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Citation

42 CFR
430.10

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

Office of Medicaid Policy and Planning
(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.

c

TN No. 91-16
Supersedes Approval Date
TN No. 76 12

Effective Date

HCFA ID: 7982E

J 9?

(



· "

2

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

state Indiana

SECTION 1 SINGLE STATE AGENCY ORGANIZATION

<

citation
42 CFR 431.10
AT-79-29

TN # 92-06
supersedes
TN #

1.1 Designation and Authority

(a) The Indiana Office of Medicaid
policy and Planning
is the single State agency desig
nated to administer or supervise
the administration of the Medicaid
program under title XIX of the
Social Security Act. (All
references in this plan to. lithe
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 adminsters
or supervises administration of the
program.

/ / /

Approval Date 7/) 'I/ctJ- Effective Date 1-1-92
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Revisicn: B::FA-AT-80-38 (BPP)
May 22, 1980

INDIANAState _

Citaticn
Sec. 1902 (a)
of the Act

1.1 (b) The State agency that administered or
supervised the administraticn of the
plan approved under title X of the
Act as of January 1, 1965, has been
separately designated to administer
or supervise the administraticn of
that part of this plan which relates
to blirrl irrlividuals.

D Yes. The State agency so
designated is

(

This agency has a separate plan
cover ing that portion of the
State plan under title XIX for
which it is responsible.

!!J Not applicable. The entire plan
under title XIX is administered
or supervised by the State
agency named in paragraph l.l(a).

(
'INt
Super"-:-:s=-=ede-,;::"s=--
'IN t ZG-/«.

AWroval Date //117!7~ Effective Date /;!/5/Zt:e

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

INDIANAState. -"-=="-'-- _

Citaticn
Intergovernmental
ea:poration Act
of 1968

l.l(c) Waivers of the single State agency
requirement Which are currently
operative have been granted under
authority of the Intergoverrnnental
Cooperation Act of 1968.

Dyes. ATI'ACHMENI' l.l-B describes
these waivers am the approved
alternative organizational
arrangements.

D Not applicable. Waivers are ro ,
longer in effect.

fjJ Not applicable. No waivers have
ever been granted.

(

l
'IN #
sup·"':e"::r::sed=eC:sc--
'IN t 7(, -I"L

Afproval Date 11!I7!ZCc Effective Date /,,21'3170

-.-.~-:
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Revisicn: H::FA-AT--So-38 [BPP)
May 22, 1980

INDIANAState _

Citatim
42 CFR 431.10
AT--79-29

1.1 (d) D The 2J'jer.cy l'.3Jred in parag r aph
l.l(a) has responsibility for
all determinaticns of
eligibility for Medicaid under
this plan.

!il Determinatioos of eligibility
for Medicaid under this plan are
ma:3e by the 2J'jer.cy ( i es)
spec if i ed in A'IT.'>CHMENI' 2. 2-A.
There is a wr itten agreerrent
be t-.'ee!1 t:he agerq named in
paragraph 1.l(a) and other
agercy (ies) making st.rl1
determinations for specific
grcx.ps covered under this plan.
The ag r eerrent de fines the
relationships and respective
responsibilities of L1e agencies.

(
\

'IN t 92-22
Supersedes
'IN t 76-12

ApprQ'lal Da te ! / c' , .'
-_.,' Effective Date 10-1-92

.'.'
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Revision: OCFA-AT-So-38 (BPP)
May 22, 1980

INDIANAState. -=.-.:.o:..""-"~ _

Citation
42 CJffi 431.10
AT-79-29

1.1 (e) All other provisions of this plan are
crlministered by the Medicaid agency
except for those fuoctions for which
final authority has been granted to a
Professional Standards Review
Organization under title XI of the Act.

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

(

'INt
Supe"""r-s=-ed----e-s--
'IN • 7(, 12-

Approval Date 1/U 7/-z z- Effective Date / ~/3'/?(.



state

Citation
42 CPR 431.11
AT-79-29

7

Indiana

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) wi t.h i.n the state agency I the Office of
Hedicaid Policy and Planning 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) ATTACHHENT 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.

o Not applicable. Only staff
agency named in paragraph
make such determinations.

of the
l.l(a)

TN # 92-22
Supersedes
TN # 84-6

Approval Date '> Effective Date 10-1-92----'--'.L~
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Revision: HCFA-~80-38(BPP)

May 22, 1980

INDIANAStateo .JJ:I.1.Ll..IJ.tle'-- _

Citation
42 CFR
431.50 (b)
~79-29

1.3 Statewide g;>eratioo

'ttle plan is in operatioo 00 a Statewide
basis in aa::ordance with all require:nents
of 42 CFR 431.50.

!i7 The plan is State administered.

D The plan is <rlministered by the
political subdivisioos of the State
and is mandatory 00 them.

\

'--

c. Awroval Date /¥'>"bJ> Effective,Date /c~bJ'
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Revision: HCFA-AT-80-38 (BPP) 
  May 22, 1980 
 
 
  State: ______________Indiana___________________________ 
 
 
Citation  1.4 State Medical Care Advisory Committee 
42 CFR 
431.12(b)   There is an advisory committee to the Medicaid 
AT-78-90   agency director on health and medical care 
    Services established in accordance with and  
    Meeting all the requirements of 42 CFR 431.12. 
 
42 CFR    _X_ The State enrolls recipients in MCO, PIHP, PAHP, and/or  
438.104    PCCM programs.  The State assures that it complies with 42 CFR 

438.104(c) to consult with the Medical Care Advisory Committee in the 
review of marketing materials. 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TN #    __03-031___      Effective Date   __8/13/03____    
Supersedes  
TN #  ___75-1_____  Approval Date              



Revision: HCFA-PM-94-3 (ME)
APRIL 1994
State/Territory:

9a

Indiana

Citation
1.5 Pediatric Immunization Program

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

a~ The State program will provide each
vaccine-eligible child with medically
appropriate vaccinss according to ths
schedule developed by the Advisory committee
on ~ization Practices and without charqe
tor the vaccines.

b. The State will outreach and encourago a
variety of providers to paeticipate in the
program and to administer vaccLnes in
multiple settings, Beg., pz-Lvat.e hea~.th care
providers, providers that receive funds under
Title V of the Indian Health ~aze Improvement
Act, health programs or facilities operated
by Indian tribes, and maintain a list of
program-registered providerse

c.

d.

With respect to any population of vaccine
eliqible children a substantial portion of
whose parents have limited ability tu speak
the Enqlish languaqe, the State will identify
program-registered providers who are able to
communicate with this vaccine-eligible
population in the language and ~ult~al

context which is most appropriate.

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

e. The state will asaure that no program
registered provider will charge more for the
administration of the vaccine than t~Q

regional maximum established by the
Secretary. The State will inform pr'>gram
reqistered. providers of the maximum :fse for
the administration of vaccines.

t.

g.

The State will assure that no vaccine
eligible child is denied vaccines because of
an inability to pay an administration feee

Except as authorized under section 1915(b} of
the Social Security Act or as permitted by
the Secretary to prevent fraud or abuse, the
State will not ~Be any additional
qualifications or conditions r in addition to
thos~ indicated above, in order for a
provider to qualify as a program-req~stered

provider.

Effective Date 1LlJ.~9~8~__Approval Date 3/5/1'6
TN No. 9E-J:l"\70'",,;--------------:--;----------
Supersedes
TN No. 94-029

(
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Revision: HCFA-PM-94-3 (MB)

APRIL 1994
State/Territory:

Citation

9b

Indiana

(

1928 of the Act 2. The State has not modified or repealed any
Immunization Law in effect as of May 1, 1993 to
reduce the amount of health insurance coverage of
pediatric vaccinee.

3. The state Medicaid Agency has coordinated with
the state Public Health Agency in the completion
of this preprint page.

4. The State agency with overall responsibility for
the implementation and enforcement of the
provisions of section 1928 is:

Sta~9 Medicaid Agenc)

XState Public Health Agency

TN No. 94- 02 9
Supersedes
TN No.

Approval Date I~/?O /it-I, , 7 Effective Date 10/1/94
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AUGUST 1991

OMB No.: 0938-

State: I:'lDIANA

Citation
42 CFR
435.10 and
Subpart J

SECTION 2 - COVERAGE AND ELIGIBILITY

2.1 Application, Determination of Eligibility and
Furn~shing Medicaid

(a) T'·Medicaid agency meets all requirements of
4;' ,.X"R Part 435, Subpart J for processing
applications, determining eligibility, and furnishing
Medicaid.

TN No. 91-22
Supersedes Approval Date
TN No.

Effective Date

HCFA ID: 7982E

1-1-92
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Revision: HCFA-PM-9l-a (MB)
Oc[obu1991

State/Territory:

Citation

11a

INDIANA

OMB 110.

(

.......-
1902(a)(55)
of the Act

2.l(d) The Medicaid agency has procedures to take
applications, assist applicants, and perform
initial processing of applications from those low
income pregnant women, infanta. and children under
age 19. described in S1902(a)(10)(A)(i)(IV).
(a)(lO)(A)(i)(VI). (a)(lO)(A)(i)(VII). and
(a)(lO)(A)(ii)(IX) at locations other than those
used by the titlp IV-A program including FQHCs and
disproportionate ahare hospitals. Such
application forms do not include the ADFC form
except as permitted by HCFA instructions.

,
\

TN 110. 91-22
Supersedes
TN 110.

Approval Date EffectiYe Date ~1,--_1,--_9,--2=-- _

IICFA m: 7985E
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Revision: HCFA-PM-91- 4
AUGUST 1991

(BPD)

12

OMB No.: 0938-

I

State: INDIANA

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

ATTACHMENT 2.2-A.

1-/ Mandatory categorically needy ?~d other required
special groups only.

1-/ Mandatory categorically needy, other required special
groups, and the medically needy, but no other
optional groups.

E-X/ Mandatory categorically needy, other required special
groups, and specified optional groups.

1-/ 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)(10)(A)(i)(IV), (V), and (VI),
1902(a) (10) (A) (ii) (XI), 1902(a) (10) (E), 1902(1) and (m),
1905(p), (q) and (s), 1920, and 1925 of the Act are met.

(
\

TN No. 91-22
Supersedes Approval Date
TN No. 87-4

! - lie q Z. Effective Date

HCFA ID: 7982E

1-1-92



(
Revision: HCFA-PM-87-4

KARCH 1987

state:

(SERC)

13

Indiana

OMS No.: 0938-0193

'i

•

•

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)

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.

TN No.~
Supersedes
TN No. 86-8

Approval Date # Effective Date 7/1/87

HCFA 10: 1006P/OOIOP



(
Revision: HCFA-PK-87-4

KARCH 1987

State:

. -. .:- - -

(BERC)

, '
-" .. . .~

. :.- .,--".. --~-~---_._._-- - --+ ~ -- -

14

OKa No,: 0938-0193

Indiana

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

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-A.

TN No. 87-4
Supersedes
TN No. 76-1

Approval Date &'!i~r~~ Effective Date 7/1/87

HCFA 10: l006P/OOlOP



State of Indiana 

Citation( s) 

42CFR 
435.121 
435.540(b) 

435.541 

, 
I 

15 

2.5 Disability 

All of1he requirements of 435.540 and 435.541 are met. 
The State uses 1he same definition of disability used under 
the SSI program . 

• Agency that determines eligibility for coverage 

TN No. 13-012 

Supersedes 
TN. No: 9J-22 

ApprovalDate 5/30/14 Effective Date June 1, 2014 



(

Revision: HCFA-PM-92-1
FEBRUARY 1992

State:

(MB)
16-17

INpIANA

Citation(s) 2.6 Financial Eligibility

\,

42 CFR
435.10 and
Subparts G & H
1902(a)(10)(A)(i)
( II I), ( IV), (V),
(VI), and (VII)',
1902(a) (10) (A) (ii)
(IX), 1902(a)(10)
(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. 92-03
Supersedes Approval
TN No. 91-22

Date _.L.L.--C-..t..L..-'..::'::l..._ Effective Date 1-1-92



Revision: HCFA-PH-86-20
SEPTEMBER 1986

(BERC)

18

OMB-No. 0938-0193

State/Te~~ito~y:
Indiana

Citation

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

2.7 ~edicaid Furnished Out of State

Medicaid is fu~nished unde~ the conditions
specified in 42 CFR 431.52 to an eligible
individual who is II resident of the State
while the individual is in another State. to the
same extent that Medicaid is furnished to residents
in the State.

•

TN !l0. 86-8
Supe~sedes

TIJ uo . 82 -12
Effective Date 10-1-86

/J /l,,)/ s»y.rJ/r7 HCFA ID:0053C/0061E

Ie) / I Ire,
I .I



Revision: HCFA-PM-94-5
APRIL 1994

State/Territory:

19

(MB)

Indiana

SECTION 3 - SERVICES: GENERAL PROVISIONS

Citation

42 CFR
Part 440,
Subpart B
1902(a), 1902(e),
J905(a}/ '905(r~i

1915, 1920, and
1925 of the Act

3.1 Amount, Dur~tion, and scope of Services

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

(1) Categorically needy.

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

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

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

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

TN No.
Supersedes
TN No. 91-17

Approval Date Effective Date 8/28/94



19a

Revision: HCFA-PM-91- 4
AUGUST 1991

(BPD) OMB No.: 0938-

IndianaState/Territory: __

Citation 3.1(a)(1) Amount, Duration, and Scope of Services~

categorically Needy (Continued)

1902(e) (5) of
the Act

(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.

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

;

r

i902(a) (10),
clause (VII)
of the matter
following (E)
of the Act

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

TN No. 91 II
supersedes Approval Date
TN No. 90-15

G) ,
1- Effective Date

HCFA!D: 7982E

1-1-92



19b

Revision: HCFA-PM-92-7 (MB)
October 1992

Citation

State/Territory:

3.1(a)(1)

Indiana

Amount, Duration, and Scope of Services:
categorically Needy (Continued)

1902(e)(7) of
the Act

1902(e)(9) of the
Act'

x

(vi) Home health services are provided to
individuals entitled to nursing facility
services as indicated in item 3.1(b) of
this plan.

(vii) Inpatient services that are being furnished
to infanta and children described in
section 1902(1) (l)(B) through (D), or
section 1905(n) (2) of the Act on the date
the infant or child attains the maximum age
for coverage under the approved State plan
will continue until the end of the stay for
which the inpatient services are furnished.

(viii) Respiratory care services are provided
to ventilator dependent individuals as
indicated in item 3.1(h) of this plan.

(

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

1905(a) (23)
and 1929

(ix)

(x)

Services are provided to famili~s

eligible under section 1925 of the Act
as indicated in item 3.5 of this plan.

Home and Community Care for Functionally
Disabled Elderly Individuals, as defined,
described and limited in Supplement 2 to
Attachment 3.l-A and Appendices A-G to
Supplement 2 to Attachment 3.1-A.

ATTACHMENT 3.1-A identifies the medical and remedial
services provided to the categorically needy, specifies all
limitations on the amount, duration and scope of those
services, and lists the additional coverage (that is in
excess of established service limits) for pregnancy-related
services and services for conditions that may complicate
the pregnancy.

TN No. n 023
Supersedes
TN No. 91-17

Approval Date 10-1-92



19c 
State of: Indiana 

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

1905(a)(26) and 1934 
X Program of All-Inclusive Care for the Elderly (PACE) services, as described and 

limited in Supplement 3 to Attachment 3.I-A. 

ATTACHMENT 3.!-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.) 

TN No. 12-006 
Supersedes 

ApprovalDate: 2/8/13 Effective Date: October L 2012 

TN No. New 



Revision: HCFA-PM-91- 4
AUGUST 1991

(BPD)

20

OMB No.: 0938-

State/Territory: Indiana

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

The
Part
and

42 CFR Part 440,
Subpart B

1902 (a) (10) (C) (iv)
of the Act

(a) (2)

L/

( i )

Medically needy.

This State plan covers the medically needy.
The services described below and in ATTACHMENT
3.1-8 are provided.

Services for the medically needy include:

If services in an institution for mental
diseases or an intermediate care facility for
the mentally retarded (or both) are provided to
any medically needy group, then each medically
needy group is provided either the services
listed in section 1905(a)(1) through (5) and
(17) of the Act, or seven of the ~ervices

listed in section 1905(a)(1)through (20).
services are provided as defined in 42 CFR
440, Subpart A and in sections 1902, 1905,
1915 of the Act.

(
L/ Not applicable with respect to

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

1902(e)(5) of
the Act

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

\~

TN No. 91 11
Supersedes Approval Date
TN No. --,,8-,-7=4 _

3-13'12. Effective Date

HCFA ID: 7982E

1-1-92



Revision: HCFA-PM-91-4
AUGUST 1991

State/Territory:

(BPD)

Indiana

20a

OMBNo.: 0938-

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

","

/
i
I.'

l
.- ·1' ",

(11 i)

L/(iv)

(v)

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.

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

Ambulatory services, as defined in ATTACHMENT
3.1-B, for recipients under age 18 and
recipients entitled to institutional services.

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

42 CFR 440.140,
440.150,
Subpart B,
442.441,
Subpart C
1902(a) (20)
and (21) of the Act

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

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

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

I~

TN No. 91 17
Supersedes Approval Date
TN No. ...8,.7=4...... _

Effective Date

HCFA 1D: 7982E

1-1-92



20b

Revision: HCFA-PM-93- 5 (MB)

MAY 1993

state: INDIANA

citation
3.1(a) (2) Amount, Duration, and Scope of Services:

Medically Needy (Continued)

1902(e) (9) of
Act

___ (x) Respiratory care services are
provided to ventilator dependent
individuals aa indicated in item 3.1(h)
of this plan.

1905(a) (23)
and 1929 of the Act

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

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

TN No. 93-017
Supersedes
TN No. % 887

A-gl2.roval Date
Cj).- 0);'

Effective Date 4-1-93



20c 

State of: Indiana 

Program of All-Inclusive Care for the Elderly State Plan Amendment 

Citation 3.1 (a)(2) Amount, Duration, and Scope of Services: Medically Needy (Continued) 
1905(a)(26) and 1934 

Program of All-Inclusive Care for the Elderly (PACE) services, as described and 
limited in Supplement 3 to Attachment 3.l-A. 

ATTACHMENT 3.1-B identifies services providedto each covered group of 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.) 

TN No. 12-006 
Supersedes 

Approval Date: 2/8/13 Effective Date: October I, 2012 

TN No. New 



(
Revision: HCFA-PM-98-1

APRIL 1998

State: Indi ana

(CMSO)

21

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

(a)(3) Other Required Special Groups: Oualified
Medicare Beneficiaries

I,

1902(a)(lO)(E)(i)
and clause (VIII)
of the matter
following (F),
and 1905(P)(3)
of the Act

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

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

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

Medicare cost sharing for qualified
Medicare beneficiaries described in
section 1905(P) of the Act is provided
only as indicated in item 3.2 of this
plan.

(a)(4)(i) Other Required Special Groups: Oualified
Disabled and Working Individuals

Medicare Part A premiums for qualified
disabled and working individuals described
in section 1902(a)(10)(E)(ii) of the Act
are provided as indicated in item 3,2 of
this plan,

(ii) Other Required Special Groups: Specified
Low-Income Medicare Beneficiaries

Medicare Part B premiums for specified
low-income Medicare beneficiaries described
in section 1902(a)(lO)(E)(iii) of the Act
are provided as indicated in item 3.2 of
this plan.

(iii) Other Required Special Groups: Oualifying
Individuals - 1

Medicare Part B premiums for qualifying
individuals described in 1902(a)(10)(E)(iv)
(1) and subject to 1933 of the Act are
provided as indicated in item 3,2 of this
plan,

jlP

TN No. 98-006
Supersedes Approval Date 5 g 98 Effective Date J _1 -98



(

21 (continued)

Revision: HCFA-PM-98-l (CMSO)
APRlL 1998

State: I od j aoa

Citation

1902(a)(l 0)
(E)(iv)(II), 1905(p)(3)
(A)(iv)(II), 1905(P)(3)
the Act

1925 of the
Act

(iv) Other Required Special Groups: Qualifring
Individuals - 2

The portion of the amount of increase to the
Medicare Part B premium attributable to the
Home Health provisions for qualifying
individuals described in 1902(A)(1O)(E)(iv)
(II) and subject to 1933 of the Act are
provided as indicated in item 3.2 of this
plan.

(a)(5) Other Required Special Groups: Families
Receiving Extended Medicaid Benefits .
Extended Medicaid benefits for families described in
section 1925 of the Act are provided as indicated in
item 3.5 of this plan.

TN No. 9il-GOG
Supersedes Approval Date 5-8-98 Effective Date 1-1 98
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Revision: HCFA-PM-91- 4
AUGUST 1991

State/Territory:

(BPD)

Indiana

21a

OMB No.: 0938-

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

~ "' .
,." ~'."

-..,":~;

I
\

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

(a)(6) Limited Coverage for Certain Aliens

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

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

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

(C) Are Cuban or Haitian entrants as defined in
section 501(e)(1) and (2)(A) of P.L. 96-422
in effect on April 1, 1983. •

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

TN No. 91 17
Supersedes Approval Date
TN No. 87-5

Effective Date

HCFA ID: 7982E

!

1-1-92
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Revision: HCFA-PM-91-   (BPD)   OMB No.: 0938- 
   1991 
 
     State: Indiana 
 
Citation  3.1(a)(9) Amount, Duration, and Scope of Services: EPSDT 
     Services (continued) 
    _ 
42 CFR 441.60           /_/ The Medicaid agency has in effect agreements with continuing care 

providers.  Described below are the methods employed to assure the 
providers’ compliance with their agreements.** 

 
42 CFR 440.240  (a)(10) Comparability of Services 
and 440.250 
     Except for those items or services for which sections 
1902(a) and 1902   1902(a), 1902(a)(10), 1903(v), 1915, 1925, and 1932 of the 
(a)(10), 1902(a)(52),  Act, 42 CFR 440.250, and section 245A of the  
1903(v), 1915(g),   Immigration and Nationality Act, permit exceptions: 
1925(b)(4), and 1932   
of the Act    (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. 
    _ (iv)   Additional coverage for pregnancy-related service and  
   /_/               services for conditions that may complicate the pregnancy are equal 

for categorically and medically needy. 
** Describe here. 

The continuing care provider submits monthly encounter data reflecting 
the number of examinations completed, the number of examinations 
where a referable condition was identified, and the number of follow-up 
treatment encounters.  Medicaid staff make periodic on-site reviews to 
monitor the provider’s record of case management. 

 
 
 
 
 
 
 
 
 

 
TN #    03-031      
Supersedes  
TN #    91-017  Approval Date                   Effective Date   ___8/13/03_      

 



( 23

Revisicn: lO'A-1\1'-80-38 lBPP)
May 22, 1980

INDIANAState. --''''''''-=.!>~ _

Citaticn
42 CFR Part
440, Sutpart B
42 CPR 441.15
1\1'-78-90
1\1'-80-34

3.1(b) Hate health services are provided in
accordance with the requiremmts of 42 CFR
441.15.

(1) Heme health services are provided to
all categorically needy irrlividuals
21 years of l!ge or over ,

(2) Hate health services are provided to
all categorically needy irrlividuala
under 21 years of age.

iil
D

Yes

Not awlicable. The State plan
ooea rot provide for skilled
nursing facility services for
such individuals.

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

D Yes, to all

D Yes, to individuals age 21 or
over; SNF services are provided

D Yes, to individuals under age
21; SNF services are provided

D No; SNF services are rot provided

~ Not applicable; the medically
needy are rot included under
this plan

'IN 2t _
supersedes
'IN I zc. If

Afproval Date / z/2. 9/7(, Effective Date /1/2- .317(.,



(
sta~~/TQrritory,

Indiana

3.1 brl0un!. Duration, an~ sCQ~e or Services (continued)

(

42 ern ·01.53

'12 Cl'R 483.10

(c){l) h9sur~nc~ or Transportation

Prcvi£ion is made for assuring necessary
transportation or recipients to an~ from
provi~ers. M8thod~ used to assure Buch
transportation are dQ~cr1bed in hTTACHJolJ::tIT
3.1-p.

(c) (2) Payment for NUrsing facility Serylc!@

The state includes in nursing facility
services <It least the Itel1\9 and e erv Lce e
8p<:lc1fied in 42 CFR 463.10 (c) (8) (1).

Ti~ No. 93-034
Supersedes
TN No. 91-17

Approva 1 Da te Effective Date 10-1-93



(

( 25

Revisioo: B:FA-AT-BO-38 (BPPl
May 22, 19BO

INDIANAState --''"''''~~ _

Citatioo
42 ern. 440.260
AT-78-90

3.1 (d) MethOOs am Stamards to Assure
Quality of Services

The standards established and the
methOOs used to assure high quality
care are described in ATI'ACHMENl' 3.1-<::.

(

(

l
Wi
supe~rs=-ed=eC:s"--
'IN # 7t -II

Afproval Date/:lU 9/7(, Effective Date /0 .;'/7(,
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( 26

Revisicn: IO'A-AT-80-38 (BPP)
May 22, 1980

INDIANAState --"=""'-"~ _

Citaticn
42 ern 441.20
AT-78-90

3.l(e) Family Planning Services

The requirerrents of 42 ern 441. 20 are net
regarding freedcm fran coercicn or pressure
of mind and ronscience, and freedcm of
cOOice of metlxld to be used for family
p1anni.n;l.

(

l
WI
super·-=s=-=ede:3":"s=--
W t z(. -II

,.'.-



(

. :.

27

_,Revision: HCFA-PM-87- 5
APRIL 1987

(BERC) OMB No.: 0938-0193

State/Territory: Indiana

I

(

Citation
42 CFR 441. 30
AT-78-90

1903(i) (1)

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

3.1 (f) (1) optometric Services

optometric services (other than those provided
under 55435.531 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.

L/ Yes.

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

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

(2) Organ Transplant Procedures

Organ transplant procedures are provided.

L/ No.

L>V Yes. Similarly situated individuals are
treated alike and any restriction on the
facilities that may. or practitioners who
may. provide those procedures is consistent
with the accessibility of high quality care
to individuals eligible for the procedures
under this plan. Standards for the
coverage of organ transplant procedures are
described at ATTACHMENT 3.I-E.

TN No. 87-4
Supersedes
TN No. 76-11

Approval Date ..Q.~\'" \'6l Effective Date 7/1/87

HCFA 10: I008P/00lIP



Revision: HCFA-PM-87-4
MARCH 1987

(BERC)

28

OMS No.: 0938-0193

state/Territory: Indiana

Citation
42 CFR 431.110(b)
AT-78-90

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

3.1 (g) Participation by Indian Health Service Facilities

Indian Health Service facilities are accepted as
providers, in accordance with 42 CFR 431.110(b), on
the same basis as other qualified providers.

(h) Respiratory Care Services for Ventilator-Dependent
Individuals

Respiratory care services, 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--

L-~ 30 consecutive days;

L-/ 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 services to be
cared for at home; and

(5) Wish to be cared for at home.

LJ1 Yes. The requirements of section 1902(e)(9) of the
Act are met.

L-/ Not applicable. These services are not included in
the plan.

TN No. -!il=:.!f
Supersedes
TN No.

Approval Date~ Effective Date 7/1/87

HCFA ID: l008P/OOIIP
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INDIANA

(MBI~avlaion~ BC7A-PM-93- 5

;Y£$
----------------(

C1tat10n 3.2 Coordination Of Mg~~caid with Medicare and OthQr
Insurance

(a) Premiums

(1) Med1care p~ A ~nd Part 8

1902(a)(10)(E)(1) and
1905(p)(1) or the Act

(1) ~f~e~ MGdicar~ SenQficlary

~h~ Medicaid 4gency payB Madic~r8

Part ~ premiums (it ~pplic~Ql~) and
par~ ~ premLumo for individuals in
~he 2MB group defined Ln Item A.25 of
ATTACHMENT Z.2-A, through the qroup
premIum paymont acrang6MQnt, uplQ§C

~he agency has a Buy-~n aqreemant for
such payment, as indLcatad below.

Buy-In a9~QQment for!

X Part A x Part B ,

The Medicaid ~gency pays
premiums, for Yhleh thQ
g~nef1ciary wo~lQ be liable. for
enrollment in an HMO
pA~icipatin9 in M~dicar9~

(

Effect1ve Date 4-1-93Approval O",taS".,..r&e<:lee
TN No. 93-007

TN No. 93 017
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Revision:

Citation

HCFA-PM-97-3 (CMSQ)
December 1997

State: Indiana

29a

(

1902( a)( 10)(E)(ii)
and 1905(s) orthe Act

1902(a)(10)(E)(iii)
and 1905(p)(3)(A)(ii)
of the Act

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

I902( a)( 10)( E)( iv)(ll),
1905(p)(3)(.-\)(ii). and
1933 of the Act

(ii) Qualified Disabled and Working
Individual (ODWn

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

(iii) Specified Low-Income Medicare
Benericiarv ISLMB)

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
ATIACHMENT 7.7_/\ of this plan.

(iv) Qualifying Individual-I
i.Ql:ll

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

(v) Oualifying lndividual-")
i..Ql:ll

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)( 10)
(E)(iv)(Il) and subject to 1933 of the
Act.

.,,---,-----:---~:__,=i;-:-b;1TT=,.-~TN No. 98-006
Supersedes Approval Date z/kI1Y Effective Date 1-1-98
TN No, 93-007



Revision:

Citation

HCFA-PM-97-3 lCMSO)
December 1997

State: Indiana

29b

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:

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

~ Individuals receiving title II
or Railroad Retirement
benefits. *

.....lL 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 6S vears of age or older and
disabled individuals. entitled to Medicare
Part A but not enrolled in Medicare Part
B).

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

(2)

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

Other Health Insurance

( Supersedes Approval Date
TN No. '13-007

*Exceot individuals who do not meet the
State's i1edica'id eligibility criteria.
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ReVlBlon: HCFA-PH-93-2

f<.ARCH 1993

Stat.e:

Citation

29c

(MB)

INDIANA

(b) Deductibles/Coinsurance

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

(1 ) Medicare Part A and 8

Supplement 1 to ATTACHMENT 4.19-8
descr~beB the meehods 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.

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

(i) Qualified Medicare Beneficiaries
\QHBSj

The Medicaid agency pays Medicare
Part A and Part B dedvctible and
coinsurance amounts for QMBs
(subject to any nominal Medicaid
copayrnent) for all services
available under Medicare.

(

1902(a) (10), 1902(0) (30),
and 1905(0) of the Act

(ii) Other Medicaid Recioients

The Medicaid agency pays for
! Medicaid services also covered under

Medicare and furnished to recipients
J entitled to Medicare (subject to any

nominal Medicaid copayment). For
services furnished to individuals
who are described in section
3.2(a)(1)(iv), payment is made aB
f o Ll.owa t-

42 CFR 431.625 x For the entire range of
serv~ces a¥ailable under
Medicare Part B.

only for the amount, duration,
and scope of services ot~erwise

available under this plan.

«(

1902(a) (10), 1902(a) (30),
1905(a). and 1905(p)
of the Act

(iii) Dual Eligible--Q~B plUB

The Medicaid agency pays Medicare
Part A and Part 8 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-
Supersedes
TN No. 91-17

Approval Date -,,)0 ~93 Effective Date 1-1-93



( Revision: HCFA-PM-91-8
October 1991

State/Territory:

29d

(MB)

Indiana

OMB No.:

Citation Condition or Requirement

(

1906 of the
Act

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

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

The Medicaid agency pays all
premiums, deductibles, coinsurance and
other cost sharing obligations for items
and services covered under the State
plan (SUbject to any nominqJ Medicaid
copayment) for eligible Individuals in
employer-based cost-effective group
health plans.

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

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

TN No. 92-18
Supercedes
TN No.

Approval Date Effective Date Ie' Ill) ~

HCFA ID: 7983;<;
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INDIANA

Revisirn: OCFA-AT-8G-38 (BPP)
May 22, 1980

State. -""=-""''-- _

Citatirn
42 OR 441.101,
42 CFR 431.620 (c)
and (d)
AT-79-29

3.3 Medicaid for Individuals Age 65 or Over in
Institutions for ~ental Diseases

Medicaid is provided for Ind iv i duaks 65 years
of age or older woo are patients in
institutions for mental diseases.

L!7 Yes. The requirements of 42 CFR Part 441,
Sul:part C, and 42 CFR 431.620 (c) and (d)
aremet..-

D Not applicable. Medicaid is rot provided
to aged iooividuals in such institutions
under this plan.

(

l
om • .
Supersedes
om • 74"' - //

Afproval Date /.,zA7/7~ Effective Date /0·'/7~
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Revision: HCFA-AT-80-38 (BP?)
May 22, 1980

INDIANAState _

Citation
42 CFR 441.252
AT-78-99

3.4 Special Requirements AWlicable to
Sterilization Procedures

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

•

(

(

'INi
Sup"-er-s-ed""'-e-s--

'IN # 79-3
AWroval Date W .~/Z9 Effective Date .Jh:J
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Revision: HCFA-PM-91- 4
AUGUST 1991

State:

(BPD)

Indiana

OMB No.: 0938-

....-'r.~..'·.,
, '~....< ,,:.~.,

','

. :,:.~ :,;_.~.

.." ..'. '

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

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 employer1s 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-- 't-

~ Equal in amount f duration f and scope to
services provided to categorically needy AFDe
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 anyone or more of the
following acute services:

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

1-1 Medical or remedial care provided by
licensed practitioners.

L-/ Home health services.

TN No. 9 i I)
Supersedes
TN No. 90-15

Approval Date 3-i3-'lz Effective Date

HCFA r n. 7982E

1-1-92
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Revision: HCFA-PM-9l- 4
AUGUST 1991

State:

(BPD)

Indiana

OMBNo.: 0938-

.-. Citation 3.5 Families Receiving Extended Medicaid Benefits
(Continued)

'. L/

L/

L/

Private duty nursing services.

Physical therapy and related services.

Other diagnostic, screening, preventive, and
rehabilitation services.

L/ Inpatient hospital services and nursing
facility services for individuals 55 years
of age or over in an institution for mental
diseases.

1-/ Intermediate care facility services for the
mentally retarded.

1-/ Inpatient psychiatric services for
individuals under age 21.

L/ Hospice services.

L-/ Respiratory care services.

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

91 17

c

TN No.
Supersedes
TN No. 90-15

Approval Date Effective Date

HCFA ID: 7982E

1-1-92
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Revision: HCFA-PM-9l- 4
AUGUST 1991

State:

(BPD)

Indiana

OMB No.: 0938-

Citation 3.5 Families Receiving Extended Medicaid Benefits
(Continued)

"."..
" ..

(c)L/ 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--

L/ 1st 6 months L/ 2nd 6 months

L/ The agency requires caretakers to enroll in
employers' health plans as a condition of
eligibili t.y .

L/ 1st 6 mos. L/ 2nd 6 mos.

(

(

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

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

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

L/ Enrollment in the State health plan for the
uninsured.

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

(

TN No. 91 11
Supersedes Approval Date
TN No. 90-15

Effective Date

HCFA ID: 7982E

1-1-92
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Revision: HCFA-PM-91- 4
AUGUST 1991

State:

(BPD)

Indiana

OMB No.: 0938-

.:. ~~.,

.. ,
->- : ..;

' ..-.,-,

Citation 3.5 Families Receiving Extended Medicaid Benefits
(Continued)

SUDDlement 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--

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

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

TN No. 91 I,
Supersedes Approval Date
TN No. 90-15

Effective Date

HCFA ID: 7982E

1-1-92
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ReviBion: HCFA-PM-87-4
MARCH 1987

(BERC)

32

OKa Ho.: 0938-0193

State/Territory:

SECTION 4

Indiana

GENERAL PROGRAM ADMINISTRATIOH

Citation
42 Cl"R 431.15
AT-79-29

4.1 Methods of Administration

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

TN Ho. 87-4
SuperBedeB
TN Ho. 74-6

Approval Date Effective Date 7/1/87

HCFA 10: lOlOP/0012P
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Revisioo: OCFA-AT-BD-38 (BPP)
May 22, 19BO

INDIANAState ~==_=.:.:..:... _

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

4.2 Heari!l3s for Applicants ao::l Recipients

The Medicaid agenC'j has a system of hearings
that meets all the requirements of 42 Crn. Part
431, Subpart E.

(

l
'IN-,,-~_--,---__
Supers~s

'IN t 7'1-c,
Afproval Date .3/.3117~ Effective Date r/!/75L



Revision: HCPA-AT-87-9
AUGUSTl987

(BERC)

3~

OKB No.: 0938-0193

Stste/Te~~itory: Indiana

Citation
~2 CPR 431. 301
At-79-29

52 FR 5967

~.3 ~afesua~dins Information on Appiicants and Recipients

Unde~ state statute which imposes iesal sanctlons,
safesua~ds a~e p~vided that ~est~ict the use o~

di8closu~e of information concernins applicants and
~cipient8 to pu~08e8 di~ectly connected with the
admini8t~ation of the plan.

All othe~ requi~ements of 42 CFR Pa~t ~31, SUbpa~t F
are met.

t8 80. 87-5
Supersedes
TU 110. 74-6

App~oval Date Effective Date 10/1/87

HCFA 10: 1010P/0012P



Revision: HCFA-PM-87-4
MARCH 1987

(BERC)

35

OHa No.: 0938-0193

state/Territory: Indiana

Citation
42 CFR 431.800(c)
50 FR 21839
1903(u)(1)(D) of
the Act,
P.L. 99-509
(Section 9407)

4.4 Medicaid Quality Control

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

(b) The State operates a claims processing assessment
system that meets the requirements of 431.800(e).
(g). (h) and oo . cI{j)

L/ Yes.

/x/ Not applicable. The State has an approved
Medicaid Management Information Syste~ (HHIS).

TN No.~
Supersedes
TN No. 85-13

Approval Date~~:? Effective Date 7/1/87

HCFA 10: l010P/0012P
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Revision: HCFA-PM-88-10 (BERC)
SEPTEMBER 1988• state/Territo~y:

Indiana

OMB No.: 0938-0193

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

4.5 Medicaid Agency Fraud Detection and Investigation
Program

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

HCFA 10: lOlOP/0012P

•
TN No. 8..8..::..l0
Supet"sed.e~

TN No.~
Approval Date r2 hIf??

, i Effective Date 10/1/88



HCF A-PM-9 (CMSO)
199

(

New:

State: Indiana

36a

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

4.5a Medicaid Agency Fraud Detection and Investigation
Program

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

.
( .' ·,.r)~9TN No. 99-007 ''iI'\)£C l \) -.

Supersedes C,.I Approval Date __~ Effective Date 7/1/99
TN No. ",N>LLp<.,--,w",



     Approval Date: Effective Date: October 1, 2023 
TN No. 23-0015 
Supersedes           
TN No. __18-006__ 

Revision: 36b 

State __Indiana __ 

PROPOSED SECTION 4 - GENERAL PROGRAM ADMINISTRATION 

4.5    Medicaid Recovery Audit Contractor Program 

Citation 

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

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

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

 ____ 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. 

  _X__The State is seeking an exception to establishing such program 
for the following reasons: FSSA-OMPP utilizes the Fraud and 
Abuse Detection System (FADS) contract under FSSA Program 
Integrity to monitor the Indiana Health Coverage Programs for 
fraud, waste, and abuse, as well as identify underpayments and 
overpayments of Medicaid claims under the State plan and under 
any waiver of the State Plan.  Indiana has adequate appeal processes 
in place for entities to appeal any adverse determinations made by 
FSSA Program Integrity.  Indiana assures that the recovered 
amounts will be subject to the State’s quarterly expenditure 
estimates and funding of the State’s share.  FSSA Program Integrity 
coordinates with all other State audit entities, as well as State and 
Federal law enforcement entities and the CMS Medicaid Integrity 
Program. The State of Indiana was previously granted an exception 
from CMS and now seeks an exception from October 1, 2023, 
through October 1, 2025.  

    ____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. 

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): 



36c 

     Approval Date: Effective Date: October 1, 2023 
TN No. 23-0015 
Supersedes           
TN No. __18-006__ 

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

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

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

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

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

____   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. 

____ 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): Flat fee-underpayments 

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

____   The State assures that the amounts expended by the State to carry 
out the program will be amounts expended as necessary for the 
proper and efficient administration of the State plan or a waiver 
of the plan. 

____  The State assures that the recovered amounts will be subject    
to a State’s quarterly expenditure estimates and funding of  

               the State’s share. 

____ Efforts of the Medicaid RAC(s) will be coordinated with other 
contractors or entities performing audits of entities receiving 
payments under the State plan or waiver in the State, and/or 
State and Federal law enforcement entities and the CMS 
Medicaid Integrity Program. 
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( n
Revisioo: HCFA-AT-80-38 (BPP)

May 22, 1980

INDIANAState, _

Citatioo
42 CFR 431.16
AT-79-29

4.6 Reports

The Medicaid agency will submit an
reports in the fonn and with the content
required by the Secretary, and will ccmp1y
with any provisions that the Secretary
finds necessary to verify anJ assure the
correctness of the reports. All
requirements of 42 CFR 431.16 are met.

•

(

l
'INi
supe-"-rs-ed""-e-s--
'IN i 77- ')

Approval Date //1(/z,f Effective Date /,;;>.1/77
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INDIANA

Revisioo: OCFA-AT-80-3B (BPP)
May 22, 1980

State ....lJ'w.J.t>ru"-- _

Citatioo
42 CER 431.17
AT-79-29

4.7 Maintenance of Records

The Medicaid agency maintains or: supervtses
the maintenance of records necessary for the
proper and efficient operation of the plan,
inc100ing records regarding applicatioos,
determinatioo of eligibility, the provisioo of
medical assistance, arrl a:lrninistrative costs,
and statistical, fiscal and other records
necessary for reporting and aaxxmtabili ty ,
and retains these records in acxx>rdarce with
Federal requirements. All requirements of 42
CFR 431.17 are met.

(

l
'INt
Supe"--,rs""eae-'-s--
'IN t 77- 9

Effective Date /d2U/77



(
Revisioo:

39

HCFA-AT-80-38 (BPF)
May 22, 1980

INDIANAState --'-'=-=="-'-- _

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

4.8 Availability of Agency Program Manuals

Program manuals and other policy issuances that
affect the public, including the Medicaid
agency's rules and regulations governing
eligibility, need and amount of assistance,
recipient rights and responsibilities, and
services offered by the agency are maintained
in the State office and in each local and
district office for examination, upcn request,
by irrlividuals for review, study, or
reproductioo. All requirements of 42 CFR
431.18 are met.

c

l
'IN ,,-t_.,----__

Superseqes
'IN t 7'L-~

Approval Date .;7;{zhr Effective Date -1;/;7;/
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Revision: OCFA-AT-80-38 (BFP)
May 22, 1980

INDIANAState'-- ~""_''_''_''= _

Citatim
42 ern 433.37
A'I'-78-90

4.9 Reporting Provider Payments to Internal
Revenue Service

There are procedures implemented in
accordance with 42 ern 433.37 for
identificatim of providers of services by
social seem i ty number or I:¥ errployer
identificatioo number and for reporting
the informatioo required I:¥ the Internal
Revenue Code (26 U.S.C. 6041) with respect
to payment for services under the plan. •

(

..

'lN1
Supe"-rs-ed~e-s--
'IN I ZzL-)

Afproval Date ¥ 20r Effective Date <///79"

)
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New:  HCFA-PM-99-3 
   JUNE 1999 

State:    Indiana  

Citation 4.10 Free Choice of Providers 
42 CFR 431.51 (a) Except as provided in paragraph (b), the Medicaid agency assures
AT 78-90  that an individual eligible under the plan may obtain Medicaid services
46 FR 48524 from any institution, agency, pharmacy, person, or organization that is
48 FR 23212 qualified to perform the services, including an organization that provides
1902(a)(23)  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 copayments, shall give recipients advance notice and a
reasonable opportunity for payment.  Recipients retain the ability to seek
services from other enrolled providers.

P.L. 100-93
(section 8(f)) (b) Paragraph (a) does not apply to services furnished to an individual -
P.L. 100-203
(Section 4113) (1) Under an exception allowed under 42 CFR 431.54, subject to the

the limitations in paragraph (c), or

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

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

(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 438.50 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), 1915(a), 1915(b)(1), or
1932(a); or managed care organization, prepaid inpatient health plan, a prepaid
ambulatory health plan, or a similar entity shall not restrict the choice of the qualified
person from whom the individual may receive emergency services or services under
section 1905(a)(4)(c).

TN No.    04-009 
Supersedes Approval Date   1/19/05  Effective Date  October 1, 2004 
TN No.    03-031  
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State _

Revisicn:

, ,",

Citaticn
42 ern 431.610
AT-7B-90
AT-BO-34

4.11 Relations with Stvndard-Setting and Survey
Agencies

(a) The State agency utilized by the
Secretary to determine qualifications of
insti tutions and suppliers of services to
participate in Medicare is responsible
for establishing fu,j maintaining health
standards for private or public
instituticns (exclusive of Christian
Science sanatoria) that provide services
to Medicaid recipients. 'Ihis agency
is STATE B0APD OF EFAITH

(

(b) The State authority(ies) responsible for
establishing and maintaining standards,
other t.han those relating to health, for
public or privat~ irstitutions that
provide services to Medicaid recipients
is (are) :STATF BOAED QF BFAI TIl ,

STATE FIRE MARSHALl DFPAPTh-fFNT,

ADMU' I STRATIIIE BUILDING C0UNCIL

.: ..'.
(c) A'I"l'!'01:1ENr 4.11-A describes the standards

specified in l~agra?hs (a) and (b)
above, t hat are kept on file and made
available to the Eealth Care Firancing
Administratic~ on request.

l
'INt
supe·"':r:::sede:=:::s;:--
'IN i 1't' ~

Approval Date 2.,v z-/7'> Effective Date t'!'d7(
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May 22, 19BO
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Citation
42 OR 431.610
AT-7B-90
AT-B9-34

4.11(d) The STATF BOARD OF

HEALTH (agency)
which is the State agency responsible
for Licens.inq health institutioos,
determines if institutions and
agencies meet the requi rereents for
participation in the Medicaid
progr<uo" The requirements in 42 c:rn.
431.61C(e), (f) and (g) are met.

(

'INi
supe"-::-rs:::ed::c~=,es,--

'IN i 72:..=- \"
AH;>roval Date ;:z;! '2-b.,-- Effective Date ';//7</

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

INDIANAState -=-=-c="-'- _

Citaticn
42 CFR 431.105 (b)
AT-78-90

4.12 Consultation to Medical Facilities

(a) Consultative services are provided
by health am other appropr iate
State agencies to hospitals, nursing
facilities, hane health agencies,
clinics and laboratories in
accordance with 42 CPR 431.105 (b) •

(b) Similar services are provided to
other types of facilities providing
medical care to individuals
receiving services under the
programs specified in 42 CPR
431.105 (b) •

(

!%l Yes, as V$ted oo~
to all providers who request
services as provided in paragraph
(a) above.

U Not app'Licebl.e , Similar
services are net provided to
other types of medical
facilities.

l
TN#
Sup-'-e-rs=-eo---+-e-s--
'IN # 73- /s;-

Afproval Date ~7Y/ Effective Date /,c~S-~;'~

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

OMB No.: 0938-

IndianaState/Territory ----'=="":...- _

Citation 4.13 Required Provider Agreement

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

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

In accordance with 42 CFR 442, Subpart B, the agency
may refuse to execute an agreement with a certified nursing
facility for additional beds when:

(1) An existing nursing facility undergoes a change in
ownership that results in an increase in the number of Medicaid
certified beds eligible for reimbursement.
(2) The overall occupancy rate for all facilities in the
geographic region is less than 95%.

In accordance with 42 CFR 442, Subpart B, the agency
may not refuse to execute an agreement with a certified nursing
facility when:

(3) The nursing facility closes a building and replaces it with a
new building with no more Medicaid certified beds than were
contained in the previous building.
(4) The nursing facility is owned by the State ofIndiana.
(5) The nursing facility is under development on December 15,
2005 to add, construct or convert certified beds. In
determining whether the facility is under development on
December 15, 2005, the office shall consider

(A) whether:
(i) architectural plans have been completed;
(ii) funding has been received;
(iii) zoning requirements have been met;
(iv) construction plans for the project have been
approved by the state department of health and
department of fire and building safety; and

(B) any other evidence that the office determines is an
indication that the nursing facility is under development.

(6) The nursing facility is part of a continuing care
retirement community that is required to file a disclosure
statement under IC 23-2-4.

TN No. 05-015
Supersedes
TN No. 91-018

Approval Date SEP 01 2006 Effective Date December 15,2005
HCFA ID: 7982E
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AUGUST 1991

OMB No.: 0938-

IndianaState/Territory --"'==:..-- _

42 CFR Part 483
1919 of the Act

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

42 CFR Part 483,
Subpart D

(c) For provider ofICFIMR services, the requirements of parti
cipation in 42 CFR Part 483, Subpart D are also met.

1902 of the Act (d) For each provider that is eligible under the plan to furnish
ambulatory prenatal care to pregnant women during a
presumptive eligibility period, all the requirements of
section 1920(b)(2) and (c) are met.

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

TN No. 05-015
Supersedes
TN No. 91-018

Approval Date SEP 01 2006 Effective Date December 15,2005

HCFAID: 7982E
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Citation 
1902 (a)(58) 
1902(w)  4.13 (e) For each provider receiving funds under 
     the plan, all the requirements for 
     advance directives of section 1902(w) are 
     met: 
 
     (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 
       provider or organization about 
       their rights under State law to 
       make decisions concerning medical 
       care, including the right to 
       accept or refuse medical or 
       surgical treatment and the right 
       to formulate advance directives. 
 
      (b) Provide written information to all 
       adult individuals on their 
       policies concerning implementation 
       of such rights; 
 
      (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 
       requirements of State Law (whether 

 
 

TN #    __03-031_          
Supersedes     Approval Date  _______  Effective Date    8/13/03 
TN #  ___91-24___                 
 
 



45(b) 
 

Revision: HCFA-PM-91-9   (MB)   OMB No.: 
  October 1991
 
State/Territory:     Indiana     

 
       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 furnish the written 
      information described in paragraph 
      (1)(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. 

 
 

TN #            _03-031_         Effective Date   _8/13/03    
Supersedes  
TN #  _91-24___________  Approval Date                   
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Revision: HCFA-PM-91-10 (MB)         
  DECEMBER 1991 
 
  State/Territory:   Indiana      
 
Citation  4.14 Utilization/Quality Control 
42 CFR 431.60  (a) A Statewide program of surveillance and 
42 CFR 456.2   utilization control has been implemented that 
50 FR 15312   safeguards against unnecessary or inappropriate 
1902(a)(30)(C) and  use of Medicaid services available under this 
1902(d) of the   plan and against excess payments, and that 
Act, P.L. 99-509  assesses the quality of services.  The 
(Section 9431)   requirements of 42 CFR Part 456 are met: 
 
     X  Directly 
 
           By undertaking medical and utilization review  

requirements through a contract with a Utilization and Quality 
Control Peer Review Organization (PRO) designated under 
42 CFR Part 462.  The contract with the PRO — 

 
(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. 

 
1932(c)(2) 
and 1902(d) of the 
ACT, P.L. 99-509 
(section 9431)  
       X       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 organizations under contract, except where 
exempted by the regulation   

 
 
 
TN #  05-004 
Supersedes   Approval Date    5/13/05  Effective Date   March 1, 2005 
TN #  92-02 
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(BERC)

Indiana

OMB NO. 093a-0193

Citation
42 CFR 456.2
50 FR 15312

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

L-/ 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.

L-/ 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:

L-/ All hospitals (other than mental
hospitals) .

L-/ Those specified in the waiver.

Lj/ No waivers have been granted.

TN No. 85-10
Supersedes
TN No.

Approval Date ID-(/-51) Effective Date 7/1/85

HeFA IO: 0048P/0002P



i
I

<,
i

Revi~ion: HC~i-P~-85-7
.JuLY 1985

State/Te"itoL.

(BE:llC)

48

Indlana

OKB UQ.: 0938-0193

C1t~tl.on

42 C~R 456.2
50 Fa 15312

(c) The Medicaid agency meets the ,equirements
of 42 cz~ Pact 456, Subpart 0, for control
of utilization of inpatient services in mental
hospitals.

o Utilization and medical review are
perfoc.ned by a utilization and Quality
Cont~ol Peer Review Organization designated
unde~ 42 CcR Part. 462 that has a cont~act

with the agency to perfo~ those reviews.

L-I Utilization review is pecfo~ed in
acco,dance ~ith 42 cza Part 456, SubpaICt H,

~ that specifies the conditions of a waiver
of the requiICements of subpaICt 0 for:

L-/ All mental hospitals.

L-I Those specified in the waiver.

117 ~o waivers have been granted.

L-/ Not auulicable. Inpatient se~ices in mental
hospitals are not provided under this plan.

HCFA 10: 0048PI0002P

App,oval Date Effective Date 10-1-85



(

Revision: HCFA-PM-85-3
IlAY 1985

state:

49

(BE:.Il.C)

Indiana

OMB NO. 0938-0193

Citation
42 Cl"R 456.2
50 FR 15312

4.14 (d) The Medicaid agency meets the requirements of
42 Cl"R Part 456, Subpart &, for the control of
utilization of skilled nursing facility
services.

L-I Utilization and medical revie~ are
perfo~ed by a Utilization and Quality
Control Peer Revie~ Organization desig~ated

under 42 CFR Part 462 that ha~ a contract
with the agency to pe~fa~ those revie~g.

L-I Utilization revie~ is perfo~ed in
accordance ~ith 42 GFR Part 456, Subpart H,
that specifies the conditions of a ~aiver

of the requirements of Subpart & for:

~

L-I All skilled nursing facilities.

L-I !hose specified in the waivec.

TI IIo . =:.:.::
Super3ede3
TI 110.

&ffective Data 7/1/85

HGFA ID: 0048P/0002P



Revision: HCFA-PM-85-3
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State:

(BERC)

Indiana

50

OMB NO. 0938-0193

Citation
42 CFR 456.2
50 FR 15312

4.14 L-/(e) The Medicaid agency meets the ~equi~ements

of 42 CFR Pa~t 456, Subpa~t F, fo~ cont~ol

of the utilization of inte~ediate ca~e

facility services. utilization ~eview in
facilities is p~ovided th~ough:

L-I Facility-based ~eview.

L-I Di~ect ~eview by pe~sonnel of ~he medical
assistance unit of the State agency.

- Fi sea 1 Aaent
[£1 Per sonnel" unde r con t r-ac t; to the medical

assistance unit of the State agency.

L-I utilization and Quality Cont~ol Pee~ Review
O~ganizations.

L-I Anothe~ method as desc~ibed in ATTACHMENT
4.14-A.

L-I Two o~ mo~e of the above methods.
ATTACHMENT 4.l4-B desc~ibes the
ci~cumstances unde~ which each method is
used.

L-I Not applicable. Inte~ediate ca~e facility
services a~e not p~ovided unde~ this plan.

Til No. 85-10
Supe~sedes

TN Ilo.
App r-ova I Date /0-/1- t!J Effective Date 7/1/85

HCFA ID: 0048P/0002P
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Revision: HCFA-PM-91-10 (MB) 
  December 1991 
 
  State/Territory:   Indiana      
 
Citation  4.14 Utilization/Quality Control (Continued) 
      
42 CFR 438.356(e)    For each contract, the State must follow an open,  
      competitive procurement process that is in accordance with 
      State law and regulations and consistent with  
      45 CFR part 74 as it applies to State procurement of  
      Medicaid services. 
 
42 CFR 438.354  
42 CFR 438.356(b) and (d)   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. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TN #  05-004 
Supersedes   Approval Date    5/13/05  Effective Date  March 1, 2005 
TN #   91-25 
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Revision: HCFA-PM-92- 2 ·(HSQB)
MARCH 1992

( State/Terr Ltory:__-,l"n",d"l,,'"a"'n=a'---- _

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

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

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 reguiremencs 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 6S 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.

TN No. 93 012
Supersedes
TN No. ~

, °3Approval Date ;;; < 20·· I Effective Date 4~1~93

HCFA ID:



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

State -"£LbLL~~ _

(

Citatioo
42 CFR 431.615(c)
AT-78-90

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

The Medicaid agency has cooperative
arrangements with State health and
vocational rehabilitation agencies and
with title V grantees, that meet the
requirements of 42 CFR 431.615.

ATI'1IOlMENI' 4.l6-A describes the
cooperative arrangements with the health
and vocational rehabilitation agencies.

'IN .!.i _
Suoersedes
'IN" # 7>L~

Afproval Date 02/ zhs- Effective Date ,y//7'/
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MAY 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

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

4.17 Liens 2nd 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)-(gl 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
191 7 (a) (1) (B) on real property of an
individual who is an inpatient of a
nursing facility, reF/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.l7-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.

TN No. 03.-019
Supersedes
TN No. 95-024

Effective Date -.lhlly J j 2QQ~



Revision: HCFA-PM-95-3 (MB) 
May 1995 

Page 53a 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

TN No.: 10-009 
Supersedes 
TN No.: 95-024 

State/Territory: Indiana 

(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: 

(I) 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, ICFIMR, 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 
Section 1917(a){l)(B) (even ifit 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. 

_lL 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 medical assistance paid on behalf of the recipient after the 
recipient became fifty-five years of age or older except for 
Medicare cost sharing identified at 4.17(b)(3) Continued. 

Recovery shall be made for benefits provided prior to October 1, 
1993, only if the recipient was sixty-five years of age or older at 
the time the benefits 'were provided. 

Approval Date: MAR 1 6 2011 Effective Date: July 1, 2010 



Revision: HCFA-PM-95-3 (MB) 
May 1995 

Page 53a-l 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Indiana 

4.17 (b) Adjustments or Recoveries 

TN No.: 10-009 
Supersedes 
TN No.: NEW 

(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 copayments is the date 
the request for payment is received by the State 
Medicaid Agency. The date of services 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 of over. The above 
protection from estate recovery 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. 

MAR 162011 Approval Date: ___ _ Effective Date: July 1, 2010 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
(

Revision: HCFA-PM-9S-3
MAY 1995

(ME)

S3b

State/Territory: Ipdiana

(4) .....1-
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 or resource
disregard must select this entry. These five States may either check
this entry or one of the following entries.)

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

...1..-
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:

The State seeks recovery for medical assistance paid on behalf of the
recip~ent ~fter the recipient became 55 years of age or older. lf the
reclplent lS survived by a spouse, recovery shall be made after the death
~f the ~urvlvlng spouse. Only those assets included in the recipient's
estate, (all,real and personal property and other assets included within

the.reclplent s estate as defined for purposes of state probate law) are
subject to recovery. If the recipient is survived by a child, no recoverv
shall ~e made wh i l s the child is either: (1) under 21 years of age; or 
(2) bllnd or.dlsabled as defined in 42 USC 1382c. A claim may not be
enforced agalnst the following assets: (1) personal effects, ornaments,
or keepsakes of the deceased; \2) assets of an individual who purchases
a long term care lnsurance POllCY that are disregarded pursuant to
IC 12-~5-3-6. The Medicaid agency may waive recovery, in whole or in
part, In cases nf undue hardship.

TN No. 95-024
Supersedes
TN No.

Approval Date Effective Date 711 (95
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Revision: HCFA-PM-95-3
MAY 1995

53c

(ME)

\

State/Territory: Indiana

(c) Adjustments or Recoveries: Limitations

The State complies with the requirements of
section 1917(b) (2) of the Act and regulations
at 42 era §433 .36 (h) - (i) .

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

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

(a) a sibling of the i~dividual (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.

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

TN No. 95-024
Supersedes
TN No.

Approval Date ;
i ~I /: ? l}>,:_
L , I -' I c ,» Effective Date 7/1/95
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Revision: HCFA-PM-95-3 (ME)
MAY 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State /Terri tory: -'-lllDlld-l;-<auDLa1- _

(d) ATTACHMENT 4.17-A

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

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

(3) Defines the following terms:

o estate (at a minimum, estate ~s

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

o individual's home,

o equity interest in the home,

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

o on a continuous basis,

o discharge from the medical institution
and return home, and

o lawfully residing.

TN No. 95-024
Supersedes
TN No.

Approval Date Effective Date 711 195
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Revision: HCFA-PM-95-3 (MB)
MAY 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

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

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

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

TN No. 95_024
Supersedes
TN No.

Approval Date Effective Date 7/1/95
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Revision: HCFA-AT-91-4 (BPD)   OMB No.: 0938- 
  AUGUST 1991 
         
  State/Territory:               Indiana   
 
Citation  4.18 Recipient Cost Sharing and Similar Charges 
42 CFR 447.51 
through 447.58 (a) Unless a waiver under 42 CFR 431.55(g) applies, 
   deductibles, coinsurance rates, and copayments do 
   not exceed the maximum allowable charges under 
   42 CFR 447.54. 
 
1916(a) and (b) (b) Except as specified in items 4.18(b)(4), (5), 
of the Act  and (6) below, with respect to individuals covered 
   as categorically needy or as qualified Medicare 
   beneficiaries (as defined in section 1905(p)(1) of 
   the Act) under the plan: 
 

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

 
(2) No deductible, coinsurance, copayment, or similar charge is imposed 

under the plan for the following: 
 

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

 
     [  ] Age 19 
 
     [  ] Age 20 
 
     [  ] Age 21 
 
     Reasonable categories of individuals who 
     are age 18 or older, but under age 21, to  
     whom charges apply are listed below, if  
     applicable. 
 
 
     (ii) Services to pregnant women related to the  

pregnancy or any other medical condition  
that may complicate the pregnancy. 

  
 
 
 
 
 
 
 
 

TN #   __03-031___       Effective Date   __8/13/03   
Supersedes  
TN #  __93-001___   Approval Date                   
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Revision: HCFA-PM-91-4 (BPD)     OMB No.:  0938- 
  AUGUST 1991 
 
  State/Territory:   Indiana       
 
Citation  4.18(b)(2) (Continued) 
 
42 CFR 447.51   (iii) All services furnished to pregnant women. 
through     
447.58       
     [ ] Not applicable.  Charges apply for services to pregnant 
      women unrelated to the pregnancy. 
 

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

 
(v) Emergency services if the services meet the 

requirements in 42 CFR 447.53(b)(4). 
 
(vi) Family planning services and supplies furnished to 

individuals of childbearing age. 
 
(vii) Services furnished by a managed care organization, 

health insuring organization, prepaid inpatient health 
plan, or prepaid ambulatory health plan in which the 
individual is enrolled, unless they meet the requirements 
of 42 CFR 447.60.   

 
42 CFR 438.108    [  ]  Managed care enrollees are charged  
42 CFR 447.60      deductibles, coinsurance rates, and copayments 

in an amount equal to the State Plan service 
cost-sharing. 

 
 [X] Managed care enrollees are not charged 

deductibles, coinsurance rates, and copayments.   
 
1916 of the Act,    (viii) Services furnished to an individual receiving 
P.L. 99-272,     hospice care, as defined in section 1905(o) of  
(Section 9505)     the Act.  

 
 
 
 
 
 
 
 
 
 
TN #   ___03-031____         Effective Date   8/13/03    
Supersedes  
TN #  ___91-18______  Approval Date         
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Revision: HCFA-PM-91- 4
AUGUST 1991

State/Territory:

(BPD)

56

Indiana

OMB No.: 0938-

Citation 4.18(b) (Continued)

42 CFR 447.51
through
447.48

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

L-/ Not applicable. No such charges are
imposed.

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

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

( LI

LYI 18 or older

LI 19 or older

LI 20 or older

LI 21 or older

Charges apply to services furnished to the
following reasonable categories of
individuals listed below who are 18 years of
age or older but under age 21.

-,

c'

TN No. 93 001
supersede91_18 Approval Date
TN No.

Effective Date

HCFA 10: 7982E

(,

,'.' .'.
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Revision: HCFA-PM-91- 4 (BPD)
AUGeST 1991

State/Territory: Indiana

OMB No.: 0938-

; .-; .... : '..
.....'. ~ .. . '.,

. . ..... ..
-:.: .: ;;

..~ .:~::"
•. " .....:
~. .r

Citation
42 CFR 447.51
through 447.58

4.18(b) (3) (Continued)

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

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

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

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

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

-, (E)

(F)

( G)

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

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

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

Lx/ Not applicable. There is no
maximum.

.':-'", .t

'.'

TN No. 93-001
Supersedes Approval Date
TN No. 91-18

Effective Date

HCFA 10: 7982E

4-1-93
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:
Revision: HCFA-PM-9l-4 (BPD)

AUGUST 1991
OMB No.: 0938-

state/Territory:
Indiana

.....
" ,"-.

Citation
1916(c) of
the Act

4.18(b)(4) L-/ A monthly premium is imposed on pregnant
women and infants who are covered under
section 1902(a)(10)(A)(ii)(IX) of the Act
and whose income equals or exceeds 150 percent
of the Federal poverty level applicable to a
family of the size involved. The requirements
of section 19l6(c) of the Act are met.
ATTACHMENI 4.18-0 specifies the method the
State uses for determining the premium and the
criteria for determining what constitutes undue
hardship for waiving payment of premiums by
recipients.

For families receiving extended 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.

A monthly premium, set on a sliding scale,
imposed on qualified disabled and working
individuals who are covered
under section 1902(a)(10)(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. ATTACHMENI 4.18-E
specifies the method and standards the State
uses for determining the premium.

1902(a) (52) 4.l8(b)(5) L-/
and 1925 (b)
of the Act

19l6(d) of 4.l8(b)(6) L-/
the Act

c

TN No. 91 18
Supersedes Approval Date
TN No. 86-8

Effective Date

HCFA 10: 7982E

1-1-92

(
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" ./',/ , Revision: HCFA-PM-9l- 4 (BPD)
AUGUST 1991

State/Territory: Indiana

56c

OMB No,: 0938-

'.•.<;'1.~1 •

~.,•. '. .t :'

......
"

.. '.',

Citation 4,18(c) 1-/ Individuals are covered as medically needy under
the plan.

42 CPR 447.51
through 447.58

(1) 1-/ An enrollment fee, premium or similar charge is
imposed. ATTACHMENT 4.18-B specifies the
amount of and liability period for such charges
sUbject to the maximum allowable charges in 42
CPR 447.52(b) and defines the State's policy
regarding the effect on recipients of
non-payment of the enrollment fee, premium, or
similar charge.

.. ,'

(

c

44 7 .51 through
447.58

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

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

under--

1-/ Age 19

1-/ Age 20

1-/ Age 21

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

HCFA 10: 7982E

c. ]

TN No. 91 18
Supersedes Approval Date
TN No. 86-8

Effective Date 1-1-92
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OMB No.:
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0938-

State/Territory:
Indiana

4.18 (c) (2) (Continued)
.~,.~~".:..'~

:...;:.. .

:-." .~'.. . ,,:,. '. '.~ ...
,,:,.:
. .:.

~. ~

Citation

42 CFR 447.51
through
447.58

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

(iii) All services furnished to pregnant women •

: ;..

'.-,.:.
L/ Not applicable. Charges apply for

services to pregnant women unrelated to
the pregnancy.

;' ~... ,.,

(

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

447.51 through
447.58

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

(v) Emergency services if the services meet the
requirements in 42 CFR 447.53(b)(4).

{vi} Family planning services and supplies furnished
to individuals of childbearing age.

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

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

1-/ Not applicable. No such charges are
imposed.

,

c

TN No. 91 18
Supersedes Approval Date
TN No. 86-8

Effective Date

HCFA lD: 7982E

1-1-92
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4.l8(c)(3) Unless a waiver under 42 CFR 43l.55(g) applies,
nominal deductible, coinsurance, copayment, or
similar charges are imposed on services that are
not excluded from such charges under item (b)(2)
above.

State/Territory:

':-- ... ,,'
, ," ;\:

. " ....
..........
.• " '.c..

Revision: HCFA-PM-9l-4
AUGUST 1991

Citation

(BPD)

Indiana

OMB No.: 0938-

..
.-

c

Not applicable. No such charges are
imposed .

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

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

1-/ 18 or older

19 or older

1-/ 20 or older

L-/ 21 or older

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

~ 1 IB

HCFA ID: 79 82E

TN No.
Supersedes
TN No. 86-8

Approval Date Effective Date 1-1-92



Revision: HCFA-PM-9i- 4 (BPD)
AUGUST 1991

State/Territory:
Indiana

OMB No.: 0938-

';.':~ ~~~~'.

' .

.::~\:;~:i··:'
-,

Citation

447.51 through

447.58

4.18(c) (3) (Continued)

(iii) For the medically needy, and other optional
groups, ATTACHMENT 4.l8-C specifies the:

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

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

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

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

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

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

(
<,

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

1-/ Not applicable. There is no maximum.

TN No. 91 18
supersedes Approval Date
TN No. 86-8

Effective Date

HCFA 1D: 7982E

1-1-92
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Revision: HCFA-PM-91- 4
AUGUST 1991

(BPD) OMB No.: 0938-

State/Territory: Indiana

Citation 4.19 Payment for Services
~'. -,- '

..

42 CFR 447.252
1902(a)(13)
and 1923 of
the Act

(a) The Medicaid agency meets the requirements of
42 CFR Part 447, Subpart C, and sections
1902(a)(13) and 1923 of the Act with respect to
payment for inpatient hospital services.

ATTACHMENT 4.l9-A describes the methods and
standards used to determine rates for payment for
inpatient hospital services.

L-I 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 1861(v){1){G) of the Act.

~X! Inappropriate level of care days are not covered.

1-1-92

HCFA ID: 7982E

E f fee t i ve Date __-":..0::2'"- _Supersedes Approval Date
TN No. 87-4

TN No. 91-18

c



State/Te==i~ocy:

Revisic:1.:
Augusc

HC?;>'-?'1-9J- 6
:'993

sa

(MB)
,

Citat!...'~n
42 CF?. 447.201
42 C?R 447.JC2
52. fR 28648
I902(a)(13)(E)
1903(a) (Ii and
(n), 192.0, and
1926 of the Act.

1902(a)(lC) a~c.

1902(a)(JOi of
the Ac't

4.19 (t) I~ addi~io~ to t~e se~,ices 5p8ci.:i.ed i:"1.
parag~a?hs 4 .. 19(a), (d), (~:, (1). and (m),the
Medicaid age~cl mee~a t~e :~~~owi~g

r aqu Lr ernenn a :

(1) seca Len 1902(a)(lJi(:::: 0: cne Act regardi.:lg
payment for services f~rniahed by Federally
qual:"f:"e<!. health centers (FQHCs) under sect.Lor;
190~(a){2)(C) 0: t~e ~ct. The agency meets
the r e qu i.r-erne nt.a of sec t i on 6303 of the State
Medicaid xacwaj, (EC?;:"-?1.lD. 45-6) regarding
payment f o r FQHC s e cv Lce e .. AT":'ACHMEN':" 4.1'3-8
describes the me~~o~ of payme:lt and how t:-:e
age~cy de-ce rm i ne e t:-.e ee a aonac Le c c e c s of the
ae:::vices (for eXaIT.~le, C~3t-re?0:::~s. C88t or
bUdge~ ~evie~8, 0= 9~~p~e surveys).

(2) sec t i.cna 1902(a) (13) (3:) and 1926 c: t.r;e Act,
and 42 CFR Part 44', S~=?ar~ D, with =espec~

to payment :0::: al~ c~~e::: types of a~ulatol:"Y

services provided bv rur e ; he a Lt.h c Lf.ni.c a
u:1c.er :'he p;'an ..

ATTAC~N~ 4.19-5 desc=~=es the met~od9 and
sta:1darda ~sed for t~e Cavr..ent of each of t~ese

aar-r Leas except for inp~:::'e:".t hoap i.t a L, nu r a i.nq
facility eecv tces and e e.rv i.ce s in i.r:te:::-r::ed.iate care
f ac Ll Lt Le a for the me a t a Ll y rec a r cec that are
described in o~her at~ac~"ents.

S<:PPLE~NT 1 tc ATTAC:"'J"~c;:- ~ .19-3 oes cc t.ce s
general met-nods and 8ta~~ar~8 used fcr
establishi~g pa;r:nent r c r xac Lc ar e Par':: A and :3
deduct.i~le/coinsu=ar.ce.

xc . ~.5-0LL

S1.l p e r s e d e 5l; l 1·~.
TN :-10. 'j~-~d

Appl:"oval ~ate 7-1-93
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Revisioo:

59

OCFA-AT-BQ-3B (BPP)
May 22, 1980

INDIANAState ---'=== _
Citatioo
42 em 447.40
AT-7B-90

4.19 (c) Payment is made to reserve a bed duri~

a reotpfent vs tenporary absence fran an
inpatient facility.

Yes. The State's policy 15
described in l\Tl'ACHMENr 4.1~.

D No.

(

-','--,-

l Af.:proval Date dz..C/7P Effecti ve Date /2/:/77



Revision: HCFA-PM-87- 9
AUGUST 1987

(BERC)

60

OKE No.: 0938-0193

State/Tet"t"i tory: Indiana

J Citation
42 CFR 447.25.2
47 FR 47964
48 FR 56046
42 CFR 447.280
47 FR 31518
52 FR 28141

4.19 Cd)

IX! (1) The Medicaid agency meets the t"equirements of
42 eFR Pat"t 447. Subpart C, with t"espect to
payments for skilled oUr's!ng and inte.medlate
cat"e facility services.

ATTACHMENT 4.19-D describes the methods and
standards used to determine t"ates for payment
for skilled nut"sing and intermediate care
facility services.

(2) The Medicaid agency provides payment fat"
routine skilled nursing facility services
fut"nlshed by a swing-bed hospital.

L-I At the average t"ate per patient day paid to
SUFa fat" t"outine services furnis~ed during
the previous calendar year.

L-/ At a rate established by the State, which
meets the requirements of 42 CFR Part 447,
subpart C, as applicable.

LXI Not applicable. The agency does not
provide payment for SYF services to a
swing-bed hospital.

(3) The Hedicaid agency provides payment for
routine intermediate care facility se~ices

furnished by a swing-bed hospital.

L I At the average rate per patient day paid to
ICFs, other than ICFs for the mentally
retarded, for routine services furnished
during the previous calendar year.

L-/ At a rate established by the state, which
meets the requirements of 42 CFR Part 447,
SUbpart C, as applicable.

I~ Not applicable. The agency does not
provide payment for ICF services to a
swing-bed hospital.

L-/ (4) Section 4.19(d)(I) of this plan is not
applicable with respect to intermediate care
facility services; such services are not
provided under this State plan.

HcrA IO: lOlOP/0012P

TN Yo • ..§.Z=2..
Supersedes
TN Yo. 84-4

Approval Date Effective Date lO/l/S7
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Rev i s i cru OCFA-AT-80-38 (OWl
May 22, 1980

State, _

(

(

Citation
42 CPR 447.45 (c)
""-79-50

'lNlf
."-=~~Supersedes

ON ~ 72 /c

4.19 (e) The Medicaid agency meets all requi rements
of 42 CPR 447.45 for timely payment of
claims.

A...'"I'ACHMENr 4.19-E specifies, for each
type of service, the definition of a
claim for purposes of rreet Lrq these
requirements.



c
Revision: HCFA-PM-87-4

MARCH 1987
(BERC)

62

OHB No.: 0938-0193

State/Territory: Indiana

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

'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 431.55(g) and 447.53. This
service guarantee does not apply to an individual
who is able to pay. nor does an individual's
inability to pay eliminate his or her liability for
the cost sharing change.

TN No. 87 4
Super'sedes
TN No. ~

ApPt"oval Date gffective Date 7/1/87

HCFA IO: lOlOP/0012P
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Revisicn: H:FA-AT-BD-38 (BPP)
>lay 22, 1980

State~ -=--==,- _

(

l

C i tatloo
42 ern 447.201
42 CFR 447.202
AT-78-90

Wi
s t..:;?e'~"'[s"'ecod"'e"'s--
W '79 /c

4.19{g) The Medicaid ageoc:y assures eporopr iate
audit of records when payment is based 00
costa of services or en a fee plus
cos t of mater Lal,s ,

AWroval Date //..1 Z.b9 Effective Date P83/7?
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Revision: HCFA-AT-80~60 (BPP)
August. 12, 1980

INDIA...t'iA

•
-<'f'-

r:..: t--
,,~ ..-

.,

Ci tatioo
42 CFR 447.201
42 CFR 447.203
AT-78-90

4.19 (h) The Medicaid aqency meets the requi resnents
of 42 CFR 447.203 for documentation and
avaiJability of payment rates.

R

('
"<,

(
-

Af9roval Date _ Effective Date _
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Revision: OCFA-AT-80-38 (BPP)
May 22, 19BO

INDIA~

4.19(1) The Me.3icaid agency's payments are
sufficient to enlist erx:ugh providers 00
that services under the plan are
available to recipients at least to the
extent that those services are available to
the general r:q::ulatioo.

state, _

Citatioo
42 ern 447.201
42 CFR 447.204
AT-7B-90

(

IN ,,1==__
Supersedes
IN 1 79 /<'
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Revision: HCFA-PM-91- 4
AUGUST 1991

State:

(BPD)

Indiana

66

OMS No.: 0938-

.,'

Citation

42 eFR
447.201
and 447.205

1903(v) of the
Act

4.19(j)

(k)

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. 91-16
Supersedes
TN No. 89-2

Approval Date Effective Date

HCFA ID: 7982E

1-1-92
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Revision: HCFA-PM-92-7
October 1992

state/Territory:

citation

(MB)

66(a)

Indiana

1903{i}(14)
of the Act

4.19{1) 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 services 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. 92 023
supersedes
TN No. YT - 17

----
Approval Date 1

1, -, !':::'?
j i ") i f.i Effective Date 10 1 92



66(b) 

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

State/Territory: Indiana 

Citation 

4.19 (m) Medicaid Reimbursement for Administration of Vaccines 
under the Pediatric Immunization Program 

1928 (c)(2)(C) 
(ii) of the Act (i) A provider may impose a charge for the administration 

of a qualified pediatric vaccine as stated in 1928 
(c)(2)(C)(ii) of the Act.  Within this overall 
provision, Medicaid reimbursement to providers will 
be administered as follows. 

(ii) The State:

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

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

 X sets a payment rate below the level of the 
regional maximum established by the DHHS 
Secretary. 

 is a Universal Purchase State and sets a 
payment rate below the level of the regional 
maximum established by the Universal Purchase 
State. 

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

$15.00 

1926 of the Act (iii) Medicaid beneficiary access to immunizations is 
assured through the following methodology: 

Option C – Practitioner Participation, as set out in Notice 
with comment MB-84-NC, printed in the Federal Register 
dated October 3, 1994. 

TN No. 19-002 
Superseded TN No. 98-015 Approval Date ____________ Effective Date 1/1/2020 8/14/19
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Revisioo:

67

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

INTJIANAState _

Citation
42 CFR 447.25 (b)
AT-78-90

4.20 Direct Payments to Certain Recipients for
Physicians' or Dentists' Services

Direct payments are ma1e to certain recipients
as specified by, arrl in accordance with, the
requirements of 42 CFR 447.25.

~ Yes, for ~ physicians' services

~ dentists' services

ATTACHMENT 4.20-A specifies the
cond i.t ions under which such payrrancs are
made.

[!J Not applicable. No direct payroents are
made to recipients.

(

l
W-,-i_~__
Supersedes
W i 77-/c

Awroval Date //2-c/77 Effective Date /2///77
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10-81

INDIANAState """"'~=~ _

Revision: HCFA-AT-81-34 (BPP)
~ ,

r
Citation

42 CFR 447.10(c)
AT-78-90
46 FR 42699

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.

(

~ .~.".

TN II ~(-~
Supersede
TN II

Approval Date Effective Date 1-1- Y'(

(









OMB No. 0938-0193 
71 

Revision:  HCFA-AT-84-2 (BERC) 
01-84 

State/Territory: Indiana 

Citation 4.23 Use of Contracts 

42 CFR 434.4 The Medicaid agency has contracts of the  
48 FR 54013 type(s) listed in 42 CFR Part 434.  All  

contracts meet the requirements of 42 CFR Part  
434.

__ 
/  / Not applicable.  The State has no such  

contracts. 

42 CFR Part 438 The Medicaid agency has contracts of the  
type(s) listed in 42 CFR Part 438.  All 
contracts meet the requirements of  
42 CFR Part 438.  Risk contracts are  procured 
through an open, competitive procurement process that is consistent with  
45 CFR Part 74.  The risk contract is with (check all that apply): 

_X_ a Managed Care Organization that meets the definition of 
1903(m) of the Act and 42 CFR 438.2 

___ a Prepaid Inpatient Health Plan that meets the definition of 42 
CFR 438.2 

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

___ Not applicable. 

TN #   _03-031___  Effective Date   __8/13/03 
Supersedes  
TN #  __**_______  Approval Date   
** no transmittal number on existing Plan page, approved 3/27/1984, effective 1/1/1984  
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Revision: HCFA-PM-94-2 (BPD)
APRIL 1994

Indiana
State/Territory:

Citation
42 CFR 442.10
and 442.100
AT-78-90
AT-79-18
AT-80-25
AT-80-34
52 FR 32544
P.L 100-203
(Sec. 4211)
54 FR 5316
56 FR 48826

4.24 Standards for Payments for Nursing Facility
and Intermediate Care Facility for the Mentally
Retarded Services

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

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

TN No. 94-014
Supersedes
TN No. 89-6

Approval Date Effective Date 4-1-94
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Revision: HCFA-AT-80-38(BPP)
May 22, 1980

INDIANAState, =='-""''-- _

Citation
42 ern 431. 702
A'l'-78-90

4.25 Program for Licensing Administrators of Nursing
Hanes

The State has a program that, except with
respect to Christian SCience sanatoria, meets
the requirements of 42 ern Part 431, Sul:part
N, for the licensing of nursing hane
administrators.

(

\

l
. '. ~~

'IN 2!..t_-,,-__

Supersedes
'IN#73-1{

Effective Date /D~Sj73



(

"
\

Revision: HCFA-PM-

State/Territory:

Citation

(Ha,

74

INDIANA

1927(g)
42 CrR 456.700

1927(g) (1) (A)

4.25 Drug Utilization Review Program

A.I. The Medicaid agency meets the requirements of
Section 1927(g) of the Act for a drug use
review (DUR) program for outpatient drug
claims.

2. The OUR program assures that prescriptions
for outpatient drugs are:

-Appropriate
-Medically necessary
-Are not likely to result in adverse medical
results

c

1927(g) (1) (a)
42 CFR 456.705(b) and
456.709(b)

1927(g) (1) (B)
42 CrR 456.703
(d)and(f)

B.

C.

The DUR program is designed to educate
physicians and pharmacists to ide~tify and
reduce the frequency of patterns of fraud,
abuse! gross overuse, or inappropriate or
medically unnecessary care among physicians r

pharmacists, and patients or associated with
specific drugs as well as:

-Potential and actual adverse drug
reactions

-Therapeutic appropriateness
-Overutilization and underutilization
-Appropriate use of generic products
-Therapeutic duplication
-Drug disease contraindicationa
-Drug-drug interactions
-Incorrect drug dosage or duration of drug
treatment

-Drug-allergy interactions
-Clinical abuse/misuse

The OUR program shall assess data use against
predetermined standards whose source
materials for their development are
consistent with peer-reviewed medical
literature which has been critically reviewed
by unbiased independent experts and the
following compendia:

-American Hospital Formulary Service Drug
Information

-United States Pharmacopeia-Drug
Information

-American Medical Association Drug
Evaluations

TN No. 93-032
supersedes
TN No. 93-006

Approval Date Effective Date 12-1-93



(

Revision: HCFA-PM-

State/Territory:

Citation

Ha
(MB I

IN 0lANA

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 eFR 483.60. The
State has never-the-less chosen to include
nursing home drugs in:

Prospective DUR
Retrospective OUR.

(
(

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

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

1927(g) (2) (A) (ii)
42 CFR 456.705 (e)
and (d)

1927(g) (2) (8)
42 CFR 456.709(a)

E.l. The OUR 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.

•
2. Prospective OUR includes screening each

prescription filled or delivered to an
individual receiving benefits for potential
d~ug the~apy problems due to:

-Therapeutic duplication
-Drug-disease contraindications
~Drug-drug interactions
-Drug-interactions with non-prescription or
over-the-counter drugs

-Incorrect drug dosage or duration of drug
treatment

-Drug allergy interactions
-Clinical abuse/misuse

3. Prospective DUR includes counseling for
Medicaid recipients based on standards
established by State law and maintenance of
patient profiles.

F.l. 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.

(
TN No. 93 -032
super sedee
TN No. ,,3-006

Approval Date Effective Date 12-1-93
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Revision: HCFA-PM-

State/Territory:

Citation

927(g) (2) (C)
42 CFR 456.709(b)

1927(g) (2) (0)
42 CFR 456.711

1927(g) (3) (A)
42 CFR 456.716(a)

74b
(HB)

INDIANA

F.2. The DUR program assesses data dn drug use
against explicit predetermined standards
including but not limited to monitoring for:

-Therapeutic appropriateness
-Overutilization and underutilization
-Appropriate use of generic products
-Therapeutic duplication
-Drug-disease contraindications
-Drug-drug interactions
-Incorrect drug dosage/duration of drug

treatment
-Clinical ebueeymtec ee

3. The DUR program through its State OUR Board,
using data provided by the Board, provides
for active and ongoing educational qutreach
programs to educate practitioners on common
drug therapy problems to improve prescribing
and dispensing practices.

G.l. The DUR program has established a State DUR
Board either:

(
(

x Directly, or
Under contract with a private
organization

1927(g) (3) (B)
42 CFR 456.716
(A) ANO (B)

927(g) (3) (C)
42 CFR 456.716(~)

2. The OUR Board membership includes health
professionals (one-third licensed actively
practicing pharmacists and one-third but no
more than 51 percent licensed and actively
practicing physicians) with knowledge and
experience in one or more of the following:

- Clinically appropriate prescribing of
covered outpatient drugs.

- Clinically appropriate dispensing and
monitoring of covered outpatient drugs.

- Drug use review l evaluation and
intervention.

- Medical quality assurance.

3. The activities of the DUR Board include:

- Retrospective DUR,
- Application of standards as defined in

section 1927(g)(2)(C), and
- Ongoing interventions for physicians and

pharmacists targeted toward therapy
problema or individuals identified in the
course of retrospective DUR.

TN No. 93-032
Supersedes
TN No. 93-006

Approval Date Effective Date 12-1-93
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Revision: HCFA-PM- (MBI

State/Territory:

Citation

74c

OMS No.

rnn lANA

1927(9) (3) (C)
42 CFR 456.711
(a)-(dl

G.4 The interventions include in appropriate
instances:

- Information dissemination
- Written, oral, and electronic reminders
- Face-to-Face discussions
- Intensified monitoring/review of

prescribers/dispensers

(

(

1927(9) (3) (D)
42 CFR 456.712
(AI and (Bl

1927(hl(1)
42 CFR 456.722

1927(9) (2) (A) (i)
42 CFR 456.705(b)

1927(j) (2)
42 CFR 456.703(c)

• U.S. G.P.O.:1993-342-239:80043

H. The state assures that it will prepare and
submit an annual report to the Secretary,'
which incorporates a report from the state
nUR Board, and that the State will adhere to
the plans, steps, procedures as described in
the report.

1.1. The state establishes, as its principal means
of processing claims for covered outpatient
drugs under this title, a point-of-sale
electronic claims management system to
perform on-line:

- real time eligibility verification
- claims data capture
- adjudication of claims
- assistance to pharmacists l etc. applying

for and receiving payment.

2. Prospective nUR is performed using an
electronic point of sale drug claims
processing system.

J. Hospitals which dispense covered outpatient
drugs are exempted from the drug utilization
review requirements of this section when
facilities use drug formulary systems and
bill the Medicaid program no more than the
hospital's purchasing cost for such covered
outpatient drugs .

TN No. 93-032
Supersedes Approval Date
TN No. 93-006

Effective" Date 12-1-93



Citation 

1902 (oo) 

TN No. 19-019 

Supersedes 

TN No. NEW 

74d 

state/Territory: INDIANA 

K. Indiana Medicaid has fully implemented Section
1004 of the Substance Use-Disorder Prevention that
Promotes Opioid Recovery and Treatment (SUPPORT)
for Patients and commrmities Act (P. L. 115-271).
The State is in compliance with the new drug
review and utilization requirements set forth in 
section 1902(00) of the Act, as follows:

1. Claims Review Requirements
A. Safety Edits Including Early, Duplicate, and

Quantity Limits
i. The state has implemented the following

prospective opioid safety edits:
(l)quantity limits, including days'

supply limits
(2)length of therapy limits
{3)refill frequency (percent to refill)

limits 
(4)duplicate fills
(5)maximum Morphine Milligram Equivalents

(MME)/day limits
ii. The state has implemented the following

retrospective opioid safety reviews:
(l)quantity limits, including days'

supp1y limits
(2)length of therapy limits
(3)refill frequency (percent to refill)

limits
(4)duplicate fills
(5)maximum MME/day reviews

B. Concurrent Utilization Alerts
i. Opioid and Benzodiazepines Current Fill

Reviews

(l)The state has implemented and
monitors results of prior
authorization requirements for
concomitant opioids and
benzodiazepines

ii. Opioid and Antipsychotic Concurrent
Fill Reviews
(l)Tbe state has implemented and

monitors results of DUR edits

2. Program to Monitor Antipsychotic Medications by
Children
A. The state has implemented and monitors

results of the following:
i. age restrictions
ii. quantity limits
iii. prior authorization requirements for

duplicate antipsychotic therapy
iv. Department of Chi1d Services

Psychotropic Medications report

3. Fraud and Abuse Identification Requirements

Approval Date: _3/13/20_ _ Effective Date: November 28, 2019 



TN No. 19-019 

Supersedes 

TN No.NEW 

74e 

State/Territory: INDIANA 

A. The state has implemented and monitors
results including but not necessarily limited
to the following:

i. limits on number of opioid prescribers
over a period of time

ii. prior authorization requirements for
concomitant opioid and buprenorphine
based substance use disorder treatment

iii. ad hoc PDMP reviews corresponding to
prior authorization requests

iv. pharmacy claims audits

Approval Date:-3/13/20---- Effective Date: November 28. 2019 
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

HIDUNAState -"-'--''-'-'--'-'-- _

Citation
42 CPR 431.115 (c)
AT-78-90
AT-79-74

4.27 Disclosure of Survey Information and Provider
or Contractor Evaluation

The Medicaid agency has established procedures
for disclosing pertinent findings obtained
from surveys and provider and contractor
evaluations that meet all the requirements in
42 CPR 431.115.

(

\

l
'IN .!C#_-c;--
Supersedes
'IN i 7'7'-/·)



TN No. 20-006 
Supersedes TN No. 93-008 Approval Date: July 10, 2020 Effective Date: July 1, 2020 

Revision: HCFA-PM-93-1 
January 1993 

State/Territory: 

76 

(BPD) 

INDIANA 

Citation 

42 CFR 431.152; 
AT-79-18 
S2 FR 22444; 
Secs. 
1902(a)(28)(D)(i) 
and 1919(e)(7) of 
the Act; P.L. 
100-203 (Sec. 4211(c)).

4.28 Appeals Process 

(a) The Medicaid agency has
established appeals procedures 
for NFs as specified in 42  
CFR 431.153 and 431.154.
The Medicaid Agency has
delegated these procedures
to Indiana’s Office of 
Administrative Law
Proceedings (OALP).

(b) The State provides an appeals system
that meets the requirements of 42 CFR
431 Subpart E, 42 CFR 483.12, and
42 CFR 483 subpart E for residents who
wish to appeal a notice of intent to
transfer or discharge from a NF and for 
individuals adversely affected by the 
preadmission and annual resident review 
requirements of 42 CFR 483 Subpart C.



77 

New:  HCFA-PM-99-3 
 JUNE 1999

State: Indiana    

Citation 

1902(a)(4)(C) of the 4.29 Conflict of Interest Provisions 
Social Security Act 
P.L. 105-33 The Medicaid agency meets the requirements of  

Section 1902(a)(4)(C) of the Act concerning the  
Prohibition against acts, with respect to any activity 
Under the plan, that is prohibited by section 207 
or 208 of title 18, United States Code. 

1902(a)(4)(D) of the The Medicaid agency meets the requirements of 
Social Security Act 1902(a)(4)(D) of the Act concerning the safeguards 
P.L. 105-33 against conflicts of interest that are at least as  
1932(d)(3) stringent as the safeguards that apply under section 
42 CFR 438.58 27 of the Office of Federal Procurement Policy Act 

(41 U.S.C. 423). 

TN #    ___03-013___  Effective Date   8/13/03___ 
Supersedes  
TN #  ____99-007 ____ Approval Date  



(
Revision: HCFA-PIl-87-14 (BE:RC)

OCTOBE:R 1981

State/Territor:y:

78

Indiana

OHB ~o.: 0938-0193

(

Citation
42 CFR 1002.203
AT-19-54
48 FR 3142
51 FR 34112

4.30 E:xc1usion of Providers and Suspension of
Practitioners and other Individuals

(a) All requirements of 42 CFR Pat"t 1002, Subpart Bare
met.

I xI The agency, under the au tho r I ty of State law,
imposes bt"Oader sanctions.

HCFA 10: 1010P/0012P

T1I se , 88-1
Supersedes
T1I No. 8.2.:!:-

Appt"Ova1 Date ;6~/(t E:ffective Date 1/1/88
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Revision:  HCFA-AT-87-14 (BERC)    OMB No.:  0938-0193 
      OCTOBER 1987
 
  State/Territory:   Indiana       
 
Citation   (b) The Medicaid agency meets the requirements of – 
 
1902(p) of the Act   (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 1128, 
1128A, or 1866(b)(2). 

 
 
42 CFR 438.808 (B) An MCO (as defined in section 1903(m) of the Act), or 

an entity furnishing services under a waiver approved 
under section 1915(b)(1) of the Act, that – 

 
(i) Could be excluded under section 1128(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 1128(b)(8)(B) of the Act.   

 
1932(d)(1)    (2)  An MCO, PIHP, PAHP, or PCCM may not have  
42 CFR 438.610         prohibited affiliations with individuals (as defined  

in 42 CFR 438,610(b)) suspended, or otherwise excluded 
from participating in procurement activities under the 
Federal Acquisition Regulation or from participating in non-
procurement activities under regulations issued under 
Executive Order No.12549 or under guidelines 
implementing Executive Order No. 12549.  If the State finds 
that an MCO, PCCM, PIPH, or PAHP is not in compliance 
the State will comply with the requirements of 42 CFR 
438.610(c) 

 
 
 
 
 
 
 
 
 
 

TN #   ____03-031__         Effective Date   _8/13/03   
Supersedes  
TN #  ___88-1_______  Approval Date                   
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(
Revision: HC~A-AT-87-14 (BERC)

OCTOBER 1987

state/Tee-rei toe-y:

78b

Indiana

OMB No.: 0938-0193
4.30 Continued

\

Citation
1902(a)(39) of the Act
P.L. 100-93
(sec. 8~~:

1902(a) (41)
of the Act
P.L. 96-272,
(sec. 308(c))

1902(a)(49) of the Act
P.L. 100-93
(sec. 5(a)(4))

(2) section 1902(a)(39) of the Act by--

(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) Prov;'.ing that no payment will be made "itt;
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 pro~id"r
is te~inated, suspended, sanctioned, O~

otherwise excluded ...from participating undes
this State plan; and

(2) Section 1902(a)(49) of the Act with respect to
providing info~ation and access to informatio~

e-egarding sanctions taken against health c~
practitioners and providers by State licensing
authorities in accordance with section 1921 of
the Act.

TN !1o. 88-1
Supersedes
TN !1o. N/A

Appe-oval Date ~Jzq/r/ Effective Date 1/1/88

HCFA TO: 1010P/0012P
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Revision: HCl?A-PM-·87-l4

OCT08ER 1987
(BERC)

79

OMB Mo,: 0938-0193

State/Tet"d tory: Indiana

Citation
455.103
44 l?R 41644
1902(a) (38)
of the Act
P.L. 100-93
(sec. 8(0)

t35.940
through 435.960
52 l?R 5967
s» (IZ '6739

TN No. ~
SupeC'sedes
TN Uo. 87-5

4.31 Oisclosut"e of Information by Pt"ovidet"s and l?iscal Agent~

The Medicaid agency has established procedut"es fot" the
disclosure of information by pt"oviders and fiscal
agents as specified in 42 Cl?R 455.104 tht"ough 455.106
and sections 1128(b)(9) and 1902(a)(38) of the Act.

