:;,>~<~i,. , .  
, . ..,̂  ?.... :.: 
;. '.<, , '  ,.'(k..,2 .v, .*~a::$ i' 
. .. ... 7;:. . . . .:g$g:,; .. . 
.::y;a- z;#'4:~:.$s,. 
*;y.;.:~ ;&;<:<:?*;.;?>&::; 

"??'*$:<'9,.'>L,~(:w%; 
,F+sirtsi2j;;$ 
!s32~;r;3&,;b;5~.,&;,.~, 

lNPATILNT 8 

OU~P,^N~~NT 
ACQUISITIOH 

4. 

s 
. . .  . 

:,;, <!<.'.;,:I:,;, , : 
'!,;;:!?j,:, : , 

, . . , . : . . 
>,;;:: :';;;!:;<<, ,<. ".:.~&v.;,,.: :L'!' ... .., , ,, . 

. ..;',',..,:,. .c:,,t.< i .  .: &ii .it..; 
,. !u:& "~5<. ! . ;~$, : :  

T l T L L  X V l l l  

OUTPATICHT. 
PART B 

T I T L E  XVIII 

4b 
1 

TITLE XIx 
INPATICMI  
ICoL ' ldl 

5d 
s 

-IMPATIENT 
'C0L 'x4 tJ  

5b 
s 

4c 

s 

lNPATlENT h 

O U ~ P , ^ N ~ ~ N T  
ACOUISITION 
I C O L ~ X  4.) 

5- 
s 

, , . ,  . . . ,  . I.. .: 
. ".. . .. 

+ <. . :.; :.:.,,., . 9.:: .,'> 

.<<> .;*,> :...?'>:,; 
, . j  ,: . . .* ... ,.i.i.::.. .. 'i 

Y)UTpP*yyT- 
I C O L ' X ~ C )  

50 

s 
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F D ~  Approved OM8 No. 7ZRlOlO 

PART I - COMPUTATION OF NET COST OF MEDICARE COVERED SERVICES 

CALCULATION OF REIMBURSEMENT SETTLEMENT - T I T L E  XVlll 
PART A AND PART B SERVICES 

PROVIDER N0.I  

HOSPITAL 

PERIOD: 
F ROY 
TO 

WORKSHEET E 
PART I 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



PART II - COMPUTATION OF THE LESSER OF REASONABLE COST OR CUSTOMARY CHARGES 

Fovm Approv.d 
OMB No. 7 Z R I O I O  

CALCULATION OF REIMBURSEMENT SETTLEMENT - TITLE XVlll 
PART A AND PART 0 SERVICES 

PROVIDER NO.: 

HOSPITAL 

PERIOD: 
FROM - W O R K S H E E T  E. . TO P A R T  II 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



PART 111 - COMPUTATION OF REIMBURSFMENT SETTLEMENT 
HOSPITAL SUBPROVIDER I SUBPROVIDER n SKILLED NURSING FACILITY 

DESCRIPTION PART A PART B PART A PART B PART A PART B PART A PART 8 
I 2 I 4 5 . I 7 0 

1 Net cart of Medicare cavered services excluding return 
on equity capitol and adiustments for bar, B costs 
(From Part I, line 26) s $ 1 $ s 1 S S 1 $ f 

2 Reimbursable return on equit capitol (Part A -from 
Supplemental Wkrt F, Port ll[ cot 3, line 5) (Part B - from 

2 2 2 Supplement01 Wkrt F, Part Ill, col 4b, line 5) 

r o R r  SSA -2552 IS-7s) 26 

OM0 No. 72-RlOlO 

CALCULATION OF REIMBURSEMENT SETTLEMENT -T ITLE XVl l l  
PART A AND PART B SERVICES 

PROVIDER NO.: PERIOD. 
FROM WORKSHEET E 

HOSPITAL I TO P A R T  t I I  

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



n HOSPITAL OIUePROVIDER I n SU~PROVIDER 11 OSUILLED NURSING FACILITY 
I CATEGORY 1 I CATEGORY 2 I CAlEC.ORY I 

. . 
OMB No. 72-R1010 

I INPATIENT I I 6 u i P i i i i ~ i  

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED TO TITLE XVl l l  
(MEDICARE) BENEFICIARIES 

DESCRIPTION - 
AMOUNT 

CHECK ONE: 

PROVIDER NO.: 

A R T  8 
AMOUNT 

S 

PERIOD: 
FROM 

TO 

3 L i s t  separately each retroactive lump sum adjustment amount based on 1 subseauent revision of the interlm rate for the cost reportin. perlod. I 

WORKSHEET E-I 

- 
MO. DAY. YR 

~ 1 . o  SLOW date of each payment. 
I f  none, write "NONE." 

1 
2 

Program to Provider 

Tatal interim payments to provider T. 

Interim payments payable on individual bills, either submitted or to be submitted to tho 
intermediary, for servi!:s rendered in  the coal reporting period. 
I f  none, wrlte "NONE. 

f ( 1 ( ( ) 
9 

Provider lo Progran~ 
( ( 1 

h ( 1 ( 1 ( 1 
i ( ( ) ( 
I I 1 ) 

TO BE COMPLETED BY INTERMEDIARY 

4 

sepora~eiy each tentative settlement payment ofter 
review. Also show date of each poyment. 

II none, write "NONE." 

SUBTOTAL (Sum of lines 30.30 minus sum of lines 31-3j) 
I I 

1; >.-:: 
TOTAL INTERIM PAYMENTS (Sum of lines 1, 2 and 3k) (Transfer to 

(1 ^ 

Wkst E, Part Ill, column as appropriate, line 17) 
,I , , 

I Program to Provider % 
I Provider 10 Program R I SUBTOTAL (Sum of lines 50 .5~  minus sum of lines 5d.51) 
I i 

6 1 Determined net settlement omount (balance due) based an the I Program to Provider a 
cost report (1) I Provider l a  Program / b 

7 TOTAL MEDICARE PROGRAM LIABILITY (Reimbursable cost, net 01 deductibles and 
coinsurance) (line 4 plus/minus lines Sg and 6) (Should equal omounts entered on Wk!t E, Part 
111, column as'appropriate, line 16) 

NAME OF INTERMEDIARY INTERMEOIARY NUMBER SIGNATURE OF AUTHOR 'E IMO. DAY. Y R I  

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



Fom hpprord 
OUB No. 7IRlOIO 

CALCULATION OF REIMBURSABLE BAD DEBTS 
TITLE XVl l l  -PART B I PROVIDER NO.1 PERIOD: 

HOSPITAL TO I WORKSHEET E-2 
I I 

2 

3 

DESCRIPTION 

4 

5 

7 1 Bad debtr for deductibles and colnsurance, net o f  bad debt recoveries 

HOSPITAL 
I ,  

S 
1 

Allowable return on equity capital (w -Amount S entered in cal 1, l ine 1 x ratio 
from Wks~ F, Part Ill, l lne 3) (cola 2-4 -From Wkst E, Part II, cols 4, 6, 8, as appropriale, l ine 3) 

I 

SUBTOTAL (Sum of l iner 1 and 2) 

6 

Net deductibler and coinsurance bi l led to Medicare (Part B) patients (line 6 mlnus l ine 7) 

Unrecavered from Medlcare (Part B) patients (line 5 minus line 0) (If l ine 0 exceeds line 5; transfer 
excess lo Wksl E, Part Ill, colr 1, 3, 5, 7, as appropriate, llne 8 and do not complete the balance 
of this worksheet) 

Total cost applicable to Medicare (m -From Wkst E, Part I, col 2, line 10 minus Part II, ~01'2, line 4; 
& 3. and 4 - F r o m  Wkst E, Part I, cols 4, 6, 0, as appropriate, l ine 1'8) 

Reimbursable expenses (w -From Wkst E, sum of Part I, col 2, l ine 21 nnd Part Ill, col 2, l ine 2 minua 
l ine 3; sols 2. 3. and 4 -From Wkst E, sum of Part I, cols 4, 6, 0, as appropriate, l ine 21, and Par, Ill, 
cols 4. 6, 8, as appropriate, l ine 2) 

Balance l o  be recavered from Medicare (Part B) patients (line 3 minus l ine 4) 

Deduclibles and colnsuronce billed RI Medicare (Part 0) patients , I I $ I s  . S 

10 I G m r r  bad debts (lesser of line 7 or l ine 9) IS 1s I S  I S  

SUBPROVIOER I 

2 

S 

$ 

I I I I 

$ 

12 ( Reimbursable bad debtr (line 10 minus l ine 11) (Transfer to Wkst E, Part Ill, cols 2, 4, 6, 8, as appropriate, line 7) 12 Is I * 

SUBPROVIDER I 1  

1 

S 

$ 

pp 

f $ $ 

I I I I I - 

CALCULATION OF PERCENTAGE OF BAD DEBTS FOR OUTPATIENT SERVICES APPLICABLE TO 
PROFESSIONAL COMPONENT OF HOSPITAL-BASED PHYSICIANS -COMBINED BILLING 

"ILLED 
F A C I L I T Y  

4 

s 

$ 

< .  i%i.~ . ' G I , .  11 

$ 

Bad debts applicable l a  professional component and unallowable under t i t l eXV l l l  (line 10 x ratio on l ine IS) 

. . 

Ratio of l ine 13 + line 14 (Multiply ratio times line 10 ond enter 
reru l l r  on l lne 1 1 ) 

3 
14 

FORM SSA -2552 13-11) 

:;,,.7,<.;"l;i'q:;q;2;,.:2 :; .,,, "1 

$ 
:. ,bk;?i;p{.:7+;$ . : g : i ~  :,.$;;ay;.$d At,,,.,J ?,I 13 

\ . ..r-.. $.: :::,+?.:i2~:r:!," ?F, 

Prafesrional component charger of hospital-based physicians 
included in  dduc,tibles and coinsurance on l ine 6 

Deduc~ibler and coinsurance (professional component and provider component) 
billed lo  Medicare (Par1 0 )  patients (From l ine 6) I $ 
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OM0 No. 72-R1010 

PART I 1  -COMPUTATION OF LESSER OF REASONABLE COST 
OR CUSTOMARY CHARGES 

CALCULATION OF REIMBURSEMENT 
SETTLEMENT 

0 TITLE v TITLE XIX 

rorrv SSA -2552 1s-7~1 
29 - ... .-a 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

PART I - COMPUTATION OF NET COST OF COVERED SERVICES 

PROVIDER no.: 

HOSPITAL 

HOSPITAL 
I 

4 

S 

( 

$ 

( 1 
S 

$ 

I 

S 

S 

DESCRIPTION 

Inpatlent oncillar services 
(From Wkrt D, coy6 or 9, line 28) 

Inpatient routlne services 
(From Wkst D-1, Part II, line !7) 
Intern and resident services (From Wkst D-2, 
Pori I, col 8 or 10. lines 9, 10, and 111 
Ambulance Services 
(From Supplemental Wkst D -5, col 2, line 4 or 6) 

SUBTOTAL (Sum of lines 1-51 

Differential i n  chorges between semiprivate accommodations 
and less than semipr~vate accommodations 

SUBTOTAL (line 6 minus line 7) 

Inpatient profession01 services rendered by hospital -based 
physicions -Combined Bill ing (Frcm Wkst D-3, col k or 
5d, 11ne 12) 

Amounts poid and payable by Workmen's Cornpensotion 

SUBTOTAL (Sum of lines 8 and 9 minus line 10) 

Deductibles and coinsumnce billed to heolth care progrm 
~npatients 
Bad debts for deductibles and coinsurance, net of bad 
debt recovaries. 
Net deductibles and cainsumnce billed to heolrh care 
program inpotients (line 12 minus line 13) 

Net cost of covered serv~ces ro health care program inpat~mts, 
excluding return on equity cap~tal (line 11 minus llne 14) 

PERIOD: 

FROM 
TO 

SUBPROVIDER I 
I 

S 

. . - - -2 - - .  

S 

( 

S 

( 1 
S 

S 

( 1 

S 

S 

WORKSHEET E-5  
PART I AND 

PART I I  

SUBPROVIDER I1  

J 

S 

, C. 

S 

( ) 

S 

( ) 

S 

5 

( 1 

5 

5 
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OM8 Na. 72-R1010 

CALCULATION OF REIMBURSEMENT 
SETTLEMENT. 

TITLE v r TITLE XIX 

PART Ill - COMPUTATION OF REIMBURSEMENT SETTLEMENT 

3 /SUBTOTAL (Sum of lines 1 and 2) IS 15 . IS 
I I 

PROVIDCR NO.: 

HOSPITAL 

DESCRIPTION 

1 

2 

PEROD: 
FROM 

TO 

HOSPITAL SUBPROVIDER 1 

Net cost of covered services to health core program 
inpatients, excluding return on equity copital (From 
Part I, line 15) 
Reimbursable return on equity arpitol 
(From Port II, line 3) 

4 Excess reoronable cost (From Port II, line 17) 

6 Recovery of  unreimbursd costs under lower of cost or 
charges (From Supplemental Wkst E -4. Part II, col 5, line 
2, or Supplemental Wkst E-4-1, Port Ill, col 6, line 2) 

WORKSHEET E-5 
P A R T  111 

SU8PROVIDCR I1 

( ) I (  I (  1 
5 

7 Amounts opplicoble to prior cost reporting periods resuliing 
from disposition o f  depreciable assets 

I I 2 I 3 

5 

Recovery of unreimbursed costs under cost limits (From 
Supplemental Wkst E-4-1, Part II, line 5) 

5 

8 

9 

10 

Balance due providerheolth core program (line 10 minus 
l ine 11) (Indicate over-payment i n  brackets) 

5 

Recovery of excess depreciation resulting from provider 
terminotion or a decrease in  Medicom utilization 

Unrehnded charges to beneficiaries for excess costs 
ermneously collected, based on correction of cost limit 

TOTAL COST -reimbursable to provider (Sum of lines 3, 5, 
and 6 minus sum of lines 4.8, ond 9plus or minus line 7) 

11 

roRU SSA-2552 ts-7s) 
30 K l l  l Q n  

Amount received and receivable from intermediary or State 
agency for current fiscal year on acavol basis (Exclude 
accelerated payments; include lump sum interim payments) 
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STATEMENT OF CHANCES I N  FUND BALANCES 
PROVIDER NO.: 

I4OSPlTAL 

Fund balance at beglnnlng of period 

Net Income (loss) (From Worksheet G3, line 32) 

Total (Sum of l ine 1 ond l ine 2) 

Additions (Credlt odiustments) (Specify) 

Total Additions (Sum of lines 4.9) 

Subtotol (line 3 plus Ilne 10) 

Deductions (Dablt odiustments) (Specify) 

Tot01 Deductions (Sum of lines 12-17) 

Fund balonce at end of ~ e r i o d  per boloncs sheet 
(line 11 minus l ine 18) 

PERIOD 
FROM 
TO 

WORKSHEET C.1 

GENERAL 

> 

S 

S 

FUN0 

S 

S 

S 

$ 

S 

S 

SPECIFIC 

S 

S 

PURPOSE FUND 

S 
> + I ,  

b e , 3 >  / ;  <, , 
S 

S 

$ 

S 

I 

ENDOWMENT 

S 

S 

FUND 

S 
. 3". 

1 . 
I 

S 

S 

S 

S 

PLANT 

S 

S 

FUND 

S 
' I "' . ., _ I  . . I , f l a -  i;, ::i$ 

< ,< "5  ,'<n ,'% .ha 4 
S 

S 

S 

-o>m w r t c  
m r t w  m w  - 

0 r 
W3-m 
N 3  3 

S m m 
3 Z 
r t - 4  

S . bw  

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



SUPPLEMENT B 
Attachment 4.19-D 
Page 33 F".,,., 

PART I1 - OPERATING EXPENSES 

OM8 N;; 7ZRIOlO 

1 Operating Expmsei ( P n  Worksheet A, -1 3, line 72) ........................................... I s 

STATEMENT OF PATIENT REVENUES 
AND OPERATING EXPEUSES 

TOTAL Doductions (Sum of lines 9-13) ( 1 ....................................................... 
TOTAL Opmting Expensor (Sum of linas 1 and 8 minus line 14) 
(Transfer to Worksheet 6 3 ,  line 4) ......................................................... 

PART I - PATIENT REVENUES 

PllOVlDLR YO.: 

HOSPITAL 

PCIlOD: 
FROM 
TO 

WORKSHEET 
G-2 
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OMB Urn. 71.R1010 

I ........ ........................................... 3 Net patient revenues (line 1 minus line 2) i.. 5 

STATEMENT OF REVENUE AND EXPENSES 

4 Less -Tot01 operating expenses (From Wkst G-2  Part line ................................. I 
5 Net income from service to patients (line 3 minus line 4, ......................................... I 5 

6 Other income: I 

WORKSHEET 
GJ 

PROVIDER NO.: 

1 

7 1 Contributions, donatirns, bequests, etc. .................................... 

PLRIOO: 
FROM 
TO 

Total patient revenues (From Wkst G-2, Port I, col 3, line 21) 5 ..................................... 

1 .................................................. Income from investments 

........................... 15 I Revenue from meals sold to employees and guests 

9 

10 

1 1 

12 

16 1 Revenu from m t o l  of l iv ing quarters ....................................... 

Revenue from telephone and telegraph sewice.. ............................. 
Revenue from television and radio service .................................. 
Purchase discounts. ...................................................... 
Rebates and refunds of ex~enses .......................................... 

17 

18 

19 

20 

21 

24 I Other (Specify) .......................................................... 

...... Revenue from sole of mnlicol and surgical supplies to other than p t i m t s  

.......................... Revenue from sole of drugs to other thon patients.. 