4.32 In~ome and Eli~L~jlity Vet"ification System

(a) The Medicaid agency has established a system ~ot"

income and eligibility ve~ification in acco~dance

with the t"equirements of 42 Cl?R 435.940 throu~h

435.960.

(b) ATTACHMENT 4.32-A describes. in accordance with
42 CFR 435.948(a)(6). the information that ~ill b~

t"equested in order to vet"ify eligibility ot" th@
co("'rect payment amount and the agencies and the
State(s) from which that information will be
requested.

Effective Date 1/1/88

HGFA 10: 10IOP/OOI2P



Revision: HCFA-PM-87-14
OCroBER 1987

(BERC)

79a

OKB Mo.: 0938-019J

State/Te("("itoC'Y: Indiana

Citation
1902(a) (48)
of the Act,
P.L. 99-570
(Section 11005)
P.L 100-93
(sec. 5(a)(3»

4.33 Medicaid KliRibility Cal"ds fo(" Homeless Individual@

(a) The Medicaid &Kency has a method fo(" malting cal:'<ls
evidencing eligibility fo(" medical assistance
available to an individual eligible unde(" the
State's appl"Oved plan who does not ("eside in &
pe("lllanent dwelling 0(" does not have a fixed h~ o~

lIlSiling addl"ess.

(b) ATTACHKEHT 4.33-A specifies the method ~o~ lssMaftee
of Medicaid eligibility cal"ds to homeless
individuals •

....- -'--

TV se • 88-1
SupeL"'sedes
TV I/o. 87-4

Appl"Oval Date /;?udt
I ;

Effective Date 1(1(88

HCFA 10: 1010P/0012P

~ us. GOVERf.NENT PRtNTN3 0FF1CE: 1"987- 2 0 1 _ 8 1 a t 6 a 4 3 7
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Revision: HCFA-PM-88-10 (BERC)
SEPTEMBER 1988

OMB No.: 0938-0193

IndianaState/Territory: ~~~~ __

Citation
1137 of
the Act

P.L. 99-603
(sec. 121)

4.34 Systematic Alien Verification for Entitlements
The State Medicaid agency has established procedures
for the verification of alien status through the
Immigration & Naturalization Service (INS) designated
system, Systematic Alien Verification for EntitJ.ements
(SAVE), effective October 1, 1988.

[J The state Medicaid agency has elected to
participate in the option period of October 1, J.987
to September 30, 1988 to verify alien status
through the INS designated system (SA~E).

[] The State Medicaid agency has received the
following type(s) of waiver from participation
in SAVE.

[] Total waiver

[] AJ.ternative system

[] Partial impl.ementation

TN No. 90-2

Supersedes

TN No. None

Approval Date Y)ID)1 t, Effective Date 1/1/90

HCFA ID: 1010P/0012P



( 79c

Revis ion: HC~A-PM-90- 2 (BPO)
JANUARY 1990

OHB No.: 093B-0193

Slale/Territory:
Indiana

Citation 4.35 Remedies for Skilled Nursing and Intermediate Care
Facilities that Do Not.. Meet Reguir'ements of
?-articipatLon

1919(h)(l)
and (2)

of the Act,
P.L. 100-203
(Sec. 4213(a))

(a) The Medicaid agency meets the requirements of
section 1919(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
1919(h)(2)(A)(i) through (Lv) of the Ac~.

/ / Not applicable to intermediate care facilities;
these services are not furnished under this plan.

IlY (b) The agency uses the following remedy(ies):

(1) Denial of payment for new admissions.

( (2) Civil money penalty.

(3) Appointment of temporary management.

(4) In emergency cases. closure of the facility
and/or transfer of residents.

1919(h)(2)(B)(ii)
of the Act

/ I (c) The agency establishes alternative state remedies
to the specified Federal remedies (except for
termination of participation). ATTACHMENT 4.35-B
describes these alternative remedies a... d spE::cifi.:::;;
the basis for their use.

1919(h) (2) (~)

of the Act
I I (d) The agency uses one of the following incentive

p~ograms to reward skilled nursing or inte~ediate

care f s.c i Li.t Les that fumisn t he h i.gae s t; quality
care to Medicaid residents:

L-/ (1) Public recognition.

/ / (2) Incentive payments.

Ef f e c t i ve Date 10-1-89Approval Date Y I b 11)
----;co:-c-----------;--.,------------
TN No. 90-6
Supersedes
TN No. ~

HcrA 10: 1010P/0012P



(HSQB)
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Revision: HCFA-PM-95-4
JUNE 1995

State/Territory:

79c.1

Indiana

Citation

42 CFR
§488.402 (f)

42 CFR
§488.434

42 CFR
§488. 402 tf) (2)

42 CFR
§488. 456 (c) (d)

42 CFR
§488. 488.404 (bl (1)

4.35 Enforcement of Compliance for Nursing Facilities

(a) Notification of Enforcement Remedies

When taking an enforcement action against a non
State operated NF, the state provides
notification in accordance with 42 CFR
488.402 (f) .

(i) The notice (except for civil money penalties
and State monitoring) specifies the:

(1) nature of noncompliance,
(2) which remedy is imposed,
(3) effective date of the remedy, and
(4) right to appeal the determination

leading to the remedy.

(ii) The notice for civil money penaltie~ is in
writing and contains the information
specified in 42 CFR 488.434.

(iii) Except for civil money penalties and
State monitoring, notice is given at least 2
calendar days before the effective date of
the enforcement remedy for immediate jeopardy
situations and at least 15 calendar days
before the effective date of the enforcement
remedy when immediate jeopardy does not
exist.

(iv) Notification of termination is given to the
facility and to the public at least 2
calendar days before the remedy's effective
date if the noncompliance constitutes
immediate jeopardy and at least 15 calendar
days before the remedy's effective date if
the noncompliance does not constitute
immediate jeopardy. The State must terminate
the provider agreement of an NF in accordance
with procedures in parts 43l and 442.

(b) Factors to be Considered in selecting Remedies

(i) In determining the seriousness of
deficiencies, the State considers the factors
specified in 42 CFR 488.404(b) (1) & (2).

The State considers additional factors.
Attachment 4.35-A describes the State's
other factors.

TN No. 95-026 / !
Supersedes Approval Date: /0 (IS' y)~
TN No. _-_-_- _

Effective Date: 7/1/95



Revision: HCFA-PM-95-4
JUNE 1995

(HSQBI

79c.2

(
Citation

State/Territory:
Indiana

(

42 CFR
§488.410

42 CFR
§488.417(b)
§1919 (h) (2) (C)
of the Act.

42 CFR
§488.414
§1919(h) (2) (D)
of the Act.

42 CFR
§488.408
1919 (h) (2) (A)
of the Act.

42 CFR
§488.412(a)

c) Application of Remedies

(i) If there is immediate jeopardy to resident
health or safety, the State terminates the
NF's provider agreement within 23 calendar
days from the date of the last surveyor
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 substantial compliance
within 3 months after the last day of the
survey.

(iii) The State imposes the denial of paywent for
new admissions remedy as specified in
§488.4l7 (or its approved alternative) and
a state monitor as specified at §488.422,
when a facility has been found to have
provided substandard quality of care on the
last three consecutive standard surveys.

(iv) The state follows the criteria specified at
42 CFR §488.408 (c) (2), §488.408(d) (2), and
§488 .408 (e ) (2), when it imposes remedies in
place of or in addition to termination.

(v) When immediate jeopardy does not exist, the
State terminates an NF's provider agreement
no later than 6 months from the finding of
noncompliance, if the conditions of 42 CFR
488.412(a) are not met.

(d) Available Remedies

(i) The state has established the remedies
defined in 42 CFR 488.406(b).

42 CFR
§488.406(b)
§1919 (h) (2) (A)
of the Act. -lL (l)

--X.- (21
--X.... (3)
-4- (4)
--X.... (5)

--'L (6)

Termination
Temporary Management
Denial of Payment for New Admissions
Civil Money Penalties
Transfer of Residentsi Transfer of
Residents with Closure of Facility
State Monitoring

Attachments 4.35-B through 4.35-8 describe the criteria
for applying the above remedies.
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( State/Territory:

Citation

42 CFR
§488 .406 (b)
§1919 (h) (2) (E) (ii)
of the Act.

Indiana

(ii) The State uses alternative remedies.
The State has established alternative
remedies that the State will impose in
place of a remedy specified in 42 CFR
488.406 (b) .

(1) Temporary Management
(2) Denial of Payment for New Admissions
(3) Civil Money Penalties
(4) Transfer of Residentsi Transfer of

Residents with Closure of Facility
(5) State Monitoring.

Attachments 4.35-8 through 4.35-G describe the
alternative remedies and the criteria for applying them.

42 CFR
§488. 303 (b)
1910 (h) (2) (F)
of the Act.

(e ) State Incentive Programs

(1) public Recognition
(2) Incentive Payments

TN No. 95 026
Supersedes
TN No . _
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(

Citation

1902(a) (ll)(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)(53)
of the Act.

HCFA ID: 7982E
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( citation
42 CFR 483.75/ 42
CFR 483 Subpart 0/
Secs. 1902{a)(28),
1919(e)(1) and (2),
and 1919{f){2),
P.L. 100-203 (sec.~

4211(a)(3»/ P.L.
101-239 (Secs.
6901 (b) (3) and
(4»/ P.L. 101-508
(Sec. 4801(a».

4.38

79n

(BPO)

INDIANA

Nurse Aide Trainin and Com tenc
Eva uat on or Nurs 09 Fac t as

(a) The State assures that the
requirements of 42 CFR
483.150(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){1) •

(

x (c)

( d)

The State deems individuals who
meet the requirements of 42 CFR
483.150(b)(2) to have met the
nurse aide training and
competency evaluation
requirements.

The State specifies any nurse
aide training and competency
evaluation programs it approves
as meeting the requirements of
42 CFR 483.152 and competency
evaluation programs it approves
as meeting the requirements of
42 CFR 483.154.

(e) The state offers a nurse aide
training and competency
evaluation program that meets
the requirements of 42 CFR
483.152.

(f) The State offers a nurse aide
competency evaluation program
that meets the requirements of
42 cn 483.154.

(

TN No.
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TN No.
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Citation
42 CFR 483.75; 42
CFR 483 Subpart D;
Secs. 1902(a)(28),
1919(e)(1) and (2),
and 1919(f) (2),
P.L. 100-203 (Sec.
4211(a)(3»; P.L.
101-239 (Secs.
6901(b) (3) and
(4»; P.L. 101-508
(Sec. 4801(a».

(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 CYR 483.152
are met.

(j) Before approving a nurse aide
competency evaluation program,
the State determines whether the
requirements of 42 CYR 483.154
are met.

(k) For program reviews other than
the initial review, the State
visits the entity providing the
program.

(1) The State does not approve a
nurse aide training and
competency evaluation program or
competency evaluation program
offered by or in certain
facilities as described in 42
CYR 483.151(b) (2) and (3).

TN No. 92 12
Supersedes
TN No.
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INDIANA

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 requestor
whether or not the program has
been approved or requests
additional information from the
requestor.

(n) The State does not grant
approval of a nurse aide
training and competency
evaluation program for a period
longer than 2 years.

(0) The State reviews programs when
notified of substantive changes
(e.g., extensive curriculum
modification).

(m)Citation
42 CFR 483.75; 42
CFR 483 Subpart 0;
Secs. 1902(a)(28),
1919(e)(1) and (2),
and 1919(fI(2),
P.L. 100-203 (Sec.
4211(a) (3», P.L.
101-239 (Secs.
6901(b) (3) and
(4»; P.L. 101-508
(Sec. 480l(a».

( (

(p) The State withdraws approval
from nurse aide training and
competency evaluation programs
and competency evaluation
programs when the program is
described in 42 CFR
483.l51(b)(2) or (3).

( q) The State withdraws approval of
nurse aide training and
competency evaluation programs
that cease to meet the
requirements of 42 CFR 483.152
and competency evaluation
programs that cease to meet the
requirements of 42 CFR 48~.l54.

(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.

TN No. 9 -1
SupersedeS
TN No.

Approval Date __~~~~~___ Effective Date 4/1/92
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(x)

(

Citation
42 CFR 483.75; 42
CFR 483 Subpart D/
Sees. 1902(a)(28),
1919(e) (1) and (2),
and 1919(f) (2),
P.L. 100-203 (Sec.
4211(8)(3»/ P.L.
101-239 (Sees.
6901(b) (3), and
(4»; P.L. 101-508
(Sec. 4801(a».

x

(s) 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 reasone for
withdrawal of approval.

(t) The State permits students who
have started a training and
competency evaluation program
from which approval is withdrawn
to finish the program.

(u) The State provides for the
reimbur·eement of costa 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 completing
such program.

(v) The state provides advance
notice that a record of
successful completion of
competency evaluation will be
included in the State's nurse
aide registry.

(w) COmpetency evaluation programs
are administered by the State or
by a state-approved entity which
is neither 8 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 No.
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Citation
42 CFR 483.75; 42
CFR 483 Subpart 0;
Sees. 1902(a)(28),
1919(e)(1) and (2),
and 1919 ( f )( 2 ) ,
P.L. 100-203 (Sec.
421l(a)(3»; P.L.
101-239 (Sees.
6901(b)(3) and
(4»); P.L. 101-508
(Sec. 4801 (a».

x

(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 hea~th

aides on the registry.

(dd) The State contracts the
operation of the registry to a
non State entity.

(

(ee)

( ff)

ATTACHMENT 4.38 contains the
State's description of registry
information to be disclosed in
addition to that required in 42
CFR 483.156(c)(1)(iii) and (iv).

ATTACHMENT 4.38-A contains the
state's description of
information included on the
registry in addition to the
information required by 42 eFR
483.156(c).

TN No. 92 12
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Citation
Sees.
1902(a)(28) (D) (i)
and 1919(e) (7) of
the Act;
P.L. 100-203
( Sec. 4211 (c ) ) ;
P.L. 101-508
(Sec. 4801(b)).

4.39 Preadmission Screening and Annual
Resident Review in Nursing Facilities

(a) The Medicaid agency has in effect a
written agreement with the State mental
health and mental retardation authorities
that meet the requirements of 42 (CFR)
431. 621 (e).

(b) The State operates a preadmission and
annual resident review program that meets
the requirements of 42 CFR 483.100-138.

(c) The State does not claim as "medical
assistance under the State Plan" the cost
of services to individuals who should
receive preadmission screening or annual
resident review until Buch individuals are
screened or reviewed.

(d) With the exception of NF services
furnished to certain NF residents defined
in 42 CFR 483.118(c)(1), the State does
not claim as "medical assistance under the
State plan" the cost of NF services to
individuals who are, found not to require
NF services.

\

x (e) ATTACHMENT 4.39 specifies the State's
definition of specialized services.

1-1-93Effective Date _
TN No. 93-008
Supersedes Approval Date 5, zO .q:z,
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4.39 (Continued)
(

State/Territory: INDIANA

(f) Except for residents identified in 42 CFR
483.118(c)(l), the State mental health or
mental retardation authority makes
categorical determinations that
individuals with certain mental conditions
or levels of severity of mental illnes8
would normally require specialized
services of such an intensity that a
specialized services program could not be
delivered by the State in most, if not
all, NFs and that a more appropriate
placement should be utilized.

(g) The State describes any categorical
determinations it applies in ATTACHMENT
4.39-1\.

TN No. 93 008
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4.40 Survey & Certi.fication Process

(a) The State assures that the requirements of
1919(g)(1)(AI through (C) ~d section
1919(g)(2)(AI through (E) (iii) of the Act
which relate to the survey and
certification of non-State owned
facilities ~sed on the requirements of
section 19H(b), (c) and (d) of the Act,
are met.

(,

Ci.tation
Sections
1919('1) (1)
thru (2) and
1919('1) (4)
thru (5) of
the Act P.L.
100-203
(Sec.
4212(a)

1919(g) (1)
(8) of the
Act

1919(g) (1)
(C) of the
Act

(b)

(c)

The State conducts periodic education
programs for staff and residents (And
their representatives). AttAchment 4.40-A
describes the survey and certLficat~on
educational program.

The State provides for a process for the
receipt and timely review ~nd

investigatioQ of allegations of neglect
and abuse and misappropriAtion ot resident
property by & nurse aide of a resident in
a nursing flCility or by Another
individual used by the facility.
Attachment 4.40-B describe. the State'.
process.

1919('1) (1)
(C) of the
Act

1919('1) (1)
(C) of the
Act

1919(g) (1)
(C) of the
Act

(d) The State aqency responsible for surveys
and certification of nursing facilities or
an agency delegated by the State survey
agency conducts th~ proce.. for the
receipt and timely review And
investigation of allegations of neglect
and abuse and misappropriation of resident
property. If nat the State survey agency,
what agency?

(e> The State assures that a nurse aide, found
to have neglected or abused a reaident or
misappropriated resident property in a
facility, is notified of the finding. The
name and finding i. placed on the nurse
aide registry.

(f) The state DOtifies the appropriate
licensure ~uthority ot any licensed
individual found to have neglected or
abused a resident or mis&ppropriated
resident property in a facility.

TN No. 92 13
Supersedes
TN No. --

Approval Date Effective Date 4/1/92
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OMS !Ia:

1919('1) (2)
(A)(i) of
the Act

1919('1) (2)
(A) (ii) of
the Act

(g)

( h)

The State has p~ocedures, as provided for at
section 1919(g)(2)(A)(i), for the schedLllin'1 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 survey. themselves.
Attachment 4.40-C describe. the State'.
procedures.

The State as.urea that each facility .hall have
a standard survey which include. (for a case-mix
stratified sample of residents) a wurvey of the
quality ot care furnished, as measured by
indicator. of medical, nursing and
rehabilitative care, dietary and nutritiqnal
services, activities and social participation,
and sanitation, infection control, ~nd the
physical environment, written plana of care and
audit ot resident' ...sesaments, and & r8vlew of
compliance with resident's right. oat later than
15 month. after the date of the previoLl.
standard survey.

( 1919('1) (2) (i)
(A}(iii)(I)
of the Act

~
1919('1) (2) ( j )
(A)(iii)(!!)
of the Act

The State assures that the Statewide average
interval between standard surveys of nursing
facilities does not exceed 12 months.

The State may conduct a special standard or
special abbreviated stand4rd survey within 2
month. of any change of ownership,
administration, management, or director ot
nursing of the nursing facility to determine
whether the change has resulted in any decline
in the quality of care fLlrniahed in the
facility.

1919(g)(2}
(S) of the
Act

• 1919('1)(2)
(C) of the
Act

(k)

(1 )

The State conducts extended survey. immediately
or, if not practicable, not later that 2 weeka
following a completed standard oLlrvey in a
nursing facility which i. found to have provided
substAndard care or in any other facility at the
Secretary'. or Stat. r • discretion •

The State conducts standard and extended surveys
based upon a protocol, i.e., survey forms,
methods, procedures and quidelinea developed by
HCFA, uaing individuals in the survey team who
meet minL=um qualifications established by the
Secretary.

TN No. 92 13
Supersede.
Til 110.

Approval Date !? 1/3/92 Effective Date 4/1/92
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1919(g) (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) (5)
(A) of the
Act

1919 (g) (5)
(B) of the
Act

1919 (g)( 5)
(C) of the

'Act

1919(g)(5)
(D) of the
Act

[m )

(n)

( 0)

(p)

( q)

(r)

(. )

(t)

(u)

The State provides for programs to -easure and
reduce inconsistency in the application of
survey results among surveyors. AttAchment
4.40-0 describes the State's progr.s.

The S~te uses a multidisciplinary team of
protassionale including a registered
prole•• ional nurse.

The St~te assures that members ot & survey team
do not serve (or have not lerved within the
previous two years) a. & member of the 8taff or
consultant to the nursing facility or has no
personAL or familial financial interest in the
f ac i 1 lty be inq surveyed. ..

The State a.aures thAt no individu&1 Bhall ••rve
as a member of any ~.Y team unless the
individual has succes.fully completed a training
and tnt program. in survey and certification
technique. approved by the SecretAry.

The State maintains procedures and Adequate
staff to investigate complaints of Yiolations of
requirements by nursing faciliti•• and onsite
monitoring. Attaca-ent 4.40-1 describes the
Statell complaint procedures.

The State maltes available 'to the public
inforaation respecting surveys and certification
of nursing facilities including .tatements of
deficiencies, plana ot correction, copies of
coat raports, statements ot ownerahip and the
inforaation disclosed under seetioa 1126 of the
Act.

The State notifies the State long-term care
ombudaman of the State'. finding of non
compliance with any of the requireoent. of
.uboection (b). (c). and (d) or of any adverse
actiOllS taken against a. nursing facility.

If tbB State find••ub.tandard quality of care
in a facility, the State notifies the attending
physLcian of each resident with respect to which
such finding is made and the nursing faci.lity
admiaiatrator licensing board.

The state provides the State Medicaid fraud and
Abu.. agency access to all information
concerning survey and certification actions.

I
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citation 4.41 Resident Assessment for Nursing Facilities

sections
1919(b) (3)
and 1919
(e}(S) of
the Act

(a) 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
S1919(b)(3)(A) of the Act.

1919(e)(S)
(A) of the
Act

(b) The State is using:

X the resident assessment instrument
designated by the Health Care Financing
Administration (see Transmittal 1241 of
the State Operations Manual)
rS1919(e)(S)(A)]; or

1919(e) (S)
(B) of the
Act

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 8pecifi~d by the
Secretary (see Section 4470 of the State
Medicaid Manual far the secretary'~----

approval criteria) [§1919(e)(S)(B)J.

<

4-1-93TN No. ~3-(31~
Supersedes Approval Date )·20. q 3
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  

State/Territory:  Indiana 
 

Citation 
1902(a)(68) 
of the Act,  
P.L. 109-171 
(section 
6032)  

4.42   Employee Education About False Claims Recoveries.  
 
(a)      The Medicaid agency meets the requirements regarding 

establishment of policies and procedures for the 
education of employees of entities covered by section 
1902(a)(68) of the Social Security Act (the Act) 
regarding false claims recoveries and methodologies for 
oversight of entities’ compliance with these 
requirements.  

 
(1) Definitions.  

(A) An “entity” includes a governmental 
 agency, organization, unit, corporation, 
partnership, or other business arrangement 
(including any Medicaid managed care 
organization, irrespective of the form of 
business structure or arrangement by which it 
exists), whether for-profit or not-for-profit, 
which receives or makes payments, under a 
State Plan approved under title XIX or under 
any waiver of such plan, totaling at least 
$5,000,000 annually.  

 
If an entity furnishes items or services at more 
than a single location or under more than one 
contractual or other payment arrangement, the 
provisions of section 1902(a)(68) apply if the 
aggregate payments to that entity meet the 
$5,000,000 annual threshold. This applies 
whether the entity submits claims for 
payments using one or more provider 
identification or tax identification numbers.  
 
A governmental component providing 
Medicaid health care items or services for 
which Medicaid payments are made would 
qualify as an “entity” (e.g., a state mental  
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State/Territory:  Indiana  
 

 
health facility or school district providing school-
based health services). A government agency which 
merely administers the Medicaid program, in whole 
or part (e.g., managing the claims processing system 
or determining beneficiary eligibility), is not, for 
these purposes, considered to be an entity. 
  
An entity will have met the $5,000,000 annual 
threshold as of January 1, 2007, if it received or 
made payments in that amount in Federal fiscal year 
2006. Future determinations regarding an entity’s 
responsibility stemming from the requirements of 
section 1902(a)(68) will be made by January 1 of 
each subsequent year, based upon the amount of 
payments an entity either received or made under 
the State Plan during the preceding Federal fiscal 
year.  
 
(B) An “employee” includes any officer or 
employee of the entity. 
 
(C) A “contractor” or “agent” includes any 
contractor, subcontractor, agent, or other person 
which or who, on behalf of the entity, furnishes, or 
otherwise authorizes the furnishing of, Medicaid 
health care items or services, performs billing or 
coding functions, or is involved in the monitoring of 
health care provided by the entity.   
 

(2) The entity must establish and disseminate written policies 
which must also be adopted by its contractors or agents. 
Written policies may be on paper or in electronic form, but 
must be readily available to all employees, contractors, or 
agents. The entity need not create an employee handbook if 
none already exists.  
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(3) An entity shall establish written policies for all employees 
(including management), and of any contractor or agent of the 
entity, that include detailed information about the False Claims 
Act and the other provisions named in section 1902(a)(68)(A). 
The entity shall include in those written policies detailed 
information about the entity’s policies and procedures for 
detecting and preventing waste, fraud, and abuse. The entity 
shall also include in any employee handbook a specific 
discussion of the laws described in the written policies, the 
rights of employees to be protected as whistleblowers and a 
specific discussion of the entity’s policies and procedures for 
detecting and preventing fraud, waste, and abuse.  
 
(4) The requirements of this law should be incorporated into 
each State’s provider enrollment agreements.  
 
(5) The State will implement this State Plan amendment on 
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.  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

StatelTerritory: Indiana

Citation
1902(a)(69) of the Act,
P.L. 109-171 (section
6034)

4.43 Cooperation with Medicaid Integrity Program Efforts.
The Medicaid agency assures it complics with such requirements
Determined by the Secretary to be necessary for carrying out the
Medicaid Integrity Program established under section 1936 of the
Act.

TN No. 08-011
Supersedes
TN No. N/A

Approval Date: JAN 3 0·2009
JV\./'1 I{ ).0 0 ~

Effective Date:10~ ~(s .
.> trv pP 1\£1..... J



State: Indiana Page 80.a 

Section 4 - General Program Administration 

4.44 Medicaid Prohibition on Payments to Institutions or Entities Located Outside ofthe 
United States 

Citation 

Section 1902(a)(80) of the Social Security Act, P.L. 111-148 (Section 6505) 

X The State shall not provide any payments for items or services provided under the 
State plan or under a waiver to any financial institution or entity located outside of 
the United States. 

TN No.: 11-010 
Supersedes 2 3 zon 
TN No: NEW Approval Date~AY Effective Date: June 1, 2011 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation 
]902(a)(n) 
1902(a)(39) 
1902(kk); 
P.L. lll-14& and 
P.L. 111-152 

42CFR455 
Subpart E 

42 CFR455.410 

42 CFR455.412 

42CFR455.414 

42CFR455.416 

42 CFR 455.420 

TN No: 12-004 
Supersedes 
TN No: NEW 

State/Territory: Indiana 

Section 4 - General Program Administration 

4.46 Provider Screening and Enrollment 

The State Medicaid agency gives the following assurances: 

PROVJI)ER SCREENI:\G 
~ Assures that the State Medicaid agency complies with the process fl>f 

screening providers under section 1902(a)(39), 1902(a)(77) and 1902(kk) of 
the Act. 

ENROLLMENT AND SCREENING OF PROVIDERS 
K.... Assures enrolled providers will be screened in accordance with 42 
CrR 455.400 et seq. 

K_.. Assures that the State Medicaid agency requires all ordering or 
referring physicians or other professionals to be enrolled under the Slate plan 
or under a waiver or the Plan as a participating provider. 

VERIFICATION OF PROVIDER LICENSES 
~ Assures that the State Medicaid agency has a method for verifying 
providers licensed by a State and that such providers licenses have not 
expired or have no current limitations. 

REVALIDATION OF ENROLLMENT 
~ Assures that providers will be revalidated regardless of provider lype 
al least every 5 years. 

TERMINA nON OR DEKIAL OF ENROLLMENT 
~ Assures that the State Medicaid agency will comply with section 
1902(a)(39) of the Act and with the reqUirements outlined in 42 CFR 
455.416 for all terminations or denials of provider enrollment. 

REACTlVATION OF PROVIDER ENROLLMENT 
L Assures that any reactivation ofa provider will include re-screening 
and payment of application fees as required by 42 CFR 455.460. 

Approval Date: APR t'l IOU Effective Date July 1, 2012 



42 CFR45S.422 

42 CFR 455.432 

42 CFR 455.434 

42 CFR 455.436 

42 CFR 455.440 

42 CFR 455.450 

42 CFR 455.460 

42 CFR 455.470 

TN No: 12,004 
Supersedes 
TN No: NEW 

Page 80B 

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. 

SITE VISITS 
~ Assures that pre-enrollment and post-enrollment site visits of 
providers who are in "moderate" or "high" risk categories will occur. 

CRIMINAL BACKGROUND CHECKS 
X_ Assures that providers, as a condition of enrollment, will be required to 
consent to criminal bad, ground checks including fingerprints, if required to do 
so under State law, or by the level of screening based on risk offraud, wasle or 
abuse for lhat category of provider. 

FEDERAL DATABASE CHECKS 
~ Assures that the State Medicaid agency will perform Federal database 
checks on all providers or any person v,ith an ownership or controlling 
interest or who is an agent or managing employee of the provider" 

NATIONAL PROVIDER IDENTIFIER 
2C,_ Assures that the State Medicaid agellCY requires the National Provider 
Identifier of any ordering or referring phy~ician or other professional to be 
specified on any claim t'Or payment that is based on an order or referral of tile 
physician or other professional. 

SCREENING LEVELS FOR MEDICAID PROVIDERS 
X_... Assures that the State Medicaid agency complies with 
1902(a)l77) and 1902(kk) of the Aet and with the requirements outlined in 42 
CFR 455.450 for screening levels based upon the c~tegorical risk level 
determined for a provider. 

APPLICATION FEE 
X...- Assures that the State Medicaid agency complies with the 
requirements for collection of the application fee set forth in section 
1866G)(2)(C) of the Act and 42 CFR 455.460. 

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 18660)(7) and 1902(kk)(4) oftbe Act, su~iect to 
any determination by the State and written notice to the Secretary that such a 
temporary moratorium would nol adversely impact be·neficiaries' access to 
medical assistance. 

Approval Date: APR titBI2 Effective Date: July 1,2012 
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HCFA-AT-BO-3B(BFP)
May 22, 1980

I"InIA"AState, _

SEI:1'IOO 5~ AIMINIsrnATlrn

(

Citation
42 eFR 432.10(a)
Kr-78-90
AT-79-23
Kr-BO-34

5.1 Standards of Personnel Ad!n.inistration

(a) The Medicaid agency has established and
will maintain methods of personrel
administration in conformity with
standards prescribed by the U.S. Civil
Service Commission in accordance with
Section 208 of the Intergovermental
Personnel Act of 1970 and the regulations
on Mninistration of the Standards for a
Merit System of Personnel AdnUnistration,
5 CFR Part 900, Subpart F. All
requirements of 42 CFR 432.10 are met.

D The plan is lc:cally administered and
State-superv ised. The requi.rements
of 42 CFR 432.10 with respect to
local agency ajrninistration are met.

(b) Affirmative Action Plan

The Medicaid agency has in effect an
affirmative action plan for equal
enployment oppor t.un i.t.y that includes
specific acticn steps ard timetables and
meets all other requirements of 5 CFR
Part 900, Subpart F.

'IN'supe"'--rs-ed~e-s--

'IN I 77-9
l\fProval Date //h/zz Effective Date 9«1 77



( 81

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

nmlA~JA
State .......=.~~~ _

5.2 lReserlledj

-

"
W.:;.i --
Supersedes
W# _

Approval Date _ Effective Date----
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Revision: HCFA-AT-80-38 (BFP)
May 22, 1980

HTJlIANAState _

Citaticn
42 CFR Part 432,
Sul:part B
Nr-78-90

5.3 Training Programs; Subprofessional and
Volunteer programs

The Medicaid agency neets the requirements of
42 CFR Part 432, Suq,art B, with respect to a
training program for agency personnel and the
training and use of sutprofessional staff and
volunteers.

(

'IN ..:.i_-."....-__
Supersedes
'IN • 7J'-I

Afproval Date :<,1.3/7£ Effective Date //!b,p
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Revision: BCFA-AT-8D-38(BPP)
May 22, 1980

INDIANAState:...- _

SE:TICN 6 FINAN:IAL ArMINIS'IRATICN

Citatico
42 CFR 433.32
AT-79-29

6.1 Fiscal Policies and Ao:x:luntability

The Medicaid agency and, Were ~lioable,

local agercies administering the plan,
maintains an aoc:xxmting system and suppocting
fiscal records adequate to assure that claims
for Federal funds are in acxx>rd with
awlicab1e Federal requirements. The
requirements of 42 CPR 433.32 are met.

(

L 'IN ..:...'_-=--__
Supersedes
'IN t Zt:. - '"

Approval Date ?hlz~
•

Effective Date ~/JOI7~
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Revision: HCFA-AT-81- (BFP)

'!here is an approved cost allocation
plan on file with the Department in
accordance with the reQUirements
contained in 45 CPR Part 95, Subpart E•

6. 2 f'Q~t:. Allocation

INDIANAState.__..ulJI.I..ol.I::u.u:i....- _

Citatirn
42 CFR 433.34
47 FR 17490

..,......."

:~::::~;-:-;·~·h

~~~~

;"" .. ",'

.-~-.:.-_.~

'IN .::,jt_-:=-__

SUpersedes
'IN .::..Jt _

lIfProval Date Effective Date.,!.i _
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OCFA-AT-So-38 (BPP)
May 22, 1980

I N1HANAState. ::;:.;.:~ _

Citation
42 CFR 433.33
AT-79-29
AT-80-34

6.3 State Financial Participation

(a) State funds are used in beth assistance
and administration.

(

fjj State funds are used to pay all of
the non-Federal share o,~ total
expenditures under the pl&~.

D There is Local. par t.Ic ipet ion, State
funds are used to pay oot less than
40 percent of the oon-Federal share
of the total experrlitures under the
plan. There is a method of
apportioning Federal am State funds
ernong the politi,~l subdivisions of
the State en a~ equalization or other
basis \'lhich assures that lack of
adequate funds fran local sources
will not result in lONering t,'-le
ar:ount, duration, scope or quality of
care and services or level of
administration under the plan in a~y

part of the state.

(b) State and Federal funds are appor t i oned
arrong the political subdivisions of the
State on a basis consistent with equitable
treatment of individuals in similar
circumstances throughout the State.

'lNt
Supe·-"--r-sede-'-s--
'IN it 7&- t

Awroval Date ?/3/7~ Effective Date ~6(1/7~
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Revision: HCFA-PM-91- 4
AUGUST 1991

State/Territory:

(BPD)

Indiana

OMS No. 0938-

... "'"/ ' ....'.- ,

".,
Citation

42 CFR 430.12(c)

7.1

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. 91 16
Supersedes Approval Date
TN No. 78-5

Effective Date

HCFA 10: 7982E

J -J 92
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Revision: HCFA-PM-91- 4
AUGUST 1991

State/Territory:

(BPD)

Indiana

OMB No. 0938-

'-, .
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. seq.), 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. 91-16
Supersedes Approval Date
TN No. 79 2

Effective Date 1-1-92

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

(BPD) OMB No. 0938-

INDIANAState/Territory: =.=;...:;;.:.:.e:.:-. _

Citation 7.3 Maintenance of AFDC Efforts

1902(c) of
the Act

LZ~ The State agency has in effect under its approved
AFDC plan payment levels that are equal to or more than
the AFDC payment levels in effect on May 1, 1988.

TN No. 91-22
Supersedes
TN No.

Approval Date Effective Date ~1_-~1_-~9~2 _

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

(BPD) OMB No. 0938-

State/Territory: Indiana

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.

~'Y Not applicable. The Governor--

~ Does not wish to review any plan material.

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

Office of ~edicaid Policy and Planning
(Designated Single State Agency)

/o/;c.:./v
~ I

Date :--L-..c-.P--=-+-J.-'--------
(

SEOC'
l

rle 0/{:/1/0

(Title) /9N <:>

TN No. ~1 16
Supersedes Approval Date
TN No. 78-5

Effective Date

HCFA ID: 7982E

1-1-92

















































State/Territory: __Indiana___ Disaster Relief #2 

TN: 22-0011 
Supersedes TN: 21-002 

Approval Date: 12/ /2022 
Effective Date: 3/1/2020 

Section 7  General Provisions 
7.4. Medicaid Disaster Relief for the COVID-19 National Emergency 

On March 13, 2020, the President of the United States issued a proclamation that the COVID-19 
outbreak in the United States constitutes a national emergency by the authorities vested in him by the 
Constitution and the laws of the United States, including sections 201 and 301 of the National 
Emergencies Act (50 U.S.C. 1601 et seq.), and consistent with section 1135 of the Social Security Act 
(Act).  On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of the United States 
Department of Health and Human Services invoked his authority to waive or modify certain 
requirements of titles XVIII, XIX, and XXI of the Act as a result of the consequences COVID-19 pandemic, 
to the extent necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to 
ensure that sufficient health care items and services are available to meet the needs of individuals 
enrolled in the respective programs and to ensure that health care providers that furnish such items and 
services in good faith, but are unable to comply with one or more of such requirements as a result of the 
COVID-19 pandemic, may be reimbursed for such items and services and exempted from sanctions for 
such noncompliance, absent any determination of fraud or abuse.  This authority took effect as of 6PM 
Eastern Standard Time on March 15, 2020, with a retroactive effective date of March 1, 2020.  The 
emergency period will terminate, and waivers will no longer be available, upon termination of the public 
health emergency, including any extensions.  

The State Medicaid agency (agency) seeks to implement the policies and procedures described below, 
which are different than the policies and procedures otherwise applied under the Medicaid state plan, 
during the period of the Presidential and Secretarial emergency declarations related to the COVID-19 
outbreak (or any renewals thereof), or for any shorter period described below: 

Indiana reserves the right to terminate any of the emergency provisions in this amendment prior to the 
end of the emergency period through submission of an updated SPA to CMS. Indiana Medicaid policy will 
provide detail on which requirements are amended. 

The following provisions are to be end dated as of August 31, 2020:  
Section E2: Home Health COVID expense reimbursement is available through August 31, 2021. 

The following provisions are to be end dated as of February 28, 2021:  
Section E4: In-state EMS providers applying for relief will be reimbursed for reported COVID-19 related 
expenses incurred for dates of service through February 28, 2021.  

The following provisions are to be end dated as of March 31, 2021:  
Section E1: 4.2% per diem rate increase for Nursing Facilities for states of service through March 31, 
2021.   
Section E3: Assisted Living providers applying for relief will be reimbursed for reported COVID-19 related 
expenses incurred on behalf of Medicaid A&D and TBI waiver members. Assisted living providers have 
through July 31, 2021 to request reimbursement for COVID-19 related expenses incurred for dates of 
service prior to March 31, 2021. 

The following provisions are to be end dated as of June 30, 2021:  
Section E1: 3% per diem rate increase for Nursing facilities for dates of service between April 1, 2021 
and June 30, 2021.  
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Section E5: Indiana Medicaid will pay federally qualified health centers (FQHCs) and rural health clinics 
(RHCs) for COVID vaccine administration fees in addition to (but billed separately from) the prospective 
payment system (PPS) rate effective for dates of service on or after 12/1/20
Section E6: Indiana Medicaid will pay for COVID vaccine administration fees at a higher rate than the 
rate methodology stated in the Indiana state plan.
Section E7: Indiana Medicaid will pay for COVID treatment administration fees at a higher rate than the 
rate methodology stated in the Indiana state plan. 

NOTE: States may not elect a period longer than the Presidential or Secretarial emergency declaration 
(or any renewal thereof).  States may not propose changes on this template that restrict or limit 
payment, services, or eligibility, or otherwise burden beneficiaries and providers. 

Request for Waivers under Section 1135  

__X__ The agency seeks the following under section 1135(b)(1)(C) and/or section 1135(b)(5) of the Act: 

a. __X___ SPA submission requirements  the agency requests modification of the
requirement to submit the SPA by March 31, 2020, to obtain a SPA effective date during
the first calendar quarter of 2020, pursuant to 42 CFR 430.20.

b. __X___ Public notice requirements  the agency requests waiver of public notice
requirements that would otherwise be applicable to this SPA submission.  These
requirements may include those specified in 42 CFR 440.386 (Alternative Benefit Plans),
42 CFR 447.57(c) (premiums and cost sharing), and 42 CFR 447.205 (public notice of
changes in statewide methods and standards for setting payment rates).

c. _____ Tribal consultation requirements  the agency requests modification of tribal
consultation timelines specified in [insert name of state] Medicaid state plan, as
described below:

Please describe the modifications to the timeline. 

Section A  Eligibility 

1. _____ The agency furnishes medical assistance to the following optional groups of individuals
described in section 1902(a)(10)(A)(ii) or 1902(a)(10)(c) of the Act.  This may include the new
optional group described at section 1902(a)(10)(A)(ii)(XXIII) and 1902(ss) of the Act providing
coverage for uninsured individuals.
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2. _____ The agency furnishes medical assistance to the following populations of individuals
described in section 1902(a)(10)(A)(ii)(XX) of the Act and 42 CFR 435.218:

a. _____ All individuals who are described in section 1905(a)(10)(A)(ii)(XX)

Income standard: _____________

-or- 
 

b. _____ Individuals described in the following categorical populations in section 1905(a) 
of the Act: 

Income standard: _____________ 

3. _____ The agency applies less restrictive financial methodologies to individuals excepted from
financial methodologies based on modified adjusted gross income (MAGI) as follows.

Less restrictive income methodologies:

Less restrictive resource methodologies: 

4. _____ The agency considers individuals who are evacuated from the state, who leave the state
for medical reasons related to the disaster or public health emergency, or who are otherwise
absent from the state due to the disaster or public health emergency and who intend to return
to the state, to continue to be residents of the state under 42 CFR 435.403(j)(3).

5. _____ The agency provides Medicaid coverage to the following individuals living in the state,
who are non-residents:

6. _____ The agency provides for an extension of the reasonable opportunity period for non-
citizens declaring to be in a satisfactory immigration status, if the non-citizen is making a good
faith effort to resolve any inconsistences or obtain any necessary documentation, or the agency
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is unable to complete the verification process within the 90-day reasonable opportunity period 
due to the disaster or public health emergency. 

Section B  Enrollment 

1. _____ The agency elects to allow hospitals to make presumptive eligibility determinations for
the following additional state plan populations, or for populations in an approved section 1115
demonstration, in accordance with section 1902(a)(47)(B) of the Act and 42 CFR 435.1110,
provided that the agency has determined that the hospital is capable of making such
determinations.

Please describe the applicable eligibility groups/populations and any changes to reasonable 
limitations, performance standards or other factors. 

2. _____ The agency designates itself as a qualified entity for purposes of making presumptive
eligibility determinations described below in accordance with sections 1920, 1920A, 1920B, and
1920C of the Act and 42 CFR Part 435 Subpart L.

Please describe any limitations related to the populations included or the number of allowable PE 
periods. 

3. _____ The agency designates the following entities as qualified entities for purposes of making
presumptive eligibility determinations or adds additional populations as described below in
accordance with sections 1920, 1920A, 1920B, and 1920C of the Act and 42 CFR Part 435
Subpart L.  Indicate if any designated entities are permitted to make presumptive eligibility
determinations only for specified populations.

Please describe the designated entities or additional populations and any limitations related to 
the specified populations or number of allowable PE periods. 

4. _____ The agency adopts a total of _____ months (not to exceed 12 months) continuous
eligibility for children under age enter age _____ (not to exceed age 19) regardless of changes in
circumstances in accordance with section 1902(e)(12) of the Act and 42 CFR 435.926.

5. _____ The agency conducts redeterminations of eligibility for individuals excepted from MAGI-
based financial methodologies under 42 CFR 435.603(j) once every _____ months (not to exceed
12 months) in accordance with 42 CFR 435.916(b).



State/Territory: __Indiana___ Disaster Relief #2 

TN: 22-0011 
Supersedes TN: 21-002 

Approval Date: 12/ /2022 
Effective Date: 3/1/2020 

6. _____ The agency uses the following simplified application(s) to support enrollment in affected
areas or for affected individuals (a copy of the simplified application(s) has been submitted to
CMS).

a. _____ The agency uses a simplified paper application.

b. _____ The agency uses a simplified online application.

c. _____ The simplified paper or online application is made available for use in call-centers or
other telephone applications in affected areas.

Section C  Premiums and Cost Sharing 

1. _____ The agency suspends deductibles, copayments, coinsurance, and other cost sharing
charges as follows:

Please describe whether the state suspends all cost sharing or suspends only specified 
deductibles, copayments, coinsurance, or other cost sharing charges for specified items and 
services or for specified eligibility groups consistent with 42 CFR 447.52(d) or for specified income 
levels consistent with 42 CFR 447.52(g). 

2. _____ The agency suspends enrollment fees, premiums and similar charges for:

a. ____ All beneficiaries

b. _____ The following eligibility groups or categorical populations:

Please list the applicable eligibility groups or populations. 

3. _____ The agency allows waiver of payment of the enrollment fee, premiums and similar
charges for undue hardship.

Please specify the standard(s) and/or criteria that the state will use to determine undue 
hardship.   
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Section D  Benefits 

Benefits: 

1. _____ The agency adds the following optional benefits in its state plan (include service
descriptions, provider qualifications, and limitations on amount, duration or scope of the
benefit):

2. ____ The agency makes the following adjustments to benefits currently covered in the state
plan:

3. _____ The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewideness requirements found at
1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of provider
requirements found at 1902(a)(23).

4. _____ Application to Alternative Benefit Plans (ABP).  The state adheres to all ABP provisions in
42 CFR Part 440, Subpart C.  This section only applies to states that have an approved ABP(s).

a. _____ The agency assures that these newly added and/or adjusted benefits will be
made available to individuals receiving services under ABPs.

b. _____ Individuals receiving services under ABPs will not receive these newly added
and/or adjusted benefits, or will only receive the following subset:

Please describe. 

Telehealth: 

5. ____ The agency utilizes telehealth in the following manner, which may be different than

Drug Benefit: 

6. _____ The agency makes the following adjustments to the day supply or quantity limit for
covered outpatient drugs. The agency should only make this modification if its current state plan
pages have limits on the amount of medication dispensed.
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Please describe the change in days or quantities that are allowed for the emergency period and 
for which drugs.  

7. _____ Prior authorization for medications is expanded by automatic renewal without clinical
review, or time/quantity extensions.

8. _____ The agency makes the following payment adjustment to the professional dispensing fee
when additional costs are incurred by the providers for delivery.  States will need to supply
documentation to justify the additional fees.

Please describe the manner in which professional dispensing fees are adjusted. 

9. _____ The agency makes exceptions to their published Preferred Drug List if drug shortages
occur.  This would include options for covering a brand name drug product that is a multi-source
drug if a generic drug option is not available.

Section E  Payments  

Optional benefits described in Section D: 

1. _____ Newly added benefits described in Section D are paid using the following methodology:

a. _____ Published fee schedules 

Effective date (enter date of change): _________

Location (list published location): ___ __

b. ___x__ Other:

The reimbursement for treat/no transport (billed with procedure code A0998) was 
set at $76.71 for the duration of the public health emergency. This rate is equivalent 

new patient E/M 

Increases to state plan payment methodologies: 

2. __X__ The agency increases payment rates for the following services:

1. Nursing facilities
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2. Home Health Agencies
3. Assisted Living Providers
4. Emergency Medical Services (EMS)
5. Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs)
6. COVID-19 Vaccine Administration
7. COVID-19 Treatment Payments

a. __X__ Payment increases are targeted based on the following criteria:

1. Nursing Facilities
A 4.2% per diem rate increase will be applied to all nursing facility rates effective 3/1/2020 and
will remain in effect until 3/31/2021.

A 3% per diem rate increase will be applied to all nursing facility rates effective 4/1/2021 and 
will remain in effect until 6/30/2021. 

Two additional add-on payments will be calculated and paid to qualifying nursing facility 
providers. -
Department of Health (IDOH) criteria will receive a temporary 2% rate increase for the period 
beginning 5/1/2020 and ending 8/31/2020.  The following COVID-19 Ready add-on payments 
will be available to providers and effective at the later of 5/1/2020 or the effective date of the 
COVID-19 Ready attestation if made on or after 6/1/2020:  

1. A 2.0% per diem rate increase, calculated exclusive of the 4.2% per diem add-on.

2. A $115.00 per resident day claims-based add-on for COVID-19 positive residents with
the primary International Classification of Diseases, Tenth Revision Clinical Modification
(ICD-10-CM) diagnosis code of U07.1  2019-nCoV acute respiratory disease. The
$115.00 per resident day add-on may only be billed while the resident has an active
positive COVID-19 diagnosis and is limited to a maximum of 21 days per resident.

2. Home Health Agencies
Home Health agencies applying for relief will be reimbursed for reported COVID-19 related
expenses incurred on behalf of fee for service members between March 1, 2020 and August 31,
2020 up to 4.2% of their paid fee for service claims for services provided March 1, 2019
through August 31, 2019.

3. Assisted Living Providers
Assisted Living providers applying for relief will be reimbursed for reported COVID-19 related
expenses incurred on behalf of Medicaid A&D and TBI waiver members for dates of service from 
March 1, 2020 through March 31, 2021 subject to a 3% revenue cap. The revenue cap will be  
calculated based on average monthly revenue for calendar year 2020. 

4. Emergency Medical Services (EMS)
In-state EMS providers applying for relief will be reimbursed for reported COVID-19 related 
expenses incurred March 1, 2020 through February 28, 2021 subject to a 4.2% revenue cap. 
The revenue cap will be calculated based on average monthly revenue for calendar year 
2020.   

5. FQHCs and RHCs
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Effective with dates of service December 1, 2020 through the end of the public health 
emergency, the Indiana Medicaid will pay only Federally Qualified Health Centers (FQHCs) 
and Rural Health Clinics (RHCs) that agree to accept this alternate payment methodology 
(APM), the Medicare Rate for the administration of the COVID-19 vaccine.  This payment 
will be a supplemental payment in addition to (but billed separately from) the prospective 
payment system (PPS) rate. Payments under the APM are to cover the additional costs 
associated with the administration of the COVID-19 vaccines by FQHCs/RHCs.  
This APM was developed to support FQHCs/RHCs, as a key COVID-19 vaccine provider.  
Payments under this APM are to cover the additional costs associated with the 
administration of the COVID-19 vaccines by FQHCs/RHCs as the PPS cost base did not 
include these costs.   
Indiana Medicaid will pay federally qualified health centers (FQHCs) and rural health clinics 
(RHCs) for COVID vaccine administration fees using an alternate payment method (APM) that 
pays at the Medicare rate, in addition to (but billed separately from) the prospective payment 
system (PPS) rate effective for dates of service on or after 12/1/2020. Indiana Medicaid opted to 
pay at the Medicare rate to encourage the administration of the COVID-19 vaccine to Medicaid 
members.  Payment will be made to FQHCs/RHCs on a per claim basis for each dose of vaccine 
administered.  (This will include any booster or annual boosters that will be implemented)  

 The supplemental payments under the APM are for all COVID vaccine administration services. 
The payment to FQHC/RHCs for standalone COVID-19 vaccine-only visits will be equivalent to 
the Medicare COVID-19 vaccine administration rate. FQHC/RHCs will receive their provider-
specific PPS rate plus the Medicare COVID-19 vaccine administration rate when a COVID-19 
vaccine is administered as part of a billable encounter visit. 

6. COVID-19 Vaccine Administration
Indiana Medicaid will pay for the COVID-19 Vaccine Administration fees at a higher rate than the
rate methodology in the Indiana State Plan.

In addition, FQHCs and RHCs will receive supplemental payments under the APM for all COVID 
vaccine administration services. The payment to FQHC/RHCs for standalone COVID-19 vaccine-
only visits will be equivalent to the Medicare COVID-19 vaccine administration rate. FQHC/RHCs 
will receive their provider-specific PPS rate plus the Medicare COVID-19 vaccine administration 
rate when a COVID-19 vaccine is administered as part of a billable encounter visit.   

7. COVID-19 Treatment Payments
Indiana Medicaid will pay for COVID treatment administration fees at a higher rate than the rate
methodology stated in the Indiana state plan.

b. Payments are increased through:

i. ____ A supplemental payment or add-on within applicable upper payment
limits:

ii. __x (1, 2, 3, 4, 5, 6, 7)___ An increase to rates as described below.
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Rates are increased:  

_____ Uniformly by the following percentage: _____

_____ Through a modification to published fee schedules  

Effective date (enter date of change): _____________ 

Location (list published location): _____________ 

__x (6, 7)___ Up to the Medicare payments for equivalent services.  

__X (1, 2, 3, 4, 5, 6, 7)___ By the following factors:  

Nursing Facilities 

1. A 4.2% per diem rate increase will be applied to all nursing facility rates effective 3/1/2020 and will
remain in effect until 3/31/2021.

A 3% per diem rate increase will be applied to all nursing facility rates effective 4/1/2021 and will remain 
in effect until 6/30/2021. 

The following COVID-19 Ready add-on payments will be available to providers and effective at the later 
of 5/1/2020 or the effective date of the COVID-19 Ready attestation if made on or after 6/1/2020:  

1. A 2.0% per diem rate increase, calculated exclusive of the 4.2% per diem add-on.

2. A $115.00 per resident day claims-based add-on for COVID-19 positive residents with the primary
International Classification of Diseases, Tenth Revision Clinical Modification (ICD-10-CM) diagnosis code
of U07.1  2019-nCoV acute respiratory disease. The $115.00 per resident day add-on may only be billed
while the resident has an active positive COVID-19 diagnosis and is limited to a maximum of 21 days per
resident.

2. Home Health Agencies

For dates of service from March 1, 2020 through August 31, 2020 Home Health agencies will be 
reimbursed the lesser of their reported COVID-19 related expenses or 4.2% of Medicaid revenues paid 
during the relief period. 

3. Assisted Living Providers

For dates of service from February 2020 through March 2021 Assisted Living providers will be 
reimbursed the lesser of their reported COVID-19 related expenses or 3% of Medicaid revenues paid 
during the relief period. 

4. Emergency Medical Services (EMS)

For dates of service March 1, 2020 through February 28, 2021 in state Emergency Medical Services will 
be reimbursed the lesser of their reported COVID-19 related expenses or 4.2% of Medicaid revenues 
paid during the relief period. 

5. FQHCs and RHCs



State/Territory: __Indiana___ Disaster Relief #2 

TN: 22-0011 
Supersedes TN: 21-002 

Approval Date: 12/ /2022 
Effective Date: 3/1/2020 

The COVID vaccine administration fee will be reimbursed in addition to (but billed separately from) the 
Medicaid PPS rate. For dates of service from 1/18/21 - 2/20/21, the vaccine administration will be 
$16.94 for the first dose in the two-dose series and $28.39 for the second dose. For dates of service 
from 2/21/21 through 3/16/21, the vaccine administration fees will be $15.83 and $26.11 (respectively). 
For dates of service on or after 3/17/21, the vaccine administration fee will be $37.21, which will apply if 
the dose is the first or second in the series. These rates apply to any COVID vaccines from any other 
manufacturer (i.e. AstraZeneca). 

6. COVID-19 Vaccine Administration

For dates of service from 12/12/20 (Pfizer vaccine) and 12/18/20 (Moderna vaccine) through 2/20/21, 
the vaccine administration will be $16.94 for the first dose in the two-dose series and $28.39 for the 
second dose. For dates of service from 2/21/21 through 3/16/21, the vaccine administration fees will be 
$15.83 and $26.11 (respectively). For dates of service on or after 3/17/21, the vaccine administration 
fee will be $37.21, which will apply if the dose is the first or second in the series. These rates apply to 
any COVID vaccines from any other manufacturer (i.e. AstraZeneca). The $16.94 and $28.39 were the 

schedule. 

7. COVID-19 Treatment Payments

For dates of service from 11/10/20 (bamlanivimab treatment manufactured by Eli Lilly: procedure code 
M0239) and 11/21/20 (casirivimab and imdevimab treatment manufactured by Regeneron: procedure 
code M0243) through 12/31/21, the COVID treatment administration fee will be $309.60. For dates of 
service from 1/21/21 through 5/5/21, the treatment administration fee will be $278.98 when billed on a 
professional claim. For dates of service on or after 5/6/21, the treatment administration fee will be 
$403.66. The $309.60 rate was the nationwide COVID treatment administration rate and $279.98 
$403.66 are s from the 2021 CMS physician fee schedule. Outpatient 

reimbursement methodology for dates of service on or after 1/1/21. 

Payment for services delivered via telehealth: 

3. _____ For the duration of the emergency, the state authorizes payments for telehealth services
that:

a. _____ Are not otherwise paid under the Medicaid state plan;

b. _____ Differ from payments for the same services when provided face to face;

c. ____ Differ from current state plan provisions governing reimbursement for
telehealth;

d. __x__ Include payment for ancillary costs associated with the delivery of covered
services via telehealth, (if applicable), as follows:

i. _____ Ancillary cost associated with the originating site for telehealth is
incorporated into fee-for-service rates.
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ii. __x___ Ancillary cost associated with the originating site for telehealth is
separately reimbursed as an administrative cost by the state when a
Medicaid service is delivered.

Other:

4. ___x__ Other payment changes:

Effective for dates of service on or after March 1, 2020, EMS providers transporting COVID-19 
positive or symptomatic individuals will be trips scheduled as and reimbursed as basic life 
support (BLS), unless the individual meets medical necessity for advanced life support (ALS).   

Section F  Post-Eligibility Treatment of Income 

1. _____ The state elects to modify the basic personal needs allowance for institutionalized
individuals. The basic personal needs allowance is equal to one of the following amounts:

a. _____ 

b. _____ 300 percent of the SSI federal benefit rate

c. _____ Other reasonable amount:  _________________

2. _____ The state elects a new variance to the basic personal needs allowance.  (Note: Election
of this option is not dependent on a state electing the option described the option in F.1.
above.)

The state protects amounts exceeding the basic personal needs allowance for individuals who
have the following greater personal needs:

Please describe the group or groups of individuals with greater needs and the amount(s) 
protected for each group or groups.  

Section G  Other Policies and Procedures Differing from Approved Medicaid State Plan /Additional 
Information 

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid OMB control number.  The valid OMB control number for this 
information collection is 0938-1148 (Expires 03/31/2021).  The time required to complete this 
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information collection is estimated to average 1 to 2 hours per response, including the time to review 
instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. Your response is required to receive a waiver under Section 1135 of the Social 
Security Act. All responses are public and will be made available on the CMS web site. If you have 
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, 
please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 
Baltimore, Maryland 21244-1850. ***CMS Disclosure***  Please do not send applications, claims, 
payments, medical records or any documents containing sensitive information to the PRA Reports 
Clearance Office.  Please note that any correspondence not pertaining to the information collection 
burden approved under the associated OMB control number listed on this form will not be reviewed, 
forwarded, or retained. If you have questions or concerns regarding where to submit your documents, 
please contact the Centers for Medicaid & CHIP Services at 410-786-3870. 
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Vaccine and Vaccine Administration at Section 1905(a)(4)(E) of the Social Security Act 

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that 
begins one year after the last day of the emergency period described in section 1135(g)(1)(B) of the 
Social Security Act (the Act): 

Coverage 

__X__ The state assures coverage of COVID-19 vaccines and administration of the vaccines.1 

_X___ The state assures that such coverage:  

1. Is provided to all eligibility groups covered by the state, including the optional
Individuals Eligible for Family Planning Services, Individuals with Tuberculosis, and
COVID-19 groups if applicable, with the exception of the Medicare Savings Program
groups and the COBRA Continuation Coverage group for which medical assistance
consists only of payment of premiums; and

2. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(H)
and section 1916A(b)(3)(B)(xii) of the Act; reimbursement to qualified providers for
such coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

__X__ Applies to the state’s approved Alternative Benefit Plans, without any deduction, 
cost sharing or similar charge, pursuant to section 1937(b)(8)(A) of the Act. 

__X_The state provides coverage for any medically necessary COVID-19 vaccine counseling for 
children under the age of 21 pursuant to §§1902(a)(11), 1902(a)(43), and 1905(hh) of the Act. 

__X__ The state assures compliance with the HHS COVID-19 PREP Act declarations and 
authorizations, including all of the amendments to the declaration, with respect to the providers 
that are considered qualified to prescribe, dispense, administer, deliver and/or distribute 
COVID-19 vaccines.   

Additional Information (Optional): 

1 The vaccine will be claimed under this benefit once the federal government discontinues purchasing the vaccine. 
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Reimbursement 

__X__ The state assures that the state plan has established rates for COVID-19 vaccines and the 
administration of the vaccines for all qualified providers pursuant to sections 1905(a)(4)(E) and 
1902(a)(30)(A) of the Act. 

List Medicaid state plan references to payment methodologies that describe the rates for 
COVID-19 vaccines and their administration for each applicable Medicaid benefit:  

__X__   The state is establishing rates for COVID-19 vaccines and the administration of the 
vaccines pursuant to sections 1905(a)(4)(E) and 1902(a)(30)(A) of the Act. 

__X__ The state’s rates for COVID-19 vaccines and the administration of the vaccines 
are consistent with Medicare rates for COVID-19 vaccines and the administration of the 
vaccines, including any future Medicare updates at the: 

____ Medicare national average, OR 
__X__ Associated geographically adjusted rate. 

____ The state is establishing a state specific fee schedule for COVID-19 vaccines and 
the administration of the vaccines pursuant to sections 1905(a)(4)(E) and  
1902(a)(30)(A) of the Act. 

The state’s rate is as follows and the state’s fee schedule is published in the following 
location:  

__X__ The state’s fee schedule is the same for all governmental and private providers. 

__x_ The below listed providers are paid differently from the above rate schedules and 
payment to these providers for COVID-19 vaccines and the administration of the 
vaccines are described under the benefit payment methodology applicable to the 
provider type:  

  4.19B page 1a.1 

Federally qualified health centers (FQHCs) and rural health clinics (RHCs). 

The Medicaid allowed amount for COVID-19 vaccine administration will be equal to 
Indiana Medicare’s allowed amount for these services and is published at 
www.in.gov/medicaid. 
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__X__The payment methodologies for COVID-19 vaccines and the administration of the 
vaccines for providers listed above are described below:  

_X_ The state is establishing rates for any medically necessary COVID-19 vaccine 
counseling for children under the age of 21 pursuant to sections 1905(a)(4)(E), 1905(r)(1)(B)(v) 
and 1902(a)(30)(A) of the Act. 

__X_ The state’s rate is as follows and the state’s fee schedule is published in the following 
location:  

PRA Disclosure Statement  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 # 75).  Public burden for all of the 
collection of information requirements under this control number is estimated to take up to 1 hour 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. 

Attachment 4.19-B page 2a.1 

Attachment 4.19-B page 3d.1 

The rate is equal to the rate for procedure code 99401 and is published at 
www.in.gov/medicaid 

IHCP Bulletin BT202247 BT202247 (indianamedicaid.com) 

IHCP Bulletin BT202278 BT202278 (indianamedicaid.com) 
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COVID-19 Testing at section 1905(a)(4)(F) of the Social Security Act 

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that 
begins one year after the last day of the emergency period described in section 1135(g)(1)(B) of the 
Social Security Act (the Act): 

Coverage 

_X__ The states assures coverage of COVID-19 testing consistent with the Centers for Disease 
Control and Prevention (CDC) definitions of diagnostic and screening testing for COVID-19 and 
its recommendations for who should receive diagnostic and screening tests for COVID-19. 

__X_ The state assures that such coverage: 

1. Includes all types of FDA authorized COVID-19 tests;
2. Is provided to all categorically needy eligibility groups covered by the state that

receive full Medicaid benefits;
3. Is provided to the optional COVID-19 group if applicable; and
4. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)

and 1916A(b)(3)(B)(xiii) of the Act;  reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

Please describe any limits on amount, duration or scope of COVID-19 testing consistent with 42 
CFR 440.230(b).  

__X_ Applies to the state’s approved Alternative Benefit Plans, without any deduction, 
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act. 

_X__The state assures compliance with the HHS COVID-19 PREP Act declarations and 
authorizations, including all of the amendments to the declaration.   

Additional Information (Optional): 

Pharmacy: Allowable two (2) at-home SARS-CoV-2 test kits per seven days per member.  
Additional per medical necessity. 
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Reimbursement 

__X__ The state assures that it has established state plan rates for COVID-19 testing consistent 
with the CDC definitions of diagnostic and screening testing for COVID-19 and its 
recommendations for who should receive diagnostic and screening tests for COVID-19. 

List references to Medicaid state plan payment methodologies that describe the rates for 
COVID-19 testing for each applicable Medicaid benefit:  

 

 

____   The state is establishing rates for COVID-19 testing pursuant to pursuant to sections 
1905(a)(4)(F) and 1902(a)(30)(A) of the Act. 

____ The state’s rates for COVID-19 testing are consistent with Medicare rates for 
testing, including any future Medicare updates at the: 

____ Medicare national average, OR 
____ Associated geographically adjusted rate. 

____ The state is establishing a state specific fee schedule for COVID-19 testing pursuant 
to sections 1905(a)(4)(F) and 1902(a)(30)(A) of the Act. 

The state’s rate is as follows and the state’s fee schedule is published in the following 
location:  

__X__ The state’s fee schedule is the same for all governmental and private providers. 

   Attachment 4.19-B page 1c 

www.in.gov/medicaid/providers/business-transactions/billing-and-remittance/ihcp-fee-schedules/ 
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__X__ The below listed providers are paid differently from the above rate schedules and 
payment to these providers for COVID-19 testing is described under the benefit 
payment methodology applicable to the provider type:  

Additional Information (Optional): 

__X_The payment methodologies for COVID-19 testing for providers listed above are 
described below:  

PRA Disclosure Statement  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 # 75).  Public burden for all of the 
collection of information requirements under this control number is estimated to take up to 1 hour 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. 

Federally qualified health centers (FQHCs) and rural health clinics (RHCs). 

Attachment 4.19-B page 2a.1 

Attachment 4.19-B page 3d.1 
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COVID-19 Treatment at section 1905(a)(4)(F) of the Social Security Act 

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that 
begins one year after the last day of the emergency period described in section 1135(g)(1)(B) of the 
Social Security Act (the Act): 

Coverage for the Treatment and Prevention of COVID 

__X_ The states assures coverage of COVID-19 treatment, including specialized equipment and therapies 
(including preventive therapies). 

__X_ The state assures that such coverage: 

1. Includes any non-pharmacological item or service described in section 1905(a) of
the Act, that is medically necessary for treatment of COVID-19;

2. Includes any drug or biological that is approved (or licensed) by the U.S. Food &
Drug Administration (FDA) or authorized by the FDA under an Emergency Use
Authorization (EUA) to treat or prevent COVID-19, consistent with the applicable
authorizations;

3. Is provided without amount, duration or scope limitations that would otherwise
apply when covered for purposes other than treatment or prevention of COVID-19;

4. Is provided to all categorically needy eligibility groups covered by the state that
receive full Medicaid benefits;

5. Is provided to the optional COVID-19 group, if applicable; and
6. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)

and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

__X_ Applies to the state’s approved Alternative Benefit Plans, without any deduction, 
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act. 

_X__The state assures compliance with the HHS COVID-19 PREP Act declarations and 
authorizations, including all of the amendments to the declaration.   

Additional Information (Optional): 

Coverage will apply to any drug or biological that is approved (or licensed) by the U.S. Food 
& Drug Administration (FDA) or authorized by the FDA under an Emergency Use 
Authorization (EUA) to treat or prevent COVID-19, regardless of the Medicaid Drug Rebate 
Program status.   
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Coverage for a Condition that May Seriously Complicate the Treatment of COVID 
 
__X_ The states assures coverage of treatment for a condition that may seriously complicate the 
treatment of COVID-19 during the period when a beneficiary is diagnosed with or is presumed to have 
COVID-19. 
 

_X__ The state assures that such coverage: 
 

1. Includes items and services, including drugs, that were covered by the state as of 
March 11, 2021; 

2. Is provided without amount, duration or scope limitations that would otherwise 
apply when covered for other purposes;  

3. Is provided to all categorically needy eligibility groups covered by the state that 
receive full Medicaid benefits; 

4. Is provided to the optional COVID-19 group, if applicable; and 
5. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l) 

and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such 
coverage is not reduced by any cost sharing that would otherwise be applicable 
under the state plan. 
 

_x_ Applies to the state’s approved Alternative Benefit Plans, without any deduction, 
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act. 

 
_X__The state assures compliance with the HHS COVID-19 PREP Act declarations and 
authorizations, including all of the amendments to the declaration.   

 
Additional Information (Optional): 

 
Reimbursement 
 
__X__ The state assures that it has established state plan rates for COVID-19 treatment, including 
specialized equipment and therapies (including preventive therapies). 

 
List references to Medicaid state plan payment methodologies that describe the rates for 
COVID-19 treatment for each applicable Medicaid benefit:  
 
 
 
 
 
 
 

   4.19B page 1a.1 
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__X__ The state is establishing rates or fee schedule for COVID-19 treatment, including specialized 
equipment and therapies (including preventive therapies) pursuant to sections 1905(a)(4)(F) and 
1902(a)(30)(A) of the Act. 

 
 
 
 

 
 
__X__ The state’s rates or fee schedule is the same for all governmental and private 
providers.  
 
__X__ The below listed providers are paid differently from the above rate schedules and 
payment to these providers for COVID-19 vaccines and the administration of the 
vaccines are described under the benefit payment methodology applicable to the 
provider type:  

 

Additional Information (Optional): 
 

 

 

PRA Disclosure Statement   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 # 75).  Public burden for all of the 
collection of information requirements under this control number is estimated to take up to 1 hour 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. 

The Medicaid allowed amount for COVID-19 monoclonal antibody infusion 
administration will be equal to Indiana Medicare’s allowed amount for these services. 

Attachment 4.19-B page 2a.1 

Attachment 4.19-B page 3d.1 

Federally qualified health centers (FQHCs) and rural health clinics (RHCs). 



SECURITY ACTSTATE tJ UNDER TITLE XIX OF THE SOCIAL
MEDICAL ASSISTANCE PROGRAM

l: a' e of India.na , _

ATTORNEY GENERAL'S CERTIFICATION

ATTACHMENT 1.1-A

I certify

X
that:

the Office of Medicaid Policy and Planning
single State agency responsible for:

administering the plan.

The legal authority under which the agency administers
the plan on a statewide basis~ after December 31, 1991 is

Public Law 9-1991, Article 6, Chapter 6, Sec. 1-3.

(statutory citation)

superv~s1ng 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 adminstering
the plan is:

(statutory citation)

/2 - Z - 91
Date

of Indiana









state of Indiana

Medical Assistance unit

Attachment 1. 2-8
Page 1

The chart on Page 2 of this Attachment illustrates the organization
and function of the Medical Assistance Unit, comprised of three
functional areas within the Office of Medicaid Policy and Planning.

TN # 92-22
Supersedes
TN # 90-12

Approval Date Effective Date 10-1-92



OFFICE OF MEDICAID LICY AND PLANNING
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JANE BAIRD
primary Care Case

Management (PCCM)
232-4971
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Managed Care
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KAREN ROBIN MATHIAS
FILLER Disability Analysis
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J ~IMMIS Operations
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~ ~Contract Monitoring
r ~Claims Processingl
....... Pricing

-Prior Authorization
-provider Education
~590 Program

January 6, 1994/lms



State of Indiana Attachment 1.2-C
Page 1

Professional Medical and Supporting Staff

Medical Staff

Marilyn Barnard, R.N.

David Bruns, M.D.

. Mary Gordon, R.N.

Nina Wright, R.N.

Denise Ingram-Bradley, M.D.

Dennis Rhyne, M.D.

Marc Shirley, R.Ph.

Support Staff

Sharon Bahney, Clerk Typist V

Sandra Riczo, Account Clerk IV

Nancy Hopkins, Clerk Typist IV

Debbie Schaefer,Clerk/Typist IV

Level of Care

Medical Review Team

Inspection of Care

Pre-Admission Screening

Medical Policy/Primary
Care Case Management

Medical Review Team

Medical Policy/
Pharmacy Services

Level of Care

Pre-Admission Screening

Level of Care

Medical Policy

TN # 93-003
3upersedes
TN # 92-22

Approval Date ..i/?r /:; i Effective Date 10-1-92



state of Indiana Attachment 1. 2-D
Page 1

staff Making Eligibility Determinations

In accordance with Indiana statute (P.L. 9-1991) the Office of
Medicaid policy and Planning and the Division of Family and
Children have formulated written protocols that specify that the
county offices of the Division of Family and Children (aka county
departments of pUblic welfare) are responsible for all eligibility
determinations made under the state medical assistance program.

The chart on Page 2 of this Attachment illustrates the organization
of the Division and Family and Children within the Family and
Social services Administration.

TN # 92-22
Supersedes
TN #

Approval Date
r /""" ':'_

I /:3;' '/5 Effective Date 10-1-92
!
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Revis ion: HCFA-PM-91 - 4

!lUG UST 1991
(BPD) ATTACHMENT 2.2-A

Page 1
ONB NO.: 0938 -

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Indiana

GROUPS COVERED AND AGENCI ES RESPONSIBLE FOR ELIGIBILITY DETERMINATION

Agency* Citation(F'l) Groups Cov e r e d

The foll owing groups are covered under this plan.

A. Mandatory Coverage - Cateqorically Nee~_and Other
Required 5pecia1 Groups

42 CFR 435.110

Division of
Family Resource s,
Family ~nd Social
Services Administration

4 2 CFR 43 5. 115

1. Rec ipients o f AFDC

Th e approved State AFDC plan i nc l u u e s :

families with an unemployed parent for the
mandatory 6-mo~th period and an optional
extension of months.

L-I Pregnant women wi t h no other eligible children .

L_I AFDC children age 18 who are ful.l-time students
in a s econdary s chool or in the equivalent
l eve l o f v o cati onal or technical training.

The s t a nd a r d s ( or AFDC payments are l.isted in
Su p p lement 1 of bJ~rbCHl\fE NT 2. f:i-A .

2. Deemed Re cipi en ts of AFDC

a. Indi viduals denied a title IV-A cash payment
s olely because the amount would be less than $10.

*Agency that dete rmines eligibility for coverage .

TN No. "1i§=OO§._ Approval Date ~~ 21~ Effective Date 17'11-05
supersedes
TN No . _91-022 HCFA ID: 7983E



ATTACHMENT 2.2-A
Page 2
OMB NO.: 09 38 -

(BPD )

IndianaState : ----=~~::-"'"'"=- _

Revision : HCFA~PM-91- 4

AUGUST 1991

Agency* Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Special G$;'oups (Continued)

2 . Deemed Recipients of AFDC.

1902 (a) ( 10) (A) (i) (I )
of the Act

b. Effective October I, 1990, participants in
a work supplementation program under title
IV-A and any child o r rel.ative of such
individual (or other individual living in the same
household as such individua~s) who would be
eligible for AFDC if there were no work
supplementation ~rogram, in accordance with
s e ction 482(e)(6) o f the Act .

402(a) (22) (A)
of the Act

c . Individuals whos e AFDC payments a r e
r educed to zero by reason of recovery
o f overpayment of AFDC funds.

406(h) and
1902(a)(10)(A)
(i) (I) of the Act

d . An assistance unit deemed to be receiving
AFDe for a ~eriod o f four calendar months
because the family becomes ineligible for
AFDC as a r esult of collection o r increas ed
co llec t i o n o f support and me ets the
r equirements o f s e ction 4 06(h) of the Act .

1902(a) of
the Act

H . Ind ividu a ls d e eme d to b e r e c eiv ing AFDC
who meet the requirements of sect ion
47J(b) ( 1) o r (2) for whom an adoption
assistance agreement is in effect or foster
ca r e ma intenance payments are being made under
t it le IV-E of the Act.

~Agency that determines el igibility f or coverage.

TN No. O§-Q06__
supersed~sl_022
TN No. ~

Approval Date~.2 7 2ilD6 Effective Date 1-] j ;-0..5\.......-__

HCFA ID: 79B3E



ATTACHMENT 2.2 -A
Page 2a
OMB NO.: 0938 -

(BPD)

IndianaState: ~..;:;...;....:.;;.;;.~ . _

Revision: HCFA-PM-91~

AUGUST · 1991

Agenc y * Citat l on(s ) Groups Covered

A. Mandatory Co v e r a g e - Categorically Needy and Other
Required Special Groups (Continued)

407(b), 1902
( a ) ( 10)( A ) {J )
and 1905 (m) (1 )
o f t h e Act

J. Qua l if ied Family Members

Ef fe c ti ve October 1, 1990, qualified
f a mil y members who would b e eligible to
rece ive AFDC und e r s ection 407 o f . the Act
b e c ause the pr incipal wa g e e a r ne r is
un employed .

/71 Qualifi ed f a mi l y members are no t i n c l u ded
b e caus e c a s h assistance payments may be made t o
fam ili es with unempl oyed parents f o r 12 months
p e r c a l e nd a r y e a r .

1902(a){52 )
and 192 5 of
the Ac t

4 . Famili e s terminated fr om AFDC s olely because
o f earn ings, hours o f e mp l o yme n t , or loss of
e a r n e d income disregards entitled up to twelve
months of e x ten ded benefi ts in accordanc e with
sect ion 1 9 25 of t he Ac t . ( Th i s provision expires on
Se p t emb e r 30, 1998. )

*Agency that d eLe r mine s e lig i bi lity for c overage.

TN No. Q§-Q06
Supers~d es

TN No. 91-Q.~

App r oval Date r~'UN 27=zt1JJS Effective Date r-H-05'" ,__

HC FA 1D: 7983E



ATTACHMENT 2.2-A
Page 3
OMB NO.: 09 38-

( BPD)

IndianaSta te: ...-.....w......................... _

Revision: HCFA-PM-91- 4
AUGUST 1991

Agency* Citation ( s ) Groups Covered

42 CFR 435 .113

A. Mandatory Coverage - categorically Needy and Other
ReqUired Soecial Groups (Continued)

5. Individuals whb 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- -

(II Stepparents who are not legally liable for
support of s t e pc h i l d r e n under. a State law o f
general applicability;

( 2 ) Grandparents;

(31 Legal guardians; and

( 4 ) Individual alien sponsors (who are not
spouses of the individual or the
individual's parent);

b. Families deni e d Arne sole l y be c au s e of the
i n vo l un t a r y inclus i o n o f siblings who have income
and r esourc es of thei r own in t he fil i ng un i t .

c. Families denied Af DC b e caus e the family
transferred a r esourc e without r ece iving adequate
c omp e ns a t i o n .

*Age n c y t ha t determines eligibility for coverage . .

TN No. 06-006
Supersed~s 22
TN No .. ~l-~ _

Approval Date'~2 If 7iJTIl) Effective Date r::TI=o'5

HCFA ID : 7983E



ATTACHMENT 2.2-A
Page 3a
OMB NO.: 093 B

INDIANA

(BPD)

state : --=~~~=_ _

Revision: HCFA-PM-91-4
AUGUST 1991

Agency* Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

42 CFR 435.Illl- 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.

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.

1902{a)(lO)
(A)(i)(III)
and 1905(n) of
the Act

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
payment (or who would be eligible if
the State had an AFDC-unemployed parents
program) if the child had been born and was
living with her;

*Aqency that determines eligi.bili ty for coverage.

TN No. 06-006
supersedglQ_022
TN No.

Approval Date .fJITN-2-o/-~.i Effective Date 1'-1.1-0$ _

HCFA ID: 7983E



FROM: F~MILV IND. DIV. FRX NO.: 3172330828 08-24-98 11 :43 P .04

RcvislCll; HCFA.PM.~2 .:
FEERUARY 199:2

,1vfB) ..;ITACHl'dE1'lT :"::·A
?~ 4

STATE: i'Li\.N UNDER.. iT'I"Ui: XIX 0 F nr.E SOCLV.,. SECtrRrIY ACT

W[ANASlim: __--"'"l~...... _

COVEiUG<; AND CONDmONS OF ELIQiBrt.ITY

Cit&t1on Ul

A. \:!a!lcWpD: CQYmlU • ('a!CU'rjglly Ner:dv md Other
B,sgyir;;j Sp;;W Qcpypjl (CQnanucd)

7. oL (2) [s I member oia iami1y 'dw would, beeligihle
fC)f lid 10 families with <ie!:Jende:nt <:hiIdmI of
u.nemploytd parents if me Stare /tad. an AFDC·
w:lCl~loyed par=tl: pn'l!P1lltCl: Of

(3) Would beeiipblc {or an AFDC =tl; paymem
011 tile ba&1S afme incoma ItId retl-OUm:

requirelntlits ofth!!; Swn~YedAFDC
plaD.

1902 {a){lO)(A)
(l)ommd
190:1 Co.) of the
Act

b.. Childtm born~s~ 30. 1911 wl101llllund2r
• 19 mel whowuuid. been... fcrtla AfCC cam
paymcm: en the: buis o(t!11l iDam1e and r=oun:c
~imncnt!l aithe Stnc's appgycd AFOC plan.

~_ Childml bam after

II lUll F"¥.' III

(SPC'Clft ollnon;j Cll11iu aa.tc:1
who an: under age 19 ma who wouid b~ eligible for m
Ame coull payment on the buis of tile jn=mc md
~ute~ r'eqUtmnm1Z of ;he Stm's apfJ'l'l'y~Arne pIal\.

01 No. ~09
Suocr.;ede~

TN NQ. ~ 97-006
Approval Oall!

4-1-98EffettlVe Date ....__



FROM: FRMILY IND. DIV. FPX NO.: 3172330828 08-24-98 11 :43 P .05

RaV1.S10n: HCF~-PM-92-1

f:EllRUAAY 1S92
( MIl) ATTACl:lMEHT 2. 2-A

PAqe h

STAT! PLAN UNDU TITLE XII OP THE SOCIA!,. SlilCURIn ACT

state:

1902(a) (10) (1\)
{iJ \IV) And
1902 ( 11( 1)(A}
and (S) of the
l'I.et

1902(al (10) (A.
(i)(VIl
1902(lJ (lJ (e)
of the Act

1902(a!(lOl(A)(i)
(VII) afid 1902(1)
(11 (Il) of the Act

nmIA.NA.

COVERAGE 1'..N:D CONDITIONS or ELIGIBILITY

Mandat0!Y Coverage - cat!So~tc.lla Needy ~ Qth.r
R.!gul.l:ed spec:ul Groups (COIl1:.1.DU )

6. Pregne.nt wOl1Mtn and ~fant. undeZ' 1 yeAr of
i1.9f1 with faa.i.ly incomeB up to 133 p8n:ut
at t:hG Ped.~~.J. p;lVQlr't,y 1tt'n11 wbQ a.ro ~orib.d

in 9e-c1:ion 1902(a)(lO)(A}(i)(tv) and. 190211)
(1) (~l and CB) of thlt Acrt. The in<:QIlII8 1• .,.1 ler
this qr:aup i!1 Bpacified in Suppl@!ll8J'l.t 1 ss,
~TTACHMKNT 2.S-A.

X thAI Stat. U81iJ. a pll'C'filtaga greater than 133
- 'but not lIlO;re the 185 percent of tM "~ral

pcw~y level, u elrtlblialW4 ~ itt' .~aUi
plan. State legblatioD, or Stat..
appropriation...s tlf 1)IKlember 19, ass.

9. ChllclrQlH

a. who have atta.ined 1 yMt' of &ge lNt have
ud. not a'ttai.llaQ. 6 yean of ap. nth f..u,ly
iDeome* at or below 133 percent: of t:taa
Pllderal poverty l ...b.

b. bon after Sept.8IIltNIr 30, 1583, who Moft
att.ained 6 year. of 1.9- but ha". &'JOt
a~t;.ained. 19 Y$U''' of &9-, \11th bally i..ncQCll88

It cr below 100 percent of tile fedcul
poverty levels.

XX Cn11dren born ifte~
- 03/31/79

lsp~c~fy Qpt~cna~ earl~e: date I
Who have a~ta1ned 6 years of &ge but have net
3~tained l' years of a9c, ~lth fanu1y in~c~~

at 0: b,lQW 100 pe~cent of the Federal
poverty levelS.

Income levels for these 9rO~9$ ~re specifi~Q In
supol~me~t 1 to ATTACnMEN~ 2.SA.

4-1-98
Effective 081$ __



Revision: HCFA-PH-92 -1
FEBRUARY 1992

(HB) ATTACHMENT 2.2-A
Page 5

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

Citation(s)

INDIANA

COVERAGE AND CONDITIONS OF ELIGIBILITY

Groups Covered

1902(&)(10)
(A) (i) (V) and
1905(m) of the
Act

1902(e)( 5)
of the Act

1902(e) (6)
of the Act

TN No. 92-03
Supersedes
-.. , .......

A. HandatodY coverage - Categorically Needy and Other
Require special Groups (Continued)

leu -=lfIlU iJkfiiis aloha: tlllHa ~al.ifieEl preljR&nt ~.()men

8Rri 8ftilEl.88 \l""8~ i_efI A.7. aQQ'$e .HlQ aEe
memeeFB af a taMil) ~ha~ we~l. Be ~eeei,in9

1t!'f>e undo, bOC LtUlU 487 of the Act: if the -State
had RQ~ e~9PQ~~h. 8!.i~A ~Rge~ seetteR
467'41 I l:il) {.) (1) a~ I $ " L ' =:I imit the""'ftWl\b ell! ef
meft~h8 far whielt lit f_H:y=l8lliJ reeeLe ~c.

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.

i/cJ'/I'?~



State of Indiana 

Citation (5) 

1902 (e) (4) 
of the Act 

45 CFR435.120 

TN No. 13-012 
Supersedes 
TN No. 92-03 

A. 

Attachment 2.2 - A 
Page 6 

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

COVERAGE AND CONDmONS OF ELIGIBILITY 

Groups Covered 

Mandatory Coverage - Categorically Needy and Other Reqnired Special Groups 

(Continued) 

12. A child born to a woman who is eligible for and receiving Medicaid as 

categorically needy on tbe date of the child's birth. The child is deemed eligible 

for one year from the birth as long as the mother remains eligible or would 

remain eligible if still pregnant and the child remains in the same bousehold as 

the mother. 

13. Aged, Blind, and Disabled Individuals Receiving Cash Assistance 

L a. Individuals receiving SSt 

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 illlder section 1619 (b) of the Act. 

Aged 

Blind 

Disabled 

Approval Date_"'5""3"'OIc.:.14-'-__ _ Effective Date June 1, 2014 



State ofIndiana 

Citation (s) 

435.121 

1619(b)(1) 
of the Act 

TN No. 13-012 
Supersedes 
TN No. 12-008 

A. 

13. 

...... . , 

Groups Covered 

Attachment 2.2-A 
Page 6a 

Mandatory Coverage - Categorically Needy and Other Required Special Groups 
( Coutinued) 

[ 1 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 )(I) 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 I 619(a) ·or met the requirements under section 
1619(b)(1) of the Act. Medicaid eligibility for these individuals 
coutinues as long as they continue to meet the 1619( a) eligibility 
standard or the requirements of section 1619(b) oftbe Act.) 

Aged 
Blind 
Disabled 
Blind and disabled individuals receiving SSI and except for 
receipt of SSI would be eligible for AFDC 

The more restrictive categorical eligibility criteria are described below: 

(Financial criteria are described in ATTACHMENT 2.6A) 

Approval Date'-"'sl"'30"'1.c:14'--__ _ EffectiveDate June 1. 2014 

i 

, , 





(i93'8-



State of Indiana 

A 

Agency. Citation( s) 

J 619 (h) 

(3) 
of the Act 

Attachment 2.2 

page6d 

Groups Covered 

A Mandatory Coverage -Categorically Needv and Other Required 
Special Groups (Continued) 

_The State applies more restrictive eligibility for Medicaid than 
under SSI and under 42 CFR 435.121. Individuals who qualify for 
benefits uuder section 1619 (a) of the Act or individuals described 
above who meet the eligibility requirements for SSI benefits under 
section 1619 (b) (1) of the Act and who met the State's more 
restrictive reqnirements in the month before the month they qualified 
for SSI nuder section 1619 (a) or met the requirements of section 
1619 (h) (1) of the Act are covered. Eligibility for these individuals 
continues as long as they continue to qualify for benefits under 
section 1619(a) of the Act or meet the SSI requirements under 
section 1619 (bXl) of the Act. 

*Agency that determines eligibility fur coverage 

TNNo. 13-012 
Supersedes 
1N. No: 06-006 

Approval Date 5/30/14 EffectiveDate June 1, 2014 



State of Indiana 

Agency. 

1634 (c) of 

the Act 

42 CFR435.122 

42 CFR435.130 

Citation(s) Groups Covered 

Attachment 2.2 A 

Page 6e 

A. Mandatorv Coverage - Categorically Needy and Other Required Special Groups 
(Continued) 

15. Except in States that apply more restrictive eligibility requirements for Medicaid 

than under SS!, blind or disabled individuals wh(}-

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 

disabilily. Medicaid eligibility for these individuals continues for as long as 

they would be eligible for SS!, absent their OASDI eligibilily. 

c. _ The State applies more restrictive eligibilily requirements than those under 

SSI, and part or all of the amount offhe OABDI benefit that caused SSIISSP 

ineligibilily and subsequent increases are dedncted when determining the 

amount of countable income for categorically needy eligibilily. 

d. _ The State applies more restrictive requirements than those under SS!, and 

none of the OASDI benefit is deducted in detennining the amount of countable 

income for categorically needy eJigibilily. 

16. Except in States that apply more restrictive eligibilily requirements for Medicaid than 

under SSI, individuals who are ineligible for SSI or optional State supplements (If the 

agency provides Medicaid under §435.230), because of requirements that do not apply 

under title XIX of the act 

17. Individuals receiving mandatory state supplements . 

• Agency that determines eJigibilily for coverage 

TN No.13-012 

Supersedes 
TN. NO 06'()06 

Approval Date 5130114 EffectiveDate June L 2014 
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State of IndiBna Attachment 2.2 A 

Page 8 

Agency. Citation( s) Groups Covered 

A. Mandatory Coverage - Categorically Needy and Other Required Special Groups 

(Continued) 

42 CPR 435.135 
22. Individuals who--

a. Are becoming OASDl and were receiving SSJlSSP but became 

ineligible for S·SlfSSP after April 1977; and 

b. Would still be eligible for Sst or SSP if cost-of-living increases in 

OASDl paid nnder section 215 (i) of the Act received after the last 

month for which the individual was eligible for and received SSlfSSP 

and OASDI, concnrrently, 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 SSL 

The State applies more restrictive eligibility requirements than 

those under SS! and the amount of increase that caused SSlfSSP 

ineligibility and subseqnent increases are deducted when 

determining the amonnt of countable income for categorically 

needy eligibility. 

• Agency that determines eligibility for coverage. 

TN No. 13-012 

Supersedes 

TN. No. 06-006 

Approval Date 5/30/14 Effective Date Inne 1. 2014 



State of Indiana 

Agency* 

1634 of the 

Act 

------c-~ --------

Citation( s) Groups Covered 

Attachment 2.2 A 

Page 9 

A. MandatoN Coverage - Categorically Needy and Other Required Special Groups 

(Continued) 

23. Dis.abled widows and widowers who would be eligible for SSI or SSP except 
for the in<;rease in their OASDI benefits as a result of the elimination of the 

reduction [;letor required by section 134 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. 

Not applicable with respect to individuals receiving only SSP because 

the State either does not make these payments or does not provide 

Medicaid to SSP-only recipients. 

The State applies more restrictive eligibility standards than those under 

SSI and considers these individuals to have income equaling the SSI 

Federal benefit rate, or the SSP benefit rate for individuals who would 
be eligible for SSP only, when determining countable income for 

Medicaid categorically needy eligibility. 

* Agency that determines eligibility for coverage. 

IN No. 13-012 
Supersedes 

IN No. 06-006 

Approval Date 5/30/14 Effective Date June 1, 2014 



State of Indiana 

Citation ( s) 

1634(d) of the Act 

TN No. 13-012 
Supersedes 
TN No. 92-03 

A. 

Attachment 2.2 - A 
Page 9a 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Groups Covered 

Manda10ry Coverage - Categorically Needy and Other Required Special 
Gronps (Continued) 

24. Disabled widows, disabled widowers, and disabled unmarried 
divorced spouses who had been married to the insured individual 
for a period of at least ten years befure the divorce became 
effective, who have attained the age of 50, who are receiving 
title 1I income lost eligloility for SSI or SSP which they received 
in the month prior to the month in which they began to receive 
title 1I payments, who wonld be eligihle for SSI or SSP if the 
amount of the title 1I beoefit were not counted as income, and 
who are not eotitled to Medicare Part A. 

The State applies more restrictive eligibility 
reqniremeots for its blind or disabled than those of the 
SSI program. 

l In determining eligibility as categorically needy, the 
State disregards the amount of the title II benefits 
identified in § 1634(dXIXA) in determining the income 
of the individua1, 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 amonnt of the benefits 
identified in §1634(dXIXA) in determining the income 
of the individua1, which amount wonld Dot reduce the 
individual's income below the SSI income standard. The 
amount of these benefits to disregard is specified in 
Snpplemeot 4 to Attachment 2.6-A. 

In determining as categorically needy, the State chooses 
not to deduct any of the benefit identified in 
§1634(dXIXA) in determining the income of the 
individual. 

Approval Date._~5",/3",O,-,/124 ___ _ Effective Date June 1, 2014 



Revision: 

State: Indiana 

ATTACHMENT 2.2-A 
Page9b 

Agency* Citation(s) Groups Covered 

1902(a)(10)(E)(i), 
1905(P) and 
1860D-14(a)(3)(D) 
of the Act 

1902(a)(10)(E)(ii) 
1905(p )(3)(A)(i), 
1905(P) of the Act 

TN No: 10-008 
Supersedes 
TN No.06-006 

A. Mandatory Coverage - Categorically Needy and Other Required 

Special Groups (Continued) 

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 resource 
limit, adjusted annually by the increase in the consumer 
price index. 

(Medical assistance for this group is limited to Medicare 
cost-sharing as defined in item 3.2 of this plan.) 

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 twice the maximum standard under 
SSI. 

d. Who are not otherwise eligible for medical assistance under Title XIX 
ofthe Act. 

(Medical assistance for this group is limited to Medicare 
Part A premiums under section 1818A of the Act.) 

Approval DateSE.? J 2 2010 Effective Date April 1, 2010 



Revision: 

Agency Citation(s) 

1902(a)(10)(E)(iii). 
1905(p )(3)(A)(ii), and 
1860D-14(a)(3)(D) 
ofthe Act 

1902(a)(10)(E)(iv) and 
1905(P)(3)(A)(ii) and 
1860D-14(a)(3)(D) of the Act 

1N No: 10-008 
Supersedes 
1N No.93-007 

State: Indiana 

Groups Covered 

ATTACHMENT 2.2-A 

Page9bl 

A. Mandatory Coverage - Categorically Needy and Other Required 
Special Groups (Continued) 

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 1818Aofthe Act); 

b. Whose income is greater than 100 percent but less than 120 
percent ofthe 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.) 

28. Qualifying Individuals-
a. Who are entitled to hospital insurance benefits under 

Medicare Part A (but not pursuant to an enrollment under 
section 1818A ofthe 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. 

A ID tSEP J 2 2010 pprova a e, _____ _ Effective Date April 1, 2010 
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State oflndiana Attachment 2.2 A 
Page 9b2 

Agency* Citation(s) Groups Covered 

. A. Mandatory Coverage - Categorically Needy and Other Regllired Special Groups 
(Continued) 

1634 (e) of 

theAe! 

28. 
a. Each person to whom SSI benefits by reason of disability are not 

payable for any month solely by reason of c1anse (i) or (v) of 
section 1611 (e )(3)(A) shall be treated, for purposes of title XIX, 
as receiving SSI benefits for the month. 

__ b. The State applies more restrictive eligibility standards than those 

underSSl 

Individuals whose eligibility for SSI benefits are based solely on 
disability who are not payable for any months solely by reason of 
clause (i) or (v) of section 1611 (e)(3) (A), and who continne to 
meet the more restrictive requirements for Medicaid eligibility 
lUlder the State plan, are eligI"ble for Medicaid as categorically 
needy. 

* Agency that determines eligibility for coverage. 

TN No.13-012 
Supersedes 
TN. No. 95-008 

Approval Date 5/30/14 Effective Date June 1, 2014 



Rev ision: HCFA-PM-91- 4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 9c
OMS No , : 0938-

Agency* Citation (s) Gr o up s Covered

B. option~1 Groups Other Than the Medically Needy

42 CFR LI
435.210
1902(a)
( 10) (A) ( ii) and
1905(a) of
the Act

1 . Individuals described below who meet the
income and resource requirements of AFDC,
optional State §upplement as specified in
CFR 435.230, but who do not receive cash
assistance.

551,
42

or an

LI The plan covers a l l individuals as described
above.

i_I The plan c o ve r s only the following
group or groups of individuals:

Aged
Blind
Disabled
Caretaker r e lat i v e s
Pregnant women

42 CFR
435.2 11

L I 2 . Individuals who would be eligible for AFDC, SST
or an opt iona l State supplement as specif i e d i n 42
CFR 4 35 . 2 30 , i f t hey we re not in a medi ca l
Ln s t.Lt.u t Lon .

*Age nc y that determines eligibility for coverage .

TN No. 06 006
Supersedes
TN No. ..9) -Q.2L .

Approval Date . ;jUQ '2:~ m96 Effective Date _J - IFV5-"-=~·

HcrA ID: 7983E



Revision: HCFA-PM-91-10 (BPD)    Attachment 2.2-A 
  DECEMBER 1991     Page 10 
   State:  Indiana          
              
Agency* Citation(s)   Groups Covered 
            
 

B.  Optional Groups Other Than the Medically Needy 
    (Continued) 
42 CFR 435.212 & [  ] 3. The State deems as eligible those individuals who became 
1902(e)(2) of the   otherwise ineligible for Medicaid while enrolled in 
Act, P.L. 99-272   an HMO qualified under Title XIII of the Public Health 
(section 9517) P.L.   Service Act, or a managed care organization (MCO), or a 
101-508(section    primary care case management (PCCM) program, but who 
4732)        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 1905(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 periods of enrollment as a 
privately paying patient.  (A new minimum 
enrollment period begins each time the 
individual becomes Medicaid eligible other than 
under this section). 

*Agency that determines eligibility for coverage. 
 
 
 
 
 
 
 
 
 

TN #   ____03-013          Effective Date   ___8/13/03    
Supersedes  
TN #  ___92-01 ___  Approval Date              



Revision: HCFA-PM-91-1-4
December 1991

(BPD) Attachment 2.2-A
Page lOa

State: Indiana

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than Medically Needy
(continued)

1932(a)(4) of
the Act

The Medicaid Agency may elect to restrict the disenrollment of Medicaid
enrollees of MCSs, PIHPs, PAHPs, 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 ifhe/she moves out of the entity's service area or becomes
ineligible.

X Disenrollment rights are restricted for a period of twelve (12)
months (not to exceed 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.
This requirement would only apply to the Hoosier Healthwise program.

.x No restrictions upon disenrollment rights.
This requirement would only apply to the Care Select program.

1903(m)(2)(H),
1902(a)(52)of
the Act
P.L. 101-508
42 CFR 438.56(g)

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,
PIRP, PAHP, 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.

.x The agency elects to reenroll the above individuals who are ineligible in a
month but in the succeeding two months become eligible, into the same entity
in which they were enrolled at the time eligibility was lost.
This requirement would only apply to the Hoosier Healthwise program.

The agency elects not to enroll above individuals into the same entity in which
they were previously enrolled.

.x The agency elects to reenroll or not to reenroll the above individuals, in
accordance with the individual's preference, into the same entity in which they
were enrolled at the time eligibility was lost.
This requirement would only apply to the Care Select program.

*Agency that determines eligibility for coverage.

Effective Date January I, 2009SEP 172008Approval Date _TN# 08-006
Supersedes
TN# 03-031 (page being superseded erroneously indicates SPA 03-013).



Revision: HCFA-PM-91-10 
[)ecember1991 

State/Territory: Indiana 

Agency' Citation(s) 

42 CFR 435.217 

Attachment 2,2-A 
Page 11 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

lL.4, A group or groups of individuals who would be 
eligible for Medicaid under the plan if they were 
in a NF or an ICF/MR, who but for the provision 
of home and community-based services under a 
waiver granted under 42 CFR Part 441, Subpart G 
would require institutionalization, and who will 
receive home and community-based services under 
the waiver. The group or groups covered are listed 
in the waiver request. This option is effective on 
the effective date of the State's section 1915(c) 
waiver under which this group(s) is covered. In the 
event an existing 1915(c) waiver is amended to 
cover this group(s), this option is effective on the 
effective date of the amendment. 

_x_5. PACE enrollees. 

* Agency that determines eligibility ·for coverage" 

TN No. 12-006 
Supersedes 
TN No. 92~15 

Approval Date: ..2/8/13 Effective Date: _October 1. 2012 

i. 



Revision : HCFA-PM-91- 4
AUGUST 1991

State:

(BPO)

Indiana

ATTACHMENT 2 .2-A
Page lla
OMS NO . : 09 38-

Agency* Citation(s) Groups Covered

1902(a)(10)
(A)(ii)(VII)
of the Act

8. Optional Groups Other Than the Medically Needy
(Continued)

L-/ 5. Individuals who would be eligible for
Medicaid under the plan if they were in a
medical institution, who are terminally
ill, and who receive hospice care in
accordance with a voluntary election described in
section 1905(0) of the Act ,

1-/ The State covers all individuals as
described above .

1-/ The State covers only the following group or
groups of individuals:

Aged
Blind
Disabled
Individuals und e r the age of- 

21
20
19
18

caretaker relatives
Pregnant wome n

• -''J-?llCy that determines eligibility for coverage .

TN No . 06-006
supersedes
TN No . 91-022

Approval Date~.. 6
lvun Z "( LUtJ

EffectLve Da t e J...:.l.l=.Q.5._ _-=
HCFA 10: 798JE
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State of Indiana 

Citation (s) 

42 CFR 435.230 

TN No. 13--012 
Supersedes 
TN No. 06"006 

::-·i 

Attachment 2.2 - A 
Page 15 

COVERAGE AND CONDITIONS OF ELIGllILITY 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

L 10. States using SSI criteria with agreements under sections 
1616 and 1634 of the Act. 

The following groups of individuals who receive ouly a State 
supplementary payment (but no SSI payment) under an approved 
optiDual State supplementary payment program that meets the 
foUowing conditions. The supplement is -

a. Based on need and paid in cash on a regular basis 

b. Equal to the difference betweeu 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 oue or more of the classifications of individualslisted 
below, who would be eligible for SSI except for the level of their 
income. 

(l) All aged individuals 

(2) All blind individuals 

(3) All disabled individuals. 

Approval Date.---C5"'/3"'O'-'/1.c.4 ___ _ Effective Date Juue 1, 2014 



State of Indiana 

Citation (s) 

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

Attachment 2.2 - A 
Page 16 

COVERAGE AND CONDITIONS OF ELIGIBILITY 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

x (4) Aged individuals in domiciliary facilities or other group 
living arrangements as defined under SSl. 

..x.. (5) B lind individuals in domiciliary facilities or other group 
living arrangements as defined under SSt 

_A.. (6) Disabled individuals in domiciliary facilities or other 
group living arrangements as defined under SSI. 

(7) Individuals receiving a Federally administered 
optional State supplement that meets the conditions 

. specified in 42 CFR 435.230. 

(8) Individuals receiving a State administered optional State 
supplement that meets the conditions specified in 42 
CFR435.230. 

(9) Individuals in additional classifications approved by the 
Secretary as follows: 

* Agency that determines eligibility for coverage. 

TN No. 13-012 
Supersedes 
TN. No. 06-006 

. Approval Date 5/30/14 . Effective Date June I, 2014 



State of Indiana 

Agency* Citation(s) 

Attachment 2.2 A 

Page 16a 

Groups Covered 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

The supplement varies in income staudard by political 
subdivisions according to cost-of-living differences. 

Yes. 

l No. 

The standards for optional State supplementary payments are 
listed in Supplement 6 of ATIACHMENT 2.6-A. 

*Agency that determines eligibility for coverage. 

TNNo. 13-012 

Supersedes 

TN. No. 06-006 

Approval Date 5/30/14 Effective Date June 1. 201'4 



---------

State of Indiana 

Agency. Citation(s) 

42 CFR435.230 
435.121 
1902 (a) (10) 
(A) (ii) (XI) 
of the Act 

Groups Covered 

---------------~ 

Attachment 2.2 A 
Page 17 

B. Optional Groups Other Than the Medicallv Needy 
(Continued) 

[ ]1 L Section 1902 ill States and SSI criteria States 
without agreements under section 1616 or 1634 
of the Act 

The following groups of individuals who receive a State 
supplementary payment under an approved optional State 
supplementary payment program that meets the following 
conditions. The supplement is-

a. Based on need and paid in cash on a regular basis .. 

b. Equal to the difference between the individual's 
countable income and the income standard used to 
detennine eligibility for the supplement. 

c. Available to all individuals in each classification and 
available on a Statewide basis. 

d. Paid to one or more of the classifications of individuals 
listed below, who would be eligible fOT SSI except for the 
level of their income. 

_ (1) All aged individuals. 

_ (2) All blind individuals. 

_ (3) All disabled individnals . 

• Agency that determines eligibility for coverage. 

TNNo. 13-012 
Supersedes 
TN. No. 06-006 

Approval Date 5/30/14 Effective Date June 1, 2014 

j 

~. 



State of Indiana 

Agency. Citation( s} 

42 CFR 435.230 

Groups Covered 

Attachment 2.2 A 

Page 18 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

_ (4) Aged individuals in domiciliary facilities or othet group 
living arrangements as defined under SSL 

_ (5) Blind individuals in domiciliary facilities or other group 
living arrangements as defined by SSt 

_ (6) Disabled individuals in domiciliary-facilities or other 
group living arrangements as defined by SSt 

(7) Individuals receiving a Federally administered optioual 
State supplement that meets the conditions specified in 42 
CFR435.230. 

(8) Individnals receiving a State administered optional State 
supplement that meets the conditions specified in 42 CFR 
435.230. 

(9) Individuals in additional classifications approved by the 
Secretary as follows: 

* Agency that determines eligibility for coverage. 

TN No. 13-012 

Supersedes 

TN. No. 06-006 

Approval Date 5/30/14 Effective Date J,me 1. 2014 



State of Indiana 

Agency* Citation(s) 

Attachment 2.2 A 

Page 18a 

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 60f ATTACHMENT 2.6-A. 

• Agency that determines eligibility for coverage. 

TNNo. 13-012 

Supersedes 
TN. No. 06-006 

Approval Date 5/30/14 Effective Date Juue 1. 20 J 4 
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Revision: HCFA-PM-91-4
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State:

(BPD)

Indiana

ATTACHMENT 2.2-A
Page 19
OMB No.: 0938-

--------------
Agency* Citation(s} Groups Covered

B. Optional Groups Other Than the Medically Needy
{Continued)

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 3D-day period. These individuals
meet the income standards specified in
Supplement I to ATTACHMENT 2.6-A.

I I The State covers all individuals as described
above.

42 CFR 435.231 IXI 12.
1902{a}(lG)
(A)(ii)(V)
of the Act 7-1-91

LK7 The State covers only the following group or
groups of individuals:

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

Aged
Blind _
Disabled
Individuals under the age of-

21
20
19
18

Car.etaker r.elatives
Pregnant women

Effective Date J:P-05
HC.fA 1D: 798JE

rdUN 27 LUUtl"·- - - - -- - U-_.,,---
Approval Date

TN No. 06 000
Supersedes
TN No .. 91-022



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 20
OMB NO.: 0938-

INDIAHA

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

1902(e)(3)
of the Act

1902(a) (IO)
(A)(ii)(IX)
and 1902(1)
of the "Act

LI 13.

14.

Certain disabled children age 18 or
under who are living at home, who
would be eligible for Medicaid under the plan
if they were in an institution, and for whom
the state has made a determination 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
to ATTACHMENT 2.6-1'. 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
5Q-day period beginning on the last day of
pregnancy); and

b. Infants under one year of age.

TN No. 06 006
supersed~s

TN No. ~1-022
Approval Date JUN 2 2 LUJJb Effective Date 1..:.11-05

HCFA ID: 7983E





State of Indiana 

Agency* Citation(s) 

1902(a)(IOXiiXX) 
and 1902(m) 
(1) and (3) 
of the Act 

Groups Covered 

Attachment 2.2 A 
Page 22 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

[ x ] 16.lndividua.ls-

a. Who are 65 years of age or older or who are disabled 
as detennined under section 1614 (a) (2) of the Act. Both aged 
and disabJed individnals are cove,ed under this 
eligibility group. 

b. Whose income does not exceed the income level (established 
at an amount up to 100 percent of the Federal income poverty 
level, specified in Supplement 1 to ATTACHMENT 2.6-A for a 
family of the same size; and 

c. Whose 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. 

• Agency that determines eligibility for coverage 

TN No. 13-012 
Supersedes 
TN. No. 06-006 

Approval Date 5/30/14 Effective Date June L 2014 





Revision: HCFA-PM-91-8
October 1991

(MBl ATTACHMENT 2.2-A
Page 23a
OMB NO.:

state/Territory: Indiana

Citation

B.

1906 of the
Act

1902(a)(lO)(F)
and 1902(u)(1}
of the Act.

Groups Covered

Optional Groups Other Than the Medically Needy
(Continued)

18. Individuals required to enroll in
cost-effective employer-based group health
plans re~ain eligible for a· minimum
enrollment period of 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.

TN No. 92-18
Supercedes.
TN No.

Approval Date
/ , ,./:, .,

''; ." ,j" Effective Date/::: ""
HCFA IO: 7982E



Revision: RCF A-PM-91-8
October 1991

Citation

1902(e)(l2) of the Act

(MB) ATTACHMENT 2.2-A
Page23b

.State INDIANA

Groups Covered

B. Optional Groups other than the medically needy
(continued)

.1L 20. A child under age 3 (not to exceed
19) who has been determined eligible is
deemed to be eligible for a total of~
months (not to exceed 12 months)
regardless ofchanges in circumstances
other than attainment of the maximum age
stated above.

TN No. 07-015
Supercedes
TN 02-015

Approval Date DEC 04 2007 Effective Date 11-01-07



Citation

Attachment 2.2-A
Page 23c

S1AIE: Indiana

Group Covered

B. Optional Coverage Other Than the Medically Needy
(Continued)

1902(a)(l0)(A)
(ii)(XVIII) of
the Act

1920B of the Act

l [24]. Women who:

a. .have been screened for .breast or 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;

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) of 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) 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. 01-007
Supersedes
TN No. none

Approval Date Ce Ii 10 I Effective Date July 1,2001
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• Revision:

Citation

B.

ATTACHMENT 2.2-A
PAGE23d
OMBNO.:

State: INDIANA

Groups Covered

OPtional Groups Other Than the Medically Needy
(Continued)

1902 (a)(10)(A)
(ii)(XIII) of the Act

[] 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

24. TWWIIA 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

•
1902 (a)(10)(A)
(ii)(XV) of the Act

1902 (a)(10)(A)
(ii)(XVI) of the Act

[Xl

[Xl 25. TWWIIA Medical Improvement Group 
Employed individuals at least 16 but less that 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.

NOTE: If the State elects to cover this group, it
MUST also cover Basic Coverage Group
described in no. 24 above.

•
TN No. 02-003
Supersedes
TN No. N/A

Approval Date f/t/o 2. Effective Date: 7/1/02



Citation

1902(a)(10)(A)(ii)(XVII)
of the Act

Attachment 2.2-A
Page 23e

STATE: Indiana

Groups Covered

B. Optional groups other than the Medically Needy
(Continued)

X 26. Individuals who are independent foster care
adolescents as defined in Section 1905(w) (1)
of the Act.

The State covers all such individuals who:

a. are less than 21 years of age;
b. were in foster care under the responsibility

of the State on their 18th birthday; and
c. have countable income that does not exceed

200% of the federal poverty guidelines for
the family size involved.

The State does not apply an asset test.

TN No. 06-001
Supercedes
TN No. new

Approval Date: July 17, 2006 Effective Date: 07-01-2006



ATTACHMENT 2.2-A 
Staterferritory -Indiana Page 23f 

Citation Groups Covered 

1902(a)(10)(A)(ii)(XXI) 
1902(ii) 

1920C 

TN No. 12-014 
Supersedes 
TN No. 11-025 

B. Optional Groups Other Than the Medically Needy 
(Continued) 

.1!. 27. Individuals who are not pregnant and whose income does not exceed the 

State established income standard of~_% of the Federal Poverty Level. 
This amount does not exceed the highest income limit for pregnant women in 

this State Plan, which is _20o_% of the Federal Poverty Level. 

In determining eligibility for this group, the State will use the following 
household composition: 

.1!. The State will count all the members ofthe fumily in the household unit 

! The State will use the methodology that is currently used for pregnant women 

under the State plan, which increases the household size by one. 

In determining eligibility for this group, the State will use the following income 
methodology: 

.1!. The State considers the income ofthe applicant and all legally responsible 

household members (ex. parents and spouses) 

_ The State considers only the income of the applicant or recipient 

__ The State uses another methodology described below 

Note: Services are limited to family planning services and family planning

related services as described in section 4.c (i) of Attachment 3.1-A, Addendum 
Page 2. 

Presumptive Eligibility Option for Family Planning 

lL The State elects to provide a period of preswnptive eligibility for family 
planning services to individuals determined by a qualified entity, based on 

preliminary information from the individual, described in the group the State has 

elected to make eligible under the above option. The period of presumptive 
eligibility ends on the earlier of the date a formal dete1mination of Medicaid 
eligibility is made under 1902(a)(IO)(A)(ii)(XXI), or, when no application has 

been filed, the last day of the month following the month during which the 

qualified entity determines the individual presumptively eligible. 

_In addition to family planning services, the State elects to cover family 

planning-related services to such individuals during the period of presumptive 
eligibility. 

Approval Date. ____ _ Effective Date 10-1-12 

Geg7
Typewritten Text
1/4/13



State: IN        §1915(i) State plan HCBS   Attachment 2.2-A 

Page 23g 

TN: 18-011 

Supersedes: 13-013        Approved:      Effective: June 1, 2019 

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):

For BPHC members only, after SSI countable income, the State disregards 

income in the amount of the difference between 150% of the Federal Poverty 

Level (FPL) and 300% of the FPL. 

  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):  _____%

5/16/19



State: IN  §1915(i) State plan HCBS        Attachment 2.2-A 

Page 23h 

TN: 18-011 

Supersedes: 13-013        Approved:      Effective: June 1, 2019 

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)): 

5/16/19



Revision: HCFA-PM-91- 4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 24
OHB NO.: 0938-

INDIANA

Agency* Citation(s) Groups Covered

42 CFR 35.301

1902(e) of the
Act

1902(a)(10)
(e)(U)(I)
of the Act

C. Optional Coverage of the Medically Needy

This plan includes the medically needy.

1!:...YI No.

L-I Yes. This plan covers:

1. Pregnant women who, except for income and/or
resources, would be eligible as categorically needy
under title XIX of the Act.

2. 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.

3. Individuals under age 18 who, but for
income and/or resources, would be eligible
under section 1902(a)(10)(A)(i) of the Act.

TN No. 91-22
Supersedes
TN No. 89-2

Approval Date __~~~__~ _ Effective Date ] -1-92

HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD)

INDIANA

ATTACHMENT 2.2-A
page 25
OMB NO.: 0938-

Agency" Citation(s) Groups Covered

1902(e) (4) of
the Act

42 CFR 435.308

C. Optional Coverage of Medically Needy (Continued)

4. Newborn child~en born on or after
October 1, 19d4 to a woman who is eligible
as medically needy and is receiving
Medicaid on the date of the child's birth. The child
is deemed to have applied and been found eligible for
Medicaid on the date of birth and remains eligible
for one year so lonq as the woman remains eligible
and the child is a member of the woman's household.

5.L-/ a. Financially eligible individuals who are not
described in section C.3. above and who are
under the age of--

21
20
19
18 or under age 19 who are full-time
students in a secondary school or in the
equivalent level of vocational or
technical training

L-/ 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 __).

TN No. 9t-22
Supersedes Approval Date
TN No. 86-8

EffectiveDate 1-1-S'2

HCFA ID: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 25a
OMB NO.: 0938-

INDIANA

Agency* Citation(s) Groups Covered

C. Optional Coverage of Medically Needy (Continued)

(c) In addition to the group under
b.(1)(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 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 ) .

(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.

TN No. 91-22
supersedes "Approval Date __~~__~ __
TN No. 86-8

EffectivElDate 1-1-92

HCFA 10: 7983E



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 26
OMB NO.: 0938-

INDIANA

Agency" Citation(s) Groups Covered

C. Optional Coverage of Medically Needy (continued)

42 CFR 435.310 L/ 6. Caretaker relatives.

42 CFR 435.320 L/ 7. Aged individuals.
and 435.330

42 CFR 435.322 L/ 8. Blind individuals.
and 435.330

42 CFR 435.324 L/ 9. Disabled individuals.
and 435.330

42 CFR 435.326 L/ 10. Individuals who would be ineligible if they were
not enrolled in an HMO. Categorically needy
individuals are covered under 42 CFR 435.212 and
the same rules apply to medically needy
individuals.

435.340 11. 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 19,;o3
continue to meet the December 1973 eligibility
criteria.

1-1-92Effective Date _-=-=....::.::;.._
HCFA 10: 798JE

Approval Date __~~~~~~__
TN No. 91-22
Supersedes 6 8
TN No. 8-



Revision: HCFA-PM-91-8

October 1991

State:

Citation( 5)

(BPD)
ATTACHMENT 2.2-A
Page 26a
OMB NO.: 0938-

Indiana

Groups Covered

1906 of the
Act

C. Optional Coverage of Medically Needy
(Continued)

12. Individuals required to enroll in
cost effective employer-based group
health plans remain eligible for a minimum
enrollment period of months.

TN No. 92-18
Supersedes
TN No. _--'-__



 
Attachment 2.2-A 
Page 27 

 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State: ______________Indiana___________________________________ 
 

REQUIREMENTS RELATING TO DETERMINING ELIGIBILITY FOR MEDICARE 
PRESCRIPTION DRUG LOW-INCOME SUBSIDIES 

 
Citation (s)     Provisions 

 
 

 
1935(a) and 1902(a)(66) The agency provides for making Medicare prescription drug Low 

Income Subsidy determinations under Section 1935(a) of the 
Social Security Act. 

 
1. The agency makes determinations of eligibility for premium 

and cost-sharing subsidies under and in accordance with 
section 1860D-14 of the Social Security Act; 

 
2. The agency provides for informing the Secretary of such 

determinations in cases in which such eligibility is established 
or redetermined; 

 
3. The agency provides for screening of individuals for Medicare 

cost-sharing described in Section 1905(p)(3) of the Act and 
offering enrollment to eligible individuals under the State plan 
or under a waiver of the State plan. 

 
 
 
 
 
 
 
 
 

 
TN No.    05-008                        Approval Date  11/2/05              Effective Date  July 1, 2005 
Supersedes 
TN No.    none

42 CFR 423.774 
and 423.904 



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

SUPPLEm:1'fT 1 TO ATTACHMENT 2. 2-A
Page 1
OMS NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: UIDIANA

REASONABLE CLASSIFICATIONS OF INDIVIDUALS UNDER
THE AGE OF 21, 20, 19, AND 18

1. Individuals age 18, 19, 20 who meet all AFDC requirements except for
the 18 year old limitation. (10-1-81)

2. Individuals under the age of 18 who are legally in the custody of or
superv~s~on of the County Departments of Public Welfare or the
Indiana Family & Social Services Administration.

TIt No. 91-22
supersede.
T!I No. 89-20

Approval Date _ .........~ _ Effect!va Date J - J - 9Z

HCl'A 10: 7983£



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

SUPPLEMENT 3 TO ATTACHMENT 2.2-A
Page 1
OMB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: INDIANA

Method for Determining Cost Effectiveness of Caring for
Certain Disabled Children At Home

N/A

TN No. 91-22
Supersedes
TN No.

Approval Date _ ........"""'-....r.. _ Effective Date 1-1-92

HCFA ID: 7983E



Revision: HCFA-PM-92-1
. FEBRUARY 1992

(MB) ATtACHMENT 2. 6-A
Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: IlIDIAUA

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Citation(s) COndition or Requirement

42 CFR Part 435,
Subpart G

42 cn Part 435,
Subpart F

1902(1) of the
Act

1902(m) of the
Act

A. General Conditions of Bligibility

Each individua~ covered under the plan:

1. Is financially eligible (using the methods and
standards described in Parts Band C of this
Attachment) to receive services.

2. Meets the applicable non-financial eligibility
conditions.

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 SSt-related
categorically needy criteria.

(iii) For financially eligible pregnant
women, 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, 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.

TN No. 92-03
Supersedes
TN No. 91-22

1-1-92



ATTACHMENT 2.6-A
Page 2
OMB No.: 0938-

INDIANA

(BPD)

State : .....,..........,=- _

Revision: HCFA-PM-91-4
AUGUST 1991

Citation Condition or Requirement

b. For the medically needy, meets the non-financial
eligibili : conditions of 42 CFR Part 435.

1905(p) of the
Act

c. For financially eligible qualified Medicare
beneficiaries covered under section
1902(a)(10)(E)(i) of the Act, meets the
non-financial criteria of section 1905(p) of
the Act.

1905(5) of the
Act

d. For financially eligible qualified disabled and
working individuals covered under section
1902(a)(10)(E)(ii) of the Act, meets the
non-financial criteria of section 1905(s).

42 CFR
435.402 3. Is residing in the United States and--

a. Is a citizen;

Sec. 245A of the
Immigration and

b. Is an alien lawfully admitted for permanent
residence or otherwise permanently residing in the
Nationality Act United States under color of law, as
defined in 42 CFR 435.408;

1902(a) and
1903(v) of
the Act and
245A(h)(3)(B)
of the Immigration
& Nationality Act

c. Is an alien granted lawful temporary resident
status under section 245A and 2l0A of the
Immigration and Nationality Act if the individual
is aged, blind, or disabled as defined in section
16l4(a)(1) of the Act, under 18 years of age
or a Cuban/Haitian entrant as defined in section
50l(e)(1) and (2)(A) of P.L. 96-422;

J-1-92Effective Date _ ....................__

HCFA ID: 7985E

Approval Date
TN No. 91-22
Supersedes
TN No. 89-4



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPO} ATTACHMENT 2.6-A
Page 3
OMB No.: 0938-

INDIANA

Citation Condition or Requirement

d. Is an alien granted lawful temporary resident status
under section 210 of the Immigration and Nationality
Act not within the Jcope 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 eFR 435.403
1902(h) of the
Act

4. Is a resident of the State, regardless of whether
or not the individual maintains the residence
permanently or maintains it at a fixed address.

L-/ State has interstate residency agreement with
the following States:

L-I State has open agreement(s).

L-I Not applicable; no residency requirement.

1-1-92Effective Date -"'".lo;.-__

HCFA ID: 7985E

Approval Date
TN No. 91-22
supersedes
TN No. 87-4



State/Territory:

Revision: RCFA-PM-9l-B
OCtober 1991

(MB) ATTACHMENT 2. 6 - A
Page Ja
OMB No.: 0938-

INDIANA

Citation Condition or Requirement

42 eFR 435.1008 5. a. Is not an inaate of a public institution. Public
institutions do not include medical institutions,
intermediate care facilities, or publicly operated
community residences that serve no more than 16
residents, or certain child r,re institutions.

42 era 435.1008
1905(a) of the
Act

b. Is not a patient under age 65 in an institution
for mental diseases except as an inpatient under
age 22 receiving active treatment in an accredited
psychiatric facility or program.

/ / Not applicable with respect to individuals
under age 22 in psychiatric facilities or
prograas. Such services are not prov ided under
the plan.

7-1-85

42 era 433.145
1912 of the
Act

6. Is required, as a condition of eligibility, to assign
his or her own rights. or the riqhts of any other person
who is eligible for Medicaid and on whose behalf the
individual has legal authority to execute aD assignment,
to lIedical support and paymenu for medical care from
any third party. (Medical support is def1Ded as support
specified as being for medical care by a coart or
adainistrative order.)

1-1-92Effective Date _~~---'-.:o-__Approval Date
TN se, 91-24
Supenedes

TIl 110. 87-4
HerA 1D: 7985E



Revision: HCFA-pM-91-8 
October 1991 

(MB) ATTACHMENT 2.6-A 
Page 3a.l 

Citation 

OMS No.: 0938-
State/Territory: ______ ~IN=D.:::IA:!!N~A~ ________ _ 

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 (I) (1) (A) of the Social Security Act (pregnant women and women in 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 . 

.lL 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. 11-012 
Supersedes 
TN No. 91-22 

Approval Date'JUL • 't. 2011 Effective Date . 07/01/2011 

I 

i' 



Revision: HCFA-PM-9l-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2. 6-A
Page 3b
OMB No.: 0938-

INDIANA

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 sections 1902(a)(10)(A)(i)(IV) and
1902(a)(lO)(A)(ii)(IX) of the Act.

1902 (e) (10) (A)
and (B) of the
Act

9. Is not required, as an individual child or pregnant
woman~ to meet requirements under section 402(a)(43)
of the Act to be in certain living arrangements.
(Prior to terminating AFDC individuals who do not meet
such requirements under a State's AFDC plan, the agency
determines if they are otherwise eligible under the
State's Medicaid plan.)

1 - J 92Effective Date _..i,,;;;..L,;;;,,;j,,'--__

HCFA ID: 7985E

Approval Date
TN No. 91-22
Supersedes
TN No.



State/Territory:

Revision: HCFA-PM-91-S
October 1991

(MB) ATTACHMENT 2.6-A
Page 3c
aMB No.: 0938-

Indiana

Citation 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 his/her own behalf (failure of a
parent to enroll a child does not affect a
child's eligibility).

TN No.' 92-18
Supersedes

TN No.

Approval Date
/1./"'; ,.. !;

, Effective Date ;' c.l /)

HCFA ID: 7985E



Revision: CMS-PM-02-1
ATTACHMENT 2.6-A

Page 4
OMB No.:0938-0673

State: INDIANA

._"."t!.

Citation

B.

1902(0) of
the Act

Bondi v.
Sullivan (SSI)

1902(r)(1) of
the Act

105/206 of
P. L. 100-383

l.(a)of
P.L. 103-286

10405 of
P.L. 101-239

6(h)(2) of
P.L. 101-426

12005 of
P. L. 103-66

Condition or Requirement

Posteligibility Treatment of Institutionalized Individuals' Incomes

1. The following items are not considered in the
posteligibility process:

a. SSI and SSP benefits paid under §1611(e)(I)(E)
and (G) of the Act to individuals who receive care
in a hospital, nursing home, SNF, or ICF.

b. Austrian Reparation Payments (pension (reparation)
payments made under §500 - 506 of the Austrian
General Social Insurance Act). Applies only if
State follows SSI program rules with respect to
the payments.

c. German Reparations Payments (reparation payments
made by the Federal Republic of Germany).

d. Japanese and Aleutian Restitution Payments.

e. Netherlands Reparation Payments based on Nazi, but
not Japanese, persecution (during World War II).

f. Payments from the Agent Orange Settlement Fund
or any other fund established pursuant to the
settlement in the In re Agent orange product
liability litigation, M.D.L. No.381 (E.D.N.Y.)

g. Radiation Exposure Compensation.

h. VA pensions limited to $90 per month under
38 U.S.C. 5503.

TN No. 02-012
Supersedes
TN No. 98-003

Approval Date_---J..L-I--_+-=- _ Effective Date July 1, 2002



Revision: CMS-PM-02-1
May 2002
OMB No.:0938-0673

Citation

State: INDIANA

Condition or Requirement

ATTACHMENT 2.6-A
Page 4a

. '~..
1924 of the Act
435.725
435.733
435.832

2. The following monthly amounts for personal needs are
deducted from total monthly income in the application
of an institutionalized individual's or couple's
income to the cost of institutionalized care:

Personal Needs Allowance (PNA) of not less than $30
For Individuals and $60 For Couples For All
Institutionalized Persons.

a. Aged, blind, disabled:
Individuals $ 52.00
Couples $ 104.00

For the following persons with greater need:

Supplement 12 to Attachment 2.6-A describes the
greater need describes the basis or formula for
determining the deductible amount when a specific
amount is not listed above; lists the criteria to
be met; and, where appropriate, identifies the
organizational unit which determines that a criterion is met.

b. AFDC related:
Children $ 52.00
Adults $ 52.00

For the following persons with greater need:

Supplement 12 to Attachment 2.6-A describes the
greater need describes the basis or formula for
determining the deductible amount when a specific
amount is not listed above; lists the criteria to be met;
and, where appropriate, identifies the organizational
unit which determines that a criterion is met.

c. Individual under age 21 covered in the plan as
specified in Item B. 7. of Attachment 2.2 -A.
$ 52.00

TN No. 02-012
Supersedes
TN No. 99-09

Approval Date_---\:::r-l--f'----l&..-+--"'- _ Effective Date July 1, 2002



Revision: CMS-PM-02-1
May 2002
OMB No.:0938-0673

Citation

ArrACHMENT 2.6-A
Page 4b

State: INDIANA

Condition or Requirement

For the following persons with greater need:

Supplement 12 to Attachment 2.6-A describes the
greater need describes the basis or formula for
determining the deductible amount when a specific
amount is not listed above; lists the criteria to
be met; and, where appropriate, identifies the
organizational urrit which determines that a
criterion is met.

1924 of the Act 3. In addition to the amounts under item 2. , the following monthly amounts are
deducted from the remaining income of an institutionalized individual with a
community spouse:

a. The monthly income allowance for the community spouse, calculated using the
formula in § 1924(d)(2), is the amount by which the maintenance needs standard
exceeds the community spouse's income. The maintenance needs standard
cannot exceed the maximum prescribed in §1924 (d)(3)(C). The maintenance
needs standard consists of a poverty level component plus an excess shelter
allowance.

__X_ The poverty level component is
calculated using the applicable
percentage (set out §1924(d)(3)(B) of the
Act) of the official poverty level.

The poverty level component is
calculated using a percentage greater
than the applicable percentage, equal to
___%, of the official poverty level
(still subject to maximum maintenance needs standard).

The maintenance needs standard for all
community spouses is set at the maximum
permitted by §1924(d)(3)(C).

Except that, when applicable, the State will set the community
spouse's monthly income allowance at the amount by which
exceptional maintenance needs, established at a fair hearing, exceed
the community spouse's income, or at the amount of any
court-ordered support.

TN No. 02-012
Supersedes
TN No. 98-003

Approval Date__~~_f--__ Effective Date July 1, 2002
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Citation Condition or Requirement

In determining any excess shelter allowance,
utility expenses are calculated using: .

.._....

__x_

_x_

the standard utility allowance under
§5(e) of the Food Stamp Act of 1977 or

the actual unreimbursable amount of the
community spouse's utility expenses less
any portion of such amount included in
condominium or cooperative charges.

b. The monthly income allowance for other dependent
family members living with the community spouse is:

~ one-third of the amount by which the
poverty level component (calculated
under § 1924(d)(3)(A)(i) of the Act,
using the applicable percentage
specified in § 1924 (d)(3)(B)) exceeds the
dependent family member's monthly
income.

a greater amounted calculated as follows:

The following definition is used in lieu of the
definition provided by the Secretary to determine the
dependency of family members under § 1924 (d)( 1):

c. Amounts for health care expenses described below
that are incurred by and for the institutionalized
individual and are not subject to payments by a third party:

(i) Medicaid, Medicare, and other health insurance
premiums, deductibles, or coinsurance charges,
or copayments.

(ii) Necessary medical or remedial care
recognized under State law but not covered
under the State plan. (Reasonable limits on
amounts are described in Supplement 3 to
ATTACHMENT 2.6-A.)

TN No. 02-012
Supersedes
TN No. 98-003

Approval Date_---,OO~-:..-_+_"---- Effective Date July 1, 2002
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State: INDIANA
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ATTACHMENT 2.6-A
Page 5

435.725
435.733
435.832

435.725
435.733
435.832

4. In addition to any amounts deductible under the items
above, the following monthly amounts are deducted from
the remaining monthly income of an institutionalized
individual or an institutionalized couple:

a. An amount for the maintenance needs of each member of a
family living in the institutionalized individual's home with
no community spouse living in the horne. The amount must be
based on a reasonable assessment of need but must not exceed
the higher of the:

o AFDC level or
o Medically needy level:

(Check one)

--AFDC levels in Supplement 1
--Medically needy level in Supplement 1
--Other: $

b. Amounts for health care expenses described below that
have not been deducted under 3.c. above (i.e., for an institutionalized individual with
a community spouse), are incurred by and for the institutionalized individual or
institutionalized couple, and are not subject to the payment by a third party:

(i) Medicaid, Medicare, and other health insurance
premiums, deductibles, or coinsurance charges,
or copayments.

(ii) Necessary medical or remedial care recognized under State law.
but not covered under the State plan. (Reasonable limits on amount are
described in Supplement 3 to ATfACHMENT 2.6-A.)

5. At the option of the State, as specified below, the following
is deducted from any remaining monthly income of an
institutionalized individual or an institutionalized couple:

A monthly amount for the maintenance of the home of the individual or couple for not
longer than 6 months if a physician has certified that the individual, or one member of the
institutionalized couple, is likely to return to the home within that period:

_X_ No.

Yes (the applicable amount is shown on page Sa.)

TN No. 02-012
Supersedes
TN No. 98-003

Approval Date__~~--=--r _ Effective Date July 1, 2002
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State: INDIANA

Condition or Requirement
"'.•

Amount for maintenance of home
is: $ _

Amount for maintenance of home is the
actual maintenance costs not to exceed $__~

Amount for maintenance of home is deductible
when countable income is determined under §1924(d)( 1)
of the Act only if the individual's home and the
community spouse's home are different.

Amount for maintenance of home is not deductible
when countable income is determined under
§1924 (d)(l) of the Act.

TN No. 02-012
Supersedes
TN No. 98-003

Approval Date__~......:.......l'-l-- _ Effective Date July 1, 2002



Revisicn: HCFA-PM-92-1
FEBRUARY 1992

(MB) M'TACHHENT 2. 6-A
pag-e 6

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACf

State: INDIANA

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Citation(s) condition or Requirement

42 CFR 435.711
435.721, 435.831

C. Financial Eligibility

For individuals who are AFDC or SSI recipients, the
income and resource levels and methods for
determining countable income and resources of the
AFDC and SSI program apply, unless the plan provides
for more restrictive levels and methods thanSSI for
SSI recipients under section 1902(f) of the Act, or
more liberal methods under sectioD 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 incane
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)(10)(A)(i)(Vl), 1902(a)(10)(A)(i)(VII), and
1902(a)(10)(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.

1-1-92Effective Date ~ __Approval Date __~~~~~ _
TN No. 92-03
supersedes
TN No. 91-22
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State of Indiana 

Citation( s) 

TN No, 13-012 
Supersedes 

TN, No. 95-028 

Attachment 2.6-A 

Page6a 

Condition or Requirement 

2.. Supplement 2 to ATIACHMENT 2,6-A specifies the resource levels 
for mandatory and optional categorically needy poverty level related 
groups, and for medically ueedy groups, 

_ Snpplement 7 to A TIACHMENT 2.6-A specifies the income levels 
for categorically needy aged, blind, and disabled persons who are 
covered underrequirements more restrictive than S81, 

Supplement 4 to ATIACHMENT 2.6-A specifies the methods for 
determining income eligibility used by States that have more 
restrictive methods than SSI, pemritted under Section 1902 (f) of the 
Act 

_ Supplement 5 to ATIACHMENT 2.6-A specifies the methods for 
determining resource eligibility used by States that have more 
restrictive methods than SSI, permitted under section 1902 (f) of the 
Act 

-L Supplement 8a to ATIACHMENT 2.6-A specifies the methods 
for determining income eligibility used by States that are more 
liberal than the methods of the cash assiatance programs, permitted 
under section 1902 (r) (2) oftbe Act. 

2.. Supplement 8b to ATIACHMENT 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 A TIACHMENT 2.6-A specifies income levels 
used by States for determining eligibility of Tuberculosis-infected 
individuals whose eligibility is determined under § 1902 (z) (I) of the 
Act. 

Approval Date 5/30/14 Effective Date June L 2014 
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STATE PLAN UNDER TITLE XIX OF '!BE SOCIAL SECURITY ACT

State:

Citation(s)

1902(r)(2)
of the Act

INDIANA

ELIGIBILITI CONDITIONS ABO REQUIREMENTS

Condition or Requirement

1. Methods of Determining Income

a. AFDC-related individuals (except for poverty
level related pregnant women, infants, and
children) •

* and for individuals who
would be eligible for
AFDC but for the
receipt of 551,

1902(e)(6)
the Act

(1) In determining countable ~ncome for
AFDC-related individuals, the following
methods are used:

(a) The methods under the State's
approved AFDC plan only; or

(b) The methods under the State's
approved AFDC plan and/or any more
liberal methods described in
Supplement 8a to ATTACHMENT 2.6-A.

(2) In determining relative financial
responsibility, the agency considers only
the income of spouses living in the same
household as available to spouses and the
income of parents as available to children
living with parents until the children
become 21.

(3) Agency continues to treat women
eligible under the provisions of sections
1902{a){lO) 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.

TN No. 92-03
supersedes
TN No. 91-22

Approval Date 1-1-22



State of Indiana Attachment 2.6-A 

Page7a 

STATE PLAN UNDER TmE XIX OF TIlE SOCIAL SECURITY ACT 

ELIGIBILITY CONDITIONS AND REQUIREMENTS 

Citation(s) 

42 CFR435.721 
435.831, and 
1902 (m) (1) (B) (m) (4) 
and 1902 (r) (2) 
of the Act 

TNNo. 13-012 
Supersedes 
TN. No. 92-03 

Condition or Requirement 

h. Aged individuals. In detennining countable income for aged 
individuals, including aged individuals with incomes up to the . 
the Federal poverty level described in section (1902) (m) (1) 
of the Act, the following methods are used: 

_ The methods of the SSI program only . 

..L The methods of the SSI program and/or any more liberal 
methods described in Supplement 8a to 
ATTACHMENT 2.6-A. 

Approval Date 5/30/14 EffectiveDate Junel,2014 



State of Indiana 

Citation( s) 

TNNo. l3-012 
Supersedes 
TN. No. 91-22 

Attachment 2.6-A 
Page 8 

Condition or requirement 

[ I For individuals other than optional Sta1e supplement recipients, 
mOTe restrictive methods than SSt applied under the provisions of 
section 1902 (f) of the Act, as specified in Supplement 4 to 
ATTACHMENT 2.6-A; and any more liberal methods described in 
Supplement 8a to ATTACHMENT 2.G-A. 

[ J For institntional couples, the methods specified under section 
1611 (e)(5) of the Act. 

[ J For optional State supplement recipients under § 435.230, income 
methods more liberal than SSI, as specified in Supplement 8a to 
ATTACHMEMf 2.6-A. 

I For optional State supplement recipients in Section 1902 (f) States 
andSSI criteria States without section 1616 or 1634 agreements-

_ SSI methods only. . 

_ SSI methods andlor any more liberal methods than SSI 
described in Supplement 8a to ATTACHMENT 2.6-A. 

Methods more restrictive andlor more liberal than SSL More 
restrictive methods are described in Supplement 4 to 
ATTACHMENT 2:G-A and more liberal methods are described in 
Supplement 8a to ATTACHMENT 2.6-A. 

In determining relative financial responsibility, the agency 
considers only the income of sponses living in the same household 
as available to spouses. 

Approval Date 5/30/14 Effective Date June 1, 2014 
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State of Indiana 

Citation( s) 

42CFR435.721 
435.831, and 
1902 (m) (1) (B) (m) (4) 
and 1902 (r) (2) of the Act 

Condition or Requirement 

Attachment 2.6-A 

Page 9 

c. Blind individnaIs. In detennining countable income for blind 
individnaJs, the following methods are used: 

_The methods of the SSI program only. 

L SSI methods andlor any more liberal methods described in 
Supplement 8a to AITACHMENT 2.6-A. 

_ For individnaIs other than optional State supplement recipients, 
more restrictive methods than SSI, applied IDlder the provisions of . 
section 1902 (f) of the Act, as specified in Supplement 4 to 
AITACHMENT 2.6-A. and any more liberal methods described in 
Supplement 8a to Attachment 2.6-A. 

_ For institntionaI couples, the methods specified IDlder section 
1611 (e)(5) of the Act. 

__ For optional State supplement recipients under § 435.230, 
income methods more liberal than SSI, as specified in Supplement 8 
to AITACHMENT 2.6-A. 

_For optional State supplement recipients in section 1902 (f) 
States and SSI criteria States withont section 1616 or 1634 
agreemeuts--

_ SSI methods only. 

_ SSI methods andlor any more liberal methods than ssr 
described in Supplement 8a to AITACHMENT 2.6-A 

Methods more restrictive andlor more liberal than SSI. 
More restrictive methods are described in Supplement 4 to 
AITACHMENT 2.6-A and more liberal methods are 
described in Supplement 8a to AITACHMENT 2.6-A. 

TN No. 13-012 

Supersedes 

TN. No. 91-22 

Approval Date 5/30/14 Effective Date June 1. 2014 



State of Indiana 

Citation(s) 

42CFR435.721 
435.831, and 
1902 (m) (f) (B) (m) (4) 
and 1902 (r)(2) of the Act 

TNNo. 13-012 
Supersedes 

TN. No. 91-22 

Condition or Requirement 

Attachment 2.6-A 

Page 10 

In determining relative responsibility, fue agency considers only 
fue income of spouses living in fue same housebold as available 
to sponses and the income of parents as available to children 
living wifu parents untilfue children become 21. 

d. Disabled individuals. In determining countable income for 
disabled individuals, including individuals wifu income up to 
fue Federal poverty level described in section 1902 (m) of fue 
Act, fue following me1hods are used: 

_ The me1hods offue SSI program. 

~ SSI methods and/or any mare liberal mefuods described 
in Snpplement 8a to ATTACHMENT 2.6-A. 

_ For institntional couples: the mefuods specified under 
section 1611 (e)(5) offue Act. 

_ For optional State supplement recipients under §435.230, 
income methods more liberal than SSI, as specified in 
Supplement Sa to ATTACHMENT 2.6-A. 

__ For individuals other fuan optional State supplement 
recipients (except aged and disabled individuals 
described in section 1903 (m) (I) of fue Act): more 
restrictive mefuods fuan SST, applied under fue 
provisions of section 1902 (f) of the Act, as specified in 
Supplement 4 to ATTACHMENT 2.6-A; and any more 
liberal methods described in Supplement Sa to 
ATTACHMENT 2.6-A. 

Approval Date 5130114 Effective Date June l, 2014 



State of Indiana 

Citation( s) 

TN No. 13-012 

Supersedes 

TN. No. 91-22 

"I 

Condition or Requirement 

Attachment 2"6-A 
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_ For optional State supplement recipients in section 1902( f) States 
and SS! criteria States without section 1616 or 1634 agreements--

_ SSl methods only 

_ SS! methods andlor any more liberal methods than SSI 
described in Supplement 8a to A IT ACHMENT 2.6-A 

_ Methods more restrictive andlor more hOOral than SSI, except 
for aged and disabled individuals descnoed in section 1902 (m) 
(I) of the Act More restrictive methods are described in 
Supplement 4 to AITACHMENT 2.6-A and more hoeraI 
methods are specified in Snpplement 8a to AIT ACHMENT 
2.6-A. 

In determining relative financial responsibility, the agency considers 
only the income of spouses living in the same household as available to 
spouse and the income of parents as available to children living with 
parents until the children become 21. 

Approval Date 5/30/14 EffectiveDate June 1. 2014 
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Citation

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Conditionor Requirement

1902 (1)(3)(E)
and 1902(r)(2)
of the Act

e. Poverty level pregnant women, infants, and children. For
pregnant women and infants or children covered under the
provisions of section 1902(a)(10)(A)(iXIV), (Vl), and
(VII), and 1902(aX10)(A)(ii)(IX) of the Act --

(1) The following methods are used in determining
countable income:

_ The methods of the State's approved AFDC plan.

_ The methods ofthe 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 2.6A.

_ The methods of the approved title IV-E plan and/or any
more liberal methods described in Supplement 8a to
ATTACHMENT 2.6A .

TN.No. 07-002
Supersedes
TN,No. 92-03

Approval Date DEC 04 2007 Effective Date: 07-01-07



State of Indiana Attachment 2.6-A 

Page 12 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Citation(s) 

1902 (e)(6) 
of the Act 

1905 (P) (1), 
1902 (m) (4), 
and 1902 (r)(2) 
of the Act 

TN No. 13-012 

Supersedes 

TN. No. 92-03 

ELIGIBILITY CONDmONS AND REQUIREMENTS 

Condition or Requirement 

(2) In detemtining rela:tive financial responsibility, the agency 
considers only the income of spouses living in tl:te same 
household as available to spouses and the income of pareots 
as available to children living with parents until the children 
become2L 

(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 tamily of 
which she is a member, for the 60-day period after her 
pregnancy ends and any remaining days in the month on 
which tl:te 60'" day falls. 

f. Qualified Medicare beneficiaries. In determining conntable income for 
qualified Medicare beneficiaries covered under section 1902 (a) (10) 
(E) (i) of the Act, the following metl:tods are used: 

_ The methods of the SSI program only. 

L- SSI metl:tods andlor any more liberal methods than SSI 
descnbed in SUf!Plement 8a to ATTACHMENT 2.6-A 

_ For institutional couples, tbe methods specified under 
section 1611 (e) (5) of the Act· 

Approval Date 5/30/14 Effective Date June 1, 2014 
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State:

Citation

1905(sl of the Act

1905(pl of the Act

(MB)

g.

A77ACHMEN7 :.6-A
Page 12a

INDIANA

Condition or Requirement

If an individual receives a title II benefit, any
amounts attributable to the most recent increase
in the monthly insurance benefit as a result of a
title II COLA is not counted as income during a
"transition period" beginning with January, when
the title II benefit for December is rece~ved,

and ending with the last day of the month
following the month of pUblication of the revise~

annual federal poverty level.

For individuals with title II income, the rev~sed

poverty levels are not effective until the first
day of the month following the end of the
transition period.

For individuals not receiving title II income,
the revised poverty levels are effective no later
than the date of pUblication.

(1) Qualified disabled and working individuals.

In determining countable income for
qualified disabled and working individuals
covered under 1902(a){lO)(E)(ii) of the Act,
the methods of the 551 program are used.

(2~ Specified low-income Medicare beneficiaries.

In determining countable income for
specified low-income Medicare beneficiaries
covered under 1902(a)(10)(£)(iii) of the
Act, the same method as in f. is used.

App~oval Date
TN No.
Supersedes
TN No. 92-03

• U.S. G.?O.:1993-342-2~9:3DO)2

Effective Date 1-1-93



State/Territory:

Revision: HCFA-pl(-91- 8
October 1991

(MB) AT'l'ACHKEMT 2. 6-A
Page 12b
OMB Ro.:

nmIANA

Citation Condition or Requir...nt

1902(u)
of the Act

( h) COBRA Continuation Beneficiaries

In determining countable income for COBRA
continuation beneficiaries, the followinq
disregards are applied:

___ The disregards of the 551 program;

_____ The agency uses methodologies for treatment of
income more restrictive than the SSI proqram.
These more restrictive methodologies are
described in suppleJllent 4 to Attachment 2.6-A.

NOTE: For COBRA continuation beneficiaries specified
at 1902(u)(4), coata incurred from medical care
or for any ot:her type of ~edial care shall
not be taken into account in determining
income, except as provided in section
1612(b)(4)(B)(ii).

1-1-92Effecti.,. Date -----........~--
Approval Dne

TIl 110. 91- 22
supersedes

TIl 110.
BCFA ID: 1985£



•

•

Revision:

Citation

1902 (a)(10)(A)
(ii) (XIII) of the Act

(i)

ATTACHMENT 2.6-A
Page 12c
OMS No.:

State: INDIANA

Condition or Requirement

Working Individuals with Disabilities - BBA

In determining countable income and resources for
working individuals with disabilities under the BSA, the
following methodologies are applied:

__ The methodologies of the SSt program.

__ The agency uses methodologies for treatment of
income and resources more restrictive that the
SSt 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 SSt 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. 02-003
Supersedes
TN No. N/A

Approval Date_~-+---,~~,--- Effective Date: 7/1/02
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•

Revision:

Citation

1902 (a)(10)(A)
(ii)(XV) of the Act

(ii)

AnACHMENT 2.6-A
Page 12d
OMB No.:

State: INDIANA

Condition or Requirement

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.

NOTE: if the above option is chosen, no further
eligibility-related options should be elected.

1- The agency applies the following income and/or
resource standards(s):

• The resource standards of the SSI program are used.

• The income standard is 3500/0 of the Federal poverty
guidelines.

• TN No. 02-003
Supersedes
TN No.N/A

Approval Date_-=-+--+ _ Effective Date: 7/1/02



State of Indiana 

Citation(s) 

1902 (a) (10) (A) 
(ii) (XV) of the Act (cont). 

TN No. ""13""-O,,,,1,,,,2~ __ 
Supersedes 

TN. No. 02-003 

Condition or Requirement 

Income Methodologies 

Attachment 2.6-A 

Page 12e 

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 income methodologies are 
described in Supplement 8a to Attachment 2.6-A. 

Approval Date 5/30/14 Effective Date June 1. 2014 
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•

Revision:

Citation

1902 (a) (10) (A)
(ii) (XV) of the Act (cant.)

ATIACHMENT 2.6-A
Page 12f
OMS No.:

State: INDIANA

Condition or Requirement

Resource Methodologies

In determining whether an individual meets the
income standard described above, the agency
uses the following methodologies.

Unless one of the following items is checked the
~ agency, under 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 described above. The
aqency's disregards are specified in
Supplement 8b to Attachment 2.6-A.

•
TN No. 02-003
Supersedes
TN No. N/A

Approval Oate_~-I--~__ Effective Date: 7/1/02
HCFA 10:



State of Indiana 

Citation(s) 

1902 Ca) (10) (A) 
(ii) (XV) of the Act (cont). 

Condition or Requirement 

Attachment 2.6-A 
Page 12g 

_ The agency does not disregard funds in retirement accounts. 

L.. 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 resonrce 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. 13-012 
Supersedes 

Approval Date 5/30/14 Effective Date June 1. 2014 

TN. No. 02-003 



•

•

Revision:

Citation

1902 (a)(10)(A)
(ii)(XVI) of the Act

(iii)

· ATTACHMENT 2.6-A
Page 12h
OMS No.:

State: INDIANA

Condition or Requirement

Working Individuals with Disabilities 
Employed Medically Improved Individuals 
TWWIIA

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.

NOTE: if the above option is chosen, no further
eligibility-related options should be elected.

_X_ The agency applies the following income and/or
resource standards(s):

• The resource standards of the SSI program are used .

• The income standard is 350% of the Federal poverty
guidelines.

•
TN No. 02-003
Supercedes
TN No. N/A

ApProvaIDate_--bf-r-:--.f----'--_

HCFA 10:

Effective Date: 7/1/02



State of Indiana 

Citation(s) 

1902 (a) (10) (A) 
(li) (XVI) of the Act (cont). 

TN No. -"13,;;:-""01""2'--__ 
Supersedes 
TN. No. 02-003 

Condition or Requirement 

Income Methodologies 

Attachment 2.6-A 
Page 12i 

In determining whether an indiVidnal 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 income methodologies are 
described in Supplement 8a to Attachment 2.6-A. 

Approval Date 5/30/14 Effective Date June 1. 2014 



•

•

•

Revision:

Citation

1902 (a) (10) (A)
(ii) (XVI) of the Act (cont.)

TN No. 02-003
Supersedes
TN No. N/A

ATTACHMENT 2.6-A
Page 12j
OMS No.:

State: INDIANA

Condition or Requirement

Resource Methodologies

In determining whether an 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 section1·902(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 seperately
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 decribed above. The
agency's disregards are specified in
Supplement 8b to Attachment .2.6-A.



State of Indiana 

Citation( s) 

1902 (a) (10) (A) 
(n) (XVI) of the Act (cont). 

lNNo.13-012 
Supersedes 

IN. No. 02-003 

Condition or Requirement 

""-:";'": 

Attachment 2.6-A 

Page 12k 

_ The agency does not disregard retirement acconnts. 

--------~~~~~-

L.- The agency nses 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 &b 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. 