Revenue irom sole of medical records ond obstracts.. ........................ 
............................ Tuition (Fees, sole of textbooks, uniforms, etc.) 

. .....--.*-..-....a. Revenue from gifts, flower, coffee shops, and conteen .;. 
22 

23 

.......................................... Revenue from vending machines 

Rental of hospital space ................................................. 

26 

27 

28 

..................... ............................... Tot01 other income (Sum of lines 7 -25) ..- 
Total (line 5 pius line 26) ........................................... -_.. ..................... 5 

Other expenses (Specify):. .................................................. S 

30 

31 

32 

........................................................................... 
Total other expenses (Sum of lines 28 -30) ..................................................... 
Not income (or loss) for the period (line 27 minus line 31) ....................................... 4 
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MICHIGAN NURSING CARE FACILITY 

MICHIGAN SUPERVISED RESIDENTIAL CARE FACILITY 

STATISTICAL A N D  OPERATING COST REPORT INSTRUCTIONS 

I. General 

Nursing Care Facility as used in these instructions refers to all institutions 
caring for patients or clients in licensed nursing homes (basic and/or skilled 
nursing care facilities) and in licensed homes for the aged (supervised residential 
care facilities). 

Under the programs for the aged, the amount paid to a nursing care facility for 
services furnished eligible clients under the Social Security Act is the "reasonable 
costI1 for such services. The Michigan "Principles of Reimbursement1I as approved 
by the Auditor General on November 29, 1973, must be used in arriving at 
allowable nursing home care expenses in the reimbursement formula. 

A significant number of the facilities participating in the intermediate care and 
medical assistance programs use accounting methods and procedures which are 
adequate for the purposes of management but may not provide cost center 
expense distribution. The Statistical and Operating Cost Report schedules which 
accompany these instructions are designed to accommodate the reporting capabili- 
ties of homes maintaining basic bookkeeping records only. Since the report pro- 
vides a minimum of information to the State, each schedule in the report must 
be completed prior to filing. 

All reports are subject to audit. Each provider, therefore, is cautioned to retain 
all supporting documents (trial balances, grouping sheets, schedules and working 
papers) and have them available to the State auditor at the time he visits the 
facility. If you wish td file supporting documents with the report, it may help 
reduce the time you spend reviewing your records with the auditor. 

Poutine Nursin~ Care Services 

Routine nursing care service includes room and board, nursing services and sup- 
plies, recreational and diversional activities and other services related to the day 
to day care of the client in nursing care or in residential care facilities. 

Routine nursing care services does not include those services provided by the 
patients1 physicians, nor does it include the cost of prescription drugs, restorative 
physical or occupational therapies, laboratory, x-ray or similar health services. 
These exclusions are normally regarded in hospitals and larger extended care 
facilities as separate income producing divisions, and are referred to as 
"ancillary" services. For the purpose of the Michigan Nursing Care Facility 
Statistical and Operating Cost Report, all ancillary service costs (salaries, 
supplies and overhead allocation) are to be excluded from nursing home costs to 
arrive at a proper cost for routine nursing care service (see Schedule B). 
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Reportinq Periods 

Cost information i s  t o  be submitted within ninety days of the close of each 
faci 1 i ty  Is accounting year. Legislation requires the completion of a1 1 schedules 
in the annual cost report as the " . . . . . d i  rector shall  not authorize reimbursement 
to  any faci 1 i ty  which refuses.. . ." [Section 23 (6)] of Enrol led House Bi 11 4445, 
Public Acts of 1975. 

Accounting Basis 

The cost data submitted i s  acceptable only on the accrual basis of accounting. 

DatZ and Cost Information Forms 

Enclosed are  three se t s  of forms to  be used in determining the cost of routine 
nursing care services provided during the accounting year. Each nursing care 
f a c i l i t y  will complete Schedules A through F and submit two properly signed copies 
within ninety days of the close of i t s  accounting year. 

11. Instructions 

S ta t i s t i ca l  and Operati nq Cost Report 

The schedules attached, consisting of Schedules A ,  B ,  C ,  D (5  p a r t s ) ,  E and F and 
the Cert i f icat ion by Officer on page 8 must be completed by a1 1 providers par t ic i -  
pating i n  the intermediate care and medical assistance programs. 

Schedule A - s t a t i s t i c a l  and Operatinq Cost Report 

Expl anati on of terms : 

( 1  ) Provider Number: 

The code number assigned to a par t icular  f a c i l i t y  for  a spec i f ic  level of care. 
Should a given f a c i l i t y  have been issued two or more provider numbers, a 
separate report must be f i l ed  for  each provider number ( d i s t i n c t  pa r t )  provided 
separate cost center accounting i s  maintained i n  the general ledger. 

( 2 )  For Year Ended: 

Record the l a s t  date in the nursing home's accounting year. For example, a 
nursing home whose accounting year s ta r ted  Apri 1 1 , 1975 and ends March 31 , 
1976 w i  11 show " fo r  the year ended March 31 , 1976". 

( 3 )  Report of an "ent i  re f a c i l i t y "  or  a "d is t inc t  part": 

A f a c i l i t y  1 icensed and cer t i f ied  as a provider of one level of care only, 
w i  11 check the 1 ine preceding "enti r e  f ac i l i t y" .  
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A "d i s t inc t  part" i s  defined in  the Rules and  Regulations as "a clear ly 
ident if iable  area or section within a licensed home consisting of a t  
l eas t  a nursing uni t ,  w ing ,  f loor  or  building containing contiguous rooms 
providing a specif ic  type or level of care and service. Appropriate 
personnel are regularly assigned and working i n  the d i s t inc t  part  uhder 
qualified direction. The d i s t inc t  part may share services such as manage- 
ment services,  building maintenance and laundry w i t h  other units". . 

I n  view of the above, a single f a c i l i t y  having "dis t inct  part"  operations 
-- and i f  the faci 1 i  ty  maintains in  i t s  general ledger separate cost centers 

for  each d i s t inc t  part  in which d i rec t  expenses are recorded routinely 
throughout the accounting year, tha t  f a c i l i t y  w i  11 be expected to f i  l e  for  
the accounting year a separate S ta t i s t i ca l  and Operating Cost Report fo r  
each cer t i f ied  "d is t inc t  part". Each d i s t inc t  part report will include a 
separate Schedule A ,  B ,  D (1-5), . E ,  F and owner's cer t i f ica t ion;  duplicate 
copies of Schedule C may be f i l ed  for  the "entire f ac i l i ty"  and will contain 
identical data for  each d i s t inc t  part  report. 

(4 )  L'i censed as: 

Please check the appropriate box(es) t o  designate the ce r t i f i ca t ion  which 
has been issued as the level or intensi ty of care authorized under the Inter- 
mediate Care and Medical Assistance Programs (State) and/or the Health 
Insurance for  the Aged Act (Medicare - Federal). 

(5 )  Type Control.: 

Please check the category tha t  describes the nature of the ownership and the 
type control under which the faci 1 i ty operates. 

Schedule A - Total Expenses and Adjustments to  Expenses 

Line 1 - TOTAL EXPENSES refers to  the to ta l  expenses l i s ted  on Line 27 of Schedule D ,  
Section 2, and re f lec ts  the gross cost of operating the f a c i l i t y  (or d i s t inc t  p a r t ) .  
Total expenses o n  Line 27, Schedule D, Section 2, for  a "d i s t inc t  part" must repre- 
sent  only those expenses which have been allocated to  and are a part  of "d is t inc t  
part" operation; therefore, each l ine  item i n  the Schedule D, Section 2, must r e f l ec t  
that '  portion of expense only which relates  to  the d is t inc t  par t  operation. 

Fac i l i t ies  having "dis t inc t  part" cer t i f ica tes  may enter the i r  Schedule A Adjustments 
to  Expenses in  accordance w i t h  one of the following: 

(1 ) Prorate each i tern (Lines 2 through 25) on- the basis of the income earned 
by the specif ic  d i s t inc t  part  for  which the report i s  prepared t o  the 
f a c i l i t y ' s  to ta l  income, or 

( 2 )  Prorate each item (Lines 2 through 25) on the basis of the expense of 
operating the specif ic  d i s t inc t  part  for  which the report i s  prepared to  
the f a c i l i t y ' s  total  expense, or 
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(3)  Other methods which will arrive a t  reasonable values to portray the cost  
of operations for  the total  f a c i l i t y  and 'for each of i t s  d i s t inc t  parts .  

Please ident ify by footnote to  Page 1 of the report the method used i n  a l locat ing 
"d i s t inc t  part" Adjustments to  Expenses on Schedule A .  

Line. 2 - INCOME FROM TELEPHONE SERVICE: 

All cli'ent or patient charges for  bedside telephone and long distance fees are  
properly a reduction of to ta l  expenses (1 ine 1 ) whenever l ine  1 includes the cost  
of cl i e n t ' s  telephone extension and/or long distance to1 1 fees. Normally, income 
from-telephone service (whether a t  a rate  per l ine ,  fee per c a l l ,  and/or fee per 
long distance c a l l )  i s  recorded as a charge to the c l ien t ' s  account receivable and 
as a c red i t  t o  an income category (see Schedule D ,  Section 1 ). . 
Line 3 - EMPLOYEE AND GUEST MEALS: 

Revenue realized from the sa le  of meals i s  properly a reduction of expenses as 
raw food and cost of food preparation i s  included in' dietary expenses. ( see  
revenue from meals, Schedule D, Section 1, l ine  20): 

Line 5 - SALE OF MEDICAL ABSTRACTS, ETC.: 

Represents i ncome frequently real i zed from insurance companies, attorneys and 
' others in payment for  abstracts from medical records. The income i s  properly 

a reduction of expense as a1 1 costs relating to the service producing the revenue 
are included in the total  expenses f o r  the f a c i l i t y .  

Line 6 - SALE OF SCRAP, UASTE, ETC.: s 

Miscellaneous income whether realized from the sa le  of scrap metal, by-products 
of food, recovery of s i lve r  in x-ray, or  other salvage are properly a reduction 
of total  expense since the cost for  the i terns from which scrap i s  obtained has been 
recorded as an expense. 

, 

Line 7 - RENTAL INCONE: 

Where expenses (heat ,  l i gh t ,  depreciation, e tc . )  are shared between c l i en t  service 
areas and rental income areas,  the rental income received (or the cost ,  i f  determined 
by appropriate cost finding methods) may be used in the absence of a more sophisticated 
cost determination method to  reduce total  expenses and arrive a t  a f a i r  cost  o f ,  
operation fo r  c l ien t  care. 

Line 8 - CASH, TRADE, QUANTITY AND OTHER DISCOUNTS ON PURCHASES: 

Treatment of trade and quantity discounts as a reduction of expense i s  the generally 
accepted accounting procedure. Thi s treatment ref 1 ects departmental expense accounts 
correctly a t  net cost only. 

.Some accountants record "cash discounts" as "other income" in the income statement. 
If  the treatment of discounts i s  other than as a reduction of expense, the discounts 
must be shown on Line 8 as a reduction of total  operating expenses. 
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Line 9 - PURCHASE REBATES, REFUNDS; RECOVERY ON INSURED LOSS OF 
EXPENSES: 

Refunds andlor rebates represent additional purchase allowances and as such are 
a reduction in the purchase price of a product. If rebates are permitted to be 
recorded as income items, then the expenses are shown at inflated values. The 
purpose of Line 9, therefore, is to correct such inflated costs by properly re- 
ducing expenses by the amount of rebates, refunds or recovery on insured losses. 

Line 10 - ALLOWANCE FOR ADMINISTRATIVE SERVICES RENDERED 
SPECIALISTS: 

By agreement, a facility may process billings or make collections, etc., for 
selected nspecialistsw and receive a fee for the service. As this is a non-patient 
related service, the cost must be deducted from operating costs. Nursing homes 
that share such services may elect to either: 

(a) Compute the cost of providing the services for the specialists and record the 
cost on line 10. Calculations must recognize direct costs and provide over- 
head allocations and will be expected to satisfy the "test of reasonablenesstt. 
Or, 

(b) Assume the income received approximates the cost for the services provided 
specialists. Homes exercising this option will record such income (or fees 
received) on line 10 as costs shared with specialists (e.g., radiologists, 
therapists, etc.), and may be required by the field auditor to document if 
such income is significantly less than the cost to provide the services. 

Whichever option is used, the allowable operating cost must be reduced by an 
appropriate value for all non-client .(patient or resident) expense. 

Line 11 - INTEREST INCOME ON CO-MINGLED UNRESTRICTED FUNDS: 

Interest earned through investment of nursing home funds (other than from 
endowment funds) must be used to reduce interest expenses. If interest is a 
recognized operating expense, only the riel interest expense should be reflected 
as an allowable operating expense for purposes of cost determination. 

Interest earned from funds received as gifts and grants and where such monies 
are co-mingled with other operating funds, the interest earned should be used as 
a reduction of allowable interest expense in the same manner as required under 
the federal Medicare program. 

Line 1 2  - GRANTS, GIFTS AND INCOME: 

Such items designated by the donor for paying specific operating costs should be 
deducted from the particular operating cost of the program so endowed. The 
same interpretation will be found in the Medicare regulations. 

Line 13 - FUND RAISING EXPENSES: 

Expenses attributed to fund raising are not directly or indirectly related to the 
cost of providing client care. Therefore, costs for fund raising must be 
eliminated from expenses to arrive at  a corrected net operating expense. 
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L ine 14 - ANCILLARY SERVICE EXPENSES: 

A1 1 non-bed c l i e n t s '  serv ice (outpat ient  and/or res iden t ia l  care f a c i l  i t y )  
expenses must be el iminated from t o t a l  f a c i l i t y  expense t o  a r r i v e  a t  a 
reasonable net  operat ing expense for  rou t ine  nursing service care fo r  nurs ing 
home bed pat ients .  Anci 11 ary costs (sa lar ies ,  suppl ies, and overhead) must be 
deducted from t o t a l  operat ing expenses t o  a r r i v e  a t  the cost  f o r  " rou t ine  nursing 
services" . Therefore, a1 1 d i r e c t  expenses (sa la r ies  and suppl i es ) re1 a t i  ng t o  
ou tpa t ien t  and anci 1 l a r y  services plus an appropri ate overhead a1 1 oca t i  on f o r  
i n d i r e d t  expenses must be withdrawn from t o t a l  expenses. (See Schedule B f o r  
speci f ic :  -detai 1 s ) . 
Lines 15-25 - 
These spaces are provided f o r  the recording of addi t ional  items o f  expense o r  
income which should be disclosed i n  order t o  a r r i v e  a t  the proper ne t  cos t  fo r  
rou t ine  nursing care serv ices f o r  the f a c i  1 i t y  o r  " d i s t i n c t  pa r t " .  

L ine 28 - TOTAL NUMBER OF RESIDENT OR PATIENT DAYS OF CARE: 

See page 2, Schedule B, S t a t i s t i c a l  Data, l i n e  4, column 3 for  the t o t a l  number 
o f  days o f  care. 

Schedule B - Schedule of Other Than Residential o r  Routine Nursing Service Expenses 

The type f a c i l i t y  w i  11 determine the 1 ines i n  Schedule B which must be completed. 
The l i s t  shown i n  t h i s  schedule w i l l  serve as a check l i s t  t o  a s s i s t  i n  i d e n t i f y i n g  
those a n c i l l a r y  and other  services which through oversight might remain i n  t o t a l  
expenses. Fai) ure t o  remove anci 11 ary costs from operating expenses woul d have 
the e f f ec t  o f  i n f l a t i n g  rou t ine  nursing care costs. 

Anc i l l a r y  services as used i n  these ins t ruc t ions  are. defined as those nursing home 
cost  centers designed t o  generate income fo r  services which are o ther  than rou t i ne  
nursing care services (see d e f i n i t i o n  on page 1 of these i ns t r uc t i ons ) .  Simply 
stated: anci 17 ary serv ices are separate income producing d iv i s ions .  

Lines 1 through 4 i d e n t i f y  some of the anci 1 l a r y  services whose departmental costs 
must -be excluded from t o t a l  expenses. Each anci 11 ary department w i  11 record i t s  
d i r e c t  costs (sa la r ies ,  suppl ies and other departmental expenses) as shown i n  the 
departmental accounts i n  the genera7 ledger. 

A secona l i n e  e n t i t l e d  "overhead a l loca t ion"  i s  provided fo r  each a n c i l l a r y  
department. Overhead al locat ion.represents the reasonable share of overhead costs 
(1 i g h t ,  heat, insurance, administrat ive,  etc. ) consumed by each anci 1 l a r y  serv ice 
c p t e r  as determined by . t he  nursing home's aud i to r  o r  by others. Overhead a l loca-  
t i o n s  must be supported by working schedules which are kept  on f i l e  i n  the business 
o f f i c e  o f  each f a c i l i t y  f o r  the State aud i to r ' s  review. 

Lines numbered 6 through 14 are reserved for  those other- than-rout ine nursing care 
services purchased from outs ide vendors by the f a c i l i t y  fo r  i t s  c l i e n t e l e .  I f  
the cost o f  such purchased services has been included i n  t o t a l  expense (1  i n e  1 
o f  Schedule A), i t  must be disclosed i n  Schedule B. 

Schedule 0 's  Total  A n c i l l a r y  Service Expenses ( l i n e  15) i s  then t rans fe r red  t o  
Schedule A, l i n e  14, as discussed e a r l i e r  (see page 6 above). 
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Where applicable, record the requested data in each of the three (basic, skilled 
and total facility) columns. 