Approval Date 5/30/14 Effective Date June 1, 2014 



•

•

•

Revision:

Citation

1902 (a)(10)(A)
(ii)(XVI) and 1905 (v) (2)
of the Act

TN No. 02-003
Supersedes
TN No. N/A

AITACHMENT 2.6-A
Page 121
OMS No.:

State: INDIANA

Condition or Requirement

Definition of Employed - Employed Medically
Imbroved Individuals - TWWIIA

__ The agency uses the statutory definition
of "employed", i.e., earning at least the
minimum wage, and working at least 40 
hours a month.

The agency uses an alternative definition
of "employed" that provides for
substantial and reasonable threshold
criteria for hours of work, wages, or other
measures. The agency's threshold
criteria are described below:

The individual must be employed and be earning
the equivalent of 40 hours per month at
minimum wage.



•

•

•

Revision:

Citation

1902 (a)(10)(A)(ii)(XIII),
(XV),(XVI), and 1916(g)
of the Act

TN No. 02-003
Supersedes
TN No. N/A

ATTACHMENT 2.6-A
Page 12m
OMS No.:

State: INDIANA

Condition or Requirement

Payment of Premiums or Other Cost Sharing Charges

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:



•

•

•

Revision:

Citation

1902 (a)(10)(A)(ii)(XIII),
(XV),(XV1), and 1916(g)
of the Act (cont.)

TN No. 02-003
Supersedes
TN No. N/A

ATTACHMENT 2.6-A
Page 12n
OMS No.:

State: INDIANA

Condition or Requirement

For individuals eligible under the Basic Coverage
Group described in No. 24 on page 23d of
Attachment 2.2-A, and the Medical Improvement
described in No. 25 on page 23d of Attachment 2.2-A

NOTE: Regardless of the option selected below, the
agency MUST require that individuals whose annual
adjusted gross income, as defined under IRS statute,
exceeds $75,000 pay 100 percent of premiums.

~ The agency requires indivduals to pay
premiums or other cost-sharing charges on a
sliding scale based on income. For individuals
with net annual 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,
and how they are applied, are described on
page 120.



• Revision:
AITACHMENT 2.6-A
Page 1.20
OMB No.:

State: INDIANA

Citation Condition or Requirement

1902 (a)(10)(A)
(ii) (XV),(XVI), and 1916(g)
of the Act (cont.)

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.

The gross income of the individual and his or her spouse is
used to calculate the amount, if any, of the premium. If the
gross income of the individual and his or spouse is less than
150% of the FPL, a premium is not required. If gross income of
the individual and spouse is 1500/0 or more, premiums are
charged as follows:

AM thl Pon Iy rerruurn moun
Gross income as a % of FPL Individual Married Couple
150% to 1750/0 $48 $65
More than 175% to 200% $69 $93
More than 200% to 250% $107 $145
More than 250% to 300% $134 $182
More than 300% to 350% $161 $218
More than 3500/0 $187 $254

•
If both members of a married couple are eligible in either the
Basic Group or the Medically Improved Group, the premium
from the above table based on their combined gross income is
a single premium covering both spouses.

An amount paid by the recipient, spouse or parent for private
health insurance that covers the recipient is deducted from the
premium amount in the table to arrive at an adjusted premium.

The premium for an eligible individual will not increase for 12
consecutive months.

A maximum grace period of 60 days for non payment of the
premium is allowed before coverage is discontinued.

•
TN No. 02-003
Supersedes
TN No. N/A

Approval Date r/tio d- Effective Date: 7/01/02
i HCFA 10:



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

State: INDIANA

ATTACHMENT 2.6-A
Page 13
OMB No.: 0938-

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.

L-/ 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.
Supplement 10 of ATTACHMENT 2.6-A specifies what
constitutes an undue hardship.

1902(a)(10)
of the Act

3. Medically needy income levels (MNILs) are based on
family size.

supplement I to ATTACHMENT 2.6-A specifies the MNILs for
all covered medically needy groups. If the agency
chooses more restrictive levels under section 1902(f) of
the Act, Supplement 1 so indicates.

TN No. 91 22
Supersedes
TN No.

Approval Date Effective Date 1-1-92

HCFA ID: 7985E



State: INDIANA

Revision: HCFA-PM-91-4
AUGUST 1991

(BPD) ATTACHMENT 2.6-A
Page 14
OMB No.: 0938-

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. Medically Needy

(1) Income in excess of the MNIL is considered as
available for payment of medical care and
services. The Medicaid agency measures
available income for periods of either or
___ month(s) (not to exceed 6 months) to
determine the amount of excess countable income
applicable to the cost of medical care and
services.

(2) If countable income exceeds the MNIL
standard, the agency deducts the following
incurred expenses in the following order:

(a) Health insurance premiums, deductibles and
coinsurance charges.

(b) Expenses for necessary medical and remedial
care not included in the plan.

(c) Expenses for necessary medical and remedial
care included in the plan.

Reasonable limits on amounts of expenses
deducted from income under a.(2)(a) and
(b) above are listed below.

1902(a)(17) of the
Act

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. 91-22
Supersedes
TN No.

Approval Date Effective Date 1-1-92

HCFA ID: 7985E



Revision: HCFA-PM-91-8
OctobeT 1991

State/Territory:

Citation

1MB) ATTACHMENT 2.6-A
Paqe 14a
mm No.

INDIANA

Condition or Requirement

1903(f)(2) of
the Act

'l'Il Xo. 91-22
Supersecles
TIl }(O. _

a. Medically Needy (Continued)

(3) If countable income exceeds the MNIL
atandard, the agency deducts spendd~~

payments made to the State by the
individual.

Effective Date 1-1-92

HCFA 10: 7985EI



Revision: HCFA-PM-91-4
AUGUST 1991

State:

(BPD) ATTACHMENT 2.6-A
Page 15
OMB No.: 0938-

INDIANA

Citation Condition or Requirement

42 CFR
435.732

b. Categorical Iv Needy - Section 1902 If) States

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 1634 of the Act, or a State supplement
within the scope of section
1902(a)(10)(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. Supplement 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.

1-1-92Effective Date _ .............."'-li. _Approval Date
TN No. 91-22
Supersedes
TN No.

HCFA ID: 798SE



Revision: RCFA-PM-91-8
OCtober 1991

State/Territory:

Citation

(MB) ATTACHMENT 2.6-A
Page lSa
OHa 5J.

INDIANA

Condition or Requirement

1903(f) (2) of
the Act

4.b. Categorically Needy - Section 1902(f) States
Continued

(6) spenddown payments made to the State by
the individual.

NOTE: FFP will be reduced to tbe extent a State is
paid a spenddown payment by the individual.

'l'JI Ro. ~2
Supersedes
'l'JI Ro. -

Approval Date I~ 14 / ql,.... Effective Date 1-1-92

.cFA ID: 798SE/



Revision: HCFA-PM-91~

AUGUST 1991

State:

(BPD) ATTACHMENT 2.6-A
Page 16
OMB No.: 0938-

INDIANA

Citation condition or Requirement

5. Methods for Determining Resources

a. AFDC-re1ated individuals (except for poverty level
~,lated pregnant women, infants, and children).

(1) In determining countable resources for
AFDe-related individuals, the following methods
are used:

(a) The methods under the State's approved AFDC
plan; and

£-/ (b) The methods under the State's approved AFDC
plan and/or any more liberal methods
described in Supplement 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.

1-1-92Effective Date _..;.....;........ _

HCFA ID: 7985E

Approval Date
TN No. 91-22
Supersedes
TN No. 89-3



State of Indiana 

Citation(s) 

1902 (a) (10) (A), 
1902 (a) (10) (c), 
1902 (m) (I) (B) 
and (C), and 
1902 (r) of the Act 

TN No. 13-012 
Supersedes 
TN. No. 91-22 

Condition or Requirement 

5. Methods for Det.ermilling Resources 

.- ------------c---

Attachment 2.6-A 
Page 16a 

b. Aged individnaIs. For aged individuals, the agency uses the 
following method for treatment of resources: 

_The methods of the SSI program. 

~ SSI methods and/or any more liberal methods described ill 
Supplement 8b to ATTACHMENT 2.6-A. 

_ Methods that are more restrictive (except for individuals 
described in section 1902 (m) (1) of the Act) and/or more 
liberal than those of the SSI program. Supplement 5 to 
ATTACHMENT 2.6-A describes the more restrictive 
methods and Supplement 8b to ATTACHMENT 2.6-A 
specifies the more liberal methods. 

Approval Date 5/30/14 Effective Date June 1. 2014 



State of Indiana 

Citation(s) 

1902 (a) (10) (A), 
1902 (a) (10) (C), 
1902 (m) (1) (B) 
and 
1902 (r) of the Act 

TN No . ..,13",-0",1",2 __ _ 
Supersedes 

TN. No. 91-22 

Condition or Requirement 

Attachment 2.6-A 
Page 17 

c. Blind individuals. For blind individuals, the agency uses the 
following method for treatment of resources: 

_The methods of the SSI program. 

~ SSI methods and/or any more liberal methods described in 
Supplement 8b to ATTACHMENT 2.6-A. 

_ Methods that are more restrictive (except for individuals 
described in section 1902 (m) (I) of the Act) and/or more 
liberal than those of the SSI program. Supplement 5 to 
ATTACHMENT 2.6-A describes the more restrictive 
methods and Supplement 8b to ATTACHMENT 2.6-A 
specifies the more liberal methods. 

In determining relative financial responsibility, the agency 
considers only the resonrces 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 5/30/14 Effective Date June 1, 2014 



SUite of fudiana 

CiUition( s) 

1902 (a) (10) CAl, 
1902 (a) (10) (c), 
1902 (m) (1) (E) 
and(C), and 
1902 (r) (2) of the Act 

1902 (1)(3) 
and 1902 (r) (2) 
of the Act 

TN No. 13-012 

Supersedes 

TN. No. 91-22 

· .... 

Condition or Requirement 

.. :.-.::,:':'. 

Attachment 2.6-A 

Page 18 

d. Disabled individuals, including individuals covered under section 
1902Ca) (10) CA) (ii) (Xl of the Act The agency uses the following 
method for the treatment of resources: 

_ The methods of the SSI program. 

--.! SSI methods andlor any more liberal methods described in 
Supplement 8b to ATTACHMENT 2,6-A. 

_ Methods that are more restrictive (except for individuals 
described in section 1902 (m) (I) of the Act) andlor more 
liberal than those of the SSI program. Supplement 5 to 
ATTACHMENT 2.6-A describes the more restrictive . 
methods and Supplement 8b to ATTACHMENT 2.6-A 
specifies the more liberal methods. 

In determining relative financial responsibility, the agency 
considers only the resources of spouses living in the same 
household as available to sponses and the resources of 
parents as avrulable to children living with parents until the 
children become 21. 

e. PovertY-level pregnant women covered under sections 1902 (a) 
(0) CA) (i) CN) and 1902 Ca) (10) CA) Oi) (IX) CA) 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 SSl program andlor any more liberal 
methods described in Supplement Sa or Supplement 8b to 
ATTACHMENT 2.6-A. 

Approval Date 5/30/14 Effective Date June l, 2014 



Revision: HCFA-PM-9l-4
AUGUST 1991

State:

Citation

(SPD) ATTACHMENT 2.6-A
Page 19
OMS No.: 0938-

INDIANA

Condition or Requirement

1902(1)(3) and
1902(r)(2) of
the Act

1902(1)(3)(C)
of the Act

1902(r)(2)
of the Act

Methods that are more liberal than those of
551. The more liberal methods are specified in
Supplement Sa or 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 hou~hold as available to spouses and the
resources of parents as available to children living
with parents until the children become 21.

f. Poverty level infants covered under section
1902(a)(lO)(A)(i)(IV) of the Act.

The agency uses the following methods for
the treatment of resources:

The methods of the State's approved AFDC
plan.

Methods more liberal than those in 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 Sa of ATTACHMENT 2.6-A.

Methods more liberal than those in the
State's approved AFDC plan (but not more
restrictive), as described in Supplement Sa or
Supplement 8b to ATTACHMENT 2.6-A.

~ Not applicable. The agency does not consider
resources in determining eligibility.

TN No. 91-22
Supersedes
TN No.......8,.9;;,,-..r.3 _

Approval Date Effective Date .......1_-._1_-....9._2 _

HCFA ID: 798SE



Revision: HCFA-PK-92-1
FEBRUARY 1992

(KB) ATTACHMENT 2.6-A
Page 19a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SEetlllITY ACT

State:

~itation(s)

HIDlANA

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Condition or Requirement

1902 ( 1) (3) and
1902(r)(2) of
the Act

1902(l)(3)(C)
of the Act

1902(r) (2)
of the Act

g. 1. poverty level children covered under section
1902(a)(lO)(A)1i)(VI) of the Act.

The agency uses the following methods for the
treatment of resources:

The methods of the State's approved AFOC
plan.

Methods Slore liberal than those in the
State's approved AFDC plan (but not
more restrictive), in accordance with
section 1902{l) (3) (e) of the Act, as
specified in supplement Sa 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.

-..!. Not applicable. The agency does not
consider resources in determining
eligibility.

In determinLng 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. 92-03
supersedes
TN No. 91-22

Approval Date 14 i/9-2 Effective Date 1-1-92



Revision: BCFA-PK-92-1
;FEBRUARY 1992

(KB) ATTACHMENT 2.6-A
Page 19b

STATE PLAN UNDER 'tITLE XIX OF 'tHE SOCIAL SECURITY Acr

State:

Citation(s)

INDIANA

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Condition or Requirement

1902 (l) (3) and
1902(r}(2} of
the Act

1902(1} (3}(C)
the Act

1902(r)(2)
of the Act

TN No. 92-03
Supersedes
TN No. 91-22

g. 2. Poverty level children under section
1902(a)(lO)(A)(iIIVII)

Tbe 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) as specified in Supplement
Sa of ATTACRKENT 2.6-1..

Methodll more liberal than tholle in the
state's approved AFDC plan (but not more
restrictive), as described in Supplement
8a to ATTACRKENT 2.6-1..

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.

1-1-92



State/Territory:

Revlsion~ HCF1.-PM-91-e
October 1991

(Ma) ATTAcmmrr 2.6-1.
Page 20
OMB No.:

INDIANA

CitaUon Condition or Requirement

1905(p)(1)
(C) llDd (D) and
1902(r) (2) of
the Act

5. h. For Qualified Medicare beneficiaries covered under
section 1902(a)(lO)(E)(11 of the Act the agency uses
the following methods for treatment of resources:

The methods of the S5I program only.

.JL The methods of the 551 program and/or more liberal
methods as described in Supplement 8b to
ATTACHME!T 2.6-1..

1905(1) of the
Act

i. For qualified disabled ar~ working individuals
covered under sect!on 19 02 (a )( 10)( E)( 11) 0 f
the Act, the agency uses 55I program _thod.
for the treatment of resOQrces.

1902(9) of the
Act

j. For COBRA continuation beneficiaries, the agency uses
the following methods for treatment of resources:

The methods of the 55I program only.

More restrictive methods applied uDder section
1902 (f) of the Act as described in Supplement 5 to
Attachment 2.6-1..

1-1-92Effective Date
-...;;;...............'-"'---Approval Date

TK 110. 91-22
Supenedes

TK 110. 9]-10
BC:FA :ID: 79851



State of fudiana 

Citation(s) 

1902 (a) (10) (E) (iii) 
of the Act 

TN No. 13-012 
Supersedes 

TN. No. 93-017 

Condition or Requirement 

Attachment 2.6-A 

Page20a 

k. Specified low-income Medicare beneficiaries covered under 
section 1902 Ca) (10) (E) (iii) of the Act-

The agency uses the same method as in 5.h. of ATTACHMENT 
2.6-A 

6. Resource Standard-Categorically Needy 

a 1902 (f) States (except as specified under items 6.c. and d. below) 
for aged, blind, and disabled individuals 

_Same as SSI resource standards. 

More restrictive. 

The resource standards for other individuals are the same as those in 
the related cash assistance program. 

b. Non-1902 (f) States (except as specified under items 6.c. and d. 
below) 

The resource standards for other individuals are the same.as those in 
the related cash assistance program. 

Snpplement 8 to ATTACHMENT 2.6.-A specifies for 1902 (f) States 
the categorically needy resource levels for all covered categorically 
needy groups. 

Approval Date 5/30/14 Effective Date June 1, 20g 



Revision: HCFA-PM-92-1
FEBRUARY 1992

(MS) A'I'"l'ACHMEHT 2.6-A
Pa9'3 21

. STATE PLAN UNDER TITLE XU: OF THE SOCIAL SECURITY ACf

State: INDIANA

ELIGIBILITY CONDITIOBS AND REQUIREMENTS

Citation(s) Condition or Requirement

1902(1) (3}(A),
(B) And (C) of
the Act

c. For pregnAnt women and infants
covered under the provisions of section
1902(a)(lO)(A)(i)(IV) and 1902(a)(10)(A)(ii) (IX)
of the Act, the agency applies a resource
standard.

Yes. Supulement 2 to ATTACHMENT 2.6-A
specifies the standard Which, for pregnant
women, is no more restrictive than the
standard under the SSI progrAllli and for
infants is no more restrictive than the
standard applied in the State's approved
AlDC plan.

X No. The agency does not apply a resource
standard to these individuals.

1902 (1) (3) (A)
and (e) of
the Act

d. For children covered under the provisions
of section 1902(a)(lO)(A)(i)(Vl) of the Act,
the agency applies a resource standard.

Yes. Supplement 2 to ATTACHMENT 2.6-1'1
specifies the standard which is DO more
restrictive than the standard applied in the
State's approved AFDC plan.

No. The agency does not apply a resource
standard to these individuals.

1-1-92Effective Date _--"'----""-J. _Approval Date tj4 t/1~
TN No. 92-03
Supersedes
TN No. 91-22



State of Indiana 

Citation(s) 

1902 (m) (1) (C) 
and (m) (2) (B) 
of the Act 

TN No. ~13<.:-""O,,-,12,,---__ 

Supersedes 

TN. No. 91-22 

Condition or Requirement 

".', ... :: 

AttlWhment 2.6-A 

Page 21a 

e. For aged and disabled individuals described in section 1902 
(m) (1) of the Act who are covered under section 1902 (a) (10) 
(A) (ii) (X) of the Act, the resource standard is: 

L Same as the SSI resource standard. 

_ Same as the medically needy resource standards, 
which are higher than the SSI resource standards (if the 
State covers the medically needy). 

Supplement 2 to ATI ACHMENT 2.6-A specifies the resource levels 
for these individuals. 

Approval Date 5/30/14 Effective Date June 1. 2014 



Revision: 

Citation 

1902(a)(10)(C)(ii) 
ofthe Act 

1902(A)(10)(E), 
1905(P)(1)(D),1905(p)(2)(B) 
& 1860D-14(a)(3)(D) of the Act 

1902(a)(10)(E)(ii),1905(s) 
and 1860D-14(a)(3)(D) 
of the Act 

1N No: 10-008 
Supersedes 
1N No. 93-017 

State: Indiana 

A TIACHMENT 2.6-A 
Page 22 

Condition or Requirement 

7. Resource Standard - Medically Needy 
a. Resource standards are based on family size. 
b. A single standard is employed in determining 

resource eligibility for all groups. 
c. In 1902(t) States, the resource standards are more 

restrictive than in 7 b above for
_Aged 
__ Blind 
__ Disabled 

Supplement 2 to A TI ACHMENT 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 ATIACHMENT 2.6-A so indicates. 

8. Resource Standard - Qualified Medicare Beneficiaries, 
~pecified 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) ofthe Act, and Qualifying Individuals 
coved 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. 

9. Resource Standard - Qualified Disabled and Working 
Individuals 

For qualified disabled and working individuals covered 
under section 1902(a)(10(E)(ii)ofthe 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. 

Approval Date SEP 2 2 2010 Effective Date April 1, 2010 



ATJ'ACHMENT 2.6-A
Page 22a
OMS Mo.:

INDIANA

(MB)

St4te/Territory: ~~~~~ ___

Revision: HCFA-PH-91- 8
Octoberl991

Citation Condition or Require.ent

1902(u) of the
Act

9.1 For COBRA continuation beneficiaries, the resource
standard 1s:

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.

Ttl No. 91-22
Supersede. Approval oate Effective Date 1-1-92

TIl Ro.
HCFA 1D: 7985E



State of Indiana 

Citation(s) 

1902 (u) oflbe Act 

TN No. 13-012 
Supersedes 
TN. No. 93-017 

Condition or Requirement 

Attachment 2.6-A 
Page 23 

10. Excess Resources 

Approval Date 5/30/14 

a. Categorically Needy, Qualified Medicare 
Beneficiaries, Qualified Disabled and Working 
Individuals, and Specified Low-Income Medicare 
Beneficiaries 

Any excess resources make the individual ineligible. 

b. Categorically Needy Only 

.-..! This State has a section J 634 agreement with 
SSA. Receipt of SSI is provided for individuals 
while disposing of excess resources. 

c. Medically Needy 

Any excess resonrces make the individnal ineligible. 

Effective Date June 1, 2014 



ATTACHMENT 2. 6-A
page 24
OMB No.: 0938-

INDIANA

(BPO)

State : ~~::..=.::=_=___ _

Revision: HCFA-PM-91-4
AUGUST 1991

Citation Condition or Requirement

42 eFR
435.914

11. Effective Date of Eligibility

a. Groups Other Than Qualified Medicare Beneficiaries

(1) For the prospective period.
,

Coverage is available for the full month if the
following individuals are eligible at any time
during the month.

~ Aged, blind, disabled.
~ AFOC-related.

coverage is available only for the period
during the month for which the following
individuals meet the eligibility requirements.

Aged, blind, disabled.
AFDc-related.

(2) For the retroactive period.

Coverage is available for three months before
the date of application if the following
individuals would have been eligible had they
applied:

Aged, blind, disabled.
AFDC-related.

Coverage is available beginning the first day
of the third month before the date of
application if the following individuals would
have been eligible at any time during that
month, had they applied ••

X Aged, blind, disabled.
-ll AFOC-related.

1-1-92Effective Date _

HCFA 10: 7985E

Approval Date __~~~~~
TN No. 91-22
Supersedes
TN No. 89-4





----------

State of Indiana 

Citation(s) 

1902 (a) (18) 
and 1902 (f) 
oftheAct 

1917 (c) 

1917 (d) 

TNNo. 13-012 

Supersedes 

TN. No. 95-017 

Condition or Reqnu-ement 

Attachment 2.6-A 

Page 26 

12.)'re--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 lransfur of resources. 

Disposal of resources at less than mir mmet value affects 
eligibility for certaro services as detailed in Supplement 9 to 
Attachment 2.ti-A. 

13. Transfer of Asse_All eligibility groups 

The agency complies with the provisions oiseetion 1917 (c) ofthe 
Act, a, enacted by OBRA 93, with regard to fue transfer of assets. 

Disposal of assets at less !han fair market value affects eligjbiJity 
for certaro services as detailed in SuppJement 9 ra) to 
ATTACHMENT 2.ti-A. except in instances where the agency 
detennines that the transfer rules would work an undue hardship. 

14. Treatment ofTrus_All eligibility groups 

The agency compJies with the provisions of section 1917 (d) ofthe 
Act, as aroended by OBRA 93, with regard to trusts. 

_ The agency uses more restrictive methodologies under section 
1902 (f) of the Act, and appJies fuose methodologies in dealing 
with trusts . 

....x The agency meets the requirements in section 1917 (d) (4) (B) 
of the Act for use of Miller trusts. 

The agency does not connt the funds in a trust in any insumee 
where the agency detennines that the transfer would work an 
undue hardship, as desenbed in Supplement 10 to 
ATTACHMENT2.6-A. 

Approval Date 5/30/14 Effective Date June 1, 2014 



Revision: :-tCF.-\-P:-' (.ll 7-3
December i 997

-Stare: Ind; ana

_-\ITACH:V[E~T :.5-_-\
Paze 26a
O~1B ~o.;0938·067::

Citation Condition or Recuirernent

[924 or' the Ac: 13. The agency complies with the provisions of §1924 with respect to
income and resourceeligibility and posteligibility determinations for
individuals who are expected to be institutionalized for at least 30
consecutive days and who have a spouse living in the community.

When applying the formula used to determine the :lII101.U1t of
resources in initial elizibilirv deteIminations. the Slate standard. for
community spouses is: .

the maximum standard permitted by law:

-L the minimum standard permitted by law: or

S- a standard that is an amount between the minimum and the
maximum.

T". '\", g8-003
'\lr<.::o.::.i.:~ 91·· 22



(BPC) SUPPLEMEl'Z'r 1 TO ATTACHMENT 2. 6- A
Paq. 1
OMI No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Revision: HCFA-PM-91- 4

AUGUST 1991

State: . INDIA~U\.

INCOME ELIGIBILITY LEVELS

A. MAlCDA'1'ORY CATEGORICALLY NEEDY

1. AFDC-RelAtea Groups Otner ThAn poverty Level PreqnAnt Women ana Infants:

Unit with a Recipient
Parent and/or Caretaker

Familv Size :~eed Standard :'[axirnurn ?ayment

Unit with ~ecipi~nt

Children Only

::eed Standard :'!axinurn Pavrnen t

1 155 139 155 139
2 255 229 220 1911
3 320 2Ela 235 256
4 385 346 350 315
5 450 405 415 373
6 515 463 480 432
7 580 522 545 490
a 645 580 610 549
9 710 639 675 607

10 . 775 697 740 666

$65 for each additional member Lk)(}//41'(7 f:3
2. preqnant Women ana Infants under Section 1902(011 (lO)~(ll (IV) of the Act:

EffectIve April 1, lUG, DASec1 on the followlnq percent of the officlalFederAl Income poverty level--

LI 133 percent 150 percent (no more than 185 percent)
(specify)

rgtly Sl;, Ingom' Level

1

2

]

4

:5

$,----
$,----
$,----
$----
$-----

10-1-97Effectlve Date _.-.w....;;....:.,j~__
ApproVAl Date _

T1I No. 97-010
Supened••
'l'!r Ro. 91-22

HCl'A IC: 19B.!!!



pey,isi.om HCFA-PM-92-1
FEBRUARY 1992

(MB) SUPPLEMENT 1 TO ATTACHMENT 2.6-A
Page 2

STATE pLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

INCOHE ELIGIBILITY LEVELS

A. MANDATORY CATEGORICALLY NEEDY (Continued)

3. For children under Section 1902(a)(10)(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)(10)(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.

1-1-92Effective Date --=--=-"'-""---Approval Date t/J.< 'l!9d.TN No. 92-03
Supersedes
TN No. 91-22



( BPD) SUPPLEMENT 1 TO ATTACHMENT 2. 6-A
Page 3
QMB NO.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

HCFA-PM-4
AUGUST 1991

Revision:

INDIANAState:-- ....o..!:!.!o!.o!OLUiJ.Q. _

N/A

INCOME ELIGIBILITY LEVELS - (Continued)

B. OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL
POVERTY LEVEL

1. Pregnant Women and Infants

The levels for determining income eligibility for optional
groups of pregnant women and infants under the provisions of
sections 1902 (a) kr'l (A) (ii) (IX) and 1902 (1) (2) of the Act as
follows: tlo)~ IV/r .;7
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

1

2

3

4

5

Effective Date 19-1-97TN No. 97-019
Supersedes
TN No. 96-003

Approval Date
HCFA ID: 7985E



Revision: HCFA-PM-9l-4
AUGUST 1991

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A
Page 4
OM8 No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA - N/A

INCOME ELIGIBILITY LEVELS (Continued)

B. OPTIONAL CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL
POVERTY LEVEL

2. Children Between Ages 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.

Family Size

1
2

_3_
_4_
_5_
_6_
_ 7_
_8_
_9_
..J..L

TN No. 91-22
Supersedes Approval Date
TN No. _" _

Income Level

$----
$-----
$----
$-----
$----
$,-----
$----
$,----
$----
$-----

Effective Date

HCFA ID: 7985E

1-1-92



State of Indiana 

········':·:1 

SUPPLEMENT 1 TO ATTACHMENT2.6-A 
PageS 

STATE PLAN UNDER TITLE XIX OF TIlE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continued) 

The levels for detertnining income eligibility for groups of aged and disabled individuals under 
the provisions of section 1902(m)( 4) of the Act are as follows: 

Based on 100 percent of the official Federal income poverty line. 

Family Size 

_1_ 

2 

_3_ 

_4_ 

_5_ 

Income Level 

$11,670 

$15,730 

$ 

$ 

$ 

If an individual receives a title II benefit, any amount attributable to the most receut increase in the 
montllly insurance beuefit as a result of a title II COLA is not counted as income during a "trausition 
period" beginning with January, when the title II benefit for December is received, and ending with the 
la~t day of the month following the month of publication of the revised annnal Federal poverty level. 

For individuals with title II income, the revised poverty levels are not effective until the first day of the 
month following the end of the transition period. 

For individuals not receiving title II income, the revised poverty levels are effective no later than the 
beginning of the month following the date of publication. 

TN No. 13-012 
Supersedes 
TN No. 92-03 

Approval Date 5130114 Effective Date June J, 2014 



State ofIndiana SUPPLEMENT I TO ATTACHMENT 2.6-A 
Page Sa 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continued) 

OPTIONAL CATEGORICALLY NEEDY GROUP OF INSTITUTIONALIZED 
INDfVIDUALS UNDER A SPECIAL INCOME LEVEL (SECTION 1902(A)(IO)(A)(II)(V» 

Single individual 

Married couple 

TN No. 13-012 
Supersedes 
TN No. 96-002 

Approval Date 5/30/14 

$2,163 

$3,246 

Effective Date June I, 2014 



; ,. ~' '. '/ .. ; ; . :".< ;:.;;" .:,.; .. ;,:- ,'.:, .. '. ' 

State of Indiana SUPPLEMENT 1 TO ATTACHMENT 2.6-A 
Page 6 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

INCOME ELIGIBILITY LEVELS (Continued) 

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO THE 

FEDERAL POVERTY LEVEL 

The levels for determining income eligibility for groups of qualified Medicare beneficiaries 

1lllder the provisions of section 1905 (P) (2) (A) of the Act are as follows: 

I. NON-SECTION 1902(f) STATES 

a. Based on the following percent of the official Federal income poverty level: 

Eff. Jan, 1,1989: [ ] 85 percent 

Eff. Jan, 1, 1989: r ] 90 percent 

Eff. Jan. 1, 1991: 100 percent 

Eff. Jan 1,1992: 100 percent 

b. Levels: 

Family Size 

_1_ 

_2_ 

TNNo. 13-012 

Supersedes 
TN. No. 91-22 

Approval Date 5/30/14 

[ ] _ percent (no more than 100) 

r ] _ percent (no more than 100) 

Income Levels 

$11,670 

$15,730 

Effective Date Juue 1. 2014 



'! 

State of Indiana SUPPLEMENT 1 TO' ATTACHMENT 2.6-A 
Page 7 

STATE PLAN UNDER TITLE XIX OF mE SOCIAL SECURlTY ACT 

INCO'ME ELIGIBILITY LEVELS (Continued) 

C. QUALlFIED MEDICARE BENEFICIARIES WIlli INCO'MES RELATED TO' TIlE FEDERAL 
POVERTY LEVEL 

l. SECTIO'N 1902 If) STATES WHICH AS O'F JANUARY L 1987 USED INCO'ME STANDARDS 
MORE RESTRICTIVE THAN SSI 

a Based on the following percent of the official Federal income poverty level: 

Eff. Jan, 1, 1989: _ 80 percent 

Eff. Jan, 1, 1989: _ 85 percent 

Eff. Jan. 1, 1991: _ 95 percent 

Eff. Jan 1, 1992: 100 percent 

b. Levels: 

Family Size 

_1 _ 

_ 2 _ 

_ 3 _ 

_ 4 _ 

_ 5 _ 

_ 6 _ 

_ 7_ 

TN No. 13 .. 012 
Supersedes 
TN. No. 96-003 

Approval Date 5/30/14 

Income Levels 

Effective Date June 1, 2014 



Revision: HCFA-PM-91-4
AUGUST 1991

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A
Page 8
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA - N/A

D. MEDICALLY NEEDY
INCOME LEVELS (Continued)

_____ Applicable to all groups. Applicable to all groups except
those specified below. Excepted
group income levels are also
listed on an attached page 3.

(1) ( 2 ) ( 3) ( 4) ( 5)

Family Net income level
Size protected for

maintenance for
_____months

L/ urban only

L/ urban & rural

Amount by which
Column (2)

exceeds limits
specified in

42 eFR
435.100ZlI

Net income level
for persons
living in

rural areas for
____mont.hs

Amount by which
Column (4)

exceeds limits
specified in

42 CFR
435.100ZY

1 $ $ $ $

2 $ $ $ $

3 $ $ $ $

4 $ $ $ $

$$ $
has methods for excluding from its claim for FFP
on behalf of individuals whose income exceeds

17 The agency
payments made
these Li.mi, ts .

For each
addi
tional
person,
add: $

TN No. 91-22
Supersedes
TN No. 87-4

Approval Date ~..__~__ Effective Date

HCFA ID: Z985E

1-1-92



Revision: HCFA-PM-91-4
AUGUST 1991

(BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A
page 9
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA - N/A

INCOME LEVELS (Continued)

D. MEDICALLY NEEDY

L/ urban only

(1)
Family
Size

( 2 )
Net income level
protected for

maintenance for
___---'months

( 4 )
Net income level

for persons
living in

rural areas for
___months

( 5 )
Amount by which

Column (4)
exceeds limits
specified in

42 CFR
435.100711

L/ urban & rural

5 $ $ $ $

6 $ $ $ $

7 $ $ $ $

8 $ $ $ $

9 $ $ $ $

10 $ $ $ $

For each
addi
tional
person,
add: $ $ $ $

11 The agency has methods for excluding from its claim for FFP
payments made on behalf of individuals whose income exceeds
thes e limits.

1-1-92Effective Date __~~~~ _

HeFA ID: 7985E

Approval Date
TN No. 91-22
Supersedes
TN No.



Revision: HCFA-PM-9l-4
AUGUST 1991

(BPDl SUPPLEMENT 2 TO ATTACHMENT 2.6-A
Page 1
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

RESOURCE LEVELS - No Resource Standard

A. CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL POVERTY LEVEL

1. Pregnant Women

a. Mandatory Groups

£-1 Same as 5SI resources levels.

£-1 Less restrictive than SSI resource levels and is as follows:

Family Size

_1_

Resource Level

b. Optional Groups

£-1 Same as 551 resources levels.

L-I Less restrictive than SSI resource levels and is as follows:

Family Size Resource Level

TN No. 91-22
Supersedes
TN No.

Approval Date ~~~~__ Effective Date ~1-~1_-9~2 _

HCFA ID: 7985E



Revision: HCFA-PM-91-4
AUGUST 1991

(BPD) SUPPLEMENT 2 TO ATTACHMENT 2. 6-A
Page 2
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

2. Infants No Resource Standard

a. Mandatory Group of Infants

L-I Same as resource levels in the State's ~pproved AFDC plan.

L-I Less restrictive than the AFDC levels and are as follows:

Family Size Resource Level

_1_

_ 2_

_ 3_

_ 4_

_ 7_

_ 9_

--l2....-

1-1-92Effective Date __~~~~ _

HCFA ID: 7985E

Approval Date __~~~~ __
TN No. 91-22
Supersedes
TN No.



Revision: HCFA-PM-91-4
AUGUST 1991

(BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6-A
Page 3
OMB No. : 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

state: INDIANA

b. Optional Group of Infants No Resource Standard

1-/ Same as resource levels in the State's approved AFDC plan.

1-/ Less restrictive than the AFDC levels and are l follows:

Family Size

_1_

_ 2_

_ 3_

_ 4_

_ 5_

_ 6_

_ 7_

_ 8_

_ 9_

-i2...-

Resource Level

TN No. 91-22
~----Supersedes

TN No.
Approval Date Effective Date _1_-_1_-.9.2 _

HCFA ID: 7985E



Rev.,is,ion: HCFA-PM-92-1
r.. FEBRUARY 1992

(MB) SUPPLEMENT 2 TO ATTACHMENT 2. 6-A
Page 4

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

3. Children NO RESOURCE STANDARD

a.

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

1

2

3

4

5

6

7

8

9

10

1-1-92%~ i,/92 Effective Date _----'-.::..A..:...;u,~__

TN No. 92-03
Supersedes Approval Date
TN No. 91-22



Revision~ HCFA-PM-9l-4
AUGUST 1991

(BPDl SUPPLEMENT 2 TO ATTACHMENT 2.6-A
page 5
OMB No.: 0938-

STATE PLAN UNDE~ TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA - N/A

b. Optional Group of Children

1-/ Same as resource levels in the State's approved AFDC plan.

1-/ Less restrictive than the AFDC levels and are as follows~

TN No. 91-22
Supersedes
TN No.

Family Size

_1_

_ 2_

_ 3_

_ 4_

_ 5_

_ 6_

_ 7_

_ 8_

_ 9_

Approval Date

Resource Level

Effective Date ~1_-~1_-_9_2 __

HCFA ID: 7985E
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State of Indiana SUPPLEMENT 2 TO ATTACHMENT 2.6-A 

Page 6 

STATE PLAN UNDER TITLE XIX OF THE SOCIM- SECURITY ACT 

4. Aged and Disabled Individuals 

[x] Same as SSI resource levels. 

[ ] More restrictive than SSI levels and are asTollows: 

Family Size 

_1 _ 

_ 2 _ 

_ 3 _ 

_ 4 _ 

_ 5_ 

Resource Level 

[ ] Same as medically needy resource levels (applicable only if State has a medically needy 

program). 

TN No. 13-012 

Supersedes 

TN. No. 91-22 

Approval Date 5/30/14 Effective Date June 1. 2014 



Revision: HCFA-PM-91~

AUGUST 1991
(BPD) SUPPLEMENT 2 TO ATTACHMENT 2.6-A

Page 7
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

B. MEDICALLY NEEDY

INDIANA - N/A

RESOURCE LEVELS (Continued)

Applicable to all groups -

1-1 Except those specified below under the provisions of section 1902(f)
of the Act.

Family Size

_1_

_ 2_

_ 3_

_ 4_

_ 5_

_ 6_

_ 7_

_ 8_

_ 9_

--.l.L-

For each additional person

Resource Level

TN No. 91-22
Supersedes
TN No. 87-4

Approval Date Effective Date

HCFA In: 7985E

1-1-92



Revision: HCFA-PH-85-3
MAY 1985

(BERC) SUPPLEMENT 3 TO ATTACHMENT 2.6-A
Page 1
OHB NO.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL
OR REMEDIAL CARE YOT COVERED UNDER MEDICAID

N/A

TN No. a
Supersedes
TN No.

Approval Date~ Effective Date ]-(-Sc::
HCFA ID: 4093E/0002P



". i 

State of lndiana SUPPLEMENT 4 TO ATTACHMENT 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

:METHODS FOR TREATMENT OF JNCOME 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 SuppJement 8a for section 1902(r)(2) methods.) 

TNNo. 13-012 
Supersedes 

TN. No. 01-003 

Approval Date 5130114 Effective Date June 1. 2014 



State of Indiana 

... _--------------

SUPPLEMENT 5 TO ATTACHMENT 2.6-A 

Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

MORE RESTRICTIVE METHODS OF TREATING RESOURCES THAN THOSE OF THE 

SSIPROGRAM- SECTION 1902(f) STATES ONLY 

TN No. 13-012 
Supersedes 

TN. No. 95-010 

Approval Date 5/30/14 Effective Date June 1. 2014 



Revision: HCFA-PM-91-4
AUGUST 1991

(BPD) SUPPLEMENT :5 TO A'l"l'ACHKEHT 2. 6-A
Paqe lev e s
OMB Ro.; 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY' ACT

State: INDIANA

MORE RESTRICTIVE METHODS OF TREATING RESOURCES
THAN THOSE OF THE SSI PROGRAM - Section 1902(f) States only

5. For individuals who have been continuously institutionalized
since before September 30. 1989 and who are married to
community spouses, spousal resources are deemed to the
applicant/recipient (including the initial month of
institutionalization). The couple's countable resources are
subject to the $2250 limitation listed in Supplement 8 to
Attachment 2.6-A.

HeFA ID; 7985E

TN Ho. 94_033
Supersedes
TIC lIo. 91 22

Approval Date _...;..t..:.~'-- _ Effective Date 11/1/94-,,..;,----



Revision: HCFA-PM-91~

AUGUST 1991
(BPD) SUPPLEMENT Sa TO ATTACHMENT 2.6-A

Page 1
OMS No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

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. 91-22
Supersedes
TN No.

Approval Date __~~~~ __ Effective Date

HCFA ID: 7985E
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State of Indiana 

Payment Category 

(Reasonable 
Classification) 

(1) 
Aged, Blind and 
Disabled Individuals 
in Domiciliary 
Facilities 

TN No. 13-012 
Supersedes 
TN No. 85-8 

SUPPLEMENT 6 TO ATTACHMENT 2.6-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Standards for Optional State Supplementary Payments 

Administered by Income Level Income 
Disregards 

Federal State Employed 
Gross Net 

Individual Couple Individual Couple 

(2) (3) (4) (5) 
First $52 for personal needs 

X 3 Times 3 Times $1,501.06' $3,002.12' allowance. 

Maximum Maximum (Amount (Amount 
SSI/FBR SSI(FBR Set by Set by A monthly maximum one-third 

FSSAeach FSSAeach the amount of state and local 

year) year) 
income tax liability until paid. 

For sheltered workshop 
participants & persons whose 
employment is part of a 
habilitation plan, disregard 
from gross income: 
1) $16; and 
2) transportation expenses; and 
3) payroll taxes; and 
4) Yz of the remainder after 
item 1,2,3 are subtracted. 

Approval Date 5/30/14 Effective Date June 1, 2014 



State of Indiana 

Payment Category 

(Reasonable 
Classification) 

Supplemental 
Security Income cash 
recipients with $30 
federal benefits rate 

TN No. 13-012 
Supersedes 
TN No. NEW 

SUPPLEMENT 6 TO ATTACHMENT 2.6-A 

Page 2 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Standards for Optional State Supplementary Payments 

Administered by Income Level Income 
Disregards 

Federal State Employed 
Gross Net 

Individual Couple Individual Couple 
X $22 $44 $22 $44 For sheltered workshop 

participants & persons whose 
employment is part of a 
habilitation plan,. disregard 
from gross income: 
1) $16; and 
2) transportation expenses; and 
3) payroll taxes; and 
4) Vz of the remainder after 
item 1,2,3 are subtracted. 

Approval Date 5/30/14 Effective Date June 1, 2014 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURTIY ACT 

INCOME LEVELS FOR 1902(f) STATES-CATEGORlCALLYNEEDY WHO ARE 

COVERED UNDER REQU1REMENTS MORE RESTRlCTIVE THAN SSI SECTION 

TN No. 13-012 
Supersedes 
TN. No. 02-001 

Approval Date 5/30/14 Effective Date June L 2014 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

RESOURCE STAl'lDARDS FOR 1902(f) STATE8-CATEGORICALL Y NEEDY 

TN No. 13-012 
Supersedes 
TN. No. 91-22 

Approval Date 5/30/14 Effective Date June 1. 2014 



Supplement 8 to Attachment 2.6-A
Addendum

STAn PLAN URDER TITLE XU OF THE SOCIAL SECURITY ACT

INDIARA

Pursuant to a preliminary injunction issued in CherrY and Newkirk v.
Magnant on June 7, 1990 by the U.S. District Court, Southern District of
Indiana, Indianapolis Division, the eligibility of members of the
certified plaintiff class as defined below is determined without
consideration of the value of resources owned solely by the community
spouse. Resources owned solely by the community spouse are exempt. The
resource limitation for the institutionalized b~ouse is $1500. Class
members are the categorically needy group described in 42 crR 435.121.
The court~rder is specific to the policy of deeming spousal resources in
situations involVing individuals institutionalized prior to September 30,
1989 who have spouses living in the community. Therefore, the 52250
resource limitation listed in Supplement 8 to Attachment 2.6-A is not
applicable under the preliminary injunction in determining eligi~ility of
members of the plaintiff class.

In the resource determination (including the initial month of
institutionalization) 551 spousal deeming rules are used.

Certified Plaintiff Class

All married Medicaid applicants in the State of Indiana who have lived in
a nursing home since before September 30, 1989 and who have been found
ineligible for the Medicaid program because of resources owned by their
spouses living at home.

(E£!. 4-1-90)

Beginning 11/1/94. the resources owned by the community spouse of
individuals who have been continUOUsly institutionalized since
before September 30. 1989 are deemed available to the
institutionalized spouse. The federal district court vacated the
injunction and the Seventh Circuit Court of Appeals affirmed.
(Cherry y Sullivan. No. 93-3504, July 20. 1994.)

TN No. Sl4 o:n Approval Date 11/1&S- Effective Date 11/1/94

Supercedes 91-22
TN RD.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Section 1902( f) State 

MORE LIBERAL METHODS OF TREATING INCOME 
UNDER SECTION 1902(r)(2) OF THE ACT* 

.1L Non-section 1902(f) State 

I. For the groups covered by Section 1902(a)(10)(E) of the Social Security Act: 

The value of in-kind support and maintenance is disregarded. [Effective 4/l/98) 

For Qualified Medicare Beneficiaries (QMB), 1902 (a) (10) (E) (i), disregard income in the amount of the 
difference between 100% of the Federal Poverty Level and 150% of the Federal Poverty LeveL [Effective 
6/1/14] 

For Specified Low-Income Beneficiaries (SLMB), 1902(a) (10) (E) (iii), disregard income in the amount of 
the difference between 150% of the Federal Poverty Level and 170% of the Federal Poverty LeveL 
[Effective 6/l/14) 

For Qualifying Individuals (QI), 1902(a)(10) (E) (iv), disregard income in the amount of the difference 
between 170% of the Federal Poverty Level and 185% of the Federal Poverty LeveL [Effective 6/]114] 

2. For the groups covered by Section 1902(a)(l0)(A)(ii)(XXII) who are eligible for home and community
based services under the needs based criteria established 1915(i)(1 )(A) and have income that does not 
exceed 150% of the FPL: 

Disregard income in the amount of the difference between 150% of the Federal Poverty Level and 300% of 
the Federal Poverty LeveL [Effective 6/1/14) 

3. For groups covered under 1902(a)(IO)(A)(ii)(X) of the Act: [Effective 6/1/2014] 

A child allocation is deducted for each child of the applicant's or the applicant's spouse living in the 
household. The allocation is equal to the difference between the Supplement Security Income federal benefit 
rate for a couple and a single individuaL For the unmarried applicant, an allocation is made for each child of 
the applicant's living in the applicant's honsehold and is deducted first from the applicant's unearned 
income, and then, if there is a remainder, from the applicant's earned income. 

For the married applicant: 

An allocation is made for each child of the applicant's living in the applicant's household is deducted from 
the applicant's and applicant's spouses combined unearned income. rfthere is a remainder, it is deducted 
from the applicant's and applicant's spouse's earned income. 

TN No. 13-012 
Supersedes 
TN No. 07-002 

Approval Date: 5/30/14 Effective Date: June 1, 20'14 



State ofIndiana Supplement 8a to Attachment 2.6-A 
Page 2 

Tf a married applicant has stepchildren living in the home, the spouse's income must first be allocated to 
meet the needs of the spouse's own biological or adoptive dependent children and who are living with the 
. couple and are not dependent children of the applicant. This is done before combining the applicant's 
spouse's income with the spouse's income, whether the applicant's spouse has lll1earned or earned income, 
This allocation for an applicant's step-child is done first from the applicant's spouse's unearned income if 
the spouse has both earned and unearned income. 

For the applicant child: 

An allocation is made from the parent(s)' income to any dependent children that is a sibling of the applicant 
child living in the honsehold, The allocation is first made from combined unearned income of the each 
parent living with the applicant child. If there is a remainder, it is deducted from the combined earned 
income of each parent living with the applicant child, 

4, For children covered under 1902(a)(1O)(a)(i)(VI) and 1902(1)(1)(C): 

Disregard income in the amount of the difference between 133% and 150% of the Federal Poverty Level for 
the family size involved, as revised annually in the Federal Register. 
[Effective 711198] 

5. For children covered under 1902(a)(10)(A)(i)(VII) and 1902(I)(I)(D): 

Disregard income in the amount of the difference between 100% and 150% of the Federal Poverty Level for 
the family size involved, as revised annually in the Federal Register. 
[Effective 711198] 

6, For the groups covered by Section 1902(a)(1O)(A)(ii)(XV) and 1902(a)(10)(A)(ii)(XVI): 

- Parental income is exempt. 
- The income of the spouse of the applicant/recipient is exempt in the eligibility determination, 

[Effective 711/02] 

7, For pregoant women and infants covered under Section 1902(a)(10)(A)(i)(IV) and Section 1902(l)(1)(A) 
and 1902(1) (1) (B):: 

Disregard income in the amount of the difference between 150% and 200% of the Federal Poverty Level for 
the family size involved, as revised annually in the Federal Register. 

'More hberal income methods may not result in exceeding gross income limitation under Section 1903(f), 

TN No, 13-012 
Supersedes 
TN No: 09-010 

Approval Date: 5/30/14 Effective Date: June 1, 2014 
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8. All wages paid by the Censns Bureau for temporary employment related to Census activities are excluded 
for the following groups: 

-1L- Qualified children and pregnant women under 1902(a)(10)(A)(i)(IIJ). 

_x_ Poverty level pregnant women and infants under 1902(a)(1 O)(A)(i)(IV). 

_x_ Poverty level children aged 1 up to age 6 under 1902 (a)(lO)(A)(i)(VI). 

_x_ Poverty level children aged 6 up to age 19 under 1902 (a)(lO)(A)(i)(VII). 

_x_ Optional categorically needy groups under 1902 (a) (10) (A) (ii) as listed below: 

.1L Optional aged and disabled poverty level category under 1902(a)(10)(A)(ii)(X) 

.1L Independent foster care adolescents under 1902(a)(lO)(A)(ii)(XVIT) 

.1L Certain classifications of children covered under 1902(a)(10)(A)(ii)(I) as approved in Supplement 
1 to Attaclunent 2.2-A; 

.1L Disabled workers under J902(a}(lO)(A)(ii)(XV) 

NOTE: The Special Income Level Group under J902(a)(J O)(A)(ii)(V), the Individuals Who Would 
be Eligible !fIn an Institution Group under 1902 (aj (10) (AJ (ii) (VI) and the Hospice Group under 
1902 (aj (10) (AJ (ii) (VIJj cannot be included in this disregard. 

_ Medically Needy under 1902(a)(10)(C)(i)(III). 

_ All aged, blind, or disabled groups in 209 (b) states under 1902(f). 

l QMBs, SLMBs, and QI's under J905(p). 

*More liberal methods may nat resuh in exceeding gross income limitation under Section 1903(f) 

TN No. 13-012 
Supersedes 
TN No: 09-010 

Approval Date: 5/30/14 Effective Date: June 1,2014 
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STATE PLAN UNDER TITLE XIX OF TIlE SOCIAL SECURITY ACT 

MORE LIBERAL METHODS Or TREATING RESOURCES 
UNDER SECTION 1902 (r) (2) of the Act 

__ Section 1902(f) State l Non-section 1902(f) State 

I. CONSIDERATION OF REAL PROPERTY Al.'ID LIFE INTEREST IN REAL PROPERTY 

Eligibility groups covered: 

[8-1-89, SPA 89-3] 

Aged, Blind, and Disabled 1902(a)(1O)(ii)(X) and 1902(m)(J) and (3) of the Act 

Qualified Medicare Beneficiary-Section 1902 (A)(10)(E) of the Social Security Act 

Specified Low-Income Medicare Beneficiary-Section 1902 (a)(10)(E)(iii) and 1905 
(p )(3)(A)(ii) 

[SPA 02-003] 

Workers with Disabilities-Sections 1902 (a)(IO)(A)(ii)(XV) and 1902 (a)(IO)(A)(ii)(XVI) of 

the Social Security Act. 

A. Non-Exempt real property (including equity value) which would otherwise render an 
applicant/recipient ineligible is excluded from eligibility purposes if the applicant/recipient signs 
an agreement to sell or rent property and offers the property for sale or rent at current market 
value within 30 days of notification of eligibility in case of an applicant and 30 days from the 
sigrring of agreements by recipients. 

B. Income-producing property is exempt if the income is greater than the expenses of ownership. 

TNNo. 13-012 
Supersedes 
TN No. 02-003 

Approval Date: ---'..5'-,-,30,,--'1 __ 4 __ _ Effective Date: J\U1e L 2014 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

II. Consideration of Resources Invested in Qualified Term Care Insurance 

Eligibility Groups covered: 

Aged, Blind, and Disabled 1902(a)(l0)(ii)(X) and 1902(m)(l) and (3) of the Act 

Qualified Medicare Beneficiary-Section 1902 (a) (10) (E) of the Social Security Act 

A. A resource disregard in the amount specified in Item B below is given to an individual 
who has purchased a qualified long term care insurance policy as defined in Indiana Code 
12-15-39.6, or a long term care insurance policy issued in another state including both 
original partnership states that have entered into a reciprocal agreement with Indiana 
pursuant to Indiana Code 12-15-39.6-13 and Section 1917(b)(I)(c) of the Social Security 
Act and New Partnership States authorized under Section 6021 of Public Law 109-171, is 
such long term Care insurance policy is covered under the reciprocity agreement and has 
used such policy to pay long term care services in a setting other than an acute wing of a 
hospitaL 

Effective April 1, 2009, Indiana shall accept all of the reciprocity standards promulgated 
pursuant to Section 6021 (b) of Public Law 109-171 with respect to all other states agreeing to 
participate under such reciprocity standards. 

If an individual is entitled to a resource disregard under this provision, the individual's resources 
that are subject to the disregard are also disregarded in determining the eligibility of the 
individual's spouse or minor child, if the individual's resources would otherwise be considered 
in determining eligibility for the spouse or child. In determining eligibility for the spouse or 
child, the disregard applies to the following: 

(1) All resources in the sole name of the individual; 
(2) All ownership interest in resources held j ointly with someone other than the Medicaid 

applicant; and 
(3) Fifty percent (50%) of all resources jointly held with the Medicaid applicant. 

B. The amount of the disregard is equal to the following: 
(1) For individuals who purchase less than the State set dollar amount* of qualified 

insurance policy benefits, the amount of the disregard is equal to the amount of 
payments made under the insurance policy. 

(2) For individuals who purchase the State Set dollar amount* or more of qualified 
insurance policy benefit~, the amount of the disregard is equal to all of the 
individual's resources once the insurance policy benefits have been exhanste<L 

TNNo. 13-012 
Supersedes 
TN No. 09-005 

Approval Date: --.:5""/3,,,,0:.:/1::.4 __ _ Effective Date: Juoe 1, 2014 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

(3) For individuals who purchase a long term care insurance policy in another state and 
such policy is covered under a reciprocal agreement defined in Item A above, the 
amount of the disregard is equal to the amount of payments made under the insurance 
policy. 

C. The phrase "State set dollar amount" used in Item B above is equal to $305,603 in 
calendar year 2014 and increases by 5% compounded each calendar year, rounded to the 
nearest One dollar (i.e. year 2015 =; 320,883; year 2016 = $336,927; year 2017 = 

$353,773) 

D. Such disregard is in effect for the lifetime of the individual who has purchased the long 
term care insurance policy and used the policy to pay for long term care services. 

E. Resources disregarded under this provision are not subject to recovery of medical 
payments made on behalf of the individual. 

lliNo.13-012 
Supersedes 
lli No. 09-005 

Approval Date.---,5jJ:./3lQ0L1/14L.. __ _ Effective Date June 1, 2014 



. "', .--;.,-, 

State of Indiana Supplement 8b to AttacInnent 2.6-A 
Page 3 

STATE PLAN UNDER Tl1LE XIX OF TIIE SOCIAL SECURITY ACT 

MORE LIBERAL METHODS OF TREATING RESOURCES 
UNDER SECTION 1902 (r) (2) of the Act 

__ Section 1902(1) State .lL Non-section 1902(1) State 

Ill. CONSIDERATION OF lRREVOCABLE TRUSTS, FUNERAL AGREEMENTS, AND LIFE 

lNSURANCE POLICIES FOR FUNERAL AND BURIAL EXPENSES 

[411/14; SPA 13-012] Eligibility groups covered: 

Aged, Blind, and Disabled 1 902(a)(lOXii)(X) and 1902(m)(J) and (3) of the Act 

A, One (1) irrevocable trust that has a value of not more than ten thousand dollars ($10,000), 
exclusive of interest, and is established for the soJe purpose of providing money for the burial of 
the applicant or recipient is exempt. 

(1) The entire amount of an irrevocable funeral trust or escrow established under Indiana 
. state law, Ind. Code § 30-2-13 is exempt 

B. An irrevocable prepaid funeral agreement having a value of uot more than ten thousand dollars 
($10,000) is exempt. 

C. A life insurance policy with a face value of not more than ten thousand dollars ($10,000) to which 
provision is made to pay not more than ten thousand dollars ($10,000) toward the applicant or 
recipient's funeral expenses is exempt. 

An applicant or recipient who owns resources described by A, B, or C and the total value of those 
resources is more than ten thousand dollars ($10,000), the value of those resources that is more than ten 
thousand dollars ($10,000) is not considered an exempt resOurce in detennining the applicant's or 
recipient's eligibility for Medicaid. 

lV. WORK lNCENTIVE METHODOLOGIES 

Eligibility groups covered: 

Workers with Disabilities- Sections 1902 (a) (10) (A) (ii) (XV) and 1902 (a)(lO)(AXii)(XVI) of the 

Soc ial Security Act. 

A. Resources of the parents of applicants/recipients are exempt. 

B, Up to $20,000 of funds owned by the applicant/recipient that are approved by the central office of 

the Division ofFamiJy and Children as an "independence and self-sufficiency accouut" are 

exempt. Funds set aside for this purpose must be for the intention of purchasing goods or services 

that will increase or maintain the individual's employability. 

C, All retirement accounts owned by the applicant/recipient and spouse are exempt. 

TNNo.13-012 
Supersedes 
TN No. 02-003 

Approval Date 5/30/14 Effective Date June 1. 2014 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

1902{f} and 1917
of the Act

INDIANA

TRANSFER OF RESOURCES

The agency provides for the denial of eligibility by
reason of disposal of resources for less than fair market
value.

A. Except as noted below, the criteria for determining the
period of ineligibility are the same as criteria
specified in section 1613(c) of the Social Security Act
(Act) •

1. Transfer of resources other than the home of an
individual who is an inpatient in a medical
institution.

a. fZ.YJ

for transfers
occuring prior
to 7-1-88

The agency uses a procedure which provides
for a total period of ineligibility greater
than 24 months for individuals who have
transferred resources for less than fair
market value when the uncompensated value of
disposed of resources exceeds $12,000. This
period bears a reasonable relationship to
the uncompensated value of the transfer.
The computation of the period and the
reasonable relationship of this period to
the uncompensated value is described as
follows:

If the uncompensated value exceeds $12,000,
the period of ineligibility begins on the
date of the transfer and extends until the
individual incurs medical expenses, not
subject to payment by a third party,
equaling the uncompensated value, not to
exceed 5 years.

TN No. 91-22
Supersedes Approval Date
TN No. _8:;:;;5...-...8 _

Effective Date ~J~-~)~-~9~2 __

HCFA ID: 7985E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

b. fl::..YI

c. LI

INDIANA

The period of ineligibility is less than 24
months, as specified below:

If the uncompensated value is $12,000 or
less, the period of ineligibility begins
on the date of the transfer and extends
until the individual incurs medical expenses,
not subject to payment by a third party,
equaling the uncompensated value, not to
exceed 24 months.

The agency has provisions for waiver of
denial of eligibility in any instance where
the State determines that a denial would
work an undue hardship.

TN No. 91-22
Supersedes
TN No. 85-8

Approval Date Effective Date

HCFA IO: 798SE

1-1-92
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Revision: HCFA-PM-91~

AUGUST 19!H'

State: INDIANA

2. Transfer of the home of an individual who is an
inpatient in a medical institution.

A period of ineligibility applies to inpatients
in an SNF, ICF or other medical institution as
permitted under section 1917(c)(2)(B)(i).

See Addendum 1 to
Supplement 9 to
Attachment 2.6-A

Subject to the exceptions on page 2 of this
supplement, an individual is ineligible for 24
months after the date on which he disposed of
the home. However, if the uncompensated value
of the home is less than the average amount
payable under this plan for 24 months of care
in an SNF, the period of ineligibility is a
shorter time, bearing a reasonable relationship
(based on the average amount payable under this
plan as medical assistance for care in an SNF)
to the uncompensated value of the home as
follows:

TN No. 91-22
Supersedes
TN No. 85-8

Approval Date Effective Date

HCFA!O: 798SE

1-1-92
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

b. L/

INDIANA

SUbject to the exceptions on page 2 of
this supplement, if the uncompensated
value of the home is more than the
average amount payable under this plan as
medical assistance for 24 months of care
in an SNF, the period of ineligibility is
more than 24 months after the date on
which he disposed of the home. The
period of ineligibility bears a
reasonable relationship (based upon the
average amount payable under this plan as
medical assistance for care in an SNF) to
the uncompensated value of the home as
follows:

TN No. 91-22
Supersedes
TN No. 85-8

Approval Date 1~/l.e,q2- Effective Date

HCFA ID: 7985£

1-1-92
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

No individual is ineligible by reason of item A.2
if--

(i) A satisfactory showing is made to the agency
(in accordance with any regulations of the
Secretary of Health and Human Services) that
the individual can reasonably be expected to be
discharged from the medical institution and to
return to that home;

(ii) Title to the home was transferred to the
individual's spouse or child who is under age
21, or (for States eligible to participate in
the State program under title XVI of the Social
Security Act) is blind or permanently and
totally disabled or (for States not eligible to
participate in the State program under title
XVI of the Social Security Act) is blind or
disabled as defined in section 1614 of the Act;

(iii) A satisfactory showing is made to the agency
(in accordance with any regulations of the
Secretary of Health and Human Services) that
the individual intended to dispose of the home
either at fair market value or for other
valuable consideration; or

(iv) The agency determines that denial of
eligibility would work an undue hardship.

TN No. 91-22
Supersedes
TN No. 85-8

Approval Date Effective Date

HCFA ID: 7985E

1-1-92
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

3. 1902(f} States

1-1 Under the provisions of section 1902(f} of the
Social Security Act, the following transfer of
resource criteria more restrictive than those
established under section 19l7(c} of the Act,
apply:

B. Other than those procedures specified elsewhere in the
supplement, the procedures for implementing denial of
eligibility by reason of disposal of resources for less
than fair market value are as follows:

1. If the uncompensated value of the transfer is $12,000
or less:

2. If the uncompensated value of the transfer is more
than $12,000:

1-1-92J~/(rqz...- Effective Date _

HCFA ID: 7985E

Approval Date
TN No. 91-12
Supersedes
TN No. 85-8
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: INDIANA

3. If the agency sets a period of ineligibility of less
than 24 months and applies it to all transfers of
resources (regardless of uncompensated value):

4. Other procedures:

B. For transfers occuring on or after 7-1-88 the State
applies the provisions of Section 19l7(c) of the
Social Security Act.

An institutionalized spouse who (or whose spouse)
transferred resources for less than fair market value shall
not be found ineligible for nursing facility services, for
a level of care in a medical institution equivalent to that
of nursing facility services, or for home and community-based
services where the State determines that denial of eligibility
would work an undue hardship under the provision of section
19l7(c)(2)(D) of the Social Security Act.

TN No. 91-22
Supersedes
TN No. 85-8

Approval Date Effective Date

HCFA ID: 7985E

1-1-92
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Addend~ 1

to Supplement 9 to Attachment 2.6-A

Indiana

A period of ineligibility is not applied if the ecpl i can t transfers orooerty which meets the definition
of the home as outlined below. If the transferred crooertj does n8t ~eet the definition of the home •
.~ period of '~eljg;bility is aoolied 3S in Item A. 1.3. of Suppl~-ent 9 to Attachment 2.6-A, Page 1,
or Item b. ~f S~pp]ement 9 to Attac~ment 2.6-A, Page 2.

The "home' is defined as the principal place of residence of:

The ~pplicant/recipient;

The soouse of the applicant/recipient;

The parents of an applicant/recipient under age 18;

The biological or adootive child(ren) under 3ce 13 of the aoplicant/recipient; or

The biological or adoptive, di sabled or bl i nc cht l d] ren) aqe 18 or older of the
applic3nt/recipient.

The property is considered as "the home" until it is verified than none of the persons listed above
intends to reside there or is physically able to resice there .

Tlf 110. 85-8

Supercedes
1M 110. __~~__

Approva1 Date ,- ~ - /.. .: Effective Date _--'-_-=--=- _

HCFA IO: £/00021'
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STATE PUU~ U:rnER T:T:Z XIX OF TEE SOCIAL SECURITY ACT

IndianaState: ---l..lW.J..aW.<I- _

TRANsFER OF ASSETS

:'he agency provides for the denial of cer~ain Meclicaid services by reason
of disposal of asse~s f=r less ~han fair ~arket value.

1. Institutionalizecl individuals may be denied certain Medicaid
services upon disposing of asse~s fer leSB than fair market value
on or after the look-back date.

The agency withholds payment to institutionalized individuals for
the following services:

payments based on a level of care in a nursing facility:

payments based on a nursing facility level of care in a
medical institution:

Home and community-based services under a 1915 waiver.

2. Non-institutionalized individuals:

The agency applies these provisions to the following non
institutionalized eligibili~y groups. These groups can be
no more restrictive than those set forth in section 1905(a)
of the Social Security Act:

The agency withholds payment to non-instit~ticnalizedi~dividuals

for the following services:

Home health services (section 1905(a)(7»;

Home and community care for functionally disabled and
elderly adults (section 1905(a)(22»):

Personal care services furnished to individuals who are not
inpatients in certain medical institutions, as recognized
under agency law and specified in section 1905(a)(24}.

The following other long-te= care services for which
medical assistance is otherwise under the agency plan:

lQC,5Effective Date .~J~!J~n~p~~~~~__Approval Date
7TN No.

Supersedes
TN No.
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State: Indiana

TRANSFER OF ASSETS

3. Penalty Date--The beginning date of each penalty period imposed for an
uncompensated transfer of assets is:

the first day of the month in which the asset was
transferred;

x the first day of the month following the month of transfer.

4. Penalty Period - Institutionalized Individuals--
In determining the penalty for an institutionalized individual, the agency
uses:

x the average monthly cost to a private patient of nursing
facility services in the 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-instihltionalized 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:

TN NO. 03-024
Supersedes
TN NO. 95-017

Approval Date /0/31/0 j Effective Date: July I, 2003
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State:   Indiana        
 

TRANSFER OF ASSETS 
 

6. Penalty period for amounts of transfer less than cost of nursing facility 
care-- 

 
a. Where the amount of the transfer is less than the monthly cost of           

nursing facility care, the agency: 
 

 _X__ does not impose a penalty; 
 
_____  imposes a penalty for less than a full month, based on the                             

proportion of the agency's private nursing facility rate that 
was transferred. 

 
7. Transfers made so that penalty periods would overlap-- 

The agency: 
 
____ totals the value of all assets transferred to produce a single penalty 

period;  
 
_X_  calculates the individual penalty periods and imposes them 

sequentially. 
 

8. Transfers made so that penalty periods would not overlap-- 
The agency: 
 
____ assigns each transfer its own penalty period 
 
_X_  uses the method outlined below: 
 
For transfers made in consecutive months, the agency totals the 
uncompensated value of the transfers and establishes a penalty period, 
based on the cumulative transfer value, which begins in the month 
following the month of the first transfer, if that month does not occur in 
another transfer penalty period.     
 
 
 
 
 

______________________________________________________________________________ 
TN No. 03-025  
Supersedes  Approval Date______________ Effective Date __July 1, 2003 
TN No. _95-017  
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IndianaState: -....:..;.;..;;;.,:.,""""'''----------------
TRANSFER OF ASSETS

9. Penaltv cericds - ~=ansfer bv a spouse t~~t r~9ults i~ a penaltv
per~cci for the ~r.d~v~dua~--

( a) The aaenev aopor~io~s any existir.g penalty period between
the s;ouses ~~inQ the method outlined below, crovided the
spouse is eligibie for Medicaid.. A penalty cari" be assessed
against the spouse. and some portion or the penalty against
the ind.ividual remains.

The period of ineligibility, or any portion of that
period, is apportioned between the applicant or recipient
and the applicant's or recipient's spouse, if the spouse
otherwise becomes eligible for medical assistance as
specified in regulations promulgated under 42 U.S.C.
l396p(C)(4) by the Secretary of Health and Human
Services.

(bl If one s cous e is no longer subject to a penalty, the
remaining-penalty period must be served by the remaining
spouse.

10. Treatment of income as an asset--
When ~ncome nas been transferred as a lump sum, the agency will
calculate the penalty period on the lump sum value.

The agency will impose partial month penaL:v periods.

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
paymen-e.

For t::-ansrers of individual income pavmerres , the agency will
impose par-eial month penalty periods.

X For transfers of the right to an income stream, the agency
will use the ac-euarial value at all paymen-es transferred.

The agency uses an alternate method to calculate penalty
periods, as described below:

TN No. 95 Q17
Supersedes Approval Date
TN No.

Effec1:.iva Date June 1. 1995
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IndjanaState: - __......JJ.I,LJ.l~"- _

TRANSFER OF ASSETS

~1. I~Dos~tion of a oenaltv would work an undue hardship--
The agency aoes no~ apply tne transier oi assees prov~sions in any
case in which t~e agency determines that such an application wo~ld

work an undue hardship. The agency will use troe following
procedures in making undue hardship determinations:

The following criteria will be used to deteonine whether the agency
will not count assets transferred because the penalty would work
an undue hardship:

1995Effective Date ~,J~I~ln~e~~__~~__Approval Date
95-017TN No.

Supersedes
TN No.
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STATE PLAN UNDER TITLE XIX OF TIlE SOCIAL SECURITY ACT 

State: INDIANA 

TRANSFER OF ASSEI'S 

1917(c) For transfers of assets for less than fair market value made on or after November 9, 
2009, the agency provides for the denial of certain Medicaid services. 

1. 

TN No. 10-014 
Supersedes 
TN No. New 

Institutionalized individuals are denied coverage of certain Medicaid services 
upon disposing of assets for less than fair market value on or after the look
backdate. 

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. 

MAR 302011 
Approval Date Effective Date October 1. 2010 
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SUPPLEMENT 9(b) to AITACHMENT 2.6-A 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: INDIANA 

TRANSFER OF ASSETS 

2. Non-institutionalized individuals: 

TN No. 10-014 
Supersedes 
TNNo.New· 

The agency applies these provisions to the following non· 
institutionalized eligibility groups. These groups can be no more 
restrictive than those set forth in section 1905(a) of the Social 
Security Act: 

The agency withholds payment 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)(24). 

The following other long-term care services for which payment 
for medical assistance is otherwise made under the agency plan: 

MAR 302011 
Approval Date Effective Date October 1. 2010 
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3. 

IN No. 10-014 
Supersedes 
lNNo.New 

SUPPLEMENT 9(b) to AIT ACHMENT 26-A . 
Page 3 

STATE PLAN UNDER TITLE XIX OF TIlE SOCIAL SECURTIY ACT 

State: INDIANA 

TRANSFER OF ASSETS 

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; 

..L The State uses the first day of the month in which the 
assets were transferred 

_ The State uses the first day of the month after the month 
in which the assets were transferred 

or 

• the date on which the individual is eligible for medical 
assistance under the State plan and is receiving 
institutional level care services descnbed in paragraphs 1 
and 2 that. were it not for the imposition of the penalty 
period. would be covered by Medicaid; 

AND 

which does not occur during any other period of 
ineligibility for services by reason of a transfer of assets 
penalty. 

Approval Date MAR 30 2011 Effective Date October I. 2010 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: INDIANA 

TRANSFER OF ASSETS 

4. Penalty Period - Institutionalized Individuals--
In determining the penalty for an institutionalized individual, the agency 
uses: 

l the average monthly cost to a private patient of nursing facility 
services in the State at the time of application; 

the average monthly cost to a private patient of nursing facility 
services in the community in which the individual is 
institutionalized at the time of application. 

In determining the penalty for an institutionalized individual, the agency does 
not consider a total amount of $1 ,200 per year of assets transferred to a 
family member or nonprofit organization. 

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. 

l 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. 

TN No. 10-014 
Supersedes Approval Date UAR.1G 2BII Effective Date October 1.2010 
TN No. New 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: INDIANA 

TRANSFER OF ASSETS 

7. Penalty periods - transfer by a spouse that results in a penalty period for the 
individual--

(a) The agency apportions any existing penalty period between the 
spouses using the method outlined below, provided the spouse is 
eligible for Medicaid. A penalty can be assessed against the 
spouse, and some portion of the penalty against the individual 
remams. 

(b) If one spouse is no longer subject to a penalty, the remaining 
penalty period must be served by the remaining spouse. 

8. Treatment of a transfer of income 

When income has been transferred as a lump sum, the agency will calculate 
the penalty period on the lump sum value. 

When a stream of income or the right to a stream of income has been 
transferred, the agency will impose a penalty period for each income 
payment. 

• For transfers of individual income payments, the agency will 
impose partial month penalty periods using the methodology 
selected in 6. above. 

l 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. 

TN No. 10-014 
Supersedes 

MAR 302011 
Approval Date, __ _ Effective Date October 1. 2010 

TN No. New 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: INDIANA 

TRANSFER OF ASSETS 

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) Offood, clothing, shelter, or other necessities oflife. 

10. Procedures for Undue Hardship Waivers 

TN No. 10-014 
Supersedes 
TN No. New 

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 
of the individual with the consent of the individual or the individual's 
personal representative. 

Approval Date MAR SO 2011 Effective Date October 1.2010 
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TN No. New 

SUPPLEMENT 9(b) to ATTACHMENT 2.6-A 
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STATE PLAN UNDER TITLE XIX OF TIIE SOCIAL SECURITY ACT 

11. 

State: INDIANA 

TRANSFER OF ASSETS 

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 30). 

--L The Agency does not provide for payment to the nursing 
facility to hold the bed for the individual while an 
application for undue hardship waiver is pending. 

MAR 302011 
Approval Date Effective Date October 1. 2010 
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(liB) SUPPLEMENT 10 to ATTACHMENT 2.5-A
Page 1

STATE PLA.,.~ UNDER ':'::-:"E XIX OF T;rE SOCIiU. SECURITY .'\.CT

IndianaState:-- ..J.j.lI.L.L<U~ _

The agency does nc~ apply the trust prcv~s~ons in any case in which the
agency determ~~es that such applica~ion would work an undue hardship.

The following criteria will be used to determine whether ~he agency will
not count assets t=ansferred because doing so would work an undue
hardship:

Under the agency's undue hardship prov4s4ons, the agency exempts the
funds in an irrevocable burial trust.

The maximum value of the exemption for an irrevocable burial trust is
$._-----

TN No.
Supersedes
TN No.

95 un
86-8

Approval Date __~~~~~ _ Effective Date ']JlOp '995
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(KB) SUPPLEMENT 11 TO ATTACHMENT 2. 6-A
page 1
O'....B No.:

State/Territory: INDIANA

Citation Condition or Requirement

COST EFFECTIVENESS METHODOLOGY FOR
COBRA CONTINUATION BENEFICIARIES N/A

1902(u) of the
Act

Premi~ payments are made by the agency only if
such payments i :e likely to be cost-effective. The
agency specifies the guidelines used in determining cost
effectiveness by selecting one of the following methods:

The methodology as described in SMM section 3598.

Another cost-effective methodology as described
below.

1-1-92I-)~ -1 z..- Effective Date _-=-..,;:.....<.-=--__

HCFA ID: 79SSE

Approval Date
TN No. 91-22
Supersedes
TN No.
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Revision: HCFA-PM-97-2
December 1997

SUPPLEMENT 12 TO
ATTACHMENT 2.6-A
Page I
OMB No.: 0938-0673

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Indiana

VARIATIONS FROM THE BASIC PERSONAL NEEDS ALLOWANCE

1-1-85

1-1-87

1. Sheltered workshop participants and persons whose employment is part
of an individual habilitation plan - the personal needs allowance is the
amount specified in item 2a on Page 4a of Attachment 2.6-A, plus all
payroll taxes, plus transportation expenses, plus the amount
determined according to the following formula: Y2 of the remainder of
gross income minus the sum of $16, plus payroll taxes, plus
transportation expenses.

2. For individuals who have legal guardians - the personal needs
allowance is the amount specified in item 2a on Page 4a of Attachment
2.6-A, plus an amount not to exceed $35 per month, for court-ordered
guardianship fees paid to the legal guardian.

3. For individuals required to pay federal, state, and local income taxes
on unearned income - the personal needs allowance is the amount
specified in item 2a on Page 4a of Attachment 2.6-A, plus the amount
owed and paid for taxes.

TN No. 98-003 Approval Date (z //st2R
1

Effective Date 3-1-98
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Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Indiana

SECTION 1924 PROVISIONS

A. Income and resource eligibility policies to determine eligibility for institutionalized
individuals who have spouses living in the community are consistent with Section 1924.

B. In the determination of resource eligibility the State resource standard is theminimum
standard allowed by law.

C. The definition of undue hardship for purposes of determining if institutionalized spouses
receive Medicaid in spite of having excess countable resources is described below:

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 ofeligibility on the basis of having excess
resources would work an undue hardship.

TN No. 99-003
Supersedes
TN No. 97-004

Approval Date $/&/7/ Effective Date 1-1-99
HCFA ID: 7985E
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Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: INDIANA

ELIGIBILITY CONDITIONS AND REQUIREMENTS

INCOME AND RESOURCE REQUIREMENTS FOR TUBERCULOSIS (TB)
INFECTED INDIVIDUALS

For TB infected individuals under §1902(z) (1) of the Act, the income and resource
eligibility levels are as follows:

Not applicable. Indiana does
not cover this group.

TN No. 95-028
Supersedes
TN No.

Approval Date Effective Date 10-1-95



Attachment 2.6-A
Supplement 15

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

ELIGIBILITY UNDER SECTION 1931 OF THE ACT

The State covers low-income families and children under section 1931 of the Act

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 continues to apply the following waivers of provisions of Part A of Title
IV 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.

Section 402(a)(7)(8) of the Act and various provisions of 45 CFR
233.20(a)(3)(i) regarding resources.
The State's resource limit for Indiana Manpower Placement and
Comprehensive Training Program (IMPACT) recipient families is $1500.

Section 402(a)(18) of the Act and various provisions of 45 CFR
233.20(a)(3}(xiii) regarding the gross income test The State substitutes
the Federal Poverty Guidelines for the 185%-of-need standard for IMPACT
recipient families.

Section 402(a)(41) of the Act regarding deprivation. Deprivation
Requirements are not applied to anyone in the 1931 group.

Section 402(a)(1) and 402 (a)(19)(A) concerning statewideness. The State
maintains a control group of TANF recipients to whom the more liberal
waiver policies do not apply.

Section 402(a)(19)(G)(i), (ii), and (iii) of the Act concerning sanctions for
non-compliance with TANF work requirements as set forth in Section 2.1(k)
of the Waiver Terms and Conditions. The agency terminates medical
assistance for IMPACT recipients (except for certain pregnant women and
children) who fail to meet TANF work requirements,

* Eligibility under the TANF program is determined in the same manner as in the AFDC
welfare reform demonstration project for which the Title IV-A waivers were originally
approved.

TN No. 98-001 Approval Date ~j; 7-,1 2/ Effective Date 10/1/98
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Page 2 

State Plan under Title XIX of the Social Security Act 
State: I~I>I~A 

ELIGIBILITY UNDER SECTIO~ 1931 OF THE ACT 

The State covers low-income families and children under section 1931 of the Act. 

X The State uses less restrictive income and/or resource methodologies than those 
in effect as ofJuly 16, 1996, as follows: 

All wages paid by the Census Bureau for temporaty employment related to 
Census 2000 activities are excluded. [rn ~o. 00-002 effective 04-01-00.] 

All wages paid by the Census Bureau for temporaty employment related to 
Census activities are excluded. 

The income methodology being replaced is: 
Wages are counted when determining eligibility. 

T~ ~o. 09-010 
Supersedes: 
T~~o. ~ew 

Approval Date: JUL () ,6 2010 Effective I>ate: 1 % 1 /09 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: INDIANA 

DISQUALIFICATION FOR WNG-TERM CARE ASSISTANCE FOR INDIVIDUALS WITH 
SUBSTANTIAL HOME EQUITY 

1917(f) The State agency denies reimbursement for nursing facility services and other 
long-tenn 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 2011, 
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 2011, rounded to the nearest $1,000). 

The amount chosen by the State is ______ _ 

__ This higher standard applies statewide. 

__ This higher standard does not apply statewide. It only 
applies in the following areas of the State: 

__ This higher standard applies to all eligibility groups. 

This higher standard only applies to the following 
eligibility groups: 

The State has a process under which this limitation will be waived in cases of 
undue hardship. 

1N No. 10-014 
Supersedes 
1NNo. New 

Approval Date MAR S 0 2011 Effective Date October 1, 20) 0 
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__ -,-,Re\lisi9D~: _____________ _ SUPPLEMENT 17 TO ATIACHMENT 2.6 - A 

Page 1 

1940 (a) 
of the Act 

TN No.: 12-001 

1. 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Indiana 

ASSSET VERIFICATION SYSTEM 

The agency will provide for the verification of the 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 all mailing paper-based requests. 

(3) The system must nave 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. 

Approval Date: APR 272012 Effective Date: 01-01·2012 

Supersedes TN No.: _""N"'e"'w'---__ _ 



Revision: 
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SUPPLEMENT 17 TO AlJACHMENT 2.6 - A 
Page 2 

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

ASSET VERIFICATION SYSTEM 

2. System Development 

A. The agency itsetfwill develop an AVS. 

In 3 below, provide allY additional information the 
agency wants to include. 

~ B. The agency will hire a contractor to develop an AVS. 

__ C. The agency will be joining a consortium to develop an AVS. 

In 3 bdow, 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. 

__ D. The agency already has a system in pl.,e that meets the requirements 
for an acceptable AVS. 

E. Other alternative not induded In A. - D. above. 

In 3 below, describe this alternative approad', and how is will meet 
the requirements in Section 1. 

Approval Date: APR 27 2m2 Effective Date: 01-01-2012 

Supersedes TN No.: _"CN"'e"'w'--__ _ 
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Page 3 

STATE PLAN UNDERTITLE XIX OFTHE SOCIAL SECURITY ACT 
5tate: Indiana 

AS5ET VERIFICATION SYSTEM 

3. Provide the AVS implementation information re.quested for the implementation 
approach checked in Section 2, and any other information the agency may want to 
include. 

Indiana will issue an RFI in January 2012 for the purpose of identifying qualified vendors 
and gaining an Llnderstanding ofthe cost and system changes that will be necessary to 
Implement an AVS. 

TN No.:._-""12=--O",O,-,,l~ __ _ 
APR 212012 Approval Date: _____ _ Effective Date: 01-01-2012 

Supersedes TN No.: _..!.N"'e"'w'--__ _ 
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State Plan Under Title XIX of the Social Security Act 

State: _1n_d_ia_n_a ___ _ 

METHODOLOGY FOR IDENTIFICATION OF APPLICABLE FMAP RATES 

The State will determine the appropriate FMAP rate for expenditures for individuals enrolled in the adult 

group described in 42 CFR 435.119 and receiving benefits in accordance with 42 CFR Part 440 Subpart C. 

The adult group FMAP methodology consists of two parts: an individual-based determination related to 

enrolled individuals, and as applicable, appropriate population-based adjustments. 

Part 1-Adult Group Individual Income-Based Determinations 

For individuals eligible in the adult group, the state will make an individual income-based determination for 

purposes of the adult group FMAP methodology by comparing individual income to the relevant converted 

income eligibility standards in effect on December 1, 2009, and included in the MAGI Conversion Plan (Part 

2) approved by CMS on 02105/2015 . In general, and subject to any adjustments described 

in th is SPA, under the adult group FMAP methodology, the expenditures of individuals with incomes below 

the relevant converted income standards for the applicable subgroup are considered as those for which the 

newly eligible FMAP is not available. The relevant MAGI-converted standards for each population group In 

the new adult group are described in Table 1. 

1 

TN -15-007 Approval Date- 03/31115 Effective Date -0210112015 
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Table 1: Adult Group Eligibility Staodards and FMAP Methodology Features 

Covered Populations Within New Adult Group Applicable Population Adjustment 
Population Group RE!levant Population Group Income Standard Resource Enrollment Special Other 

Pro1ty Cap Orcumstent;e$ Adjustments 
For ea(h population group, indicate: the lower of: 

'" The reference ln the MAGI Converslon Plan {Part 
2) t.o the relevant irtCOme standard and the 
appropriate uo.~s-referen~e, -or Enter"Y" (Yes), *N" (No), or "NA" lfl the appwprlate column to inditate if 

<> 133%FPL the population adjustment will apply to ea th pop1,1latlon gro1,1p. Provide 

If a population group was not covered as of 12/1/09, 
addllion~l infmmatlon ln corresponding attachments. 

enter "Not covered". 

--
A B c D E 

Parents/Caretaker 
See Note #1 Below NIA NIA NIA NIA 

Relatives 
Disabled Persons, non~ 

See Note #2 Below NIA NIA NIA N/A 
institutionalized 
~· 

Dlsabled Persons, 
See Note #3 Below N/A NIA NIA N/A 

institutionalized 
Children Age 19 or 20 Not Covered NIA NIA NIA NIA 
ChlldlessAdults Not Covered NIA NIA NIA NIA 

Note #1: Attachment A, Column C, Une 1 of Part 2of the CMS approved MAGJ Conversion Plan, includlng any 
subsequant CMS approved mad~fications to the MAGI Conversion Plan. 

Note #2: Attachment A, Column C, Une 2 of Part 2. of the CMS appfoved MAGI Conversfan Plan, lnduding any 
subsequent CMS approv-ed modifications to the MAGI Conversion Plan. 

Note #3: Attachment A, Column c, Une 3 of Part 2of the CMS approved MAGI Conversion Plan, Including any 
subsequent CMS approved modifications to-the MAGI Conversion Plan. 

TN-~~ Approval Date-----
03131115 

Effective D.ate - 02/01 /2015 

2 
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Part 2 - Population-based Adjustments to the Newly Eligible Population 

Based on Resource Test, Enrollment Cap or Special Circumstances 

A. Optional Resource Criteria Proxy Adjustment (42 CFR 433.206(d)) 

1. The state: 

0 Applies a resource proxy adjustment to a population group(s) that was subject to a resource test 

that was applicable on December 1, 2009. 

~ Does NOT apply a resource proxy adjustment (Skip items 2 through 3 and goto Section B). 

Table 1 indicates the group or groups for which the state applies a resource proxy adjustment to the 

expenditures applicable for individuals eligible and enrolled under 42 CFR 435.119. A resource 

proxy adjustment is only permitted for a population group(s) that was subject to a resource test that 

was applicable on December 1, 2009. 

The effective date(s) for application o.f the resource proxy adjustment is specified and described in 

Attachment B. 

2. Data source used for resource proxy adjustments: 

The state: 

0 Applies existing state data from periods before January 1, 2014. 

0 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. 0 An enrollment cap adjustment is applied by the state (complete items 2 through 4). 

@ An enrollment cap adjustment is not applied by the state (skip items 2 through 4 and go to 

Section C). 

3 

TN_ 15-007 Approval Date- 03131115 Effective Date_ 02101/2015 
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TN:  22-0001-A Approval Date: 9/23/2022 Effective Date: 
Supersedes 04/01/2022 

TN: 15-007 

2 .  Attachment C describes any enrollment caps authorized in section 1115 demonstrations as of 
December 1, 2009, that are applicable to populations that the state covers in the eligibility group 
described at 42 CFR 435.119 and received full benefits, benchmark benefits, or benchmark equivalent 
benefits as determined by CMS. The 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. The state applies a combined enrollment cap adjustment for purposes of claiming FMAP in the adult
group:

□ Yes. The combined enrollment cap adjustment is described in Attachment C

□ No.

4. Enrollment Cap Methodology: Attachment C describes the methodology for calculating the
enrollment cap adjustment, including the use of combined enrollment caps, if applicable.

5. Special Circumstances (42 CFR 433.206(g)) and Other Adjustments to the Adult Group FMAP
Methodology

1. The state:

  Applies a special circumstances adjustment(s). 

  Does not apply a special circumstances adjustment. 

2. The state: 

     Applies additional adjustment(s) to the adult group FMAP methodology (complete item 3).

Does not apply any additional adjustment(s) to the adult group FMAP methodology (skip item 3 
and go to Part 3). 

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.



Supplement 18 to Attachment 2.6A 
Pages 

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 

IBl 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. 

D The state does not have any relevant populations requiring such transitions. 

Part 4 - Applicability of Special FMAP Rates 

A. Expansion State Designation 

The state: 

IBl Does NOT meet the definition of expansion state in 42 CFR 433.204(b). (Skip section Band go to 

Part 5) 

D Meets the definition of expansion state as defined in 42 CFR 433.204(b), determined in 

accordance with the CMS letter confirming expansion state status, dated-------· 

B. Qualification for Temporary 2.2 Percentage Point Increase in FMAP. 

The state: 

D Does NOT qualify for temporary 2.2 percentage point increase in FMAP under 42 CFR 

433.10(c){7), 

D Qualifies for temporary 2.2 percentage point increase in FMAP under 42 CFR 433.10(c)(7),. 

determined in accordance with the CMS letter confirming eligibility for the temporary FMAP 

increase, dated . The state will not claim any federal funding for individuals 

determined eligible under 42 CFR 435.119 at the FMAP rate described in 42 CFR 433.lO(c)(G). 

5 

TN_ 15-007 03/31/15 
Approval Date-___ _ Effective Date_ 02/01/2015 
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TN: 22-0001-A Approval Date:9/23/2022 Effective Date: 04/01/2022 
Supersedes 
TN: 15-007 

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 – Conversion Plan Standards Referenced in Table 1

□ 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

PRA Disclosure Statement 

According to the Paperwork Reduction At.t of 1995, no persons are required to respond to a collection of Information unless It displays a valid OMS 
control number. The valid 0MB control number for this Information c o llection ls 0938-1148. The time required to complete this information 
collection ls estimated to average 4 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, Mailstop C4·26•05, Baltimore, 
Maryland 21244-18S0. 



Supplement 18 to Attachment 2.6A 
Attachment A 

Most Recent Updated Summary Information for Part 2 of the Modified Adjusted Gross Income (MAGI) Conversion Plan* 
INDIANA 

S.ource of 
Same as information in 

converted Column C (New Data 
Net Converted eligibilty SIPP conversion or source for 

standard standard standard? Part 1 of approved Conversion 
as of forFMAP (yes, no, state MAGI (SIPP or 

Population Group 12/1/09 claiming or n/a) conversion plan) state data) 

A B c D E F 

Conversions for FMAP Claiming Purp95es 
. . . i i'•. \ ··· ... ·.·.::_:· .·.· . 

. ·······> ·.····· .i . <· ·.··. ·.•· ''. -. ·'. 
:·<':·.-.<:-::<,' -·.:-··:'. -.. '_. ·-:._ .. -·:. : ·.:;·._·. 

Parents/Caretaker Relatives 

Dollar standards by family size 
1 $139.50 $152 
2 $229.50 $247 
3 $288.00 $310 

Part 1 of approved 
1 yes state MAGI state data 

4 $346.50 $373 conversion plan 
5 $405.00 $435 

6 $463.50 $498 
7 $522.00 $561 
add-on $58.50 $63 

Noninstitutlonal!zed Disabled Persons 
2 100% 102% n/a new SIPP conversion SIPP 

SS! FBR% 

Institutionalized Disabled Persons 
3 300"/o 300% n/a 

ABO Conversion 
n/a Template 

SS! FBR% 

4 
Chlldren Age 19-20 

n/a n/a n/a n/a n/a 

Childless Adults 
5 n/a n/a n/a n/a n/a 

*The contents of this table '!fill be updated automatically in the case of modifications in the CMS approved MAGI 
. Conversion Plan. 

TN: 15·007 
. 03/31/15 
Approval Date: ____ _ Effective Date: 02/01/2015 
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Attachment D 

TN: 22-0001-A Approval Date: 9/23/2022 Effective Date: 04/01/2022 

Attachment D – Special Circumstances Adjustment and Other Adjustments to the Adult Group FMAP 
Methodology  

Upon approval of the 12-month postpartum extension, Indiana will implement this proxy methodology 
to account for the proportion of individuals covered under the extended postpartum coverage option 
who would otherwise be eligible for coverage in the adult group and for the newly eligible FMAP under 
section 1905(y) of the Act.  To calculate this proxy, historical member months used in the calculation 
met the following criteria: 

• Aid categories MAMA - pregnant women under 138% FPL; and MAGP- pregnant women
between 139% and 213% FPL

• All non-disabled adult and adolescent pregnant individuals are enrolled in one of these two
categories. Non-citizens lacking satisfactory immigration status were excluded

• Member months between three and 12 months after the date of delivery (Date_Delivery) or
end pregnancy date (Date_Exp) on the Recipient_Pregnancy table in the Enterprise Data
Warehouse, using historical data in which the end of pregnancy event occurred from August
2018 through February 2019

The state selected the timeframe of August 2018 since it was after the state introduced the MAMA aid 
category and completed the transition. February 2019 was selected in order to allow for 12 postpartum 
months prior to the COVID-19 pandemic. From August 2018 through February 2019, 29,130 birth and 
miscarriage events were identified for individuals meeting the criteria listed above. The 29,130 events 
generated 242,550 member months corresponding to the months between 3 months and 12 months 
post-partum.  (Please note that this is less than 10 months per event due to multiple events for some 
members. For example, if a member suffered a miscarriage, and then five months later suffered a 
second miscarriage, the postpartum period for the first event would be truncated.) Each of the 
postpartum period member months were individually evaluated to determine whether the member was 
1) newly eligible, 2) not newly eligible, or 3) disenrolled from Medicaid during that month. Of the
242,550 member months, there were 58,850 member months during which the member was
determined to be ”newly eligible”.  This number was then divided by 242,550 to equal Indiana’s Proxy
Percentage for claiming.  Indiana’s Proxy Percentage for claiming is 24.3%. Therefore, approximately
24.3% of postpartum extension member months (months 3 through 12 postpartum) in the data period
were classified as newly eligible.

Operationalizing the Methodology Process – this is used to track who we apply the proxy to, members 
who are in months 3-12 of the postpartum period.  

A postpartum extension indicator (ZZ_POST_PARTUM_IND) will be added to the Standard Interface (SI) 
claim header and claim detail tables to identify expenditures that meet both requirements below: 

• Aid categories MAMA and MAGP

• First date of service is 60 days after, and no later than one year after, the date of delivery
(Date_Delivery) or end pregnancy date (Date_Exp) on the Recipient_Pregnancy table in the EDW.



Attachment E: Transition Methodologies 

Supplement 18 to Attachment 2.6A 
Attachment E 

Prior to implementation of HIP 2.0, which will provide coverage to individuals eligible under 42 CFR §435.119, Indiana 
operated HIP 1.0 under 1115 waiver authority. HIP 1.0 provided eligibility to adults betw.een the ages of 19 and 64 with 
a household income less than 100% FPL who are not otherwise eligible for Medicaid, with an enrollment cap for non
caretakers. Eligibility fa~ HIP 1.0 was determined in accordance with Modified Adjusted Gross Income (MAGI) 
guidelines. Individuals eligible under HIP 1.0 will continue to be eligible for HIP 2.0 as the eligibility determination 
process is the same. With the implementation of HIP 2.0, HIP 1.0 enrollees will administratively become eligible under 
42 CFR §435.119. These individuals will experience a seamless transition in coverage as of the effective date of HIP 2.0. 
As of 12/1/09 Indiana did not provide full, benchmark, or benchmark equivalent benefits to the HIP population. 
Therefore, upon the HIP 2.0 1115 waiver effective date the State will begin collecting enhanced FMAP for this 
population. 

TN: 15-007 
03/31/15 

Approval Oate: ----- Effective Date: 02/01/2015 
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Revision: HCFA-PM-9l~

AUGUST 1991

State/Territory:

(BPD)

Indiana

ATI'ACHMENT 3.l-A
Page 1
OMB No.: 0938-

. :.

," '.J 1.

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Inpatient hospital services other than those provided in an
institution for mental diseases.

Provided: L-/No limitations Lx/ With limitations·

2.a. Outpatient hospital services.

Provided: L-/No limitations With limitations.

b. Rural health clinic services and other ambulatory services furnished
by a rural health clinic.

L-X/ Provided: L-/ No limitations

1--/ Not provided.

L-~With limitations*

c. Federally qualified health center (FQHC) services and other
ambulatory serv~ces that are covered under the plan and furnished by
an FQHe in accordance with section 4231 of the State Medicaid Manual
(HCFA-Pub. 45-4).

, '
1-]/ Provided: L-/ No li~itations L-~With limitations*

d. AmbUlatory services offered by a health center receiving funds under
section 329, 330, or 340 of the Public Health· Service Act to a pregnant
woman or individual under 18 years of age.

L--/ Provided: L-I No limitations

3. Other laboratory and x-ray services.

L-/With limitations*

Provided: L-/ No limitations LK/With limitations*

*Description provided on attachment.

(
\.

TN No. 91 19
supersedes Approval Date
TN No. 90-13

Effective Date

HCFA 10: 7986£

1-1-92



REVISION 

State of Indiana 

ATTACHMENT 3.1-A 
Page 2 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES 

FURNISHED TO THE CATEGORICALLY NEEDY 

4.a Nursing facility services (other than services in an institution for mental diseases) for individuals 21 

years of age or older. 

Provided: No limitations ...x. With limitations' 

4.b. Early and periodic screening, diagnostic and treatment services for individuals under 21 years of 

age, and treatment of conditions found.' 

4.c Family planning services and supplies for individuals of child-bearing age. 

Provided: No limitations L With limitations' 

4.c (i) Family planning services and supplies for individuals who are not pregnant and for individuals 

eligible pursuarlt to Attachment 2.2-A Page 23f. 

Provided: No limitations L With limitations' 

'Description provided on attachment. 

TN No. 11-025 
Supercedes Approval Date MAl? 262012 
TN No. 93-019 

Effective Date 10-1-12 
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State/Territory: Indiana

ATTACHMENT 3.1-A.
Page 3
OMBNo.: 0938-

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

.~:.~ A~•. ~ ~.,o-!- .
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b • Optometrists' services.

LA..! Provided: LI No limitations

1-1 Not ,provided.

c. Chiropractors' services.

LX..! Provided: LI No limitations

1-1 Not provided.

d. Other practitioners' services.

~With limitations*

~/With limitations*

a.J Provided: Identified on attached sheet with description of
limitations, if any.

(~ . ,
-. '..:

1-1 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: LINo limitations ll/With limitations*

b. Home health aide services provided by a home health agency.

Provided: LINo limitations ~/With limitations*

c. Medical supplies, equipment, and appliances suitable for use in the
home.

Provided: LINo limitations

*Description provided on attachment'-

~/With limitations*

('" .'
~ ..

TN No. 91-19
Supersedes Approval Date
TN No. 85-12

Effective Date 1-1-92

HCFA ID: 7986E

-----'---
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State/Territory: Indiana

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Physical therapy, occupational therapy, or speech pathology and
audiology services provided by a home health agency or medical
rehabilitation facility.

' .. '0,' .: ~_'. ~.

. ,
" l';.'

--. ".,
'. ' .. -~ r

d •

L-X/ Provided: 1-/ No limitations

1--/ Not provided.

LJqWith limitations~

(

8. Private duty nursing services.

LK-I Provided: 1-1 No limitations

1--1 Not provided.

~Description provided on attachment.

TN No. 91 19
supersedes Approval Date _--":'-~""":~::""_

TN No. 85-12

L2VWith limitations~

Effective Date ] -J 92

HCFA ID: 7986E
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KAY 1985

(BERC) ATTACHKKHT 3.1-A
Pa~e 4
OKB HO.: 0938-0193

AMOUlIT, DURATIOIl.lJlD SCOPE OF JmDICAL
AND RKKEDIAL CARE AND SERVICES PROVIDED TO THI CATEGORICALLY NEEDY

9. Clinic services.

iii Provided: LI lio limitations With limltations*

__I __I Not provided.

10. Dental services.

~ Provided: L' Ho limitations

t:_' Hot provided.

11. Physical therapy and related services.

a. Physical therapy.

~ Provided: L-! Ho limitations

__' __I Not provided.

~ With limitations*

~ With 1imitations*

b. ~.;:::::.:~.r~.

__1 __' Not provided.

tlo lim! tations !i:JI With limltations*

With limitations*" ..,
'"":".'.

c. Services for individuals with speech, heariot. and lan&uage disorders
(provided by or under the supervision of a speech patholotist or
audiolotlst) •

$ Provided: LI llo limitations

__I __I Hot provided•

. d. Re~i ratory therapy .
. ~ Provided with limitations.

*Description provided on attachmen~

Tll No. 91-19"
supersedes
TN Ho. 85-12

. ,

Approval Date '5 - q . (1 Z: Effective Date ~~~2----

HCFA ID: 0069P'OOO2P
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ATTAClOltrl J .l-A
fa,. 5
OKS NO.: 093e-0193

AMO\Illl', DURAT!all AiD SCOf E OF KEIlI CAL .
AND RDlEDIAL C.uE AJII) SERVICES PIlOVIDED TO THE CATEGORICALLY BEED'!

12. P~esc~ibed dcu&s, dantures, and prosthetic devices: and eye&lasses
p~esc~ibed by a physicIan skilled in diseasas of the eye or by an
optomet~iat.

a. Prese~ibed druSS'

lJl:i P~ovided: L! 110 limitations

_I_I Bot provided.

b. Dentures •

~p~ovided: L-I No limitations

O· Ilot provided.

c. P~ostbetic devices.

¢ P~ovided: U 110 limitations

1-1 Vot provided.

d. Eyes!al$Ses.

t;ii Provided: L-I se limitations

_1_' Hot 'Provided.

!£D with limitations'"

~ith limitations'"

tiJI With limitations"

)I3j With limitations.

13. other dia&nostie. screenin&. preventive, and rehabilitative services,
i.e., other than those provided elseWhere in the plan.

a. Dia,nostic services.

;;t7 P~ovided: L-I' llo limitations

__I __I liot p~ovided.

"'OucrlptiOIl provided On attachrnen~

J:Xt Wlth lillli tations"

HerA 10: 0069P/0002P

TOTHL P. [12
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OKB iO.: 0938-0193

AMOOllT. DURATIOH IJID SCOPE OF KRDICAL
AYD REKEDIAL CIJU! A.IlD SERVICES PROVIDED TO THB CATEGORICALLY IIKKDY

b. Screenint services.

,XXI Provided: L' No limltatlonll

£--' Hot provided.

e. Preventive services.

t...:iJ! Provided: LI WO limitations

_,__I ~ot provided.

d. Rehabilitative services.

,X~ Provided: L' Ho limitations

L--' Not provided.

/13i With IlmltaHonll*

~ With limitations*

·l~. Services for individuals ate 65 or older in institutions for ..ntal
diseases.

a. Inpatient hospital services.

,XX, Provided: I , No limitations

__' __I Rot provided.

b. Skilled nursin& facility service••

_'__I Provided: LI No limit.tionll

IXXI Not provided.

e. Intermediate care facility services.

L--' Provided: LI Ho limitations

~, Not provided.

"'Description provided on attachment.

}Oq With Ilm1tations*

LI With limitationll*

LI With llmltaUons*

\.

Til 110. 92-11
SupeC'lledea
TIl 110. -2.l= ~ 9

I

AppC'oval Date gffective Dale 10 -1-92

HCYA ID: 0069P/Q002P



Revision: HCFA-I'M-86-20 
SEPTlCMIlER 1986 

(IlERC) ATTACHMENT 3.I-A 
Page 7 

15. 

16. 

17. 

18, 

II. 

State/Tcl'ritol'y _________________ _ 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED 

TO THE CATEGOI~ICALLY NEEDY 

Intcl'mediate cat'e facility sel'\'ic-es (othel' than such services in nn institution fol' mental 
diseuses) fOl' persons detel'mined in accordance with section 1902(a)(31)(A) of tile Act l to he 
ill nced of such cnre. 

IXII"'ovideo II No limitations 

IXI With limitations* II Not P"ovloed: 

b. Including such seniccs In a I)ublic Institution (or distinct part thereof) rOl' the mcntally 
I'etat'ded 01' persons with I'elated conditions, 

IXll'rovided II No limitations 

IXI With limitations· II Not Provided: 

Inpatient psychi"tI'ic facility seniccs fOl' individuals under 22 yelll's of age. 

IXI Provided II No limitations 

IXI With limitations' II Not Provided: 

Nurse-midwife sen'ices 

I X I Provided I I No limitations 

IXI Wilh limitations' II Not Provided: 

Hosl)ice cnre (in accordance with section 1905(0) ofthe Act), 

IXll'l'Dvided II No Ihnitlltions 

IXI Pl'Ovidc:d in accordance with section 2302 of tile Affordable Cnl'e Act 

IXI With limit"tions· I I Not P!'Ovided: 

·Description 11I'ovided 011 attnchmcllt 



Revision: HCFA-PM-94-4 
Apr!11994 

(MB) Attachment 3.1-A 
PageS 

STATE PLAN UNDER TITLE XIX OFTHE SOCIALSECURIT)' ACT 
State/Territory: _____ -"'n"d"ia"'n"a'--_______ _ 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

19. Case management services & Tuberculosis related services. 

a. Case management services as defined in, and accord·mg to the group spedfied ·m, 
Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19) or section 
1915(g) olthe Act). 

Provided: With limitations 

_X_ Not provided. 

b. Special tuberculosis (TB) related services under section 1902(z}(2) otthe Act. 

Provided: WIth limitations '" 

_X_ Not provided. 

20. Extended services for pregnant women 

a. Pregnancy-related and postpartum services for a 60-day period after the pregnancy 
ends and any remaining days in the month in whjch the 60th day falls 

_X_ Addiflonal coverage ++ 

b. Services for any other medical conditions that may complicate pregnancy. 

++ 

* 

Additional coverage ++ 

Attached is a description of increases in covered services beyond limitations for all 
groups described in this attachment and/or any additional services provided to pregnant 
women only. 

Description provided on attachment. 

TN No. 11-013 Approval Date: m J 8 2IIIZ Effective Date: July 1. 2011 
Supersedes 
TN No. - 94-013 
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State/Territory: =I~n~d~l~'=a~n~a~ __

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEOIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

21. Ambulatory prenatal care for pregnant women furnished during a
presumptive eligibility period by a qualified provider (in accordance
with section 1920 of the Act).

I/
L--/ Provided: 1-/ No limitations

/X / Not provided.

1-/ With limitations*

22. Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act).

IX / Provided: ~/ No limitations

L--/ Not provided.

1-/With limitations*

23. Pediatric or family nurse practitioners' services.

c..
'" .:"

Provided: 1-/ No limitations

*Description provided on attachment.

l-~With limitations*

TN No. 91 19
Supersedes Approval Oate
TN No. 90-20

Effective Date 1-1-92

HCFA ID: 7986E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

State/Territory: Indiana 

SECTION 3 – SERVICES:  GENERAL PROVISIONS 

3.1 Amount, Duration, and Scope of Services 

Medicaid is provided in accordance with the requirements of sections 1902(a), 1902(e), 1903(i), 1905(a),   
       1905(p), 1905(r), 1905(s), 1906, 1915, 1916, 1920, 1925, 1929, and 1933 of the Act; section 245(A)(h) of 
       the Immigration and Nationality Act; and 42 CFR Parts 431, 440, 441, 442, and 483. 

A. Categorically Needy

24. Any other medical care, and any other type of remedial care recognized under State law, specified by the
Secretary in accordance with section 1905(a)(28) of  the Social Security Act and 42 CFR 440.170.

☒ Non-emergency transportation is provided in accordance with 42 CFR §431.53 as an administrative
Service.
☐ Without limitations ☒ With limitations (Describe limitations in a Supplement to 3.1A either

a Supplement or in Attachment 3.1D)

  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 (Describe limitations in either a Supplement to
3.1A or in Attachment 3.1D)

(If non-emergency transportation is provided without a broker as an optional medical service or as an 
administrative service, the state should describe in Attachment 3.1D how the transportation program 
operates including types of transportation and transportation related services provided and any 
limitations.  Describe emergency and non-emergency transportation services separately.  Include any 
interagency or cooperative agreements with other Agencies or programs.) 

☒ 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).

☒ 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 (Please indicate the areas of State that are covered by the broker.  If the
State  chooses to contract with more than one broker the State must provide a separate preprint for each broker) 

☒ (10)(B) comparability

5/24/18
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(23) freedom of choice

(2) Transportation services provided will include:

wheelchair van

taxi

stretcher car

bus passes

tickets

secured transportation

other transportation (if checked describe below other types of transportation
provided.) - Volunteers, gas reimbursement for family members and close associates

(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
transportation 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:

(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.) The broker shall not itself be a 
provider of transportation; however the state may require that the broker own/operate and have available vehicles 
referred to as “quick response vehicles” in the event the scheduled transportation provider is unavailable for 
transport or if there are no other qualified providers available to provide the transportation. The state 
acknowledges that the broker will use quick response vehicles only as a back-up measure to assure that 
beneficiaries are able to access medical service and not as a standard means of transportation. Usage of quick 
response vehicles are limited to selected counties. The State of Indiana discusses provider network weekly with 
SET to monitor the situation and to work on solutioning the gaps in the network.  These meetings will continue 
until all QRVs would be retired.

(4) The broker contract will provide transportation to the following categorically needy
mandatory 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
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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 VIII

     (very-low income adults who are not otherwise eligible under any other   
 mandatory eligibility group) – Becomes effective January 1, 2014, but states 
 can elect to cover now as an early option.
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TN # 23-0010 

Supersedes  Approval Date: August 28,2023 Effective Date: July 1, 2023 

TN# 20-009

(5) (A)  The broker contract 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 (please note that the broker may

only provide transportation to and from 1905(a) services)

☒ 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

☒ Individuals disabled age 18 or younger who would require an institutional

level of care (TEFRA 134 kids).

(B) Any beneficiary enrolled in fee-for-service who is also eligible for transportation coverage will have his or

her non-emergency transportation arranged through a broker.

i. Non-emergency transportation services for basic life support and advanced life support ambulance

transportation.

ii. Non-emergency transportation services for members residing in nursing facilities.

(6) Payment Methodology

(A) Please describe the methodology used by the State to pay the broker:

  The broker receives a fixed monthly risk-based capitated payment for all FFS members. 

This all-inclusive rate will cover all costs associated with the contract.  The capitated rate 

may be adjusted on an annual basis. 

(B) Please describe how the transportation provider will be paid:

The broker maintains a network of providers and is responsible for direct payments to

providers. 

(C) What is the source of the non-Federal share of the transportation payments?
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Describe below the source of the non-Federal share of the transportation payments proposed under the 
State plan amendment.  If more than one source exists to fund the non-Federal share of the transportation 
payment, please separately identify each source of non-Federal share funding.

State General Assembly funding

(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.   

(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(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-
government 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. QRVs will operate in the following counties: Allen, Bartholomew,
Blackford, Boone, Clark, Clay, Dearborn, Decatur, Delaware, Elkhart, Fayette, Floyd,
Franklin, Grant, Greene, Hamilton, Hancock, Harrison, Hendricks, Henry, Howard,
Huntington, Jackson, Jefferson, Jennings, Johnson, Knox, Kosciusko, La Porte,
LaGrange, Lake, Lawrence, Madison, Marion, Marshall, Monroe, Morgan, Noble,
Ohio, Orange, Owen, Porter, Posey, Putnam, Ripley, Rush, Scott, Shelby, St. Joseph,
Starke, Vanderburgh, Vermillion, Vigo, Wabash, Warrick, Washington, Wayne, Wells



TN # 20-009 
Supersedes TN# 18-004          Approval Date__________ Effective Date 8/1/2020 

State of Indiana ATTACHMENT 3.1-A
Page 9c-1 

(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.



State of Indiana ATTACHMENT 3.1-A 
Page 9d 

Approval Date:  Effective Date: July 1, 2023 
TN # 23-0010     
Supersedes 
TN#   

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 amount charged to other human services agencies for the same service. 

(9) Please provide a complete description of how the NEMT brokerage program operates.  Include all services
provided by the broker (call center, over-sight of providers, etc.).  If applicable, describe any

           transportation services that will not be provided by the broker and how these services will be 

The FSSA contracts with a single broker for the administration of the Non-Emergency Medical Transportation 
program for the FFS population.  The broker is responsible for the following activities: 

Ensuring that members seeking NEMT services are eligible for Indiana Medicaid services
Ensuring that non-emergency transportation providers are first enrolled as Indiana Health Coverage
Programs (IHCP) providers.
Recruiting, maintaining, and continuously improving a network of local qualified transportation
providers, which is available statewide.  This network includes, but is not limited to, specialized
motor vehicles, common vehicles, taxies, and public transit.
Scheduling recurring trips, one-time trips, advance reservations, hospital and emergency room
discharges, trip which require prior authorization, and requests for urgent trips.
Determining the appropriate mode of transportation to meet a member’s medical needs, including
any special transport requirements for medically fragile or physically/mentally challenges members
or long-distance travel requirements.
Seeking and confirming any prior authorization requirements in accordance with state and federal
requirements.
Responding to telephone and written inquiries from members, their representatives, health care
providers, non-emergency transportation providers, and other stakeholders.
Assisting the state with ongoing program operations, policy and procedures development and review,
monthly status meetings with FSSA and related contractors, and a monthly quality improvement
committee.
Tracking and resolving quality issues and any other issues as identified within the state’s quality
strategy, as appropriate.
Reimbursing claims for services rendered.

Determining payment based on the least expensive mode and the shortest, most efficient route.
Monitoring and controlling fraud, waste, and abuse from transportation providers.

The broker is not responsible for the following non-brokered services: 
i. Non-emergency transportation services for basic life support and advanced life support

ambulance transportation.
ii. Non-emergency transportation services for members residing in nursing facilities.

Nursing facility services for patients under 21 years of age 
Provided   No Limitations   With Limitations*   Not Provided

Services provided in Religious Nonmedical Health Care Institutions. 
Provided   No Limitations   With Limitations*   Not Provided

Emergency Hospital Services 
Provided   No Limitations   With Limitations*   Not Provided



TN # 18-004 
Supersedes TN# _NEW__ Approval Date___________ 

Effective Date__1/1/18____ 
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TN # 22-0013 Approval Date: Effective Date: 1 1 23 
Supersedes  
TN # 92-023 

      AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE ANO SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

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

provided X not provided 

26. Personal care services in recipient’s home, prescribed in accordance with a plan of
treatment and provided by a qualified person under supervision of a registered nurse

Provided   No Limitations   With Limitations*   Not Provided

Electronic Visit Verification System. The state became compliant with the Electronic Visit 
Verification System (EVV) requirements for personal care services on 
January 1, 2021, in accordance with section 12006 of the 21st Century CURES Act. 



State of: Indiana 

Attachment 3.I·A 
Page lOa 

Program of AlI·Inclusive Care for the Elderly State Plan Amendment 

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 3 to Attachment 3.1-A. 

~ Election of PACE: By virtue of this submittal, the State elects PACE as an 
optional State Plan service. 

No election of PACE: By vu-tue ofthis submittal, the State elects to not add 
PACE as an optional State Plan service. 

TN No. 12-006 
Supersedes 
TN No. New 

Approval Date: 2!8! 13 Effective Date: October 1, 2012 



State: Indiana 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE 
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Attachment 3.1-A 
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freestanding Birth Center Services (in accordance with section 1905(a)(28) and 1905(1)(3)(A)-(c) of the Act). 

28. (i) Licensed or Otherwise State-Approved freestanding Birth Centers 

Provided: [' No limitations ~ With limitations I . None licensed or approved 

28. (ii) licensed or Otherwise State-Recognized covered professionals providing services in the Freestanding 
Birth Center 

Provided: 

TN No. 11-024 
Supercedes 

TN No. New 

U No limitations X With limitations 

Approval Date _UAR_,_1_3~2D_12 Effective Date: February 1. 2012 
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AND SERVICES TO THE CATEGORICALLY NEEDY 
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29. Psychosocial rehabilitation services 

Provided: 

TN No. 16-002 
Supersedes 
TN No. New 

0 No limitations X. With limitations 

Approval Date 9/7 /16 Effective Date: 8/15/2016 
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1. Inpatient Hospital services Provided with limitations. 
Inpatient hospital services are covered when provided or prescribed 
by a physician and when the services are medically necessary for the 
diagnosis or treatment of the recipient's condition.  Reimbursement 
shall not be made for any hospital services not covered under the 
Medicaid program. 
The following require prior authorization: 

(1) any procedure ordinarily rendered on an outpatient basis
when rendered on an inpatient basis

(2) psychiatric inpatient admissions
(3) rehabilitation, including substance abuse, inpatient

admissions
(4) burn inpatient admissions
(5) out of state hospitalization
(6) nonemergent inpatient admissions

The following are exempt form the prior authorization requirements: 
(1) Inpatient hospital admissions when covered by Medicare.
(2) Routine vaginal and cesarean section deliveries.

If an inpatient procedure requires prior authorization and prior 
authorization is either not obtained or denied, reimbursement for the 
inpatient procedure and any associated services, including inpatient 
days, shall be denied.  

2.a. Outpatient Hospital services Provided with limitations.
Outpatient hospital services are covered when provided or prescribed 
by a physician and when the services are medically necessary for the 
diagnosis or treatment of the recipient's condition.  Reimbursement 
shall not be made for any hospital services not covered under the 
Medicaid program. For general anesthesia services, documentation in 
the patient's record must include specific reasons why such services 
are needed, if such services are to be provided on an outpatient basis. 

2.b. Rural Health Clinic services Provided with limitations.
Reimbursement is available to rural health clinics for medically 
necessary services provided by a physician, physician assistant, 
nurse practitioner, clinical psychologist, clinical social worker, 
dentist, dental hygienist, podiatrist, optometrist, chiropractor, 
licensed clinical addiction counselor, licensed marriage and family 
therapist, or licensed mental health counselor employed by the rural 
health clinic.  Reimbursement shall not be made for any services not 
covered under the Medicaid program. 

TN No. 20-003 
Supersedes             Approval Date:__________              Effective Date: October 1, 2020 
TN No. 13-007 

July 14, 2020
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2.c. Federally Qualified Health Provided with limitations. 
Center services Reimbursement is available to FQHCs for medically necessary 

services provided by a physician, as defined in 42 C.F.R. 405.2412, 
physician assistant, nurse practitioner, clinical psychologist, clinical 
social worker, dentist, dental hygienist, podiatrist, optometrist, 
chiropractor, licensed clinical addiction counselor, licensed marriage 
and family therapist, or licensed mental health counselor.  
Reimbursement is also available for services and supplies incident to 
such services as would otherwise be covered if furnished by a 
physician or as an incident to a physician's services. Services to a 
homebound individual are only available in the case of those FQHCs 
that are located in an area that has a shortage of home health 
agencies as determined by Medicaid. Any other ambulatory service 
included in the Medicaid state plan is considered a covered FQHC 
service if the FQHC offers such a service. Reimbursement shall not 
be made for any service not covered under the Medicaid program. 

3. Other Laboratory and Provided with limitations. 
X-ray services

         All laboratory and x-ray services must be ordered by a physician or 
other practitioner licensed to do so under state law.  Covered when 
necessitated by a condition-related diagnosis. 

Only one (1) charge per day for each patient is allowed for 
venipuncture. 

TN No. 20-003 
Supersedes             Approval Date:__________       Effective Date: October 1, 2020 
TN No. 13-007 

July 14, 2020
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3. a. Nursing Facility services Provided with limitations. 

for individuals 21 years of 
age or older 

4.b  Early and Periodic 
Screening, Diagnosis 
Treatment 

4.c. Family Planning services 

Reimbursement is available for nursing facility services provided by a licensed and certified 
nursing facility in accordance with Attachment 4.19-D, when rendered to a recipient whose level of 
care has been approved by the Office of Medicaid Policy and Planning. 

Those services and products furnished by the nursing facility for the usual care and treatment of 
patients are reimbursed in the per diem rate in accordance with State law. 

The per diem rate for nursing facilities includes the following services: room and board1 room 
accommodations, all dietary services, and laundry services; nursing care provided by a registered 
nurse, licensed practical nurse, or nurse's aide; all medical and nonmedical supplies and 
equipment; durable medical equipment (DME), and associated repair costs routinely required for 
the care of patients; medically necessary therapy services which include physical. occupational, 
respiratory, and speech pathology services; transportation to vocational/habilitation service 
programs; the cost of both legend and non-legend water products in all forms and for all uses. 

Provided in excess of federal requirements, 
Treatment services are covered subject to prior authorization requirements and reimbursement 
limitations. 

Any treatment found necessary as a result of a diagnosis pursuant to an initial or periodic screening 
may be provided subject to any prior authorization requirements for the se1vices. However, if a service 
is not covered under the state plan, it is still available to EPSDT eligible recipients subject to prior 
authorization requirements in accordance with State law if it is necessary to correct or ameliorate 
defects and physical and mental illnesses and conditions discovered by the screening services-. 

Medicaid reimbursement is available for medically necessary school nursing services rendered by a  
nurse who is employed by or under contract with a Medicaid participating school corporation provider 
when the services are: medically necessary; provided pursuant to a Medicaid enrolled student's 
educational program or plan as required by the Individuals with Disabilities Education Act (IDEA) or 
Section 504 of the Federal Rehabilitation Act of 1973. 29 U.S.C. 794. 

Provided with limitations. 

Family planning services are those services provided to individuals of childbearing age, who are not 
pregnant, to temporarily or permanently prevent or delay pregnancy. Family planning services includes: 