Single nursin care facility reports that are "certifiedn skilled nursing homes (one 
level of care 5 may properly record days of care in both the skilled care column 
& in the basic care column if basic nursing care patients were admitted during 
the accounting year. Under these circumstances, all three columns (skilled, ba- 
sic, total facility) would be used by a single certificate holding facility. 
However, the level of care authorized for a particular patient (basic, skilled or 
other) is not to be determined from the patient's rate of reimbursement. 

Lines 1 and 2 - 
State the number of beds available for use by patients. Temporary changes due 
to alterations, painting, etc., do not affect the facility's bed capacity. 

Line 3 - 
Total bed days available are determined by multiplying the number of beds avail- 
able during a period by the number of days in that period. Take into account 
increases or decreases in the number of beds available and the number of days 
elapsed since the increase or decrease. 

Line 4 - 
A patient day is the care of one patient during the period between the census - 
taklng hour on two successive days. The day of admission is to be counted and 
the day of discharge is not to be counted. Do not include both. When a 
patient is admitted and discharged on the same day, this period must be counted 
as one patient day. 

Line 5 - Percentage of Occupancy: 

Percentage of occupancy is the proportion of the total patient days to  the total 
possible patient days during a selected period of time. The total possible 
patient days are the bed days determined in item 3 above. 

Line 6 - 
A patient discharge, including death, is a formal release of a patient. However, 
when a patient has a leave of absence and the patient's bed is held pending his 
return, the day on which the patient begins such leave of absence is treated as 
a day of discharge and is I,U& counted as a patient day unless he returns to the 
facility by midnight of the same day. The day the patient returns to the facil- 
ity from a leave of absence is treated as a day of admission and is counted as 
a patient day if he is present at  midnight of that day. 

Line 7 - 
A patient admission is the formal acceptance of a person by a facility for 
nursing care as a patient or as a resident. 
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Line 8 - 
Statistics requested in items 8a, 8b, and 8c refer only to patients who received 
benefits under the medical assistance programs. Use care to record data in the 
correct column. 

et Accounts 

The information requested on the balance sheet statement is in simple condensed 
form. 

Most nursin homes will find the format used in Schedule C compatible with 
those used f or routine financial statements prepared for internal purposes. The 
information furnished in the report must reflect year-end balances after facility's 
auditor adjustments have been recorded in the general ledger. 

These abbreviated instructions are considered adequate, as all nursing care facili- 
ties (profit and non-profit) now file comparable annual balance sheet reports with 
federal and state agencies. The balance sheet schedule should include dollar 
values representing all assets, all liabilities and the value of the capital section 
as of the last day of the facility's accounting year. 

The balance sheet schedule must be completed for all facilities whether corpora- 
tion, partnership or proprietary. For the single facility having "distinct part1' 
operations, duplicate copies of Schedule C representing the balance sheet for the 
entire facility may be used for each distinct part cost report. 

ASSETS: 

"C S ahonhand includes all funds actually on hand or in bank I 

accounts subject to immediate withdrawal. Savings, deposits, certificates of 
deposit, etc., are to be classified under investments. 

ts and notes r e c e i v W  represent monies due the facility for services 
rendered clients or amounts due from creditors (i.e., notes receivable, interest 
receivable, advances, etc.) as of balance sheet date. The dollar amount recorded 
on the schedule will represent gross accounts and notes receivable less, if so 
recorded, an allowance for uncollectible accounts and notes receivable. 

tlInvestmentsll are normally permanent or long-term securities with value, but 
which are normally not available for immediate withdrawal. Investments include 
stocks and bonds, savings accounts, certificates of deposit, etc. 
It n t o w  designates those goods awaiting sale or use, and excludes those 
long-term assets subject to depreciation. Inventories are normally conservatively 
priced at the lower of "cost or marketn values. Inventories may include dietary 
supplies, housekeeping and linen, general stores and others in accordance with the 
practice in each individual home. 

represent that portion of the expenditures which will be car- 
ried forward into the next accounting period as a proper expense in some future 
period. Examples of prepaid expenses include membership dues, insurance 
premiums, rent, service contracts, etc. 
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"Fixed Assets" may include several cl  a s s i f j  cat i  ons of plant and equipment used 
i n the operati on of nursing homes : 1 and, bui 1 dings , leasehold improvements 
and equipment are  l i s t ed  on Schedule C.  If needed, other categories may be 
added by footnote to  Schedule C.  

Fixed asset  c lassif icat ions should be recorded a t  cost. The accumulated reserve 
fo r  depreciation f o r  each category should be shown in the "reserve" column. The 
sum of the net book values i s  extended t o  the asset column. I t  i s  essent ial  
supporting data be maintained in the home's business office t o  substant icte  
a1 1 .f igures reported. 

!%ccounts Payable" represents 1 iabi 1 ' t i e s  on routine transactions normal ty  kept 
. on open account and limited t o  amounts owing specif ic  creditors f o r  goods and/or 

servi ces purchased. ' . 
"Notes Payable" represents amounts due credi tors ,  normal ly evidenced by written 
instruments and may be of short-term or long-term duration. 

"Accrued sa l a r i e s ,  wages payable" represents the salar ies  and wages earned by 
employees b u t  not paid during the accounting period. To be recognized as an 
allowable expense, sa la r ies  accrued a t  the end of the accounting year must be 
paid w i t h i n  ninety days of the year end. 

"Deferred Income" i s  a l i a b i l i t y  i f  revenue i s  received before i t  has been earned. 
Services which wi 11  be rendered in a future accounting period f o r  which monies 
have been collected i s  an example of deferred income. 

"Lonq- term Li abi l i t i e s "  include mortgages payable, 1 ong-term notes payabl e and 
contracts payable. 

"Capital" includes the investnients made i n  the home by the owners (proprietary,  
partnership or  corporation). If capital  stock i s  involved, the amount outstanding 
a t  the balance sheet date wi 11 be shown. 

"Surplus" accounts resu l t  from a variety of transactions. The most common surplus 
account i s  "retained earnings" - the accumulation of undistributed earnings over 
the l i f e  of the corporation. 

The surplus section of the balance sheet i s  designed to  disclose the surplus 
balance a t  the beginning of the year,  the increases or decreases during the year 
and 'the end of the year balance. 

Schedule D - Analyses of Income and Expenses 

Section 1 of Schedule D - Selected patient revenue and other income accounts 

This schedule ident i f ies  a1 1 patient revenue by category of service. In addition, 
income derived from non-patient ac t iv i t i e s  i s  also shown in appropriate revenue 
accounts.' All sources of income must be recorded in  t h i s  schedule. 

Section 2 of Schedule D - Operatinq Expenses 

Individual costs as recorded in the home's general ledger are normally grouped by 
departmental function i n  the health care f a c i l i t y  chart of accounts. This schedule 
ident i f ies  most of the departmental' functions i n  nursing homes. Total expenses 
(1.i ne 27) i s  a1 so recorded on 1 i ne 1 , Schedule A.  
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To i l lus t ra te  the composition and type of expenses which are normally included 
in a few representative departments in the schedule - 
L3ne 1 - NURSING WAGES 

The total salaries and wages paid in the nursing serv7ces department for  ( 1 )  
bedside nursing care and  ( 2 )  for recreational activity salaries during the 
accounting period. Included in salaries and wages. for line 1 are: compensation 
for hours worked in providing care to the resident patient, sick pay, vacation 
pay, holiday pay and s h i f t  differential pay. 

-- 

Line 2 - NURSING WAGE FRINGES AND PAYROLL TAXES 

That portion of t he  payroll fringe benefit package which i s  allowable to the 
nursing and recreational salaries and wages recorded on line 1 should be recorded 
on line 2 ,  Schedule D, Section 2 .  

Nursing's fringe benefits include the nursing department's f a i r  share of payroll 
taxes (FICA, federal and s ta te  unemployment), insurance (hospitalization, health 
and accident and 1 i f e )  , workmen's compensation, income replacement, etc.  

Line 3 - RAW FOOD COSTS 

Includes only the costs of unprocessed food. Costs of preparation and serving 
are to be recorded on 1 i ne 5. 

Line 5 - OTHER DIETARY EXPENSES 

Salaries - Cooks, d ie t i  t ian,  ki tchen and cafeteria help 

Supplies - All purchases used in the department: i-ncludes meats, dairy 
products, vegetables, staples, etc. 

Other - Maintenance cost of dietary equipment, replacement of dishes 
and s i  1 verware, and/or contracted dietary services , etc. 

Line 6 ' - ADMINISTRATIVE AND GENERAL 

The sum of: Salaries - administration and clerical 

Supplies - a1 1 office and administrative supplies including 
magazine subscri ptions , postage, dues, etc. 

Other - Advertising, telephone and telegraph, insurance, 
repair and maintenance of office equipment, legal 
and audit expense, a1 1 employee fringe benefits, etc. 

For purpose.s of determining allowable. operating costs, the maximum amount of 
compensation that  may be paid full-time (40-hour work week) administrator(s) 
(vi z: combined salary for the administrator , assistant administrator, and/or 
administrative assistant)  may not exceed: 
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1 - 49 
50 - 99 

100 - 149 
150 and over  
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Maxi mum A1 1 owabl e 
Combi ned S a l a r y  A1 1 owance 

Paragraph: 405.426 "Pr- inciples  of Reimbursement f o r  Provider  Cos ts"  d e f i n e s  a 
reasonable  a1 1 owance o f  compensation f o r  s e r v i  ce s  of owners. To be reascnabl  e , 
an owner 's  compensation must "be such an amount a s  would o r d i n a r i l y  'De pa id  f o r  -- comparable s e r v i c e s  by comparable i n s  t i  t u t i  o n ~ .  " 
S a l a r y  ranges1 f o r  a d m i n i s t r a t o r s  and a s s i s t a n t  admin i s t r a to r s  developed by the 
Soci a1 Secur i  t y  Admi ni s t r a t i  on, Bureau of Heal t h  Insurance a s  r ea sonab le  1971 
(most r e c e n t  d a t a  a v a i l a b l e )  compensation f o r  Michigan a r e  a s  fo l l ows :  

Medi an 
M'edi an A s s i s t a n t  A s s i s t a n t  

Bed S i z e  Adminis t ra tors  Admin i s t r a to r s  Adrni n i s t r a t o r s  Adminis t ra tors  

250 and over  $1 2,000-27,000 $20,350 $12,000-18,000 $1 5,500 

To i n t e r p r e t  the above g u i d e l i n e s ,  one must use Medicare's p o i n t  system f o r  
p l ac ing  owner /adminis t ra tor  compensation w i t h i n  the appropri  a t e  range:  exper ience  
formal educa t ion ,  and . o the r  c o n s i d e r a t i o n s  a r e  ass igned va lues  , the r e s u l  t i  ng t o t a l  
de te rmines  t h e  r e l a t i v e  p o s i t i o n  an owner has w i th in  the range and becomes his 
maximum a l lowable  compensation. 

The do1 l a r  va lues  used i n  the s c h e d u l e  above r e p r e s e n t  1971 survey  r e s u l t s .  To 
update  the va lues ,  t h e  fo l lowing  percentages  a r e  used: 

For 1973 1.088 i s  a p p l i e d  t o  above va lues  

i 974 1.138 i s  appl i e d  t o  above i a l  ues 

1975 a s  e s t ima ted  1.188 is  a p p l i e d  t o  above values  
I 
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Line 9 - OPERATION AND MAINTENANCE OF PLANT 

Salaries - Bui 1 di ng engi neer and mai ntenanee personnel 

Supplies - U t i l i t i e s  (gas, o i l ,  e l ec t r i c ,  water), small tools, paint,  e tc .  

Other - Purchased repair  services , etc .  . 
Line 1 1 .-: .PHARMACY 

Salaries - Registered pharmaci s t ( s )  

Supplies - Drugs and medications 

Line 15 or  Lines 24-26 - 
Nonally,  general ledger account balances are grouped with other ledger account 
balances and appear on one of the apprqpriate l ines printed in Schedule D ,  
Section 2. However, unusual expense categories which are s ignif icant  i n amount, 
may be -recorded separately in one of the 1 ines identified by th i s  paragraph. 

Lines 17 and 18 - DEPRECIATION 

The allowable depreciation expense i s  restr ic ted to  the s traight- l ine method of 
calculation. Amounts claimed must be supported by appropriate records in the 
home's accounting department. For fur ther  instructions, see Schedule D ,  Section 3 
below. 

Line 19 - PURCHASED SERVICES 

This 1 ine i s  reserved for  those special services or supplies a nursing home may 
purchase for  individual c l ien ts ,  pay with nursing home funds and recover i t s  
cost through collections from the cl ient  or  patient.  Purchased service expenses 
which would be used on 1 ine 21 include: 

X-ray, 1 aboratory , physi cal therapy, occupational therapy, braces, 
individual wheel chairs and/or physi cian-prescri bed non-routine 
nursing care type expendi tures . 

Section' 3 of Schedule D - Depreciation' 

Include a l l  depreciable assets u s i n g  for  asset  cost the values reported fo r  income 
tax purposes during the period covered by th is  report. Use the s t ra ight - l ine  
method for  determining the amount of depreciation allowance claimed f o r  the account- 
ing year, and apply the reasonable 1 i f e  for  each depreciable asset (normally asset 
1 i f e  acceptable to  the Internal Revenue Service would be acceptable fo r  the Medicaid/ 
Medl care program). 

The assessed. valuation which appears on your most recent real e s t a t e  tax bi 11 
should be shown in  the space requested. I t  i s  the intent of the schedule to  exclude 
land values from the real property assessed valuation. 
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This schedule i s  for informational purposes only. T h e  d a t a  requested i s  readily 
avai 1 able from schedules contained in your federal report on employee earnings 
( v i z :  W-2's). The schedule's total represents the total salary and wages paid 
during the calendar year. 

Section 5,  Schedule D - Fixed Asset Schedule 

1h;'~ixed Asset Schedule i s  designed t o  summarize the cost d a t a  contained in the 
-- faci l i ty 's  "lapse schedule", "plant ledger" or similar record of fixed assets by . 

category (building, equipment, etc. ) and  by year of acquisition. The d a t a  recorded 
in this schedule should conform with cost values used in column 3 "Cost or other 
basis" of Schedule D ,  Section 3. 

The remaining portion of D-5 i s  devoted t o  identifying the number of square feet 
within the facil i ty t h a t  is  used for: 

Line 1 - patient areas (bed areas, day rooms, etc. ) 
Line 2 - offices - administrative areas 
Line 3 - residence - living quarters assigned personnel 
Line 4 - service areas - self-explanatory 

Schedule E - Statement of Provider Transactions with Businesses Having Comon 
6 Ownership (Related Organizations) 

Schedule E i s  designed t o  identify those costs for which reimbursement i s  claimed 
t h a t  contain expenditures for services, faci l i t ies ,  and/or supplies furnished to 
the provider by organizations .related t o  the provider by common ownership or 
control. 

Part I of Schedule E must be completed by - all  providers. 

Parts I I and  I1 I of Schedule E mu.st be completed whenever the answer t o  Part I 
i s  "yes". 

Schedule F - Statement of Admi ni strator 's  and/or Owner's Compensation 

Schedule F i s  designed t o  show the compensation p a i d  t o  administrators as well 
as. compensation paid t o  sole proprietors, partners and corporati on officers. 
The amount shown in the schedule i s  also in the total expenses (l ine 27, 
Schedule D ,  Section 2 ) .  

Compensation i s  defined as the total benefit received or receivable by the 
administrator or owner for the services he renders the institution. I t  includes 
salary amounts paid for managerial, administrative, professional and other 
services; amounts paid by the institution for the personal benefit of the owner; 
and the cost of the assets and services which the owner receives from the 
institution. 
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Each cost report submitted must contain a certification to the accuracy of the 
report and be signed by an officer or administrator of the nursing home or 
supervised residential care facility. 

. . ion of Certified Public Accountant ( O ~ t i o u  

The certification of the cost report by a certified public accountant is optional 
and may be made either in the abbreviated statement printed on the lower half 
of page 8, or in a separately prepared statement. However, the signed opinion 
must certify to the reliability of data contained in the "Statistical and Operating 
Cost Reportt1, Schedule C and D, Sections 1, 2 and 3. 

MAILING ADDRESS FOR THE C0MPLETF.D REPORT 

Mr. Richard E. Maharan 
Institutional Review Division 
Bureau of Medical Assistance 
Michigan Department of Social Services 
300 S. Capitol Avenue 
Lansing, Michiggn 48926 

All questions and inquiries should be addressed to: 

Mr. Richard E. Maharan at the above address or by telephone: 
area code (517) 374-9530. 

* 
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I !  

MICHIGAN NURSING CARE FACILITY 
MICHIGAN SUPERVISED RESIDENTIAL CARE FACILITY 

b 
r 
i 
I:. 
! 

STATISTICAL AND OPERATING COST REPORT 

SCHEDULE A 

City 

. 
Licensed As 

u Hospital . Extended Care (Title XVIII) 
Nursing Home Skilled Nursing Home 
Home for Aged Basic Nursing Home 

Residence for the Aged 

1. TOTAL EXPENSElS ( L i a  27 Schedule D. Sec. 2) 

ADJUSTMENTS T 0 EXPENSES 

2. Income from telephone s e w i c e  (pry stations excluded) 
3. Employee and guest meals 

Prwider  Number 

F w  Year Endad 

Raporl of ( C k c k  Onel 

Entlre Facil i ty 
~ i s t r n ; t  Pa t i  

Voluntary Non-Profit 
Governmentrl 
Proprietary 

Individual 
Par tnersh~p - 

Corporation 
0 Other 

5. Sale of medical abstracts. etc. 
6. Sale of scrap. waste, etc. 
7. Rental Income 
8.  Cash. trade. quantity and other discounts on purchases 
9.  Rebates, refunds, recovery on insured loss  of expenses 

10. Allowance for admmistratlve services rendered specialists  
11. Interest income on commingled Unnstricted Funds 
12. Gradts. g ~ f t s .  and Income designated by donor for speclfic expenses ' 
13. Fund ~ a l s k g  Expenses 
14. Ancillary s e w t c e  expense (Schedule B) 
15. Other 

26. TOTAL ADJUSTMENTS (Lines 2 through 25) 

27. Net Cost Routine Nursing Care Service (Line 1 l e s s  Line 26) 

28. Number of r e s ~ d e n t  or patient days of care 

29. Average daily cost  for Routrne Nursing Services 

NOTE: This report is subject  to audit. 
1. 