diagnosis and treatment of sexually transmitted diseases, if medically indicated; follow-up care for 
complications associated with contraceptive methods issued by the family planning provider; health 
education and counseling necessary to make informed choices and understand contraceptive methods; 
laboratory tests, if medically indicated as part of the decision making process for choice of contraceptive 
methods; limited history and physical examination; pregnancy testing and counseling; provision of 
contraceptive pills, devices, and supplies; screening, testing, and counseling of members at risk for 
HIV and referral and treatment; tubal ligation or Essure device; and vasectomy. 
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5.a. Physicians'services 

TN No. 09-009 
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Reimbursement is available for medically necessary services provided by a doctor of 
medicine or osteopathy for diagnostic. preventive. therapeutic, rehabilitative or 
palliative services provided within the scope of the practice of medicine. as defined 
by Indiana law. and subject to limitations. 

Reimbursement is available for office visits limited to a maximum of office visits per 
rolling 12 months, per recipient. per provider without prior authorization. Additional 
office visits may be approved with prior authorization based on medical necessity. 
Office visits should be appropriate to the diagnosis and treatment given and properly 
coded. New patient offiee visits are limited to one per recipient, per provider within 
the last three (3) years. For purposes of this subsection, "new patient" means one 
who has not received any professional services from the provider or another provider 
of the same specialty who belongs to the same group practice within the last three (3) 
years. 

A physician wi II not be reimbursed for the following: preparation of reports, missed 
appointments. writing or telephoning prescriptions to pharmacies, telephone calls to 
laboratories, any extra charge for after-hours services, mileage. 

Reimbursement is available for a physician as an assistant surgeon and is limited to 
the procedures that generally require the skills and services of an assistant surgeon as 
set out in coding guidelines. When extenuating circumstances require an assistant 
surgeon when customarily one is not required, these circumstances must be well 
documented in the hospital record and documentation must be attached to the claim 
form. Reimbursement is not available for a surgical assistant who assists in 
diagnostic surgical procedures or for minor surgical procedures. 

Reimbursement is not available to a physician for injecting medications that can be 
self-administered unless justified by the patient's condition. Possible noncompliance 
by a recipient to oral medication is insufficient justification to administer injections. 

Approval Date JUL 0 1 2010 Effective Date: April I, 2010 
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Reimbursement is available only for those services listed below subject to 
limitations. 

The following are covered medical and surgical services furnished by a dentist 
under the Indiana Medicaid program: oral biopsies, alveoplasty, excision of lesions, 
excision of benign tumor, nonodontogenic cyst removal, incise and drain abscess, 
fracture simple stabilize, compound fracture ofthe mandible, compound fracture of 
the maxilla, repair of wounds, suturing, , periodontal surgery limited to drug-induced 
periodontal hyperplasia, other medical and surgical services furnished by a dentist as 
medically necessary to treat recipients eligible for the EPSDT program, general 
anesthesia, intravenous (IV) sedation covered only for oral surgical services, and 
maxillofucial surgery 

Provided with limitations. 
(1) Are provided by a podiatrist who is licensed by the State and meets standards 
issued by the Secretary of Health and Human Services; and 
(2) Consists of treatmeni that the podiatrist is legally authorized by the State to 
perform and services of a doctor of podiatric medicine, acting within the scope ofhis 
or her license, if the services would be covered as physicians' services when 
performed by a doctor of medicine or osteopathy. . 
(3) Reimbursement is limited to 1 office visit and up to 6 routine foot care services 
per recipient with systemic disease of sufficient severity that unskilled performance 
of such procedure would be hazardous per 12 months. New patient office visits are 
limited to one (1) per recipient, per provider, within the last three (3) years. ''New 
patient" is one who has not received professional services from the provider or another 
provider of the same specialty who belongs to the same group practice within the past 
three (3) years. Reimbursement is available within the scope of the practice of podiatry 
as defined by Indiana law. Covered services include diagnosis of foot diSorders and 
mechanical, medical or surgical treatment of these disorders. Reimbursement is not 
available for any podiatric service provided outside the scope of state licensure or for 
any podiatric service for which federal financial participation is not available. 

Subject to prior authorization requirements, these limits do not apply to treatments 
found necessary for children under the age 21, after a diagnosis as a result an EPSDT 
service. 

APR-;tOIt 
Approval Date ____ _ Effective Date: 7-1-2011 
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6.b. Optometrists’ services
Optometrists’ services are provided in accordance with 42 CFR 440.060. 

Reimbursement is available for medically necessary services provided by an optometrist within 
the scope of practice as define by Indiana law and subject to procedure code limitations. 

6.c. Chiropractors’ services

Chiropractors’ services include only services that— 

(1) Are provided by chiropractor who is licensed by the State and meets standards issued by the
Secretary of Health and Human Services under 42 CFR 420.21(a); and

(2) Consists of treatment by means of manual manipulation of the spine that the chiropractor is
legally authorized by the State to perform

(3) Provided with limitations
Reimbursement is limited to 5 office visits and up to 50 therapeutic physical medicine
treatments per recipient per year; however, the 5 office visits are included in the 50
visit/treatment maximum. DME and electromyography services are not covered.
Reimbursement is subject to the scope of service limitations set out in 405 IAC 5.
Reimbursement is not available for any chiropractic service provided outside the scope of IC
25-10-1-1, et seq., and 846 IAC 1-3-1, et seq., or for any chiropractic service for which
federal financial participation is not available.

Subject to prior authorization requirements and 405 IAC 5-15-4 these limits do not apply to 
treatments found necessary for children under the age 21, after a diagnosis as a result an 
EPSDT service. 

6.d. Other Practitioners’ services
       Nurse Practitioners’ services 

Provided with limitations. 
Reimbursement is available for medically necessary, reasonable and preventive health care 
services provided by a licensed, certified nurse practitioner within the scope of the applicable 
license and certification.  

       Diabetes Self-Management 
       And Training Services 

Reimbursement is limited to a total of sixteen units (15 minutes each) per recipient, per rolling 
calendar year. Additional units may be prior authorized. Services must be medically necessary; 
provided by health care professionals who are licensed, registered or certified under applicable 
Indiana law and who have specialized training in the management of diabetes; and ordered in 
writing by a physician, podiatrist, nurse practitioner, clinical nurse specialist, certified nurse 
midwife and physician assistant.  

Pharmacist Services 

Licensed Pharmacists may provide services and prescriptions for contraceptives as defined under 
State law.
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6.d. Other Practitioners' services Provided with limitations.
(continued) 

Physician Assistants’ Services Licensed Physician Assistants may provide medically necessary 
healthcare services within their scope of practice according to state law. 

Community Health Workers’ Reimbursement is available for medically necessary health care 
Services     services provided by a certified community health worker within the  

scope of the applicable certification program. The services within the 
applicable certification program of a certified community health 
worker should be within the scope of practice for each of the 
following supervising licensed practitioners: health services 
provider in psychology, advanced practice nurse, physician 
assistant, podiatrist, and chiropractor. Supervision of the certified 
community health worker is included in the scope of practice for 
each supervising licensed practitioner. Each supervising licensed 
practitioner shall assume professional responsibility for the 
services provided by the certified community health worker. 
Each supervising licensed practitioner shall bill for the services 
of the certified community health worker 

Licensed Behavioral Health Licensed Clinical Social Workers may provide medically necessary 
Practitioners Services  healthcare services within their scope of practice according to state law. 

Licensed Marriage and Family Therapists may provide medically 
necessary healthcare services within their scope of practice according 
to state law.  

Licensed Mental Health Counselors may provide medically necessary 
healthcare services within their scope of practice according to state law. 

Licensed Clinical Addiction Counselors may provide medically 
necessary healthcare services within their scope of practice according 
to state law.  

TN No.   20-002 
Supersedes     Approval Date _____________ Effective Date: October 1, 2020
TN No.   18-005  



State: Indiana     Attachment 3.1-A 
Addendum Page 3.1 

Approval Date  Effective Date: July 1, 2023 TN No.23-0006

TN No. 20-002  

Psychologists' services Psychologists’ services include only services that are provided by licensed psychologists within 
the scope of practice as defined under state law.  

Coverage is available for outpatient mental health and substance abuse treatment services provided by 
a licensed psychologist endorsed as a health services provider in psychology (HSPP), subject to the 
following limitations: 
(1) Subject to prior authorization by the office or its designee, Medicaid will reimburse HSPP

supervised outpatient mental health services for group, family, and individual outpatient
psychotherapy when the services are provided by one (1) of the following practitioners:
(A) A licensed psychologist.
(B) A licensed independent practice school psychologist.
(C) A licensed clinical social worker (LCSW).
(D) A licensed marital and family therapist (LMFT).
(E) A licensed mental health counselor (LMHC).
(F) A licensed clinical addiction counselor (LCAC).
(F) A person holding a master's degree in social work, marital and family therapy, or

mental health counseling, except that partial hospitalization services provided by
such person shall not be reimbursed by Medicaid.

(G) An advanced practice nurse who is a licensed, registered nurse with a master's
degree in nursing with a major in psychiatric or mental health nursing from an
accredited school of nursing.

(2) A HSPP is responsible for certifying the diagnosis for the purpose of developing the plan of
treatment and providing continuous supervision as follows:
(A) The supervising practitioner is responsible for seeing the patient during the intake

process or reviewing information submitted by the other licensed professionals,
qualified behavioral health provider (QBHP), or other behavioral health provider
(OBHP) and approving the plan of treatment within seven (7) days.

(B) The supervising practitioner must provide face to face visits with the patient or
review the plan of treatment submitted by the QBHP at intervals not to exceed ninety
(90) days. These reviews must be documented and signed by the supervising
practitioner assuming responsibility for the plan of treatment.

(3) Medicaid will reimburse for evaluation, psychological testing and group, family, and
individual psychotherapy when provided by a licensed psychologist, licensed independent
practice school psychologist, and a licensed psychologist endorsed as an HSPP.

(4) Medicaid will cover for school psychologist testing services provided by a licensed
independent practice school psychologist or school psychologist who holds the national
school psychologist certification or the Indiana Accomplished Practitioner license who is
employed or contracted with a school corporation that participates in Medicaid when such
services are medically necessary and required to determine the health related services a
public school corporation shall provide per a Medicaid enrolled student’s educational
program or plan as required by the Individuals with Disabilities Education Act (IDEA) or
Section 504 of the federal Rehabilitation Act of 1973. 29 U.S.C. 794.

(5) Subject to prior authorization by the office or its designee, Medicaid will reimburse for
neuropsychological and psychological testing when the services are provided by an HSPP.

(6) Prior authorization is required for mental health service provided in an outpatient or office
setting that exceed twenty (20) units per recipient, per provider, per rolling twelve (12) month
period of time, except neuropsychological and psychological testing, which is subject to prior
authorization.

(7) The following are services that are not coverable  by the Medicaid program:
(A) Daycare.
(B) Hypnosis.
(C) Biofeedback.
(D) Missed appointments.
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Telehealth  

 Coverage is available for health care services delivered via telehealth. Telehealth must be provided 

in accordance with Indiana state law.  

    

The following services may not be delivered via telehealth: 

 

(A)  Ambulatory surgical services. 

(B)  Outpatient surgical services. 

(C) Radiological services. 

(D) Laboratory services. 

(E)  Anesthesia services or nurse anesthetist services. 

(F) DME and HME services.  

(G) Transportation services. 

 

For more information on telehealth monitoring reimbursement for home health care services, 

please refer to Attachment 4.19-B, Page 3c.1.1   
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7. Home Health Services 
 
Home Health Services are provided in accordance with 42 CFR 440.70 and include: 
 

(1) Intermittent or part-time nursing services in accordance with 42 CFR 440.70(b)(1). 
(2) Home health aide services in accordance with 42 CFR 440.70(b)(2). 
(3) Medical supplies, equipment, and appliances suitable for use in any setting in which normal 
life activities take place in accordance with 42 CFR 440.70(b)(3). 
(4) Physical Therapy, Occupational Therapy, or Speech Pathology and Audiology services 
provided by a home health agency or medical rehabilitation facility in accordance with 42 CFR 
440.70(b)(4) and 42 CFR 440.110. 

 
Coverage for Home Health Services provided by a home health agency that meets the Medicare 
Conditions of Participation (COP) requirements, and are ordered in accordance with 42 CFR 440.70(a) 
with prior authorization, for medically necessary care. 
 
All medically necessary Home Health Services will be provided to children under the age of 21. 
 
Medically necessary and reasonable service is defined as a covered service required for the care or well 
being of the patient and is provided in accordance with generally accepted standards of medical or 
professional practice. 
 
Home Health Services require medical necessity review through the prior authorization process by the 
Office of Medicaid Policy & Planning (OMPP). However, prior authorization is not required for home 
health under the following circumstances which are determined to be medically necessary: 

(1) Services are ordered in writing prior to inpatient hospital discharge provided by an RN, LPN, 
or home health aide, and the services do not exceed 120 units within 30 calendar days following 
hospital discharge. Services exceeding this amount must be reviewed for medical necessity 
through the prior authorization process.  
(2) Intermittent nursing or part-time nursing services which are not provided as emergency 
services are added to the plan of care and provided for a recipient for whom other home health 
services have been currently authorized. New nursing services provided to recipients who do not 
have home health services outlined in their plan of care must be reviewed for medical necessity 
through the prior authorization process.  

 
Coverage is not available for: 
(1) Homemaker, chore services, and sitter/companion service. 
(2) Educational activities. 
(3) Out of state home health agency services except as required by 42 CFR § 431.52. 
(4) Therapy rendered for diversional, vocational, recreational, or avocational purposes. 
(5) Activities that can be conducted by non-medical personnel. 
(6) Community-base palliative care which does not meet the definition of home health services as defined 
above and provided in accordance with 42 CFR 440.70. 
(7) Medical social services which does not meet the definition of home health services as defined above 
and provided in accordance with 42 CFR 440.70.  
 
All incontinence supplies must be provided by the one provider under contract with the 
Indiana Medicaid program to provide incontinence supplies. 



State: Indiana  Attachment 3.1-A 

 

TN: 21-003 

Supersedes 

TN: 13-011 Approval Date: November 19th, 2021   Effective Date: July 11, 2021 

             Addendum Page 4.1 

 

 

 

 

 

 

 

   

 

 

 

 

 

 

 

This Page is Intentionally Left Blank 



State of Indiana 

7.d. 

8. 

Physical Therapy, 
Occupatiollal Therapy, 
or Speech Pathology 
and Audiology service:; 
provided by a horne 
health agency or medical 
rehg,bijitation fa.cility 

Private Duty Nursing 

TN No. I J ·OIlJ. 
Supersed.es 
TN No. 07·003 
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'f{ ,;;mbur:;"~n ,~'\'; is aw.ihbb «r'lly fn- mecka_lI.y 1"_ecc::ssary and reasonable therapy and is provided with 
lhml2.tlons. 

PI'lysk,a! Thera_py, Occl!patioil~;) 'Eicrapy, Speech Pathology, and Audiology services provided by a home 
h(;~,llh agency in accordance with 42 eFR 440.70 (b) (4) and 42 CFR 440.11 O. 

Prior authoriz8Jion IS required by lht: OMPP for all therapy services except the following; 
(!) Initial eVCl\uation::;. 
(2) Any comhinatinD ol~(her(l.py s;:rvices ordered in writing pl'iorto inpatient hospital discharge. if 

the 'i-cfvices do nDt o',ceed 30 units in thirty 30 calendar days foilowing hospital discharge. 
(3) Oxygen equipment and supp\'(cs necessary for the delivery of oxygen with the exception of 

concentrators. 
(,~-) llll;;,iPY services provi,::h:d by a nursing facility or large pri'i!atc_ or small intennediate care facility 

for 'ih~: ;;-n'::otl::l.i1{ retardec (I1:'f ll\iIR), ,;""hich an) included in the facility's per diem rate. 
I, ~} Pt,'" :il:,;1 Ih';''i'8.r-,y a;~0 CCC'Y::J','::_'nil,1 : hc-.P1PY ~)rd.t[,:"cl 1:1 \vriting hy 3 physician to treat an acute 

-n(,dl,(:t\ condili(n. 

'~',-t')r ';lulhori:cf-'\:on i;, required by ibc OMPP f0f all ,wdill\0gy services exr;ept the following; 
;! The; hit:,,1 ?,s,~e~snl~nt ,)rh,?a~·ing. 

(2.) Determination of suitability of amplific<1tion amI lhe recommendation regarding a hearing aid. 
(3) The; rb10rminatioD o['0J"crion<;j berdit to be g,,-inr:d by the use ora hearing aid. 
(4) .-\mliology sr:J'vices provided by a nm~ing l~ci1i!y or large viv3te or small ICFfMR, which are 

;nrludd ir~ the fac:ii1y\:; ',,(:}b]ishco prr dicm n'tc 

Priv3.'le Duly N',:\sing services provided by a h()me health agency in accordance with 42 eFR 440.80. 

Reil11burS'~;-;-leilt lS >1.l.'3ihble 1'01 nl:xi:l ,ill) lY:'C~"'>Fi1"y and )"(~a:;')n3b1e services rendered by registered nurses, 
. "'wed r rE,,~'> ,) n\lf,;0, ,md he;-T" ',--, it]·, r-!~,C'lC!':'S 'Nh·;> 8',(: M~dic3'id providers, subject to prior authorization 
If'~!_,iremc1lt,~ :lr;;Jlicat.l~ to hom,~ th,alth Hgcm:ics. 

Effective Date 7·J·2011 
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9. . Clinic services 

10. Dental services 

II. Physical Therapy and 
Related services 

11.a Physical Therapy 

Il.b. Occupational Therapy 

11.c. 

11.d. 

Services for individuals 
with speech, hearing and 
language disorders (provided 
by a speech pathologist or 
audiologist) 

Respiratory Therapy services 

TN No. 11-0\8 
Supersedes 
TN. No. 00-007 
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Covered for medically necessary clinic services .. 

Covered subject to a $1,000 cap per recipient per 12 month period for all 
Dental services. Coverage limits based on diagnostic and treatment services .. 

Covered for medically necessary therapy services. 
Therapy provided for diversional, recreational, vocationa~ or avocational 
purpose, or for the remediation of learning disabilities or for developmental 
activities which can be conducted by nonmedical personnel, is not covered. 

Provided in accordance with the requirements of 42 CFR 440.110. 

Therapy services will not be approved for more than one (1) hour per day per 
type of therapy. Evaluations and reevaluations are limited to three (3) hours 
of service per evaluation A certified physical therapist's assistant may 
provide services within scope of practice as defined by Indiana State law. 

Provided in accordance with the requirements of 42 CFR 
440.] 10. 

Therapy services will not be approved for more than one (1) hour per type of 
therapy. Evaluations and reevaluations are limited to three (3) hours of 
service per evaluation. A certified occupational therapy assistant may 
provide services within scope of practice as defined by Indiana State law. 

Provided in accordance with the requirements of 42 CFR 440.110. 
Therapy services will not be approved for more than one (l) hour per 
day per type of therapy. Speech therapy evaluations and reevaluations are 
limited to three (3) hours of service per evaluation. A registered speech
language pathology aide may provide services within scope of 
practice as defined by Indiana State law. 

Provided in accordance with the requirements of 42 CFR 
440.185. 

Coverage is limited by diagnosis and medical necessity. A certified 
respiratory therapy technician may provide services within scope of practice 
as defined by Indiana State law. 

Approval Date APR...; 52012 Effective Date 7-1-11 
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12.a. Prescribed Drugs Provided with limitations.

Reimbursement is available for prescribed drugs subject to the limitations set out in 405 lAC 
5. The following are not covered: anorectics or any agent used to promote weight loss; topical
minoxidil preparations; fertility enhancement drugs; drugs used to treat sexual or erectile
dysfunction, as set forth in section 1927( d)(2)(K) of the Act, unless such drugs are used to
treat conditions other than sexual or erectile dysfunction and such uses have been approved
by the Food and Drug Administration; drugs prescribed solely or primarily for cosmetic
purposes. All over-the-counter and non-legend items are subject to the limitations set out in
405 lAC 5-24.

Effective July 1st, 2023, the Medicaid Managed Care Plans contracted with the State of 
Indiana, will follow the statewide uniform preferred drug list (SUPDL) for covered outpatient 
drugs listed in the classes on the fee-for-service (FFS) preferred drug list (PDL). In accordance 
with Section 4401 of P.L. 101-508 (Omnibus Budget Reconciliation Act of 1990), Indiana 
Medicaid will fully participate in the manufacturer rebate program. In doing so, all applicable 
provisions and restrictions of the legislation, as well as that of any subsequent rules and/or 
regulations, will be strictly adhered to. Specifically, Indiana Medicaid will reimburse for all 
rebating manufacturers' (as identified to the agency by CMS) products fully in accordance 
with the specifications of the legislation. The program will also adhere to all reporting 
requirements of the legislation.  

Supplemental Rebates--The State is in compliance with section 1927 of the Social Security 
Act. The state will cover drugs of federal rebate participating manufacturers. The state is in 
compliance with reporting requirements for utilization and restrictions to coverage. 
Pharmaceutical manufacturers can audit utilization data. The unit rebate amount is 
confidential and cannot be disclosed for purposes other than rebate invoicing and 
verification.  

The state will be negotiating supplemental rebates in addition to the federal rebates provided 
for in Title XIX. Rebate agreements between the state and a pharmaceutical manufacturer will 
be separate from the federal rebates.  A rebate agreement between the State and a drug 
manufacturer for drugs provided to the Medicaid program, submitted to CMS on June 28th, 
2023 and entitled, State of Indiana Supplemental Rebate agreement, has been authorized by 
CMS, superseding the State of Indiana Supplemental Rebate agreement approved under IN 
SPA TN 20-018.  

Effective July 1st, 2023, all supplemental rebates received for covered outpatient drug claims, 
pursuant to these agreements, are collected from manufacturers based on drug utilization for 
fee-for-service Medicaid beneficiaries and managed care Medicaid beneficiaries. 

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 rebate agreement. All drugs covered by the program, 
irrespective of prior authorization requirement, will comply with the provisions of the 
national rebate agreement. 

Effective July 1st, 2023, the State may enter into value/outcomes-based contracts with 
manufacturers on a voluntary basis. The Value-Based Supplemental Rebate Agreement will 



State of Indiana     Attachment 3. 1A 
  Addendum Page 7a 

Approval Date:  Effective ate: July 1, 2023 
TN No. 23-0008 
Supersedes 
TN No. 08-009 

apply to the Medicaid drug benefit for both the fee-for-service and managed care 
entity (MCE) drugs in accordance with the Statewide Uniform Preferred Drug List 
for all covered outpatient drugs.  

12.b. Dentures Provided with limitations. 
Prior review and authorization by the agency is required for all dentures, partials 
and repairs.  

12.c. Prosthetic devices  Prior authorization by the Office of Medicaid Policy and Planning is req ired for
all prosthetic devices, except for all customizing features once the basic 
prosthesis is approved. 

Coverage is not available for prosthetic devices dispensed for purely cosmetic 
reasons. 

12.d. Eyeglasses 

13. Other diagnostic,
screening
preventive and
rehabilitative
services

Covered for medically reasonable and necessary eyeglasses, with the following 
limitations: 

(1) Eyeglasses provided to a recipient under 21 years of age will be limited
to a maximum of 1 pair per year. Limits can be exceeded based on medical
necessity.

(2) Eyeglasses provided to a recipient 21 years of age or over will be
limited to a maximum of 1 pair every 5 years.

Medically necessary and reasonable is defined as a covered service required for 
the care or wellbeing of the patient and is provided in accordance with 
generally accepted standards of medical or professional practice. 

Coverage is not available for: 
(I) Lenses with decorative designs.
(2) Fashion tints, gradient tints, sunglasses and photochromatic lenses.
(3) Oversized lenses larger than 61 mm, except when medically necessary.

Covered for medically necessary diagnostic preventative, therapeutic, and 
rehabilitative services 

Medically necessary is defined as a covered service required for the care or 
wellbeing of the patient and is provided in accordance with generally accepted 
standards of medical or professional practice

13.a. Diagnostic services Covered for medically necessary diagnostic preventative, therapeutic, and 
rehabilitative services. 

Coverage for environmental lead investigations is available for a one- ime, on- 
site environmental lead investigation of a child's home or primary residence for a child 
with an elevated blood lead level. This environmental lead investigation will be 
provided by a licensed risk assessor or licensed lead inspector. 

Medically necessary is defined as a covered service required for the care or well-
being of the patient and is provided in accordance with generally accepted standards 
of medical or professional practice.
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13.b. Screening Services
“Screening services” means the use of standardized tests given under medical direction in the mass

examination of a designated population to detect the existence of one or more particular diseases or health
deviations.

Reimbursement is available for medically reasonable and necessary screening services. Medically reasonable and necessary
service is defined as a covered service required for the care or well being of the patient and is provided in accordance
with generally accepted standards of medical or professional practice.

13.c. Preventive Services

“Preventive services” means services recommended by a physician or other licensed practitioner of the healing arts acting
within the scope of authorized practice under State law to—
(1) Prevent disease, disability, and other health conditions or their progression;
(2) Prolong life; and
(3) Promote physical and mental health and efficiency.

Reimbursement is available for medically reasonable and necessary preventative services. Medically reasonable and
necessary service is defined as a covered service required for the care or well being of the patient and is provided in 
accordance with generally accepted standards of medical or professional practice.  

Indiana covers and reimburses all approved grade A and B preventive services and approved adult vaccines 
recommended by the Advisory Committee on Immunization Practices (ACIP), and their administration, without 
cost-sharing. Changes to ACIP recommendations are incorporated into coverage and billing codes as necessary to 
comply with revisions. 

13.d. Rehabilitative Services 

“Rehabilitative services,” includes any medical or remedial services recommended by a physician or other 
licensed practitioner of the healing arts, within the scope of his practice under State law, for maximum 
reduction of physical or mental disability and restoration of a beneficiary to his best possible functional level. 

Reimbursement is available for medically reasonable and necessary rehabilitative services. Medically reasonable and 
necessary service is defined as a covered service required for the care or well being of the patient and is provided in 
accordance with generally accepted standards of medical or professional practice.  
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The intensity of service criteria shall be as follows: 
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(I) Multidisciplinary team evaluations should occur at minimum every two (2) weeks. 
(2) Physical therapy and at least one (I) of the following therapies (totaling a minimum 
of three (3) hours daily): 

(A) Occupational therapy. 
(B) Speech therapy. 

(3) Participation in a rehabilitation program under the direction of a qualified physician. 
(4) Skilled rehabilitative nursing care or supervision required at least daily. 

Discharge criteria may include, at minimum, the following: 
(I) Evidence in the medical record indicating the patient has achieved stated goals. 
(2) Medical complications precluding intensive rehabilitative effort. 
(3) Multidisciplinary therapy is no longer needed. 
(4) Additional functional improvement is not anticipated. 
(5) Patient's functional status has remained unchanged for fourteen (14) days. 

Educational services are not covered. 

Reimbursement is available for Medicaid Rehabilitation Option (MRO) services, which 
are defined as: 
(1) Behavioral Health Counseling and Therapy services. Refers to a series of time
limited, structured, face-to-face sessions that work toward the goals identified in the 
individualized integrated care plan. 
These services include the following: 
• Individual counseling and therapy 
• Family/Couple (Individual) with the consumer present counseling and therapy 
• Family/Couple (Individual) without the consumer present counseling and therapy 
• Group counseling and therapy 
• Family/Couple (Group) with the consumer present counseling and therapy 
• Family/Couple (Group) without the consumer present counseling and therapy 
Services may be provided for persons who are living in the community and who need aid 
on an intermittent basis for emotional disturbances, mental illness, or addiction. Services 
may be provided in an individual or group setting, and with family members or other 
caretakers of the person in need of services. Services must be provided at home or at 
other locations outside the clinic setting. 
The following providers are qualified to deliver this service: 
• Licensed professional, except for a licensed clinical addiction counselor, defined as: 

Individuals wishing to be addiction counselors or clinical addiction counselors must 
meet the education, counseling experience, examination and exemptions, renewal of 
licensure, and temporary permit requirements of the State of Indiana. 

• Qualified Behavioral Health Professional (QBHP) 
Limitations: Service packages authorize the following units of service for 180 days based 
on a member's level of need (LON). Any additional medically necessary units of service 

b • th· d may e pnorau ortze . 
Adult 

Level of Need Service Type Units per 180 
days (15 min.) 

3 Individual Counseling and Therapy 32 
4 Individual Counseling and Therapy 48 
5 Individual Counseling and Therapy 48 
5A Individual Counseling and Therapy 48 
3 Group Counseling and Therapy 48 
4 Group Counseling and Therapy 60 
5 Group Counseling and Therapy 60 
5A Group Counseling and Therapy 60 

Approval Date: AUG 08 2011 Effective Date: July 1. 2010 
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Child/Adolescent 
Level of Need Service Type 

3 Individual Counseling and Therapy 
4 Individual Counseling and Therapy 
5/6 Individual Counseling and Therapy 
3 Group Counseling and Therapy 
4 Group Counseling and Therapy 
5/6 Group CounselinK and Therapy 
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Units per 180 
days (15 min.) 

32 
48 
48 
48 
60 
60 

(2) Medication Training and Support services. Refers to monitoring medication 
compliance. providing education and training about medications, monitoring medication 
side effects, and providing other nursing/medical assessments. Services may be provided 
for persons who are living in the community and who need aid on an intennittent basis 
for emotional disturbances, mental illness, or addiction. Services may be provided in an 
individual or group setting, and with family members or other caretakers of the person in 
need of services. Services must be provided at home or at other locations outside the 
clinic setting. 
The following providers are qualified to deliver this service: 
• Licensed physician 
• Authorized health care professional 
• Licensed physician assistant (PA) 
• Licensed registered nurse (RN) 
• Licensed practical nurse (LPN) 
• Medical Assistant (MA) who has graduated from a two (2) year clinical program 
Limitations: Service packages authorize the following units of service for 180 days based 
on a member's level of need (LON). Any additional medically necessary units of service 
may be' h' d : prior aut orlze . 

Adult 
Level of Need Service Type Units per 180 

d~Jl5minJ 

3 Medication Training and Support 60 
4 Medication Training and Support 104 
5 Medication Training and Support 104 
SA Medication TraininK and Support 104 

Child/Adolescent 
Level of Need Service Type Units per 180 

days (15 min.) 
3 Medication Training and Support 60 
4 Medication Training and Support 104 
5/6 Medication Training and Support 104 

(3) Skills Training and Development services. Refers to the development and/or 
restoration of skills (i.e., self-care, daily life management, or problem solving skills) 
directed toward restoring an individual to his best possible functional level, eliminating 
psychosocial barriers, and restoring a consumer's abilities that are essential to 
independent living. Development and/or restoration of skills is provided 

AUG 082011 
Approval Date: ____ _ Effective Date: July I, 2010 
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Care Coordination services. Refers to the coordination of 
services to manage a mental health or substance use disorder. 
Care coordination services include the assessment of the eligible
consumer to determine mental health and substance abuse 
treatment service needs, development of an individualized 
integrated care plan, referral and related activities to help the 
consumer obtain needed services, monitoring and follow-up, 
and evaluation. Care coordination is a service on behalf of the 
consumer, not to the consumer, and is management of the case, 
not the consumer. 
The following providers are qualified to deliver this service:

A licensed professional
A QBHP
An OBHP

Limitations:
Activities billed under behavioral health level of need 
redetermination.
The actual or direct provision of medical services or medical 
treatment.

(5) [Crisis Intervention services has been moved to Attachment 3.1-A,
Addendum Page 9c.2].

(6) Child and Adolescent Intensive Resiliency Services (CAIRS).  Refers
to a time-limited, non-residential service provided in a clinically
supervised setting that provides an integrated system of individual,
family and group interventions based on an individualized integrated care
plan.  CAIRS includes therapeutic services such as clinical therapies,
psycho-educational groups, and rehabilitative services such as skills
training and development and medication training and support.  CAIRS
is designed to alleviate emotional or behavioral problems with the goal of
reintegrating the child into the community setting and restore a
beneficiary to his best possible functional level. CAIRS is provided in
close coordination with the educational program provided by the local
school district.  CAIRS is time-limited, curriculum-based, with goals that
include reintegration into age appropriate community settings (e.g.,
school and activities with pro-social peers).  Services may be provided
for persons who are living in the community and who need aid on an
intermittent basis for emotional disturbances, or addiction. Children who
do not meet the medical necessity criteria for CAIRS will receive
comparable treatment services under Early and Periodic Screening,
Diagnostic and Treatment.
The following providers are qualified to deliver this service:

Licensed professional
QBHP
OBHP
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Limitations: 
• The program is required to operate 2-4 hours per day and 3-5

days per week.
• Service packages authorize the following units of service for

180 days based on a member’s level of need (LON). Any
additional medically necessary units of service may be prior
authorized.

Child/Adolescent 
Level of Need Service Type Units per 180 

days (1 hour) 

4 CAIRS 

252-Limited to
90 consecutive

days 

5 /6 CAIRS 

252-Limited to
90 consecutive

days 

(7) Adults Intensive Rehabilitative Services (AIRS).  Refers to a time-
limited, non-residential service provided in a clinically supervised setting
for consumers who require structured rehabilitative services to maintain
the consumer on an outpatient basis.  AIRS is curriculum based and
designed to alleviate emotional or behavior problems with the goal of
reintegrating the consumer into the community, increasing social
connectedness beyond a clinical setting, and/or employment. AIRS
includes therapeutic services such as clinical therapies, psycho-
educational groups, and rehabilitative services such as skills training and
development and medication training and support. Services may be
provided for persons who are living in the community and who need aid
on an intermittent basis for mental illness, or addiction.
The following providers are qualified to deliver this service:

• Licensed professional
• QBHP
• OBHP

Limitations: 
• The program is required to operate 2-6 hours per day and 3-5

days per week
• Service packages authorize the following units of service for

180 days based on a member’s level of need (LON). Any
additional medically necessary units of service may be prior
authorized.

Adult 
Level of Need Service Type Units per 180 

days (1 hour) 

4 CAIRS 

270-Limited to
90 consecutive

days 

5 /6 CAIRS 

270-Limited to
90 consecutive

days 

(8) [Intensive Outpatient Treatment (IOT) has been moved to Attachment
3.1-A, Addendum Page 9c.2].

TN No. 18-012 
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(9) Addiction Counseling services. Refers to a planned and organized
service where addiction professionals and clinicians provide counseling
intervention. Addiction counseling services to the beneficiary’s family and
caretakers is for the direct benefit of the beneficiary, in accordance with the
beneficiary’s needs and treatment goals identified in the beneficiary’s
treatment plan, and for the purpose of assisting in the beneficiary’s
recovery. In addition to individual, group, and family addiction counseling,
other activities included are: education on addiction disorders and skills
training in communication, anger management, stress management and
relapse prevention. Services may be provided for persons who are living in
the community and who need aid on an intermittent basis for emotional
disturbances, mental illness, or addiction. Services may be provided in an
individual or group setting, and with family members or other caretakers of
the person in need of services.

The following providers are qualified to deliver this service: 
• Licensed professional
• QBHP

Limitations: Service packages authorize the following units of service for 
180 days based on a member’s level of need (LON). Any additional 
medically necessary units of service may be prior authorized. 

Adult 
Level of Need Service Type Units per 180 

days (1 hour) 
3 Addiction Counseling 32 
4 Addiction Counseling 32 
5 Addiction Counseling 32 
5A Addiction Counseling 50 

Child/Adolescent 
Level of Need Service Type Units per 180 

days (1 hour) 
3 Addiction Counseling 32 
4 Addiction Counseling 32 
5 /6 Addiction Counseling 32 

TN No. 18-012 
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(10) [Peer Recovery Services has been moved to Attachment 3.1-A,
Addendum Page 9c.3].

(11) Psychiatric Assessment and Intervention services.  Refers to face-to-
face and non-face-to-face activities that are designed to provide
psychiatric assessment, consultation, and intervention services to
consumers who are receiving services from an interdisciplinary team.
Services may be provided for persons with a history of multiple
hospitalizations and severe challenges in maintaining independent living
within the community.
The following providers are qualified to deliver this service:

• Physician
• Authorized healthcare professional

Limitations: Service packages authorize the following units of service for 
180 days based on a member’s level of need (LON). Any additional 
medically necessary units of service may be prior authorized. 

Adult 
Level of Need Service Type Units per 180 

days (15 min.) 

5 
Psychiatric Assessment and 
Intervention 25 

5A 
Psychiatric Assessment and 
Intervention 100 
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Approval Date:  Effective Date: July 1, 2023   
TN No. 23-0003 
Supersedes TN No. 17-014   

MRO SERVICES WILL CONTINUE ON PAGE 9d 

Opioid Treatment Services Opioid treatment services refers to rehabilitative services for an individual to administer 
opioid treatment medication and to alleviate the adverse medical, psychological, or 
physical effects incident to opioid addiction. Opioid treatment services consist of the 
following Medicaid service components: 

U.S. Food and Drug Administration (FDA)-approved opioid agonist and
antagonist medication-assisted treatment (MAT) medication
Dispensing and administration of MAT medications
Substance use disorder counseling
Toxicology testing
Individual and group therapy
Intake Activities
Periodic Assessments

Other services not defined as OTP services in this section may be covered by an opioid 
treatment program provider if deemed appropriate by the Office of Medicaid Policy and 
Planning (OMPP) and complying within coverage specifications listed in 3.1-A 
Addendum: Page 2.1, Item 5.a; Page 3, Item 6.d; and Page 7, Item 12.a.  Any individual 
providing opioid treatment services that is not licensed by the State must instead be 
credentialed in addictions counseling by a nationally recognized credentialing body 
approved by the Division of Mental Health and Addiction.  All opioid treatment services 
furnished by these credentialed individuals must be recommended by a physician or other 
licensed practitioner of the healing arts.  

Counseling services provided by an OTP may be rendered via audio-visual and audio-
only telehealth.  

Limitations: 
Services must be rendered in an Opioid Treatment Program that has been
certified under 42 C.F.R. 8 (regarding the process and standards by which
SAMHSA determines that an opioid treatment program is qualified to provide
opioid treatment under the Federal opioid treatment standards), and approved by
the Family and Social Services Administration’s Division of Mental Health and
Addiction.

MRO SERVICES WILL CONTINUE ON PAGE 9d 
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MRO SERVICES WILL CONTINUE ON PAGE 9d 

Crisis Intervention Services Refers to short-term emergency behavioral health services, available 
twenty-four (24) hours a day, seven (7) days a week.  Crisis Intervention 
includes, but is not limited to crisis assessment planning and counseling 
specific to the crisis, intervention at the site of the crisis (when clinically 
appropriate), and pre-hospital assessment.   The goal of Crisis 
Intervention is to resolve the crisis, and transition the consumer to routine 
care through stabilization of the acute crisis and linkage to necessary 
services.  Crisis Intervention may be provided in an emergency room, 
clinic setting, or within the community.  Services may be provided to any 
Medicaid eligible individual in need of crisis services.   
The following providers are qualified to deliver this service: 

• Licensed professional
• QBHP
• OBHP

There are no limitations on this service. 

Intensive Outpatient Treatment (IOT) Reimbursement is available for intensive outpatient treatment when 
provided to treat substance abuse or psychiatric disorders, subject to prior 
authorization.  IOT must operate at least three (3) hours per day, at least 
three (3) days per week and must be based on an individualized 
integrated care plan.  

The Medicaid covered service components are covered by the State 
through licensed professionals under 42 C.F.R. 440.60 and are as 
follows:  

• Individual/Family Therapy (Attachment 3.1-A Addendum Page
3.1); and

• Group Therapy (Attachment 3.1-A Addendum Page 3.1).

The Medicaid covered service components and the practitioners who are 
qualified to provide them are as follows:  

• Skills Training (Attachment 3.1A Addendum Page 8b and 8c);
• Medication Training and Support (Attachment 3.1A Addendum

Page 8b);
• Peer Recovery Services (Attachment 3.1A Addendum Page

9c.3); and
• Care Coordination (Attachment 3.1A Addendum Page 9).

Services may be provided for persons who are living in the community 
and who need aid on an intermittent basis for emotional disturbances, 
mental illness, or addiction. Therapy services to the beneficiary’s family 
and caretakers are for the direct benefit of the beneficiary, in accordance 
with the beneficiary’s needs and treatment goals identified in the 
beneficiary’s treatment plan, and for the purpose of assisting in the 
beneficiary’s recovery. 

The following providers are qualified to deliver Individual/Family 
Therapy; Group Therapy; Skills Training; Medication Training and 
Support; Peer Recovery Services; and Care Coordination. 

• Licensed professional
• QBHP
• OBHP

MRO SERVICES WILL CONTINUE ON PAGE 9d 
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MRO SERVICES WILL CONTINUE ON PAGE 9d 

Peer Recovery Services Refers to individual face-to-face services that promote socialization, 
recovery, self-advocacy, development of natural supports, and 
maintenance of community living skills.  Services which may be 
provided include: 

• Assisting the consumer with developing self-care plans, and
other formal mentoring activities aimed at increasing active
participation in person-centered planning and delivery of
individualized services.

• Assisting the consumer in the development of psychiatric
advanced directives.

• Supporting day-to-day problem solving related to normalization
and reintegration into the community.

• Education and promotion of recovery and anti-stigma activities
associated with mental illness and addiction.

Peer Recovery Services must demonstrate progress toward and/or 
achievement of consumer treatment goals identified in the individualized 
integrated care plan (IICP). An IICP is developed with the consumer and 
must reflect the consumer’s desires and choices. Services may be 
provided for persons who are living in the community and who need aid 
on an intermittent basis for mental illness or addiction.  Services must be 
provided at home or at other locations outside the clinic setting. 
The following providers are qualified to deliver this service: 

• Individuals certified in Peer Recovery Services. Individuals
providing Peer Recovery Services must be under the supervision
of a Licensed professional or QBHP and must be self-identified
consumers who are in recovery from mental illness and/or
substance use disorders, are trained in a basic set of
competencies necessary to perform the peer support function,
have demonstrated the ability to support the recovery of others
from mental illness and/or substance use disorders, and receive
continuing and ongoing education as administered by agencies
certified by the Department of Mental Health and Addiction
(DMHA).

MRO SERVICES WILL CONTINUE ON PAGE 9d 
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Mobile Crisis Services Mobile crisis services, authorized under 42 CFR 440.130(d), are mobile, 
face-to-face, home and community-based interventions that serve 
individuals experiencing a mental health or substance use-related crisis. 
Mobile crisis services must be recommended by a physician or other 
licensed practitioner and consist of a multidisciplinary team of trained 
providers who arrive and respond to mental health/substance use crises in 
the community operating 24-hours, 7 days per week.  Services must be 
provided to individuals outside of a hospital or other facility settings 
including community mental health centers. 
Mobile crisis services are tailored to meet the needs of the individual and 
may include: 

 Triage/Screening: Screening to determine the level of risk faced 
by the individual in crisis and assessing the most appropriate 
response. 

 Assessment: Collects information on the circumstances of the 
crisis event, safety and risk related to the individual and others 
involved, medication and substance use, strengths and resources 
of the individual, recent inpatient hospitalizations or mental 
health services, mental health conditions, medical history, and 
other pertinent information. 

 De-escalation through brief counseling: Brief counseling 
techniques specific to the crisis that aims to lower risks and 
resolve the crisis so that a higher level of care is not needed. 

 Care Coordination: Linkage of the individual in crisis to ongoing 
services to address the identified need(s). Services may include 
referrals for crisis stabilization, inpatient hospitalization, acute 
detoxification services, residential treatment services, recovery 
support services, medication services, home-based services, 
outpatient services, respite services, housing, and follow-up 
contacts. 

 Crisis Intervention: Crisis assessment, crisis planning, and 
counseling specific to the crisis. 

 Safety Planning: Engagement of the individual in a crisis 
planning process, resulting in the creation or update of planning 
tools, including an individualized safety plan. The safety plan 
aims to keep an individual in crisis and their environment safe 
and may include lethal means counseling, and other evidence-
based interventions. 

 Peer Recovery Support: Support provided by paraprofessional 
with lived experience with mental health and/or substance use 
disorder concerns. 

 Medication Training and Support: Monitoring medication 
compliance, providing education and training about medications, 
monitoring medication side effects, and providing other
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nursing/medical assessments. Allows for monitoring of 
medication-assisted treatment (MAT) and/or psychotropic 
medication services. 

 Follow-up stabilization services: Follow up contacts in-person, 
via phone, or telehealth up to 14 days following initial crisis 
intervention. These services include coordination/warm hand-
offs with identified resource needs (such as insurance navigation, 
housing, benefits and entitlements, physical health concerns, 
educational and/or vocational supports) which are intended to 
address precipitating mental health or substance use disorder 
factors leading to the crisis. 

Mobile crisis teams are designated by the Division of Mental Health and 
Addiction (DMHA) and may include law enforcement-based co-
responder behavioral health teams.  Mobile crisis teams must include a 
minimum of two individuals with one individual able to perform an 
assessment within their scope of practice under Indiana state law. In 
accordance with Indiana state law mobile crisis teams must include: 

 Individuals certified in Peer Recovery Services: Self-identified 
consumers who are in recovery from mental illness and/or 
substance use disorders, are trained in a basic set of 
competencies necessary to perform the peer support function, 
have demonstrated the ability to support the recovery of others 
from mental illness and/or substance use disorders, and receive 
continuing and ongoing education as approved by the DMHA; and 
 At least one of the following: 

o Behavioral health professional licensed under Indiana 
state law, including marriage and family therapists, 
social workers, mental health counselors, addiction 
counselors and clinical addiction counselors 

o Other behavioral health professional (OBHP) as defined 
in Indiana Administrative Code working under a 
community mental health center (CMHC). 

o Emergency medical services personnel licensed in 
accordance with Indiana state law 

o Teams may include Community Health Workers 
certified by national certification programs that meet the 
state established Community Health Workers core 
competencies. 

Mobile crisis services must be provided under the supervision of: 
 Behavioral health professional licensed in accordance with 

Indiana state law; 
 Licensed physician; or 
 Licensed advanced practice nurse or clinical nurse specialist. 

Supervision may be performed remotely.  
All members of a mobile crisis team must complete state training on
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person-centered care, trauma-informed care, de-escalation strategies, and 
harm reduction. 
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(12) Psychosocial rehabilitation services. Refers to Medicaid Rehabilitation Option (MRO) 
services provided in a community based Clubhouse setting in which the member, with 
staff assistance, is engaged in operating all aspects of the clubhouse, including food 
service, clerical, reception, janitorial and other member services such as employment 
training, housing assistance, and educational support. These activities are designed to 
alleviate emotional or behavior problems with the goal of transitioning to a less 
intense level of care, reintegrating the member into the community, and increasing 
social connectedness beyond a clinical or employment setting. The Clubhouse setting is 
tailored to address the social isolation and social stigma experienced by many persons 
suffering from mental illness. Psychosocial rehabilitation services are covered when 
provided under the authority of an approved Division of Mental Health and Addiction 
(DMHA) Medicaid Rehabilitation Option (MRO) provider as authorized by a 
physician or health service provider in psychology (HSPP). Psychosocial rehabilitation services 
consist of the following Medicaid covered service component: 

• Skills Training and Development: Refers to the development and/or restorations of skills 
(i.e., self-care, daily life management, or problem solving skills) directed toward 
restoring an individual to his best possible functional level, eliminating psychosocial 
barriers, and restoring a consumer's abilities that are essential to independent living. 

The following providers are qualified to provide these services: 

• Licensed professional 

• Qualified behavioral health professional {QBHP) 
• Other behavioral health professional {OBHP) 
• Authorized health care professional {AHCP) 

Limitations: 
• Services may only be rendered in an internationally accredited Clubhouse setting 

certified by DMHA. 
• Services are available for individuals with an Adult Needs and Strengths Assessment 

(ANSA) level of need {LON) of 3, 4, 5 or SA. 

• Service packages authorize the following units of service for 180 days for any member 
with a level of need LON of 3 or above. Any additional medically necessary units of 
service may be prior authorized. 

Level of Need Service Type Units per 180 days (15 
min.) 

3,4,5,SA Clubhouse psychosocial 1,820 
rehabilitation services 

Approva I Date """9.L../7'-'-/-=1=6 __ _ Effective Date: 8/15/2016 
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Provider Qualification Definitions 
A licensed professional is defined as:
(1) A licensed psychiatrist.
(2) A licensed physician.
(3) A licensed independent practice school psychologist.
(4) A licensed psychologist or a psychologist endorsed as a health service
provider in psychology (HSPP).
(5) A licensed clinical social worker (LCSW).
(6) A licensed mental health counselor (LMHC).
(7) A licensed marriage and family therapist (LMFT).
(8) A licensed clinical addiction counselor (LCAC), as defined under IC 25-
23.6-10.5.

A “qualified behavioral health professional” (QBHP) means any of the 
following persons:
(1) An individual who has had at least two (2) years of clinical experience
treating persons with mental illness under the supervision of a licensed
professional, as defined above, with such experience occurring after the
completion of a master's degree or doctoral degree, or both, in any of the
following disciplines:

(a) In psychiatric or mental health nursing from an accredited
university, plus a license as a registered nurse in Indiana.
(b) In pastoral counseling from an accredited university.
(c) In rehabilitation counseling from an accredited university.

(2) An individual who is under the supervision of a licensed professional, as
defined above, is eligible for and working towards licensure, and has
completed a master’s or doctoral degree, or both, in any of the following
disciplines:

(a) In social work from a university accredited by the Council on
Social Work Education.
(b) In psychology from an accredited university.
(c) In mental health counseling from an accredited university.
(d) In marital and family therapy from an accredited university.

(3) An authorized healthcare provider (AHCP), defined as follows:
(a) a physician assistant with the authority to prescribe, dispense
and administer drugs and medical devices or services under an
agreement with a supervising physician and subject to the
requirements of their scope of practice as defined by the Indiana
Professional Licensing Agency (IPLA) (IC 25-27.5-5)/.
(b) a nurse practitioner or a clinical nurse specialist, with
prescriptive authority and performing duties within the scope of
that person’s license and under the supervision of, or under a
supervisory agreement with, a licensed physician as stated in the
section of state law (IC 25-23-1) related to advanced practice nurse
collaboration with a licensed practitioner.

Other behavioral health professional (OBHP) means any of the following 
persons:
(1) An individual with an associate or bachelor degree, or equivalent
behavioral health experience, meeting minimum competency
standards set forth by a behavioral health service provider and supervised by
either a licensed professional, as defined above, or a QBHP, as defined
above.
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14.a. 

Services for individuals 
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may include: twenty-tour (24) hour a day crisis intervention; care coordination to 
fulfill individual patient needs, including asse!1ivc care coordinat-ion when indicated; 
outpatient services, includIng intensive outpatient services, substance abuse services, 
counseling, and treatment; acute stabilization services, including detoxification 
services; residential services; day treatment; family support services: medication 
evaluation and monitoring; and services to prevent unnecessary and inappropriate 
treatment and hospitalization. 

(c) Community Mental Health Centers wishing to provide MRO services mtlst be 
certified to provide a cominuunl of care to Medicaid consumers. These providers may 
subcontract for services as appropriate. 

(d) This MRO State Plan service is to run concurrently with the 1915(b)(4) fee-for
service selective contracting waiver (IN.03). 

Provided with limitations. 

Inpatient hospital services Reimbursement is available for medically reasonable and 
necessary inpatient psychiatric hospital services. Medically reasonable and necessary 
service is defined as a covered service required for the care or well-being of the patient 
and IS provided in accordance with generally accepted standards of medical or 
professional practice. 

Prior authorization is required for all inpatient psychiatric admissions including 
admissions for substance abuse 

Reimbursement is avaiiabJe for emergency admissions only in cases of a sudden onset of 
a psychiatric condition manifesting itself by acute symptoms of sLich severity that the 
absence ofimmc,diate medical attention could reasonably be expected to result in one (1) 
of the following: 

(1) Danger to the individual. 
(2) Danger to others. 
(3) Death of the individual. 

Medicaid reimbursement will be denied for any days during which the inpatient 
psychiatric hospitalization or stay in a psychiatric residential treatment facility is found 
not to have been medically necessary, 

Effective Date: June I. 2014 
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15.0. Intermediate Care 
FacilHy Sel'vices 

IS.b. Inclmling such services 
in a public institution tor 
the mentally retarded 

16. Inpatient Psychiatric 
Facility Services fo)' 
Individuals under Age 
21 

17. Nurse-Midwife Services 

18. Hospice Care 

TN No. 11-014 
Supersedes 
TN No. 03-027 

Provided with limitations. 
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Addendum Page 1 I 

Reimbursement is available for medically reasonable and necessary services 
provided by a certified intermediate Care facility fOl" the mentally retarded 
(ICFIMR), subject to prior anthorization. 

Pl'ovided with limilations. 
Reimbursement is available for medically reasonable and necessary services 
pl'Ovided by a certified intermediate care Iileility for the mentally )'etarded 
(ICrIMR), subject to prior authorization 

Provided with limitations. 
Reimbursement is available fol' medically reasonable and necessRI)' services for 
inpatient psychiatric hospital and psychiatric residential treatment facility scrviccs 
for individuals under age 21 years of age subject to prior authorization. 

Provided with limitations. 
Medicaid reimbursement is available for services rendered by a certified nursc
midwife. Coverage of certified nurse-midwife services is restricted to services the 
nurse·midwite is legaliy authorized to perform, including well-woman 
gynecological hcalthcare, family planning, alld care to the normal and expanding 
family tI".oughout pregnancy, labor, delivery, and post-delivery. 

Provided with limitations. 
Medicaid reimbursement is available for hospice services subject to prior 
authorization. 
Hospice services consist of the following: 
(I) Palliative care tor the physical, psychological, social, spiritual, and other 
special nccds of a hospice program patient during the final stages of the patient's 
terminal iliness. 
(2) Care for the psychological, sociai, spiritual, and other needs of the hospice 
program pnticlltfs family before and after the patient's death. In order for an 
individual to receive Medicaid-covered hospice services, a physician must certify 
in w";ting the individual is terminaliy iii and expected to die fl'OlII that illness 
within six (6) months. 

For recipients twenty-one (21) years of age and older, In order to receive hospice 
services, a recipient llIust elect hospice services. Election of the hospice benefit 
requires the recipient to wllive Medicaid coverage for other forms of health eMe fOl' 
the treatment of the tcrminal illness tor which hospice care was elected, or for 
treatment of a condition related to the terminal iliness. 

For recipients less than twenty-olle (2i) years of age who eiect hospice care, the 
recipient mny receive conCLlJ'I'ent cUI'alive treatment ill conjunction with hospice 
services for the termillal iliness. This aliows the recipient 01' the recipient's 
representative to elect the hospice benetit, without forgoing any cmative service 
the recipiellt is entitled to under Medicaid for treatment orthe terminal condition . 

Approval Date NOV 10 lon 
. 7/tJii 

EffectiveDate tvJ~10 W,' 
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19. Targeted Case Management for: 
Recipients with 
Elevated Blooll Lead Levels 

20. Extended Services for 
Pregnant Women 

20.a. Pregnancy·related and postparhnll 
serviC<ls fot 60 days after Ole 
pregnancy ends 

20,b. Services for any other 
mec1iclll conditions tllat 
may complicate pregmmcy 

Reimbursement is available for targeted case management when provided ill 

accordance with 42 eFR 440.169 and for individuals. who, thl'ough a blood 
lead screelling conductel! in accordallce with the EPSDT periodicity 
schedule, are found with a confmned elevated blood lead Icvel, as denned by 
fhe Centers for Disease Control and Prevention. Reimbursement is limited to 
no more than 26, 15 minute units, per recipient) per twelve month period of 
time. Prior authorization is required for additional units of medically 
uecessmy targeted case In(lnagement, 

Reimbursement is available for extended services for pregnant women with 
limitations and include the following: 

- Pregnancy-related and poslJlartulll services for 60 days afier the pregnancy 
ends 
-Services for any other medical conditions that may complicate pregnancy 

Services must be medically necessary and reasonabte and defmed as a covered 
service required for the care 01' well being of the patient and provided in 
accordancc with generally accepted standards of medical or protessional 
practice. 

Coverage is limited to legend and non-legend drugs) prescribed 
for indicalions directly related to the pregnancy and routine 
prenatal, delivery and poslpartwn Cal'e, including family 
planning services. Additionally, transpOitation services) to and 
from the aforementioned services, will be provided. Payment for 
pregnallcy~related services is subject to prior authOl'ization. 

Reimbmse:ment is available for services provided to a pregnant woman for the 
trealment ofa chronic condition or other abno\~lJal condition related to the 
preguancy 01' complicates the medical management of the mother durilJg 
pregnancy) childbirth and PueIverium including those conditions associated 
v.,tith fctal abnomlalities and conditions. 

A condition that may complicate the pregnancy, is any condition 
manifesting itselfby symptoms of sufficient severity thallhe absence of 
medical attention could reasonably be expected to result in a deterioration of 
the patient's condition or a need for a higher level of care. Reimbursement is 
available subjoct to prior authorization, 

m 2 S 2013 TN No. 12·007 
Supersedes Approval Date: ____ _ Effective Date: J!!lyJ~~. 
TN No, 08-009 
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23. Pediatric or Family Nurse Provided with limitations. 
Practitioners' services Reimbursement is available for medically necessary and preventive health care services 

provided by a licensed, certified nurse practitioner within the scope of practice of the 
applicable license and certification. 

24. Any other medical or Provided as described in 24a – 24d. 
remedial care recognized
by state law

24.a.    Transportation services Reimbursement is available for emergency and nonemergency transportation to or from 
a Medicaid covered service. Providers located within Indiana or in a designated out of 
state area may be reimbursed for up to twenty (20) one-way trips of less than fifty (50) 
miles each, per recipient, per twelve (12) month period, without prior authorization. 
Designated out-of-state areas are the following: 
(A) Louisville, Kentucky (F) Sturgis, Michigan
(B) Cincinnati, Ohio (G) Watseka, Illinois
(C) Harrison, Ohio (H) Danville, Illinois
(D) Hamilton, Ohio (I) Owensboro, Kentucky
(E) Oxford, Ohio

Prior authorization is required for the following: 
(1) More than 20 one-way trips, per recipient, per rolling 12-month period.
(2) Trips of 50 miles or more one way
(3) In-state train or bus transportation services, including out-of-state designated areas.
(4) Transportation services provided by a provider located in a non-designated, out-of-
state area.
(5) Airline, air ambulance, and interstate transportation
(6) Family member transportation
(7) Medically necessary school-based specialized transportation

(a) School-based specialized transportation is defined as transportation to a
medically necessary service (as outlined in the Individualized Education
Plan (IEP)/Individualized Family Service Plan (IFSP) of an enrolled
Medicaid beneficiary) provided in a specially adapted (e.g., specially
adapted school bus or van) that has been physically adjusted or designed to
meet the needs of the individual student under the Individuals with
Disabilities Education Act (IDEA) (e.g., special harnesses, wheelchair lifts,
ramps, specialized environmental controls, etc.,) to accommodate students
with disabilities in the school-based setting.
(b) School-based specialized transportation is available to “Medicaid-
eligible beneficiaries for whom the transportation services are medically
necessary and documented in IEP/IFSP.  School-based specialized
transportation must be provided on the same date of service that a Medicaid
covered service required by the student’s IEP/IFSP is received
(c) The Medicaid enrolled student’s IEP/IFSP as required by IDEA serves as
the prior authorization for medically necessary school-based specialized
transportation services when provided by a Medicaid participating school
corporation. No additional prior authorization is required.
(d) School-based specialized transportation is provided by personnel who are
employed by or under contract with a Medicaid-participating school
corporation provider.

Trip limits can be exceeded based on prior authorization review and confirmation of 
a covered services associated with the trip. 
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Except for trips over 50 miles, the following services are exempt from the numeric trip 
cap and prior authorization requirements: 
(1) Emergency ambulance services
(2) Transportation to or from a hospital for an inpatient admission
(3) Transportation for patients on renal dialysis or residing in a nursing home
(4) Accompanying parent or recipient attendant
(5) Return trip from emergency room in an ambulance

24.b. Services provided in Provided within the limitations of 42 CFR 440.170(b). 
Religious Nonmedical 
Health Care Institutions 

24.c Reserved 

24.d. Skilled Nursing Facility Reimbursement is available for skilled nursing services provided by a licensed 
Services for Patients under and certified nursing facility when rendered to a Medicaid recipient whose level 

21 Years of Age of care has been approved by the Medicaid agency. 
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AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE 

AND SERVICES TOTHE CATEGORICALLY NEEDY 

28. (i) Freestanding Birth Center services: Reimbursement is available for licensed or otherwise State-approved 
freestanding birthing centers 

Provided: No limitations L With limitations _ None licensed or approved 

Provided with limitations: 
1) Recipients must be considered low-risk, normal or having an uncomplicated pregnancy; 
2) Delivery shall be performed by a: 

a. Certified nurse midwife; or 
b. Physician 

3) Surgical services are limited to episiotomy and episiotomy repair; and shall not include operative 
obstetrics or cesarean sections; 

4) Labor shall not be inhibited, stimulated or augmented with chemical agents during the first or 
second stage of labor; . 

5) Systemic analgesia may be administered and local anesthesia for prudential block and episiotomy 
repair may be performed; 

6) General and conductive anesthesia shall not be administered at birthing centers; 
7) Recipients shall not routinely remain in the facility in excess of twenty-four (24) hours. 

28 (ii ) Licensed or Otherwise recognized State-Recognized covered professionals providing services in the 

Freestanding Birth Center 

Please check all that apply: 

1L (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 servlces are otherwise 
covered under 42 CFR 440.60 (e.g., lay midwives, certified professional midwives ((PMs), and any other 
type of licensed midwife). 

TN No. 11-024 
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Me'di<:8id enroPed im,lIridual$ who, through a blood lead sc:reenlll8 conducted in acoordance with tm. EPSDT periodicity 
$Gh<!dule, af'(o found wilh a <o"flrmed elevated blood lead level iCEBLLl as defined by the Center. for DI5Qse Control and 
Prevention (CDC). 

Target group indudE!$ individuals troos;lIoning to • C(lmmuoity s~g. C_ management selVlce. wlti be made 
available lor up to __ consecutive days of a cowredstav In a medital Institution, 'rhe tarset group does oot 
In dude individual. between ages 22 and 64 who are served In lmtitutlons for Mental 0150. sa or InOMduals wno 
are inmates of public institution,. (Stota Medicaid DIrector> u.n., ISMOL), JUly 25, 2000\ 

Areas of .!iNt. in Which "'Me ... will be provided !§191Slgl!11 afthe Actl: 
.JL Enllre State 

Onlv in the loNowing geographic area.; 

~mparabil!ty ofservke> .~;l.(J)!B) om! 1915iglll)J: 
Services are provided in accorda""e with §1902{alll(»)(B) otthe Act . 

.JL Services are not COmparable In amount duration and $Gop. 1§1915(g\(1». 

Definlt!l;!n of se",lees [42. Cf!l.MO.16111: CQf\Slstent wll:h the Oeficlt Reduction Act IORAI of 2005. the t\!l'M ''T~rgeted (:ase 
Management" "",,,n, services which will ~.$Ist indMdusl~ eligible under the plan In gaining acce .. to needed medlcal. 
educationaL SOCia! and other seN!ce. rel""""t to elevated blood lea\l levels [ElIlLi and other identified I • ..., ••. Targeted 
Case mana(!l!ment services a,e go.~"rlented acti\Iltles that ptOliIde. oversee, and coordin.te services to jead poisoned 
individuals. This Induda> but is not IlI'Ilted to identifying resOUrtes, planning services, Implementing am! coordinating I.ad 
treatment and $ENices, "nti /I".onltoling the delivery 01 soch ,elVices. Components of the ,.,mee Include: a$ll$sm."t of 
the impairment, treatm.~t planntng, ano monitoring of the overall service delivery; provision of seMce.ln • ,.ttlns 
IlCCessiblf.' and apprope'lIt" to the recipient. Tali_ted Case Management for children with ESLt includes the follawll\& 
a16lst>ru;e : 

• A""".ntMt: Initiatl,,! a rls~ .5'."111""' of tn .. indlvlduol', primary addr ... to determine po"lble _roo> of lead 
e<posure as weU as identification ot Other risk fllctOrt (includill& but not limited to, medical, educational, SOCial, 
developmental, and behavloral); gathering information 00 the IndMdual's history by intervlewlne. the individual, 
his/her family, medical provlders, soclalworkefS am! other professional.; compteting ne(;l$.Silry docuMentatton. 

.. "'re Planning: De«elopment 01 a care plttn specific to th" ;m!ividual based on information girthered during the 
Assessment; through specifiC goals lind objectives, the <;<>re pian will add r .... the medical, sodal, education .. and other 
ffiVice needs telated to the Indillidual'.lead exposure and other identified i>sues; the care pI"n wHI aIsG include 
objectives related to ar:tlve participation from tna Individual and h's/her familV· 

-0- lleierral and Li~age: l\eferral5 for nece,'",,! servltes, including but nOt: fimlted to services to address medical, 
edu<:atloMl, soda! and nutrition.1 needs, '" appropriate; this Includes aetMtle. that Unk the Individual with needed 
;ervlre .. 

lNNO.~ 
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* Monitoring; Follow-up 1!ct"lVili .. and contacts Wl!h th~ lndividuol and his/her family to en5ure effect!ve 
Implementation altha t:lIre PWI and that t!u; care plan i. addressing the individuar, need •. Adjuumentst<> the !:are 
plan WID be made as netllSSary. follow",,, services mUst be provided as approPriate to trul lndl\lldual's c:a5e and nO! 
less frequently thar: one: /1) (;Ontatt e<l0lV thrat' ~) months. 

.. ca,. CI_r<r. The cue manager will terminate case management ~ervi'es in accordance ",,;tiI t_ Closure iui/le§n.". 
set out in 410 lAC 29-l-l. 

C9ie mamillement includes contacts with non..,liglble individuals that are directly relatt;d \0 leentifvinB the eligible 
lnaivldual'S need. and tare, for the purposes of helping the ellgihle individual atee ... ervltes; identlf'llng flIle<15 
and supports to assist the eliglbl~ Indivldu.11n obtaining services; providing case managers with us.ful feedback, 
and alerting (lOse managers TO changes In the eligible indM~u.r. needs. ;42 CFR 440.169(e») 

QuaHfi9!lon. of providers (42 CFR ~1,18la\t8l!v) and 42 (FR 44usIbU: 
Q)oe ma""g"r. have, at a minimum, either a bachelor's degree In ,oda! wort lor a relati!d field) or ~re a Realotered !<IUlSe 
(RIIII lOnd are authorized b~ a local health dePllrtment (LHO) through a provider agreement case manag(;j's reeeive 
,peclalized t.-.inl,,!I. thrc;>ugh the Indiana Slate Department of ll.ealth (ISDH) wIthin ,Ix (6l months of hire, Case managers 
must provide service. In accordance with 41tHAC 2!J-l and §1915(g) of the Social Security Act Ca,e man<lgers report to the 
County Health Officer, a Medical Doctor (MDlllcensed by the Slate of Indiana. 

Freedom of choice 141 CFB 441.18IaWlll: 
The State assu,es that the provIs1on of case management servlceswill not restrict an ind\vid~al" free choice of providers In 
violation of §1902(at(23) of the AI::;\. 

1, ,"sible IndlYldual$ WlIl have free choice of any qualified Medicaid provider within the specified geosr;'phlc orea 
Identified In 1;1\1. plan. 

2. Eligible individuals wlll have f,ee choke of any qualified Medicaid providers of other medical care under the plan. 
3, Individuals of the target population may choose whether or mat<> receive targeted case management servlc ... 
4. Any person or entity meeting the State'. requirements who ""shes [0 become a Medicaid pfO\lider of targeted 

case management...-vi<:es may be !lIven the opportunity to do so. 
S. T ¥/leted (as. m.n~gement wllll'Ot be used to ,.,Strict the acees. to other service. alillilable under the plan, 

Freedom 01 Cholte E"",ption [U91Sh!lUI and 42 CFR 44H8fb)1: 
Target grOUf> consists of eIlilDle Indl,,;dUSIs with d_lopmentai disabilities or with chronic mental illness. 
ProIIlden are limited to quallfled Medicaid providers of case management "'rvI~~ ~bJe of en$Uri"ll that 
Individuals with deWllopmemal disabilities- Of with chronic mental i~!12SS receive needed servic .... 

AcCl¥ t<> Ser\Ii,es!4? Cf!l441.1B1illlll. 42 CF/! 441,l!!(alf3J. 42 (fR ~1.l8[a)(6lJ: 
To. State assures the following: 

1. Q)5i! m~na&ement fincludlns targeted ClISi> management) senlices .. in not be used to restrict an indlviduar, aci:e .. 
to miter _. under the plan. 

2. IndMduals wiIJ not be compelled to receive co .. management services, condition receipt of case management ,Of 

!"'lIMed q)SE managementl ",1/1005 on the receipt of otrulr Medicaid serv1ces, or conditlotl cec~pt of other 
Medicaid "'",i<:eS On rece'pt of case management ior iargeted <aSe man~£ementl services; and 

3, Pr",,'!!." of case management services do not exel'dse the agency"authority to autharile or deny the provision 
"f other s .... ce' under the plan. 

TN No. Oll-009 
Supersedes 
TN No./!ID'i 
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Pavmentfor case manasemem ortatgellod eMe man.sement services under the pian does not dupUeate payments m.de 
to public asenties or priVa~ eml!!.s under other program authorities for ttlls same purpose, 

Qln.Beconl. 142 CER 441.l!l1!ll1l1. 
~tQ\lldan; malmaln Cii5e re<:ords th.t dOCUll'lt!1rt for all individuals recEiving case managem.nt as follows: 

1, ihenameofthelndlvidu.l; 
2. The dates of the tose man<>aemen! •• !Vices; 
3, Th",name afthe pr01rider agency (if rei"",."!) and the perron prOllidins the case management servic,,; 
.t, The nature, cal'Jtent, units of the case management .e!Vices reCJlived and whether goals spedfied in the care plan 

h ave been athieved; 
S. Whether the Individual has declined services In the car. pI;! n; 
6, The need for, an d oct:Urreru:es of, coordination VoI!th other caie managers; 
7. A tlm~lif1e fa,obtainin! neodetJ seMces; 
8. I\. timan". for reevaluation of the plan. 

JJmltatlpn5: 
Case management doe. not ;nelude. and Fedtf,,1 Rnantial Participation jFFP1 is nat avallable in ."".ndilu, .. for. services , 
defined In §441.169 when the ca •• management activities are an integralall<l isueparable component of anather CO\II!red 
Medicaid serviee (S@le Medicaid Manual C5MM14302.fl. 

Case manacement does nat include, and Federal financial Partit!p.tkln (FFP) ls not available in ""pendltutes fo,. s.!Vices 
def\netJ in 1441.169 whO!n the tase management _dlville. consUtute the direct delivery of underlying med leal, educ::nlonal, 
SOCial, or other services to whkh an eligible rndMdual has been referred, including fot foster Cit'e programs, service. suCh 
a .. but nat limited to, the followin8; researc~ gathering and completion of documentation r'lqulr!!d by the roster care 
program; O$ ..... iog adoption plaooroenu; recruiting or interviewing potential foster c.r~ parents; S1!fVing ieglll papers; 
h()!IlI! investigations: providillll transportation;admini.terillll foster care subsidies; makingplacemenl arrangement>. {42 
QR 44US(c)) 

Fl'P only is available for case management services or targeted case managemellt set.lees If there are no other third partie. 
liable to pay lor suCh .le/Vi(es, including a< reimbursement un<ler a medical, social, etiu<:.tlonel, or ather p'<'2ram e>cept for 
case "",n"Bement thaI 1$ Included In an lntiMd"aliled &ducat;"" program or indMduaflzed family seNiee plan cOo1sistent 
with §1903je) of the Act. {§il902{a)(251 and J.9051'H 

EPSDT Assurance: 
UndO!r the EPSDT benefit, TeM nrvlt. ... WId be ptOVided to any individual determined to meet the medical necessity/or the 
serYk.-e. 

TN No, 0$-009 
Supersedes 
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Program of Ail-Indtnsive Care for the Elderly State Plan Amendment 

Name and address of State Administering Agency, if different from the State Medicaid Agency. 

Pivision of Agin\l 
402 W. Washington St" MS21.JSoQlll W-454 
Indianapolis. TN 462cQLJ: 

1. Eligibility 

The Slale (ie"lermines eligibility for PACE enrollees under rules applying to community 
groups. 

A._ X ..... The State determines eligi.bility for PACE enrollees under rules applying to 
institutional b'l'OUPS as provided for in section 1902(a)(1 O)(A)(ii)(VI) of the Act (42 
CPR 435.217 in regulations). Dle State has elected to cover under its State plan the 
eligibility groups spedlicd under these provisions in the statute and regulations. The 
app.\icab.le groups are: 

A special income level equal to 300% of the SSl Federal benefit rate (FBR) (42 CFR 
435.236). Spousal impoverishment eligibility rules apply. 

(If this option is selected. please identify, by statutory and/or regulatory reference, the 
institutional eligibility group or groups under which the State determines eligibility for 
PACE: .::nroilees. Please not~ that these groups must be covered under the State's 
Medicaid plan.) 

B. __ .... The State determines eligibility tor PACE enrollees under rules applying to 
institutional. groups. but chooses not to apply post-eligibility treatment ofincome rules 
to those individuals. (lfthis option is selected, skip to II - Compliance and State 
Monitoring of the PACE Program. 

c.~._ The State determines eligibility for PACE enrollees under rules applying to 
institmion81 groups, and applies post .. eIigibility treatment of income rules to those 
individuals as speciiled below. Note that the post-eligibility treatment ofincome rules 
specified below aTe the same as those that apply to the State's approved HCBS 
waiver(s). 

TN No. \ 2-006 
Supersedes 
TN No. l:!l'w 
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STATE PLAN UNDER TITLE XIX OF THE SOClAL SECURITY ACT 

Regular Post Eligibility 

J. L SSI State. The State is using the post-eligibility rules at 42 CFR435.726. 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 
SSr. 
1. A)lowances for the needs of the: 
(A.) Individual (check one) 

J. )LThe following standard included under the State plan, (check one): 
(a)_SST 
(b) _ Medically Needy 
(c) )L The special income level for the institutionalized 
(d) _ Percent of the Federal Poverty Level: % 
(e) _ Other (specify): _--::-_ 

2. _ The following dollar amount: $ _~_ 
Note: If tbis 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 I is equal to, or greater than the ma.ximum 
amount of income a PACE enrollee may have and be eligible under PACE, enter NIAin items 2 and 3. 

(8.) Spouse only (check one): 

ruNo. 13-012 
Supersedes 
ru No. 12-006 

1. _SST Standard 
2. _Optional State Supplement Standard 
3. _Medically Needy Income Standard 
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. LNot applicable (N/A) 

Approval Date: _"'5/"'3"'01..:.14'-__ _ Effective Date: June 1, 2014 
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STATE PLAN UNDER mLE XIX OF TIlE SOCIAL SECURITY ACT 

(C.) Family (check one): 
1. LAFDC need standard 
2. _Medically needy iucome standard 

The amount specified below cannot exceed the higher of the need standard fur a family of the same 
size used to determine eligibility under the State's approved AFDC plan or the medically needy 
iucome standard established under 435.811 for a family of the same size. 

3. _The following dollar amount: $ ~~-c 
Note: If this amount changes, this item will be revised. 
4. _The followiug percentage of the followiug standard that is not greater than the 
standards above: % of standard. . 
5. _The amount is detenniued using the following fonnula: 

6. Other 
7. _ Not applicable (N/ A) 

(2). Medical and remedial care expenses iu 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 from the PACE enrollee's income. 

(a) 42 CFR 435.735--States usiug more restrictive requirements than SSI. 

I. Allowances for the needs of the: 
CA.) Individual (check one) 

1. The followiug standard iuc1uded under the State plan (check one): 
(a)_ SSl 
(b) _ Medically Needy 
(c) _ The special income level for the institutionalized 
(d) _ Percent ofthe Federal Poverty Level: % 
(e) _ Other (specify): __ _ 

2. _The following dollar amount: $ _~~_ 

Note: If this amount changes, this item will be revised. 
3. _The following fonnula is used to determine the needs allowance. 

TN No. 13-012 
Supersedes 
TN No. 12-006 

Approval Date:~' .:c5/:.:30::.:/1c..:.4 __ ~ Effective Date: June 1. 2014 
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Note: lfthe amount protected for PACE enrollees in item 1 is equal to, or greater than ilie maximum 
am01mt of income aPACE enrollee may have and be eligible under PACE, enter N/A.in items 2 and 3. 

(B.) Spouse only (check one): 
I._The following standard under 42 CFR435.121: 

2. _The Medically needy income standard: 

3 . _Thee following dollar amount: $,---,--
Note: lfthis 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. 
S._The amount is determined using ilie following fonnnla: 

6. _Not applicable (N/A) 

(C.) Family (check one): 
1. AFDC need standard 
2._Medically needy income standard 

TI,e 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 ilie medically needy income 
standard established under 435.811 for a fumilyofthe 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 formnla: 
6. Other 
7. _ Not applicable (N/A) 

(b) Medical and remedial care expenses specified ill 42 CFR435.735. 

TNNo. 13-012 
Supersedes 
TN No. 12-006 

Approval Date; _-"5"'/3"'0/"'14'--__ Effective Date; June L 2014 
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Spousal Post Eligibility 

3. X State uses the post-eligibility rules of Section 1924 of the Act (spousal 
impoverIslmlent protection) to determine the individual's contribution toward 
fue 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 
monfuly 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. 

TN No. ll:Qllii 
Supersedes 
TN No. New 

(a.) Allowances for the needs of the: 
l. fudividual (check one) 

CAl. X The following standard included under the State plan 
(check one): . 

1. __ 8S1 
2. __ Medically Needy 
3. --LThe special income level for the institutionalized 
4. __ Percent of the Federal Poverty Level: % 
5. __ Other (specify): ________ _ 

(B). __ 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: 

Approval Date 2/8/13 Effective Date: October I, 2012 
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II. Rates and Payments 

A. The State assures CMS that the capitated rates will be equal to or 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-emolled population group based upon the 
following methodology. Please attach a description of the negotiated rate setting 
methodology and how the State will ensure that rates are less than the cost in fee-for
service. 

IJ 
2. 

3.~ 

4. 

Rates are set at a percent of fee-for-service costs 
Experience-based (contractors/State's cost experience or encounter 
date )(please describe) 
Adjusted Community Rate (please describe) 
Other (please describe) 

B. The State Medicaid Agency assures that the rates were set in a reasonable and 
predictable manner. Please list the name, organizational affiliation of any actuary used, 
and attestation/description for the initial capitation rates. 

C. The State will submit all capitated rates to the CMS Regional Office for prior approval. 

Ill. Enrolhnent and Disenrollment 

The State assures that there is a process in place to provide for dissemination of enrollment and 
disemollment data between the State and the State Administering Agency. The State assures that 
it has developed and will implement procedures for the enrolhnent and disenrolhnent of 
participants in the Stale's management information system, including procedures for any 
adjustment to account for the difference between the estimated number of participants on wWch 
the prospective monthly payment was based and the actual number of participants in that month. 

TN No. 12-006 
Supersedes 
TN No. New 

Approval Date 2/8/13 Effective Date: October 1, 2012 
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Progrllm of All-Inclnsive Care for the Elderly (PACE) Reimbursement Methodology 

The PACE capitation rates are developed based on historical fee-for-service data for a total of two fiscal years and are 
developed using an Upper Payment Limit (UPL) methodology. 

DEVELOPMENT OF THE UPL 

The historical fee-for-service population data is extracted for claims and eligibility for a PACE eligible population and 
is summarized on a per member per month (PMPM) basis. Base data will be blended over the two-year period and 
trended to the appropriate fiscal year and adjusted to develop the UPL amount. The UPL will be reduced accordingly 
based on the anticipated reductions in health care service costs due to the implementation of the managed care PACE 
program. The reduction in health care costs is expected in the use of nursing home services with a portion of offsetting 
costs associated with non-institutional care. A percentage is factored into the rate for administrative expenses based on 
eligibility category - Medicaid-Medicare dual-eligible and Medicaid only. 

DUAL ELIGIBILITY 

The PACE capitation rates are developed for both the dual-eligible population and the Medicaid only eligible 
population. The Medicare eligible populations that are included reflect QMB-Plus and SLMB-Plus only populations. 

ELIGIBILITY CATEGORIES 

The eligible population base includes the nursing home and waiver level of care popUlations excluding those with 
developmental disabilities. The populations are fnrther limited based on age (i.e., age 55 or greater) and include the 
fee-far-service eligihle population only. 

CATEGORIES OF SERVICE 

All categories of service for the eligible population will be included in the development of the PACE capitation rate. 
The categories of service are limited to the categories provided in the fee-far-service data extract. 

The base rates are developed on a state-wide basis. Geographic factors are developed by comparing the region specific 
areas to the state-wide expenditures on a PMPM basis. These factors are developed by reviewing nursing home, 
waiver and home health care expenditures. 

RATE CATEGORY GROUPINGS 

Rate categories are developed based on age - either pre-65 or post-65. Geographic factors will be reviewed and 
applied to the state-wide base capitation rates. 

The State will submit all capitated !'ates to the eMS Regional Office for prior approval. 

TN No. 12-006 
Supersedes 
TN No. New 

Approval Date: 2/8/13 Effective Date: October 1, 2012 
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State of Indiana  

1905(a)(29)  Medication-Assisted Treatment (MAT) 

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

1905(a)(29) _____MAT as described and limited in Supplement ____ to Attachment 3.1-A. 

ATTACHMENT 3.1-A identifies the medical and remedial services provided to 
the categorically needy.   
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State of Indiana  

1905(a)(29)  Medication-Assisted Treatment (MAT) 

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

i. General Assurance
a. MAT is covered under the Indiana 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 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 in 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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Behavioral Health Individual/Group Counseling and Therapy: The
services covered as individual, or group behavioral health counseling and
therapy consist of a series of time-limited, structured, face-to-face sessions
that work toward the goals identified in the individualized integrated care
plan.
Medication Training and Support: The services covered as individual 
medication training and support involve face-to-face contact with the
member for the purpose of monitoring medication compliance, providing
education and training about medications, monitoring medication side
effects, and providing other nursing or medical assessments.
Crisis Intervention: The services covered as crisis intervention services
are short-term emergency behavioral health services, available twenty-four
(24) hours per day, seven (7) days per week. These services include crisis
assessment, planning, and counseling specific to the crisis, intervention at
the site of the crisis when clinically appropriate, and pre-hospital
assessment. The goal of crisis services is to resolve the crisis and
transition the member to routine care through stabilization of the acute
crisis and linkage to necessary services.
Cognitive Behavioral Therapy: The service covered as Cognitive
Behavioral Therapy (CBT) is based on the individualized integrated care
plan. CBT encourages patients to learn healthy coping mechanisms that
are tailored to meet their needs. Services may be provided for members of
all ages with a opioid-related disorder conditions that will not prevent the
member from benefiting from this level of care.
Motivational Interviewing: The service covered as Motivational
Interviewing is based on the individualized integrated care plan.
Motivational Interviewing focuses on using the motivational process to
facilitate change within a patient. Services may be provided for members
of all ages with an opioid-related disorder conditions that will not prevent
the member from benefiting from this level of care.
Drug (opioid use disorder) Counseling: The services covered as
individual or group drug counseling are services where addiction
professionals and clinicians provide counseling intervention that work
toward goals identified in the individualized integrated care plan.
Peer Recovery Services: Peer recovery services are individual, face-to-
face services that provide structured, scheduled activities that promote
socialization, recovery, self-advocacy, development of natural supports,
and maintenance of community living skills. Services must be provided by
individuals who meet the training and competency standards for certified
recovery specialists, as defined by the state.
Psychiatric Services: Psychiatric services such as assessments, diagnostic
evaluations, psychotherapy, psychological and neuropsychological testing,
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and other interventions are available to members of all ages with an 
opioid-related disorder. Services must be provided by individuals who 
meet the training and licensure requirements, as defined by the state. 

b) Please include each practitioner and provider entity that furnishes each service
and component service.

Behavioral Health Individual/Group Counseling and Therapy:
The following providers can render this service as defined under state law:

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)
Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state Law:

o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)

Medication Training & Support 
The following providers can render this service as defined under state law: 

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)
Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state law:

o Qualified Behavioral Health Professional (QBHP)

o Other Behavioral Health Professional (OBHP)

Crisis Intervention Services 
The following providers can render this service as defined under state law: 

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
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Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)
Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state law:

o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)

Cognitive Behavioral Therapy 
The following providers can render this service as defined under state law: 

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
Health Service Provider in Psychology (HSPP)
Providers who require supervision as defined under state law:

o Licensed Clinical Social Worker (LCSW)
o Licensed Marriage and Family Therapist (LMFT)
o Licensed Clinical Addiction Counselor (LCAC)
o Licensed Mental Health Counselor (LMHC)
o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)

Motivational Interviewing 
The following providers can render this service as defined under state law: 

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)

Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state law:

o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)

Drug (opioid use disorder) Counseling 
The following providers can render this service as defined under state law: 
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Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)
Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state law:

o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)

Peer Recovery Services 
The following providers can render this service as defined under state law: 

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist
Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)
Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state law:

o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)

Psychiatric Services 
The following providers can render this service as defined under state law: 

Licensed Psychologist
Licensed Physician (MD/DO)
Licensed Independent Practice School Psychologist

Health Service Provider in Psychology (HSPP)
Licensed Clinical Social Worker (LCSW)
Licensed Marriage and Family Therapist (LMFT)
Licensed Clinical Addiction Counselor (LCAC)
Licensed Mental Health Counselor (LMHC)
Providers who require supervision as defined under state law:

o Qualified Behavioral Health Professional (QBHP)
o Other Behavioral Health Professional (OBHP)
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Provider Entities: 
Community Mental Health Center (CMHC)
Opioid Treatment Program (OTP)
Medicaid Rehabilitation Option (MRO) Clubhouse

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.

Providers:
Behavioral Health professionals who are Licensed Psychologists treating
OUD must meet all necessary requirements as defined under state law.
Behavioral Health professionals who are Licensed Physicians (MD/DO)
treating OUD must meet all necessary requirements as defined under state
law.
Behavioral Health professionals who are Licensed Clinical Social Workers
(LCSW) treating OUD must meet all necessary requirements as defined 
under state law.
Behavioral Health professionals who are Licensed Marriage and Family
Therapists (LMFT) treating OUD must meet all necessary requirements as
defined under state law.
Behavioral Health professionals who are Licensed Clinical Addiction
Counselors (LCAC) treating OUD must meet all necessary requirements
as defined under state law.

Behavioral Health professionals who are Licensed Mental Health
Counselors (LMHC) treating OUD must meet all necessary requirements
as defined under state law.
Behavioral Health professionals who are Qualified Behavioral Health
Professionals (QBHP) treating OUD must meet all necessary requirements
as defined under state law: A "qualified behavioral health professional"
(QBHP) means any of the following persons:

o (1) An individual who has had at least two (2) years of clinical
experience treating persons with mental illness under the
supervision of a licensed professional, as defined above, with such
experience occurring after the completion of a master's degree or
doctoral degree, or both, in any of the following disciplines:
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(a) In psychiatric or mental health -nursing from an
accredited university, plus a license as a registered nurse in
Indiana
(b) In pastoral counseling from an accredited university.
(c) In rehabilitation counseling from an accredited
university.

o (2) An individual who is under the supervision of a licensed
professional; as defined above, is eligible for and working towards
licensure, and has completed a master's or doctoral degree, or
both., in any of the following disciplines: 

(a) In social work from a university accredited by the
Council on Social Work Education.
(b) In psychology from an accredited university.
(c) In mental health counseling from an accredited
university.
(d) 1n marital and family therapy from an accredited
university.

o (3) A licensed independent practice school psychologist under the
supervision of a licensed professional, as defined under state law.

o (4) An authorized healthcare provider (AHCP). defined as follows:
(a) a physician assistant with the authority to prescribe,
dispense and administer drugs and medical devices or
services under an agreement with a supervising physician
and subject to the requirements defined under state law.
(b) a nurse practitioner or a clinical nurse specialist, with
prescriptive authority and performing duties within the
score of that. person's license and under the supervision or

under a supervisory agreement with, a licensed physician
pursuant to the definition under state law.

Behavioral Health professionals who are Other Behavioral Health
Professionals (OBHP) treating OUD must meet all necessary requirements
as defined under state law: Other behavioral health professional (OBHP)
means any of the following persons:

o (1) An individual with an associate or bachelor’s degree, or
equivalent behavioral health experience, meeting minimum
competency standards set forth by a behavioral health service
provider and supervised by either a licensed professional or a
QBHP.

o (2) A licensed addiction counselor supervised by either a licensed 
professional as defined under state law, or a QBHP, as defined
under state law.
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Provider Entities: 
Community Mental Health Center (CMHC): (as defined under state law)

o FSSA’s Division of Mental Health and Addiction (DMHA)
certified Community Mental Health Centers (CMHCs) are
permitted by Indiana’s state Medicaid agency (OMPP) to be
approved to by DMHA provide opioid addiction treatment services
according to the standards and expectations as defined under state
law.

Provider agency has acquired a National Accreditation by
an entity approved by DMHA.
Provider agency is an enrolled Medicaid provider that
offers a full continuum of care.
Provider agency must maintain documentation in
accordance with the Medicaid requirements defined under
state Law.
Provider agency must meet all behavioral health provider
agency criteria, as defined under state law.”

Opioid Treatment Program (OTP): 42 CFR 8.11-12
Medicaid Rehabilitation Option (MRO) Clubhouse: (as defined under state
Law)

o The clubhouse certification will be issued by the Indiana Family
and Social Services (FSSA) Division of Mental Health and
Addiction (DMHA). The rendering clubhouse provider must be
accredited by Clubhouse International and operate in conformity
with the International Standards for Clubhouse Programs.
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State of Indiana 

1905(a)(29)  Medication-Assisted Treatment (MAT)  

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the 
Categorically Needy (continued) 

iv. Utilization Controls

__x___ The state has drug utilization controls in place. (Check each of the 
following that apply) 

__x___ 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.

MAT Drugs & Biologicals 
The state has applied appropriate utilization management and day supply limits on MAT 
drugs. Limitations are dependent on drug product and vary based on formulation. All 
limitations are evidence based and certain class limitations are reviewed by the state’s 
Drug Utilization Review Board. 

Counseling & Behavioral Therapies 
Behavioral Health Individual/Group Counseling and Therapy is limited to twenty
(20) units per member, per provider, per calendar year. Additional units may be
authorized with prior authorization and are based on medical necessity.
Crisis Intervention Services are limited to interventions focused on an individual
and must be rendered in the outpatient behavioral health setting.
Drug (opioid use disorder) Counseling is limited to three (3) hours per day.
Additional units may be authorized with prior authorization and are based on
medical necessity.
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Peer Recovery Services are available without prior authorization for up to 365
hours (1,460 units) per calendar year. Additional units may be authorized with
prior authorization and are based on medical necessity.
Psychiatric interventions are available without prior authorization for an
aggregated 20 units per beneficiary, per provider, per rolling 12-month period.
Additional units for psychiatric interventions may be authorized with prior
authorization based on medical necessity.
Psychiatric diagnostic evaluations are available without prior authorization for one
visit per beneficiary, per provider, per rolling 12-month period. Additional visits for 
psychiatric diagnostic evaluations may be authorized with prior authorization and
are based on medical necessity.
Prior authorization is required for all psychological and neuropsychological testing
and is provided based on medical necessity.
Psychiatric services are available without prior authorization for 30 visits per 
calendar year. Additional visits for psychiatric services may be authorized with
prior authorization based on medical necessity.

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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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Agency    Indiana 

MEDICAID PROGRAM: REQUIREMENTS RELATING TO  
COVERED OUTPATIENT DRUGS FOR THE CATEGORICALLY NEEDY 

 Citation (s) Provision (s) 

1935(d)(1) Effective January 1, 2006, the Medicaid agency will not 
cover any Part D covered drug for verified full-benefit 
dual eligible individuals who are enrolled in or entitled 
to  receive Medicare benefits under Part A or Part B. 

TN No.    05-013 
Supersedes  Approval Date  __8/23/06______  Effective Date _January 1, 2006____ 
TN No.    none 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Agency Indiana 

MEDlCldD PROGRAM: REQUIREMENTS RELA'TING TO PA YMENT FOR COVERED 
OUTPATIENT DRUGS FOR THE CATEGORICALLY NEEDY 

Citation (s) 

1927(d)(2) and I 935(d)(2) I. 

Proyision (s) 

The Medicaid agency proyides coverage for the following 
excluded or otherwise restricted drugs or classes of drugs. 
or their medical uses to all Medicaid recipients. including 
full benet,t dual eligible beneficiaries under the Medicare 
Prescription Drug Benefit -Part D. 

(I) Nonlegend (over-the-counter) drugs included on the Medicaid non legend drug 
fllrmlliary set (lut at: 

and 

(2) Legend drugs that are: 
(a) approved by tbe U.S, Food and Drug Administration: 
(b) not designated by the Centers l()r Medicare and Medicaid Services as less than 

effective; or identical. related. or similar to a less than effectiye drug: 
(c) subject to the tcrms ora rebate agreement between the drug's manulacturer and the 

CMS; 
(d) prior authorized by Indiana Medicaid if subject to applicable prior authorization 

requirements for brand name drugs; and 
(c) not specifically excluded fro111 coverage by Indiana Medicaid. The following are 

specillcally excluded from coverage by Indiana Medicaid: 
• Anorectics or any agent used to promote weight loss; 
• Topical minllxidil preparations: 

• Fertility enhancement drugs: 
• Drugs used to treat sexual or erectile dysfunction. as set forth in section 

I 927(d)(2)(K) of the Social Security Act. unless such drugs arc used to treat 
conditions other than sexual or erectiic dysfunction and sucb uses have been 
approved by the U.S. Food and Drug Administwtion; 

• Drugs when prescribed solely or primarilyfDr cosmetic purposes. 

TN No. 14-001 
Supersedes 
TN No. 12-012 

Approval Date _3_17_/1_4 __ Effectiye Date Januarv I, 2014 

http://www.indianapbm.com/Downloads/OTC Drug Formulary.xls
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State of: Indiana 

Program of All-Inclusive Care for the Elderly State Plan Amendment 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the Medically 
Needy 

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in 
Supplement 3 to Attachment 3.1-A. 

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. 

TN No. 12-006 
Supersedes 

Approval Date: 2/8/13 Effective Date: October l, 2012 

TN No. New 
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STANDARDS ESTABLISHED AND METHODS USED
TO ASSURE HIGH QUALITY CARE

INDIVIDUAL PROVIDERS
Following are the criteria used and steps taken to assure high
quality of care by individual providers of Medicaid:

1. Physicians and Dentists

Requirement is licensing by the state. This is verified
by the records of the State Board of Health or Dental.

2. Corporations, Partnership and Medical Clinics

The group is required to submit a list of all providers who
are associated with it. The license of each is verified as
in paragraph 1.

3. Chiropractors, Osteopaths, Physical Therapists, Hearing Aid Dealers

They must be licensed by the State Board of Health. License
is verified.

4. Miscellaneous Suppliers

Shoe companies, rental services, water softner services,
oxygen, etc. - These providers are required to sign a
Medicaid Agreement.

5. Nurses

The Indiana State Board of Nurses Registration and Nursing
Education must license them. The license is verfied.

6.
e .

Optomtttrlsts

Optometry Registration and Examination Board must license them.
The license is verified.

7. Audiologists

Speech and Hearing Therapists must hold a Certificate of
Clinical Competence in Audiology from the American Speech and
Hearing Association, or have completed the academic and
practicum requirements and be in the process of accumulating the
necessary supervised work experience required for the
certificate. The status is verified.

8. Pharmacists

The pharmacist must be licensed by the Indiana State Pharmacy
Board. License is verified.
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9. Independent Laboratories

Laboratories must be certified by the State Board of Health. License is
verified.

10. Doctors' Laboratories

Only a Medicaid agreement is required because of the physician's
qualifications.

11. Psychologist

Must be licensed by the Psychology Board of the State Board of Medical
Examiners. License status is verified.

12. Mental Health Clinic. Child Guidance Center, Rehabilitation Center, Family
Planning Center. County Social Service Center. Speech and Rearing Center

These providers must provide the following information:

a. What service will be offered?

b. Name. position and qualifications of each staff member.

c. How many hours per week will each staff member be employed?

d. How is the fadl ity funded?

e. How are recipients made aware of available services?

This data is reviewed and required credentials (licenses. etc.) are
verified.

13. Out-of-State Providers

A Medicaid agreement is required of all out-of-state providers and
suppliers and their licensure or certlTicate is checked with the boards of
their respective states.

14. Nurse Practitioners

Must be licensed as a Registered Nurse by the Indiana Health Professions
Bureau and must hold a certificate as a Nurse Practitioner from a
certifying body that is nationally recognized.

TN # 90-17 Approval Date !.{!3!rG Effective 7-1-90
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CERTIFICATION REQUIREMENTS
FOR MEDICAID APPROVED FACILITIES
(Title XIX, Social Security Act)

AUGUST 19, 1972

1. General:

The Indiana State Department of Public Welfare is the single state agency
designated by statute as responsible for administration of the Medical
Assistance Program (Medicaid) as specified in Title XIX of the Social
Security Act, as amended, and as such, may certify applying health facil
ities as providers of specified categories of health care after finding
such applicants eligible to provide such care. Pursuant to an agreement
between the State Department of Public Welfare and the Indiana State Board
of Health, the State Board of Health will confirm that the standards out
lined below, as required by Federal Legislation and Federal Regulations
to be included in the state plan administered by the State Department of
Public Welfare, have been met by a facility which has applied for such
certification or certifications. Unless the applicable Federal Require
ments have been met and current certification by the State Department of
Public Welfare is in effect, vendor payments cannot be made to providers
or suppliers of health care for recipients of public assistance.

II. Skilled Nursing Homes (Refs: Federal Social Security Act, Title XIX, as
amended; 42 CFR 449; 42 CFR 450; 42 CFR 452; 42 CFR 405; Indiana's Welfare
Act Code (1971) 12-1 and Health Facility Regulations, State of Indiana.

A. ~ertification as a Skilled Nursing Home under the provisions of
Title XIX, Social Security Act. Health Facilities desiring to
participate as S~~lled Nursing Homes shall:

1. Meet the Indiana State licensure regulations for Compre
hensive Care of the Indiana Health Facilities Council as
revised or amended and current and subsequent regulations
of the Department of Health, Education, and Welfare as
specified by the state plan.

2. Meet the requirements established for extended care under
Title XVIII, Social Security Act (Medicare).

3. Supply to the. State Board of Health for the State Depart
ment of Public Welfare full and complete information, and
promptly report any changes which would affect the current
accuracy of such informtion, as to the identity:
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a. Of each person having (directly or indirectly)
an ownership interest of 10 percentum or more
in such skilled nursing home.

b. In case a skilled nursing home is organized as
a corportation, of each officer and director
of the corportation, and

c. In case a skilled nursing home is organized as
a partnership, of each partner.

d. All facilities which are certified as Skilled
Nursing Homes under Title XIX of the Social
Security Act must have present and available
on the premises all pertinent records pertain
ing to the operation and management of the
facility, including pay records, time cards, etc.

4. Have written agreements with one or more general hospital(s)
participating in Title XIX (Medicaid) under which such
hospital or hospitals will provide needed diagnostic and
other services to patients of such skilled nursing homes
and under which such hospitals agree to accept acutely
ill patients of such skilled nursing homes who are in need
of hospital care.

5. All facilities which are certified as Skilled Nursing Homes
under Title XIX of the Social Security Act, and have less
than 40 patients, must show one hour of Nursing Home Ad
ministrator's time per patient per week. All homes with
40 patients must have a full time (40 hours per week)
Nursing Home Administrator.

6. All facilities which are certified as Skilled Nursing Homes
shall have a full time (40 hours per week) Director of
Nursing who shall be a ~stered Nurse currently licensed
in Indiana and whose duty shall be to supervise all nursing
care within the facility. The Director of Nurses time shall
not be included in direct patient care ,hours.

7. All facilities which are certified as Skilled Nursing Homes
under Title XIX of the Social Security Act must document that
they have a constructive and meaningful program of activities
available for the psychological, social, and spiritual needs
of their residents.

8. The direction and management of the facility or distinct
part are such as to assure that the services required by
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the residents are organized and administered in such
manner that such services are, in fact, available within
a financially accountable unit having assigned staff, to
the residents on a regular basis and that such are pro
vided efficiently and with consideration.

III. Intermediate Care Facilities (Ref: Federal Social Security Act, Title
XIX, Section 1905, as amended; 42 CFR 442; Indiana's Welfare Act, Code
12-1 and Health Facility Regulations, State of Indiana). The requirements
below have been arranged so that facilities presently lincensed as compre
hensive nursing care health facilities or residential care facilities may
identify those services and policies which each must establish or provide.

A. Comprehensive Nursing Care Health Facility to be certified as an
Intermediate Care Facility shall:

1. Have licensure as a comprehensive nursing care health facility
from the Indiana State Board of Health providing 1.5 hours of
nursing care per patient per 24 hour period.

2. All facilities which are certified as Intermediate Care Facilities
and have less than 40 patients shall show one hour of Adminis
trator's time per patient per week. All facilities with 40
patients must have a full time (40 hours per week) Administrator.

** 3. All facilities, or distinct parts of facilities which are certified
as Intermediate Care Facilities, shall have a full time (40 hours
per week) Registered Nurse or a Licensed Practical Nurse working
on the day shift. In such cases where full time personnel is not
available, two qualified individuals may be employed to provide
the forty (40) hours of coverage.

4. Provide individual storage facilities for the clothing and per
sonal articles of each patient.

5. Have on file within the facility written policies providing for
and/or pertaining to at least the following areas of operation:

** a. Provisions for the continuing supervision of each resident
by his physician who sees him as needed and in no case,
less often than sixty (60) days.

b. Assurance that arrangements exist for the services of a
physician in the event of an emergency when a resident's
own physician cannot be reached.

* c. Assurance that no more than four residents occupy the
same room.

* This requirement will not be enforced at present, and not until such time
as this Department announces that it is effective.

** Revised November, 1973
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d. Assurance that the menus for medically prescribed
diets are planned by a professionally qualified
dietician or, are reviewed and approved by the
attending physician.

e. Assurance that the types and amounts of protection
and personal service needed by each resident are
a matter of record and are known to all staff members
who have personal contact with the resident.

f. Admission, transfer and discharge of residents:

1. Only those persons are accepted into the facility
whose needs can be met within the accommodations
and services the facility provides and who require
more than mere room, board and laundry;

2. As changes occur in their physical or mental condi
tion, necessitating service or care not regularly
provided by the facility, residents are transferred
promptly to hospitals, skilled nursing homes, or
other appropriate facilities;

3. The resident, his next of kin, if any, and respon
sible agency are consulted in advance of the dis
charge of any resident, and case work services or
other means are utilized to assure that adequate
arrangements exist for meeting his needs through
other resources.

g. Personal care and protection services.

1. See III A 4 e above.

2. There is, at all times, a responsible staff member
actively on duty in the facility, and immediately
accessible to all residents, to whom residents can
report injuries, symptoms of illness, or emergencies,
and who is immediately responsible for assuring that
appropriate action is taken promptly.

3. Assistance is provided, as needed by individual res
idents, with routine activities of daily living in
cluding such services as help in bathing, dressing,
grooming, and management of personal affairs such as
shopping.

4. Continuous superv1s1on is provided for residents whose
mental condition is such that their personal safety
requires such supervision.
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h. Social Services. Services to assist residents in dealing
with social and related problems are available to all res
idents through one or more caseworkers on the staff of the
facility; and/or, in case of recipients of assistance,
through caseworkers on the staff of the assistance agency;
or through other arrangements.
All facilities which are certified as intermediate Care
Facilities shall document that they have a constructive
and meaningful program of activities avia1able for the
psychological, social and spiritual needs of the residents.

i. Activities. Activities are regularly available for all res
idents, including social recreational activities involving
active participation by the residents, entertainment of
appropriate frequency and character, and opportunities for
participation in community activities as possible and appro
priate.

j. Food Services. At least three meals a day are served in
one or more dining areas separate from sleeping quarters,
and tray service is provided for residents temporarily
unable to leave their rooms. The meals must constitute a
nutritionally adequate diet, as established in the Health
Facilities Council regulations HHF 33. See III A 4 d above.

k. Pharmaceutical services. An agreement with a registered
pharmacist exists to the effect that at least every 30 days
he will examine the facility's medicine procedures and stor
age facilities. Under no circumstances may bulk legend
drugs be stored or maintained in the facility.

1. Nursing services. See III A 3 above and provide under the
direction and general supervision of the registered pro
fessional nurse or licensed practical nurse in charge,
guidance and assistance for each resident in carrying out
his personal health program to assure that preventive mea
sures, treatments, and medications prescribed by the physi
cian are properly carried out and recorded.

m. Administration and management. The direction and management
of the facility or distinct part are such as to assure that
the services required by residents are organized and admin
istered in such manner that such services are, in fact, a
vailable within a financially accountable unit having as
signed staff, to the residents on a regular basis and that
such services are provided efficiently and with consideration.

n. Clinical records. An individual health record for each re
sident including.



Attachment 3.1-C
Page 8

INDIANAState -=-=.:== _

1. The name, address, and telephone number of his
physician.

2. A record of the physician's findings and recom
mendations in the pre-admission evaluation of the
individual's condition, subsequent reevaluation,
and all orders and recommendations of the physician
for care of the resident.

6. Supply to the State Board of Health for the State Department of
Public Welfare full and complete information, and promptly re
port any changes which would effect the current accuracy of such
information, as to the identity:

a. Of each person having (directly or indirectly) an owner
ship interest of 10 percenturn or more in such intermedi
ate care horne.

b. In case an intermediate care facility is organized as a
corporation, of each officer and director of the corpor
ation, and

c. In case an intermediate horne is orgainzed as a partner
ship of each partner.

7. All facilities which are certified as Intermediate Care Facil
ities under Title XIX of the Social Security Act must have pre
sent and available on the premises all pertinent records per
taining to the operation and management of the facility, incl~d

Ln g pay records, time cards, etc.

B. Residential Care Health Facility to be certified as an Intermediate
Care Facility must:

1. Meet the requirements outlined in Section III A. 2 through 7
above.

2. Have licensure as a residential care health facility from the
Indiana State Board of Health.

3. Employ a nursing care staff to supply 1.5 hours of nursing care
per patient per 24 hours.

4. Provide a well-lighted nurses' desk or station in a central lo
cation in the nursing area.

5. Provide a well lighted medicine cabinet located in or adjacent
to the nurses' station. In addition, a refrigerator shall be
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provided for pharmaceuticals requiring refrigeration.

6. Provide adequate soiled and clean utility areas. These areas
may be in separate rooms or may be separated by a partition in
the same room.

a. The soiled utility area shall contain a clinical rim, flush
ing sink or other equipment suitable for cleaning bed pans
if such facilities are not located in both rooms adjacent
to each patient room.

b. The clean utility room or area will contain a sink
counter, a utensil sanitizer and storage cabinets.
sterilizer may be placed in the clean utility room

and work
An auto

or area.

IV. Dual Certification - Skilled Nursing Home/Intermediate Care Facility. A
facility may be certified as an eligible provider for both skilled nursing
home care and for intermediate care.

A. Facilities with multiple Medicaid certification or certification of
a single distinct part for Medicaid participation shall:

1. Operate the Skilled Nursing Home section or unit as a distinct,
indentifiable part of the facility. See IV C and iiA8.

2. Operate the Intermediate Care section (s) or unit (s) as a dis
tinct, indentifiable part (s) of its facility. See paragraph C
below and iii5m.

3. Each distinct part will contain only beds and related services
for residents housed therein.

4. Such distinct part will be staffed separately as set forth in
sections III A3, IIIB3.

B. A facility with dual certification must function as two distinct parts
except that the following services or facilities may be shared:

L Management

2. Maintenance

3. Laundry

4. Recreation facilities

5. Food services

6. Administration including Director of Nursing.
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8. A nursing station may be shared when it is centrally located with
respect to both distinct parts and:

a. Records are maintained for patients in a separate file with regard
to their respective levels of care.

b. Separate storage facilities for medicine are maintained for the
two levels of care (refrigeration facilities may be shared).

9. Clean and soiled utility rooms may be shared when they are centrally
loca~ed and determined to be adequate for both parts.

C. A distinct part is identified as an entire unit such as:

1. An entire ward

2. An entire wing

3. An entire floor

4. Any grouping of rooms or beds within a ward, wing, or floor which are
contiguous, are at the same level of care, and are identifiable as
such. .

5. An entire building

TN 88-9 Approval Date__~~~~_ Effective Date: 10/1/88
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PROVIDER ENROLLMENT REQUIREMENTS FOR PROVIDERS OF TRANSPORTATION

All providers must comply with applicable local, state and federal statutes,
rules and regulations, and must complete and sign a provider agreement. The
following additional requirements apply:

A. Professional Ambulance Service. In accordance with IC 16-1-39,
vehicles and staff which prOVide emergency and stretcher services must
be certified by the Emergency Medical Services (EMS) Commission and
must maintain such certification throughout the period of
participation.

B. Common transportation carriers except for taxicab and not-for-profit
transportation entities. Each provider applicant or enrolled provider
must submit proof of and maintain throughout its period of
participation the following:

(1) Certification by the Indiana Motor Carrier Authority (I.M.C.A.).

(2) Insurance coverage as requi red by the LM.C .A.

(3) Appropriate and valid drivers licenses for all drivers.

(C) Taxicab transportation entities. Each provider applicant or enrolled
provider must submit proof of and maintain throughout its period of
participation the following:

(l) Written acknowledgement by local or county officials of whether
there are existing ordinances governing taxi services and written
verification from local or county officials that taxicab services
operating in the local vicinity are in compliance with those
ordi nances.

(2) Livery insurance as indicated by existing local ordinances, or in
the absence of such ordinances a minimum of $25,000/50,000 public
livery insurance covering all vehicles used in the business.

(3) Appropriate and valid drivers licenses for all drivers.

(D) Not-far-Profit transportation entities. Each provider applicant or
enrolled provider must submit proof of and maintain throughout its
period of participation the following:

(1) An acknowledgement from state or federal officials of their
status as a not-for-profit entity.

(2) A minimum of $500,000 combined single limit commercial automobile
liability insurance.

(3) Appropriate and valid drivers licenses for all drivers.

TN # 90-19
Supersedes
TN # _ Approval Date __~~~~_ Effective Date 10/20/90
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(E) Family Member Transportation. Each family member transportation
provider must:

(1) Possess a valid drivers license as required by state law.

(2) Possess coverage of the minimum amount of automobile insurance as
required by state law.

(3) Utilize as the vehicle for transporting family members. only a
vehicle which has been duly licensed and registered.

(F) Providers of bus. train. airline or other air transport services. All
providers must meet all certification and insurance requirements
established by law.

Effective Date 10/20/90. . {1¥- I! -IApp roval Date _~--l.-l._'-'-_

TN # 9Q19
Supersech!s
TN # -----
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STATE PLAN UNDER XIX OF THE SOCIAL SECURITY 
ACT 

State of Indiana 

METHODS OF PROVIDING TRANSPORTATION 

Transportation to and from an Indiana Medicaid covered service is provided as an optional service 
under this State Plan by the following methods: 

When transportation is unavailable from a non-Medicaid reimbursed source, with the
exception of Medicaid payments for family member mileage, Indiana Medicaid
reimburses Medicaid-enrolled vendors for the least expensive type of emergency and
non-emergency transportation available that meets the medical needs of the recipient.

Transportation reimbursement includes the cost of meals and lodging en route to and from
medical care and while receiving medical care, and the cost of an attendant to accompany
the beneficiary, if necessary, and the cost of the attendant’s transportation, meals, lodging,
and, if the attendant is not a member of the beneficiary’s family, a salary.

Prior authorization is required for the following transportation services:
o Interstate transportation or transportation services rendered by a provider located

out- of-state in a non-designated area
o All out of state pick up and destination locations, except in designated sister cities
o Train services
o Bus services for trips of 50 miles or more one-way
o Airline or air ambulance services

The following transportation services do not require prior authorization :
o Emergency transportation services when destination is a hospital

emergency department
o Transportation for hospital admissions or discharges
o Transportation for recipients on renal dialysis
o Transportation for recipients residing in nursing homes

An NEMT broker is responsible for the administration of non-emergency transportation
for all fee-for-service members eligible for transportation services, except for the
following non-brokered services:

o Non-emergency transportation services for basic life support and advanced life
support ambulance transportation.

o Non-emergency transportation services for members residing in nursing
facilities.

Geg7
Typewritten Text
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Members enrolled in risk-based managed care receive non-emergency transportation
through an NEMT broker contracted with the managed care entity.

Family members enrolled as transportation providers are eligible for reimbursement for
mileage only. Family members or close associates must be enrolled as an Indiana
Medicaid provider. Trips are approved by the appropriate NEMT broker. This benefit is
provided as an administrative service.

Any provider (including a transportation network company) or individual driver of non-emergency 
transportation to medically necessary services receiving payments under the State Plan must meet 
specified minimum requirements: 

These minimum requirements include: 
(A) Each provider and individual driver is not excluded from participation in any federal

health care program (as defined in section 128B(f) of the Act) and is not listed on the
exclusion list of the Inspector General of the Department of Health and Human Services;

(B) Each such individual driver has a valid driver’s license;
(C) Each such provider has in place a process to address any violation of a state drug law; and
(D) Each such provider has in place a process to disclose to the state Medicaid program the

driving history, including any traffic violations, of each such individual driver employed
by such provider, including any traffic violations.

Geg7
Typewritten Text
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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES

Indiana Medicaid reimbursement is not available for products, services or technologies that are
experimental. Experimental, for purposes of the Indiana Medicaid Program, refers to those
products, services, or technologies that do not have an established medical basis on which to
predict a reasonable benefit. Prior authorization requests for transplant services are reviewed
on a case-by-case basis for medical necessity. Commonly accepted medical conditions for which
covered transplant services may be of benefit include, but are not limited to, those listed below:

Transplant
Type

bone marrow

corneal

heart

heart-lung

Medical Conditions

breast cancer; acute and chronic lymphocytic leukemia (ALL, CLL); acute
and chronic myeloid leukemia (AML, CML); non-Hodgkin's lymphoma;
Hodgkin's disease; hairy-cell leukemia; myelodysplastic syndromes;
relapsed ALL or relapsed lymphomas; multiple myeloma; neuroblastoma;
aplastic anemia; severe combined immunodeficiency diseases; congenital
disorders of white blood cells; germ-cell cancer: ovarian cancer;
mucopolysaccharide inborn errors of metabolism; soft tissue sarcomas;
sickle cell anemia; thalassemia; congenital anemias; osteopetrosis;
recurrent medulloblastoma without bulky, non-localized, residual tumor

corneal dystrophy; corneal degeneration; corneal infection; corneal injury;
congenital corneal conditions

end stage cardiac disease; refractory and life-threatening arrhytlunias;
refractory angina; refractory ischemia with inoperable coronary artery
disease and left ventricular ejection fraction of less than 20 %;
Eisenmenger's syndrome; end stage cardiomyopathy; complex congenital
defects

severe combined pulmonary and cardiac-vascular disease; end stage
pulmonary disease with concurrent cardiac involvement/irreversible heart
failure; primary pulmonary hypertension; congenital heart disease; cystic
fibrosis; pulmonary/vascular disease

TN # 97-011
Supersedes
TN # 87-004

Approval Date II;;;.JLrt Effective Date 10/1197
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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES, continued

Transplant
Type

liver

lung

pancreatic

Medical Conditions

primary biliary cirrhosis; biliary atresia; primary sclerosing cholangitis;
alpha one antitrypsin deficiency disease; Wilson's disease; primary
hyperoxaluria; primary hypercholesterolemia; tyrosinosis; primary
hemochromatosis; glycogen storage disease; familial cholestatic disease;
fulminant hepatic failure due to acute infections, toxins, or environmental
agents; non-resectable, primary, non-metastatic liver tumors confined to
the liver; alcoholic cirrhosis in recipients (without history of recidivism)
who have demonstrated abstinence for six months and who give every
indication of having been rehabilitated; autoimmune chronic active
hepatitis; cryptogenic cirrhosis; hepatitis B.,Ag negative chronic hepatitis
Band Ag; chronic hepatitis B, surface antigen negative; hepatitis C;
sarcoidosis; non-alcoholic steatohepatitis: Budd-Chiari syndrome;
traumatic conditions other than metastatic cancer that resulted in the
destruction of the liver or in the inability of the liver to function; non
cirrhotic portal hypertension with hepatic pulmonary disease

severe pulmonary parenchymal or pulmonary vascular disease that is
refractory to maximal medical therapy and is associated with a declining
quality of life and limited life expectancy; emphysema; chronic obstructive
puLmonary disease; alpha one antitrypsin deficiency; pulmonary fibrosis
(primary or secondary); primary pulmonary vascular disease; primary
pulmonary hypertension; cystic fibrosis; bronchopulmonary dysplasia;
pulmonary berylliosis; atrioventricular canal; pulmonary alveolar
proteinosis; pulmonary hemosiderosis; bronchiectasis; obliterative
bronchiolitis; sarcoidosis; Eisenmenger's syndrome with repair of

type I diabetes mellitus; diabetic nephropathy with deteriorating and poor
status: diabetic neuropathy; diabetic enteropathy; diabetic retinopathy such
as proliferative retinitis; diabetics who fail aggressive medical management
of their blood sugar; diabetics who demonstrate multiple episodes of
ketoacidosis or hypoglycemia despite rigorous control and compliance;
traumatic or inflammatory conditions, other than cancer, that have resulted
in the destruction of the pancreas or the inability of the pancreas to
function

TN # 97-011
Supersedes
TN # 87-004

Effective Date 10/1/97
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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES, continued

Transplant
Type

renal

small bowel

Medical Conditions

severe renal disease that is refractory to maximal medical therapy and is
associated with a declining quality of life and a limited life expectancy;
end stage renal disease; near end stage renal disease with rapidly
deteriorating status

volvulus; necrotizmg enterocolitis; gastroschisis; pseudo-obstruction;
intestinal atresia; polyposis syndrome (if associated with small bowel
disease); infarct; tumor (nonmalignant); Hirschsprung's disease (if
associated with small bowel disease); congenital malformation; microvillus
inclusion disease; trauma: Crohn's disease; desmoid; radiation enteritis;
thrombosis

Indiana Medicaid reimbursement will be available for additional transplant services as they
become accepted medical practice, in accordance with prevailing standards of medical care.

TN # 97-011
Supersedes
TN # 87-004

Approval Date Mit Effective Date 10/1/97
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Citation Condition or Requirement 

1932(a)(l)(A) A. Section 1932(a)(l)(A) of the Social Security Act. 

The State of Indiana enrolls Medicaid beneficiaries on a mandatory basis into 
managed care entities (managed care organization (MC Os) and/or primary care case 
managers (PCCMs)) in the absence of section 1115 or section 1915(b) waiver 
authority. This authority is granted under section 1932(a)(l)(A) of the Social 
Security Act (the Act). Under this authority, a state can amend its Medicaid state 
plan to require certain categories of Medicaid beneficiaries to enroll in ·managed 
care entities without being out of compliance with provisions of section 1902 of the 
Act on statewideness (42 CFR 431.50), freedom of choice (42 CFR 431.51) or 
comparability (42 CFR 440.230). 

This authority may not be used to mandate enrollment in Prepaid Inpatient Health 
Plans (PIHPs ), Prepaid Ambulatory Health Plans (P AHPs), nor can it be used to 
mandate the emollment of Medicaid beneficiaries described in 42 CFR 438.SO(d). 

Where the state's assurance is requested in this document for cbmpliance with a 
particular requirement of 42 CFR 438 et seq., the state shall place check mark to 
affirm such compliance. 

1932(a)(l)(B)(i) B. Managed Care Delivery Systen1. 
1932(a)(l )(B)(ii) 
42 CFR 438.SO(b)(l)-(2) 

TNNo. 15-008 
Supersedes 
TN No. 10-015 

The State will contract with the entity(ies) below and reimburse the1n as noted 
under each entity type. 

I. )( MCO 
a. _ ,li Capi!ation 

2. DPCCM (individual practitioners) 

a. D Case management fee 
b. D Bonus/incentive payments 

c. D Other (please explain below) 

3. D PCCM (entity based) 
a. D Case management fee 

b. D Bonus/incentive payments 

c. D Other (please explain below) 

Approval Date,_...:5::../5:::/...:1c:.5 ___ _ Effective Date: February 1, 2015 
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For states that elect to pay a PCCM a bonus/incentive payn1ent as indicated in 
B.2.b. or B.3.b, place a check mark to affirm the state has met all of the 
following conditions·(which are representative of the risk incentive rules for 
managed care contracts published in 4 2 CFR 4 3 8 .6( c )( 5)(iv) ). 

D a. Incentive payments to the PCCM will not exceed 5o/o of the total 
FPS payments for those services provided or authorized by the 
PCCM for the period covered. 

Db.Incentives will be based upon a fixed period of time. 

De.Incentives will not be renewed automatically. 

D cl.Incentives will be made available to both public and private 
PCCMs. 

De.Incentives will not be conditioned on intergovernmental 
transfer agreements. 

D f. Incentives will be based upon specific activities and targets. 

CFR 438.50(b )(4) C. Public Process. 

TN No. 15-008 
Supersedes 
TN No. 10-015 

Describe the public process including tribal consultation, if applicable, utilized for 
both the design of the program and its initial itnplementation. In addition, describe 
wlrat"meth0ds·the·-state··wi:ll--use·to-·errsure·orrgoing-public--involve1nentonce--the--state 
plan program has been implemented. (Example: public meeting, adviso1y groups.) 

In early 1998, Indiana began outreach to Hoosiers seeking input on the new 
Children's Health Insurance Program (CHIP) option. Town halls were held 
throughout the state to seek public input, advisory groups were formed to assist in 
the design of the program and the state legislature passed necessary legislation to 
implement the new program. An extensive advertising campaign using television, 
radio and billboards was launched in 1998 to educate the public on the new program 
and encourage parents to enroll their children. 

Many legislative study committee and advisory groups have formed since the 
implementation of CHIP in Indiana in 1998. These committee and groups provide a 

Approval Date, _ _,5"-/"'5/'-'1~5~--- Effective Date: February 1, 2015 
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Citation Condition or Requirement 

1903(rn) 

1932(a)(l)(A) 
42 CFR438.6(c) 
42 CFR 438.50(c)(6) 

1932( a)(l)(A) 
CFR447.362 
42 CFR 438.50(c)(6) 

45 CFR92.36 

TN No. 15-008 
Supersedes 
TN No. 10-015 

7. ~The state assures that all applicable requirements of 42 CFR 438.6(c) 
for payments under any risk contracts will be met. 

8. DThe state assures that all applicable requirements of 42 CFR 447.362 for 42 
payments under any non-risk contracts will be met. 

9. ~The state assures that all applicable requirements of 45 CFR 92.36 for 
procurement of contracts will be met. 

Approval Date.~5~1~5Ll1~5~---- Effective Date: February I, 2015 
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Citation Condition or Requirement 

1932(a)(l)(A) E. Populations and Geographic Area 
1932(a)(2) 

Population 
Section 1931 Children & 
Related Populations -
1905(a)(i) 
Section 1931 Adults & 
Related 
Pooulations l 905(a)(ii) 
Low-Income Adult Group 
Farmer Faster Care Children 
under age 21 
Former Foster Care Children 
age 21-25 
Section 1925 Transitional 
Medicaid age 21 and older 
SS! and SS! related Blind 
Adults, age 18 or older* -
1905(aJ(l\i) ------------

Poverty Level Pregnant 
Women- l 905(a)(viii) 
SS! and SS! related Blind 
Children, generally under age 
18-1905(a)(iv) 
SST and SS! related Disabled 
children under age 18 
SS! and SS! related Disabled 
adults age 18 and older-
1905(a)(v) 

SS! and SS! Related Aged 
Populations age 65 or older-
1905(a)(iii) 

1. Included Populations. Please check which eligibility populations are included, 
if they are enrolled on a mandatory (M) or voluntary (V) basis, and the 
geographic scope of enrollment. Under the geography column, please indicate 
whether the nature of the population's enrollment is on a statewide basis, or if 
on less than a statewide basis, please list the applicable counties/regions. 

Hoosier Healthwise 

M Geographic Area v Geo2raphic Area Excluded 
x Statewide x 

x 

x 
x 

x 

x 

x 

------- , __ -------- ---- ----------- -----

x Statewide 

x 

x 

x 

x 

TN No. 15-008 
Supersedes Approval Date_~5~/5~/~1~5 ___ _ Effective Date: February 1, 2015 
TN No. 10-015 
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Population M Geographic Area 
SS! aud SSI related Blind 
Adults, age 18 or older* -
1905(a)(iv) 
Poverty Level Pregnant 
Women- 1905(a)(viii) 
SSI and SS! related Blind 
Children, generally under age 
18 - 1905(a)(iv) 
SSI and SS! related Disabled 
children under age 18 
SS! aud SS! related Disabled 
adults age 18 and older-
1905(a)(v) 
SS! and SS! Related Aged 
Populations age 65 or older-
1905(a)(iii) 
SS! Related Groups Exempt 
from Maudatmy Managed 
Care under 1932(a)(2)(B) 
Recipients Eligible for ····· i.:.~.; .. ,;, i~ r;: .. ··•·> 
Medicare ::c I ; • >:<. :'.o.._•••> 

American Indian/ Alaskan ·ar 
1-->':-<;-.: 

.. •• ~;::jiiii[i· Natives ::.•::;-.:·· 
Children under 19 who are ..... :· I••<> 

;·::··········.!•.••:•·•· eli~ible for SS! ..... >:-·,,<';:-.'.---

Children under 19 who are .\ .. ·. .··. 

1••:;rni· .. 1t11:1····· ·:···:;t::~m::;::1: eligible under Section u ; 
1902(e)(3) • ••• 

.. ... . . 
Children under 19 in foster !' : lti! c:-;:> ·-

···. \i'•iu ji·:> care or other in-home 
1.:_: -_ \ 

placement . ----""-' :?: -' 

Children under 19 receiving • ••• .. ·· 
services funded under section :: ~,~i11!l1i .•. ••••••• 50l(a)(l)(D) of title V and in <· ·•. 

,N; ... :• .. • : .. 
accordance with 42 CFR 

... .... r1n
1
;... • .. 438.50(d)(v) . 

Other 

TN No. 15-008 
Supersedes Approval Date~5=15~1~1~5 ____ _ 
TN No. 10-015 

v 

x 

ATTACHMENT 3.1-F 
Page 7 
OMB No.:0938-0933 

Geographic Area Excluded 
x 

x 

x 

x 

x 

x 

x 

x 

Statewide 

x 

x 

x 

x 

Effective Date: February I, 2015 
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State: Indiana 

Citation Condition or Requirement 

1932(a)(4) 

TN No. 15-008 
Supersedes 
TN No. 10-015 

2. Excluded Groups. Within the populations identified above as Mandatory or Voluntary, 
there may be certain groups of individuals who are excluded from the 1nanaged care 
program. Please indicate if any of the following groups are excluded from participating in 
the program: 

D Other fusurance--Medicaid beneficiaries who have other health insurance. 

X Reside in Nursing Facility or ICF/l\1R--Medicaid beneficiaries who reside in Nursing 
Facilities (NF) or Intermediate Care Facilities for the Mentally Retarded (!CF/MR). 

X Enrolled in Another Managed Care Program--Medicaid beneficiaries who are enrolled 
in another Medicaid managed care progra1n 

DEligibility Less Than 3 Months--Medicaid beneficiaries who would have less than 
three months of Medicaid eligibility re1naining upon enrollment into the program. 

X Participate in HCBS Waiver--Medicaid beneficiaries who participate in a Home and 
Connnunity Based Waiver (HCBS, also referred to as a 1915(c) waiver). 

X Retroactive Eligibility-Medicaid beneficiaries for the period of retroactive eligibility. 

K Other (Please define): Residing in a State Operated Facility or Psychiatric Residential 
Facility !Hoosier Healthwise). 

F.--- -Enrollinent-Process. 

1. Definitions. 

a. Auto Assignment- assignment of a beneficiary to a health plan when the 
beneficiary has not had an opportunity to select their health plan. 

b. Default Assignment- assignment of a beneficiary to a health plan when the 
beneficiary has had an opportunity to select their health plan. 

2. Please describe how the state effectuates the enrollment process. Select an 
enrollment methodology from the following options and describe the elements listed 
beneath it: 

a. X The applicant is permitted to select a health plan at the time of application. 

Approval Date. __ 5_/5_/_1_5 ___ _ Effective Date: February 1, 2015 
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State: Indiana 

Citation Condition or Requirement 

1932(a)(4) 
42 CFR 438.50 

1932(a)(4) 
42 CFR 438.56 

TN No. 15-008 
Supersedes 
TN No. 10-015 

i. How the state fulfills its obligations to provide information as specified in 
42 CFR438.!0(e). 

ii. The state's process for notifying the beneficiary of the auto-assignment. 
(Example: state generated correspondence.) 

111. Describe the algorithm used for auto-assignment and describe the 
algorithm used and how it meets all of the requirements of 42 CFR 
438.50(1). 

3. State assurances on the enrollment process. 

Place a check mark to affirm the state has met all of the applicable requirements of 
choice, enrollment, and re-enrollment. 

a. X The state assures it has an enrolhnent system that allows Beneficiaries who 
are already enrolled to be given priority to continue that enrolhnent if the MCO 
or PCCM does not have capacity to accept all who are seeking enrollment under 
the program. 

b. X The state assures that, per the choice requirements in 42 CFR 438.52, 
Medicaid Beneficiaries enrolled in either an MCO or PCCM model will have a 
choice of at least two entities unless the area is considered rural as defined in 42 
CFR 438.52(b)(3). 

c. D The state plan program applies the rural exception to choice requirements of 
42CFR438.52(a)forMCOsa11dPCCMsinac:rnrclal'.lcewitl142CFR4J8.52(b) •... 
Please list the impacted rural counties: 

~This provisioll is not applicable to this 1932 State Plan Amendment. 

d. X The state applies the automatic reenrolhnent provision in accordance 
with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she 
loses Medicaid eligibility for a period of 2 months or less. 

DThis provision is not applicable to this 1932 State Plan Amendment. 

G. Disenrollment. 

1. The state will Xfwill not X limit disenrollment for managed care. 

Approval Date ___ 5~1~51H1~5~-- Effective Date: February], 2015 
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State: Indiana 

Citation Condition .or Requirement 

1932(a)(5)(c) 
42 CFR 438.50 
42 CFR 438.10 

1932(a)(5)(D)(b) 
1903(m) 
1905(t)(3) 

1932(a)(5)(D)(b )( 4) 
42 CFR 438.228 

H. 

1932(a)(5)(D)(b)(5)-
42 CFR 438.206 
42 CFR 438.207 

1932(a)(5)(D)( c )(1 )(A) 
42 CFR 438.240 

1932(a)(5)(D)( c )(2)(A) 
42 CFR 438350 

TN No. 15-008 
Supersedes 
TNNo. 10-015 

• Lack of access to providers experienced in dealing with the member's 
healthcare needs; 

• The me1nber's primary healthcare provider disenrolls from the member's 
current MCO and re-enrolls with another Hoosier Healthwise MCO; or 

• Other circumstances determined by FSSA or its designee to constitute 
poor quality of health care coverage. 

Information Requirements for Beneficiaries 

X The state assures that its state plan program is in compliance with 42 CFR 
438.J 0( e) for information requirements specific to MCOs and PCCM programs 
operated under section !932(a)(l)(A)(i) state plan amendments. 

L List all benefits for which the MCO is responsible. 

Hoosier Healthwise: All State Plan except MRO, 1915(i), dental, Individualized 
Family Services Plau, Pharmacy, Individualized Education Plan. Disemolled for: 
Long-Term Institutional, Hospice, HCBS waiver, psychiatric treatment in State 
hospital, PRTF. 

HIP: Benefits are defined in the HIP 1115 Demonstration Waiver. 

J. X The state assures that each managed care organization has established an 
internal grievance procedure for enrollees. 

K.- -Describe-h0-w-the--state--haS--assured-adequate-capacity.and services.--

The MCO contracts delineate a series of requirements related to network adequacy. 
For example, the MCOs must demonstrate compliance with: (i) primary inedical 
provider availability within 30 miles of the member's residence; (ii) behavioral 
health providers within 30 miles (urban) or 45 miles (rural); and (iii) specialty 
providers within 60 or 90 miles (distance standard varies by provider type)- The 
State monitors for compliance through geo-access reporting. 

L. X The state assures that a quality assessment and improvement strategy has 
been developed and implemented. 

M. X The state assures that an external independent review conducted by a 
qualified independent entity will be performed yearly. 

Approval Date_~5~/5~/~15~--- Effective Date: February 1, 2015 



CMS-PM-10120 
Date: 

State: Indiana 

ATTACHMENT 3.1-F 
Page 13 
OMB No.:0938-0933 

Citation Condition or Requirement 

1932 (a)(l)(A)(ii) N. Selective Contracting Under a 1932 State Plan Option 

To respond to items #1 and #2. place a check mark. The third item requires a brief 
narrative. 

I. The state will D/will not X intentionally limit the number of entities it contracts 
under a 1932 state plan option. 

2. X The state assures that if it limits the number of contracting entities, this 
limitation will not substantially impair beneficiary access to services. 

3. Describe the criteria the state uses to limit the number of entities it contracts 
under a 1932 state plan option. (E,xample: a limited number of providers and/or 
enrollees.) 

4. ,X The selective contr~cting provision in not applicable to this state plan. 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 
information unless it displays a valid 01'..IB control number. The valid OMB control number for this infurmation 
collection is 0938-0933. The time required to complete this information collection is estimated to average 10 hours 
per response, including the time to review instructions, search existing data resources, gather the data needed, and 
complete and review the infonnation collection. If you have comments concerning the accuracy of the time 
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850 

CMS-10120 (exp. 3/31/2014) 

TN No. 15-008 
Supersedes 
TN No. 10-015 

Approval Date_~5~/5~/~15~--- Effective Date: February I. 2015 
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RESERVED FOR FUTURE USE 

CMS-10120 (exp. 01/31/2008) 
1932(a)(J)(A) A. Section 1932(a)(l)(A) of the Social Security Act 

TN No. 15-008 
Supersedes 
TNNo.10-015 

Approval Date ___ 5_/5_/_1_5 __ _ Effective Date: February I, 2015 
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The State of INDIANA enrolls Medicaid beneficiaries on a mandatory basis into 
managed care entities (managed care organization (MCOs) and/or primary care case 
managers (PCCMs» in the absence of section IllS or section 1915(b) waiver 
authority. This authority is granted under section I 932(a)(I)(A) of the Social 
Security Act (the Act). Under this authority, a state can amend its Medicaid state 
plan to require certain categories of Medicaid beneficiaries to enroll in managed 
care entities without being out of compliance with provisions of section 1902 of the 
Act on statewideness (42 CFR 431.50), freedom of choice (42 CFR 431.51) or 
comparability (42 CPR 440.230). This authority may not be used to mandate 

. enrollment in Prepaid Inpatient Health Plans (PIHPs), Prepaid Ambulatory Health 
Plans (PAHPs), nor can it be used to mandate the enrollment of Medicaid 
beneficiaries who are Medicare eligible, who are Indians (unless they would be 
enrolled in certain plans-see D.2.ii. below), or who meet certain categories of 
"special needs" beneficiaries (see D.2.iii. - vii. below) 

. C. General Description of the Program and Public Process. 

1932(a)(I)(B)(i) 
1932(a)(1 )(B)(ii) 
42 CFR438.50(b)(l) 

42 CFR 438.50(b)(2) 
42 CFR438.50(b)(3) 

1905(t) 
42 CFR440.168 

TN No. 10-015 
Supersedes 
TN No. New 

For 8.1 and 8.2, place a check mark on any or all that apply. 

1. The State will contract with an 

i. MCO 
_x_ii. 

iii. 
PCCM (including capitated PCCMs that qualify as PAHPs) 
Both 

2. The payment method to the contracting entity will be: 

__ i. 
ii. 

-L 1lI• 

_x_iv. 
v. 

vi. 

fee for service; 
capitation; 
a case management fee; 
a bonus/incentive payment; 
a supplemental payment, or 
other. (Please provide a description below). 

A fee is paid to both the primary medical provider and disease management 
contractor for provision of case/disease management. During the 1st year of 
the contract (October 1,2010 - September 30,2011), no incentive payments 
will be available. 

3. For states that pay a PCCM on a fee-for-service basis, incentive 
payments are permitted as an enhancement to the PCCM's 

MAR 2520\\ 
Approval Date. _______ _ Effective Date October 1, 2010 
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Condition or Requirement 

case management fee, if certain conditions are met. 

If applicable to this state plan, place a check mark to affirm the state has met 
all of the following conditions (which are identical to the risk incentive rules 
for managed care contracts published in 42 CFR 438.6(c)(5){iv». 

_x_i. Incentive payments to the PCCM will not exceed 5% of the total 
FFS payments for those services provided or authorized by the 
PCCM for the period covered. 

_x_ii. Incentives will be based upon specific activities and targets. 

_x_iii. Incentives will be based upon a fixed period of time. 

_X_IV. Incentives will not be renewed automatically. 

_x_v. Incentives will be made available to both public and private 
PCCMs. 

_x_vi. Incentives will not be conditioned on intergovernmental transfer 
agreements. 

vii. Not applicable to this 1932 state plan amendment. 

4. Describe the public process utilized for both the design of the program and its 
initial implementation. In addition, describe what methods the state will use to 
ensure ongoing public involvement once the state plan program has been 
implemented. (Example: public meeting, advisory groups.) 

Care Select, an enhanced primary care case management (PCCM) program 
replacing Medicaid Select was phased in beginning October 1, 2007. Indiana 
Care Select Program is a care management program that provides 
comprehensive case management, care coordination and disease management 
services while ensuring that its members receive the appropriate care, at the 
appropriate time, in the appropriate setting. 

Beginning in 2006, the Office of Medicaid Policy and Planning (OMPP) began 
statewide public forums called community meetings. State staff first held a 
series of meetings in Central Indiana to gain public input. Prior to 
implementing the program, the OMPP held additional community meetings in 
each region of the state to provide detailed information on the new program. 

TN No. 10-015 
Supersedes 

MAR 252011 Approval Date _______ _ Effective Date October 1. 20 I 0 
TN No. New 

L 
i 
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The State began the Care Select Advisory Group in 2006, which includes 
stakeholders from various state associations and advocacy groups. This group 
meets every other month. Additionally, many legislative study committees 
and Medicaid advisory groups exist and provide a forum for the public and 
stakeholders to voice their opinions on the Care Select and Traditional 
Medicaid programs. 

In late summer of201O, the State presented information on transitioning Care 
Select to a 1932 state plan amendment. Presentations were given during late 
summer and early fall to the state legislature and advisory groups. The Care 
Select Advisory Group, legislative study committees and other advisory 
groups continue to provide a forum for public comment on the Care Select and 
Traditional Medicaid programs. 

5. The state plan program will_x_/will not_ implement mandatory 
enrollment into managed care on a statewide basis. If not statewide, 
mandatory __ / voluntary __ enrollment will be implemented in the 
following county/area(s): 

Note from State: This program is being transitioned from a 1915(b) waiver 
effective October 1,2010. Current (prior to October 1,2010) and new 
enrollees will be automatically enrolled in the new program if disea~ 
management criteria are met. However, continued participation is voluntary 
and all members are allowed to opt out from the program at any time, 
including those that are automatically enrolled for transition (October I, 2010). 
Members who meet the disease management criteria and are also eligible for 
Medicare or are also receiving services through an HCBS waiver will not be 
eligible for the Care Select Program. 

ll. county/counties (mandatory) ___________ _ 

v. county/counties (voluntary), ___________ _ 

VI. area/areas (mandatory), ____________ _ 

vii. area/areas (voluntary), _____________ _ 

D. State Assurances and Compliance with the Statute and Regulations. 

TN No. 10-015 
Supersedes 
TN No. New 

If applicable to the state plan, place a check mark to affirm that compliance with the 
following statutes and regulations will be met. 

MAR 252011 Approval Date _______ _ Effective Date October I, 2010 
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Citation Condition or Requirement 

1932(a)(1 )(A)(i)(I) 
1903(m) 
42 CFR438.50(c)(1) 

1932(a)(1 )(A)(i)(I) 
1905(t) 
42 CFR43S.50(c)(2) 
1902(a)(23)(A) 

1932(a)(I)(A) 
42 CFR438.50(c)(3) 

1932(a)(1)(A 
42 CFR431.51 
1905(a)(4)(C) 

1932(a)(1 )(A) 
42 CFR438 
42 CFR438.50(c)(4) 
1903(m) 

1932(a)(I)(A) 
42 CFR43S.6(c) 
42 CFR438.50(c)(6) 

1932(a)(1 )(A) 
for 42 CFR 447.362 
42 CFR43S.50(c)(6) 

45 CFR 74.40 

1932(a)(I)(A)(i) 

TN No. 10-015 
Supersedes 
TN No. New 

1. __ The state assures that all of the applicable requirements of 
section 1903(m) of the Act, for MCOs and MCO contracts will be met. 

2. _x_The state assures that all the applicable requirements of section 1905(t) 
of the Act for PCCMs and PCCM contracts will be met. 

3. __ The state assures that all the applicable requirements of section 1932 
(including subpart (a)(I)(A» of the Act, for the state's option to limit freedom 
of choice by requiring reCipients to receive their benefits through managed 
care entities will be met. 

4. _x_The state assures that all the applicable requirements of42 CFR431.51 
regarding freedom of choice for family planning services and supplies as 
defined in section 1905(a)(4)(C) will be met. 

5. _x_The state assures that all applicable managed care requirements of 
42 CFR Part 438 for MCOs and PCCMs will be met. 

6. __ The state assures that all applicable requirements of 42 CFR 438.6( c) 
for payments under any risk contracts will be met 

7. _x_The state assures that all applicable requirements of 42 CFR 447.362 
payments under any nonrisk contracts will be met. 

8. _x_The state assures that all applicable requirements of 45 CFR 92.36 for 
procurement of contracts will be met. 

E. Eligible groups 

I. List all eligible groups that will be enrolled on a voluntary basis. 

MAR 252011 
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Aged, blind, disabled, foster children and wards of the State, and children 
receiving adoption assistance will be automatically enrolled in the Care Select 
Program ifthere is evidence (in claims) of one of the following conditions: 

• Asthma 
• Diabetes 
• Chronic Heart Failure, Coronary Heart Disease, Hypertensive Heart Disease 
• Chronic KidneyDisease 
• Serious Mental Illness 
• Severe Emotional Disturbance 
• Depression 

Individuals who are automatically enrolled may opt out by calling the 
enrollment broker and expressing that they are not interested in participating in 
the Care Select Program. Individuals that are in one of the above groups, but 
receiving coverage through Medicare or a Home and Community Based 
Services waiver will be excluded from automatic enrollment into the Care 
Select Program. 

2. Mandatory exempt groups identified in 1932(a)(1 )(A)(i) and 42 CFR 438.50. 

Use a check mark to affirm if there is voluntary enrollment any of the 
following mandatory exempt groups. 

i. __ Recipients who are also eligible for Medicare. 

If enrollment is voluntary, describe the circumstances of enrollment. 
(Example: Recipients who become Medicare eligible during mid
enrollment, remain eligible for managed care and are not disenrolled into 
fee-for-service.) 

ii. Indians who are members of Federally recognized Tribes except when 
the MCO or PCCM is operated by the Indian Health Service or an Indian 
Health program operating under a contract, grant or cooperative agreement 
with the Indian Health Service pursuant to the Indian Self Determination 
Act; or an Urban Indian program operating under a contract or grant with 
the Indian Health Service pursuant to title V of the Indian Health Care 
Improvement Act. 

iii. __ Children under the age of 19 years, who are eligible for Supplemental 
Security Income (SSI) under title XVI. 

TN No. 10-015 
Supersedes 
TN No. New 
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iv. _x __ Chiidren under the age of 19 years who are eligible under 
1902(e)(3) of the Act. 

v. _x_Children under the age of 19 years who are in foster care or other out-

the-home placement. 

VI. _x_Children under the age of 19 years who are receiving fuster care or 
adoption assistance under title IV-E. 

vii. __ Children under the age of 19 years who are receiving services through a 
family-centered, community based, coordinated care system that receives 
grant funds under section 501 (a)(l)(D) of title V,andisdefined by the state 
in terms of either program participation or special health care needs. 

E. Identification of Mandatory Exempt Groups 

I 932(a)(2) 
42 CFR 438.50(d) 

1932(a)(2) 
42 CFR438.50(~) 

I 932(a)(2) 
42 CFR 438.50(d) 

I 932(a)(2) 
42 CFR438.50 (d) 

TN No. to-O 15 
Supersedes 
TN No. New 

I. Describe how the state defines children who receive services that are funded 
under section 501(a)(I)(D) of title V. (Examples: children receiving services 
at a specific clinic or enrolled in a particular program.) 

2. Place a check mark to affirm if the state's definition of title V children 
is determined by: 

I. 

ii. 
iii. 

program participation, 
special health care needs, or 
both 

3. Place a check mark to affirm if the scope of these title V services 
is received through a family-centered, community-based, coordinated 
care system. 

i. yes 
ii. no 

4. Describe how the state identifies the following groups of children who are exempt 
from mandatory enrollment: (Examples: eligibility database. self- identification) 

Care Select is a voluntary program. All individuals automatically enrolled may 
opt out of the program at any time. 

MAR 252011 Approval Date, ______ _ Effective Date October 1, 20 10 
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Citation 

1932(a)(2) 
42 CFR 438.50(d) 

1932(a)(2) 
42 CFR 438.50(d) 

42 CFR 438.50 

TN No. 10-015 
Supersedes 
TN No. New 

OMB No.:0938-0933 

Condition or Requirement 

v. Children under 19 years of age who are eligible for SSI under title XVI; 

vi. Children under 19 years of age who are eligible under section 1902 
(e)(3) of the Act; 

vii. Children under 19 years of age who are in foster care or other out
of-home placement; 

viii. Children under 19 years of age who are receiving foster care or 
adoption assistance. 

5. Describe the state's process for allowing children to request an exemption from 
mandatory enrollment based on the special needs criteria as defined in the state 
plan if they are not initially identified as exempt. (Example: self-identification) 

Care Select is a voluntary program. All individuals automatically enrolled may 
opt out of the program at any time. 

6. Describe how the state identifies the following groups who are exempt from 
mandatory enrollment into managed care: (Examples: usage of aid codes in the 
eligibility system, self- identification) 

iii. Recipients who are also eligible for Medicare. 

Recipients who are also eligible for Medicare are identified through 
the usage of aid codes in the State's MMIS system. 

IV. Indians who are members of Federally recognized Tribes except when 
the MCO or PCCM is operated by the Indian Health Service or an 
Indian Health program operating under a contract, grant or cooperative 
agreement with the Indian Health Service pursuant to the Indian Self 
Determination Act; or an Urban Indian program operating under a 
contract or grant with the Indian Health Service pursuant to title V of 
the Indian Health Care Improvement Act. 

There are no Federally recognized Tribes within the state ofIndiana. 

F. List other eligible groups (not previously mentioned) who will be exempt from 
mandatory enrollment 

Care Select is a voluntary program, no groups are mandatorily enrolled. 

MAR 252011 
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State: Indiana 

Citation 

42 CFR 438.50 

1932(a)(4) 
42 CFR 438.50 

1932(a)(4) 
42 CFR 438.50 

TNNo. 10-015 
Supersedes 
TN No. New 

OMB No.:0938-0933 

Condition or Requirement 

G. List all other eligible grOUPS who will be permitted to enroll on a voluntary basis 

None. 

I. Enrollment process. 

1. Definitions 

111. An existing provider-recipient relationship is one in whieh the 
provider was the main source ofMedieaid services for the recipient 
during the previous year. This may be established through state 
records of previous managed care enrollment or fee-for-service 
experience, or through contact with the recipient. 

IV. A provider is considered to have "traditionally served" Medicaid 
recipients ifit has experience in serving the Medicaid population. 

2. State process for enrollment by default. 

Describe how the state's default enrollment process will preserve: 

iv. the existing provider-recipient relationship (as defined in H.I.i). 

A Care Select member, who had previously been assigned to a PMP 
that is currently enrolled in the program, is reassigned to that PMP if 
the appropriate scope of practice and restrictions apply. 

Members not enrolled in the Care Select program may choose to see 
any Indiana Medicaid provider. 

v. the relationship with providers that have traditionally served 
Medicaid recipients (as defined in H.2.ii). 

If there is not a previous PMP relationship, the auto-assignment logic 
looks for a previous relationship with a CMO. The system then 
attempts to assign the m~ber to an appropriate PMP in the CMO by 
geographical order at each hierarchical level for look back period of 
365 days. 

Members not enrolled in the Care Select program may choose to see 
any Indiana Medicaid provider. 

MAR 252011 
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vi. the equitable distribution of Medicaid recipients among qualified 
MCOs and PCCMs available to enroll them. (excluding those that are 
subject to intermediate sanction described in 42 CFR 438.702(a)(4»; 
and disenrollment for cause in accordance with 42 CFR 438.56 
(d)(2). (Example: No auto-assignments will be made if Mea meets a 
certain percentage qf capacity.) 

In the event previous PMP and CMO auto-assignment logic attempts 
fail to make an appropriate PMP assignment, the default level of the 
auto-assignment logic looks for the neediest CMO and compares the 
member's geographical coordinates to PMPs in the neediest CMO in 
order of proximity. 

Members not enrolled in the Care Select program are not enrolled 
with a PCCM, and may choose to see any Indiana Medicaid provider. 

3. As part of the state's discussion on the default enrollment process, include 
the following information: 

vii. The state will __ /will not-.lL use a lock-in for managed care. 

viii. The time frame for recipients to choose a health plan before being auto
assigned will be 60 days. 

ix. Describe the state's process for notifYing Medicaid recipients of their 
auto-assignment. (Example: state generated correspondence.) 

The State's MMIS system will notify members of their selections or 
when a member is auto-assigned via a mailing. 

x. Describe the state's process for notifYing the Medicaid recipients who 
are auto-assigned of their right to disenroll without cause during the 
first 90 days of their enrollment (Examples: state generated 
correspondence. HMO enrollment packets etc.) 

Care Select Program participants may opt-out (disenroIl) from the 
program at any time. 

Xl. Describe the default assignment algorithm used for auto-assignment. 
(Examples: ratio of plans in a geographic service area to potential 
enrollees, usage of quality indicators.) 

1N No. 10-015 
Supersedes 
1NNo.New 
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If the member does not select a PMP, the auto-assignment logic will 
search for a previous PMP the member's previous CMo. Ifthe member 
does not have a previous PMP with a previous CMO, the auto
assignment logic will search for a previous PMP with a different CMO. 
If a match is not found, the auto-assignment logic then looks for a 
previous relationship with a CMO. If there is not a previous CMO 
relationship, the auto-assignment logic searches for a family member's 
PMP. If a match is still not made, the auto-assignment logic will then 
assign the member to the neediest CMO and compares the member's 
geographical coordinates to PMPs in the neediest CMO in order of 
proximity. 

xii. Describe how the state will monitor any changes in the rate of default 
assignment. (Example: usage of the Medical Management Information 
System (MMIS). monthly reports generated by the enrollment broker) 

Auto-assignment rates will be reported to the State from the fiscal agent. 

I 932(a)(4) I. State assurances on the enrollment process 
42 CFR 438.50 

TN No. 10-015 
Supersedes 
TN No. New 

Place a check mark to affirm the state has met all of the applicable requirements of 
choice, enrollment, and re-enrollment. 

l. _x_The state assures it has an enrollment system that allows recipients who are 
already enrolled to be given priority to continue that enrollment if the MCO or 
PCCM does not have capacity to accept all who are seeking enrollment under 
the program. 

6. _x_The state assures that, per the choice requirements in 42 CFR 438.52, 
Medicaid recipients enrolled in either an MCO or PCCM model will have a 
choice of at least two entities unless the area is considered rural as defined in 42 
CFR 438.52(b)(3). 

7. __ The state plan program applies the rural exception to choice requirements of 
42 CFR 438.52(a) for MCOs and PCCMs. 

_x_This provision is not applicable to this 1932 State Plan Amendment. 

8. The state limits enrollment into a single Health Insuring Organization (HIO), 
if and only if the IDO is one of the entities described in section 1932(a)(3)(C) of 

MAR 252011 
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I 932(a)(4) 
42 CFR 438.50 

1932(a)(5) 
42 CFR 438.50 
42 CFR438.10 

1932(a)(5)(D) 
1905(t) 

TNNo. 10-015 
Supersedes 
TN No. New 

J. 
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Condition or Requirement 

the Act; and the recipient has a choice of at least two primary care providers 
within the entity. (California only.) 

_x_ This provision is not applicable to this 1932 State Plan Amendment. 

9. _x_ The state applies the automatic reenrollment provision in accordance 
with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she 
loses Medicaid eligibility for a period of2 months or less. 

_This provision is not applicable to this 1932 State Plan Amendment. 

Disenrollment 

5. The state will_twill not_x_ use lock-in for managed care. 

6. The lock-in will apply for __ months (up to 12 months). 

7. Place a check mark to affirm state compliance. 

_x __ The state assures that beneficiary requests for disenrollment (with 
and without cause) will be permitted in accordance with 42 CFR 438.56(c). 

8. Describe any additional circumstances of "cause" for disenrollment (if any). 

No lock-in applies to the Care Select (PCCM) program. 

K. Information requirements for beneficiaries 

Place a check mark to affirm state compliance. 

_x_The state assures that its state plan program is in compliance with 42 CFR 
438.IO(i) for information requirements specific to MCOs and PCCM programs 
operated under section 1932(a)(I)(A)(i) state plan amendments. (Place a check 
mark to affirm state compliance.) 

L. List all services that are excluded for each model (MCO & PCCM) 

Medicaid Rehabilitation Option (MRO) services 
Psychiatric Residential Treatment Facility (PRTF) services 
Dental services 
Individualized Family Services Plan (IFSP) 

MAR 252011 
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Pharmacy 
Individualized Education Plan (IEP) 
Long-Term Institutional Care 
Hospice 

ATTACHMENT3.I-F 
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Home and Community Based Services (HCBS) Waiver 
Psychiatric Treatment in a State Hospital 

1932 (a)(l)(A)(ii) M. Selective contracting under a 1932 state plan option 

TNNo. 10-015 
Supersedes 
TN No. New 

To respond to items #1 and #2, place a check mark. The third item requires a brief 
narrative. 

5. The state will __ /will not x intentionally limit the number of entities it 
contracts under a 1932 state plan option. 

6. The state assures that if it limits the number of contracting entities, this 
limitation will not substantially impair beneficiary access to serviccs. 

7. Describe the criteria the state uses to limit the n'umber of entities it contracts under 
a 1932 state plan option. (Example: a limited number of providers and/or 
enrollees.) 

8. _x_ The selective contracting provision in not applicable to this state plan. 

Approval Date,_M_A_R_2_5_Z_0_11_ Effective Date October 1, 2010 
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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):

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

1915(i) State Plan Home and Community-Based Services

Administration and Operation

Indiana provides the following State Plan §1915(i) home and community-based services, which 
are referred to in this document as Child Mental Health Wraparound (CMHW) services:

1) Wraparound Facilitation
2) Habilitation
3) Respite Care
4) Training and Support for Unpaid Caregivers
5) Transportation
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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:

A program authorized under §1115 of the Act. Specify the program:

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit. (Select
one):

The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has 
line authority for the operation of the program (select one):

The Medical Assistance Unit (name of unit):

Another division/unit within the SMA that is separate from the Medical Assistance Unit
(name of division/unit) 

This includes 
administrations/divisions
under the umbrella 
agency that have been
identified as the Single 
State Medicaid Agency.

The Division of Mental Health & Addiction (DMHA) is the 
operating agency under the umbrella of Indiana’s SMA. 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 State plan HCBS benefit is operated by (name of agency)
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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):
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Functions 1-10 are performed/administered by DMHA or a State contracted entity. Office of Medicaid Policy and 
Planning (OMPP) is responsible for quality and program oversight for Functions 1-10. OMPP meets quarterly for
trending and analysis of performance measure data for all functions. OMPP works with DMHA and/or contracted 
entities to develop and evaluate quality improvement strategies. Remediation can range from 24-48 hours for 
compliance issues that impact the imminent health, safety, or wellbeing of individual members and within thirty
(30) business days for compliance issues that include missing a quarterly report deadline, missing a provider
module update deadline, or quarterly data that appears to be trending near or below 86% compliance.
For utilization management, item 5 the contracted entity is the Medicaid Surveillance Utilization Review 
Contractors, for qualified provider enrollment, item 6 the contracted entity is DMHA and Medicaid Fiscal 
Agent, for the execution of Medicaid provider agreement, item 7 the contracted entity is the Medicaid Fiscal
Agent, and for the establishment of a consistent rate methodology for each State plan HCBS, item 8 the 
contracted entity is an Actuarial Service.

Function #5- Utilization Management (Fraud & Abuse Detection System Contractor):
Surveillance & Utilization Review (SUR) is housed under Family and Social Services Administration’s (FSSA)
Program Integrity (PI) and is comprised of four (4) groups, one of which is SUR, which handles auditing 
functions. OMPP has expanded its program integrity activities by using a multi-pronged approach to SUR 
activity that includes provider self-audit, contractor desk audit and full on-site audit functions. The SUR sifts 
and analyzes claims data and identifies providers/claims that indicate aberrant billing patterns and/or other risk 
factors. PI contracts with Fraud & Abuse Detection System (FADS) contractors to help facilitate SUR 
activities. The FADS contractors assist PI through data analysis, audit services, and work to improve the 
integrity of the IHCP. The FADS contractor reviews claims data through the use of algorithms. All of the work
conducted by the FADS contractors is approved and overseen by the PI team to ensure work is performed in
compliance with State and Federal guidelines.

The audit process utilizes data mining, research, identification of outliers, problematic billing patterns, aberrant 
providers and issues that are referred by DMHA and OMPP. The SUR Unit meets with DMHA and OMPP at 
least quarterly to discuss audits and outstanding issues. The SUR unit is the Subject Matter Expert (SME) 
responsible for directly coordinating with the DMHA and OMPP. The unit analyzes data to identify potential 
areas of program risk and identify providers that appear to be outliers warranting review. Throughout the entire 
SUR process, oversight is maintained by OMPP through the PI team. The PI team offers education regarding 
key program initiatives and audit issues at provider meetings to promote ongoing compliance with Federal and 
State guidelines, including all Indiana Health Coverage Programs (IHCP) and SPA requirements.

Function #6 –Qualified Provider Enrollment

Providers interested in providing CMHW services must first apply for authorization through DMHA. Next, the 
provider must enroll as a Medicaid provider with Indiana Health Coverage Programs (IHCP). The OMPP 
contracts with a fiscal agent to process IHCP provider enrollments. The fiscal agent processes the applications, 
verifies licensure and authorization requirements are met, maintains the provider master file, assigns provider 
ID numbers, and stores National Provider Identifier and taxonomy information. Upon successful completion of
the provider enrollment process an enrollment confirmation letter is mailed to the new provider.

Function #7- Execution of Medicaid Provider Agreement (Medicaid Fiscal Agent):

OMPP has a fiscal agent under contract, which is obligated to assist OMPP in processing approved Medicaid 
Provider Agreements to enroll approved eligible providers in the Medicaid Management Information System 
(MMIS) for claims processing. This includes the enrollment of DMHA approved 1915(i) providers. The 
expected processing time for new provider applications is 15 days for electronic applications and 20 days for 
paper applications. The fiscal agent also conducts provider training and provides technical assistance 
concerning claims processing. The Medicaid Fiscal Agent contract defines the roles and responsibilities of the 
Medicaid fiscal contractor.

TN: 22-0016 Supersedes: TN: 19-014
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014
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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):

DMHA and/or OMPP attend the MMIS Fiscal Agent's scheduled provider training sessions required in OMPP's 
contract with the Fiscal Agent. DMHA may also participate in the Fiscal Agent's individualized provider 
training for providers having problems.

Function #8 - Establishment of a consistent rate methodology for each State Plan HCBS (Medicaid
Actuarial Contractor):

OMPP has an actuarial service under contract to develop and assess rate methodology as needed. The actuarial 
contractor completes the cost surveys and calculates rate adjustments. OMPP reviews and approves the fee 
schedule to ensure consistency, efficiency, economy, quality of care, and sufficient access to providers for 
CMHW services.



State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 7

TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

To prevent conflict of interest, family choice of participation in the State’s high-fidelity 
Wraparound CMHW services is a minimum expectation to meet the standard for quality care. 
Members are presented with all available treatment options at the point of assessment and plan of
care development, including CMHW services; and must consent to participation in the CMHW 
services and choose the providers who will provide those services.

Additionally, the member and their family develop and lead the Child and Family Team with 
assistance from the Wraparound Facilitator. The individuals on the team consist of service 
providers, community supports and any natural supports. The wraparound team is committed to 
building an effective array of supports and interventions to ensure that the family vision is 
achieved. At the time of the initial evaluation, assessment, and Plan of Care (POC) development, 
the CMHW evaluator provides the individual with written documentation from DMHA and OMPP
that explains the individual’s right to exercise freedom of choice regarding the CMHW services 
selected on the plan of care, who will provide each of the CMHW services specified on the 
DMHA- approved plan of care, and in what setting. The participant selects CMHW service 
provider(s) from a pick list of DMHA- authorized CMHW service providers. Additionally, the 
Wraparound Facilitator is responsible to inform the member of their right to change their CMHW 
provider, including the Wraparound Facilitator, at any time during the CMHW benefit period.

To further prevent conflict of interest between evaluators, service providers, the member, and 
family, the following State processes are in place:

1) The Wraparound Facilitation Agency adheres to conflict-free standards including but not limited to not
providing any other CMHW service except for facility- based respite care.

2) The Wraparound Facilitator is DMHA-authorized to provide only Wraparound Facilitation
and is not authorized to provide any other CMHW service to the member for whom they are
the Wraparound Facilitator.

3) DMHA, the independent state entity making the final eligibility determination and providing
authorization for the plan of care, is not related by blood or marriage to the
individual/participant; to any of the individual’s paid caregivers; or to anyone financially
responsible for the individual or empowered to make financial or health related decisions on
the Individual/Participant’s behalf. Additionally, DMHA is not a provider of CMHW
services.

4) The quality improvement specialists provide oversight for CMHW providers and engage in
quality management activities to promote adherence to Wraparound service delivery
practices, including family choice and direction in the development of the plan of care,
selection of service providers and preference for service delivery. Quality improvement
specialists are responsible to provide training, education, site visits, record reviews and
consultation to ensure provider compliance with CMHW requirements and standards.

5) Participants and families are educated regarding their rights and how to submit complaints or
appeals regarding all aspects of CMHW service delivery, providers, inclusion in treatment
planning, DMHA eligibility determinations or Plan of Care authorization.

6) The assessments, person-centered service plan and direct CMHW services are all based on a
county level geographic region. Authorized providers are required to designate the
geographical area of service by county as a part of the enrollment process. The providers
may request to add or decrement counties as needs change.
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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.
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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 7/1/2023 6/30/2024 1,100

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.

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.

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):

Number Served

Financial Eligibility

Evaluation/Reevaluation of Eligibility
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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):

All determinations of eligibility, whether initial or renewal, are made by the State based upon the 
review of applications submitted by the access site (initials) or Wraparound Facilitators (renewals).

State employees making eligibility review decisions must meet the following qualifications:
1) Bachelor’s degree in social services or related field
2) Experience working with children/youth identified as severely emotionally disturbed
3) Experience with the Child Adolescent Needs and Strengths (CANS) assessment tool and set algorithms

established by the DMHA in partnership with the Praed Foundation and Indiana University.
4) Individuals performing evaluation/reevaluation must be employed with the State as a National Wraparound 

Implementation Center Local Coach candidate.

The individual administering the CANS assessment tool and collecting clinical information and 
data used to determine an individual’s level of need for CMHW services must meet the following 
qualifications and standards:

5) Affiliated with a DMHA-authorized access site (Initial) or DMHA-authorized Wraparound
facilitation agency (renewal).

6) One of the following clinical qualifications:
a) A psychiatrist;
b) A physician;
c) A licensed psychologist or a psychologist endorsed as a health service

provider in psychology (HSPP);
d) A licensed clinical social worker;
e) A licensed mental health counselor;
f) A licensed marriage and family therapist;
g) An advanced practice registered nurse under IC 25-23-1-1(b)(3) who is

credentialed in psychiatric or mental health nursing by the American Nurses
Credentialing Center;

h) A licensed independent practice school psychologist; or
i) The provider must have a bachelor's degree or a master’s degree with two (2) or

more years of one or a combination of the following experience:
i. Clinical
ii. Case management
iii. Skills building
iv. Child welfare
v. Juvenile justice
vi. Education in a K-12 school setting

Successful completion of DMHA/OMPP required training and certification (certification refers to 
the CANS assessment tool certification program).
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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:

The eligibility review process is the same for initial and annual reviews, with the exception that the 
initial is conducted by the access site, and the annual is conducted by the assigned Wraparound 
Facilitator.

All referrals for CMHW services must be received through the DMHA-authorized state-wide access
site. An interested individual will receive education about Wraparound practice, available CMHW 
services, and the face-to-face evaluation. This face-to-face evaluation includes administration of the 
Child and Adolescent Needs and Strengths (CANS) assessment and completion of the CMHW 
application developed by OMPP and DMHA. The individual will determine whether to pursue 
application and assessment for 1915(i) services.

The assessment and supporting documentation identifies specific information about the individual’s 
current strengths, needs, health status, living situation, family functioning, exposure to trauma, 
vocational status, social functioning, living skills, self-care skills, capacity for decision making, 
living situation, potential for self-injury or harm to others, substance use/abuse, and medication 
adherence. The access site also verifies the individual resides in a HCBS compliant setting, as 
defined by federal regulations.

The access site must submit the complete application packet to DMHA within ten (10) business
days of receiving the parent/guardian’s signature. DMHA notifies the access site regarding the 
eligibility determination on the eligibility determination form within five (5) working days of 
receiving the application packet. The eligibility determination form serves as the written notice 
documenting a DMHA determination regarding an individual’s eligibility for participation in 
CMHW services. Information included on the Eligibility Determination form includes:

1) Approval or Denial of Individual’s level of need/eligibility to participate in the
CMHW services program;

2) The effective dates and reasons for the action(s) taken; and
3) The individual’s appeal and fair hearing rights and procedural information.

The access site communicates DMHA’s determination information on the eligibility 
determination form to the individual. Referrals to alternate services are made if the individual is
not eligible for CMHW services.

At least annually, the Wraparound Facilitator conducts a review to ensure the participant continues 
to meet eligibility criteria. The Wraparound Facilitator will complete the face-to-face reevaluation 
with the participant, including the administration of the CANS assessment tool, to ensure all 
eligibility criteria for CMHW Wraparound participation are met. The high fidelity Wraparound 
process requires active investment by a wraparound team to meet the participant’s needs. The 
Child and Family Team provides input regarding the participant’s progress in moving towards 
achieving the vision.

The Wraparound Facilitator submits the results of the reevaluation to DMHA, which determines 
the participant’s continued eligibility for the CMHW services. DMHA forwards the eligibility 
determination form to the Wraparound Facilitator, who communicates DMHA’s eligibility
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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):

determination to the participant, family and to the Child and Family Team.

When it is anticipated that the participant may no longer be eligible for CMHW services, the 
Wraparound Facilitator and Child and Family Team will begin preparing the participant and family 
to transition to other more appropriate services (e.g., State plan services, community, and natural 
supports).

OMPP delegates the responsibility for accurate and timely eligibility reviews to DMHA. OMPP 
retains the authority and oversight of the 1915(i) benefit functions through regular monthly meetings 
to review quality assurance measures and to discuss issues, trends, and member appeals. OMPP 
reviews and approves policies, procedures, forms and standards for evaluation and re-evaluation of 
eligibility. OMPP may review and overrule the approval or disapproval of any specific eligibility 
determination by DMHA serving in its capacity as the operating agency for the 1915(i) HCBS State 
Plan Benefit.
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The CANS assessment tool (developed for assessing youth ages 5 to 17) (Lyons, 1999) is used by 
the State to assist in assessing the youth and caregiver’s strengths and needs (The assessment tool 
can be reviewed at: https://dmha.fssa.in.gov/DARMHA/mainDocuments). Patterns of CANS 
ratings derived from assessing six dimensions of the youth’s life (e.g., life functioning, behavioral 
health symptoms, risk behaviors, youth strengths, caregiver strengths and needs and acculturation) 
have been used to develop a Behavioral Health Decision Model (algorithm). The recommendation 
is a result of an algorithm run on the CANS assessment ratings over multiple life domains. The 
CANS behavioral recommendation indicates the following levels of need for behavioral health 
services:

0-No treatment services indicated
1-Outpatient Services
2-Outpatient Services, with Limited Case Management
3- Supportive Community Services
4- Intensive Community Services: high-fidelity Wraparound
5- Intensive Community-Based Services
6- High-Intensity Services: Psychiatric Residential Treatment Facility (PRTF), State hospital, Intensive
Community Based

Needs-Based Eligibility Criteria:
In addition to meeting the Target Group Eligibility criteria, individuals must also meet the 
following needs- based eligibility criteria:
1) The individual experiencing significant* emotional and/or functional impairments that impact

his/her level of functioning at home or in the community, as a result of a mental illness. A
minimum behavioral recommendation of a 4 is required.

2) The individual who meets a minimum 4 behavioral recommendation on the CANS, must also
meet the following needs-based criteria and risk factors:
a. Dysfunctional patterns of behavior due to one or more of the following

behavioral/emotional need(s), as identified on the CANS assessment tool:
1. Adjustment to Trauma.
2. Psychosis.
3. Debilitating anxiety.
4. Conduct problems.
5. Sexual aggression; and/or
6. Fire-setting.

b. The individual demonstrates significant* needs in at least one of the following
family/caregiver area(s), as indicated on the CANS assessment tool, that results in a
negative impact on the child’s mental illness and may indicate a higher level of need:

1. Mental Health.
2. Supervision issues.
3. Family Stress; and/or
4. Substance abuse.

*“Significant” is determined by an assessed need for immediate or intensive action due to a 
serious or disabling need in a variety of life domains on the CANS assessment tool used by the 
State to assess an individual’s Level of Need (LON).
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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)

In addition to meeting the Target 
Group Eligibility criteria, 
individuals must also meet the 
following needs-based eligibility 
criteria:

1) Youth is experiencing
significant* emotional and/or
functional impairments that
impact his/her level of functioning
at home or in the community, as a
result of a mental illness. A
minimum behavioral
recommendation of a 4 is
required,
2) The individual, who meets a
minimum of 4 behavioral
recommendation on the CANS,
must also meet the following
needs-based criteria:
a) Dysfunctional patterns of

behavior due to one or more of
the following
behavioral/emotional need(s),
as identified on the CANS
assessment tool:

i. Adjustment to Trauma

Indiana Law 
allows
reimbursement 
to NFs for 
eligible 
persons who 
require skilled
or
intermediate 
nursing care as
defined in 405
Indiana 
Administrative 
Code 1-3-1
and 1-3-2.

405 IAC 1-3-1
(a)
Skilled
nursing
services, as 
ordered by a 
physician, 
must be 
required and 
provided on a

Indiana Law 
allows
reimbursement 
to ICF/IIDs for
eligible persons 
as defined in 
405 IAC 1-1-11.

A person may be
functionally 
eligible for an 
ICF/IID LOC
waiver when 
documentation 
shows he 
individually 
meets the 
following 
conditions:

1) Has a
diagnosis of
intellectual
disability,
cerebral
palsy,

Admission criteria 
for Psychiatric 
Residential 
TreatmentFacilities 
(PRTFs), which 
include the 
following factors:

1) Individual's
mental disorder
is rated as severe
or complex;

2) Multiple
disruptive
behaviors;

3) Serious family
functioning
impairments;

4) Prior failure of
acute and/or
emergency
treatment to
sufficiently
ameliorate the
condition;

Exclusionary Criteria:
The following exclusionary criteria are used to identify those youth the CMHW services program 
is not designed to serve:

1. An individual who is at imminent risk of harm to self or others. An individual who is
identified as not able to feasibly receive intensive community-based services without
compromising his/her safety, or the safety of others, will be referred to a facility capable
of providing the level of intervention or care needed to keep the youth safe. Individuals
residing in an institutional or otherwise HCBS non-compliant setting.



State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 15

TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

ii. Psychosis;
iii. Debilitating anxiety;
iv. Conduct problems;
v. Sexualaggression;

and/or
vi. Fire-setting.

b) Demonstrates significant*
needs in at least one of the
following Family/caregiver
area(s), as indicated on the
CANS assessment tool:

i. Mental Health;
ii. Supervision issues;

iii. Family Stress; and/or
iv. Substance abuse.

*“Significant” is determined by an 
assessed need for immediate or 
intensive action due to a serious or
disabling need in a variety of life 
domains on the CANS assessment 
tool used by the State to assess an 
Individual’s Level of Need (LON).

Exclusionary Criteria:
The following exclusionary criteria 
are used to identify those youth the 
CMHW services program is not 
designed to serve:

1) An individual who is at
imminent risk of harm to self
or others.

2) An individual who is identified
as not able to feasibly receive
intensive community-based
services without
compromising his/her safety,
or the safety of others, will be
referred to a facility capable
of providing the level of
intervention or care needed to
keep the youth safe.

3) An individual residing in an
institutional or otherwise
HCBS non-compliant setting.

daily basis, 
essentially 7
days a week.

405 IAC 1-3-2
(a)
Intermediate 
nursing care
includes care
for patients 
with long-
term illnesses 
or disabilities 
which are 
relatively 
stable, or care
for patients 
nearing 
recovery and 
discharge who 
continue to 
require some 
professional 
medical or 
nursing 
supervision 
and attention. 
A person is 
functionally 
eligible for 
either NF 
level of care 
or waiver if 
the need for 
medical or 
nursing 
supervision 
and attention 
is determined 
by any of the 
following 
findings from 
the functional 
screening:

1) Need for
direct

2) epilepsy,
autism, or
condition
similar to
intellectual
disability

3) Condition
identified in
#1 is
expected to
continue.

4) Condition
identified
in #1 had
an age of
onset prior
to age 22.

4) Individual
needs a
combination
or sequence
of services,

5) Has 3 of 6
substantial
functional
limitations
as defined
in 42

CFR 435.1010 in
areas of: Self-
care; learning; 
self-direction; 
capacity for
independent 
living; language; 
and mobility.

5) Symptom
complexes
showing a need
for extended
treatment in a
residential setting
due to a threat to
self or others;

6) Impaired safety
issues; and

7) Need for long-
term treatment
modalities.

*The minimum
eligibility rating for
a child to qualify
for institutional
placement in a
PRTF or state-
operated facility
(SOF) level of care
is five (5) or
higher, as
determined by a
behavioral
recommendation
from
administration of
the Child and
Adolescent Needs
and Strengths
(CANS)
Assessment Tool.
While the
algorithm that
determines the
CANS score is
proprietary, the
State has
determined that a
score of four (4) or
higher meets the
level of need
criteria established
for CMHW



State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 16

TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

assistance at 
least 5 days 
per week due 
to unstable, 
complex 
medical 
conditions.

Need for 
direct 
assistance for 
3 or more 
substantial 
medical 
conditions 
including 
activities of 
daily living. 

*Long Term Care/Chronic Care Hospital **LOC= level of care

7. Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific
population based on age, disability, diagnosis, and/or eligibility group. With this election, the state will
operate this program for a period of 5 years. At least 90 days prior to the end of this 5-year period, the
state may request CMS renewal of this benefit for additional 5-year terms in accordance with
1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)):

The State elects to target this 1915(i) State Plan HCBS benefit to the population defined below. 
With this election, the State will operate this program for a period of five years. At least 90 days
prior to the end of this five-year period, the State may request that CMS renew this benefit for an 
additional five year term in accordance with 1915(i)(7)(C).

Target Groups:
Indiana’s CMHW services program is designed to serve youth meeting the following targeted 
eligibility criteria:

1) The individual is age six through the age of 17 at the time of eligibility review;
2) The individual meets the criteria for two (2) or more DSM V diagnoses; and
3) The individual does not meet exclusionary criteria for CMHW services.

A participant who meets CMHW eligibility and began receiving CMHW 1915(i) services at or 
before the age of seventeen (17) shall remain eligible for up to one year of services beyond that 
participant’s eighteenth birthday during the participant’s benefit period as long as the remaining 
eligibility and needs-based criteria continue to be met.

Diagnostic Criteria:
The following diagnostic criteria are used to identify those youth the CMHW services program is
designed to serve. A youth with any of the diagnoses below as primary is eligible for CMHW 
services:
Paranoid schizophrenia 
Disorganized schizophrenia
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Catatonic schizophrenia 
Undifferentiated schizophrenia 
Residual schizophrenia 
Schizophreniform disorder 
Other schizophrenia 
Schizophrenia
Delusional Disorder 
Shared psychotic disorder
Schizoaffective disorder, bipolar type 
Schizoaffective disorder, depressive type 
Other schizoaffective disorders 
Schizoaffective disorder, unspecified
Other specified schizophrenia spectrum and other psychotic disorder
Unspecified schizophrenia spectrum and other psychotic disorder 
Manic episode without psychotic symptoms, unspecified
Manic episode without psychotic symptoms, moderate 
Manic episode, severe, without psychotic symptoms 
Manic episode, severe with psychotic symptoms 
Manic episode in partial remission
Manic episode, unspecified
Bipolar I disorder, current or most recent episode hypomanic
Bipolar disorder, current episode manic without psychotic features, unspecified 
Bipolar I disorder, current or most recent episode manic, moderate
Bipolar I disorder, current or most recent episode manic, severe
Bipolar I disorder, current or most recent episode manic, with psychotic features 
Bipolar disorder, current episode depressed, mild or moderate severity, unspecified 
Bipolar I disorder, current or most recent episode depressed, moderate
Bipolar I disorder, current or most recent episode depressed, severe
Bipolar I disorder, current or most recent episode depressed, with psychotic features 
Bipolar disorder, current episode mixed, unspecified
Bipolar disorder, Current episode mixed, moderate
Bipolar disorder, current episode mixed, severe, without psychotic features 
Bipolar disorder, current episode mixed, severe, with psychotic features 
Bipolar disorder, in partial remission, most recent episode hypomanic
Bipolar I disorder, current or most recent episode hypomanic, in partial remission 
Bipolar I disorder, Current or most recent episode depressed, in partial remission 
Bipolar disorder, in partial remission, most recent episode mixed
Bipolar II disorder
Other specified bipolar and related disorder
Bipolar I disorder, current or most recent episode depressed, hypomanic or manic, unspecified or
Unspecified bipolar and related disorder
Major depressive disorder, single episode, moderate 
Major depressive disorder, single episode, severe
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Major depressive disorder, single episode, with psychotic features 
Major depressive disorder, single episode, in partial remission 
Major depressive disorder, recurrent episode, moderate
Major depressive disorder, recurrent episode, severe
Major depressive disorder, recurrent episode, with psychotic features 
Major depressive disorder, recurrent episode, in partial remission 
Major depressive disorder, recurrent episode, unspecified 
Cyclothymic disorder
Persistent depressive disorder (dysthymia) 
Disruptive mood dysregulation disorder 
Agoraphobia
Agoraphobia with panic disorder 
Agoraphobia without panic disorder 
Social anxiety disorder (social phobia) 
Panic disorder
Generalized anxiety disorder
Mixed obsessional thoughts and acts 
Hoarding disorder
Posttraumatic stress disorder
Post-traumatic stress disorder, acute 
Post-traumatic stress disorder, chronic 
Dissociative identity disorder
Pain disorder exclusively related to psychological factors 
Anorexia nervosa, unspecified
Anorexia nervosa, restricting type
Anorexia nervosa, binge eating/purging type 
Bulimia nervosa
Binge eating disorder 
Avoidant/restrictive food intake disorder
Pica in adults, avoidant/restrictive food intake disorder, other specified feeding or eating disorder
Unspecified feeding or eating disorder
Non-rapid eye movement sleep arousal disorders, Sleep terror type 
Paranoid personality disorder
Borderline personality disorder
Conduct disorder confined to family context 
Conduct disorder, Childhood-onset type 
Conduct disorder, Adolescent-onset type
Other specified disruptive, impulse-control, and conduct disorder
Conduct disorder, Unspecified onset or Unspecified disruptive, impulse-control, and conduct disorder
Separation anxiety disorder
Reactive attachment disorder 
Stereotypic movement disorder
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Oppositional defiant disorder

The following diagnostic criteria are used to identify those youth the CMHW services program is 
designed to serve. A youth with any of the diagnoses below as secondary, but not primary, is eligible 
for CMHW services:
Alcohol use disorder, mild
Alcohol abuse with intoxication, uncomplicated
Alcohol abuse with alcohol-induced psychotic disorder with delusions 
Alcohol abuse with alcohol-induced psychotic disorder with hallucinations 
Alcohol abuse with other alcohol-induced disorder
Alcohol abuse with unspecified alcohol-induced disorder
Alcohol use disorder, moderate or severe
Alcohol dependence, in remission
Alcohol dependence with intoxication, uncomplicated 
Alcohol dependence with withdrawal, uncomplicated
Alcohol dependence with alcohol-induced psychotic disorder with delusions 
Alcohol dependence with alcohol-induced psychotic disorder with hallucinations 
Alcohol dependence with unspecified alcohol-induced disorder
Opioid use disorder, mild
Opioid abuse with intoxication, uncomplicated
Opioid abuse with opioid-induced psychotic disorder with delusions 
Opioid abuse with opioid-induced psychotic disorder with hallucinations 
Opioid abuse with opioid-induced psychotic disorder, unspecified 
Opioid abuse with unspecified opioid-induced disorder
Opioid use disorder, moderate or severe
Opioid dependence in remission
Opioid dependence with intoxication, uncomplicated
Opioid dependence with opioid-induced psychotic disorder with delusions 
Opioid dependence with opioid-induced psychotic disorder with hallucinations 
Opioid dependence with opioid-induced psychotic disorder, unspecified 
Opioid dependence with unspecified opioid-induced disorder
Cannabis use disorder, mild
Cannabis abuse with intoxication, uncomplicated 
Cannabis abuse with psychotic disorder with delusions
Cannabis abuse with psychotic disorder with hallucinations 
Cannabis abuse with unspecified cannabis-induced disorder 
Cannabis use disorder, moderate or severe
Cannabis dependence, in remission
Cannabis dependence with intoxication, uncomplicated 
Cannabis dependence with psychotic disorder with delusions 
Cannabis dependence with psychotic disorder with hallucinations 
Cannabis dependence with unspecified cannabis-induced disorder
Sedative-, hypnotic-, or anxiolytic use disorder, mild
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Sedative, hypnotic or anxiolytic abuse with intoxication, uncomplicated
Sedative, hypnotic or anxiolytic abuse with sedative, hypnotic or anxiolytic-induced psychotic 
disorder with delusions
Sedative, hypnotic or anxiolytic abuse with sedative, hypnotic or anxiolytic-induced 
psychotic disorder with hallucinations
Sedative, hypnotic or anxiolytic abuse with other sedative, hypnotic or anxiolytic-induced disorder
Sedative, hypnotic or anxiolytic abuse with unspecified sedative, hypnotic or anxiolytic-induced 
disorder
Sedative-, hypnotic-, or anxiolytic use disorder, moderate or severe
Sedative, hypnotic or anxiolytic dependence, in remission
Sedative, hypnotic or anxiolytic dependence with intoxication, uncomplicated 
Sedative, hypnotic or anxiolytic dependence with withdrawal, uncomplicated
Sedative, hypnotic or anxiolytic dependence with sedative, hypnotic or anxiolytic-induced psychotic
disorder with delusions
Sedative, hypnotic or anxiolytic dependence with sedative, hypnotic or anxiolytic-induced psychotic 
disorder with hallucinations
Sedative, hypnotic or anxiolytic dependence with sedative, hypnotic or anxiolytic-induced persisting 
amnestic disorder
Sedative, hypnotic or anxiolytic dependence with unspecified sedative, hypnotic or
anxiolytic-induced disorder
Cocaine use disorder, mild
Cocaine abuse with intoxication, uncomplicated
Cocaine abuse with cocaine-induced psychotic disorder with delusions 
Cocaine abuse with cocaine-induced psychotic disorder with hallucinations 
Cocaine abuse with unspecified cocaine-induced disorder
Cocaine use disorder, moderate or severe
Cocaine dependence, in remission
Cocaine dependence with intoxication, uncomplicated
Cocaine dependence with cocaine-induced psychotic disorder with delusions 
Cocaine dependence with cocaine-induced psychotic disorder with hallucinations 
Cocaine dependence with unspecified cocaine-induced disorder
Amphetamine-type substance use disorder or Other or unspecified stimulant use disorder, mild 
Other stimulant abuse with intoxication, uncomplicated
Other stimulant abuse with unspecified stimulant-induced disorder
Amphetamine-type substance use disorder or Other or unspecified stimulant use disorder, 
moderate or severe
Other stimulant dependence, in remission
Other stimulant dependence with intoxication, uncomplicated
Other stimulant dependence with unspecified stimulant-induced disorder
Other Hallucinogen or Phencyclidine use disorder, mild
Hallucinogen abuse with intoxication, uncomplicated
Hallucinogen abuse with hallucinogen persisting perception disorder (flashbacks) 
Hallucinogen abuse with other hallucinogen-induced disorder
Hallucinogen abuse with unspecified hallucinogen-induced disorder 
Other Hallucinogen or Phencyclidine use disorder, moderate or severe
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Hallucinogen dependence, in remission
Hallucinogen dependence with intoxication, uncomplicated
Hallucinogen dependence with hallucinogen-induced psychotic disorder with delusions 
Hallucinogen dependence with hallucinogen-induced psychotic disorder with hallucinations 
Hallucinogen dependence with hallucinogen persisting perception disorder (flashbacks) 
Hallucinogen dependence with other hallucinogen-induced disorder
Hallucinogen dependence with unspecified Hallucinogen-induced disorder
Inhalant use disorder, mild
Inhalant abuse with intoxication, uncomplicated
Inhalant abuse with inhalant-induced psychotic disorder with delusions 
Inhalant abuse with inhalant-induced psychotic disorder with hallucinations 
Inhalant abuse with unspecified inhalant-induced disorder
Inhalant use disorder, moderate or severe
Inhalant dependence, in remission
Inhalant dependence with intoxication, uncomplicated
Inhalant dependence with inhalant-induced psychotic disorder with delusions 
Inhalant dependence with inhalant-induced psychotic disorder with hallucinations 
Inhalant dependence with unspecified inhalant-induced disorder
Other (or unknown) substance use disorder, with mild use disorder 
Other psychoactive substance abuse with intoxication, uncomplicated
Other psychoactive substance abuse with intoxication with perceptual disturbances
Other psychoactive substance abuse with psychoactive substance-induced psychotic disorder with 
delusions
Other psychoactive substance abuse with psychoactive substance-induced psychotic disorder with 
hallucinations
Other psychoactive substance abuse with psychoactive substance-induced persisting amnestic 
disorder
Other psychoactive substance abuse with unspecified psychoactive substance-induced disorder
Other (or unknown) substance use disorder, with moderate or severe use disorder
Other psychoactive substance dependence, in remission
Other psychoactive substance dependence with intoxication, uncomplicated
Other psychoactive substance dependence with intoxication with perceptual disturbance 
Other psychoactive substance dependence with withdrawal, uncomplicated
Other psychoactive substance dependence with withdrawal with perceptual disturbance
Other psychoactive substance dependence with psychoactive substance-induced psychotic disorder
with delusions
Other psychoactive substance dependence with psychoactive substance-induced psychotic disorder
with hallucinations
Other psychoactive substance dependence with psychoactive substance-induced persisting 
amnestic disorder
Other psychoactive substance dependence with unspecified psychoactive substance-induced 
disorder
Attention-deficit/hyperactivity disorder, Predominantly inattentive presentation
Attention-deficit/hyperactivity disorder, Predominantly hyperactive/impulsive presentation
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Option for Phase-in of Services and Eligibility. If the state elects to target this 1915(i) State plan HCBS
benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals in
accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-
in plan, subject to CMS approval. At a minimum, the phase-in plan must describe:
(1) the criteria used to limit enrollment or service delivery; (2) the rationale for phasing-in services and/or
eligibility; and (3) timelines and benchmarks to ensure that the benefit is available statewide to all eligible
individuals within the initial 5-year approval. (Specify the phase-in plan):

(By checking the following box the State assures that):

8. Adjustment Authority. The state will notify CMS and the public at least 60 days before exercising
the option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii).

9. Reasonable Indication of Need for Services. In order for an individual to be determined to need the
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i)
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at
least monthly or, if the need for services is less than monthly, the participant requires regular monthly
monitoring which must be documented in the person-centered service plan. Specify the state’s policies
concerning the reasonable indication of the need for 1915(i) State plan HCBS:

i. Minimum number of services.
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is:

One

ii. Frequency of services. The state requires (select one):
The provision of 1915(i) services at least monthly

Monthly monitoring of the individual when services are furnished on a less than
monthly basis
If the state also requires a minimum frequency for the provision of 1915(i) services other 
than monthly (e.g., quarterly), specify the frequency:

(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

Attention-deficit/hyperactivity disorder, Combined presentation

Home and Community-Based Settings
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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 SPA renewal will be subject to any provisions or requirements included 
in the State's most recent and/or approved home and community-based settings Statewide 
Transition Plan.

1915(i) CMHW services are provided in the member’s home and community, based upon the 
member’s preferences. Settings for service delivery are chosen by participant during the service 
planning process, identified in the participant’s plan of care, reviewed, and approved by the State. 
During quality assurance reviews, service settings are reviewed for compliance as well. Settings 
found to be out of compliance are subject to remediation, including but not limited to corrective 
action and reclamation of funds.

Any type of institutional or institution-like residence (except approved respite facilities) as defined 
by federal regulations would be considered a non-complaint HCBS setting, and would be 
disallowed. For purposes of this document “home” includes any community-based residence that 
the participant lives in with the guardian/caregiver, including a foster home.
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.

Participants who reside with family members in homes or apartments in typical community 
neighborhoods where people who do not receive home and community-based services reside are 
presumed to be in compliance. If it is found that a participant living with family members who do not 
reside in typical community neighborhoods, but have relocated to an institution or institution -like
setting will be considered as not fully complying with federal and state requirements. DMHA would 
require the participant and family to move to a compliant setting, and would work with the family on a
month-by- month basis with demonstrated progress (such as the exploration of alternate residences) as 
is reasonable to accommodate any lease or other legal obligations, not to exceed one year from the date 
of formal notice. Progress toward this transition would have been monitored no less often than monthly 
as part of the required monthly Child and Family Team meetings, and would include assistance from 
the local System of Care and DMHA where appropriate.

Ongoing Compliance and Monitoring of Settings

In order to ensure ongoing compliance and monitoring of settings, DMHA will continue to train all 
providers on the setting requirements, including an assessment of the residential setting by access 
personnel as part of the initial application for eligibility process; requiring an annual confirmation of 
the compliance of the residential setting (attestation form); requiring Wraparound Facilitators to assess
any changes in the residential setting during the program year, and reporting the assessment to the 
State; and the Child and Family Team, guided by the Wraparound Facilitator and other providers, 
determining the settings in which services will be delivered as part of plan development, to be 
reviewed and approved by the State.

All providers must participate in orientation and service specific training. This training includes 
information regarding the HCBS Settings Final Rule requirements. A description of the setting in 
which services are delivered is required in all service notes, as discussed in training. Demonstrated 
competency measures are included in DMHA trainings, and questions on this requirement have been 
included. Potential providers are required to pass the competency measure in order to be approvable as
a provider. Ongoing support is available to providers who may have questions regarding allowable 
settings. All providers are given state contacts for technical assistance in any areas of need.

As part of the initial application for eligibility and again at the time of annual eligibility renewal, 
questions related to settings compliance will be addressed and included in the DMHA Youth and 
Family Rights Attestation form, which includes all of the rights offered to all participants. A field has 
been added to the Youth and Family Rights Attestation form that the family signs to validate the 
compliance of the participant’s residential setting. Access personnel (who complete initial assessments 
for application for eligibility on behalf of the State) receive training on the setting requirements, 
understanding that it is a fundamental part of the initial assessment. A description of the participant’s 
living situation has always been a requirement of the initial and annual application, which is then 
reviewed by the State as part of the eligibility process. The Wraparound Facilitators are in the 
participants’ home at least once per month. +As part of the State’s plan to ensure ongoing compliance, 
Wraparound Facilitators review any relocation of the participant to a new setting to ensure that the 
setting is compliant with the federal requirements, and communicate that to DMHA when updating the 
participant’s demographic information.
If, during the eligibility period the participant is found to be in an institutional, institution -like, or 
otherwise non-compliant setting, the Wraparound Facilitator notifies DMHA to begin the remediation 
process.
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Wraparound Facilitators guide the Child and Family Team meeting for plan of care development 
including determining services, strategies, responsible parties, and the setting in which services will 
take place. The plan of care is then reviewed and approved by DMHA quality assurance staff for 
compliance. DMHA quality assurance staff review 100% of service plans submitted before approval. 
There is currently an established process for the Wraparound Facilitator to notify DMHA if the 
participant will be out the identified setting for more than 24 hours. This includes but is not limited to 
camp, overnight with relatives or placement in an acute setting. This allows for DMHA to monitor 
changes in the living arrangement.

Upon enrollment in the program, youth and families are also given information regarding contacting 
DMHA for assistance with any concerns they may have. Anyone, provider, family member, or other, 
may submit a complaint to DMHA about any concern they may have including services provided in 
non-compliant or questionable settings. Access to the web-based complaint portal is provided on 
several DMHA webpages.

All issues involving HCBS settings compliance will be processed as complaints and accordingly will 
be tracked, monitored, and reported as a subsection of overall quality improvement activities. Review 
of settings issues will also be specifically included in overall trend analysis to determine any patterns 
requiring remediation.



State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 26

-0016TN: 22
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

(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):

The individual administering the CANS assessment tool and collecting clinical information and
data used to determine an Individual’s/Participant’s level of need for CMHW services must 
meet the following qualifications and standards:

1) Affiliated with a DMHA-approved access site (initial) or DMHA-authorized Wraparound
Facilitation agency (renewal).

2) One of the following clinical qualifications:
a) A psychiatrist;
b) A physician;
c) A licensed psychologist or a psychologist endorsed as a health service

provider in psychology (HSPP);
d) A licensed clinical social worker;
e) A licensed mental health counselor;
f) A licensed marriage and family therapist;
g) An advanced practice nurse under IC 25-23-1-1(b)(3) who is credentialed in

psychiatric or mental health nursing by the American Nurses Credentialing
Center;

h) A licensed independent practice school psychologist; or
i) An unlicensed individual who does not have a license to practice independently but

practices under the supervision of one of the above mentioned persons; The
provider must have a bachelor's degree or a master’s degree with two (2) or more
years of one or a combination of the following experience:

a. Clinical
b. Case management
c. Skills building
d. Child welfare
e. Juvenile justice
f. Education in a K-12 school setting

Successful completion of DMHA/OMPP required training and certification (certification refers to the CANS assessment tool 
certification program).

Person-Centered Planning & Service Delivery
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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):

1. 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):

The CMHW service provider developing the plan of care must meet the following criteria:
1. The provider must be employed by a DMHA-authorized accredited agency to be

a provider of the service of Wraparound Facilitation.
2. The provider must have a bachelor's degree or a master’s degree with two (2) or

more years of one or a combination of the following experience:
a. Clinical
b. Case management
c. Skills building
d. Child welfare
e. Juvenile justice
f. Education in a K-12 school setting

3. The provider must complete the following office-required service provider
training and certifications:

a. CMHW services orientation
b. Child and adolescent needs and strengths assessment tool SuperUser

certification
c. Wraparound practitioner training
d. Cardiopulmonary resuscitation (CPR) certification

All CMHW services adhere to the Wraparound model of service delivery. Engagement and 
involvement of the family in the Plan of Care development is fundamental to the definition of
Wraparound Facilitation, and to the Child and Family Wraparound Team paradigm.
Wraparound Facilitation is a variety of specific tasks and activities designed to engage the 
family in the planning process that follows a series of steps and is provided through a Child and 
Family Wraparound Team (a treatment/support team developed by the CMHW- enrolled 
participant and family to assist them in developing and implementing the individualized plan
of care).

During initial assessment at the access site, the family is offered a list of available 
Wraparound Facilitators and the agencies for the county in which the family lives. The family 
may choose any Wraparound Facilitation agency from this randomly generated list. The 
access site submits the family’s choice of Wraparound Facilitator (via picklist) along with 
eligibility documents to the State for review and approval. If eligibility is approved, the State 
creates an initial plan of care authorizing two-to-three months of Wraparound Facilitation 
services. This is assigned to the chosen Wraparound Facilitator who begins the person-
centered planning process to develop the comprehensive plan of care.

The Wraparound Facilitator will guide the family through the ongoing Wraparound process 
and development of the CMHW service plan. The Wraparound Facilitator is responsible for
coordination of care and ensuring Participant’s care/service delivery adheres to the high
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fidelity Wraparound model.

The Wraparound Facilitator prepares the participant and family for the Child and Family 
Team meeting by discussing the individual’s and family’s rights; the high-fidelity 
Wraparound and team process; and assists the Participant/family to identify potential members 
of their Child and Family team (including friends and other advocates that are not providing 
services). The participant and family determine the members of the Child and Family Team.

All Plan of Care development takes place within the framework of the Child and Family Team 
meeting process. This process requires that the Child and Family Team meetings be only 
convened when the Participant/family is available, with their active participation at a location 
convenient to them.

The chosen providers and families sign the approved Person-Centered Plan. DMHA includes each  
person-centered-plan as part of the plan of care, which is then incorporated into the Care Plan that 
providers are required to sign.

The 10 Principles of Wraparound, intended to support the family in the treatment process, include:
Family Voice and Choice: Wraparound Team specifically elicits and prioritizes the
family and youth perspectives during all phases of the Wraparound Process. The Team
strives to provide options and choices such that the Plan reflects family values and
preferences.
Team Based: The Team consists of individuals agreed upon by the family and
committed to them through informal, formal and community support and service
relationships.
Natural Supports: The Team encourages the full participation of team members
chosen from the family’s networks of interpersonal and community relationships.
Collaboration: Team members cooperate and share responsibility for developing,
implementing, monitoring, and evaluating a single wraparound plan. The plan
reflects a blending of team members’ perspectives, mandates, and resources. The
Plan guides and coordinates each team member’s work towards meeting the Team’s
goals
Community-Based: The Team implements services and supports that take place in the
most inclusive, responsive, accessible, and least restrictive settings possible that safely
promote youth and family integration into home and community life.
Culturally Competent: The Wraparound Process respects and builds on the values,
preferences, beliefs, culture, and identity of the youth and family and their
community. Non-family Team members refrain from imposing personal values on
the Plan.
Individualized: The Team develops and implements customized strategies, supports
and services to achieve the goals laid out in the Plan.
Strengths Based: Both the Wraparound Process and Plan identify, build on, and
enhance the capabilities, knowledge, skills, and assets of the youth and family, their
community, and the other team members.
Persistence: Regardless of challenges that may occur, the Team persists in working
toward the goals included in the Plan until the Team agrees that a formal
Wraparound Process is no longer required.
Outcome Based: The goals and strategies of the Plan are tied directly to observable
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2. 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):

The participant and family determine who will provide services at all times while in the CMHW
program. During the application process, the access site presents the participant and family with 
a pick list of DMHA-authorized providers of Wraparound Facilitation in their county for 
assignment if the application is approved. Once approved, the State creates the initial plan of 
care and assigns the participant and family to their selected Wraparound Facilitator. As part of 
the person-centered- planning process, the Wraparound Facilitator informs the participant and 
family, verbally and in writing, about their right to choose from among any DMHA-authorized 
provider of the chosen service in their county.

As a service is identified, the Wraparound Facilitator generates what is referred to as a pick list. 
Pick lists contain the names and contact information of all DMHA-authorized providers of a 
CMHW service in the county in which the participant resides. The providers are presented in 
random order each time the list is generated. Participants and family members may interview 
potential service providers and select the provider of each service on the Plan of Care. An image 
of the signed pick list is maintained in the State database, and the original maintained in the 
Participant’s record managed by the Wraparound Facilitation providers.

The Wraparound Facilitator ensures the participant is aware of their option to change CMHW
service providers at any time. This includes the option to change the Wraparound Facilitator.
The participant can request a pick list at any time to select a different service provider.

At the time of authorization, the providers select the counties in which they will provide 
services. Families are provided a picklist which includes all providers who have elected to 
serve the member’s county of residence.

A listing of approved/enrolled CMHW service providers is also posted on the Indiana Medicaid
website at www.indianamedicaid.com.*

*When accessing indianamedicaid.com website, the individual has a choice of a “Member” tab
and “Provider” tab. The Member tab notes: “If you are an Indiana Medicaid Member or are
interested in applying to become a member, please click the member tab.” Selection of the
member tab provides an array of information to individuals applying for or eligible for Medicaid
services, including a “Find a Provider” link. This link allows individuals to target their search
by selecting types of providers by city, county or state. The resulting list includes the provider’s
name, address, telephone number and a link to the map for each provider location.

3. 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):

or measurable indicators of success. The Team monitors progress in terms of these indicators 
and revises the Plan accordingly.

OMPP delegates the responsibility for service plan approval to DMHA. OMPP retains the 
authority and oversight of the 1915(i) program delegated to DMHA through routine monthly 
meetings to discuss issues, trends, member appeals and provider issues related to program 
operations including service plan approvals.
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4. Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):

Medicaid agency Operating agency Case manager
Other (specify):

1. State plan HCBS. (Complete the following table for each service. Copy table as needed):

1a. State plan HCBS.

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):
Service Title: Wraparound Facilitation
Service Definition (Scope):

Wraparound Facilitation is a comprehensive service comprised of a variety of specific tasks and 
activities designed to facilitate high fidelity Wraparound and is a required component of the 
CMHW services. The Wraparound Facilitator ensures that care is delivered in a manner consistent 
with strength-based, family-driven, and culturally competent values. The Wraparound Facilitator 
manages the entire wraparound process and ensures that the participant and family’s voice, 
preferences, and needs are central in the plan of care development, throughout service delivery 
and into the child and family transition into a less intensive level of service delivery, when 
appropriate.

The Child and Family Team is responsible for assuring that the participant’s needs, and the 
entities responsible for addressing them, are identified in a written plan of care (POC). The 
Wraparound Facilitator is the individual who facilitates and supervises this process, including:

1) Completing a comprehensive assessment of the participant, including administration of
the CANS assessment tool.

2) Guiding the family engagement process by exploring and assessing strengths and needs
through documentation of the family timeline and story.

3) Facilitating, coordinating, and attending Child and Family Team meetings.
4) Developing the plan of care in full partnership with Child and Family Team member,

while ensuring compliance with high fidelity Wraparound and Medicaid standards.
5) Assists participant in gaining access to a full continuum of services (i.e., medical,

social, educational, and/or other needed services).
6) Guides the POC planning process by informing the team of the participant and family’s

vision and ensuring that the participant and family’s vision is central to all service
planning and delivery.

7) Ensuring that the services are delivered in a HCBS compliant setting of the participant’s

In addition, OMPP reviews and approves the policies, processes, and standards for developing 
and approving the plan of care. Based on the terms and conditions of this State Plan 
Amendment, the Medicaid agency may review and overrule the approval or disapproval of any 
specific plan of care acted upon by the DMHA serving in its capacity as the operating agency 
for the 1915(i) HCBS benefit.

Services
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choice.
8) Ensuring that participants are informed of their right to choose from among enrolled,

office-authorized providers, and to change providers at any time in the process.
9) Develops, implements, and monitors the crisis plan; and intervenes during a crisis, if needed.
10) Assures that all work to be done to assist the participant in obtaining goals on the

POC is identified and assigned to a Child and Family Team member.
11) Oversees implementation of the POC.
12) Reassess, amends, and secures on-going approval of the POC.
13) Monitors all services authorized for a participant’s POC.
14) Assures care is delivered in a manner consistent with strength-based, family driven, and

culturally competent values.
15) Offers consultation and education to all CMHW service providers regarding the values and

principles of the wraparound model.
16) Monitors participant progress toward treatment goals.
17) Ensures that necessary data for evaluation is gathered and recorded.
18) Ensures that all CMHW assessment and service-related documentation is gathered and

reported to DMHA, as mandated.
19) Completes the annual CMHW services level of need re-evaluation, with active

involvement of the Participant and the Child and Family Wraparound Team.
18) Communicates and coordinates with local Division of Family Resources (DFR)

regarding continued Medicaid eligibility status.
19) Guides the transition of the Participant and family from CMHW services to State

plan, or other community-based services, when indicated.

The Wraparound model involves 4 stages (Miles, Brunes, Osher & Walker, 2006). The Wraparound 
Facilitator is responsible to guide the participant, family, and the Wraparound team through the 4 
Stages of Wraparound:

1) Engagement: The family meets the Wraparound Facilitator. Together they explore the
family's strengths, needs, and culture. They talk about what has worked in the past and
what they expect from the Wraparound process. The WF engages other team members,
identified by the Participant and family, and prepares for the first Child and Family Team
meeting.

2) Planning: The WF informs the Child and Family Wraparound team members about the
family's strengths, needs, and vision for the future. The Wraparound team does not meet
unless the family is present. The team decides what to work on, how the work will be
accomplished, and who is responsible for each task. POC development is facilitated by the
WF, who is responsible to write the POC and obtain approval for the POC from DMHA.
The WF also facilitates development of a crisis plan to manage crises that may occur.

3) Implementation: Child and Family and Team members meet monthly, or as needed.
Meetings are facilitated by the WF, who ensures that the family guides the Child and Family
Team meeting process. The team reviews accomplishments and progress toward goals and
adjusts, as needed. Family and team members work together to implement the POC.

4) Transition: As the Participant nears reaching their POC goals, preparations are made for the
youth to transition out of CMHW services to State plan services appropriate to meet the
Participant’s level of need for continued outpatient and/or home-based services, as needed.
The family and team together decide how the Participant/family will continue to get
support, when needed once the Participant has transitioned from CMHW services.

Additional needs-based criteria for receiving the service, if applicable (specify):
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None
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):
No 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):

Accredited Agency Individuals from 
Accredited 
Agencies must 
meet standards 
in the Other
Standard
section.

Accredit 
ation 
Associat 
ion for
Ambulat 
ory
Health 
Care
(AAHC)
,
Council 
on 
Accredit 
ation 
(COA),
Utilizati 
on 
Review
Accredit 
ation 
Commis 
sion 
(URAC)
,
Commis 
sion on 
Accredit 
ation of 
Rehab 
Facilitie 
s
(CARF)
,
America 
n

Individuals providing this service must 
be affiliated with a DMHA- authorized 
CMHW accredited agency that adheres 
to the following standards:
1) Agency participates in a local

system of care, where available, that
endorses the values and principles of
Wraparound.

2) Agency adheres to conflict-free
standards including but not limited to
not providing any other CMHW
service except for facility- based
respite care.

3) Agency must maintain
documentation that the individual
providing the service meets the
following standards:
a. Hold a bachelor’s or master’s

degree in one of the following
specialties from an accredited
college or university:

i. Social work
ii. Psychology

iii. Sociology
iv . Counseling
v. Nursing

vi. Education
vii. Rehabilitation

viii. Or related degree if approved by
the FSSA/DMHA/OMPP
representative

b.Have two (2) or more years of one
or a combination of the following
experience:
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Council 
for
Accredit 
ed
Certifica 
tion 
(ACAC)
, Joint 
Commis 
sion on 
Accredit 
ation of 
Healthc 
are
Organiz 
ations 
(JCAH
O),
or National 

Committee 
for Quality 
Assurance 
Accreditation 
(NCQAA)

i. Clinical
ii. Case management

iii. Skills building
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iv. Child welfare
v. Juvenile justice

vi. Education in a K-12 school
setting

3) The provider must complete the
following office-required service
provider training and certifications:

a. CMHW services orientation
b. Child and adolescent needs

and strengths assessment tool
SuperUser certification

c. Wraparound practitioner
training

d. Cardiopulmonary resuscitation
(CPR) certification

4) Individual has completed security
screens including, but not limited
to, the following:

a. Fingerprint based national
and state criminal history
background screen

b. Local law enforcement screen
c. State and local Department of

Child Services abuse registry
screen

d. Five-panel drug screen, or
Agency meets same
requirements specified under
the Federal Drug Free
Workplace Act 41 U.S.C. 10
Section 702(a)(1)

6) All approved providers must
complete DMHA and OMPP approved
training for CMHW services.
Wraparound Facilitators and their
supervisors must complete the
Wraparound Practitioner Training
Program. This training allows the state
to ensure fidelity to the wraparound
service delivery 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):

Accredited Agency DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA



State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 35

TN: 22-0016
Effective: July 1, 2023 Supersedes: TN: 19-014Approved:

authorization of the 
CMHW agency and at least 
every three years thereafter.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

1b. State plan HCBS.

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):
Service Title: Habilitation
Service Definition (Scope):
Habilitation services are provided with the goal of enhancing the participant’s level of 
functioning, quality of life and use of social skills; as well as building the participant’s strengths, 
resilience and positive outcomes. This is accomplished through development of the following 
skills:

1) Identification of feelings
2) Managing anger and emotions
3) Giving and receiving feedback, criticism, or praise
4) Problem-solving and decision making
5) Learning to resist negative peer pressure and develop pro-social peer interactions
6) Improve communication skills
7) Build and promote positive coping skills
8) Learn how to have positive interactions with peers and adults

Habilitation services are provided face-to-face and one-to-one in the participant’s home or in a
community-based setting. The setting is determined by the preferences of the participant and 
must be compliant with federal HCBS settings regulations.

While participating in this service, transportation to and from community-based activities can be 
requested under this 1915(i) benefit if required and based on an assessed need. Transportation services
must not duplicate services offered under the state plan.

Service exclusions include:
1) Services provided to anyone other than the participant when the activity occurs in a group

setting.
2) Service provided to participant’s family members
3) Service provided in order to give the family/caregiver respite
4) Service provided that is strictly vocational/educational in nature, such as tutoring or any

other activity available to the participant through the local educational agency under the
Individuals with Disabilities Education Improvement Act of 2004; or covered under the
Rehabilitation Act of 1973

5) Activities provided in the service provider’s residence
6) Leisure activities that provide a diversion, rather than a therapeutic objective
7) Duplicative services covered under the Medicaid State Plan

Additional needs-based criteria for receiving the service, if applicable (specify):
None
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Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
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(Choose each that applies):
Categorically needy (specify limits):
Habilitation services will be limited to up to three (3) hours daily and up to thirty (30) hours of
services per participant/per month.
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):

Accredited
Agency

None AAAHC, 
COA, 
URAC, 
CARF, 
ACAC, 
JCAHO, or
NCQA
Accreditation

DMHA authorized accredited agencies 
must receive authorization from DMHA
for an individual to provide this service
based on the qualifications of the 
individual.
Agencies must maintain documentation 
that the individual providing the service
meets the following requirements and 
standards:

1) Individual is at least 21 years of
age and possesses a high school
diploma, or equivalent.

2) Demonstrate a minimum of two
(2) years of qualifying experience,
as defined by DMHA, working
with or caring for youth with
serious emotional disturbances
(SED)

3) Individual has completed and
submitted proof of the following
screens:

a) Finger-print based
national and state criminal
history background screen

b) Local law enforcement
screen

c) State and local
Department of Child
Services abuse registry
screen

d) Five-panel drug screen,
or Agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

4) Documentation of the
following:
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a) Current Driver’s License
b) Proof of current vehicle

registration
c) Proof of motor

vehicle insurance
coverage

5) For every thirty (30) hours of
habilitation services provided, the
provider must obtain one (1) hour
of face-to-face supervision with a
DMHA authorized mental health
service provider contracted with
or employed by the agency that
meets one (1) of the following
licensure requirements:

a) Licensure in psychology
(HSPP) as defined in IC
25-33-1.

b) Licensed marriage and
family therapist (LMFT)
under IC 25-23.6-8.

c) Licensed clinical social
worker (LCSW) under IC
25-23.6-5.

d) Licensed mental health
counselor (LMHC) under
IC 25-23.6-8.5.

e) Advanced practice nurse
(APN) under IC 12-15-5-
14(d)

6) Complete the DMHA required
service provider training:

a) CMHW services
orientation

b) CPR certification
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Non-
Accredited
Agency

None None DMHA- authorized non-accredited 
agencies must receive approval from 
DMHA for an individual to provide this 
service, based on the qualifications of 