055.1976 111-771 
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SCHEDULE 8 

SCHEDULE OF OTHER THAN RESIDENTIAL OR ROUTINE NURSING SERVICE EXPENSES 

t o l l  Per 
Baobr 

Amount 
Non.Rou~nne 
Nurs~ng Cora 

Anctllory Services (P ro f css~ona l l ~  manned) 

1. Pharmacy - d ~ r e c ~  costs 
overhead a l loca l~on 

.2. Hadlology - d~rect  Costs 
overhead allocalton 

3. Laboratory - dlrecl costs 
overhead allocalton . 

. 4. Therapies - direcl costs 
overhead a l locat~on 

5. Other - S 
s 

Purcha'smd Services that or* included i n  expenses (lin* 1, Scheduk A): 

7. X-Ray Services 

8. Laboratoty Services 

9. Physical Therapy Treatments 

10. Occupational Therapy Ttestments 

I I. Speech Therupy Treatments 

12. Braces and/or Prosthettc Devices 

13. Physician and Dental: 
Scrv~ces o l  physicians 
Serv~ces o l  dentists 

14. Other: , 

15. Total Ancillary Service Expenses (Schedule A L ~ n e  14) 5 

S f  A f  IS7 !CAL OAT  A 

Complete Cols. 1. I .  and J 
for factlolr checked aborr 
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Providmr No. 

OIIicersp Salaries 

Total Sa\ar~es and 
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SCHEDULE D 

ANALYSES OFJNCOME AND EXPENSES 
Provldcr Number 

SCHEDULE D. SECTION 1 

SKI.ECTED PATIENT REVENUE(except routine nurmng services) 
ANI) OTHER INCOME ACCOUNTS 
Inp;allenl itevenue: 

I. s 
1 -. 
.I. Oxv~en  
4 .  131-d and Plasma 
5. Pharmacy 
6.  X-Ray 
7. Ldboralory 
R. 
11. Yrdlcal Supplies - 10. Therapy 

I \ .  
12. Pallent Laundry Income 
1.1. 

Ou~pallent Revenue 

14. X-Ray 
IS. I.aboratory 
lh .  Emrrgcncy 
17. Therapy 
18. 
19. 

Other Income: 
20. Hrvrnuc from meals sold cmployees. Ruesls. elc. 
21. Hrvenue from sale d r u ~ s .  supplies. laundry l o  others - 

than pr lants .  
22. Hcvrnuc from rcnlal of non-patient laci l t t tes 

"23. I'uri-haw dtscuunls (Trade. Q u a n ~ ~ t y .  T tme. Rebate) - 
24. ( ' tmlr~bul~np dun;*llons. bequcsls. etc. 
25. Ini.llmc from Inves~men~r  
2h. Olhrr 
27. 

;dlcll 

SCHEDULE D, SECTION 2 

OPERATING EXPENSES 

1. Nu rs~ng  Wages 
2. Nurstne Wage Fnnges and 

Payroll Taxes . 
3. Raw Food Costs 

SubTotal  
4. Other Nursing Expenses 
5. Other Dietary Expenses 
6. Admintstrative and General 
5. Hous-keeptng 
9. Laundry and L ~ n e n  
9. Operat~on and Maintenance 

o f  Plant 
10. Medical Supplies 
11. Pharmacy 
12. X-Ray Dept. 
13. Laboratory Dept. 
14. Therapy Dept. 
15. 
16. Outpatient Dept. 
17. Depreciation - Buildings 
IS. Depreciation - Equtp.. etc. 
19. Purchased Services 
20. Rent 
21. Interest 
22. Property Taxes 
23. Asroclation Dues 

27. Tota l  Expenses I 
SCHEDULE D. SECTION 3 

Tolals to Itnra 17 Ik 10. Schrdutc D. Srotion 2. ebon 

DEPREClAT ION 
(Lines 17 and 18. above) 

~..**.cd valwt lon - Real Pmpcny 
txclusirr  01 land S- 

Prnonal Pmprfly S - 
055-1176 I l l - 7 7 )  

Ocprecution allowed 
or allowable in 

pnor year 

S 

COSI or 
other basin 

S 

Drsrnptnon 01 Ptopcny 

Oualdmlr . . . . . . . . .  

Dalr 
Acquired 

Method conput~ng 
Dcprrcrm~~on 

SP.IS~I LIW 

L i l e  or rate Deprrc~m~~on clm8mcd 
lor ~h t s  year 

t 1 
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SCHEDULE C 
Provider Number 

BALANCE SHEET ACCOUNTS ON . 19 --- 
(da le)  

1. Cash on hand and in banks 
2. Accounls and notes receivable (less allowance S . ) 
3. Inventories prtced at 
4. lnvrslments 
5. Prepatd Expenses 

6. Fixed Assets: - Cosl Reserve Book Value 

a. Land 
b. Buildings 
c. Leasehold loprovemats - 
d. Equipment 

7. TOTAL ASSETS 

8. Accounts Payable 
9. Notes Payable 

10. Accrued salaries. wages. fees payable 

11. Deferred Income 

Long Term Liabilities: 

12. Mortgage Payable 
13. Notes Payable 
14. Other 

15. TOTAL LIABILITIES 

CAPITAL 

16. Owners Equity (Proprietary or Partnership) 
17. Capital Stock (Corporation) outstandint 

18. Surplus - beginning of year 
19. current year's oprating profit (loss) 
20. other surplus account transactions (net) 
21. 'balance. end of year 

22: TOTAL LIABILITIES AND CAPITAL 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State:  MICHIGAN Attachment 4.19-E 
Page 1 

POLICY AND METHODS FOR TIMELY CLAIMS PAYMENT 

I The Michigan Department o f  S o c i a l  S e r v i c e s  d e f i n e s  a "claimll a s  a " b i l l  f o r  
8 /23/79  s e r v i c e s "  i n  accordance w i t h  42  CFR 4 4 7 . 4 5 ( b ) .  

Rev.  8/23/79 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Requirements for Third Party Liability – Identifying Liable Resources 

TN NO.:  21-0017  Approval Date: :     JAN 14, 2022  Effective Date: 1/01/2022 

Supersedes 
TN No.: 07-05 

1. Frequency of Data Exchanges

433.138: Determining Liability of Third Parties 
(d)(1) – State wage information collection agencies (SWICA): the Michigan Department of Health 
and Human Services (MDHHS) receives a SWICA file, but no longer uses this file to determine 
employer sponsored health insurance. Instead, MDHHS uses the Michigan insurance disclosure 
program that requires health insurance carriers and pharmacy benefit managers to submit 
member eligibility data on a monthly basis at minimum. 
(d)(2) – Commercial health insurance carriers: monthly at minimum 
(d)(3) – IV-A: Part of the SWICA exchange 
(d)(4) – Workers’ compensation: Monthly 

– Motor vehicle: MDHHS has a data exchange agreement with the Michigan State Police
Traffic Crash Reporting System (TCRS): Weekly
– Trauma codes: Weekly

2. Timeliness of Follow-up

433.138(g)(1)(ii): When appropriate the MDHHS follows up on acquired information within 30 days 
to determine the legal liability of other resources. County caseworkers, as a matter of routine, 
pursue potential employer leads for both outside income and other insurance.  Other third party 
resources discovered by the caseworkers as a result of the follow up are reported to third party 
and incorporated into the third party and eligibility case files.  This information is accessed to 
assure appropriate claims payment. 

Within 60 days information is obtained to determine the legal liability of other resources.  Health 
insurance information received from the caseworkers is entered on the TPL master file for use in 
both the cost-avoidance and recovery processes. 

433.138 (g)(2): Workers Compensation 
MDHHS contracts with a vendor who receives a quarterly file from the department of workforce 
development (DWD) which contains social security numbers utilized for matching purposes. 

433.138 (g)(2):  Insurance Disclosure Requirement 
This program that requires health insurers to disclose eligibility information on all insured Michigan 
residents monthly, at minimum. This information is used by Michigan to match against the 
Medicaid eligibility files to identify Medicaid members with insurance coverage. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Requirements for Third Party Liability – Identifying Liable Resources 

TN NO.:  21-0017  Approval Date: :     JAN 14, 2022  Effective Date: 1/01/2022 

Supersedes 
TN No.: 07-05 

3. Motor Vehicle Data Match and Tort/Casualty Processing

433.138 (g)(2)(ii): The motor vehicle data exchange agreement allows for matching recipient 
claims data with the Michigan State Police Traffic Crash Reporting System (TCRS) accident files 
for potential matches and potential recovery action. 

4. Methods for Paid Claim Follow-up

433.138 (g)(3), 433.138 (g)(4): MDHHS identifies and pursues paid claims that are indicative of 
trauma and injury for the purposes of determining the legal liability of third parties. Once the 
aggregation of claims meets the threshold, a questionnaire is mailed to the recipient requesting 
information to determine if recovery is possible. The collection case file maintained by the MDHHS 
Third Party Electronic Database (TED) contains all information relevant to management of the 
case. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of Michigan 
 

Requirements for Third Party Liability – Payment of Claims 

 
 

 
TN NO.:  24-0016  Approval Date:  SEPT 25, 2024                    Effective Date: 10/01/2024 
 
Supersedes 
TN No.: 21-0017 
 

Guidelines Used to Determine When to Seek Reimbursement from a Liable Third Party 
 
The following criteria are used in selecting claims which will be billed to third party insurers, or will be 
investigated for further collection action: 
 
433.139 (d)(3); 433.139 (f): Health Insurance 
 
Through analysis of schedules of benefits, payment statistics, and the denial notices sent to us by 
insurance carriers, certain items and services are excluded from cost avoidance and have been 
eliminated from post payment billing. 
 
When it is discovered that commercial insurance benefits have been paid to the provider or the insured 
in duplication of the medical assistance payment to the provider, recovery of amounts that are greater 
than $20 is sought from the provider within 12 months of the claim from date of service. Amounts of less 
than $20 are pursued directly from the payer within three years of the claim from date of service if staff 
time permits recovery. 
 
433.139 (f)(2): Thresholds for Seeking Reimbursement 
 
MDHHS uses no accumulation threshold for health insurance reimbursement. 
 
Health insurance recovery action on claim types likely to be covered by insurance occurs when payments 
made by the MDHHS are greater than $20.00 for medical services and $15.00 or greater for pharmacy 
services.  
 
Personal injury investigative action occurs when hospital bills with trauma diagnoses having billed 
amounts equal to or greater than $300 are investigated. Investigative resources which would be required 
to pursue smaller bills can be used more productively to carry out tasks that yield much higher rates of 
return. 
 
Casualty cases are pursued when they meet a $300 threshold for automobile and workers’ compensation 
cases and $1,000 for general liability and medical malpractice.  Cases under the threshold may be 
pursued if time permits.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of Michigan 
 

Requirements for Third Party Liability – Payment of Claims 

 
 

 
TN NO.:  24-0016  Approval Date:  SEPT 25, 2024                    Effective Date: 10/01/2024 
 
Supersedes 
TN No.: 21-0017 
 

 
 
Third Party Billing Conditions: 
 

1. Monitoring Provider Compliance: 
433.139 (b)(1); 433.139 (b)(3): Cost Avoidance 
 
Claims are processed in an automated environment, according to configurable table rules. These 
rules describe avoidance criteria in terms of claim content and provider supplied insurance 
explanation codes on claims. When the claim conditions match the configured table rules, the 
cost avoidance edits prevent payment, and tell providers that other insurance is available to bill 
prior to Michigan Medicaid. 

 
433.139 (c): The State requires the provider to utilize all other resources to their fullest extent 
before presenting the claim to Medicaid for payment. Providers must secure other insurance 
adjudication response(s) which must include claim adjustment reason codes (CARCS) prior to 
billing Medicaid.  
 
433.139 (b)(3): If the insurance provided by a non-custodial parent has restrictions for services 
received outside a service area, the dependents are treated as uninsured. This kind of insurance 
information is either not added to the dependent’s eligibility record on MMIS or it is removed 
when the situation is identified. This assures that access to medical care is not precluded or 
diminished by provider concerns about payment when a non-custodial parent is uncooperative 
in claiming insurance benefits. 
 
Michigan complies with the following requirements. 

 SSA section 1902 (a)(25)(e): the requirement for states to apply cost avoidance 
procedures to claims for prenatal services, including labor, delivery, and postpartum care 
services. 

 SSA section 1902 (a)(25)(e): the requirement for states to make payments without 
regard to potential third party liability for pediatric preventive services, unless the state 
has made a determination related to cost-effectiveness and access to care that warrants 
cost avoidance for up to 90 days. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of Michigan 

Requirements for Third Party Liability – Payment of Claims 

TN NO.:  21-0017  Approval Date:     JAN 14, 2022  Effective Date: 1/01/2022 

Supersedes 
TN No.: 16-0013 

• SSA section 1902 (a)(25)(f): State flexibility to make payments without regard to
potential third party liability for up to 100 days for claims related to child support
enforcement beneficiaries.

433.139 (b)(1); 433.139 (d): Providers are monitored for compliance with insurance billing 
requirements through post payment recovery responses. If a report of prior payment to either 
the provider or the insured person is received, the amount paid by the insurer is recouped from 
the provider. 

2. 433.139 (d), 433.139 (f): Provider Based Billing, also Called “Disallowment” Nationally

Provider based billing occurs when Medicare (parts a, b and d), Medicare advantage insurance
coverage, Medicare supplemental insurance coverage, and other commercial health insurance
coverage is discovered after Medicaid has paid provider claims. Under provider-based billing,
Medicaid produces notices that are sent to the providers of service with instructions to bill
Medicare or the other health insurance carrier. If payment is received from Medicare or the
other health insurance carrier, providers need to adjust their original Medicaid claim. If an
adjustment is not received, or if the provider does not forward a copy of the Medicare or other
health insurance carrier denial, Medicaid will recoup its payment 30 days from the date of the
provider based billing.

3. 433.139 (d), 433.139 (f): insurance Based Billing, also Called “Direct Billing” Nationally

Insurance based billing occurs when Medicare advantage insurance coverage, Medicare
supplemental insurance coverage, or other commercial health insurance coverage is found after
Medicaid has paid provider claims and after a provider’s timely filing allowance has expired with
these carriers. Under insurance based billing, Medicaid produces and sends claims to the other
health insurance carrier directly for payment recovery purposes.
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Attachment 4.30 
Page 1 

C i t a t i o n  Sanct ions f o r  Psych ia t r i c  Hospi ta l s  

1 9 0 2 ( y ) ( l ) ,  ( a )  The S t a t e  a s su re s  t h a t  t h e  requirements  o f  
1 9 0 2 ( y ) ( Z ) ( A ) ,  s e c t i o n  1 9 0 2 ( y ) ( l ) ,  s ec t ion  1 3 0 2 ( y ) ( 2 ) ( ~ ) ,  acd 
and Sec t ion  s e c t i o n  1 9 0 2 ( ~ ) ( 3 )  of t h e  Act a r e  met con=e=:i:g 
1 9 0 2 ( ~ ) ( 3 )  s anc t ions  f o r  p s y c h i a t r i c  h o s o i t a l s  t h a t  do E ~ =  
of :he Ac= meet :he requirements of p a r t i c i p a t i o n  when :ke 
(P .L. 131-508, h o s p i t a l ' s  d e f i c i e n c i e s  immediately jeopard ize  
Sec t ion  4 7 5 5 ( a ) ( 2 ) )  t h e  hea l th  and s a f e t y  of i t s  p a t i e n t s  o r  do not 

immediately jeopardize t h e  h e a l t h  and s a f e t y  of  
i ts  p a t i e n t s .  

1 9 0 2 ( ~ )  (1) ( A )  
of t h e  A c t  

1902(y)  (1) ( B )  
of t h e  A c t  

1902(y) ( 2 )  ( A )  
of t h e  A c t  

( b )  The S t a t e  te rmina tes  t h e  h o s p i t a l ' s  
p a r t i c i p a t i o n  under t h e  S t a t e  p l an  when t h e  
S t a t e  determines t h a t  t h e  h o s p i t a l  does not  
m e e t  t h e  requirements f o r  a  p s y c h i a t r i c  
h o s p i t a l  and f u r t h e r  f i n d s  t h a t  t h e  h o s p i t a l ' s  
d e f i c i e n c i e s  immediately jeopardize t h e  h e a l t h  
and s a f e t y  of i t s  p a t i e n t s .  