the individual.
Agencies must maintain documentation 
that the individual providing the service
meets the following requirements and 
standards:

1) Individual is at least 21 years of
age and possesses a High school
diploma, or equivalent.

2) Demonstrate a minimum of two
(2) years of qualifying experience,
as defined by DMHA, working
with or caring for youth with
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serious emotional disturbances 
(SED)

3) Individual has completed and
submitted proof of the following
screens:

a) Fingerprint based national
and state criminal history
background screen

b) Local law enforcement
screen

c) State and local
Department of Child
Services abuse registry
screen

d) Five-panel drug screen,
or Agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

4) Documentation of the
following:

a) Current Driver’s License
b) Proof of current vehicle

registration
c) Proof of motor

vehicle insurance
coverage

5) For every thirty (30) hours of
habilitation services provided, the
provider must obtain one (1) hour
of face-to-face supervision with a
DMHA authorized mental health
service provider contracted with
or employed by the agency that
meets one (1) of the following
licensure requirements:

a) Licensure in psychology
(HSPP) as defined in IC
25-33-1.

b) Licensed marriage and
family therapist (LMFT)
under IC 25-23.6-8.

c) Licensed clinical social
worker (LCSW) under IC
25-23.6-5.

d) Licensed mental health
counselor (LMHC) under
IC 25-23.6-8.5.

e) Advanced practice nurse



State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 41

TN: 22-0016
Effective: July 1, 2023 Supersedes: TN: 19-014Approved:

(APN) under IC 12-15-5-
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14(d)
6) Complete the DMHA required

service provider training:
a) CMHW services

orientation
b) CPR certification

Individual None None The DMHA- authorized CMHW 
individual providing the service meets 
the following requirements and 
standards:

1) Individual is at least 21 years of
age and possesses a high school
diploma, or equivalent.

2) Demonstrate a minimum of two
(2) years of qualifying experience,
as defined by DMHA, working
with or caring for youth with
serious emotional disturbances
(SED)

3) Individual has completed and
submitted proof of the following
screens:

a) Fingerprint based national
and state criminal history
background screen

b) Local law enforcement
screen

c) State and local
Department of Child
Services abuse registry
screen

d) Five-panel drug screen,
or agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

4) Documentation of the
following:

a) Current Driver’s License
b) Proof of current vehicle

registration
c) Proof of motor

vehicle insurance
coverage

5) For every thirty (30) hours of
habilitation services provided, the
provider must obtain one (1) hour
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of face-to-face supervision with an
approved mental health service
provider that meets one (1) of the
following licensure requirements:

a) Licensure in psychology
(HSPP) as defined in IC
25-33-1.

b) Licensed marriage and
family therapist (LMFT)
under IC 25-23.6-8.

c) Licensed clinical social
worker (LCSW) under IC
25-23.6-5.

d) Licensed mental health
counselor (LMHC) under
IC 25-23.6-8.5.

e) Advanced practice nurse
(APN) under IC 12-15-5-
14(d)

6) Complete the DMHA required
service provider training:

a) CMHW services
orientation

b) CPR certification
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):

Accredited
Agency

DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA
authorization of the 
CMHW agency and at least 
every three years thereafter. 
Must resubmit 
documentation for 
verification again at time of
re-accreditation for agency.

Non-Accredited
Agency

DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA
authorization of the 
CMHW agency and at least 
every two years thereafter.

Individual DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA
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authorization of the
CMHW agency and at least 
every two years thereafter.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

1c. State plan HCBS.

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state plans to
cover):
Service Title: Respite Care
Service Definition (Scope):

Respite Care is a service provided to a participant unable to care for himself/herself. The service is furnished on a
short-term basis to provide needed relief to or because of the absence of the caregiver. Respite Care services may 
be provided as planned (routine) and unplanned (unexpected).

Routine Respite Care may be provided in the following manner:
1) On an hourly basis, billed less than 8 hours in the same day.
2) On a daily basis, as follows:

• Billed for service provided 8 to 24 hours in the same day.
• Routine Respite Daily service cannot exceed fourteen (14) consecutive days.
• A minimum of thirty (30) days must pass after a 14-consecutive-day stay before Daily

Respite may be utilized again.
• Routine Respite Daily service is limited to 40 days per service plan year.

Unexpected Respite Care may be provided on an unplanned basis when a caregiver has an unexpected or emergency 
situation, and requires assistance in caring for the participant:

1) Unexpected Respite is provided on a daily basis
2) Unexpected Respite cannot exceed fourteen (14) consecutive days.
3) A minimum of thirty (30) days must pass after a 14-consecutive-day stay before Unexpected

Daily Respite may be utilized again.
4) Unexpected Respite Daily service is limited to 40 days per service plan year.

Respite Care may be provided in the participant’s home/private place of residence, or any facility licensed by the
Indiana Family and Social Services Administration Division of Family Resources, or the Indiana Department of 
Child Services. Approved CMHW service providers may also include:

1) DMHA-authorized CMHW Respite Care provider meeting standards and qualifications for an
Individual service provider. Any CMHW-approved facility licensed by the Indiana Family and
Social Services Administration or the Indiana Department of Child Services.

2) A relative related by blood, marriage, or adoption, who is not the legal guardian, does not live in
the home with the Participant, approved by the Child and Family Team, and meets the standards
and qualifications of an Individual CMHW service provider. DMHA will monitor any Respite
Care services provided by an authorized relative to ensure the service is being provided as
specified by CMHW policy which may include, but is not limited to, an unannounced visit during
service provision by a CMHW service provider.

Respite Care services must be provided in the least restrictive environment available and ensure the health and
welfare of the participant. A participant who needs consistent 24-hour supervision, with regular monitoring of
medications or behavioral symptoms should be placed in a facility under the supervision of a psychologist,
psychiatrist, physician or nurse who meets respective licensing or certification requirements of his/her
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profession in the state of Indiana.

Excluding facility-based respite, while participating in this service, transportation to and from community-based
activities can be requested under this 1915(i) benefit if required and based on an assessed need. Transportation 
services must not duplicate services offered under the state plan.

Allowed Respite Care service activities include:
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1) Assistance with daily living skills
2) Assistance with accessing/transporting to/from community activities
3) Assistance with grooming and personal hygiene
4) Meal preparation, serving and cleanup
5) Administration of medications
6) Supervision
7) Recreational and leisure activities

Service exclusions include:
1) Respite Care provided by:

a) Parents of a participant who is a minor child
b) Any relative who is the primary caregiver of the Participant
c) Anyone living in the Participant’s residence

2) Respite services must not be provided as a substitute for regular childcare to allow the
parent/caregiver to hold a job, engage in job-related or job search activities; or attend school

3) Respite care must not be provided in an Individual CMHW respite care service provider’s residence unless
that individual provider is a relative related by blood, marriage, or adoption, who is not the legal guardian,
does not live in the home with the Participant, approved by the Child and Family Team, and meets the
standards and qualifications of an Individual CMHW service provider. DMHA will monitor any Respite
Care services provided by an authorized relative to ensure the service is being provided as specified by
CMHW policy which may include, but is not limited to, an unannounced visit during service provision by
a CMHW service provider.

4) Respite care shall not be used to provide service to the Participant while he/she is attending school.
5) All services and supports are decided upon by the Child and Family Treatment Team with required input

from the participant and family. The state reviews and authorizes services prior to services being rendered
by a provider. The Child and Family Treatment Team, with input from the participant and family,
monitors all services and supports on a monthly basis during team meetings. The Wraparound Facilitator
is responsible for oversight of this process with the Child and Family Treatment Team. Providers are also
required to submit monthly summaries listing days of service. DMHA’s quality team conducts periodic
reviews of providers which includes comparison of service notes, monthly summaries, and claims.
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Additional needs-based criteria for receiving the service, if applicable (specify):
None

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):
Respite provided at Daily Rate (routine and unexpected) 7 to 24 hours in the same day) cannot exceed 14
consecutive days.
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):

Accredited Agency For facility-based
Respite only:

1) Emergency
shelters
licensed under
465 IAC 2-10;

2) Foster Homes
licensed under
IC 31- 27-4
and IC 31-27-
4-3only when
the Licensed
Child Placing
Agency
(LCPA) is the
1915(i)
approved
agency
provider.
DMHA will
have the
authority to

DMHA-approved
accreditation as a
mental health 
service provider 
or

AAAHC, 
COA, 
URAC, 
CARF, 
ACAC, 
JCAHO, or
NCQA
Accreditation

Agency must maintain documentation that 
individual providing the service meets the
following requirements and standards:

1) Individual is at least 21 years of age and
has a high school diploma, or equivalent.

2) Individual has one (1) year of qualifying
experience working with or caring for
SED children/youth, as defined by
DMHA.

3) Completed with qualifying results the
following screens:
a) Fingerprint based national and

state criminal history background
screen

b) Local law enforcement screen
c) State and local Department of Child

Services abuse registry screen
d) Five-panel drug screen, or Agency

meets same requirements specified
under the Federal Drug Free
Workplace Act 41 U.S.C. 10 Section
702(a) (1)

4) Documentation of the following:
a. Current Driver’s License
b. Proof of current vehicle

registration
c. Proof of motor vehicle
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request a copy of 
the home 
study that was
conducted on 
the foster 
parent 
providing 
1915(i)
Respite Care
services;

3) Other child
caring
institutions
licensed under
IC-31- 27-3;

4) Child Care
Centers
licensed under
IC 12- 17.2-4;

5) Child Care
Homes
licensed under
IC 12- 17.2-5-
1;

6) School Age
Child Care
Project
licensed
under IC 12-
17-12; or

7) Psychiatric
Residential
Treatment
Facility
(PRTF)
licensed
under 465
IAC 2-11-1
as a private
secure
residential
facility for
Medicaid
certification
under 405
IAC 5-20-
3.1.

insurance coverage
All approved providers must complete DMHA
and OMPP approved training for CMHW
services.
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Non-Accredited Agency
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For Facility-based
Respite only:

1) Emergency
shelters
licensed
under 465
IAC 2-10;

2) Foster
Homes
licensed
under IC 31-
27-4 andIC
31-27-4-3
only when
the Licensed
Child
Placing
Agency
(LCPA) is
the 1915(i)
approved
agency
provider.
DMHA will
have the
authority to
request a
copy of the
home study
that was
conducted on
the foster
parent
providing
1915(i)
Respite Care
services;

None The DMHA- authorized CMHW agency must 
maintain documentation that individual 
providing the service meets the following 
requirements and standards:

1) Individual is at least 21 years of age and
has a high school diploma, or equivalent.

2) Individual has one (1) year of qualifying
experience working with or caring for
SED children/youth, as defined by
DMHA.

3) Completed with qualifying results the
following screens:
a) Fingerprint based national and

state criminal history background
screen

b) Local law enforcement screen
c) State and local Department of Child

Services abuse registry screen
d) Five-panel drug screen, or Agency

meets same requirements specified
under the Federal Drug Free
Workplace Act 41 U.S.C. 10 Section
702(a) (1)

4) Documentation of the following:
a. Current Driver’s License
b. Proof of current vehicle

registration
c. Proof of motor vehicle

insurance coverage
All approved providers must complete DMHA
and OMPP approved training for CMHW
services.

3) Other child
caring
institutions
licensed
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under IC-31-
27-3;

4) Child Care
Centers
licensed
under IC 12-
17.2-4;

5) Child Care
Homes
licensed
under IC 12-
17.2-5-1;

6) School Age
Child Care
Project
licensed
under IC
12- 17-12;
or

Psychiatric 
Residential 
Treatment Facility 
(PRTF) licensed 
under 465 IAC 2-
11-1 as a private
secure residential
facility for
Medicaid
certification under
405 IAC 5-20-3.1.

Individual None None The DMHA- authorized CMHW individual 
providing the service meets the following 
requirements and standards:

1) Individual is at least 21 years of age and
possesses a high school diploma, or
equivalent.

2) Demonstrate a minimum of one (1) year
of qualifying experience, as defined by
DMHA, working with or caring for
youth with serious emotional
disturbances (SED)

3) Individual has completed and submitted
proof of the following screens:

a) Fingerprint based national and
state criminal history
background screen
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b) Local law enforcement screen
c) State and local Department of

Child Services abuse registry
screen

d) Five-panel drug screen, or
Agency meets same
requirements specified under
the Federal Drug Free
Workplace Act 41 U.S.C. 10
Section 702(a)(1)

4) Documentation of the following:
a. Current Driver’s License
b. Proof of current vehicle

registration
c. Proof of motor vehicle

insurance coverage
All approved providers must complete DMHA
and OMPP approved training for CMHW
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):

Accredited DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA 
authorization of the CMHW 
agency and at least every three 
years thereafter.

Non-Accredited DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA
authorization of the CMHW
agency and at least every two years
thereafter.

Individual DMHA Verification documentation 
submitted to DMHA:
Initially at point of DMHA 
authorization of the CMHW 
agency and at least every two years
thereafter.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed
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1d. State plan HCBS.

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the state
plans to cover):

Service Title: Training and Support for Unpaid Caregivers
Service Definition (Scope):
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Training and Support for Unpaid Caregivers is a service provided to an individual who is 
providing unpaid support, training, companionship, or supervision for the participant. The intent 
of the service is to provide education and supports to the caregiver that preserve the family unit.

Training and support activities, and the providers selected for these activities, are based on the 
family/caregiver’s unique needs and are identified in the POC. Covered activities may include, but 
are not limited to, the following:

1) Practical living and decision-making skills
2) Child development and parenting skills
3) Home management skills
4) Use of community resources and development of informal supports
5) Conflict resolution
6) Coping skills
7) Gaining an understanding of the Participant’s mental health needs
8) Learning communication and crisis de-escalation skills geared for working with

Participant’s mental health and behavioral needs
Provision of service is available as:

1) An hourly service schedule for training by an approved CMHW service provider to
a youth’s caregivers, as documented on the participant’s POC. In recognition that
learning happens in real time, up to two hours per month may be provided via
telephone.

2) A non-hourly service that reimburses for the costs of registration/conference training
fees, books and supplies associated with the training and support needs, as
documented on the participant’s POC

Non-hourly Training and Support for Unpaid Caregivers may be delivered by the following types of
resources:

1) Non-profit, civic, faith-based, professional, commercial, or government agency or
organization

2) Community colleges, vocational schools or university
3) Lecture series, workshop, conference or seminar
4) On-line training program
5) Community Mental Health Center
6) Other qualified community service agency

While participating in this service, transportation to and from community-based activities can be requested 
under this 1915(i) benefit if required and based on an assessed need. Transportation services must not 
duplicate services offered under the state plan.

Additional needs-based criteria for receiving the service, if applicable (specify):
None

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):

Hourly service (billed in quarter-hour units) is limited to a maximum of two hours (or 8 units) 
per day. There is no monthly or annual limit for hourly Training and Support for Unpaid 
Caregivers.
The maximum annual limit for non-hourly Training and Support for Unpaid Caregivers is $500. 
Reimbursement is not available for the costs of travel, meals, or overnight lodging.
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Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Accredited Agency None AAAHC, 
COA, 
URAC, 
CARF, 
ACAC, 
JCAHO, or
NCQA
Accreditation

DMHA-approved accreditation as a 
mental health service provider or 
DMHA authorized Accredited agencies 
must receive authorization from DMHA
for an individual to provide this service
based on the qualifications of the 
individual.
Agencies must maintain documentation 
that the individual providing the service
meets the following requirements and 
standards:

1) Individual is at least 21 years of
age and possesses a high school
diploma, or equivalent.

2) Demonstrate a minimum of two
(2) years of qualifying experience,
as defined by DMHA, working
with or caring for youth with
serious emotional disturbances
(SED), or certification as a Parent
Support Provider

3) Individual has completed with
qualifying results the following
screens:

a) Fingerprint based national
and state criminal history
background screen

b) Local law enforcement
screen

c) State and local
Department of Child
Services abuse registry
screen

d) Five-panel drug screen,
or Agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

4) For every thirty (30) hours of
Training and Support for the
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Unpaid Caregiver services 
provided, the provider must obtain 
one (1) hour of face-to-face
supervision with a DMHA 
authorized mental health service 
provider employed by or 
contracted with the agency that 
meets one (1) of the following 
licensure requirements:

a) Licensure in psychology
(HSPP) as defined in IC
25-33-1.

b) Licensed marriage and
family therapist (LMFT)
under IC 25-23.6-8.

c) Licensed clinical social
worker (LCSW) under IC
25-23.6-5.

d) Licensed mental health
counselor (LMHC) under
IC 25-23.6-8.5.

e) Advanced practice nurse
(APN) under IC 12-15-5-
14(d)

5) Complete the DMHA required
service provider training:

a) CMHW services
orientation

b) CPR certification
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Non-Accredited
Agency

None None Agencies must maintain documentation 
that the individual providing the service
meets the following requirements and 
standards:

1) Individual is at least 21 years of
age and possesses a high school
diploma, or equivalent.

2) Demonstrate a minimum of two
(2) years of qualifying experience,
as defined by DMHA, working
with or caring for youth with
serious emotional disturbances
(SED), or certification as a Parent
Support Provider.

3) Individual has completed with
qualifying results the following
screens:

a) Fingerprint based national
and state criminal history
background screen

b) Local law enforcement
screen



TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-A:
Page 59

c) State and local
Department of Child
Services abuse registry
screen

d) Five-panel drug screen,
or Agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

4) For every thirty (30) hours of
Training and Support for the
Unpaid Caregiver services
provided, the provider must obtain
one (1) hour of face-to-face
supervision with a DMHA
authorized mental health service
provider employedbyorcontracted
with theagency that meets one (1)
of the following licensure
requirements:

a) Licensure in psychology
(HSPP) as defined in IC
25-33-1.

b) Licensed marriage and
family therapist (LMFT)
under IC 25-23.6-8.

c) Licensed clinical social
worker (LCSW) under IC
25-23.6-5.

d) Licensed mental health
counselor (LMHC) under
IC 25-23.6-8.5.

e) Advanced practice nurse
(APN) under IC 12-15-5-
14(d)

5) Complete the DMHA required
service provider training:

a) CMHW services
orientation

b) CPR certification
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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):

Accredited Agency DMHA Verification 
documentation 
submitted to DMHA:
Initially at point of 
DMHA authorization 
of the CMHW agency 
and at least every three 
years thereafter.

Non-Accredited
Agency

DMHA Verification 
documentation 
submitted to DMHA:
Initially at point of 
DMHA authorization of 
the CMHW agency and 
at least every two years
thereafter.
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every two years
thereafter.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

1e. State plan HCBS.

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):
Service Title: Transportation
Service Definition (Scope):

Services offered to enable participants served under the benefit to gain access to Services 
based on an assessed need.

SERVICE STANDARDS

Transportation services must follow a written service plan addressing specific needs 
determined by the participant’s plan of care and approved by the state.

This service is offered 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) (if applicable), and 
shall not replace them.

Whenever possible, family, neighbors, friends, or community agencies which can provide this 
service without charge will be utilized.

DOCUMENTATION STANDARDS

Assessedneed in the service plan. Services outlined in the service plan. A provider or its agent shall 
maintain documentation that the provider meets and maintains the requirements for providing services
as detailed below.

Additional needs-based criteria for receiving the service, if applicable (specify):
None
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Services provided under Transportation service will not duplicate services provided under the 
Medicaid State Plan, early and Periodic Screening, Diagnostic, and Treatment (EPSDT),or any 
other waiver service.

(Choose each that applies):

Categorically needy (specify limits):
This service is limited to transportation to and from facility-based respite.

Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certificati 
on

(Specify):

Other Standard
(Specify):
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Accredited
Agency

For facility-based 
Respite only:
1) Emergency
shelters licensed
under 465 IAC 2-
10;

2) Licensed
Child
Placing
Agency
(LCPA).
DMHA will
have the
authority to
request a
copy of the
home study
that was
conducted
on the foster
parent
providing
1915(i)
Respite
Care
services;

3) Other child
caring
institutions
licensed under
IC-31- 27-3;

4) Child Care
Centers
licensed
under IC
12- 17.2-4;

AAAHC
, COA, 
URAC, 
CARF, 
ACAC, 
JCAHO,
or
NCQA
Accreditation

DMHA authorized accredited agencies 
must receive authorization from DMHA
for licensed facility. Individuals 
providing the service must be authorized 
by DMHA.
Agencies must maintain documentation 
that the individual providing the service
meets the following requirements and 
standards:
1) Individual is at least 21 years of
age and possesses a high school
diploma, or equivalent.
2) Individual has completed and
submitted proof of the following
screens:

e) Finger-print based
national and state criminal
history background screen

f) Local law enforcement
screen

g) State and local
Department of Child
Services abuse registry
screen

h) Five-panel drug screen,
or Agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

3)Documentation of the following:
a) Current Driver’s License
b) Proof of current vehicle
registration
c) Proof of motor vehicle
insurance coverage

4) Complete the DMHA required
service provider training:

a) CMHW services
orientation
b) CPR certification
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Non- Accredited 
Agency

For facility-based 
Respite only:

None DMHA authorized non-accredited 
agencies must receive authorization 
from DMHA for licensed facility-based
respite care. Individuals providing the 
service must be authorized by DMHA.
Agencies must maintain documentation 
that the individual providing the service
meets the following requirements and 
standards:
5) Individual is at least 21 years of
age and possesses a high school
diploma, or equivalent.
4) Individual has completed and

submitted proof of the following
screens:

a) Finger-print based
national and state criminal
history background screen

b) Local law enforcement
screen

c) State and local
Department of Child
Services abuse registry
screen

d) Five-panel drug screen,
or Agency meets same
requirements specified
under the Federal Drug
Free Workplace Act 41
U.S.C. 10 Section
702(a)(1)

5) Documentation of the following:
a) Current Driver’s License
b) Proof of current vehicle
registration
c) Proof of motor vehicle
insurance coverage

8) Complete the DMHA required
service provider training:

a) CMHW services
orientation

b) CPR certification

5) Emergency
shelters licensed
under 465 IAC 2-
10;
6) Licensed

Child
Placing
Agency
(LCPA).
DMHA will
have the
authority to
request a
copy of the
home study
that was
conducted
on the foster
parent
providing
1915(i)
Respite
Care
services;

7) Other child
caring
institutions
licensed under
IC-31- 27-3;
8) Child Care
Centers licensed
under IC 12-
17.2-4;

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Entity Responsible for Verification
(Specify):

Frequency of Verification
(Specify):



TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-A:
Page 67

DMHA Accredited agencies must submit verification
documentation to DMHA:
Initially at point of DMHA authorization 
of the CMHW agency and at least every 
three years thereafter.

DMHA Non-accredited agencies must submit 
verification documentation to DMHA:
Initially at point of DMHA authorization 
of the CMHW agency and at least
every two years thereafter.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

2. Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians. (By checking this box the state assures that): There are policies
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual. There are additional policies and controls if the state makes payment to qualified
legally responsible individuals or legal guardians who provide State Plan HCBS. (Specify (a) who may be
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state
ensures that the provision of services by such persons is in the best interest of the individual; (d) the
state’s strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure
that payments are made only for services rendered; and (f) if legally responsible individuals may provide
personal care or similar services, the policies to determine and ensure that the services are extraordinary
(over and above that which would ordinarily be provided by a legally responsible individual):

When other CMHW providers are not local to the participant, or the Participant’s Child and 
Family Team has identified that it is in the best interest of the youth, CMHW Respite Care 
services may be provided by any relative related by blood, marriage, or adoption who is not the 
legal guardian and who does not live in the home with the Participant. Respite Care providers 
who are relatives must meet the following criteria and standards:

1) Be approved by DMHA as an Individual CMHW Respite Care service provider
2) Be selected by the family/youth to provide the service
3) Follow and maintain the policy and procedures required for the CMHW Respite Care service

DMHA will monitor Respite Care services provided by a relative approved to provide the Respite 
Care service to ensure the service is being provided as specified by CMHW policy and procedure; 
which may include, but is not limited to, an unannounced visit in the home by a CMHW service 
provider during service provision.



TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-A:
Page 68

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.

Participant-Direction of Services
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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 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 1a. Service plans address assessed needs of the 1915(i) participants

Discovery
Discovery
Evidence

The total number and percent of service plans that identify and address the 
participant’s assessed needs.

(Performance
Measure) N=Number of service plans that identify and address the participant’s assessed

needs.
D=Number of service plans submitted

Discovery
Activity

DMHA Database

(Source of Data
& sample size)

100% review

Monitoring 
Responsibilities DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency

(of Analysis and
Aggregation)

Annually

Quality Improvement Strategy
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Requirement 1b. Service plans are updated annually
Discovery

Discovery
Evidence

Total number and percent of participants whose plans of care were reviewed and 
revised on or before annual review date.

(Performance
Measure) N= Total number of participants whose plans were updated annually.

D= Total number of participants due for annual POC review.

Discovery
Activity

DMHA Database

(Source of Data
& sample size)

100% review

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)

Requirement
1c. Service plans are updated/revised when warranted by changes in the
participant’s needs.

Discovery
Discovery The total number and percent of service plans that were reviewed and revised when
Evidence warranted by changes in the waiver participant's needs.
(Performance
Measure) N=Number of participants whose plans were reviewed and revised when
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warranted by changes in the participant’s needs.
D=Number of participants enrolled

Discovery
Activity DMHA Database

(Source of Data
& sample size)

100% review

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)

Requirement 1d. Service Plans document choice of services.
Discovery

Discovery
Evidence

Total number and percent of participant records with a signed Choice of Service 
Statement indicating they were afforded choice of eligible services.

(Performance
Measure) N=Total number of participant records with a signed Choice of Service

Statement.

D=Total number of participants.
Discovery
Activity DMHA Database

(Source of Data
& sample size)

100%
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Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)

Requirement 1e. Service plans document choice of providers
Discovery

Discovery
Evidence

Total number and percent of participant records with a signed provider pick list 
indicating they were afforded choice of providers.

(Performance
Measure) N=Total number of participant records with a signed provider pick list.

D=Total number of participants.
Discovery
Activity DMHA Database

(Source of Data
& sample size)

100%

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Continuous and ongoing
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Remediation
Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to
all individuals 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
2a. An evaluation for 1915(i) State Plan HCBS eligibility is provided to all 
individuals for whom there is a reasonable indication that 1915(i) services may
be needed in the future.

Discovery
Discovery
Evidence

The number and percent of new enrollees who had an evaluation for CMHW
eligibility prior to enrollment.

(Performance
Measure) N=The number of new enrollees who had an evaluation for CMHW eligibility prior

to enrollment

D=The total number of new enrollees
Discovery
Activity DMHA database

(Source of Data
& sample size)

100% review

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)
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Frequency Quarterly

Remediation
Remediation
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)

Requirement
2b. The processes and instruments described in the approved state plan for 
determining 1915(i) eligibility are applied appropriately as determined by the
algorithms from Child and Adolescent Needs and Strengths assessment

Discovery
Discovery
Evidence The number and percent of eligibility reviews completed accurately.

(Performance
Measure)

N=The total number of participants’ eligibility reviews completed accurately as
determined by the algorithms from Child and Adolescent Needs and Strengths 
assessment
D=The total number of participants’ eligibility reviews.

Discovery
Activity DMHA Database

(Source of Data
& sample size)

100%

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Monthly

Remediation
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Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates

45 days
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remediation
activities;
required
timeframes for
remediation)

Frequency Annual
(of Analysis and
Aggregation)

Requirement
2c. 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

The number and percent of active CMHW participants whose eligibility was
reviewed within 365 days of their previous eligibility review.

(Performance
Measure) N=The total number of CMHW participants whose eligibility was reviewed within

365 days of their previous eligibility review

D=The total number of CMHW participants whose eligibility was due
Discovery
Activity

DMHA database

(Source of Data
& sample size)

100%

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Quarterly

Remediation
Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days
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Frequency

(of Analysis and
Aggregation)

Annually

3. Providers meet required qualifications.

Requirement 3a. Providers meet required qualifications (initially)
Discovery

Discovery
Evidence

Number and percent of service providers who initially met required licensure 
and/or authorization standards prior to furnishing CMHW services.

(Performance
Measure) N=Total number of service providers who met required licensure and/or

authorization standards prior to furnishing CMHW services.

D=Total number of newly authorized CMHW service providers initially furnishing
CMHW services.

Discovery
Activity DMHA database

(Source of Data
& sample size)

100%

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)
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Requirement 3b. Providers meet required qualifications (ongoing)
Discovery

Discovery
Evidence

Number and percent of reauthorized providers who met required qualifications 
prior to reauthorization.

(Performance
Measure) N=Total number of providers reauthorized who met required qualifications prior

to reauthorization.

D=Total number of provider reauthorized.
Discovery
Activity DMHA database

(Source of Data
& sample size)

100%

Monitoring 
Responsibilities

DMHA

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Quarterly

Remediation
Remediation
Responsibilities DMHA

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

45 days

Frequency Annually
(of Analysis and
Aggregation)

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
4a. 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

Number and percent of participants whose residential setting meets the home and



TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: 19-014

State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 81

(Performance
Measure)

community-based settings requirements prior to enrollment

N=Total number of participants whose residential settings met the home and
community-based settings requirement prior to enrollment
D=Total number of participants enrolled

Discovery
Activity

(Source of Data
& sample size)

DMHA database

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

100%

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

DMHA

90 days

Frequency

(of Analysis and
Aggregation)

Annually

Requirement
4b. 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 participants whose service plans indicate a setting for
service delivery that meets the requirements as specified in this SPA and in 
accordance with 42 CRF 441.710(a)(1) and (2).

N=Total number of participants whose service plans indicate a setting for service
delivery that meets the requirements as specified in this SPA and in accordance 
with 42 CRF 441.710(a)(1) and (2).
D=Total number of service plans reviewed.

Discovery DMHA Database
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Activity

(Source of Data
& sample size)

100% Review

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

Frequency Quarterly

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

DMHA

45-days

Frequency

(of Analysis and
Aggregation)

Annually

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 performance measure data reports from DMHA reviewed to 
ensure the SMA retains administrative oversight.

N=Number of data reports provided timely and in correct format. 

D=Number of data reports due.
Discovery
Activity

(Source of Data
& sample size)

DMHA Administrative Authority Quality Management Report 

100% review

Monitoring OMPP
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Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

Frequency Quarterly

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

OMPP

Frequency

(of Analysis and
Aggregation)

Quarterly

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
6a. 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 claims paid during the review period according to the 
published service rate.

N=Number of claims paid during the review period according to the published
service rate.

D=Number of claims submitted during the review period.
Discovery
Activity

(Source of Data
& sample size)

Medicaid Management Information System (MMIS) claims data reports 

100% review

Monitoring 
Responsibilities
(Agency or
entity that

OMPP & Medicaid fiscal contractor
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conducts 
discovery
activities)

Frequency Monthly

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

OMPP & DMHA

45 days

Frequency

(of Analysis and
Aggregation)

Monthly

Requirement
6b. 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 claims paid during the review period for participants 
enrolled in the CMHW services on the date that the service was delivered.

N=Number of claims paid during the review period for participants enrolled in the
CMHW services on the date that the service was delivered.

D=Number of claims submitted during the review period.
Discovery
Activity

(Source of Data
& sample size)

OMPP & Medicaid Management Information System (MMIS) claims data reports 

100% review

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

Medicaid fiscal contractor

Frequency Monthly

Remediation
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Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

OMPP & DMHA
45 days

Frequency

(of Analysis and
Aggregation)

Quarterly

Requirement 6c: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 claims paid during the review period for services that are
specified in the participant’s approved service plan.

N=Number of claims paid during the review period due to services having been
identified on the approved service plan.

D=Number of claims submitted during the review period.

Discovery
Activity

(Source of Data
& sample size)

Medicaid Management Information System (MMIS) claims data reports 

100% review

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

OMPP & Medicaid

Frequency Monthly

Remediation

Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation

OMPP & DMHA
45 days
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required
timeframes for
remediation)

Frequency

(of Analysis and
Aggregation)

Monthly

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
7a. The state identifies, addresses, and seeks to prevent incidents of abuse, 
neglect, and exploitation, including the use of restraints.

Discovery
Discovery
Evidence

(Performance
Measure)

The Number and percent of incidents reported within required timeframe by type 
of incident.

N= Total number of incidents reported within required timeframes according to policy.

D=Total number of incidents reported
Discovery
Activity

(Source of Data
& sample size)

DMHA database 

100%

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

Frequency Continuous and ongoing
Remediation

Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;

DMHA

45 days
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timeframes for
remediation)

Frequency

(of Analysis and
Aggregation)

Annually

Requirement
7b. The state identifies, addresses, and seeks to prevent incidents of abuse,
neglect, and exploitation, including the use of restraints.

Discovery
Discovery
Evidence

(Performance
Measure)

Total number and percent of reports of abuse, neglect, exploitation and unexplained 
death incidents that were referred to appropriate investigative entities for follow up 
(e.g. law enforcement, child protective services, etc.).

N=Total number of reports of abuse, neglect, exploitation and unexplained
death incidents that were referred to appropriate investigative entities for 
follow up (e.g. law enforcement, child protective services, etc.).

D=Total number of reports of abuse, neglect, exploitation and unexplained death
incidents submitted.

Discovery
Activity

(Source of Data
& sample size)

DMHA database 

100%

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

DMHA

45 days
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Frequency

(of Analysis and
Aggregation)

Annually

Requirement
7c. The state identifies, addresses, and seeks to prevent incidents of abuse,
neglect, and exploitation, including the use of restraints.

Discovery
Discovery
Evidence

(Performance
Measure)

The number and percent of reported incidents of abuse, neglect, and/or exploitation 
where appropriate follow-up (e.g. safety plans, corrective action plans, provider 
sanctions, etc.) was completed.

N=Total number of reported incidents of abuse, neglect, and/or exploitation 
individually remediated (e.g. safety plan, corrective action plan, provider sanction, 
etc.)

D=Total number of reported incidents of abuse, neglect, and/or exploitation
Discovery
Activity

(Source of Data
& sample size)

DMHA database 

100%

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

DMHA

45-days

Frequency

(of Analysis and
Aggregation)

Annually
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Requirement
7d. The state identifies, addresses, and seeks to prevent incidents of abuse, 
neglect, and exploitation, including the use of restraints.

Discovery
Discovery
Evidence

(Performance
Measure)

The number and percent of complaints involving abuse, neglect, and/or exploitation 
that were individually remediated.

N= Total number of complaints involving abuse, neglect, and/or exploitation 
that were individually remediated.

D= Total number of complaints involving abuse, neglect, and/or exploitation.

Discovery
Activity

(Source of Data
& sample size)

Spreadsheet maintained on DMHA private, secure SharePoint Site 

100%

Monitoring 
Responsibilities

(Agency or
entity that 
conducts 
discovery
activities)

DMHA

Frequency Continuous and ongoing

Remediation
Remediation
Responsibilities

(Who corrects, 
analyzes, and 
aggregates
remediation
activities;
required
timeframes for
remediation)

DMHA

45-days

Frequency

(of Analysis and
Aggregation)

Annually
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System Improvement
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.)

1. Methods for Analyzing Data and Prioritizing Need for System Improvement

2. Roles and Responsibilities

3. Frequency

4. Method for Evaluating Effectiveness of System Changes

DMHA will collect and track complaints related to implementation, providers and services offered
through the 1915(i). Complaints could be received from consumers, family members, concerned citizens,
providers or advocates. Complaints will be categorized as individual issue or system challenge/barrier.

DMHA and OMPP meet monthly to discuss and evaluate the need for new system changes, as well as the
effectiveness of pervious system changes. Additional changes will be made as necessary, including
changes in provider training, bulletins, policy changes, and refinements.

Monthly, Quarterly, and Annually

DMHA and OMPP meet quarterly to review performance measure data. For performance measure that
are trending near or below 86% OMPP and DMHA discuss and plan quality improvement strategies
(QIS). After the QIS has been implemented, OMPP and DMHA review performance measure data
quarterly to ensure data is trending toward desired outcomes. If data is still not trending in the way
anticipated, OMPP and DMHA will reconvene to revise QIS until success is achieved.
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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):

Adult Mental Health Habilitation (AMHH)
Adult Day Services
Home and Community Based (HCB) Habilitation and Support – Individual Setting
HCB Habilitation and Support – Family/Couple with the Recipient Present (Individual Setting) 
HCB Habilitation and Support – Family/Couple without the Recipient Present (Individual Setting) 
HCB Habilitation and Support – Group Setting
HCB Habilitation and Support – Family/Couple with Recipient Present (Group Setting) 
HCB Habilitation and Support – Family/Couple without Recipient Present (Group Setting) 
Respite Care
Therapy and Behavioral Support Services – Individual Setting
Therapy and Behavioral Support Services – Family/Couple with Recipient Present (Individual 
Setting)
Therapy and Behavioral Support Services – Family/Couple without Recipient Present (Individual 
Setting)
Therapy and Behavioral Support Services – Group Setting
Therapy and Behavioral Support Services – Family/Couple with Recipient Present (Group Setting)
Therapy and Behavioral Support Services – Family/Couple without Recipient Present (Group 
Setting)
Addiction Counseling – Individual Setting
Addiction Counseling – Family/Couple with Recipient Present (Individual Setting) 
Addiction Counseling – Family/Couple without Recipient Present (Individual Setting) 
Addiction Counseling – Group Setting
Addiction Counseling – Family/Couple with Recipient Present (Group Setting) 
Addiction Counseling – Family/Couple without Recipient Present (Group Setting) 
Supported Community Engagement Services
Care Coordination
Medication Training and Support – Individual Setting
Medication Training and Support – Family/Couple with Recipient Present (Individual Setting) 
Medication Training and Support – Family/Couple without Recipient Present (Individual Setting) 
Medication Training and Support – Group Setting
Medication Training and Support – Family/Couple with Recipient Present (Group Setting)

1915(i) State plan Home and Community-Based Services

Administration and Operation
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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:

The updated 1915(b)(4) application was submitted December 30, 2019.
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:

A program authorized under §1115 of the Act. Specify the program:

Medication Training and Support – Family/Couple without Recipient Present (Group Setting)
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3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit.
(Select one):

The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has 
line authority for the operation of the program (select one):

The Medical Assistance Unit (name of unit):

Another division/unit within the SMA that is separate from the Medical Assistance Unit
(name of division/unit) 
This includes 
administrations/divisions 
under the umbrella 
agency that have been 
identified as the Single 
State Medicaid Agency.

The Division of Mental Health & Addiction (DMHA) is the 
operating agency under the umbrella of Indiana’s SMA. 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 that sets forth the authority and 
arrangements for this delegation of authority is available through 
the Medicaid agency to CMS upon request.

The State plan HCBS benefit is operated by (name of agency)
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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):
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Functions 1-10 are performed/administered by the Division of Mental Health and Addiction (DMHA) or 
a State contracted entity. The Office of Medicaid Policy and Planning (OMPP) is responsible for quality and
program oversight for Functions 1-10. OMPP meets quarterly for trending and analysis of performance
measure data for all functions. OMPP works with DMHA and/or contracted entities to develop and evaluate
quality improvement strategies.

Function #4 –Prior Authorization

On behalf of the Family and Social Services Administration (FSSA), the State Evaluation Team (SET) 
reviews all Adult Mental Health Habilitation Prior Authorization requests for Indiana Health Coverage
Programs (IHCP) members on a case-by- case basis through the Data Assessment Registry Mental 
Health and Addiction (DARMHA) system.

Function #5 – Utilization Management
The contracted entity is the Medicaid Surveillance Utilization Review Contractors. ,
The benefit auditing function is incorporated into the Surveillance Utilization Review (SUR) functions 
of the contract between the OMPP and SUR Contractor. OMPP has expanded its program integrity 
activities by using a multi-pronged approach to SUR activity that includes provider self-audit, 
contractor desk audit and full on-site audit functions. The SUR Contractor sifts and analyzes claims 
data and identifies providers/claims that indicate aberrant billing patterns and/or other risk factors.

The audit process utilizes data mining, research, identification of outliers, problematic billing patterns, 
aberrant providers and issues that are referred by DMHA and OMPP. The SUR Unit meets with 
DMHA and OMPP at least quarterly to discuss audits and outstanding issues. The SUR Contractor is a
Subject Matter Expert (SME) responsible for directly coordinating with the DMHA and OMPP. This 
individual also analyzes data to identify potential areas of program risk and identify providers that 
appear to be outliers warranting review. The contractor may also perform desk or on-site audits and be
directly involved in review of the benefit program and providers. Throughout the entire SUR process, 
oversight is maintained by OMPP. The SUR Unit offers education regarding key program initiatives 
and audit issues at provider meetings to promote ongoing compliance with Federal and State 
guidelines, including all Indiana Health Coverage Programs (IHCP) and benefit requirements.

Function #6 –Qualified Provider Enrollment

The contracted entity is DMHA and Medicaid Fiscal Agent
Providers interested in providing AMHH services must first apply for certification through DMHA. 
Next, the provider must enroll as a Medicaid provider with Indiana Health Coverage Programs (IHCP). 
OMPP contracts with a fiscal agent to process IHCP provider enrollments. The fiscal agent processes the 
applications,verifies licensure and certificationrequirementsare met, maintains the providermaster file, assigns 
provider ID numbers, and stores National Provider Identifier and taxonomy information. Upon successful 
completion of the provider enrollment process an enrollment confirmation letter is mailed to the new provider.

Function #7 – Execution of Medicaid Provider Agreement (Medicaid Fiscal Agent):

The contracted entity is the Medicaid Fiscal Agent
OMPP has a fiscal agent under contract which is obligated to assist OMPP in processing approved
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Medicaid Provider Agreements to enroll approved eligible providers in the Medicaid MMIS for claims 
processing. This includes the enrollment of DMHA approved 1915(i) providers. The fiscal agent also 
conducts provider training and provides technical assistance concerning claims processing. The 
Medicaid Fiscal Agent contract defines the roles and responsibilities of the Medicaid fiscal contractor. 
DMHA tracks all provider enrollment requests and receives information directly from the MMIS Fiscal
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Agent contractor regarding provider enrollment activities as they occur for monitoring of completion, 
timeliness, accuracy, and to identify issues. Issues are shared with OMPP.

DMHA and/or OMPP attend the MMIS Fiscal Agent’s scheduled provider training sessions required in 
OMPP's contract with the fiscal agent. DMHA may also participate in the fiscal agent's individualized 
provider training for providers having problems.

Function #8 –Establishment of a consistent rate methodology for each State Plan HCBS 
(Medicaid Actuarial Contractor):

The contracted entity is an actuarial service.

OMPP has an actuarial service under contract to develop and assess rate methodology for HCBS. Rate 
methodology for AMHH services is assessed and reviewed at least every five years. The actuarial 
contractor completes the cost surveys and calculates rate adjustments. OMPP reviews and approves the 
fee schedule to ensure consistency, efficiency, economy, quality of care, and sufficient access to 
providers for AMHH services.
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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):

The Independent State Evaluation Team (SET) is responsible for determining the 1915(i) eligibility and 
approving the individualized services requested in the proposed care plan. The members of the SET are 
prohibited from having any financial relationships with the applicant/recipient requesting services, their 
families, or the entity selected to provide services. Assessments are completed and proposed plans of care 
(Individualized Integrated Care Plan – IICP) are submitted by a qualified provider entity to the SET for 
final eligibility determination and care plan approval.
Responsibility for 1915(i) program eligibility determination and approval of the IICP proposed services in 
all cases is retained by the SET in order to ensure no conflict of interest in the final determinations. The 
DMHA approved AMHH provider agency submits the results from the face-to-face or telehealth according 
to Indiana Administrative Code assessment, required supporting documentation, and a proposed care plan 
to SET for independent review. The SET determines eligibility for 1915(i) services based upon their 
review of the clinical documentation of applicant’s identified needs and alignment of needs, goals, and 
recommended services.
The State also requires documentation, signed by the applicant/recipient that attests to the following:

1) The recipient and/or legal guardian is an active participant in the planning and development of the
1915(i) IICP.

2) The recipient is the person requesting 1915(i) services on the IICP.
3) The recipient received a randomized list of eligible 1915(i) service provider agencies in his/her

community; and has selected the provider(s) of his or her choice to deliver the 1915(i) service on
the IICP.

4) The recipient and/or legal guardian was offered a copy of the completed IICP
In addition, AMHH provider agencies are required to have written policies and procedures available for 
review by the State which clearly define and describe how conflict of interest requirements are 
implemented and monitored. The State ensures compliance through policies designed to be consistent with 
CMS conflict of interest assurances and through quality assurance activities.

Fair Hearings and Appeals. The state assures that individuals have opportunities for fair hearings and
appeals in accordance with 42 CFR 431 Subpart E.

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.

Non-duplication of services. State plan HCBS will not be provided to an individual at the same time
TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Approved: Supersedes: 22-
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as another service that is the same in nature and scope regardless of source, including Federal, state, local,
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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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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 25

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.

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.

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

Number Served

Financial Eligibility

Evaluation/Reevaluation of Eligibility
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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):

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:

Information about 1915(i) services is posted on the DMHA and OMPP public websites. These 
websites summarize the eligibility criteria and note all available series, service provider agencies, 
locations where potential enrollees may go to apply, and how to access assessments and services. Any 
provider may identify potential enrollees who met the 1915(i) eligibility criteria or individuals may 
notify their provider of an interest in the home and community-based services. Any individual may 
contact the state for information about AMHH eligibility and the process to apply. The individual is 
given a list of AMHH eligible provider agencies that may be chosen to assist in the application 
process. After agency staff reviews the program information with the applicant, the two individuals 
discuss the options under this program, and together determine whether to complete an application for 
the 1915(i) services. In deciding whether or not a referral of 1915(i) services is appropriate, the 
agency staff and applicant review the target group criteria and discuss whether a referral is merited.

Each person referred for 1915(i) services must receive a  bio-psychosocial needs assessment by the
referring provider projection including, but not limited to, the Adult Needs and Strengths Assessment 
(ANSA) tool. All assessments must be conducted face to face or via telehealth in accordance with 
Indiana Administrative Code and Federal 1915(i) regulations.

The ANSA tool consists of items that are rated as:
‘0’ no evidence or no need for action
‘1’ need for watchful waiting to see whether action is needed 
‘2’ need for action
‘3’ need for either immediate or intensive action due to a serious disability need.

The items are grouped into categories or domains. Once the assessment has been completed, the 
agency staff receives a level of care decision to support the recommendation based on the individual 
item ratings. The level of care recommendation from the ANSA is not intended to be a mandate for 
the level of services that an individual receives. There are many factors, including individual 
preferences and choice, which may influence the actual intensity of treatment services.

Individuals conducting the State evaluation for eligibility determination and approval of plans of care 
hold at least a bachelor’s degree in social work, counseling, psychology, or similar field.
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The user’s manual for the ANSA is found on-line at:
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Https://dmha.fssa.in.gov/DARMHA/Documents/ANSAManual_712011.pdf

TheANSA and supporting documentation provide specific information about the person’s health 
status, current living situation, family functioning, vocation/employment status, social functioning,
living skills, self-care skills, capacity for decision making, living situation, potential for self-injury 
or harm to others, substance use/abuse, and medication adherence. 

The agency staff and the applicant jointly develop a proposed plan of care (Individualized Integrated 
Care Plan (IICP) that includes desired goals. Upon completion of the IICP, the agency staff submit 
the plan to DMHA through a secure electronic file transfer process. The application packet in full 
includes,  the ANSA,  and proposed plan of care.

Upon receipt of the referral packet, the state evaluation team reviews all submitted documentation and
determines whether the applicant is eligible for 1915(i) AMHH program and services.

Time spent for the initial evaluation, IICP development cannot be billed or reimbursed for the 
1915(i) benefit before eligibility for this benefit has been determined. The eligibility determination 
process completed by the (SET) is billed as administrative activities.

If determined eligible for 1915(i) services, an eligibility determination and care plan service approval 
letter is sent and includes an end date for Medicaid Rehabilitation Option (MRO) eligibility and a start 
date for 1915(i) eligibility (consecutive dates so there is no lapse in service). Once eligible, services 
may begin immediately.

If determined ineligible for 1915(i) services, a denial letter is sent to the applicant and the agency staff 
member informing them that their application for services has been denied. The denial letter is 
generated by DMHA. The denial letter includes the reason for denial, appeal rights, and process.

Annual re-evaluations for continued 1915(i) services follow this same process.

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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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)

In the context of needs base criteria, “significant” is operationally defined in the algorithm for the 
1915(i) as an assessed “need for immediate or intensive action due to a serious or disabling need.”

All of the following needs-based criteria must be met for 1915(i) eligibility:
1. Without ongoing habilitation services as demonstrated by written attestation by a psychiatrist,

Health Services Provider in Psychology (HSPP), Licensed Clinical Social Worker (LCSW),
Licensed Marriage and Family Therapist (LMFT), Licensed Mental Health Counselor
(LMHC), or Licensed Clinical Addiction Counselor (LCAC), the person is likely to
deteriorate and be at risk of institutionalization (e.g., acute hospitalization, State hospital,
nursing home, jail).

2. The recipient must demonstrate the need for significant assistance** in major life domains
related to their mental illness (e.g., physical problems, social functioning, basic living skills,
self-care, potential for harm to self or others).

3. The recipient must demonstrate significant needs related to his/her behavioral health.
4. The recipient must demonstrate significant impairment in self-management of his/her mental

illness or demonstrate significant needs for assistance with mental illness management.
5. The recipient must demonstrate a lack of sufficient natural supports to assist with mental

illness management.
6. The recipient is not a danger to self or others at the time of application for AMHH services

program eligibility is submitted for State review and determination.

**Assistance includes any support from another person (mentoring, supervision, reminders)
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Needs based eligibility 
criteria are specified in 
Item five above.

Indiana law allows 
reimbursement to NFs 
for eligible persons 
who require skilled or 
intermediate nursing 
care as defined in 405 
Indiana Administrative 
Code 1-3-1 and 1-3-2.

405 IAC 1-3-1(a)
Skilled nursing 
services, as ordered by
a physician, must be
required and provided 
on a daily basis,

Indiana Law allows 
reimbursement to 
ICF/MRs for eligible 
persons as defined in 
405 IAC 1-1-11.

A person may be 
functionally eligible for 
an ICF/MR LOC
waiver when 
documentation shows 
the individual meets the 
following conditions:

Dangerous to self or 
others or gravely 
disabled. (IC-12-26-1)
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essentially seven days a
week.

405 IAC 1-3-2 (a)
Intermediate nursing 
level of care includes 
care for patients with 
long term illnesses or 
disabilities which are 
relatively stable, or 
care for patients 
nearing recovery and 
discharge who continue 
to require some 
professional medical or 
nursing supervision and 
attention.

A person is 
functionally eligible for 
either NF or an NF 
level of care waiver if 
the need for medical or 
nursing supervision and 
attention is determined 
by any of the following 
findings from the 
functional screening:
1. Need for direct
assistance at least 5
days per week due to
unstable, complex
medical conditions.
2. Need for direct
assistance for 3 or more
substantial medical
conditions including
activities of daily living

1. Has a diagnosis of
intellectual disability
(mental retardation),
cerebral palsy,
epilepsy, autism, or
condition similar to
intellectual disability
(mental retardation).

2. Condition identified
in #1 is expected to
continue.

3. Condition identified
in #1 had an age of
onset prior to age 22.

4. Individual needs a
combination or
sequence of services.

5. Has 3 of 6
substantial functional
limitations as defined
in 42 CFR 435.1010 in
areas of (1) self-care,
(2) learning, (3) self-
direction, (4) capacity
for independent living,
(5) language, and (6)
mobility.

*Long Term Care/Chronic Care Hospital

**LOC= level of care

7. Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific
population based on age, disability, diagnosis, and/or eligibility group. With this election, the state will
operate this program for a period of 5 years. At least 90 days prior to the end of this 5-year period, the
state may request CMS renewal of this benefit for additional 5-year terms in accordance with
1915(i)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)):

The AMHH Program Eligibility, 405 IAC 5-21.6-4:
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Age 19 or over
Medicaid enrolled
ANSA Level of Need 3 or higher
Approved AMHH eligible primary diagnosis

(not a complete list, see 
http://provider.indianamedicaid.com
/ihcp/Publications/providerCodes/A
dult_Mental_Health_Habilitation_C
odes.pdf)                                  Code

ICD-10 Description
F20.0 Paranoid schizophrenia
F20.1 Disorganized schizophrenia
F20.2 Catatonic schizophrenia
F20.3 Undifferentiated schizophrenia
F20.5 Residual schizophrenia
F20.81 Schizophreniform disorder
F20.89 Other schizophrenia
F20.9 Schizophrenia
F22 Delusional Disorder
F25.0 Schizoaffective disorder, bipolar type
F25.1 Schizoaffective disorder, depressive type
F25.8 Other schizoaffective disorders
F25.9 Schizoaffective disorder, unspecified
F29 Unspecified schizophrenia spectrum and other psychotic disorder
F30.10 Manic episode without psychotic symptoms, unspecified
F30.12 Manic episode without psychotic symptoms, moderate
F30.13 Manic episode, severe, without psychotic symptoms
F30.2 Manic episode, severe with psychotic symptoms
F30.3 Manic episode in partial remission
F30.9 Manic episode, unspecified
F31.0 Bipolar I disorder, current or most recent episode hypomanic
F31.10 Bipolar disorder, current episode manic without psychotic features,

unspecified
F31.12 Bipolar I disorder, current or most recent episode manic, moderate
F31.13 Bipolar I disorder, current or most recent episode manic, severe
F31.2 Bipolar I disorder, current or most recent episode manic, with psychotic features
F31.30 Bipolar disorder, current episode depressed, mild or moderate severity, unspecified
F31.32 Bipolar I disorder, current or most recent episode depressed, moderate
F31.4 Bipolar I disorder, current or most recent episode depressed, severe
F31.5 Bipolar I disorder, current or most recent episode depressed, with psychotic
features
F31.60 Bipolar disorder, current episode mixed, unspecified
F31.62 Bipolar disorder, Current episode mixed, moderate
F31.63 Bipolar disorder, current episode mixed, severe, without psychotic features
F31.64 Bipolar disorder, current episode mixed, severe, with psychotic features
F31.71 Bipolar disorder, in partial remission, most recent episode hypomanic
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F31.73 Bipolar I disorder, current or most recent episode hypomanic, in partial remission
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Option for Phase-in of Services and Eligibility. If the state elects to target this 1915(i) State plan HCBS
benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals in
accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-in
plan, subject to CMS approval. At a minimum, the phase-in plan must describe: (1) the criteria used to limit
enrollment or service delivery; (2) the rationale for phasing-in services and/or eligibility; and (3) timelines
and benchmarks to ensure that the benefit is available statewide to all eligible individuals within the initial
5-year approval. (Specify the phase-in plan):

(By checking the following box the State assures that):

8. Adjustment Authority. The state will notify CMS and the public at least 60 days before exercising the
option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii).

9. Reasonable Indication of Need for Services. In order for an individual to be determined to need the
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i)
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at
least monthly or, if the need for services is less than monthly, the participant requires regular monthly
monitoring which must be documented in the person-centered service plan. Specify the state’s policies
concerning the reasonable indication of the need for 1915(i) State plan HCBS:

i. Minimum number of services.
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is:

1

ii. Frequency of services. The state requires (select one):

Major depressive disorder, recurrent episode, moderate 
Major depressive disorder, recurrent episode, severe
Major depressive disorder, recurrent episode, with psychotic features 
Major depressive disorder, recurrent episode, in partial remission 
Major depressive disorder, recurrent episode, unspecified
Hoarding disorder

F33.1 
F33.2 
F33.3 
F33.41 
F33.9 
F42.3

F31.75 Bipolar I disorder, Current or most recent episode depressed, in partial 
remission
F31.77 Bipolar disorder, in partial remission, most recent episode mixedF31.81 
Bipolar II disorder
F31.89 Other specified bipolar and related disorder
F31.9 Bipolar I disorder, current or most recent episode depressed, hypomanic or 
manic, unspecified or Unspecified bipolar and related disorder
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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: Every 90 days/Quarterly by the Community 
Mental Health Center. Monitoring can be face to face or telehealth, in accordance with 
Indiana Administrative Code. Face to face or telehealth should be based on what is clinically 
appropriate and the preferences of the individual receiving care. There must be at least one 
monitoring service that is conducted face to face during the 360 day package period, however 
other monitoring services should also be based on what is clinically appropriate and the 
preferences of the individual receiving care. 

(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.)

Home and Community-Based Settings
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Applicants that are interested in applying for Adult Mental Health Habilitation (AMHH) must receive 
their mental health services from one of the DMHA-approved CMHCs. HCBS requires the applicant 
reside in an HCBS compliant setting in order to receive HCBS services.

The majority of individuals receiving HCBS services reside in their own private/independent home 
while receiving mental health services. At this time, CMS has made the assumption that 
private/independent homes are compliant with the HCBS Final Settings Rule. In regard to residential 
and non-residential settings, DMHA Adult 1915(i) requires CMHC’s to identify and notify DMHA of 
settings that an HCBS provider owns, controls and/or operates (POCO). The following are types of 
residential settings where an HCBS member can reside while receiving services through their CMHC:

1. Alternative family homes for adults- AFA
2. Supervised group living- SGL
3. Semi-independent living facility- SILP
4. Transitional residential living facility- TRS

When a provider notifies the DMHA State Evaluation Team (SET) of a new or previously unidentified 
CMHC POCO residential and non-residential setting, a provider self-assessment and, if required, a 
member survey is completed and return to the DMHA SET for review. Both the provider self-
assessment and the member surveys were developed from the exploratory questions provided by 
Centers for Medicaid and Medicare Services (CMS). For CMHC POCO settings, the DMHA SET will 
review the provider and member survey responses to assess compliance with the HCBS Final Settings 
Rule. When there are non-compliant findings, the provider is required to complete a Setting Action 
Plan (SAP) which describes their plan to address the non-compliant findings in order to bring the 
setting into full compliance with the HCBS Final Settings Rule. For non-CMHC POCO settings that 
are under the authority of Division of Aging (DA) and/or Division of Disability and Rehabilitative 
Services (DDRS), assessment and compliance determinations are made by DA and/or DDRS. For 
settings that are neither a CMHC POCO nor a non-CMHC POCO, these settings are defined as non-
POCO settings. The local CMHC works with the Setting Operating Authority (SOA) to assess the 
setting for HCBS compliance and address any non-compliant findings in order for the setting to come 
into compliance with the HCBS Settings Final Rule.

(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).

Person-Centered Planning & Service Delivery
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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):

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 agency staff member conducting the face-to-face assessment must be a certified user of the State
required standardized assessment tool, with supervision by a certified Super User of the tool. 
Minimum qualification for the person conducting the independent evaluation (1): Bachelor’s in 
social sciences or related field with two or more years of clinical experience; (2) Have completed 
DMHA and OMPP approved training and orientation for 1915(i) eligibility and determination; (3) 
Have agency staff that have completed assessment tool Certification training.  Assessments must be 
conducted face to face or via telehealth in accordance with Indiana Administrative Code.  
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Licensed professional means any of the following persons:
a licensed psychiatrist;
a licensed physician;
a licensed psychologist or a psychologist endorsed as a health service provider in
psychology (HSPP);
a licensed clinical social worker (LCSW);
a licensed mental health counselor (LMHC);
a licensed marriage and family therapist (LMFT); or
a licensed clinical addiction counselor (LCAC), as defined under IC 25-23.6-10.5.

Qualified behavioral health professional (QBHP) means any of the following persons:
an individual who has had at least two (2) years of clinical experience treating persons with
mental illness under the supervision of a licensed professional, as defined above, such
experience occurring after the completion of a master's degree or doctoral degree, or both,
in any of the following disciplines:

o in psychiatric or mental health nursing from an accredited university, plus a license
as a registered nurse in Indiana;

o in pastoral counseling from an accredited university; or
o in rehabilitation counseling from an accredited university.

an individual who is under the supervision of a licensed professional, as defined above, is
eligible for and working toward licensure, and has completed a master’s or doctoral degree,
or both, in any of the following disciplines:

o in social work from a university accredited by the Council on Social Work
Education;

o in psychology from an accredited university;
o in mental health counseling from an accredited university; or
o in marital and family therapy from an accredited university.

a licensed independent practice school psychologist under the supervision of a licensed
professional, as defined above.
an authorized health care professional (AHCP), defined as follows:

o a physician assistant with the authority to prescribe, dispense and administer drugs
and medical devices or services under an agreement with a supervising physician
and subject to the requirements of IC 25-27.5-5.

o a nurse practitioner or a clinical nurse specialist, with prescriptive authority and
performing duties within the scope of that person’s license and under the
supervision of, or under a supervisory agreement with, a licensed physician
pursuant to IC 25-23-1.

Other behavioral health professional (OBHP) means any of the following persons:
an individual with an associate or bachelor’s degree, and/or equivalent behavioral health
experience, meeting minimum competency standards set forth by the behavioral health
service provider and supervised by a licensed professional, as defined above, or QBHP, as
defined above; or
a licensed addiction counselor, as defined under IC 25-23.6-10.5 supervised by a licensed
professional, as defined above, or QBHP, as defined under above.

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):
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Person centered planning is an existing requirement for DMHA approved provider agencies in 
Indiana. This requirement is covered via certification rules, requirement for national accreditation, 
and contracts connected to DMHA funding. All IICPs are to be developed with the recipient 
driving the care. The recipient has authority to determine who is included in the process. IICPs 
require staff and recipient signatures as well as clinical documentation of recipient participation.

The Independent State Evaluation Team (SET) reviews and approves or denies all proposed 
AMHH services submitted for consideration to ensure the applicant/recipient participated in the 
IICP development and to prevent a conflict of interest. The following process and expectations are 
adhered to by provider agencies assisting recipients in developing the IICP:

The IICP is developed through a collaboration process that includes the applicant/recipient, 
identified community supports (family/nonprofessional caregivers), and all individuals/agency staff 
involved in assessing and/or providing care for the applicant/recipient. The IICP is a treatment plan 
that integrates all components and aspects of care that are deemed medically necessary, needs 
based, are clinically indicated, and are provided in the most appropriate setting to achieve the 
recipient’s goals. An IICP must be developed with each applicant/recipient (405 IAC 5-21.5-16).
The IICP must include all indicated medical and support services needed by the applicant/recipient 
in order to reside in the community, to function at the highest level of independence possible, and 
to achieve his/her goals.

The IICP is developed after completing a holistic clinical and bio-psychosocial assessment. The 
holistic assessment includes documentation in the applicant/recipient’s medical record of the 
following:

Review, discussion, and documentation of the applicant/recipient’s desires, needs, and
goals. Goals are recovery/habilitative in nature with outcomes specific to the habilitative
needs identified by the applicant/recipient.
Review of psychiatric symptoms and how they affect the applicant/recipient’s functioning,
and ability to attain desires, needs and goals.
Review of the applicant/recipient’s skills and the support needed for the applicant/recipient
to participate in a long-term recovery process, including stabilization in the community and
ability to function in the least restrictive living, working, and learning environments.
Review of the applicant/recipient’s strengths and needs, including medical, behavioral,
social, housing, and employment.

A member of the treatment team involved in assessing the applicant/recipient’s needs and desires 
fulfills the role of care coordinator and is responsible for documenting the IICP with the 
applicant/recipient’s participation. In addition to driving the IICP development, the 
applicant/recipient is given a list of eligible provider agencies and services offered in their 
geographic area. The applicant/recipient is asked to select the provider agency of choice. The 
referring provider agency is responsible for linking the recipient to their selected provider. The 
provider agencies are required have mechanisms in place to support the applicant/recipient’s choice 
of care coordinator.

The IICP must reflect the applicant/recipient’s desires and choices. The applicant/recipient’s 
signature demonstrating their participation in the development of an ongoing IICP reviews is 
required to be submitted to the SET. Infrequently, an applicant/recipient may request services but 
refuse to sign the IICP for various reasons (i.e. thought disorder, paranoia, etc.). If a recipient 
refuses to sign the IICP, the agency staff member is required to document on the plan of care that
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the recipient agreed to the plan but refused to sign the plan. The agency staff member must also 
document in the clinical record progress notes that a planning meeting with the recipient did occur 
and that the IICP reflects the recipient’s choice of services and agreement to participate in the 
services identified in the IICP. The progress note must further explain any known reasons why the 
recipient refused to sign the plan and how those will be addressed in the future.

Each eligible AMHH provider agency is required to ensure a written statement of rights is provided 
to each recipient. The statement shall include:
(1) The toll-free consumer service line number and the telephone number for Indiana Disability
Rights.
(2) Document that agency staff provides both a written and an oral explanation of these rights to
each applicant/recipient.

In addition, all approval/denial notification letters include an explanation of the action to be taken 
and the appeal rights. Applicants/recipients/authorized representatives may file a complaint or 
grievance with the State. All complaints/grievances regarding AMHH provider agencies are 
accepted by the following means:

(1) The “Indiana Disability Rights Line” (800-622-4845);
(2) The “Consumer Service Line” (800-901-1133)
(3) In-person to a DMHA staff member; or
(4) Via written complaint or email that is submitted to DMHA.

The IICP must also include the following documentation:
Outline of goals that promote stability and potential movement toward independence and
integration into the community, treatment of mental illness symptoms, and habilitating areas of
functional deficits related to the mental illness.
Individuals or teams responsible for treatment, coordination of care, linkage, and referrals to
internal or external resources and care providers to meet identified needs.

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):

The State maintains a network of Community Mental Health Centers (CMHCs). As a DMHA-
approved AMHH provider agency, each CMHC is an enrolled Medicaid provider that offers a full 
continuum of behavioral health care services, as is mandated by DMHA for all CMHCs, in addition 
to providing AMHH services as documented in the Indiana benefit and this waiver. The care 
coordinator explains the process for making an informed choice of provider(s) and answers 
questions. The applicant/recipient is also advised that choice of providers and provider agencies is 
ongoing for the duration of the program. Therefore, providers within an agency and provider 
agencies themselves can be changed as necessary. As a service is identified, a list is generated in 
randomized sequence of qualified agency providers of the 1915(i) and is presented to the 
applicant/recipient by the care coordinator. A listing of approved/enrolled 1915(i) provider 
agencies is also posted on the Indiana Medicaid website at www.indianamedicaid.com. Applicants/ 
recipients and family members may interview potential service providers and make their
own choice.
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8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the
Medicaid agency):

9. Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):

Medicaid agency Operating agency Case manager
Other (specify):

1. State plan HCBS. (Complete the following table for each service. Copy table as needed):

This 1915(i) State Plan benefit is to run concurrently with the 1915(b)(4) Fee-For-Service Selective 
Contracting waiver (IN-02).

When accessing indianamedicaid.com website, the individual has a choice of a “Member” tab and 
“Provider” tab. The Member tab notes: If you are an Indiana Medicaid Member or are interested 
in applying to becoming a Member, please click the “Member” tab.

Selection of the Member tab provides an array of information to individuals applying for or eligible 
for Medicaid services, including a “Find a Provider” link. This link allows the individual to target 
their search by selecting types of providers by city, county, or state. The resulting lists include the 
provider’s name, address, telephone number and a link to the map for each provider location.

The Indiana Office of Medicaid Policy and Planning (OMPP) retains responsibility for service plan 
approvals made by the Division of Mental Health and Addiction (DMHA). As part of its routine 
operations, DMHA reviews each service plan submitted to OMPP to ensure that the plan addresses 
all pertinent issues identified through the assessment, including physical health issues.

OMPP reviews and approves the policies, processes, and standards for developing and approving 
1915(i) plans of care. In the instance of a complaint from a 1915(i) provider or applicant/recipient, 
the IICP submitted to DMHA may be reviewed by OMPP. Based on the terms and conditions of 
the 1915(i), the Medicaid agency may overrule the approval or disapproval of any specific IICP 
acted upon by the DMHA serving in its capacity as the administrating agency for the 1915(i).

Services
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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: Adult Day Services
Service Definition (Scope):
Community-based group programs designed to meet the needs of adults with significant behavioral 
health impairments as identified in the IICPs. These comprehensive, non-residential programs
provide health, wellness, social, and therapeutic activities. These services are provided in a structured, 
supportive environment. The services provide supervision, support services, and personal care as 
required by the IICP.

Service Requirements include:
Direct service providers must be supervised by a licensed professional;
Clinical oversight must be provided by a licensed physician, who is on-site at least once a week
and available to program staff when not physically present;
Each date of service must be appropriately documented.
At minimum a weekly review and update of progress toward habilitative goals occurs and is
documented in the recipient’s clinical record;

Adult Day Services that are included are:
o care planning,
o treatment,
o monitoring of weight, blood glucose level, and blood pressure,
o medication administration,
o nutritional assessment and planning,
o individual or group exercise training,
o training in activities of daily living,
o skill reinforcement on established skills, and
o other social activities.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.

(Choose each that applies):
Categorically needy (specify limits):
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The service is offered in half day units, A single half-day (1/2 day) day unit is defined as one 
unit of a minimum of three (3) hours to a maximum of five (5) hours/day. Two units are defined 
as more than five (5) hours to a maximum of 8 hours/day. A maximum of two half-day (1/2 day) 
units/day is allowed up to 5 days per week.
Exclusions:

Recipient receiving MRO services
Recipient receiving inpatient or partial hospitalization through the Clinic Option on the same
day

Services shall not be reimbursed when provided in a residential setting as defined by DMHA.
Medically needy (specify limits): N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full-continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that individual agency staff providing an
AMHH service must meet the following 
standards for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

Medication administration provided 
within Adult Day Services must be 
provided within the scope of practice as
defined by federal and State law.
Providers must meet the following 
qualifications:

(A) physician;
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(B) authorized health care professional
(AHCP);

(C) registered nurse (RN);
(D) licensed practical nurse (LPN) or
(E) a medical assistant who has
graduated from a two year clinical
program

Nutritional assessment and planning 
services must be provided by a certified 
dietician as defined in IC 25-14.5-1-4 and
within the scope of practice as defined in 
state and federal 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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Home and Community Based Habilitation and Support – Individual Setting
Service Definition (Scope):
Individualized face-to-face services directed at the health, safety and welfare of the recipient and 
assisting in the management, adaptation and/or retention of skills necessary to support recipients to 
live successfully in the most integrated setting appropriate to the recipient’s needs. Assist recipient to 
gain an understanding of/and self-management of behavioral and medical health conditions. Services 
are provided in the recipient’s home (living environment) or other community-based settings outside 
of a clinic/office environment. Skills training as used in this service description means: Assisting in 
the reinforcement, management, adaptation and/ or retention of skills necessary to live successfully in 
the community.

Service requires face-to-face contact in an individual setting.
Recipients are expected to benefit from services.
Services must be goal-oriented and related to the IICP.
Activities include implementation of the individualized support plan, assistance with personal
care, coordination and facilitation of medical and non-medical services to meet healthcare needs.
Services that are included:
o Skills training in food planning and preparation, money management, maintenance of living

environment.
o Training in appropriate use of community services.
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o Training in skills needed to locate and maintain a home, renter skills training including
landlord/tenant negotiations, budgeting to meet housing and housing-related expenses,
how to locate and interview prospective roommates, and renter’s rights and
responsibilities training.

Additional needs-based criteria for receiving the service, if applicable (specify):N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
(Choose each that applies):

Categorically needy (specify limits):
Home and Community Based Habilitation and Support, including all subtypes (individual, 
group, family/couple, with and without recipient present) may be provided for up to a total of six
(6) hours per day (twenty-four 15-minute units per day).
Exclusions:

Recipient receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify
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that agency staff providing an AMHH
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service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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):

Agency DMHA Initially and at time of 
DMHA certification 
renewal

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: Home and Community Based Habilitation and Support – Family/Couple with the 
Recipient Present – Individual Setting

Service Definition (Scope): Definition
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Individualized face-to-face services directed at the health, safety and welfare of the recipient and 
assisting in the acquisition, improvement, and retention of skills necessary to support recipients to
live successfully in the community. Training and education to instruct a parent, or other family 
member, or primary caregiver about the treatment regimens appropriate to the recipient; and to 
improve the ability of the parent, family member or primary caregiver to provide the care to or for the 
recipient. Skills training as used in this service description means: Assisting in the reinforcement, 
management, adaptation and/ or retention of skills necessary to live successfully in the community.

Service Requirements include:
Service requires face-to-face contact in an individual setting.
Recipients are expected to show benefit from services.
Services must be goal-oriented and related to the IICP.
Activities include implementation of the individualized support plan, assistance with personal
care, coordination, and facilitation of medical and non-medical services to meet healthcare
needs.

Services that are included:

o Skills training in food planning and preparation, money management, maintenance of
living environment.

o Training in appropriate use of the community services
o Medication-related education and training by non-medical staff.
o Training in skills needed to locate and maintain a home, renter skills training including

landlord/tenant negotiations, budgeting to meet housing and housing-related expenses,
how to locate and interview prospective roommates, and renter’s rights and
responsibilities training.
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Additional needs-based criteria for receiving the service, if applicable (specify):
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Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
Categorically needy (specify limits): Insert Program Standards
Home and Community Based Habilitation and Support, including all subtypes (individual, 
group, family/couple, with and without recipient present) may be provided for up to a total of six

(6) hours per day (twenty-four 15-minute units per day). Exclusions:
Recipients receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day

Medically needy (specify limits): N/A

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA -
certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an 
AMHH service must meet the following 
standards for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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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Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Home and Community Based Habilitation and Support – Family/Couple without the 

Recipient Present – Individual Setting
Service Definition (Scope):
Skills training and education instructs a parent, or other family member, or primary caregiver about 
the treatment regimens appropriate to the recipient; and how to improve the ability of the parent, 
family member or primary caregiver to assist the beneficiary more effectively in 
learning/implementing skills for activities of daily living. This service includes individualized face-
to-face services directed at the health, safety and welfare of the recipient and assisting in the 
acquisition, improvement, and retention of skills necessary to support recipients to live successfully in 
the community. Skills training as used in this service description means: Assisting in the 
reinforcement, management, adaptation and/ or retention of skills necessary to live successfully in the 
community.

Service Requirements include:
Service requires face-to-face contact with family members or non-professional caregivers in an
individual setting.
Recipients are expected to show benefit from services.
Services must be goal-oriented and related to the IICP.
Activities include implementation of the individualized support plan, assistance with personal
care, coordination and facilitation of medical and non-medical services to meet healthcare needs.

Services that are included:
o Skills training in food planning and preparation, money management, maintenance of living

environment.
o Training in appropriate use of community services
o Medication-related education and training by non-medical staff.
o Training in skills needed to locate and maintain a home, renter skills training including

landlord/tenant negotiations, budgeting to meet housing and housing-related expenses, how to
locate and interview prospective roommates, and renter’s rights and responsibilities training.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
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(Choose each that applies):
Categorically needy (specify limits):
Home and Community Based Habilitation and Support, including all subtypes (individual, 
group, family/couple, with and without recipient present) may be provided for up to a total of six
(6) hours per day (twenty-four 15-minute units per day).
Exclusions:

Recipients receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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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Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Home and Community Based Habilitation and Support – Group Setting
Service Definition (Scope):
Face-to-face services provided in a group setting directed at the health, safety and welfare of the 
recipient and assisting in the management, adaptation and/or retention of skills necessary to support 
recipients to live successfully in the most integrated setting appropriate to the recipient’s needs.
Assisting recipients to gain an understanding of/and self-management of behavioral and medical 
health conditions. Services are provided in the recipient’s home (living environment) or other 
community based settings outside of a clinic/office environment. Skills training as used in this 
service description means: Assisting in the reinforcement, management, adaptation and/ or retention 
of skills necessary to live successfully in the community.

Service Requirements include:
Recipients are expected to show benefit from services.
Services must be goal-oriented and related to the IICP.
Activities include implementation of the individualized support plan, assistance with personal
care, coordination and facilitation of medical and non-medical services to meet healthcare needs.

Services that are included:
o Skills training in food planning and preparation, money management, maintenance of living

environment.
o Training in appropriate use of community services.
o Medication-related education and training by non-medical staff.
o Training in skills needed to locate and maintain a home, renter skills training include

landlord/tenant negotiations, budgeting to meet housing and housing-related expenses, how
to locate and interview prospective roommates, and renter’s rights and responsibilities
training.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration, and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
(Choose each that applies):

Categorically needy (specify limits):
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Home and Community Based Habilitation and Support, including all subtypes (individual, 
group, family/couple, with and without consumer present) may be provided for up to a total of 
six (6) hours per day (twenty-four 15- minute units per day).
Exclusions:

Recipients receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a
provider agency, the agency must certify 
that the agency staff providing an 
AMHH service must meet the following 
standards for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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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Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

Service Title: Home and Community Based Habilitation and Support – Family/Couple with 
Recipient Present (Group Setting)

Service Definition (Scope): Definition
Face-to-face services provided in a group setting directed at the health, safety and welfare of the 
recipient and assist in the management, adaptation and/or retention of skills necessary to support 
recipients to live successfully in the most integrated setting appropriate to the recipient’s needs. 
Training and education to instruct a parent, or other family member, or primary caregiver about the 
treatment regimens appropriate to the recipient; and to improve the ability of the parent, family 
member or primary caregiver to provide the care to or for the recipient. Skills training as used in this 
service description means: Assisting in the reinforcement, management, adaptation and/ or retention 
of skills necessary to live successfully in the community.

Service Requirements include:
Service requires face-to-face contact in a group setting.
Recipients are expected to show benefit from services.
Services must be goal-oriented and related to the IICP.
Activities include implementation of the individualized support plan, assistance with personal
care, coordination, and facilitation of medical and non-medical services to meet healthcare
needs.

Services that are included:
o Skills training in food planning and preparation, money management, maintenance of living

environment.
o Training in appropriate use of community services.
o Medication-related education and training by non-medical staff.
o Training in skills needed to locate and maintain a home, renter skills training including

landlord/tenant negotiations, budgeting to meet housing and housing-related expenses, how to
locate and interview prospective roommates, and renter’s rights and responsibilities training.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A

Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):
Home and Community Based Habilitation and Support, including all subtypes (individual, 
group, family/couple, with and without recipient present) may be provided for up to a total of six
(6) hours per day (twenty-four 15-minute units per day).
Exclusions:

Recipients receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day
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Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed
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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):
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Service Title: Home and Community Based Habilitation and Support – Family/Couple without 
Recipient Present (Group Setting)

Service Definition (Scope): Definition
Skills training and education in a group setting instructs a parent, or other family member, or primary 
caregiver about the treatment regimens appropriate to the recipient; and to improve the ability of the 
parent, family member or primary caregiver to effectively assist the beneficiary in 
learning/implementing skills for activities of daily living. This service includes individualized face-
to-face services with the family or nonprofessional caregivers directed at the health, safety and 
welfare of the recipient and assisting in the acquisition, improvement, and retention of skills 
necessary to support recipients to live successfully in the community.

Home and Community Based Habilitation and Support – Family/Couple without the recipient present 
(group setting) involves face-to-face contact with the family or nonprofessional caregivers that result 
in the recipient’s development and/or retention of skills (for example, self-care, daily life 
management, or problem-solving skills), in a group setting. The service is focused on the health, 
safety and welfare of the recipient and assisting in the acquisition, improvement, and retention of 
skills necessary to support recipients to live successfully in the community. This service is provided 
through structured interventions for attaining goals identified in the IICP and the monitoring of the 
recipient’s progress in achieving those skills.

Skills training as used in this service description means: Assisting in the reinforcement, management, 
adaptation and/ or retention of skills necessary to live successfully in the community.

Service Requirements include:
Service requires face-to-face contact in a group setting.
Recipients are expected to show benefit from services.
Services must be goal-oriented and related to the IICP.
Activities include implementation of the individualized support plan, assistance with personal
care, coordination and facilitation of medical and non-medical services to meet healthcare needs.
Services that are included:
o Skills training in food planning and preparation, money management, maintenance of living

environment.
o Training in appropriate use of community services
o Medication-related education and training by non-medical staff.
o Training in skills needed to locate and maintain a home, renter skills training including

landlord/tenant negotiations, budgeting to meet housing and housing-related expenses, how
to locate and interview prospective roommates, and renter’s rights and responsibilities
training.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits): Insert Program Standards

Home and Community Based Habilitation and Support, including all subtypes (individual, 
group, family/couple, with and without recipient present) may be provided for up to a total of six
(6) hours per day (twenty-four 15-minute units per day).
Exclusions:

Recipients receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day
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Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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):

Agency DMHA Initially, and at the time of
DMHA certification 
renewal.

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):
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Service Title: Respite Care
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Service Definition (Scope):
Services provided to recipients who are unable to care for themselves and are living with a non-
professional (unpaid) caregiver. These services are furnished on a short-term basis because of the 
non-professional caregiver’s absence or need for relief. These services can be provided in the 
recipient’s home or place of residence, in the caregiver’s home, or in a non-private residential setting 
(such as a group home or adult foster care).

Service Requirements include:
Recipient must be living with a non-professional (unpaid) caregiver.
Location of service and level of professional care is based on the needs of the recipient receiving
the service including regular monitoring of medications or behavioral symptoms as identified in
the IICP.
Service must be provided in the least restrictive environment available and ensure the health and
welfare of the recipient.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
(Choose each that applies):

Categorically needy (specify limits):
This service is offered at a 15-minute unit rate for up to seven (7) hours (28 15-minute units) per 
day and a maximum of 75 hours per year (300 15-minute units). Eight (8) hours to 24 hours of 
Respite Care a day is offered at the daily rate. Respite care may be provided for up to 14 
consecutive days for a maximum of 28 days during any year.
Exclusions:

Shall not be used as care to allow the persons normally providing care to go to work or
attend school.
Services provided to a recipient living in a DMHA licensed residential facility.
Services provided to a recipient living in supportive housing.
Respite care must not duplicate any other service being provided under the recipient’s IICP.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License (Specify): Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
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Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

Medication administration and medical 
support services provided within Respite 
Care must be provided within the scope 
of practice as defined by federal and state 
law. Providers must meet the following 
qualifications:

(A) Physician;
(B) Advanced Practice Nurse (APN);
(C) Physician Assistant (PA);
(D) Registered Nurse (RN); or
(E) Licensed Practical Nurse (LPN).

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Therapy and Behavioral Support Services – Individual Setting
Service Definition (Scope):
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Therapy and behavioral support services is a series of time-limited, structured, face-to-face or 
telehealth according to Indiana Administrative Code. Sessions that work toward the goals identified 
in the individualized integrated care plan. Therapy and behavioral support services must be provided
at the recipient’s home (living environment) or at other locations outside the clinic setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Therapy / behavioral support services must demonstrate progress toward and/or achievement of
individual treatment goals.
Therapy / behavioral support services goals must be habilitative in nature.
Observation of the recipient in personal environment for purpose of care plan development.
Development of a person-centered behavioral support plan and subsequent revisions which
may be a part of the individualized integrated care plan.
Implementation of the behavior support plan for staff, family members, roommates, and other
appropriate individuals.
Allowable training activities include:
o assertiveness
o stress reduction techniques
o acquisition of socially accepted behaviors
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks
and vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.
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Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
(Choose each that applies):
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Categorically needy (specify limits):
Individual setting Therapy and Behavioral Support service, including all three (3) subtypes
(individual, family/couple, with and without recipient present) may be provided for a maximum
of 75 hours (300 15-minute units) per year.
Exclusions:

Recipients receiving MRO services.
Recipients in partial hospitalization or inpatient hospitalization on the same day.
Therapy services provided in a clinic setting are not billable under the 1915(i) but may
qualify for reimbursement under the clinic option.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):
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Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional, except for
a licensed clinical addiction
counselor, as defined under IC 25-
23.6-10.5; or
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Therapy and Behavioral Support Services – Family/Couple with the Recipient 

Present (Individual Setting)
Service Definition (Scope):
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Family/Couple Counseling and Therapy with the recipient present is a series of time-limited, 
structured, face-to-face or telehealth according to Indiana Administrative Code. Sessions that work
toward the goals identified in the individualized integrated care plan. The face-to-face or telehealth 
according to Indiana Administrative Code. Interaction may be with the recipient and family members 
or non- professional caregivers in an individual setting. Family/Couple Counseling and Therapy must 
be provided at home (living environment) or other locations outside the clinic setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Therapy/behavioral support services must demonstrate progress toward and/or achievement of
individual treatment goals.
Therapy/behavioral support services goals must be habilitative in nature.
Observation of the recipient in their environment for purpose of care plan development.
Development of a person-centered behavioral support plan and subsequent revisions which
may be a part of the individualized integrated care plan
Implementation of the behavior support plan for staff, family members, roommates, and other
appropriate individuals
Allowable training activities include:

o assertiveness
o stress reduction techniques
o acquisition of socially accepted behaviors

The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks
and vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms
and bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion 
in order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.
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Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
(Choose each that applies):
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Categorically needy (specify limits):
Individual setting, Therapy and Behavioral Support service, including all three (3) subtypes 
(individual, family/couple, with and without recipient present) may be provided for a maximum 
of 75 hours (300 15-minute units) per year.
Exclusions:

Recipients receiving MRO services
Recipients in partial hospitalization or inpatient hospitalization on the same day
Therapy services provided in a clinic setting are not billable under the 1915(i) but may
qualify for reimbursement under the clinic option

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):
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Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional, except for
a licensed clinical addiction
counselor, as defined under IC 25-
23.6-10.5; or
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Therapy and Behavioral Support Services – Family/Couple without the Recipient 

Present (Individual Setting)
Service Definition (Scope):
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Family/Couple Counseling and Therapy without the recipient present is a series of time-limited, 
structured, face-to-face or telehealth according to Indiana Administrative Code.Sessions that work
toward the goals identified in the individualized integrated care plan. Skills training and education is 
for the family/couple to assist the beneficiary more effectively in learning/implementing these skills.
The face-to-face or telehealth according to Indiana Administrative Code. Interaction may be with 
family members or non-professional caregivers in an individual setting. Family/Couple Counseling 
and Therapy must be provided at home (living environment) or other locations outside the clinic 
setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Therapy/behavioral support services must demonstrate progress toward and/or achievement of
individual treatment goals.
Therapy/behavioral support services goals must be habilitative in nature.
Observation of the recipient in their environment for purpose of care plan development.
Development of a person-centered behavioral support plan and subsequent revisions which may be
a part of the individualized integrated care plan.
Implementation of the behavior support plan for staff, family members, roommates, and other
appropriate individuals.
Allowable training activities include:

o assertiveness
o stress reduction techniques
o acquisition of socially accepted behaviors.

The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are in-
person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall be
conducted for any functions utilizing telehealth services to assess the potential risks and
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially in
instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.

Telehealth services must ensure the health and safety of the individual receiving services by adhering to all abuse, 
neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing participants 
with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
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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):
Individual setting, Therapy and Behavioral Support service, including all three (3) subtypes 
(individual, family/couple, with and without recipient present) may be provided for a maximum 
of 75 hours (300 15-minute units) per year.
Exclusions:

Recipients receiving MRO services.
Recipients in partial hospitalization or inpatient hospitalization on the same day.
Therapy services provided in a clinic setting are not billable under the 1915(i) but may
qualify for reimbursement under the clinic option.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):
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Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional, except for
a licensed clinical addiction
counselor, as defined under IC 25-
23.6-10.5; or
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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: Therapy and Behavioral Support Services – Group Setting
Service Definition (Scope):
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Group Counseling and Therapy is a series of time-limited, structured, face-to-face or telehealth 
according to Indiana Administrative Code.Sessions that work
toward the goals identified in the individualized integrated care plan. Group Counseling and Therapy
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must be provided at the recipient’s home (living environment) or at other locations outside the clinic 
setting.
Service Requirements include:

The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Therapy/behavioral support services must demonstrate progress toward and/or achievement of
individual treatment goals.
Therapy/behavioral support services goals must be habilitative in nature.
Observation of the recipient in their environment for purpose of care plan development.
Development of a person-centered behavioral support plan and subsequent revisions which may be
a part of the individualized integrated care plan.
Implementation of the behavior support plan for staff, family members, roommates, and other
appropriate individuals.
Allowable training activities include:

o assertiveness,
o stress reduction techniques
o acquisition of socially accepted behaviors.

The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are in-
person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall be
conducted for any functions utilizing telehealth services to assess the potential risks and
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially in
instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.

Telehealth services must ensure the health and safety of the individual receiving services by adhering to all abuse, 
neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing participants 
with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):

Group setting, Therapy and Behavioral Support service, including all three (3) subtypes (group 
with recipient, and group with family/couple, with and without recipient present) may be 
provided for a maximum of 75 hours (300 15-minute units) per year.
Exclusions:

Recipients receiving MRO services.
Recipients in partial hospitalization or inpatient hospitalization on the same day.
Therapy services provided in a clinic setting are not billable under the 1915(i) but may
qualify for reimbursement under the clinic option.

Medically needy (specify limits): N/A
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Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain

documentation in accordance
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with the Medicaid requirements 
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional, except for
a licensed clinical addiction
counselor, as defined under IC 25-
23.6-10.5; or
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Therapy and Behavioral Support Services – Family/Couple with Recipient Present 

(Group Setting)
Service Definition (Scope):
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Family/Couple Counseling and Therapy with the recipient present is a series of time-limited, 
structured, face-to-face or telehealth according to Indiana Administrative Code.Sessions that work
toward the goals identified in the individualized integrated care plan. The face-to-face or telehealth 
according to Indiana Administrative Code. Interaction may be with the recipient and family members 
or non- professional caregivers in a group setting. Family/Couple Counseling and Therapy must be 
provided at home (living environment) or other locations outside the clinic setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Therapy / behavioral support services must demonstrate progress toward and/or achievement of
individual treatment goals.
Therapy / behavioral support services goals must be habilitative in nature.
Observation of the recipient in their environment for purpose of care plan development.
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Development of a person-centered behavioral support plan and subsequent revisions which may
be a part of the individualized integrated care plan.
Implementation of the behavior support plan for staff, family members, roommates, and other
appropriate individuals
Allowable training activities include:

o assertiveness
o stress reduction techniques
o acquisition of socially accepted behaviors.

The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or legal 
guardian.
The use of telehealth should protect against isolating participants by offering services which are in-
person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall be
conducted for any functions utilizing telehealth services to assess the potential risks and
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially in
instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-on
or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing
participants with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):
Group setting Therapy and Behavioral Support service, including all three (3) subtypes (group 
with recipient, and group with family/couple, with and without recipient present) may be 
provided for a maximum of 75 hours (300 15-minute units) per year.
Exclusions:

Recipients receiving MRO services.
Recipients in partial hospitalization or inpatient hospitalization on the same day.
Therapy services provided in a clinic setting are not billable under the 1915(i) but may
qualify for reimbursement under the clinic option.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
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Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a

provider agency, the agency must certify
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that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional, except for
a licensed clinical addiction
counselor, as defined under IC 25-
23.6-10.5; or

(B) QBHP.
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):

Agency DMHA Initially, and at the time of
DMHA certification 
renewal.

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: Therapy and Behavioral Support Services – Family/Couple without Recipient Present 
(Group Setting)

Service Definition (Scope):
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Family/Couple Counseling and Therapy without the recipient present is a series of time-limited, 
structured, face-to-face or telehealth according to Indiana Administrative Code.Sessions that work 
toward the goals of the recipient identified in the individualized integrated care plan. Skills training 
and education is for the family/couple to assist the beneficiary more effectively in
learning/implementing these skills. The face-to-face or telehealth according to Indiana 
Administrative Code. Interaction may be with family members or non-professional caregivers in a 
group setting.
Family/Couple Counseling and Therapy must be provided at home (living environment) or other 
locations outside the clinic setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Therapy / behavioral support services must demonstrate progress toward and/or achievement of
individual treatment goals.
Therapy / behavioral support services goals must be habilitative in nature.
Observation of the recipient in their environment for purpose of care plan development.
Development of a person-centered behavioral support plan and subsequent revisions which may be
a part of the individualized integrated care plan.
Implementation of the behavior support plan for staff, family members, roommates, and other
appropriate individuals.
Allowable training activities include:

o assertiveness
o stress reduction techniques
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o acquisition of socially accepted behaviors

The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):
Group setting Therapy and Behavioral Support service, including all three (3) subtypes (group 
with recipient, and group with family/couple, with and without recipient present) may be 
provided for a maximum of 75 hours (300 15-minute units) per year.
Exclusions:

Recipients receiving MRO services.
Recipient in partial hospitalization or inpatient hospitalization on the same day.
Therapy services provided in a clinic setting are not billable under the 1915(i) but may
qualify for reimbursement under the clinic option.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
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Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional, except for
a licensed clinical addiction
counselor, as defined under IC 25-
23.6-10.5; or
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(B) QBHP.
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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal.