( c )  When t h e  S t a t e  determines t h a t  t h e  h o s p i t a l  does 
not m e e t  t h e  requirqments f o r  a  p s y c h i a t r i c  
h o s p i t a l  and f u r t h e r  f i nde  t h a t  t h e  h o s p i t a l ' s  
d e f i c i e n c i e s  do not immediately jeopard ize  t h e  
h e a l t h  and s a f e t y  of i t s  p a t i e n t s ,  t h e  S t a t e  
may: 

1. t e rmina te  t h e  h o s p i t a l ' s  p a r t i c i p a t i o n  
under t h e  S t a t e  plan; o r  

2. provide t h a t  no payment w i l l  be  made 
under t h e  S t a t e  p lan  with r e s p e c t  =: 
any ind iv idua l  admitted t o  such 
h o a p i t a l  a f t e r  t h e  e f f e c t i v e  d a t e  st 
t h e  f inding;  o r  

3 .  t e rmina te  t h e  h o s p i t a l ' s  p a r t i c i p a t i o n  
under t h e  S t a t e  p lan  and provide  t h a t  
no payment w i l l  be  made under t h e  
S t a t e  p l an  wi th  reapec t  t o  any 
ind iv idua l  admitted t o  such h o a p i t a l  
a f t e r  t h e  e f f e c t i v e  d a t e  of t h e  
f ind ing .  

(d) When t h e  p s y c h i a t r i c  hoap i t a l  desc r ibed  i n  ( c )  
above has  not  complied with t h e  requirements  f o r  
a p a y c h i a t r i c  h o e p i t a l  wi th in  3 months a f t e r  t h e  
d a t e  t h e  hoep i t a l  is found t o  be o u t  of 
compliance with such requirements,  t h e  S t a t e  
s h a l l  provide t h a t  no payment w i l l  be  made under 
t h e  S t a t e  p lan  wi th  r e spec t  t o  any i n d i v i d u a l  
admi t ted  t o  such hoap i t a l  a f t e r  t h e  end of such  
3-month period. 

TN No. 93 - 24 
Approval Date /O d d  - 4 3  E f f e c t i v e  Date 7-/-43 
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Attachment 4.30 
Pzge 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Sbte of MICHIGAN 

Procaram Administration 

Citation Sanctions for MCOs and PCCMs 

1932(e) (a) The State will monitor for violations that involve the actions 
42 CFR 428.726 and failure to act specified in 42 CFR Part 438 Subpart I and 

to implement the provisions in 42 CFR 438 Subpart I, in 
manner specified below: 

(b) The State uses the definition below of the threshold that 
would be met before an MCO is considered to have 
repeatedly committed violations of section 1 903(m) and thus 
subject to imposition of temporary management. 

(c) The State's contracts with MCOs provide that payments 
provided for under the contract will be denied for new 
enrollees when, and for so Iong as, payment for those 
enrollees is denied by CMS under 42 CFR 438.730(e). 

- Not applicable; the State does not conbact with MCOs, 
or the State does not choose to impose intermediate 
sanctions on PCCMs. 

TN NO.: 03/13 Approval Date: L / $ $ , L ~ ~  Effect~ve Date: 0811 312003 

Supersedes 
TN No.: N1A - new page 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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OMB NO.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State :  MICHIGAN 

INCOME AND ELIGIBILITY VERIFICATION SYSTEM PROCEDURES 
REQUESTS TO OTHER STATE AGENCIES 

1. We request quarterly wage information f rom the  Michigan 
Employment Security Commission, which is not yet  the  designated 
SWICA. 

2. We request, from the  Secretary of Sta te ,  using an on-line inquiry 
system, descriptions of any licensed vehicles owned o r  being 
purchased by recipients. 

3.  Since t h e  Michigan Department of Social Services is a single S t a t e  
agency with a single da ta  base, information f rom all o the r  s t a t e  
administered programs is routinely available while making 
determinations of Medicaid eligibility. 

'1.N No. 87-4 
Supersedes 
TN No. N/A 

Approval Da te  Q4/16/87 Effect ive  D a t e  06/01/86 

HCFA ID: 0123P/0002P January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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Attachment 4.33-A 
Page 1 
OMB NO.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

StateITerritory: MICHIGAN 

METHOD FOR ISSUANCE OF MEDICAID ELIGIBILITY CARDS 
TO HOMELESS INDIVIDUALS 

The homeless individual may designate where helshe wants the Medicaid 
eligibility card sent, including the local Department of Social Services office. 

'11u No. 87-IJ 
Supersedes 
TN No. &!A 

Approval Date 08/26/87 Effective Date 01/01/87 

HCFA ID: 1080P/0020P January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



STATE OF MICHIGAN 
Attachment 4.34-A 
p. l(a) 

JOHN ENGLER, Governor 

DEPARTMENT OF PUBLIC HEALTH 
3423 N. LOGAN I MARTIN L. KING JR. BLVD. 
P.O. BOX 30195, LANSING, MICHIGAN 48909 
VERNICE DAVIS ANTHONY, MPH, Dlrector 

November 25, 1991 

TO: Administrators/Managers of Hospitals, Nursing Homes, 
Hospice Programs, Home Health Agencies and 
Health Maintenance Organizations 

FROM: Walter S. Wheeler 111, 
Bureau of Health Systems 

SUBJECT: New Federal Requirements 

The Federal Omnibus Budget Reconciliation Act of 1990 (OBRA) 
contains a section we now refer to as the "Patient Self- 
Determination Actw (PSDA) which imposes new responsibilities on 
certain providers of Medicare and/or Medicaid services. 
Effective December 1, 1991, hospitals, nursing homes, certain HMO 
agencies, home health agencies and hospice programs are required 
to develop policies.and programs on advance directives and those 
programs must: 

Provide written information to patients/residents . 

at admission regarding their rights under State 
law to make decisions regarding medical care and 
on the programs' policies governing implementation 
of those rights. 

Document in the patient/resident medical record 
whether or not he/she has executed an advance 
directive. 

Ensure compliance with the requirements of 
Michigan law respecting advance directives at the 
institution. 

8 Provide, individually or with others, education , 

for staff and the community on issues concerning 
advance directives. 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.



Attachment  4.34-A 
Page l(b) 

Page hjo 
November 25, 1991 

• Not condition the provision of care or otherwise 
discriminate against an individual based on 
whether or not the individual has executed an 
advance directive. 

In addition to this memorandum, this mailing contains a 
reprinting of the federal statutory change along with a 
short article on practical considerations regarding 
implementation that should be shared with your legal advisor 
and those responsible for implementation of this new 
requirement. 

To assist you in explaining patients' rights under Michigan 
law, the Michigan Department of Public Health convened a 
panel of experts who were responsible for drafting and 
finalizing the enclosed guide entitled "MICHIGAN NOTICE TO 
PATIENTS.Iv While you are required to provide the 
information contained in this guide to your patients at the 
time of admission, you are not required to use the document 
provided by the State. You may photocopy the material (with 
or without your own logo) or you may elect to include the 
contents of the guide in other material you are preparing to 
fulfill this new regulatory requirement. 

Long-term care providers (nursing homes) will notice that 
the "MICHIGAN NOTICE TO PATIENTSvv differs from the 
memorandum we issued in February 1991, which implied that a 
guardian was needed if a resident was no longer "able" to 
make his/her treatment decisions and that resident had not 
previously appointed a surrogate decision maker consistent 
with Michigan law.. Our panel of experts considered this 
matter carefully and, concluded that it is not always 
necessary to seek guardianship appointments when residents 
are "unablem to exercise their treatment decision options. 

We believe this material will be of considerable assistance 
as your program changes to meet new federal requirements. 
We understand that-several provider organizations- are 
working with their members to assist in implementation. 
Questions specific to a type of provider should be referred 
to that organization. In addition, the legal community has 
expressed significant interest in this subject and is 
available for consultation. Many State Senators and 
~epresentatives have available in their office material 
describing the process for the appointment of a surrogate 
decision maker consistent with Michigan law. I 

Enclosure 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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REQUIRED BY THE PATIENT SELF DETERMINATION 
ACT ("PSDA") 

Distributed by the Mlchlgan Department 
of Public Health 

Bureau of Health Systems 
Not 1991 

MICHIGAN NOTICE TO PATIENTS 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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YOUR RIGHTS TO MAKE MEDICAL TREATMENT DECISIONS 

We are giving you this material to tell you about your right to make your own decisions about 
your medical treatment. As a competent adult, you have the right to accept or refuse any 
medical treatment. "Competent" means you have the ability to understand your medical 
condition and the medical treatments for it, to weigh the possible benefits and risks of each 
such treatment and then to decide whether you want to accept treatment or not. 

WHO DECIDES WHAT TREATMENT I WILL GET? 

As long as you are competent, you are the only person who can decide what medical treat- 
ment you want to accept or reject. You will be given information and advice about the pros 
and cons of different kinds of treatment and you can ask questions about your options. But 
only you can say "yes" or "no" to any treatment offered. You can say "no" even if the treat- 
ment you refuse might keep you alive longer and even if others want you to have it. 

WHAT IF I'M IN NO CONDITION TO DECIDE? 

If you become unable to make your own decisions about medical care, decisions will have to 
be made for you. If you haven't given prior instructions, no one will know what you would 
want. There may be difficult questions: for instance, w o ~ ~ l d  you refuse treatment if you were 
unconscious and not likely to wake up? Would you refuse treatment if you were going to die 
soon no matter what? Would you want to receive any treatment your care givers recom- 
mend? When your wishes are not known, your family'or the courts may have to decide what 
to do. 

WHAT CAN I DO NOW TO SEE THAT MY WISHES ARE HONORED IN THE 
FUTURE? 

While you are competent, you can name someone to make medical treatment decisions for 
you should you ever be unable to make them for yourself. To be certain that the person you 
name has the legal right to make those decisions, you must fill out a form called either a 
durable power of attorney for health care or a Patient Advocate Designation. The person 
named in the form to make or carry out your decisions about treatment is called a Patient 
Advocate. You have the right to give your Patient Advocate, your care givers and your family 
and friends written or spoken instructions about what medical treatment you want and don't 
want to receive. 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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WHO CAN BE MY PATIENT ADVOCATE? 

You can choose anyone to be your Patient Advocate as long as the person is at least 18 years 
old. You can pick a family member or a friend or any other person you trust, but you should 
make sure that person is willing to serve by signing an acceptance form. It's a good idea to 
name a backup choice, too, just in case the first person is unwilling or unable to act when the 
time comes. 

WHERE CAN I GET A PATIENT ADVOCATE DESIGNATION FORM? 

Many Michigan hospitals, health maintenance organizations, nursing homes, homes for the 
aged, hospices and home health care agencies make forms available to people tree of 
charge. Many senior citizens' groups and church and civic groups do, too. You can also get a 
free form from various members of the Michigan legislature. Many lawyers also prepare 
Patient Advocate Designations for their clients. The forms aren't all alike. You should pick the 
one which suits your situation the best. 

.+OW DO 1 SIGNA PATIENTADVOCATE DESIGNATION FORM SO THAT IT'S 
VALID? 

I 

All you have to do is fill in the name of the advocate and sign the form in front of two wit- 
nesses. But that's not as simple as it sounds, because under this law some people cannot be 
your witnesses. Your spouse, parents, grandchildren, children, and brothers or sisters, for 
example, cannot witness your signature. Neither can anyone else who could be your heir or 
who is named to receive something in your will, or who is an employee of a company that 
insures your life or health. Finally, the law disqualifies the person you name as your Patient 
Advocate, your doctors and all employees of the facility or agency providing health care to you 
from being a witness to your signature. 

It is easier to make a Patient Advocate Designation before you become a patient or resident of 
a health care facility or agency. Friends or co-workers are often good people to ask to be 
witnesses, since they see you often and can, if necessary, swear that you acted voluntarily 
and were of sound mind when you made out the form. 

January 1, 2025 Version. This  plan is provided for informational use only and does not replace the original version.
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DO I HAVE TO GIVE MY PATIENT ADVOCATE INSTRUCTIONS? 

No. A Patient Advocate Designation can be used just to name your Patient Advocate, the 
person you want to make decisions for you. But written instructions are generally helpful to 
everybody involved. And, if you want your Patient Advocate to be able to refuse treatment 
and let you die, you have to say so specifically in the Patient Advocate Designation document 
itself. Any other instructions you have you can either write down or just tell your Patient Advo- 
cate. Either way, the Patient Advocate's job is to follow your instructions. 

CAN I JUST GIVE INSTRUCTIONS AND NOT NAME A PATIENT ADVOCATE? 

Yes, you can simply tell somebody, for example, your care giver or your family and close 
friends, what your wishes are. Better yet, you can write what is called a "Living Will," which is 
a written statement of your choices about medical treatment. Even though there is not yet a 
state Living Will law, courts and health care providers still find Living Wills valuable. Those 
taking care of you will pay more attention to what you have written about your treatment 
choices, whether in a Patient Advocate Designation or a Living Will, because they can be 
more confident they know what you would have wanted. Most doctors, hospitals and other 
health care providers will also pay attention to what you've said to others, especially your 
family, about medical treatment. But again, it's better for everyone involved if you write your 
wishes down. 

DO 1 HAVE TO MAKE A DECISION NOW A BOUT MY FUTURE MEDICAL 
TREATMENT? 

No. You don't have to fill out a Patient Advocate Designation or a Living Will and you don't 
have to tell anybody your wishes about medical treatment. You will still get the medical treat- 
ment you choose now, while you are competent. If you become unable to make decisions, but 
you've made sure that your family and friends know what you would want, they will be able to 
follow your wishes. Without instructions from you, your family or friends and care givers may 
still be able to agree how to proceed. If they don't, however, a court may have to name a 
guardian to make decisions for you. 

IF I MAKE DECISIONS NOW, CAN I CHANGE MY MIND LATER? 

Yes. You can give new instructions in writing or orally. You can also change your mind about 
naming a Patient Advocate at all and cancel a Patient Advocate Designation at any time. 
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lou should review your Patient Advocate Designation or Living WilI at least once a year to make sure 
it still accurately states how you want to be treated andlor names the person you want to make decisions 
for you. 

WHAT ELSE SHOULD I THINK ABOUT? 

Treatment decisions are difficult. We encourage you to think about them in advance and discuss them 
with your family, friends, advisors and care givers. You can and should ask your facility or agency 
about their treatment policies and procedures to be sure you understand them and how they work. 

If you want more information about a Patient Advocate Designation or Living Wills, or sample forms, 
pIease ask your care givers for assistance. Many facilities and agencies have staff available who can 
answer your qustions. Additional materials may be available from your state representative or senator. 
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OMNIBUS BUDGET RECONCILIATION ACT OF 1990 
P.L. 101-508 

TEXT OF THE PATENT SELF- '@) to document in the individual's medical record 
DETERMINATION ACT whether or not the individual has executed an advance 

directive; 

SEC. 4206. MEDICARE PROVIDER AGREE- '(C) not to condition the provision of care or otherwise 
MENTS ASSURING THE IMPLEMENTATION discriminate against an individual based on whether or 
OF A PATIENT'S RIGHT TO PARTICIPATE IN not the individual has executed an advance diiectivc; 
AND DIRECT HEALTH CARE DECISIONS 
AFFECTING THE PATIENT. "0) to cnsun compliance with requirements of Sute law 

(whether statutory or as recognized by the courts of the 
(a) In General - Section 18fh(a)(1)(42 U.S.C. 1395cc(a)(l)) State) respecting advance dimlives at faciliries of h e  
is amended - provider or organization; and 

(1) in subsection (a)(]) - 
(A) by s~iking "and" at the end of subparagraph (0). 

(B) by saiking the period at thc end of subparagraph 
(P) and insating ", and". and 

(0 by inserting afta subparagraph (P) h e  following 
new subparagraph: 

'(a in the case of hospitals, skilled nursing 
facilities. home health agencies, and hospice 
programs. to camply with tht requirement of 
subseaion ( f )  (relating to maintaining written 
policies and procedures respecting advance direc- 
tives)."; and 

(2) by insening after subsection (e) the following new 
subsection: 

"(f)(l) For purposes of subsection (a)(l)O and sections 1819 
(c)(2)0. 1833(r). 1876(c)(l). and 1891(a)(6). the requirement 
of this subseetion is that a provider of services or prepaid or 
eligible organization (as the case may be) maintain written 
policies and procedm with respect to all adult individuals 
receiving media can by or through the provider or organiza- 
tion - 

"(A) to provide written information to each such 
individual concerning - 
"(i) an individual's rights undcr Slate law (whether 
statutory or as recognized by the couns of the State) 
to make decisions concerning such medical care. 
including the right to aECCpt or refuse medical or 
surgical lrcatmcnt and the right to formulate advance 
directives (as defined in paragraph (3)). and 

"(ii) the written policies of the providcr or arganiza- 
tion respecting the implementation of such rights; 

"0 to provide (iidividually or with others) for education 
for staff and the community on issues concerning 
advance directives. 

Subparagraph (C) shall not be construed as requiring the 
provision of care which conflicts with an advance directive. 

'(2) The written in fmt ion  described in paragraph 
(l)(A) shall be pvidcd to an adult individual - 

'(A) in the case of a hospital. at the time of the 
individual's admission as an inpatient, 

'(B) in the case of a skilled nursing facility. at the 
timc of Ihc individual's admission as a resident, 

'(C) in the case of a home health agency. in advance 
of the individual coming under the care of the 
ag=Y * 

"(D) in the case of a hospice program, at the time of 
initial receipt of hospice we by the individual ffom 
the program, and 

'Q in thc case of an eligible organization (as 
defined in section 1876(B)) or an organization 
providcd payrncnts under section 1833(a)(l)(A). at 
the lime of enrollment of the individual with thc 
organization. .. 

'(3) In this subsection. the term 'advance directive' 
mcans a written insmaion. such as a living will or 
durablc powa of attorney for heallh care, recognized 
under Slatc law (whether statutory or as recognized by 
the c a w  of the State) and relating to the provision of 
such care when  he individual is incqxitated.". 

(b) Application to Rcpaid Organizations. - (1) 
Eligible Organizations. - Scction 1876(c) of such 
Act (42 USC. 1395 mm(c)) is amended by addimg 
at the end the following new parapph: 
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"(8) A contract under Lhis section shall provide that the . SEC. 4751. REQUIREMENTS FOR ADVANCED 
eligible organization shall meet the requirement of section DIRECTIVES UNDER STATE 
1866(f) (relating to maintaining writtcn policies and proce- PLANS FOR MEDICAL ASSISTANCE. 
dures-*ting advance direcGvcs).". - (a) In General. - Section 1902 (42 US.C. 1396a(a)). as 

amended by sections 4401(a)(2). 4601(d). 4701(a). 471 1. and 
(2) Other Prcpaid Organizations. - Section 1833 of such 4722 ofthis title. is amended - 
Act (42 U.S.C. 13951) is amended by adding at the end 
the following new subsection: (1) in subsection (a) - 

"(r) The Secretary may not provide for palmcnt under 
subsection (a) (1) (A) with respect to an organimion unless 
the organization provides assurances satisfactory to the 
Secretary that the organization meets the requirement of 
section 1866(f) (relating to maintaining written policies and 
procedures respecling advance directives).". 

(c) Effect on State Law. - Nothing in subsdons (a) and @) 
shall be consaued to prohibit the application of a State law 
which allows for an objection on the basis of conscience for 
any health carc provider or any agent of such provider which. 
as a matter of conscience. cannot implement an advance 
directive. 

(d) Conforming Amendments. - 
(1) Section 1819 (c)(l) of such Act (42U.S.C. 1395i- 
3(c)(l)) is amended by adding at the end the following 
new subparagraph: 

(A) by striking "and" at the end of paragraph (55). 
(B) by striking the period at the end of paragraph 
(56) and insening "; and", and 

(C) by inscning after paragraph (56) the following 
new paragraphs: 

"(57) provide that each hospital, nursing facility, provider 
of homc health care or personal care srrvices, hospice 
program. or hcalth maintenance organization (as defined 
in section 1903(m)(l)(A)) receiving funds under the plan 
shall comply with the requircments of subsection (w); 

"(58) provide lhat the State. acting through a State 
agency, association. or olher private nonprofit entity, 
develop a written description of the law of the State 
(whethm statutory or as recognized by Ihe courts of the 
State) concerning advance directives that would bc 
disuibutcd by providms or organizations under the 
requircments of subsection (w)."; and 

"(E) Information Respecting Advance Directives. - (2) by adding at Ihe end the following new subsection: 
A skilled nursing facility must comply with thc 
requirement of scction 1866(f) (relating to maintain- "(w)(l) For purposes of subsection (a)(57) and sections 
ing written policies and procedures respecting 1903(m)(l)(a) and 1919(c)(ZXE). the qu i rmcn t  of this 
advance directives).". subsection is that a provider or organization (as the w e  

m y  be) maintain written policies and procedwes with 
(2) Scction 1891(a) of such Act (42 U.S.C. 1395bbb(a)) rcspcct to all adult individuals receiving medical care by 
is amended by adding at the end the following: or through the provider or organization - 
'(6) The agency complies with the requirement of section 
1866(f) (relating to maintaining written policies and 
procedures respecting advance directives).". 

(e) Effective Dates. - 
(1) The amendments made by subsections (a) and (d) 
shall apply with rr~pect to services furnished on or after 
the first day of Ihe first month beginning mok than 1 
year after Ihe date of the enactment of this Act. 

(2) The amendments made by subsection (b) shall apply 
to contracts under section 1876 of he Social Security Act 
and payments under section 1833 (a)(l)(A) of such Act 
as a fmt day of the tint month beginning more than 1 
year afm the date of the macunent of this Act. 

"(A) to provide wriuen information to each such individual 
conarning - 

"(i) an individual's rights under State law (whcthcr 
statutory or as recognized by the courts of the State) to 
make decisions conccming such medical care. including 
the right to accept or refuse medical or surgical treatment 
and the right to formulate advance directives (as defied 
in paragraph (311, and 

"(ii) the provider's or organization's written policies 
respecting the implanentatjon of sucb rights; 

'(B) to document in the individual's medical recard 
whether or not the individual has executed an advance 
directive; 

'(0 not to condi tim the provision of care or otherwise 
discriminate against an individual based on whether or 
not the mdividual has executed an advance directive? 
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(D) to ensure compliance with nquircmmu of State law (c) Effective Date. -The amendmenu made by Lhis section 
(whetha sWutm Or as mgnizd of Ur Sute) wih respecl to f-shed on or the 
respecting advance directives; and fmt day of the first month beginning more than 1 year after 

"(E) to provide (individually or with others) for education the date of the emactmen1 of this Act. 
for staff and the community on issues concerning 
advance directives. (d) Public Education Campaign. - 

Subparagraph (C) shall not be construed as requiring the 
provision of can which conflicts with an advance directive. 
"(2) The written information described in paragraph (l)(A) 
shall be provided to an adult individual - 

"(A) in the case of a hospital. a the time of the 
individual's admission as an inpatient. 

"(B) in the ease of a nursing facility. at the Lime of the 
individual's admission as a resident. 
"(C) in the case of a provider of home health care or 
personal care services. in advance of the individual 
coming unda the care of the prwida, 
"(D) in the case of a hospice program. at the time of 
initial receipt of hospice care by the individual from the 
p r o m  and 
"O in the case of a health maintenance organization, at 
the time of avollment of the individual with the organi- 
zation. 

"(3) Nothing in this section shall be cansmed to prohibit the 
application of a State law which allows for an objection on 
the basis of conscience for any health care provider or any 
agent of such provider which as a matter of conscience cannot 
implement an advance directive.". 
"(4) In this subsection, the term 'advance directive* means a 
written insauction, such as a living will or durable power of 
attomey for health can. recognized unda State law (whether 
statutory or as mgnizcd by the c o w  of the State) and 
relating to the provision of such care when the individual is 
incapacitated. 

(1) In General. - The Smtary. no later than 6 months 
altcr the date of enactment of this section. shall develop 
and implement a national campaign to infonn the public 
of the option to execute advance directives md of a 
patient's righu to participate and direct health care 
decisions. 

(2) Development and Distribution of Information. -The 
Sccrctary shall develop or approve nationwide informa- 
tional materials that would be distributed by providers 
under the requirements of this section. to inform the 
public and the medical and legal profession of each 
penon's right to make decisions concerning medical care, 
including the right to accept or refuse mcdical or sugical - 
ueatment. and the existence of advance directives. 

(3) Roviding Assistance to States. - The Secretray shall 
assist appropriate State agencies. associations, or otha 
private entities in developing the State-specific docu- 
ments tha would be disdbuted by providers under the 
rquircrnents of this section. Thc S m t a r y  shall funha 
assist appropriate State agencies, associations. or otha 
private entities i i~ ensuring that providers arc provided a 
copy of the documents that are to be dislributed unda the 
requirements of the section. 

(4) Duties of Secretary. -The Secrelary shdl mail 
information to Social Security recipients. add a page to 
the medicare handbook with rcspcct to the provisions of 
this section. 

(b) Conforming Amendments. - PROVIDED COURTESY OFTHE NATIONAL HEALTH 
LAYWERS ASSOCIATION 

(1) section 1903(rn)(l)(A)(42 U5.C. 1396(b)(m)(l)(A)) 
is amended - 

(A) by inserting 'meets the nquircment of section 
1902 (w)" after "which" the fvtt place it appears, 
and 
(B) by inserting "meets the requirement of section 
1902(a) and' after "which" the second place k 
appears. 

(2) Section 1919(c)(2) of such Act (42US.C. 
1396r(c)(2)) is amended by adding at the end the 
following new subparagraph: 

Infarmation respecting advancc dircctivcs. - A 
nursing facility must camply wilh the requirement of 
section 1 W w )  (relating to maintaining written 
policies and procedures respecting advana direc- 
tives) :. 
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PRACTICAL CONSIDERATIONS FOR HEALTHCARE PROVIDERS 
REGARDING THE IMPLEMENTATION OF THE PATIENT SELF- 

DETERMINATION ACT OF 1990 

By Thoma M.  Fahey. Esquire. and Anne M. M q h y .  Esquire. 
ojcofield ungaretti Harris & Slavin, Chicago, Illinois. 

Healthcare instutions subject to the patient selfdetcrmina- 
tion provisions of OBRA 1990 (the "Act") will need to 
address a number of issues regarding implementation of the 
Act. Some of thcsc questions involve interpreting the 
language of the Act itself and. when issued, regulations to 
be promulgated by the Health Care Financing Adminislra- 
tion (HCFA), (the "Regulations"). Others involve deciding 
whether it is advisable to take measures technically not 
mandated under thc Act. but which may logically flow from 
these requiements. 

Set forth below are a number of issues commonly raised by 
healthcare institutions making preliminary plans for 
compliance with the Act htitutions may derive some 
comfon from the recognition that they are not alone in 
having these questions; however. there are not pat answers 
to most concerns. Lack of definitive guidance is caused by 
a number of factors, including the relatively broad nature of 
the Act, the cumnt lack of regulatory guidance and antici- 
pated brevity of the interpetive Regulations. the continuing 
evolution of Slate law in many jurisdictions regarding 
advance directives and the right to terminate life suppon, 
and the need to evaluate the Act's requiremcnu in thc 
context of each institution's uniquc characteristics. 

O The Act requins distribution of watten injormation to 
certain patients. Many institutions are unclear as to the 
scope of their responsibilities in implementing this provi- 
sion. 

(a) Written information must have fuo components: (i) 
a summary of individual rights under State law to makc 
decisions regarding medical carc (including thc right to 
refuse or accept medical treatment arld execute an 
advance directive); and (ii) the written plicies of the 
entity regarding implementation of those rights. 

(i) 'The summary of State law ultimately should be 
furnished to providers by a State agency or 
assockion, thereby presumably maximizing 
consistency among institutions. In some jurisdic- 
tions, rapid evolution in the law will make it very 
difficult to compile an accurate, understandable 
summary. 

(ii) Each institution will be rcquircd to maintain a 
written policy regarding application by it of Stote 
law covering the right to accept or tcrmmatc 

medical treatment and execute advance directives. 
Healthcare institutions without such a policy in 
place will have to draft one. In drafting such a 
document, some institutions may avail themselves 
of State-specific form policies distributed by 
agencies or associations. Thought must be given to 
which persons or committees arc bcst suited to thc 
task of drafting or approving this policy. This may 
be especially difficult for nonhospital entities such 
as nursing facilities and home health agcncies, 
which may not have expertise to address fully Lhcsc 
concerns. If State law in this arca is confused, 
formulation of a written policy rcflccting the law 
will be made more difficult. 

(b) Written information is to be distributed to a11 a d f s .  
'The Act makes no provision for distributing writtn 
information to an adult patient that is admitted or 
initially comes under c a ~  while incompetent. Unlcss 
addressed in the Regulations. institutions will have to 
decide whether or how to distribute written infonnation 
in these situations. 

(c) Written information, generally stated. must be 
distributed to the patient ot the lime ojodmission to a 
hospital or nursing facility. or initially upon coming 
undcr the care of a home health agency, hospice or 
HMO. "Admission" is not defined in the Act, although 
it might be clarified in the Regulations. If consistent 
with the Regulation, institutions might consider mailing 
written infonnation with preadmission materials. 

(d) The Act is silent as to exactly how. or by whom, the 
witten i n f o ~ t i o n  is to be distributed to patienu. 
lnstilutions may wish to consult with othcr providers 
alrcady voluntarily making this type of infonnation 
available to get a sense of the range of options available 
(i.e.. use of social workers. chaplains, designatcd 
professional or nonprofessional staff memkrs). 

(c) 7hc Act docs not instruct an institution how to 
handle inslanccs in which distribution of writcn 
information prompts a patient request to uecute an 
dvance directive. In othcr words, institutions are 
neither required to. nor prohibited from. providing 
assistance to patienu wishing to pnparc such a docu- 
ment. Again. preliminary indications are that the 
Regulations also will not provide a mandate on this 
issue. As a result, institutions probably will have to 
decidc for themselves whether to decline any involvc- 
ment in this process. make fonns available or 
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provide more extensive counseling regarding advance 
directives. If an institution decides to provide some 
guidance to patients, care must be taken to avoid the 
appearance of undue influence by institution personnel 
(this may be especially w e  in nursing facilities) -for 
example, by prohibiting employees from witnessing 
advance directives if this is not already prohibited under 
State law. 

(2) Institutions must document the patient's medical record 
to indicate whether an advance directive exists. m e  Act 
does not rquire that a copy of the advance directive be 
obtained and made a pan of the medical record. although 
State law regarding advance directives may otherwise 
impose this obligation upon Lhe attending physician. 
hospitals. or other providers. Institutions nevertheless might 
decide that the advance directive should bc made a part of 
the medical record, with provisions for confiiing its 
continued validity upon any re-admission or renewal of 
services. 

(3) TBe Act mandates that institutions provide education lo 
the stqfand t k  cowununiry regarding advance directives 
issues. It is imporlan~ UI note that these programs can be 
provided by a number of different instiartions acting 
collectively. 

Provided Courtesy of the National Health Lawyers Associa- 
tion 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT- 

State/Territory: M i  chi uan 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Corrrpliance for Nursing Facilities 

The State uses other factors described below to determine the seriousness of 
deficiencies in addition to those described at §488.404(b) (1): 

TN No. 95-13 
Supersedes Approval Date: //-a ' 7 5  Effective Date: 9-30-95 
TN No. q.l/-a/ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Michigan 
ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Termination of Provider Aureement: Describe the criteria (as required at 
§1919(h) (2) (A)) for applying the remedy. 

X Specified Remedy 
(Will use the criteria and 
notice requirements specified 
in the regulation.) 

TN NO. 95-/5 
supersedes Approval Date : )'-jl-95 Effective Date: 9- 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIT?? ACT 

~tate/Territory: Michigan 

ELIGIBILITY CONDITIONS AND REQUIRENESTS 

Enforcement of Compliance for Nursing Facilities 

Temporarv Manasement: Describe the criteria (as required at §1919(h) (2) (A)) for 
applying the remedy. 

X Specified Remedy - - Alternative Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation.) 

(Describe the criteria and 
demonstrate that the alternative 
remedy is as effective in deterring 
non-compliance. Notice requirements 
are as specified in the regulations.) 

TN No. 9515 
Supersede Approval Date : 11-2-95 Effective Date: *- 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Mi chi gan 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Denial of Payment for New Admissions: Describe the criteria (as required at 
§I919 (h) (2) (A) ) for applying the remedy. 

X- Specified Remedy - Alternative Remedy 

(Will use the criteria and 
notice requirements specified 
in the regulation.) 

(Describe the criteria and 
demonstrate that the alternative 
remedy is as effective in deterring 
non-compliance. Notice requirements 
are as specified in the regulations.) 

TN No. 93--/5 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Enforcement of Compliance for Nursing Facilities Civil Money Penalty: 

- Specified Remedy - X Alternative Remedy 

Civil Monev Penaltv - Alternate Remedy 

A civil money penalty (CMP) may be assessed for any Level 2 or higher deficiency, but is 
primarily assessed for F-SQC or Harm deficiencies, and Level 2 deficiencies following removal of 
an lmmediate Jeopardy. 

The State Survey Agency (SSA) may consider using a Per Instance Civil Money Penalty of 
$1,000 to $1 0,000 when the beginning date of the deficiency cannot be determined, or when a 
Civil Money Penalty is combined with other enforcement actions, e.g. a discretionary denial of 
payment for new admissions, a directed plan of correction, or a directed in-service training. 

The total civil money penatties assessed cannot exceed $3,000 per day or $10,000 per instance. 
For Immediate Jeopardy citations, a minimum of $3,000 per day or per instance up to a maximum 
of $1 0,000 per day or per instance is assessed. 

No Opportunitv to Correct 

Providers will not be given an opportunity to correct deficiencies before remedies are imposed 
when they have deficiencies of actual harm (or higher) on the current survey event, as well as on 
the previous standard survey or any intervening survey. The previous harm (or higher) level 
deficiency must have been in a completed survey cycle with compliance verified. The MDCH will 
impose either a Civil Money Penatty or Denial of Payment for New Admissions, or both. The 
MDCH may impose other optional federal remedies, described by remedy category at the end of 
this section. Enforcement remedies imposed under state licensure authority are also specified. 

Opportunity to Correct 

An opportunity to correct deficiencies before remedies are imposed is not assured. The SSA has 
no obligation to give a provider an opportunity to correct deficiencies prior to imposing remedies 
and must only meet the minimum notice requirements that are applicable to the imposition of 
remedies. At the SSA's discretion, it may provide facilities an opportuntty to correct deficiencies 
before remedies are imposed when they do not meet the criteria for 'No Opportunity to Correct." 

When an opportunity to correct deficiencies before remedies are imposed is offered, the SSA will 
request an acceptable plan of correction; provide initial notice of possible enforcement action; 
conduct a revisit (if applicable); and, provide formal notice of other remedies if noncompliance 
continues at revisit. While formal notice of denial of payment for new admissions is generally 
provided in the first revisit letter, the SSA may provide it to the faciltty in the inlial deficiency 
notice. 

TN NO.: 04-19 Approval Date: Effective Date: 11/1/2004 

Supersedes 
TN NO.: 99-07 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Chapter 

'The MDCH must impose a Denial of Payment for New Admissions (DPNA) no later than three 
months after the last day of the survey that identified the noncompliance if substantial compliance 
is not achieved. 

The MDCH may impose either a per day or per instance Civil Money Penalty for past 
noncompliance for days of noncompliance after the finding is made, or a combination thereof. 
Amounts will be determined by the MDCH based on facility history, repeating deficiencies, high 
number of deficiencies, culpability of the provider, failure to achieve or maintain substantial 
compliance and for increasing noncompliance. 

Prior notice is not required before the imposition of CMPs. A penalty equivalent to a one-day 
penalty will apply in all circumstances even if the violation(s) is immediately corrected. The daily 
penalty will end on the day prior to the determination of substantial compliance, or on the day 
prior to the determination that a civil money penalty is no longer warranted. The SSA determines 
compliance. CMP amounts may be increased to reflect changes in levels of noncompliance at 
revisit or for repeat deficiencies. 

The SSA has developed a CMP schedule for Immediate Jeopardy and Harm or Potential Harm 
occurrences to promote a consistent application of penalties. The CMP schedule conforms to 42 
CFR 488.408 and is intended to cover the majorii of cases of CMP imposition. Situations may 
occur that justify exceptions. 

Accrual of CMPs ceases when one of the following situations occurs: 

the facility is determined by the SSA to have achieved substantial compliance 
closure of a facility as evidenced by the filing of a notice of discontinuance of operation 
with the Michigan Department of Community Health under section 21785 of Act 368 of 
the Public Acts of 1978, as amended, being 333.21785 of the Michigan Compiled Laws. 
termination of a provider agreement 

Installment schedules are not allowed for payment of CMPs. Civil money penalties are not 
allowable Medicaid costs. 

Use of CMP Funds 

Money collected by the State Medicaid Agency (SMA) as a result of civil money 
penalties is held in a special fund to be applied to the protection of the health or property 
of residents of any nursing facility that MDCH finds deficient. Money recovered by the 
SMA from funds due a facility (because of lack of payment of civil money penalties by 
the facility) is also deposited in this fund. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Failure to Re-admit a Qualified Medicaid Resident 

A daily Civil Money Penatty (CMP) of $400 will be imposed when an enrolled Medicaid facility 
refuses to re-admit a qualified Medicaid resident (as defined by CMS) following hospitalization. 
An opportunity to correct will not be provided. This daily CMP will start on the date validated by 
MDCH that nursing home readmission should have occurred. The daily $400 CMP continues 
until the resident is offered the next qualifying available Medicaid bed at the refusing facility, or 
the resident is placed in another suitable facility. The refusing facility will be notified by the SSA 
when an allegation of failure to readmit a qualified Medicaid resident is being investigated. 

Alternate Remedv is as Effective in Deterrinq Non-compliance. 
lmwsition of CMPs conforms to the reaulation. 'The alternative comDonent of MDCH 's 
application of the remedy is that repayment schedules are not allowed. If the entire penalty 
amount is not voluntarily submitted within 30 days of notice that the CMP is due and payable or 
within 15 days of issuance of appeal results, the CMP amount is recovered in total by gross 
adjustment against the facility's next available Medicaid warrant or during final cost settlement in 
a change of ownership. 'Therefore, interest does not accrue. This alternative to the federal 
regulation of requiring collection of daily interest has been found to be administratively simple. 
Fine collection is not unduly delayed. Disallowing penalty payment schedules reduces paperwork 
for MDCH and providers and saves time in negotiating penalty payment schedules. 

Federal Enforcement Remedies 

Each federal remedy below is described in rules as stated in 42 CFR 488 et.seq., and further 
discussed in the CMS State Operations manual for Medicaid and/or Medicare certified facilities. 
Federal remedies available to MDCH or CMS include, but are not limited to: 

Category One: 

State Monitoring 
Directed Plan of Correction 
Directed In-service Training 

Category Two: 

Denial of Payment for new Admissions 
Denial of Payment for All Individuals, Imposed by CMS 
Civil Money Penalties $50 to $3,000 
Administrative/Clinical Advisor (Additional Remedy) 

Category Three: 

Temporary Management 

TN NO.: 04-19 ! -,17,h Approval Date: F-G 2. , Effective Date: 1 1/1/2004 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Termination of Medical Assistance Provider Enrollment and Trading Partner Agreement 
Civil Money Penalties $3,050 to $1 0,000 
Transfer of residents 
Closure of Facility with Transfer of Residents 
Alternative or specified state remedies approved by CMS 

The SSA has the option of imposing any state or federal remedy based on the facility's failure to 
maintain compliance, deficiencies cited within the same regulatory grouping that repeat within the 
last 24 months (or two standard sunrey cycles), and the degree of culpability of the facility. In 
addition to federal remedies, the SMA may accept one or more of the following enforcement 
actions taken by the SSA under state licensure authority. 

Michigan Enforcement Rules for Long Term Care Facilities at R 330.1 1001 -330.1 101 7: 

Emergency Order Limiting, Suspending or Revoking a License 
Notice of Intent to Revoke Licensure 
Correction Notice to Ban Admissions or Readmissions 
Transfer Selected Patients; Reduce Licensed Capacity; or Comply with Specific 
Requirements 
Appointment of a Temporary ManagerIAdvisor 
State Patient Rights Penalties, if applicable 

TN NO.: 04-1 9 Approval Date: - ---:< Effective Date: 1 1/1/2004 
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JISNE 1995 

STATE PLAN UNDER TITLE XIX SOCIAL 

Attachment 4.35-F *' 
SECURITY ACT 

State/Territory: Mi chi gan 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

State Monitorinq: Describe the criteria (as required at 81919(h) (2)(A)) for 
applying the remedy. 

Specified Remedy - Alternative Remedy 
(Xi11 use the criteria and 
notice requirements specified 
in the regulation.) 

(Describe the criteria and 
demonstrate that the alternative 
remedy is as effective in deterring 
non-compliance. Notice requirements 
are as specified in the regulations.) 
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Revision: H FA-PM-95-4 & 1995 (HSQB) Attachment 4.35-G 

@F ) 
STATE PLAN UNDER TITLE XIX OF T'HS SOCIAL SECURITY ACT 

State/Territory: Michigan 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Enforcement of Compliance for Nursing Facilities 

Transfer of residents: Transfer of residents with closure of facilitv: Describe 
the criteria (as required at §I919 (h) (2) (A) ) for applying the remedy. 

X Specified Remedy - - Alternative Remedy 
(will use the criteria and 
notice requirements specified 
in the regulation.) 

(Describe the criteria and 
demonstrate that the alternative 
remedy is as effective in deterring 
non-compliance. Notice requirements 
are as specified in the regulations.) 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Eligibility Conditions and Requirements 

Enforcement of Compliance for Nursing Facilities Additional Remedies: 

Public Notice - Additional Remedy 

This additional remedy will be used in conjunction with other federally specified 
remedies. When public notice is utilized, the state survey agency will issue it (under 
State licensure authority) using the process specified in part 333.21799b1 section 
21799b(l)(e) of the Michigan Public Health Code. When public notice is utilized the 
information will be published in a daily newspaper of general circulation in the area in. 
which the nursing facility is located. The notice will include the action taken by the State 
and the conditions that caused the corrective action to be taken. The state survey 
agency will post notice of the corrective actions at the facility. Public Notice is a 
Category One remedy. 

Temporary Administrative or Clinical Advisor or Both -Additional Remedv 

This additional remedy will be used in conjunction with other federally specified 
remedies. It is the responsibility of the temporary clinical or administrative advisor to 
mentor facility personnel. This includes, but is not limited to: 

Counsel and teach clinical staff and administration regarding maintenance of 
compliance over time. 
Reinforce and support appropriate/optimal patterns of care. 
Specific duties of the advisor for each facility placement shall be outlined in a 
written plan. 
If specific deficient practices affecting health and safety, not addressed in the 
written plan should occur during the appointment of the advisor, it would be the 
responsibility of the advisor to work with the facility and licensing staff to address 
and correct those issues. 

Temporary Administrative or Clinical Advisor as an Additional Remedy is a Category 
Two Remedy. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state/Territory: MICHIGAN 

DISCLOSURE OF ADDITIONAL REGISTRY INFORMATION 

The Michigan registery discloses through initial telephone contact 
1) that the aide is certified and 2 )  abuse information. Written 
follow-up verification is sent ~ c h  contains: 

Name, Date of Birth, Gender 
Address 
City 
Where employed and addresses 
Date of training 
lhcation of training 
Date of written test 
Imation of written test 
Date of clinical test 
lhcation of clinical test 
Clinical evaluator code 
Certification date 
Certification code 
Certification numr 

Approval Date 04/& - 92 Effective Date 01-01-92 

HCFA ID: 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

state/Territory: MICHIGAN 

COLLECTION OF ADDITIONAL REGISTRY INFORMATION 

In addition to data specified in 42 CFR 483.15b(c), the Michigan 
register stores clinical evaluator codes which identify the individual 
that performed the clinicdl evaluation. 
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OMB No.: 

STATE PLAN UNDER TITLE XM OF THE SOCIAL SECURITY A f f  
StatelTemtory: 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Survey and Certification Program 

The State bas in effect the following m e y  Pod certification periodic education program for the staff Pod 
resideate (d their repffsentatives) of nursing fpcilities io order to present curreat regulations, procedures, 
and policies. 

Through a cooperative effort between the Michigan DepPrtmmt of Public Health (as the State Survey 
A g s y  [SSA]) md h d t h  care a t i s ~ ~ i n t i ~ ~ ~  a d o r  dber p~~fessioaol or a t e  agencies, regional Pod 
periodic education program8 ue conducted. 'Ihese p m p m s  focus on disseminating knowledge pertinent 
to relevant stnte .nd federal regulatory requiremats through tbe following mechanisms: 

( 1 ) F o d  and informal p r e s e n t a t i d ~ o n s  by Staff Developmeat Unit personnel regarding 
regulatory changes, interpretrrtions, ageacy policy/procedure, and how to ~ccess inform~tion/other 
nsources furnished to clients and providers of care. 

(2)Technicd assis&nce and educational and training progmms furnished by SSA 
LirMfiingICertificotion staff. 

(3)Notification to residents of their right to attend andlor participate in the meylcertification exit 
confereace. 
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OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
StatelTerritoxy: Michinaq 

ELIGIBILITY CONDITIONS AND REQLJIREMENTS 

P m s s  for the Investigation of Allegations of Resident Neglect and Abuse and 
Misappropriation of Resident Property 

The State ha8 in effect the following process for the receipt and timely review and investigation of 
allegations of neglect and rrbuso and misappropriation of resideat property by a nurse aide or a resident in 
a nursing focility by another individual used by the focility in providing services to such a resident. 

Michigan Public Hedth Code: 
333.21771 Abusbg, ' - " yl, aneghhgp.tieat; qmrb i  invcstiptio~; ret.li.tiaapdiibd 

(1) A licensee, nursing home administrator, or employee of a nursing home shall not physically, 
nxmtally, or e d o n n l l y ,  abuse, mistreat, or harmfully neglect a patient. 

(2) A nurshg home employee who becomes aware of an act prohibited by this section immediately 
shall report the matter to the nursing home administrator or nursing director. A nursing home 
administrator or nursing director who becomes swam of an act prohibited by this aection 
immediately shall report the matter by telephone to tbe DepPrtmeat of Public H d t h ,  which in turn 
&all notify the Doprrrtment of Social Services. 

(3) Aay person may report a violation of this section to the DepPrtmeot. 

(4) A physician or other liceased heolth care personnel of a hospital or other health care facility 
to which a patient is transferred who becomes a w m  of an act prohibited by this saction shall 
report the act to the DepPrtmurt. 

(5) Upon receipt of a report made under this section, the Departmat shall make an investigation. 
The DepPrtmeot may require the person muking the report to submit a writtea report or to supply 
pdditionnl infonrrption, or both. 

(6) A lica~see or nursing home administrator shall not evict, borPss, dismiss, or retaliate against 
a patient, a patieht's represmtative, or an employee who makes a report under this section. 

333.21799(8) V-, complint; i n v c s t i e  dieclorna; &9 ' ''& listing vid.tian ed 
p m k h a  vid.tsd; copics of public bpdh;  rcgoR of Mas; peprlly; request 
fixbaring;noticbofbaring. 

(1) A person who believes that this part, a rule promulgated under this part, or a federal 
certification regulation applying to a nursing home may hovc been violated may request an 
investigation of a nursing home. The request shall be submitted to the Department State Survey 
Agency-Michigan Deportment of Public Health as a written complaint or the Department shall 
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OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
Stote/remtory: 

ELIGIBILITY CONDlTiONS AND REQUIREMENTS 

Pmcas for the Investigation of Allegations of Resident Neglect and Abuse and 
Misnppropriation of Resident Property 

assist the person in reducing an oral request to a writtea complaint within seven (7) &ye after the 
oral request is made. 

(2) The substance of the complaint shall be provided to the liceasee no earlier than at the 
comnmcemeat of the on-site inspection of the nursing home which takes place pursuant to the 
complaint. 

(3) Tbe complaint; a copy of the complaint; or a m r d  published, released, or othenvise disclosed 
to the nursing home shall not disclose the name of the c o m p b t  or a [resident] named in the 
complaint unless the complainnot or [resident] consents in writing to the disclosure or the 
investigatim nsults in an dminisMive hearing or a judicial pmceedbg, or unless disclosure is 
considered essential to the investigation by the Depprtment. If the disclosure is considered 
essential to the investigation, the complahmt shall be given the opportunity to withdraw the 
complaint before disclosure. 

(4) Upon m i p t  of a complaint, the Deptmeat shnll determine, based on the allegations 
pnsend ,  whethex this part, a rule promulgated under the part, or a federal certification regulatioa 
for nursing bomts has been, is, or is in danger of Wing violated. The Department shall 
investigate the complaint according to the urgeacy detemhed by the Deprrrtment. The initiation 
of a complaint investigation shall commeace within 15 &ye after mxipt of the written complaint 
by the Department. 

(5) If, at any t im, the Dejmtnmt determines that this part, a rule promulgated under this part, 
or a federal certification regulation for nursing homes has been violated, the Deprutmeot shall List 
the violation md provisions violated on the state and federal licensure and cmtification forms for 
nursing homes. The violations shall be considered, as evideaced by a writtea explanation, by the 
Department whea it makes a licensun and certification decision or recommendation. 

(6) In all cases, the Depwtnmt shall inform the complainant of its findings unless, otherwise 
indicated by the complainant. Within 30 days after the receipt of complaiit, the Departmeat shall 
provide the complainant a copy, if any, of the writtea determination, the correction notice, the 
warning notice, and the state licensure or federal certification form, or both, on which the 
violation is listed, or a stahrs report indicating when these docummts may be expected. The final 
report shall include a copy of the original complaint. The complainant m y  request additional 
copies of the doc-& listed in this subsection and shall reimburse the Degartment for the copies 
in rccord with established policies and p d u r e s .  
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OMB No.: 

STATE PLAN UNDER TlTLE ITLE OF THE SOCIAL SECURITY ACT 
S M h t o r y :  Michinan 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Process for the Investigation of Allegations of Raideat Neglect and Abuse and 
Misappropriation of Resideat Property 

(7) A writka determination, c o d o n  notica, or waning notice wncemhg a complaint shall be 
available for public inspection, but the namo of the complainant or M e a t  shall not be disclosed 
without the complainaat's or  patieat's c0mea.t. 

(8) A violation discovered as a result of the complaint investigation procedure ahdl be reported 
to penums administoring eectioae 217% to 21799~. The violation shall be a i w s d  a pePPlty M 
described in this act. 

(9) A complainaut who is dissatisfied with the determination or investigation by the Depubmmt 
may quest. a hearing. A nquest for a hearing &all be submitted in writing to the Director 
witbin 30 days after the mailing of the Deportmeat's findings as described in subsection (6). 
Notice of the time d place of the hearbg shall be sent to the complainant and the nusing home. 

And any other provisions witbin the Michigan Public Health Code, if applicnble. 
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OMB No.: 

mATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACI' 
Stnterrerritory: Michina 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Procedures for Scheduling and Conduct of Standiud Surveys 

The State baa in effect IIIC following p d u r e s  for tbe scheduling d d u c t  of s&ndtud surveys to 
asam that it has taka all reasoonble steps to avoid giving d c c .  

Michigan Public Health W. 
333.20155 Vitr b haltb hditias md rsmdg; inveetiptium ar pia no&kq 
m i P b m r r n n r @ t . t i m y i p i t B ; ~ p a i o d i E r s p a t e ; y . . 8 a r b ~ ~  . * 

8; 
~ & ; b m ; d ~ d & ~ o f b r ( i m * d ~ ~  
s v i d m o e o f ~ b ~ . g c r r c y .  

- .- 

(1) Except as provided for clinical lnbo~tories in Section 20511, the Deprtnmt Michigan 
Departmat of Public Health M tbe State Survey A m y ]  ahdl make annual ad dher visits to 
henlth facilities and agencies covered by this article, other than a liceasee under Part 215, for the 
purposes of sumey, evaluation, ad consultotion. Except for facilities described in Section 
2Olw(l)(f) and (h) [i.e., home for the aged a d  nursing home], the Departmat ahdl determine 
whether the visits shall be announced or u n m m d ,  except that a complaint investigation shnll 
not be ad there shall be at leaut one (1) uzwnouced visit other tbnn a complaint 
investigocion annually to the facilities described in Section 20106(l)(c) d (d) [i.e., county 
medical cue fociIity d fraestsnding surgical wtpntiat facility]. The Depsrtmmt shall make 
biennial visits to hospitals for survey ad for evaluation for the purpose of liceawe. However, 
this requiremeat shall not be constmed to prohibit the Deportment from conducting investigations 
or inspections pursu~t  to Section 20156 or from conducting m e y s  of hospitals for the purpose 
of complaint investigation or federal certification, nor to preclude the State Fire Mprshnl from 
d u c t i n g  annual m e y s  of hospitals. 

(2) Investigations or inspections. Mher than inspections of fum~5.l records of facilities described 
in Section 20lOd(l)(f) and (h) [i.e., home for the aged and nursing home], shall be conducted 
without prior noticc to the kility. An empIoyee of a state agency charged with inspecting the 
M i t y  or an employee of a 1 4  health departmeat who directly or indirectly gives prior notice 
regding an inqkction, other than an irtspection of the fiDPncial records, to the facility or to an 
employee thereof, is guilty of a misdemeanor. Consultation visits, not for the p u p s c  of annual 
or follow-up inspedon or survey, may be anaounced. 

(3) The Department shall maintain a record indicating whether visits are a n n d  or 
unannounced. Information gathered at all visits, announced or unannounced, shall be taka into 
.ccount in licensure decisions. 
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OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
S M e m t o r y :  

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

P r o m  to Mepnue Pod Reduce Incons-Y 

The State has in effect the following programs to measure and reduce inconsistency in the application of 
survey d t s  among surveyors. 

Activities typically conductad on a routine or special basis include 

(1)Surveyor .tteodPnca at HCFAapoo8ored training on variws issues related to LTC survey 
process and interpntotions of requiremts. 

(2)Monthly inaervice tRiniag on general or specific issues identified as achrallpotezrtial 
inconsistency areas. 

(3)Upper-level maaagement and quality asswane reviews of all surveys involving specified 
&ficieociea prior to issuance of survey reports. 

(4)Periodic reviews of deficiency data for treads which m y  indicate significant deviations from 
national, regional, and state citation rates. 

(5)Special studies of survey processes Pod hficieacy decision-making (e.g., during FY92 the State 
Survey Agency paxticipated, as one of 10 6elected states, in a shldy of OBRA survey process 
conducted by ABT Associates under a HCFA contract). 

(6)Adyses. in conjunction with HCFA, of Federal Monitoring Surveys conducted by HCFA 
surveyors &sequeat to State surveys of providers on n sampled basis. 

( 7 ) h f o d  reconsideration of deficiencies in cases where providers have cause to question validity 
and encouragemeat for providers to ptuticipate in survey process and exit confemce. 

(8)Routine commdaications/rneetings with provider md amsum=r organizetiom to discuss possible 
urrs of inconsisbcy &or misinterpdons. . 
(9)Rotation of tepm lesders and other sweyors assigned to participate in individual surveys by 
each liceosing unit. Rotation of providers assigned to each licensing unit. 

(10)Paxticipation of quality assurance staff (senior sweyors) in surveys, either in m active 
surveyor role or as observers. 
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OMB No.: 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
StataA'erritory: &chi gag 

EUGIBILITY CONDITIONS AND REQUIREMENTS 

Program to Measure and Reduce Inconsisteacy 

(1l)Ongoing stivities related to consisteat interpretations of regulations, through receipt Pnd 
distribution of HCFA material and by ideatifidon of itsues needing interpretation and/or 
cluificltion by HCFA. 

(12)Puticipntion in HCFA Surveyor Minimum Qualifications Test (SMQT). 

(13)Puticipntion in *odic provider tniniag programs sddressing the LTC requiremeat Pnd 
i n t e r p d m ,  with inteat of oddnssing paFPdwd inconsiskacies which nre due to provider 
misirrrerpretotions of requiremalts. 

( 1 4 ) k c d  emphasis on proper docwlyptation of deficieacies in survey reports, including we 
of HCFA 'Principles of Documentotion' guidelines published in 1992. 
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OMB No.: 

STATE PLAN UNDER TITLE XM OF THE SOCIAL SECURITY ACI' 
State/Territory: 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Process for Investigations of Comphhb d Monitoring 

'Ibe State has in effect the following process h r  investigating complaints of violations of requirements by 
nursing facilities d monitors onsite on a regular, M needed basis, a nursing facility's compliance with 
the requirements of subsection (b), (c), d (d) for the following reasons: 

(i)the focility bas bem found not to be in compliance with such requirements and is in the process 
of correcting deficieocies to &eve such compliance; 

(ii)the focility WM pmviously fwnd not to be in c o m p l h  with such req-ts .ad hre 
corrected deficimcies to achieve such compliance, .ad verification of conhued compliance is 
i n d i w ,  or 

@)the Seto hns reason to question the compliance of the 'facility with such requirements. 

Michigan Public Health Code: 
333.21799(a) V W a o ;  in-& 
~ v i d . t a d ; c o p i c s o f &  

-W-d 
~ @ p l M i c ~ n p a r t d ~ p m r l Q ; ~  

f a r ~ n o t i c a o f b a r i r p g .  

(1) A person who believes that this part, a nrle promulgated under this part, or a federal 
certification regulation applying to a nursing home m y  have bem violated m y  request an 
investigation of a nursing home. 'Ihe request shall be submitted to the DepPrtmeat State Survey 
Agency-Michigan Departmeat of Public Health M a Attea complaint or the Dqmtmat  ahdl 

the person in ducing an oral request to a writtea complaint within seven (7) days after the 
drequest ismpde.  

(2) 'Ihe substance of the complaint shall be provided to the licensee no d e r  than .t the 
commemement of the on-site hqection of the nursing home which takes plsce pursuant to the 
complaint. 

(3) 'Ihe complaint; a copy of the complaint; or a record published, released, or otherwise disclosed 
to the nursing home shall not disclose the nem of the complainant or a [resideat] named in the 
complaint unless the complainant or [resideat] conseats in writing to the disclosure or the 
investigation results in an administrative hearing or a judicial proceeding, or unless disclosure is 
consided essential to the investigation by the Deprutment. If the disclosure is considered 
essential to the investigation, the compIainant shall be given the opportunity to withdraw the 
complaint before disclosure. 

(4) Upon receipt of a complaint, the Deparhmt shall determine, bnsed on the allegations 
pffseated, whether this part, a rule promulgated under the part, or a federal certification regulation 
for nursing homes hns been, is, or is in danger of being violated. The D e p r h m t  sball 
investigate the complaint according to the urgency determined by the Department. The initiation 
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OMB No.: 

STATE PLAN UNDER TlTLE XIX OF THE SOCIAL SECURlTY ACI' 
SUeRerritmy: Micbim 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Process for the Investigation of Complaints and Monitoring 

of r complaint investigation shall co- within 15 &ye rfter receipt of the writtea complaint 
by the DepPrtment. 

(5) If, at my time, the Deputmat determines that this put, r rule promulgated under this put, 
or r federal certifidon regulation for nursing homes has been violated, the Deportmeat dull list 
the viointion and provisions violated on the atare md fsdernf li- md certification fonns for 
nursing hometi. The violati008 sbrll be cod-, re ~~ by r writtm explsnotion, by the 
-mat when it makes r licensure and cartification Becision or recommaddon. 

(6) In dl cases, the Dcptmeat shall infonn the complainant of its findings unless, oh& 
indicated by the complainaat. Within 30 &ye after the d p t  of complaint, the Dcprtmmt shall 
provide the complainant r copy, if my, of the writ- determination, the correction notice, the 
warning notice, and the dote licensun or federal certification fom, or both, on which the 
violation is listed, or r stPhls report indicrting whm these doanm~ts  may be expted. The find 
report shall include r copy of the original complaint. 'Ihe complainant may request additional 
copies of the docru~lmts listed in this ahsection and shall reimburse the Department for the copies 
in accord with established policies and procedures. 

(7) A written de&mbtion, correction notice, or warning notice amceraing r complaint shall be 
available for public inspection, but the nam of the complainant or patiat shall not be disclosed 
without the complainant'e or patieat'e contmt. 

(8) A violation discovered re r d t  of the complaint investigation procedure shall be reported 
to pemm administering sections 21799~ to 21799e. The violation shall be asetsed r pedty re 
described in this 8ct. 

(9) A complainant who is dissatisfied with the determinntion or investigation by the Departmerrt 
mny quest r hearing. A request for r hearing shall be submitted in writing to the Di-r 
within 30 &ys after the mailing of the Depmwmt'e findings re described in subsection (6). 
Notice of the time and place of the hearing shall be smt to the complainnot and the nursing home. 

And my other provisions within the Michigm Public Health Code, if applicable. 
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Attachment 4.42-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Employee Education about False Claims Recoveries 

The Michigan Department of Community Health (MDCH), Medical Services 
Administration (MSA) conducts an annual review of all enrolled Medicaid providers, 
Medical Care Organizations (MCOs), Pre-paid Inpatient Hospital Plans (PIHPs), 
Program of All-Inclusive Care for the Elder1y (PACE) contractors and any other entity 
that provides Medicaid health care items or services under Michigan's State Plan and 
waivers to determine those entities meeting the criteria covered by section 1902(a)(68) 
of the Social Security Act (SSA). Each provider, MCOs, PIHPs, PACE contractors and 
any other entity that provides Medicaid health care items or services under Michigan's 
State Plan and waivers meeting the criteria is sent an informational packet outlining the 
requirements of Section 6032 of the Deficit Reduction Act (DRA) of 2005 and their 
obligations and responsibilities under that mandate. This is done each year for all 
identified providers, MCOs, PIHPs, PACE contractors and any other entity that provides 
Medicaid health care items or services under Michigan's State Plan and waivers whether 
or not they received instructions in previous years. 

For calendar year 2007, initial letters outlining the entities' responsibilities and notices of 
the requirement to provide attestation and a 'Certification of Compliance' were sent to all 
identified entities during the second calendar year quarter. The initia/letters were sent 
AprilS, 2007, followed by the notice and 'Certification of Compliance' on June 27,2007. 
Beginning with calendar year 08 and on an annual basis thereafter, each identified entity 
receives a letter outlining their obligations and a 'Certification of Compliance' to be 
signed by an individual within the entity with attestation authority. The certification 
stipulates that the entity is in full compliance with the requirements of section 6032 of the 
Deficit Reduction Act of 2005. The notices and 'Certification of Compliance' are sent 
prior to the end of the first calendar year quarter of each year. For calendar year 07 and 
08 and beyond, the entities have 60 days to return their attestations. Follow up to the 
attestation is conducted as part of the routine, ongoing monitoring and oversight of any 
entity conducted by the MDCH. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Citation 

1902(a}(69) of 
the Act, P .L. 
109-171
( section 6034)

TN NO.: 08-05 

Supersedes 

Cooperation with Medicaid Integrity Program Efforts 

4.43 Cooperation with Medicaid Integrity Program Efforts 

The Medicaid agency assures it complies with such requirements 
determined by the Secretary to be necessary for carrying out the 
Medicaid Integrity Program established under section 1936 of the 
Act. 

Approval Dat��_U_L _l_7_2_DO_B
Effective Date: 04/01/2008 

TN No.: NIA new page 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Cooperation with Medicaid Integrity Program Efforts 

TN NO.:  11-01  Approval Date: __________________ Effective Date: 06/01/2011   

Supersedes 
TN No.:  N/A new page  

JUN 23 2011 

Citation 4.44 Medicaid Prohibition on Payments to Institutions or Entities Located Outside of 
the United States 

1902(a)(80) of 
the Social 
Security Act, 
P.L. 111-148
(section 6505)

The State shall not provide any payments for items or services provided under 
the State plan or under a waiver to any financial institution or entity located 
outside of the United States. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Cooperation with Medicaid Integrity Program Efforts 

TN NO.:  12-03  Approval Date:  ___________________ Effective Date: 01/01/2012 

Supersedes 
TN No.:  N/A new page 

JUN 22 2012 

Citation 

1902(a)(77) 
1902(a)(39) 
1902(kk); 
P.L. 111-148
and
P.L. 111-152

4.45 Provider Screening and Enrollment 

The State Medicaid agency gives the following assurances: 

42 CFR 455 
Subpart E 

PROVIDER SCREENING 
☒ Assures that the State Medicaid agency complies with the process for

screening providers under section 1902(a)(39), 1902(a)(77) and
1902(kk) of the Act.

42 CFR 
455.410 

ENROLLMENT AND SCREENING OF PROVIDERS 
☒ Assures enrolled providers will be screened in accordance with 42 CFR

455.400 et seq.
☒ Assures that the State Medicaid agency requires all ordering or referring

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

42 CFR 
455.412 

VERIFICATION OF PROVIDERS LICENSES 
☒ Assures that the State Medicaid agency has a method for verifying

providers licensed by the State and that such providers licenses have not
expired or have no current limitations.

42 CFR 
445.414 

REVALIDATION OF ENROLLMENT 
☒ Assures that providers will be revalidated regardless of provider type at

least every 5 years.

42 CFR 
455.416 

TERMINATION OR DENIAL OR ENROLLMENT 
☒ Assures that the State Medicaid agency will comply with section

1902(a)(39) of the Act and with requirements outlined in 42 CFR 455.416
for all terminations or denials of provider enrollment.

42 CFR 
455.420 

REACTIVATION OF PROVIDER ENROLLMENT 
☒ Assures that any reactivation of a provider will include re-screening and

payment of application fees as required by 42 CFR 455.460.

42 CFR 
455.422 

APPEAL RIGHTS 
☒ Assures that all terminated providers and providers denied enrollment as

a result of the requirements of 42 CFR 455.416 will have appeal rights
available under procedures established by State law or regulation.

January 1, 2025 Version.  . .  .   This plan is provided for informational use only and does not replace the original version.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of MICHIGAN 

Cooperation with Medicaid Integrity Program Efforts 

TN NO.:  12-03  Approval Date:  ___________________ Effective Date: 01/01/2012 

Supersedes 
TN No.:  N/A new page 

JUN 22 2012 

Citation 

42 CFR 
455.432 

SITE VISITS 
☒ Assures that pre-enrollment and post-enrollment site visits of providers

who are in "moderate" or "high" risk categories will occur.

42 CFR 
455.434 

CRIMINAL BACKGROUND CHECKS 
☒ Assures that providers, as a condition of enrollment, will be required to

consent to criminal background checks including fingerprints, if required
to do so under State law, or by the level of screening based on risk of
fraud, waste or abuse of that category of provider.

42 CFR 
455.436 

FEDERAL DATABASE CHECKS 
☒ Assures that the State Medicaid agency will perform Federal database

checks on all providers or any person with an ownership or controlling
interest or who is an agent or managing employee of the provider.

42 CFR 
455.440 

NATIONAL PROVIDER IDENTIFIER 
☒ Assures that the State Medicaid agency requires the National Provider

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

42 CFR 
455.450 

SCREENING LEVELS FOR MEDICAID PROVIDERS 
☒ Assures that the State Medicaid agency complies with 1902(a)(77) and

1902(kk) of the Act and with the requirements outlined in 42 CFR
455.450 for screening levels based upon the categorical risk level
determined for a provider.

42 CFR 
455.460 

APPLICATION FEE 
☒ Assures that the State Medicaid agency complies with the requirements

for collection of the application fee set forth in section 1866(j)(2)(C) of the
Act and 42 CFR 455.460.

42 CFR 
455.470 

TEMPORARY MORATORIUM ON ENROLLMENT OF NEW PROVIDERS OR 
SUPPLIERS 

☒ Assures that the State Medicaid agency complies with any temporary
moratorium on the enrollment of new providers or provider types
imposed by the Secretary under section 1866(j)(7) and 1902(kk)(4) of the
Act, subject to any determination by the State and written notice to the
Secretary that such a temporary moratorium would not adversely impact
beneficiaries' access to medical assistance.
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Michigan's State Plan 

SECTION 7:  General Provisions 
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Attachment  7.2-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: MICHIGAN 

NONDISCRIMINATION 

This cer t i f ies  that  t h e  Sta tement  of Compliance (Form CB-FS 5022) and the 
S t a t e  agency's implementing methods of administration submitted on March 2, 
1965 and June 15, 1965 as a part  of the  S t a t e  CWS and PA Plans a r e  hereby 
extended t o  the  S t a t e  Ti t le  XIX, Medical Assistance Program. 

The S t a t e  Plan f o r  Medical Assistance will b e  administered in such a way that  
no person in the  United S ta tes  will, on t h e  ground of race ,  color, sex  o r  
national origin, be excluded f rom participation in, be  denied any aid, care,  
services,  o r  o the r  benefits of,  o r  be otherwise subjected t o  discrimination in the 
program under the  S t a t e  Plan. 

In addition t o  the  previously submitted implementing methods, t h e  S t a t e  agency 
will: 

1. Provide an informational pamphlet t o  all persons requesting medical 
assistance which outlines the  guarantees afforded them by t h e  Civil 
Rights Act and the  manner in which those subjected t o  discrimination 
may obtain redress. 

2. Provide a separate  pamphlet t o  all persons requesting o r  providing 
assistance outlining the  requirements of t h e  Civil Rights Act as  i t  
re la tes  t~ departmental  operations, and t h e  rights of all persons 
receiving services f rom t h e  department o r  from vendor agencies and 
organizations. This pamphlet will also outline grievance procedures 
which may be  followed in the  event of alleged discrimination. 

3. Assure tha t  all medical institutions, agencies, and organizations providing 
services under the  program have signed a s t a tement  of compliance 
e i ther  as a condition of participation under Tit le XVIII, a s  a condition 
of receiving other  Federal  funds o r  specifically for  this program. 

4. Require a cert if ication on all bills submitted by providers of services 
who have not signed a s t a tement  of compliance that  t h e  services were 
rendered in accordance with the  provisions of the  Civil Rights Acl  of 
1964. 
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