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: Addiction Counseling – Individual Setting
Service Definition (Scope):
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Individual Addiction Counseling is a planned and organized face-to-face or telehealth according to 
Indiana Administrative Code.Service with the recipient where addiction professionals and other
clinicians provide counseling intervention that works toward the recipient’s recovery goals identified 
in the IICP.

Service Requirements include:
The recipient is the focus of Addiction Counseling.
Documentation must support how Addiction Counseling benefits the recipient.
Addiction Counseling requires face-to-face or telehealth according to Indiana Administrative
Code, contact with the recipient.
Addiction Counseling consists of regularly scheduled sessions.
Counseling must demonstrate progress towards and/or achievement of goals identified in the
IICP.
Referral to available community recovery support programs is available.
Addiction Counseling includes the following:

o Education on addiction disorders
o Skills training in communication, anger management, stress management, relapse

prevention
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by
adhering to all abuse, neglect, and exploitation prevention practices that apply to in-person
treatment, as well as by providing participants with resources on how to report incidences of abuse,
neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):
The combined total of individual and group Addiction Counseling service may be provided for a
maximum of 75 hours (1 hour = 1 unit) per year.
Exclusions:

Recipients with withdrawal risk/symptoms whose needs cannot be managed at this level of
care or who need detoxification services
Recipients at risk of harm to self or others
Addiction counseling sessions that consist of only education services are not reimbursed
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Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification
renewal.

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: Addiction Counseling – Family/Couple with Recipient Present (Individual Setting)
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Service Definition (Scope):
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Family/Couple Addiction Counseling is a planned and organized face-to-face or telehealth according 
to Indiana Administrative Code. Service with the recipient, where addiction professionals and other 
clinicians provide counseling intervention with family and/or significant others that work toward the
recipient’s recovery goals identified in the IICP.
Service Requirements include:

The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Counseling must demonstrate progress towards and/or achievement of individual treatment goals.
Referral to available community recovery support programs is available.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):

The combined total of individual and group Addiction Counseling service may be provided for a
maximum of 32 hours (128 15-minute units) per year.
Exclusions:

Recipients with withdrawal risk/symptoms whose needs cannot be managed at this level of
care or who need detoxification services.
Recipients at risk of harm to self or others.
Addiction counseling sessions that consist of only education services are not reimbursed.
Addiction Counseling may not be provided for professional caregivers.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
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Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a

provider agency, the agency must certify
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that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP.

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):

Agency DMHA Initially, and at the time of
DMHA certification 
renewal

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: Addiction Counseling – Family/Couple without Recipient Present (Individual 

Setting)
Service Definition (Scope):



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

0008

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-B:
Page 82

Family/Couple Addiction Counseling without the recipient present is a series of time-limited, 
structured, face-to-face or telehealth according to Indiana Administrative Code. Sessions that work 
toward the goals of the recipient identified in the individualized integrated care plan. Skills training 
and education is for the family/couple to assist the beneficiary more effectively in
learning/implementing these skills. The face-to-face or telehealth according to Indiana 
Administrative Code. Interaction may be with family members or non-professional caregivers in an 
individual setting.
Family/Couple Counseling and Therapy must be provided at home (living environment) or other 
locations outside the clinic setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the identified recipient.
Counseling must demonstrate progress towards and/or achievement of individual treatment goals.
Referral to available community recovery support programs is available.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.

Telehealth services must ensure the health and safety of the individual receiving services by adhering to all abuse, 
neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing 
participants with resources on how to report incidences of abuse, neglect, and exploitation.
Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):
The combined total of individual and group Addiction Counseling service may be provided for a
maximum of 32 hours (128 15-minute units) per year.
Exclusions:

Recipients with withdrawal risk/symptoms whose needs cannot be managed at this level of
care or who need detoxification services.
Recipients at risk of harm to self or others.



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

0008

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-B:
Page 83

Addiction counseling sessions that consist of only education services are not reimbursed.
Addiction Counseling may not be provided for professional caregivers.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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):
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Service Title: Addiction Counseling – Group Setting
Service Definition (Scope):
Group Addiction Counseling is a planned and organized face-to-face or telehealth according to 
Indiana Administrative Code. Service with the recipient where addiction professionals and other 
clinicians provide counseling intervention in a group setting that works toward the recipient’s 
individualized recovery goals identified in the IICP.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the recipient.
Treatment consists of regularly scheduled sessions.
Counseling must demonstrate progress towards and/or achievement of recipient treatment goals.
Referral to available community recovery support programs is available.
Services may include the following:

o Education on addiction disorders.
o Skills training in communication, anger management, stress management, relapse

prevention.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.

Telehealth services must ensure the health and safety of the individual receiving services by adhering to 
all abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by 
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.
Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):

The combined total of individual and group Addiction Counseling service may be provided for a
maximum of 32 hours (128 15-minute units) per year.
Exclusions:

Recipients with withdrawal risk/symptoms whose needs cannot be managed at this level of
care or who need detoxification services.
Recipients at imminent risk of harm to self or others.
Addiction counseling sessions that consist of only education services are not reimbursed.
Addiction Counseling may not be provided for professional caregivers.

Medically needy (specify limits): N/A
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Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements

defined under 405 IAC 1-5-1 and
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405 IAC 1-5-3.
(D) Provider agency must meet all

AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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: Addiction Counseling – Family/Couple with Recipient Present (Group Setting)
Service Definition (Scope):
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Group Addiction Counseling with the recipient present is a planned and organized face-to-face or 
telehealth according to Indiana Administrative Code. Service with the recipient and family 
members or non-professional caregivers where addiction professionals and other clinicians provide 
counseling intervention in a group setting that works toward the recipient’s individualized recovery
goals identified in the IICP. Addiction Counseling must be provided at home (living environment) 
or other locations outside the clinic setting.

Service Requirements include:
The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the recipient.
Treatment consists of regularly scheduled sessions.
Counseling must demonstrate progress towards and/or achievement of recipient treatment goals.
Referral to available community recovery support programs is available.
Services that are included:

o Education on addiction disorders.
o Skills training in communication, anger management, stress management, relapse

prevention.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks
and vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by
adhering to all abuse, neglect, and exploitation prevention practices that apply to in-person
treatment, as well as by providing participants with resources on how to report incidences of abuse,
neglect, and exploitation.
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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 for (chose each that applies):

Categorically needy (specify limits):
The combined total of individual and group Addiction Counseling service may be provided for a
maximum of 32 hours (128 15-minute units) per year.
Exclusions:

Recipients with withdrawal risk/symptoms whose needs cannot be managed at this level of
care or who need detoxification services.
Recipients at imminent risk of harm to self or others.
Addiction counseling sessions that consist of only education services are not reimbursed.
Addiction Counseling may not be provided for professional caregivers.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA -
certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):
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Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification
(Specify):
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Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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: Addiction Counseling – Family/Couple without Recipient Present (Group Setting)
Service Definition (Scope):
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Group Addiction Counseling without the recipient present is a planned and organized face-to-face or
telehealth according to Indiana Administrative Code. Service with family members or non-
professional caregivers where addiction professionals and other clinicians provide counseling 
intervention in a group setting that works toward the recipient’s individualized recovery goals 
identified in the IICP. Skills training and education is for the family/couple to assist the beneficiary 
more effectively in learning/implementing these skills. Addiction Counseling must be provided at 
home (living environment) or other locations outside the clinic setting.
Service Requirements include:

The Medicaid identified recipient is the focus of the treatment.
Documentation must support how the service specifically benefits the recipient.
Treatment consists of regularly scheduled sessions.
Counseling must demonstrate progress towards and/or achievement of recipient treatment goals.
Referral to available community recovery support programs is available.
Services that are included:

o Education on addiction disorders.
o Skills training in communication, anger management, stress management, relapse

prevention.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by
adhering to all abuse, neglect, and exploitation prevention practices that apply to in-person
treatment, as well as by providing participants with resources on how to report incidences of abuse,
neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

0008

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-B:
Page 93

Categorically needy (specify limits):
The combined total of individual and group Addiction Counseling service may be provided for a
maximum of 32 hours (128 15-minute units) per year.
Exclusions:

Recipients with withdrawal risk/symptoms whose needs cannot be managed at this level of
care or who need detoxification services.
Recipients at imminent risk of harm to self or others.
Addiction counseling sessions that consist of only education services are not reimbursed.
Addiction Counseling may not be provided for professional caregivers.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):
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Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the 
State plans to cover):
Service Title: Supported Community Engagement Services
Service Definition (Scope):
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Services that engage a recipient in meaningful community involvement in activities such as 
volunteerism or community service. These include teaching concepts to encourage attendance, task 
completion, problem solving and safety. Services are aimed at the general result of community 
engagement. Services are habilitative in nature and shall not include explicit employment objectives.

Service Requirements include:
Collaboration with the organization to develop an individualized training plan that identifies
specific supports required organizational expectations, training strategies, timeframes, and
responsibilities.
Services must be explicitly identified in the IICP and related to goals identified by the recipient.
Services are provided to members who may benefit from community engagement and are unlikely
to achieve this involvement without the provision of support.
These services shall be provided in a community setting.
Services include assisting the recipient in developing relationships with community organizations
specific to the recipient’s interests and needs.
Allowable activities include teaching the following concepts:

o Attendance.
o Task completion; and
o Problem solving and safety for the purpose of achieving a generalized skill or behavior

that may prepare the recipient for an employment setting.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):
This service is offered for up to eighteen hours per month (72 15-minute units). 
Exclusions:
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If a provider chooses to compensate a recipient for such activities, the provider must use non-
Medicaid funding and must be able to document the funding source.
Training in specific job tasks.
Recipients who are currently competitively employed.
Services are not available as vocational rehabilitation services funded under the Rehabilitation
Act of 1973.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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):

Agency DMHA Initially, and at the time of 
DMHA certification
renewal
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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: Care Coordination

Service Definition (Scope):
Care coordination consists of services that help recipients gain access to needed medical, social, 
educational, and other services. This includes direct assistance in gaining access to services, 
coordination of care, oversight of the entire case, and linkage to appropriate services. Care 
coordination includes: (1) assessment of the eligible recipient to determine service needs; (2) 
development of an individualized integrated care plan (IICP); (3) referral and related activities to help 
the recipient obtain needed services; (4) monitoring and follow-up; and (5) evaluation. Care 
coordination does not include direct delivery of medical, clinical, or other direct services. Care 
coordination is on behalf of the recipient, not to the recipient.

Service Requirements include:
Care coordination must provide direct assistance in gaining access to needed medical, social,
educational, and other services.
Care coordination includes the development of an individualized integrated care plan, limited
referrals to services, and activities or contacts necessary to ensure that the individualized
integrated care plan is effectively implemented and adequately addresses the mental health and/or
addiction needs of the eligible recipient.
Care coordination includes:

o Needs Assessment: focusing on needs identification of the recipient to determine the need
for any medical, educational, social, or other services. Specific assessment activities may
include: taking recipient history, identifying the needs of the recipient, and completing
the related documentation. It also includes the gathering of information from other
sources, such as family members or medical providers, to form a complete assessment of
the recipient.

o Individualized Integrated Care Plan Development: the development of a written
individualized integrated care plan based upon the information collected through the
assessment phase. The individualized integrated care plan identifies the habilitative
activities and assistance needed to accomplish the objectives.

o Referral/Linkage: activities that help link the recipient with medical, social, educational
providers, and/or other programs and services that are capable of providing needed
habilitative services.

o Monitoring/Follow-up: Contact must occur at least every 90 days. Contacts and related
activities are necessary to ensure the individualized integrated care plan is effectively
implemented and adequately addresses the needs of the recipient. The activities and
contacts may be with the recipient, family members, non-professional caregivers,
providers, and other entities. Monitoring and follow-up are necessary to help
determine if services are being furnished in accordance with a service plan of the
recipient, the adequacy of the services in the individualized integrated care plan, and



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

0008

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-B:
Page 98

changes in the needs or status of the recipient. This function includes making necessary 
adjustments in the individualized integrated care plan and service arrangement with 
providers.

o Evaluation: the care coordinator must periodically reevaluate the recipient’s progress
toward achieving the individualized integrated care plan’s objectives. Based upon the
care coordinator’s review, a determination would be made on if changes should be made.
Time devoted to formal supervision of the case between care coordinator and licensed
supervisor are included activities and should be documented accordingly. This must be
documented appropriately and billed under one provider only.

Additional needs-based criteria for receiving the service, if applicable (specify):N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):

Care Coordination service may be provided for a maximum of 400 hours (1600 15- minute units) per 
year.
Exclusions:

Activities billed under Behavioral Health Reassessment (by a non-physician).
The actual or direct provision of medical services or treatment. Examples include, but are not
limited to:

o Training in daily living skills.
o Training in work skills and social skills.
o Grooming and other personal services.
o Training in housekeeping, laundry, cooking.
o Transportation services.
o Individual, group, or family therapy services.
o Crisis intervention services.
o Services that go beyond assisting the recipient in gaining access to needed services.

Examples include:
Paying bills and/or balancing the recipient’s checkbook.
Traveling to and from appointments with recipients.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
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documentation in accordance
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with the Medicaid requirements 
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH
service must meet the following standards 
for this service, as follows:

(A) Licensed professional;
(B) QBHP; or
(C) OBHP.

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):

Agency DMHA Initially, and at the time of
DMHA certification 
renewal

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: Medication Training and Support – Individual Setting
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Service Definition (Scope):

Individual Medication Training and Support involves face-to-face or telehealth according to Indiana 
Administrative Code, contact with the recipient, in an individual setting, for the purpose of 
monitoring medication compliance, providing education and training about medications, monitoring 
medication side effects, and providing other nursing or medical assessments. Medication Training and
Support also includes certain related non face-to-face activities.

Service Requirements include:
Face-to-face contact in an individual setting that includes monitoring self-administration of
prescribed medications and monitoring side effects, including weight, blood glucose level, and
blood pressure.
When provided in a clinic setting, Medication Training and Support may compliment, but not
duplicate, activities associated with medication management activities available under the Clinic
Option.
When provided in residential treatment settings, Medication Training and Support may include
components of medication management services.
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The recipient is the focus of the service.
Documentation must support how the service benefits the recipient.
Medication Training and Support must demonstrate movement toward and/or achievement of
recipient treatment goals identified in the individualized integrated care plan (IICP).
Medication Training and Support goals are habilitative in nature
Medication Training and Support may also include the following services that are not required to
be provided face-to-face with the recipient:

o Transcribing physician or AHCP medication orders.
o Setting or filling medication boxes.
o Consulting with the attending physician or AHCP regarding medication-related issues.
o Ensuring linkage that lab and/or other prescribed clinical orders are sent.
o Ensuring that the recipient follows through and receives lab work and services pursuant

to other clinical orders.
o Follow up reporting of lab and clinical test results to the recipient and physician.

The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):
Medication Training and Support service including all subtypes (individual, group, 
family/couple, with and without recipient present) may be provided for a maximum of 182 hours 
(728 15- minute units) per year.
Exclusions:

If clinic option medication management, counseling, or psychotherapy is provided and
medication management is a component, then Medication Training and Support may not be
billed separately for the same visit by the same provider.
Coaching and instruction regarding recipient self-administration of medications is not
reimbursable under Medication Training and Support but may be billed as Skills Training
and Development.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
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Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance

with the Medicaid requirements
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defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(E) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Medication Training and Support is
provided within the scope of practice as
defined by federal and state law.
(B)Agencies certify that individual
providing the service meets the following
qualifications:

Licensed physician
Authorized health care
professional (AHCP)
Licensed registered nurse (RN)
Licensed practical nurse (LPN)
Medical Assistant (MA) who
has graduated from a two (2)
year clinical program.

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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: Medication Training and Support – Family/Couple with the Recipient Present 

(Individual Setting)
Service Definition (Scope):
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Family/Couple Medication Training and Support with the recipient present involves face-to-face or 
telehealth according to Indiana Administrative Code, contact with the recipient and family members
or other non-professional caregivers, in an individual
setting, for the purpose of monitoring medication compliance, providing education and training about
medications, monitoring medication side effects, and providing other nursing and medical 
assessments. Medication Training and Support also includes certain non-face-to-face activities.
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Service Requirements include:
Face-to-face contact in an individual setting with family members or non-professional caregivers
in support of the recipient.
May include training of family members or non-professional caregivers to monitor self-
administration of prescribed medications and monitoring side effects, including weight, blood
glucose level, and blood pressure.
When provided in the clinic setting, Medication Training and Support may compliment, but not
duplicate, activities associated with medication management activities available under the Clinic
Option.
When provided in residential treatment settings, Medication Training and Support may include
components of medication management services.
The recipient is the focus of Medication Training and Support.
Documentation must support how the service benefits the recipient, including when Medication
Training and Support is provided in a group setting.
Medication Training and Support results in demonstrated movement toward, or achievement of,
the recipient’s treatment goals identified by the individualized integrated care plan.
Medication Training and Support goals are habilitative in nature.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.

Telehealth services must ensure the health and safety of the individual receiving services by adhering to all abuse, 
neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing 
participants with resources on how to report incidences of abuse, neglect, and exploitation.
Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):
Medication Training and Support service including all subtypes (individual, group, 
family/couple, with and without recipient present) may be provided for a maximum of 182 hours 
(728 15-minute units) per year.
Exclusions:

If Clinic Option medication management, counseling, or psychotherapy is provided and
medication management is a component, then Medication Training and Support may not be
billed separately for the same visit by the same provider.
Coaching and instruction regarding recipient self-administration of medications is not
reimbursable under Medication Training and Support but may be billed as Skills Training
and Development.

Medically needy (specify limits):N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
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entity approved by DMHA.
(B) Provider agency is an enrolled

Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Medication Training and Support is
provided within the scope of practice as
defined by federal and state law.
(B) Agencies certify that individual
providing the service meets the following
qualifications:

Licensed physician
Authorized health care
professional (AHCP)
Licensed registered nurse (RN)
Licensed practical nurse (LPN)
Medical Assistant (MA) who has
graduated from a two (2) year
clinical program

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):

Agency DMHA Initially, and at the time of 
DMHA certification
renewal

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed
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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: Medication Training and Support – Family/Couple without the Recipient Present 

(Individual Setting)
Service Definition (Scope):

Family/Couple Medication Training and Support without the recipient present involves face-to-face 
or telehealth according to Indiana Administrative Code, contact with family members or other non-
professional caregivers, in an individual setting, for the purpose of monitoring medication
compliance, providing education and training about medications, monitoring medication side 
effects, and providing other nursing and medical assessments. Skills training and education is for 
the family/couple to assist the beneficiary more effectively in learning/implementing these skills. 
Medication Training and Support also includes certain non face-to-face activit
Service Requirements include:

Face-to-face contact in an individual setting with family members or non-professional caregivers
on behalf of the recipient.
May include training of family members or non-professional caregivers to monitor assist with
administration of prescribed medications and monitoring side effects, including weight, blood
glucose level, and blood pressure.
When provided in the clinic setting, Medication Training and Support may compliment, but not
duplicate, activities associated with medication management activities available under the Clinic
Option.
When provided in residential treatment settings, Medication Training and Support may include
components of medication management services.
The recipient is the focus of Medication Training and Support.
Documentation must support how the service benefits the recipient, including when Medication
Training and Support is provided in a group setting.
Medication Training and Support results in demonstrated movement toward, or achievement of,
the recipient’s treatment goals identified by the individualized integrated care plan.
Medication Training and Support goals are habilitative in nature.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
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Telehealth services must ensure the health and safety of the individual receiving services by adhering to all 
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by 
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.
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Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categorically needy (specify limits):
Medication Training and Support service including all subtypes (individual, group, 
family/couple, with and without recipient present) may be provided for a maximum of 182 hours 
(728 15-minute units) per year.
Exclusions:

If Clinic Option medication management, counseling, or psychotherapy is provided and
medication management is a component, then Medication Training and Support may not be
billed separately for the same visit by the same provider.
Coaching and instruction regarding recipient self-administration of medications is not
reimbursable under Medication Training and Support but may be billed as Skills Training
and Development.
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Medically needy (specify limits):N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Medication Training and Support is
provided within the scope of practice as
defined by federal and state law. (B)
Agencies certify that individual providing
the service meets the following
qualifications:

Licensed physician
Authorized health care
professional (AHCP)
Licensed registered nurse (RN)
Licensed practical nurse (LPN)
Medical Assistant (MA) who has
graduated from a two (2) year
clinical program

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):
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Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification
(Specify):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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: Medication Training and Support – Group Setting
Service Definition (Scope):
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Group Medication Training and Support involves face-to-face or telehealth according to Indiana 
Administrative Code, contact with the recipient, in a group setting, for the purpose of providing 
education and training about medications and medication side effects.

Service Requirements include:
Face-to-face contact in a group setting that includes monitoring self-administration of prescribed
medications and monitoring side effects, including weight, blood glucose level, and blood
pressure.
When provided in the clinic setting, Medication Training and Support may compliment, but not
duplicate, activities associated with medication management activities available under the Clinic
Option.
When provided in residential treatment settings, Medication Training and Support may include
components of medication management services.
The recipient is the focus of Medication Training and Support.
Documentation must support how the service benefits the recipient, including when services are
provided in a group setting.
Medication Training and Support results in demonstrated movement toward, or achievement of,
the recipient’s treatment goals identified in the individualized integrated care plan (IICP).
Medication Training and Support goals are habilitative in nature.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.

Telehealth services must ensure the health and safety of the individual receiving services by adhering to all abuse, 
neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing 
participants with resources on how to report incidences of abuse, neglect, and exploitation.
Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):
Medication Training and Support service including all subtypes (individual, group, 
family/couple, with and without recipient present) may be provided for a maximum of 182 hours 
(728 15-minute units) per year.
Exclusions:

If Clinic Option medication management, counseling, or psychotherapy is provided and
medication management is a component, then Medication Training and Support may not be
billed separately for the same visit by the same provider.
Coaching and instruction regarding recipient self-administration of medications is not
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reimbursable under Medication Training and Support but may be billed as Skills Training 
and Development.

Medically needy (specify limits): N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Medication Training and Support is
provided within the scope of practice as
defined by federal and state law.
(B) Agencies certify that individual
providing the service meets the following
qualifications:

Licensed physician
Authorized health care
professional (AHCP)
Licensed registered nurse (RN)
Licensed practical nurse (LPN)
Medical Assistant (MA) who
has graduated from a two (2)
year clinical program
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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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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: Medication Training and Support – Family/Couple with the Recipient Present (Group 

Setting)
Service Definition (Scope):
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Family/Couple Medication Training and Support with the recipient present involves face-to-face or
telehealth according to Indiana Administrative Code, contact, in a group setting with the recipient and 
family members or other non-professional caregivers, for the purpose of providing education and
training about medications and medication side effects.
Service Requirements include:

Face-to-face contact with family members or non-professional caregivers in support of a recipient
that includes education and training on the administration of prescribed medications and side
effects including weight, blood glucose level, and blood pressure, and/or conducting medication
groups or classes.
When provided in the clinic setting, Medication Training and Support may compliment, but not
duplicate, activities associated with medication management activities available under the Clinic
Option.
When provided in residential treatment settings, Medication Training and Support may include
components of medication management services.
The recipient is the focus of Medication Training and Support.
Documentation must support how the service benefits the recipient, including when services are
provided in a group setting.
Medication Training and Support results in demonstrated movement toward, or achievement of,
the recipient’s treatment goals identified in the individualized integrated care plan.
Medication Training and Support goals are habilitative in nature.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks and 
vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and
bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion in
order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):
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Categorically needy (specify limits):
Medication Training and Support service including all subtypes (individual, group, 
family/couple, with and without recipient present) may be provided for a maximum of 182 hours 
(728 15-minute units) per year.
Exclusions:
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If Clinic Option medication management, counseling or psychotherapy is provided and
medication management is a component, then Medication Training and Support may not be
billed separately for the same visit by the same provider.
Coaching and instruction regarding recipient self-administration of medications is not
reimbursable under Medication Training and Support but may be billed as Skills Training
and Development.
The following non face-to-face services are excluded:

o Transcribing physician or AHCP medication orders.
o Setting or filling medication boxes.
o Consulting with the attending physician or AHCP regarding medication-related

issues.
o Ensuring linkage that lab and/or other prescribed clinical orders are sent.
o Ensuring that the recipient follows through, and receives lab work and other clinical

orders.
o Follow up reporting of lab and clinical test results to the recipient and physician.

Medication Training and Support may not be provided to professional caregivers.

Medically needy (specify limits):N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain
documentation in accordance
with the Medicaid requirements
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a
provider agency, the agency must certify 
that the agency staff providing an AMHH
service must meet the following standards 
for this service, as follows:
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(A) Training and Support is provided
within the scope of practice as defined by
federal and state law.
(B) Agencies certify that individual
providing the service meets the following
qualifications:

Licensed physician
Authorized health care
professional (AHCP)
Licensed registered nurse (RN)
Licensed practical nurse (LPN)
Medical Assistant (MA) who
has graduated from a two (2)
year clinical program

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):

Agency DMHA Initially, and at the time of 
DMHA certification 
renewal

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:

Medication Training and Support – Family/Couple without the Recipient Present 
(Group Setting)

Service Definition (Scope):
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Family/Couple Medication Training and Support without the recipient present is conducted face-to-
face or telehealth according to Indiana Administrative Code, in a group setting with family
members or other non-professional caregivers The purpose is to provide skills training and 
education for the family/couple to more effectively assist the beneficiary in 
learning/implementing skills about medications and medication side effects. .
Service Requirements include:

Face-to-face contact with family members or non-professional caregivers on behalf of a recipient
that includes education and training on the administration of prescribed medications and side
effects including weight, blood glucose level, and blood pressure, and/or conducting medication
groups or classes.
When provided in the clinic setting, Medication Training and Support may compliment, but not
duplicate, activities associated with medication management activities available under the Clinic
Option.
When provided in residential treatment settings, Medication Training and Support may include
components of medication management services.
The recipient is the focus of Medication Training and Support.



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

0008

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-B:
Page 124

Documentation must support how the service benefits the recipient, including when services are
provided in a group setting and the recipient is not present.
Medication Training and Support results in demonstrated movement toward, or achievement of,
the recipient’s treatment goals identified in the individualized integrated care plan.
Medication Training and Support goals are habilitative in nature.
The number of in-person visits and the percentage of time telehealth will be the delivery method of
service will be based on what is clinically appropriate and in agreement with the consumer and/or
legal guardian.
The use of telehealth should protect against isolating participants by offering services which are
in-person and shall be invoked to prioritize and facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall
be conducted for any functions utilizing telehealth services to assess the potential risks
and vulnerabilities to the confidentiality, integrity, and availability of patient data.
All telehealth services will be delivered in a way that respects privacy of the individual especially
in instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms
and bathrooms. Participants are able to turn all telehealth-related devices on/off at their discretion 
in order to ensure privacy. The provider who is responsible for the treatment of the individual is
responsible for training participants on the use of any telehealth-related devices both initially and
on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether hands-
on or physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by
providing participants with resources on how to report incidences of abuse, neglect, and exploitation.

Additional needs-based criteria for receiving the service, if applicable (specify): N/A
Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

0008

State: IN §1915(i) State plan HCBS State plan Attachment 3.1–i-B:
Page 125

Categorically needy (specify limits):
Medication Training and Support service including all subtypes (individual, group, 
family/couple, with and without recipient present) may be provided for a maximum of 182
hours (728 15-minute units) per year.
Exclusions:

If Clinic Option medication management, counseling or psychotherapy is provided and
medication management is a component, then Medication Training and Support may not be
billed separately for the same visit by the same provider.
Coaching and instruction regarding recipient self-administration of medications is not
reimbursable under Medication Training and Support but may be billed as Skills Training
and Development.
The following non face-to-face services are excluded:

o Transcribing physician or AHCP medication orders.
o Setting or filling medication boxes.
o Consulting with the attending physician or AHCP regarding medication-related

issues.
o Ensuring linkage that lab and/or other prescribed clinical orders are sent.
o Ensuring that the recipient follows through, and receives lab work and other

clinical orders.
o Follow up reporting of lab and clinical test results to the recipient and physician.

Medication Training and Support may not be provided to professional caregivers.

Medically needy (specify limits):N/A
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Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center (CMHC)

DMHA-approved AMHH provider 
agencies must meet DMHA and OMPP-
defined criteria and standards, including 
the following:

(A) Provider agency has acquired a
National Accreditation by an
entity approved by DMHA.

(B) Provider agency is an enrolled
Medicaid provider that offers a
full continuum of care.

(C) Provider agency must maintain

documentation in accordance
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with the Medicaid requirements 
defined under 405 IAC 1-5-1 and
405 IAC 1-5-3.

(D) Provider agency must meet all
AMHH provider agency criteria,
as defined in the benefit and
AMHH operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
that the agency staff providing an AMHH 
service must meet the following standards 
for this service, as follows:

(A) Medication Training and Support
is provided within the scope of
practice as defined by federal and
state law.

(B) Agencies certify that individual
providing the service meets the
following qualifications:

Licensed physician
Authorized health care
professional (AHCP)
Licensed registered nurse
(RN)
Licensed practical nurse
(LPN)
Medical Assistant (MA)
who has graduated from a
two (2) year clinical
program

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):

Agency DMHA Initially, and at the time of
DMHA certification 
renewal

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

2. Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians. (By checking this box the state assures that): There are policies
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual. There are additional policies and controls if the state makes payment to qualified
legally responsible individuals or legal guardians who provide State Plan HCBS. (Specify (a) who may be
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state
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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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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 statewide 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.

Participant-Direction of Services

Indiana does not offer self-directed care.
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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.

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.
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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 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.

Quality Improvement Strategy
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Requirement
1a. Service plans address assessed needs of 1915(i) participants, are updated 
annually, and document choice of services and providers.

Discovery
Discovery 
Evidence

Number and percent of IICPs that address recipient’s needs

(Performance 
Measure)

N: Total number IICPs reviewed that address recipient needs
D: Total number of IICPs reviewed

Discovery 
Activity 100% of IICPs are reviewed and approved through the waiver database

(Source of Data &
sample size)

Monitoring 
Responsibilities Division of Mental Health and Addiction; The State Evaluation Team 

(SET) annually reviews 100% of all individualized integrated care 
plans (IICPs) through both the Data Assessment Registry Mental 
Health and Addiction (DARMHA) database and the required annual 
AMHH provider Quality Assurance onsite reviews. During the reviews 
of the IICPs, the SET ensures they are updated timely and there is 
documentation that supports the applicant received a choice of services
and providers. Analysis and aggregation are ongoing. If a corrective
action plan is needed it must be provided within 30 business days and 
the State will respond in 30 business days for a total of 60 business 
days.

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.
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Requirement
1b. Service plans address assessed needs of 1915(i) participants, are updated 
annually, and document choice of services and providers.

Discovery
Discovery 
Evidence

Number and percent of IICPs reviewed and revised as warranted on or before 
annual review date

(Performance 
Measure) N: Total number of IICPs reviewed and revised as warranted on or before the 

annual review date
D: Total number of IICPs due

Discovery 
Activity 100% of IICPs are reviewed and approved through the waiver database
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(Source of Data &
sample size)

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State Evaluation Team 
(SET) annually reviews 100% of all individualized integrated care 
plans (IICPs) through both the Data Assessment Registry Mental 
Health and Addiction (DARMHA) database and the required annual 
AMHH provider Quality Assurance onsite reviews. During the reviews 
of the IICPs, the SET ensures they are updated timely and there is 
documentation that supports the applicant received a choice of services
and providers. Analysis and aggregation are ongoing. If a corrective
action plan is needed it must be provided within 30 business days and 
the State will respond in 30 business days for a total of 60 business 
days.

Frequency Ongoing

Remediation
Remediation 
Responsibilities Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency

(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.

Requirement
1c. Service plans address assessed needs of 1915(i) participants, are updated 
annually, and document choice of services and providers.

Discovery
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Discovery 
Evidence
(Performance 
Measure)

Number and percent of recipients with documentation of choice of eligible services

N: Number and percent of recipients with documentation of choice of eligible 
services
D: Total number of recipients reviewed

Discovery 
Activity
(Source of Data &
sample size)

Record Review – on site/off site with 95% confidence level with 5% margin of 
error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State Evaluation Team 
(SET) annually reviews 100% of all individualized integrated care 
plans (IICPs) through both the Data Assessment Registry Mental 
Health and Addiction (DARMHA) database and the required annual 
AMHH provider Quality Assurance onsite reviews. During the reviews 
of the IICPs, the SET ensures they are updated timely and there is 
documentation that supports the applicant received a choice of services
and providers. Analysis and aggregation are ongoing. If a corrective
action plan is needed it must be provided within 30 business days and 
the State will respond in 30 business days for a total of 60 business 
days.

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.

Requirement
1d. Service plans address assessed needs of 1915(i) participants, are updated 
annually, and document choice of services and providers.

Discovery
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Discovery 
Evidence
(Performance 
Measure)

Number and percent of recipients with documentation of choice of providers

N: Total number of recipients reviewed who had documentation of choice of 
providers
D: Total number of recipients reviewed

Discovery 
Activity
(Source of Data &
sample size)

Record Review – on site/off site with 95% confidence level with 5% margin of 
error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State Evaluation Team 
(SET) annually reviews 100% of all individualized integrated care 
plans (IICPs) through both the Data Assessment Registry Mental 
Health and Addiction (DARMHA) database and the required annual 
AMHH provider Quality Assurance onsite reviews. During the reviews 
of the IICPs, the SET ensures they are updated timely and there is 
documentation that supports the applicant received a choice of services
and providers. Analysis and aggregation are ongoing. If a corrective
action plan is needed it must be provided within 30 business days and 
the State will respond in 30 business days for a total of 60 business 
days.

Frequency Ongoing

Remediation

Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.

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.
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Requirement

2a. An evaluation for 1915(i) State plan HCBS eligibility is provided to all
applicants for whom there is reasonable indication that 1915(i) services may be
needed in the future

Discovery
Discovery 
Evidence

Number and percent of new enrollees who had an evaluation for AMHH eligibility 
prior to enrollment

(Performance 
Measure)

N=The number of new enrollees who had an evaluation for AMHH eligibility prior 
to enrollment
D=The total number of new enrollees

Discovery 
Activity

Record Review – on site/off site with 95% confidence level with 5% margin of 
error

(Source of Data &
sample size)

Monitoring 
Responsibilities Division of Mental Health and Addiction; For each application for

AMHH that is submitted to the SET, providers are required to
complete a face- to-face or telehealth according to Indiana 
Administrative Code AMHH evaluation and Adult Needs Strengths
Assessment for each applicant. Information from the evaluation 
assessment is submitted along with an IICP with other supporting 
documentation to the SET for review for eligibility. The process is the 
same for the AMHH renewal as it is for an initial AMHH service 
request.

The SET conducts annual QA review to verify compliance of eligibility
requirements.

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing
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Remediation

Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.

Requirement
2b. The processes and instruments described in the approved state plan for 
determining 1915(i) eligibility are applied appropriately

Discovery
Discovery 
Evidence

Number and percent of Adult Needs and Strengths Assessment (ANSA)s that were 
completed according to policy

(Performance 
Measure) N: Total number of applicants that had an up-to-date ANSA at time of submission 

of IICP according to policy
D: Total number applicants that required an ANSA

Discovery 
Activity

Record Review – on site/off site with 95% confidence level with 5% margin of 
error

(Source of Data &
sample size)

Monitoring 
Responsibilities Division of Mental Health and Addiction; For each application for

AMHH that is submitted to the SET, providers are required to
complete a face- to-face or telehealth according to Indiana 
Administrative Code AMHH evaluation and Adult Needs Strengths
Assessment for each applicant. Information from the evaluation 
assessment is submitted along with an IICP with other supporting 
documentation to the SET for review for eligibility. The process is the 
same for the AMHH renewal as it is for an initial AMHH service 
request.

The SET conducts annual QA review to verify compliance of eligibility
requirements.

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
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Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.

Requirement

2c. 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

Number and percent of AMHH re-evaluations conducted

(Performance 
Measure)

N: Number of AMHH evaluations documented as face-to-face or telehealth 
according to Indiana Administrative Code in a progress note at
least annually
D: Number of AMHH evaluations required

Discovery 
Activity

Record Review – on site/off site with 95% confidence level with 5% margin of 
error

(Source of Data &
sample size)

Monitoring 
Responsibilities Division of Mental Health and Addiction; For each application for

AMHH that is submitted to the SET, providers are required to
complete a face- to-face or telehealth according to Indiana 
Administrative Code AMHH evaluation and Adult Needs Strengths
Assessment for each applicant. Information from the evaluation 
assessment is submitted along with an IICP with other supporting 
documentation to the SET for review for eligibility. The process is the 
same for the AMHH renewal as it is for an initial AMHH service 
request.

The SET conducts annual QA review to verify compliance of eligibility
requirements.

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing
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Remediation
Remediation 
Responsibilities Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.
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3. Providers meet required qualifications.

Requirement 3a. Providers meet required qualifications.

Discovery
Discovery 
Evidence

Number and percent of provider agencies that meet qualifications at time of 
enrollment

(Performance 
Measure) N: Total number of providers enrolled that met qualifications at the time of 

enrollment
D: Total number of providers enrolled

Discovery 
Activity

100% of provider agency applications are reviewed prior to approval

(Source of Data &
sample size)

Monitoring 
Responsibilities

Division of Mental Health and Addiction; FSSA’s Division of Mental
Health and Addiction (DMHA) certified Community Mental Health
Centers (CMHCs) are permitted by Indiana’s State Medicaid agency 
(OMPP) to be approved to by DMHA provide AMHH services 
according to the standards and expectations outlined in the 1915(i) 
State Plan Benefit. CMHCs approved by DMHA to provide AMHH 
services must meet all provider agency standards documented in 
the State Plan Benefit and ensure that all direct care agency 
staff members providing AMHH services to a recipient meet all 
standards required for the service being provided. Analysis and
aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 
business days for a total of 60 business days.

(Agency or entity that 
conducts discovery 
activities)

Frequency Ongoing

Remediation
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Remediation 
Responsibilities

Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it 
must be provided within 30 business days and the State will respond in 30 
business days for a total of 60 business days.
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Requirement 3b. Providers meet required qualifications.
Discovery

Discovery 
Evidence

Number and percent of provider agencies recertified timely.

(Performance 
Measure)

N: Total number of agencies recertified timely
D: Total number of agencies recertified

Discovery 
Activity

100% of provider agency applications are reviewed prior to approval

(Source of Data &
sample size)

Monitoring 
Responsibilities

Division of Mental Health and Addiction; FSSA’s Division of Mental
Health and Addiction (DMHA) certified Community Mental Health
Centers (CMHCs) are permitted by Indiana’s State Medicaid agency 
(OMPP) to be approved to by DMHA provide AMHH services 
according to the standards and expectations outlined in the 1915(i) 
State Plan Benefit. CMHCs approved by DMHA to provide AMHH 
services must meet all provider agency standards documented in 
the State Plan Benefit and ensure that all direct care agency staff 
members providing AMHH services to a recipient meet all 
standards required for the service being provided. Analysis and
aggregation are ongoing. If a corrective action plan is needed it must be 
provided within 30 business days and the State will respond in 30 
business days for a total of 60 business days.

(Agency or entity 
that conducts 
discovery activities)

Frequency Every three years or at time of reaccreditation

Remediation
Remediation 
Responsibilities Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.

4. Settings meet the home and community-based setting requirements as specified in this benefit and
in accordance with 42 CFR 441.710(a)(1) and (2).
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Requirement
4a. Settings meet the home and community-based setting requirements as specified 
in this benefit and in accordance with 42 CFR 441.710(a)(1) and (2).

Discovery
Discovery 
Evidence

Number and percent of settings in compliance with criteria that meets standards for 
community living

(Performance 
Measure) N: Total number of IICPs with compliant HCBS settings 

D: Total number of IICPs reviewed
Discovery 
Activity

100% of IICPs will be reviewed to ensure members reside in HCBS compliant 
settings

(Source of Data &
sample size)
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Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State assures that the
settings transition plan included with this SPA renewal will be subject to
any provisions or requirements included in the State’s approved Statewide 
Transition Plan. The State
will implement any required changes upon approval of the Statewide
Transition Plan and will make conforming changes to its SPA when it 
submits the next amendment or renewal.

HCBS surveys are to be completed by the provider and every member 
that resided in the setting and then returned to the SET for compliance 
determinations. Settings are determined to be either Fully Compliant,
Needs Modifications and/or Potential Presumed Institutional. Once the
provider is informed of the assigned setting compliance designations,
the provider determines if they wanted to pursue HCBS compliance or 
to opt out of providing HCBS services. The Setting Action Plan (SAP) 
requires the provider to identify action steps for the setting to come into
compliance. Once the SAP is returned to the SET and the action steps 
meet the intent of the final rule, the settings listed under the provider 
are then determined to be fully compliant with the HCBS requirements. 
The provider has a total of 180 days, with a possible additional 180 day 
extension, to have their setting come into compliance. Once a 
determination is made by the SET, the provider is notified of this 
decision.

DMHA-approved CMHCs receive assistance provided by the State via
webinars, onsite trainings and technical assistance calls to increase the 
understanding of HCBS requirements for providers to successfully 
implement the HCBS standards.

Frequency Ongoing

Remediation
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Remediation 
Responsibilities Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. IICPs that list a non-HCBS setting as a 
residence will be returned by the State for additional information within 5 business
days with requirement that updated plan is resubmitted within 5 business days for a
total of 10 business days.

5. The SMA retains authority and responsibility for program operations and oversight.
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Requirement
5a. The SMA retains authority and responsibility for program operations and
oversight.

Discovery
Discovery 
Evidence

Number and percent of performance measure data reports from DMHA and 
contracted entities reviewed to ensure administrative oversight.

(Performance 
Measure) N=Number of data reports provided timely and in format. 

D=Number of data reports due.
Discovery 
Activity
(Source of Data &
sample size)

100% review of DMHA Administrative Authority Quality Management Report

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

OMPP

Frequency Quarterly

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA and OMPP

Frequency
(of Analysis and 
Aggregation)

Quarterly

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
6a. The SMA maintains financial accountability through payment of claims for
services that are authorized and furnished to 1915(i) participants by qualified 
providers.

Discovery
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Discovery 
Evidence

Number and percent of 1915(i) claims paid during the review period according to 
the published rate.

N: Total number of claims paid according to the published rate 
D: Total number of claims submitted

(Performance 
(Measure)

Discovery 
Activity

Medicaid Management Information System (MMIS) claims data reports 
100% review

(Source of Data &
sample size)

Monitoring 
Responsibilities

OMPP and Medicaid Fiscal Contractor

(Agency or entity 
that conducts 
discovery activities)

Frequency Monthly

Remediation
Remediation 
Responsibilities OMPP & DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

45 days

Frequency Monthly
(of Analysis and 
Aggregation)

Requirement
6b. The SMA maintains financial accountability through payment of claims for
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) claims paid during the review period for 
recipients enrolled in the 1915(i) program on the date the service was delivered.

N: Total number of claims paid during the review period for recipients enrolled 
in the AMHH on the date of service delivery
D: Total number of claims paid during the review period

Discovery 
Activity

OMPP & Medicaid Management Information System (MMIS) claims data reports 
100% review

(Source of Data &
(sample size)

Monitoring 
Responsibilities

OMPP and Medicaid Fiscal Contractor

(Agency or entity that 
conducts discovery 
activities)

Frequency Monthly

Remediation
Remediation 
Responsibilities

OMPP & DMHA
45 days

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency Quarterly
(of Analysis and 
Aggregation)

7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation;
medication errors; and the use of restraints.

Requirement
7a. The State identifies, addresses and seeks to prevent incidents of abuse, neglect, 
and exploitation; medication errors; and use of restraints.

Discovery
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Discovery 
Evidence
(Performance 
Measure)

Number and percent of IICPs that address health and welfare needs of the recipient.

N: Total number of IICPs reviewed that addressed the health and welfare needs of 
a recipient
D: Total number of IICPs reviewed

Discovery 
Activity
(Source of Data &
sample size)

100% of IICPs reviewed to ensure health and welfare needs are addressed

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State will review 100% 
of all IICPs to ensure health and welfare needs are addressed as well 
as review 100% of all submitted incident reports to monitor if the
incident report is submitted within the required timeframe. Analysis 
and aggregation are ongoing. Incomplete IICPs will be returned by the 
State for additional information within 5 business days with 
requirement that updated plan is resubmitted within 5 business days 
for a total of 10 business days.

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. Incomplete IICP will be returned by the 
State for additional information within 5 business days with requirement that 
updated plan is resubmitted within 5 business days for a total of 10 business days.

Requirement
7b. The State identifies, addresses and seeks to prevent incidents of abuse, neglect, 
and exploitation; medication errors; and use of restraints.

Discovery
Discovery 
Evidence

Number and percent of incidents reported within required timeframe.

(Performance 
Measure)

N: Total number of incident reports submitted within the required timeframe
D: Total number of incident reports submitted

Discovery 
Activity 100% review of incident reports submitted

(Source of Data &
sample size)
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Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction; The State will review 100% 
of all IICPs to ensure health and welfare needs are addressed as well 
as review 100% of all submitted incident reports to monitor if the
incident report is submitted within the required timeframe. Analysis 
and aggregation are ongoing. Incomplete IICPs will be returned by the 
State for additional information within 5 business days with 
requirement that updated plan is resubmitted within 5 business days 
for a total of 10 business days.

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. Report submitted to State within 72 hours. 
State will review plan and respond within 5 business days. If a corrective action
plan is needed it must be provided within 30 business days and the State will 
respond in 30 business days for a total of 60 business days.

Requirement
7c. The State identifies, addresses and seeks to prevent incidents of abuse, neglect, 
and exploitation; medication errors; and use of restraints.

Discovery
Discovery Number and percent of reports for medication errors resolved according to policy
Evidence
(Performance 
Measure)

N: Total number of medication errors that were resolved according to policy 
D: Total number of reports for medication errors

Discovery 100% review of incident reports submitted
Activity
(Source of Data &
sample size)

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State will review 100% 
of all IICPs to ensure health and welfare needs are addressed as well 
as review 100% of all submitted incident reports to monitor if the
incident report is submitted within the required timeframe. Analysis 
and aggregation are ongoing. Incomplete IICPs will be returned by the 
State for additional information within 5 business days with 
requirement that updated plan is resubmitted within 5 business days 
for a total of 10 business days.

Frequency Ongoing

Remediation
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Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Requirement
7d. The State identifies, addresses and seeks to prevent incidents of abuse, neglect, 
and exploitation; medication errors; and use of restraints.

Discovery
Discovery 
Evidence

Number and percent of reports of seclusions and restraints resolved according to 
policy

(Performance 
Measure) N: Total number of reports for seclusion and restraint that were resolved 

according to policy
D: Total number of reports for seclusion and restraint

Discovery 
Activity

100% review of incident reports submitted

(Source of Data &
sample size)

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State will review 100% 
of all IICPs to ensure health and welfare needs are addressed as well 
as review 100% of all submitted incident reports to monitor if the
incident report is submitted within the required timeframe. Analysis 
and aggregation are ongoing. Incomplete IICPs will be returned by the 
State for additional information within 5 business days with 
requirement that updated plan is resubmitted within 5 business days 
for a total of 10 business days.

Frequency Ongoing

Remediation



TN: 2 3 - 0 0 0 2
Effective: Oct 1, 2023 Supersedes: 22-

State: Indiana §1915(i) State plan HCBS State plan Attachment 3.1-i-B:
Page 156

Remediation 
Responsibilities Division of Mental Health and Addiction

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. Report submitted to State within 72 hours. 
State will review plan and respond within 5 business days. If a corrective action
plan is needed it must be provided within 30 business days and the State will 
respond in 30 business days for a total of 60 business days.

Requirement
7e. The State identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation; medication errors; and use of restraints.

Discovery
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Discovery 
Evidence
(Performance 
Measure)

Number and percent of reports for abuse, neglect and exploitation resolved 
according to policy

N: Total number of reports submitted for abuse, neglect and exploitation that were 
resolved according to policy
D: Total number of reports for abuse, neglect, and exploitation

Discovery 
Activity
(Source of Data &
sample size)

100% review of reports submitted

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State will review 100% 
of all IICPs to ensure health and welfare needs are addressed as well 
as review 100% of all submitted incident reports to monitor if the
incident report is submitted within the required timeframe. Analysis 
and aggregation are ongoing. Incomplete IICPs will be returned by the 
State for additional information within 5 business days with 
requirement that updated plan is resubmitted within 5 business days 
for a total of 10 business days.

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. Report submitted to State within 72 hours. 
State will review plan and respond within 5 business days. A corrective action plan
is required to be submitted within 30 business days and the State will respond in 30 
business days for a total of 60 business days.

Requirement
7f. The State identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation; medication errors; and use of restraints.

Discovery
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Discovery 
Evidence

Number and percent of incident for abuse, neglect and exploitation that required a
corrective action plan

(Performance 
Measure) N: Total number of CAPs associated with complaints that were implemented within 

prescribed time period.
D: Total number of CAPs associated with complaints with implementation 
timeframes due.

Discovery 
Activity

100% review of incident reports submitted

(Source of Data &
sample size)
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Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

Division of Mental Health and Addiction; The State will review 100% 
of all IICPs to ensure health and welfare needs are addressed as well 
as review 100% of all submitted incident reports to monitor if the
incident report is submitted within the required timeframe. Analysis 
and aggregation are ongoing. Incomplete IICPs will be returned by the 
State for additional information within 5 business days with 
requirement that updated plan is resubmitted within 5 business days 
for a total of 10 business days.

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Division of Mental Health and Addiction

Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan is needed it must 
be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days

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

2. Roles and Responsibilities

3. Frequency
Monthly, Quarterly, and Annually

1. DMHA collects and tracks complaints related to implementation, providers and services offered
through the 1915(i). Complaints could be received from recipients, family members, concerned
citizens, providers, or advocates. Complaints are categorized as an individual issue or a system
challenge/barrier. The system challenge/barrier complaints are discussed during bimonthly strategy
meetings between DMHA and OMPP. System issues identified in the complaints are prioritized with
solutions discussed for highest priority items.

2. DMHA reviews and analyzes individual issues related to performance measures to identify any system
level trends. DMHA and OMPP monitor trends to identify the need for system changes.
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4. Method for Evaluating Effectiveness of System Ch
1. During the monthly meeting between DMHA and OMPP, the need for new system changes as well as

the effectiveness of previous system changes will be discussed and evaluated. Additional changes will
be made as necessary, including changes in provider agency training, bulletins, policy changes, and
refinements.
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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):

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:
This § 1915(i) State Plan benefit operates concurrently with an approved fee-for-service 
selective contracting waiver authorized under §1915(b)(4) of the Act, and was effective on
10/01/2018.
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)

1915(i) State plan Home and Community-Based Services 

Administration and Operation

Behavioral and Primary Healthcare Coordination
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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.

The Division of Mental Health & Addiction (DMHA) is the 
operating agency under the umbrella of Indiana’s SMA. 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 State plan HCBS benefit is operated by (name of agency)
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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):

FFunction  
MMedicaid 

AAgency 

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

10Quality assurance and quality improvement 
activities

(Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function):
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Function 4 - Prior Authorization On behalf of the Family and Social Services Administration (FSSA), the 
State Evaluation Team (SET) reviews all Adult Mental Health Habilitation Prior Authorization requests 
for Indiana Health Coverage Programs (IHCP) members on a case-by- case basis through the Data 
Assessment Registry Mental Health and Addiction (DARMHA) system.

Function 5 - Utilization Management The contracted entity is the Medicaid Surveillance Utilization 
Review Contractors. The benefit auditing function is incorporated into the Surveillance Utilization 
Review (SUR) functions of the contract between the OMPP and SUR Contractor. OMPP has expanded its 
program integrity activities by using a multi-pronged approach to SUR activity that includes provider self-
audit, contractor desk audit and full on-site audit functions. The SUR Contractor sifts and analyzes claims 
data and identifies providers/claims that indicate aberrant billing patterns and/or other risk factors. The 
audit process utilizes data mining, research, identification of outliers, problematic billing patterns, aberrant 
providers and issues that are referred by DMHA and OMPP. The SUR Unit meets with DMHA and OMPP 
at least quarterly to discuss audits and outstanding issues. The SUR Contractor is a Subject Matter Expert 
(SME) responsible for directly coordinating with the DMHA and OMPP. This individual also analyzes 
data to identify potential areas of program risk and identify providers that appear to be outliers warranting 
review. The contractor may also perform desk or on-site audits and be directly involved in review of the 
benefit program and providers. Throughout the entire SUR process, oversight is maintained by OMPP.
The SUR Unit offers education regarding key program initiatives and audit issues at provider meetings to 
promote ongoing compliance with Federal and State guidelines, including all Indiana Health Coverage 
Programs (IHCP) and benefit requirements.

Function 6 - Qualified Provider Enrollment The contracted entity is DMHA and Medicaid Fiscal Agent 
Providers interested in providing AMHH services must first apply for certification through DMHA. Next, 
the provider must enroll as a Medicaid provider with Indiana Health Coverage Programs (IHCP). OMPP 
contracts with a fiscal agent to process IHCP provider enrollments. The fiscal agent processes the 
applications, verifies licensure and certification requirements are met, maintains the provider master file, 
assigns provider ID numbers, and stores National Provider Identifier and taxonomy information. Upon 
successful completion of the provider enrollment process an enrollment confirmation letter is mailed to the 
new provider.
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Function 7 - Execution of Medicaid Provider Agreement (Medicaid Fiscal Agent): The contracted entity 
is the Medicaid Fiscal Agent OMPP has a fiscal agent under contract which is obligated to assist OMPP in 
processing approved Medicaid Provider Agreement to enroll approved eligible providers in the Medicaid 
MMIS for claims processing. This includes the enrollment of DMHA-approved 1915(i) providers. The 
fiscal agent also conducts provider training and provides technical assistance concerning claims 
processing. The Medicaid Fiscal Agent contract defines the roles and responsibilities of the Medicaid 
fiscal contractor. DMHA tracks all provider enrollment requests and receives information directly from
the MMIS Fiscal Agent contractor regarding provider enrollment activities as they occur for monitoring of 
completion, timeliness, accuracy, and to identify issues. Issues are shared with OMPP. DMHA and/or 
OMPP attend the MMIS Fiscal Agent’s scheduled provider training sessions required in OMPP's contract 
with the fiscal agent. DMHA may also participate in the fiscal agent's individualized provider training for 
providers having problems.

Function 8 - Establishment of a consistent rate methodology for each State Plan HCBS (Medicaid 
Actuarial Contractor): The contracted entity is an actuarial service. OMPP has an actuarial service under 
contract to develop and assess rate methodology for HCBS. The rate methodology for AMHH services is 
assessed and reviewed at least every five years. The actuarial contractor completes the cost surveys and 
calculates rate adjustments. OMPP reviews and approves the fee schedule to ensure consistency, 
efficiency, economy, quality of care, and sufficient access to providers for AMHH services.
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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):

The Independent State Evaluation Team (SET) is responsible for determining the 1915(i) eligibility
and approving the individualized services requested in the proposed care plan. The members of the 
SET are prohibited from having any financial relationships with the applicant/recipient requesting 
services, their families, or the entity selected to provide services. Assessments are completed and 
proposed plans of care (Individualized Integrated Care Plan – IICP) are submitted by a qualified 
provider entity to the SET for final eligibility determination and care plan approval. Responsibility for 
1915(i) program eligibility determination and approval of the IICP proposed services in all cases is 
retained by the SET to ensure no conflict of interest in the final determinations. The DMHA-approved 
AMHH provider agency submits the results from the face-to-face or telehealth according to the Indiana 
Administrative Code assessment, required supporting documentation, and a proposed care plan to SET 
for independent review. The SET determines eligibility for 1915(i) services based upon their review of 
the clinical documentation of the applicant’s identified needs and alignment of needs, goals, and 
recommended services. The State also requires documentation, signed by the applicant/recipient that 
attests to the following: 1) The recipient and/or legal guardian is an active participant in the planning 
and development of the 1915(i) IICP. 2) The recipient is the person requesting 1915(i) services on the 
IICP. 3) The recipient received a randomized list of eligible 1915(i) service provider agencies in
his/her community; and has selected the provider(s) of his or her choice to deliver the 1915(i) service 
on the IICP. 4) The recipient and/or legal guardian was offered a copy of the completed IICP In 
addition, AMHH provider agencies are required to have written policies and procedures available for 
review by the State that clearly define and describe how conflict of interest requirements are 
implemented and monitored. The State ensures compliance through policies designed to be consistent 
with CMS conflict of interest assurances and through quality assurance activities.

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.
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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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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 6/1/2024 5/31/2025 3000
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.

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.

3. In addition to providing State Plan HCBS to individuals described in item 1 above, the state is also 
covering the optional categorically needy eligibility group of individuals under 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 federal poverty level, or who are eligible for HCBS under a waiver approved for the state
under section 1915(c), (d) or (e) or section 1115 to provide such services to individuals whose income does not 
exceed 300% of the supplemental security income benefit rate.

Number Served

Financial Eligibility
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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):

2. Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is 
performed by an agent that is independent and qualified. There are qualifications (that are reasonably 
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS. (Specify qualifications):

3. Process for Performing Evaluation/Reevaluation. Describe the process for evaluating whether 
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make 
this determination. If the reevaluation process differs from the evaluation process, describe the differences:

Information about 1915(i) services is posted on the DMHA and Office of Medicaid Policy and 
Planning (OMPP) public websites. These websites summarize the eligibility criteria and note the 
available services, service provider agencies, locations where potential enrollees may go to apply, and
how to access assessments and services. Any provider may identify a potential enrollee who meets 
the 1915(i) eligibility criteria or individuals may notify their provider of an interest in the 1915(i) 
service.
Any individual may contact the State for information about BPHC eligibility and the process to apply. 
The individual is given a list of BPHC-eligible provider agencies that may be chosen to assist in the 
application process. The agency staff reviews the program information with the applicant, together 
discuss the options under the program, and determines whether to complete an application.

Each person referred for 1915(i) services will receive a bio-psychosocial needs assessment via face to 
face or via telehealth, according to Indiana Administrative Code and Federal policies and regulations, 
by the referring provider including, but not limited to the Adult Needs and Strengths Assessment 
(ANSA) tool and completion of the 1915(i) referral form developed by OMPP/DMHA.

The ANSA tool consists of items that are rated as:
‘0’ no evidence or no need for action
‘1’ need for watchful waiting to see whether action is needed 
‘2’ need for action
‘3’ need for either immediate or intensive action due to a serious or disabling need

The items are grouped into categories or domains. Once the assessment has been completed, the

Evaluation/Reevaluation of Eligibility

Individuals conducting the state evaluation for eligibility determination and approval of plans of care 
hold a least a bachelor’s degree in social work, counseling, psychology, or similar field.
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agency staff receives a level of need (LON) recommendation based on the individual item ratings.

The number of in-person visits and the percentage of time telehealth will be the delivery method of 
service will be based on what is clinically appropriate and in agreement with the consumer and/or 
legal guardian. The use of telehealth should protect against isolating participants by offering services 
that are in-person and shall be invoked to prioritize and facilitate community integration. As required 
by 45 CFR 164.308(a)(1)(ii), an accurate and thorough risk analysis shall be conducted for any 
functions using telehealth services to assess the potential risks and vulnerabilities to the 
confidentiality, integrity, and availability of patient data. Telehealth services will be delivered in a 
way that respects the privacy of the individual, especially in instances of toileting, dressing, etc.
Video cameras/monitors are not permitted in bedrooms and bathrooms. Participants can turn all 
telehealth-related devices on/off at their discretion to ensure privacy. The provider responsible for the 
treatment of the individual is responsible for training participants on the use of any telehealth-related 
devices both initial and ongoing. Telehealth services shall consider and respond to all accessibility 
needs, including whether hands-on or physical assistance is needed to render the service. Telehealth 
services must ensure the health and safety of the individual receiving services by adhering to all 
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by 
providing participants with resources on how to report incidences of abuse, neglect, and exploitation 
and Federal policies and regulations.
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The LON recommendation from the ANSA is not intended to be a mandate for the level of services 
that an individual receives. There are many factors, including individual preference and choice, which 
influence the actual intensity of treatment services.

The user’s manual for the ANSA may be found on-line at: 
https://dmha.fssa.in.gov/DARMHA/mainDocuments.aspx

The referral form and supporting documentation provide specific information about the person’s 
health status, current living situation, family dynamic, vocational/employment status, social 
functioning, living skills, self-care skills, capacity for decision making, potential for self-injury or 
harm to others, substance use/abuse, need for assistance managing a medical condition, and 
medication adherence.

The agency staff and the applicant jointly develop a proposed plan of care [Individualized Integrated 
Care Plan (IICP)] that includes desired goals and services requested and deemed necessary to address 
the goals. Upon completion of the referral packet (including but not limited to the ANSA, referral 
form, and proposed plan of care (IICP)), the agency staff submits the documents to DMHA through a
secure electronic file transfer process.

The State Evaluation Team (SET) is a special team of state employees who are part of DMHA. Upon 
receipt of the referral packet, the SET reviews all submitted documentation and determines whether 
the applicant meets the needs-based criteria for 1915(i).

Time spent for the initial evaluation, and IICP cannot be billed or reimbursed under the 1915(i) benefit 
before eligibility for this benefit has been determined. The eligibility determination process completed 
by the SET is billed as administrative activities.

If determined eligible for the 1915(i) service, an eligibility determination and care plan service 
approval letter is sent to the applicant and the agency staff. Once eligible, the approved service may 
begin immediately.

If determined ineligible for the 1915(i) benefit, a denial letter, generated from DMHA, is sent to the 
applicant and the agency staff member informing them that the application for the program and 
service has been denied. The letters will include the reason for denial, appeal rights and process.

4.

Re-evaluations for continued 1915(i) services follow the same process.

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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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)

All of the following needs-based criteria must be met for BPHC eligibility:
1. The recipient must demonstrate needs related to management of his/her behavioral and physical 
health.*
2. The recipient must demonstrate impairment in self-management of physical and behavioral health 
services.**
3. The recipient has received a recommendation for intensive community-based care on
ANSA with a Level of 3 or higher).
4. The recipient demonstrates a health need which requires assistance and support in coordinating 
behavioral and physical health treatment.

*The evaluation for BPHC eligibility will include an assessment to manage a prescription medication 
regimen and the impact on health symptoms and functioning. Additionally, an individual will be 
assessed for awareness of co-occurring behavioral and physical healthcare needs and the ability to 
manage both.
**Impairment in self-management of physical and behavioral health is operationally defined as 
limited or impaired ability to carry out routine healthcare regimens, including but not limited to, 
taking medicine as prescribed, keeping medical appointments, maintaining linkage with a primary 
medical provider, diet, exercise and management of symptoms.
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Needs-based eligibility 
criteria are specified in 
Item 5 above.

Indiana Law allows 
reimbursement to NFs 
for eligible persons 
who require skilled or 
intermediate nursing 
care as defined in 405
IAC 1-3-1 and 1-3-2.
405 IAC 1-3-1(a)
Skilled nursing 
services, as ordered by 
a physician, must be 
required and provided 
on a daily basis, 
essentially 7 days a 
week.

405 IAC 1-3-2 (a)

Indiana Law allows 
reimbursement to 
ICF/IIDs for eligible 
persons as defined in 
405 IAC 1-1-11.

A person may be 
functionally eligible for 
an ICF/IID LOC
waiver when 
documentation shows 
the individual meets the 
following conditions:
1. Has a diagnosis of 
intellectual disability, 
cerebral palsy, 
epilepsy, autism, or

Dangerous to self or 
others or gravely 
disabled. (IC-12-26-1)
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Intermediate nursing 
care includes care for 
patients with long term 
illnesses or disabilities 
which are relatively 
stable, or care for 
patients nearing 
recovery and discharge 
who continue to require 
some professional 
medical or nursing 
supervision and 
attention.

A person is 
functionally eligible for 
either NF or an NF 
level of care waiver if 
the need for medical or 
nursing supervision and 
attention is determined 
by any of the following 
findings from the 
functional screening:
1. Need for direct 
assistance at least 5 
days per week due to 
unstable, complex 
medical conditions.
2. Need for direct 
assistance for 3 or more 
substantial medical 
conditions including 
activities of daily 
living.

condition similar to 
intellectual disability.
2. Condition identified 
in #1 is expected to 
continue.
3. Condition identified 
in #1 had an age of 
onset prior to age 22.
4. Individual needs a
combination or 
sequence of services
5. Has 3 of 6 
substantial functional 
limitations as defined 
in 42 CFR
435.1010 in areas of
(1) self-care,
(2) learning,
(3) self-direction,
(4) capacity for 
independent living,
(5) language, and
(6) mobility.

*Long Term Care/Chronic Care Hospital

**LOC= level of care

7. Target Group(s). The State elects to target this 1915(i) State Plan HCBS benefit to a specific population 
based on age, disability, diagnosis, and/or eligibility group. With this election, the state will operate this 
program for a period of 5 years. At least 90 days prior to the end of this 5 year period, the state may request 
CMS renewal of this benefit for additional 5-year terms in accordance with 1915(i)(7)(C) and 42 CFR 
441.710(e)(2). (Specify target group(s)):

The BPHC Program Eligibility, 405 IAC 5-21.8:
Age 19 or over
Approved BPHC eligible primary diagnosis; Eligible diagnoses

ICD-10 Code ICD-10 Description
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F10.10 Alcohol abuse, uncomplicated
F10.120 Alcohol abuse with intoxication, uncomplicated
F10.150 Alcohol abuse with alcohol-induced psychotic disorder with delusions
F10.151 Alcohol abuse with alcohol-induced psychotic disorder with hallucinations
F10.188 Alcohol abuse with other alcohol-induced disorder
F10.19 Alcohol abuse with unspecified alcohol-induced disorder
F10.20 Alcohol dependence, uncomplicated
F10.21 Alcohol dependence, in remission
F10.220 Alcohol dependence with intoxication, uncomplicated
F10.230 Alcohol dependence with withdrawal, uncomplicated
F10.250 Alcohol dependence with alcohol-induced psychotic disorder with delusions
F10.251 Alcohol dependence with alcohol-induced psychotic disorder with hallucinations
F10.29 Alcohol dependence with unspecified alcohol-induced disorder
F11.10 Opioid abuse, uncomplicated
F11.120 Opioid abuse with intoxication, uncomplicated
F11.150 Opioid abuse with opioid-induced psychotic disorder with delusions
F11.151 Opioid abuse with opioid-induced psychotic disorder with hallucinations
F11.159 Opioid abuse with opioid-induced psychotic disorder, unspecified
F11.19 Opioid abuse with unspecified opioid-induced disorder
F11.20 Opioid dependence, uncomplicated
F11.21 Opioid dependence in remission
F11.220 Opioid dependence with intoxication, uncomplicated
F11.250 Opioid dependence with opioid-induced psychotic disorder with delusions
F11.251 Opioid dependence with opioid-induced psychotic disorder with hallucinations
F11.259 Opioid dependence with opioid-induced psychotic disorder, unspecified
F11.29 Opioid dependence with unspecified opioid-induced disorder
F12.10 Cannabis abuse, uncomplicated
F12.120 Cannabis abuse with intoxication, uncomplicated
F12.150 Cannabis abuse with psychotic disorder with delusions
F12.151 Cannabis abuse with psychotic disorder with hallucinations
F12.19 Cannabis abuse with unspecified cannabis-induced disorder
F12.20 Cannabis dependence, uncomplicated
F12.21 Cannabis dependence, in remission
F12.220 Cannabis dependence with intoxication, uncomplicated
F12.250 Cannabis dependence with psychotic disorder with delusions
F12.251 Cannabis dependence with psychotic disorder with hallucinations
F12.29 Cannabis dependence with unspecified cannabis-induced disorder
F13.10 Sedative, hypnotic or anxiolytic abuse, uncomplicated
F13.120 Sedative, hypnotic or anxiolytic abuse with intoxication, uncomplicated

F13.150
Sedative, hypnotic or anxiolytic abuse with sedative, hypnotic or 
anxiolytic-induced psychotic disorder with delusions
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F13.151
Sedative, hypnotic or anxiolytic abuse with sedative, hypnotic or 
anxiolytic-induced psychotic disorder with hallucinations

F13.188
Sedative, hypnotic or anxiolytic abuse with other sedative, hypnotic or 
anxiolytic-induced disorder

F13.19
Sedative, hypnotic or anxiolytic abuse with unspecified sedative, hypnotic or 
anxiolytic-induced disorder

F13.20 Sedative, hypnotic or anxiolytic dependence, uncomplicated
F13.21 Sedative, hypnotic or anxiolytic dependence, in remission
F13.220 Sedative, hypnotic or anxiolytic dependence with intoxication, uncomplicated
F13.230 Sedative, hypnotic or anxiolytic dependence with withdrawal, uncomplicated

F13.250
Sedative, hypnotic or anxiolytic dependence with sedative, hypnotic or 
anxiolytic-induced psychotic disorder with delusions

F13.251
Sedative, hypnotic or anxiolytic dependence with sedative, hypnotic or 
anxiolytic-induced psychotic disorder with hallucinations

F13.26
Sedative, hypnotic or anxiolytic dependence with sedative, hypnotic or 
anxiolytic-induced persisting amnestic disorder

F13.29
Sedative, hypnotic or anxiolytic dependence with unspecified sedative, hypnotic 
or anxiolytic-induced disorder

F14.10 Cocaine abuse, uncomplicated
F14.120 Cocaine abuse with intoxication, uncomplicated
F14.150 Cocaine abuse with cocaine-induced psychotic disorder with delusions
F14.151 Cocaine abuse with cocaine-induced psychotic disorder with hallucinations
F14.19 Cocaine abuse with unspecified cocaine-induced disorder
F14.20 Cocaine dependence, uncomplicated
F14.21 Cocaine dependence, in remission
F14.220 Cocaine dependence with intoxication, uncomplicated
F14.250 Cocaine dependence with cocaine-induced psychotic disorder with delusions
F14.251 Cocaine dependence with cocaine-induced psychotic disorder with hallucinations
F14.29 Cocaine dependence with unspecified cocaine-induced disorder
F15.10 Other stimulant abuse, uncomplicated
F15.120 Other stimulant abuse with intoxication, uncomplicated
F15.19 Other stimulant abuse with unspecified stimulant-induced disorder
F15.20 Other stimulant dependence, uncomplicated
F15.21 Other stimulant dependence, in remission
F15.220 Other stimulant dependence with intoxication, uncomplicated
F15.29 Other stimulant dependence with unspecified stimulant-induced disorder
F16.10 Hallucinogen abuse, uncomplicated
F16.120 Hallucinogen abuse with intoxication, uncomplicated
F16.183 Hallucinogen abuse with hallucinogen persisting perception disorder (flashbacks)
F16.188 Hallucinogen abuse with other hallucinogen-induced disorder
F16.19 Hallucinogen abuse with unspecified hallucinogen-induced disorder
F16.20 Hallucinogen dependence, uncomplicated



State: IN §1915(i) State plan HCBS Attachment 3.1–i-C
Page 17

TN: 23-0024
Supersedes: 20-005 Approved: February 27, 2024 Effective: June 1, 2024

F16.21 Hallucinogen dependence, in remission
F16.220 Hallucinogen dependence with intoxication, uncomplicated

F16.250
Hallucinogen dependence with hallucinogen-induced psychotic disorder with 
delusions

F16.251
Hallucinogen dependence with hallucinogen-induced psychotic disorder with 
hallucinations

F16.283
Hallucinogen dependence with hallucinogen persisting perception disorder 
(flashbacks)

F16.288 Hallucinogen dependence with other hallucinogen-induced disorder
F16.29 Hallucinogen dependence with unspecified hallucinogen-induced disorder
F18.10 Inhalant abuse, uncomplicated
F18.120 Inhalant abuse with intoxication, uncomplicated
F18.150 Inhalant abuse with inhalant-induced psychotic disorder with delusions
F18.151 Inhalant abuse with inhalant-induced psychotic disorder with hallucinations
F18.19 Inhalant abuse with unspecified inhalant-induced disorder
F18.20 Inhalant dependence, uncomplicated
F18.21 Inhalant dependence, in remission
F18.220 Inhalant dependence with intoxication, uncomplicated
F18.250 Inhalant dependence with inhalant-induced psychotic disorder with delusions
F18.251 Inhalant dependence with inhalant-induced psychotic disorder with hallucinations
F18.29 Inhalant dependence with unspecified inhalant-induced disorder
F19.10 Other psychoactive substance abuse, uncomplicated
F19.120 Other psychoactive substance abuse with intoxication, uncomplicated

F19.122
Other psychoactive substance abuse with intoxication with perceptual 
disturbances

F19.150
Other psychoactive substance abuse with psychoactive substance-induced 
psychotic disorder with delusions

F19.151
Other psychoactive substance abuse with psychoactive substance-induced 
psychotic disorder with hallucinations

F19.16
Other psychoactive substance abuse with psychoactive substance-induced 
persisting amnestic disorder

F19.19
Other psychoactive substance abuse with unspecified psychoactive 
substance-induced disorder

F19.20 Other psychoactive substance dependence, uncomplicated
F19.21 Other psychoactive substance dependence, in remission
F19.220 Other psychoactive substance dependence with intoxication, uncomplicated

F19.222
Other psychoactive substance dependence with intoxication with perceptual 
disturbance

F19.230 Other psychoactive substance dependence with withdrawal, uncomplicated

F19.232
Other psychoactive substance dependence with withdrawal with perceptual 
disturbance

F19.250
Other psychoactive substance dependence with psychoactive substance-induced 
psychotic disorder with delusions
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F19.251
Other psychoactive substance dependence with psychoactive substance-induced 
psychotic disorder with hallucinations

F19.26
Other psychoactive substance dependence with psychoactive substance-induced 
persisting amnestic disorder

F19.29
Other psychoactive substance dependence with unspecified psychoactive 
substance-induced disorder

F20.0 Paranoid schizophrenia
F20.1 Disorganized schizophrenia
F20.2 Catatonic schizophrenia
F20.3 Undifferentiated schizophrenia
F20.5 Residual schizophrenia
F20.81 Schizophreniform disorder
F20.89 Other schizophrenia
F20.9 Schizophrenia, unspecified
F22 Delusional disorders
F24 Shared psychotic disorder
F25.0 Schizoaffective disorder, bipolar type
F25.1 Schizoaffective disorder, depressive type
F25.8 Other schizoaffective disorders
F25.9 Schizoaffective disorder, unspecified
F28 Other psychotic disorder not due to a substance or known physiological condition
F29 Unspecified psychosis not due to a substance or known physiological condition
F30.10 Manic episode without psychotic symptoms, unspecified
F30.12 Manic episode without psychotic symptoms, moderate
F30.13 Manic episode, severe, without psychotic symptoms
F30.2 Manic episode, severe with psychotic symptoms
F30.3 Manic episode in partial remission
F30.9 Manic episode, unspecified
F31.0 Bipolar disorder, current episode hypomanic
F31.10 Bipolar disorder, current episode manic without psychotic features, unspecified
F31.12 Bipolar disorder, current episode manic without psychotic features, moderate
F31.13 Bipolar disorder, current episode manic without psychotic features, severe
F31.2 Bipolar disorder, current episode manic severe with psychotic features

F31.30
Bipolar disorder, current episode depressed, mild or moderate severity, 
unspecified

F31.32 Bipolar disorder, current episode depressed, moderate
F31.4 Bipolar disorder, current episode depressed, severe, without psychotic features
F31.5 Bipolar disorder, current episode depressed, severe, with psychotic features
F31.60 Bipolar disorder, current episode mixed, unspecified
F31.62 Bipolar disorder, current episode mixed, moderate
F31.63 Bipolar disorder, current episode mixed, severe, without psychotic features
F31.64 Bipolar disorder, current episode mixed, severe, with psychotic features
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F31.71 Bipolar disorder, in partial remission, most recent episode hypomanic
F31.73 Bipolar disorder, in partial remission, most recent episode manic
F31.75 Bipolar disorder, in partial remission, most recent episode depressed
F31.77 Bipolar disorder, in partial remission, most recent episode mixed
F31.81 Bipolar II disorder
F31.89 Other bipolar disorder
F31.9 Bipolar disorder, unspecified
F32.1 Major depressive disorder, single episode, moderate
F32.2 Major depressive disorder, single episode, severe without psychotic features
F32.3 Major depressive disorder, single episode, severe with psychotic features
F32.4 Major depressive disorder, single episode, in partial remission
F33.1 Major depressive disorder, recurrent, moderate
F33.2 Major depressive disorder, recurrent severe without psychotic features
F33.3 Major depressive disorder, recurrent, severe with psychotic symptoms
F33.41 Major depressive disorder, recurrent, in partial remission
F33.9 Major depressive disorder, recurrent, unspecified
F34.0 Cyclothymic disorder
F34.1 Dysthymic disorder
F40.00 Agoraphobia, unspecified
F40.01 Agoraphobia with panic disorder
F40.02 Agoraphobia without panic disorder
F40.10 Social phobia, unspecified
F41.0 Panic disorder [episodic paroxysmal anxiety]
F41.1 Generalized anxiety disorder
F42.2 Mixed obsessional thoughts and acts
F42.3 Hoarding disorder
F43.10 Post-traumatic stress disorder, unspecified
F43.11 Post-traumatic stress disorder, acute
F43.12 Post-traumatic stress disorder, chronic
F44.81 Dissociative identity disorder
F45.41 Pain disorder exclusively related to psychological factors
F50.00 Anorexia nervosa, unspecified
F50.01 Anorexia nervosa, restricting type
F50.02 Anorexia nervosa, binge eating/purging type
F50.2 Bulimia nervosa
F50.81 Binge eating disorder
F50.82 Avoidant/restrictive food intake disorder
F50.89 Other specified eating disorder
F50.9 Eating disorder, unspecified
F51.4 Sleep terrors [night terrors]
F60.0 Paranoid personality disorder
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F60.3 Borderline personality disorder

Option for Phase-in of Services and Eligibility. If the State elects to target this 1915(i) State Plan 
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled individuals 
in accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-
in plan, subject to CMS approval. At a minimum, the phase-in plan must describe: (1) the criteria used to 
limit enrollment or service delivery; (2) the rationale for phasing-in services and/or eligibility; and (3) 
timelines and benchmarks to ensure that the benefit is available statewide to all eligible individuals within 
the initial 5-year approval. (Specify the phase-in plan):

(By checking the following box the State assures that):

8. Adjustment Authority. The state will notify CMS and the public at least 60 days before exercising the 
option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii).

9. Reasonable Indication of Need for Services. In order for an individual to be determined to need the 
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i) service, 
as documented in the person-centered service plan, and (b) the provision of 1915(i) services at least monthly 
or, if the need for services is less than monthly, the participant requires regular monthly monitoring which 
must be documented in the person-centered service plan. Specify the state’s policies concerning the 
reasonable indication of the need for 1915(i) State plan HCBS:

i. Minimum number of services.
The minimum number of 1915(i) State plan services (one or more) that an individual must 
require in order to be determined to need the 1915(i) State plan HCBS benefit is:

1

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: Three (3) instances of the BPHC service must 
be provided to each eligible member every 180 days and documented in progress notes.
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(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.)

(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.

Home and Community-Based Settings

The state assures that this 1915(i) state plan HCBS benefit will be subject to any provisions or 
requirements included in HCBS Final Rule.

An ongoing monitoring phase in the state fiscal year (SFY) 2023 due to the fulfillment and completion of 
State Transition Plan activities in SFY 2022. The State Evaluation Team (SET) will conduct on-site visits 
to a percentage of each agency’s POCO settings that have been identified as a setting that provides HCBS 
services. In addition to the site visits, CMS requires a supplemental provider self-assessment. The 
provider self-assessment document will only be completed for the sites identified in the annual Ongoing 
Monitoring notification letter. The Division of Mental Health and Addiction is collaborating on a 
shared Corrective Action Plan (CAP) with the Division of Aging, the Division of Disability and 
Rehabilitation Services, and the Office of Medicaid Policy and Planning to ensure fidelity to 
HCBS Final Rule across all FSSA agencies implementing Home and Community Based
Services.

Person-Centered Planning & Service Delivery
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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):
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The agency staff member conducting the assessment must be a certified user of the State required 
standardized assessment tool, with supervision by a certified super user of the tool. Minimum 
qualification for the person conducting the independent evaluation are: (1): bachelor’s degree in 
social sciences or related field with two or more years of clinical experience; (2) completion of 
DMHA and OMPP approved training and orientation for 1915(i) eligibility and determination; and
(3) completion of assessment tool Certification training. The assessment must be completed face 
to face or via telehealth, according to Indiana Administrative Code. The use of telehealth 
must achieve the following:
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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):

The number of in-person visits and the percentage of time telehealth will be the delivery 
method of service will be based on what is clinically appropriate and in agreement with the 
consumer and/or legal guardian. The use of telehealth should protect against isolating 
participants by offering services which are in-person and shall be invoked to prioritize and 
facilitate community integration.
As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis
shall be conducted for any functions utilizing telehealth services to assess the 
potential risks and vulnerabilities to the confidentiality, integrity, and availability of
patient data.
All telehealth services will be delivered in a way that respects privacy of the individual 
especially in instances of toileting, dressing, etc. Video cameras/monitors are not permitted 
in bedrooms and bathrooms. Participants are able to turn all telehealth-related devices 
on/off at their discretion in order to ensure privacy. The provider who is responsible for the 
treatment of the individual is responsible for training participants on the use of any 
telehealth-related devices both initially and on-going.
Telehealth services shall consider and respond to all accessibility needs, including whether
hands-on or physical assistance is needed to render the service.
Telehealth services must ensure for the health and safety of the individual receiving 
services by adhering to assessment and abuse, neglect, and exploitation prevention and
response practices that apply to in-person treatment.

Licensed professional means any of the following persons:
a licensed psychiatrist;
a licensed physician;
a licensed psychologist or a psychologist endorsed as a health service provider in 
psychology
(HSPP);
a licensed clinical social worker (LCSW);
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a licensed mental health counselor (LMHC);
a licensed marriage and family therapist (LMFT); or
a licensed clinical addiction counselor, as defined under IC 25-23.6-10.5.

Qualified behavioral health professional (QBHP) means any of the following persons:
an individual who has had at least two (2) years of clinical experience treating persons with 
mental illness under the supervision of a licensed professional, as defined above, such 
experience occurring after the completion of a master's degree or doctoral degree, or both, 
in any of the following disciplines:
o in psychiatric or mental health nursing from an accredited university, plus a license as
a registered nurse in Indiana;
o in pastoral counseling from an accredited university; or
o in rehabilitation counseling from an accredited university.

an individual who is under the supervision of a licensed professional, as defined above, is 
eligible for and working toward licensure, and has completed a master’s or doctoral degree, 
or both, in any of the following disciplines:
o in social work from a university accredited by the Council on Social Work Education;
o in psychology from an accredited university;
o in mental health counseling from an accredited university; or
o in marital and family therapy from an accredited university.
a licensed independent practice school psychologist under the supervision of a licensed
professional, as defined above.
an authorized health care professional (AHCP), defined as follows:
o a physician assistant with the authority to prescribe, dispense and administer drugs and 
medical devices or services under an agreement with a supervising physician and subject to

the requirements of IC 25-27.5-5.
o a nurse practitioner or a clinical nurse specialist, with prescriptive authority and 
performing duties within the scope of that person’s license and under the supervision 
of, or under a supervisory agreement with, a licensed physician pursuant to IC 25-23-1.

Other behavioral health professional (OBHP) means any of the following persons:
an individual with an associate or bachelor’s degree, and/or equivalent behavioral health 
experience, meeting minimum competency standards set forth by the behavioral health 
service provider and supervised by a licensed professional, as defined above, or QBHP, as
defined above; or
a licensed addiction counselor, as defined under IC 25-23.6-10.5 supervised by a licensed 
professional, as defined above, or QBHP, as defined under above.
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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):

Person centered planning is an existing requirement for DMHA approved provider agencies in 
Indiana. This requirement is covered via certification rules, requirement for national accreditation, 
and contracts connected to DMHA funding. All IICPs are to be developed with the recipient 
leading the care. The recipient has authority to determine who is included in the process. IICPs 
require staff and recipient signatures as well as clinical documentation of recipient participation. A
copy of the IICP is offered to the client and/or legal guardian.

The Independent State Evaluation Team (SET) reviews and approves or denies all proposed BPHC 
services submitted for consideration to ensure the applicant/recipient participated in the IICP 
development and to prevent a conflict of interest. The following process and expectations are 
adhered to by provider agencies assisting recipients in developing the IICP:

The IICP is developed through a collaboration that includes the applicant/recipient, identified 
community supports (family/nonprofessional caregivers), and all individuals/agency staff involved 
in assessing and/or providing care for the applicant/recipient. The IICP is a person-centered service 
plan that integrates all components and aspects of care that are deemed medically necessary, needs 
based, are clinically indicated, and are provided in the most appropriate setting in order to achieve 
the recipient’s goals. An IICP must be developed with each applicant/recipient. The IICP must 
include all indicated medical and support service coordination needed by the applicant/recipient in 
order to reside in the community, to function at the highest level of independence possible, and to 
achieve his/her goals. The IICP is developed after completing a holistic clinical and bio-
psychosocial assessment. The holistic assessment includes documentation in the 
applicant/recipient’s medical record of the following:

Review, discussion and documentation of the applicant/recipient’s desires, needs, and 
goals.
Goals and recovery, habilitative or rehabilitative based in nature with outcomes specific to 
the applicant/recipient’s needs.
Goals are identified by the applicant/recipient.
Review of psychiatric symptoms and how they affect the applicant/recipient’s functioning, 
ability to attain desires and goals, as well as the applicant’s ability to self-manage mental 
and physical healthcare services.
Applicant/recipient’s ability to attain desires, needs and goals and to self-manage health 
services.
Review of the applicant/recipient’s skills and the support needed for the applicant/recipient 
to attain desires, needs and goals toward self-managing mental and physical healthcare in 
order to remain in the community.
Applicant/recipient’s ability to manage his or her health condition and services.

A member of the treatment team involved in assessing the applicant/recipients needs and desires 
fulfills the role of care coordinator and is responsible for documenting the IICP with the 
applicant/recipient’s participation. In addition to driving the IICP development, the 
applicant/recipient of BPHC services is given a list of eligible provider agencies and services 
offered in his/her geographic area. The applicant/recipient is asked to select the provider agency of 
choice. The referring provider agency is responsible for linking the recipient to his/her selected 
provider. The provider agencies are required to have mechanisms in place to support the 
applicant/recipient’s choice.
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The IICP must reflect the applicant/recipient’s desires and choices. The applicant/recipient’s signature which 
demonstrates his/her participation in the development of an ongoing IICP review is required in the clinical 
record and subject to State audit. The applicant must attest to participation in the development of the IICP on 
the BPHC application. Infrequently, an applicant/recipient may request services but refuse to sign the IICP for 
various reasons (i.e. thought disorder, paranoia, etc.). If a recipient refuses to sign the IICP, the agency staff 
member is required to document on the plan of care (POC) that the recipient agreed to the plan but refused to 
sign the plan. The agency staff member must also document in the clinical record progress notes that a 
planning meeting with the recipient did occur and that the IICP reflects the recipient’s choice of services and 
agreement to participate in the services identified in the IICP. The progress note must further explain any 
known reasons why the recipient refused to sign the plan and how those will be addressed in the future.

Each eligible BPHC provider agency is required to ensure a written statement of rights is provided to each 
recipient. The statement shall include:

(1) The toll-free consumer service line number and the telephone number for Indiana protection and 
advocacy.
(2) Document that agency staff provides both a written and an oral explanation of these rights to each 
applicant/recipient.

In addition, all Approval/Denial Notification letters include an explanation of the action to be taken and the 
appeal rights. Applicants/recipients/authorized representatives may file a complaint or grievance with the 
State. All complaints/grievances regarding BPHC provider agencies are accepted by the following means:

(1) The “Office of Family and Consumer Affairs” on the DMHA website;
(2) The “Consumer Service Line” (800-901-1133)
(3) Indiana Disability Rights (800-622-4845)
(4) In-person to a DMHA staff member; or
(5) Via written complaint or email that is submitted to DMHA.

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):

The State maintains a network of Community Mental Health Centers (CMHCs). As a DMHA 
approved BPHC provider agency, each CMHC is an enrolled Medicaid provider that offers a full 
continuum of behavioral healthcare services, as is mandated by DMHA for all CMHCs, in addition 
to providing BPHC services as documented in this State Plan benefit. The care coordinator explains 
the process for making an informed choice of provider(s) and answers questions. The 
applicant/recipient is also advised that the choice of providers and provider agencies is ongoing for 
the duration of the program. Therefore, providers within an agency and provider agencies 
themselves can be changed upon request from the enrollee. A list of qualified BPHC agency 
providers in randomized sequence is presented by the care coordinator. A listing of approved 
BPHC provider agencies is also posted on the Indiana Medicaid website at www.in.gov/medicaid.
When accessing in.gov/medicaidwebsite, the individual has a choice of a “Member” tab and 
“Provider” tab. The Member tab notes: If you are an Indiana Medicaid Member or are interested in 
applying to becoming a Member, please click the “Member” tab.
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8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the 
Medicaid agency):

9. Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service 
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are 
maintained by the following (check each that applies):

Medicaid agency Operating agency Case manager
Other (specify):

Selection of the Member tab provides an array of information to individuals applying for or eligible 
for Medicaid services, including a “Find a Provider” link. This link allows the individual to target 
the search by selecting types of providers by city, county or state. The resulting lists include the 
provider’s name, address, telephone number and a link to the map for each provider location.

Applicants/recipients and family members may interview potential service providers and make a
choice.

This 1915(i) State Plan benefit runs concurrently with the 1915(b)(4) fee-for-service selective 
contracting waiver (IN.02.R01).

The Indiana Office of Medicaid Policy and Planning (OMPP) retains responsibility for service plan 
approvals made by the Division of Mental Health and Addiction (DMHA). OMPP reviews and 
approves the policies, processes and standards for developing and approving BPHC plans of care 
(POC). Based on the terms and conditions of the 1915(i) benefit, OMPP may review and overrule 
the approval or disapproval of any specific plan of care acted upon by DMHA serving in its 
capacity as the operating agency. In the instance of a complaint from a 1915(i) provider or 
applicant/recipient, the IICP submitted to DMHA may be reviewed by OMPP.
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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: Behavioral & Primary Healthcare Coordination (BPHC)
Service Definition (Scope):
Behavioral & Primary Healthcare Coordination (BPHC) consists of coordination of healthcare services to 
manage the healthcare needs of the individual.
The BPHC service includes the following.

Logistical support, advocacy and education to assist individuals in navigating the healthcare system
o Activities that help recipients gain access to needed health (physical and behavioral health) 

services
o Manage health conditions such as adhering to health regimens
o Scheduling and keeping medical appointments
o Obtaining and maintaining a primary medical provider
o Coordination of care within and across systems
Assessment of the eligible recipient to determine service needs
Development of an individualized integrated care plan (IICP)
Referral and related activities to help the recipient obtain needed services
Monitoring and follow-up
Evaluation

The number of in-person visits and the percentage of time telehealth will be the delivery method of service 
will be based on what is clinically appropriate and in agreement with the consumer and/or legal guardian. 
The use of telehealth should protect against isolating participants by offering services that are in-person and
shall be invoked to prioritize and facilitate community integration.

As required by 45 CFR § 164.308 (a)(1)(ii), an accurate and thorough risk analysis shall be conducted for any 
functions utilizing telehealth services to assess the potential risks and vulnerabilities to the confidentiality, 
integrity, and availability of patient data.

All telehealth services will be delivered in a way that respects the privacy of the individual, especially in 
instances of toileting, dressing, etc. Video cameras/monitors are not permitted in bedrooms and bathrooms. 
Participants can turn all telehealth-related devices on/off at their discretion to ensure privacy. The provider 
who is responsible for the treatment of the individual is responsible for training participants on the use of any 
telehealth-related devices both initial and on-going.

Telehealth services shall consider and respond to all accessibility needs, including whether hands-on or 
physical assistance is needed to render the service.
Telehealth services must ensure the health and safety of the individual receiving services by adhering to all 
abuse, neglect, and exploitation prevention practices that apply to in-person treatment, as well as by providing 
participants with resources on how to report incidences of abuse, neglect, and exploitation and Federal policies 
and regulations. 

Additional needs-based criteria for receiving the service, if applicable (specify):

Services
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N/A
Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope than 
those services available to a medically needy recipient, and services must be equal for any individual within 
a group. States must also separately address standard state plan service questions related to sufficiency of 
services.
(Choose each that applies):

Categorically needy (specify limits):
The BPHC service is initially offered in 15-minute units up to 48 units/12 hours per 180 days. 
Additional units are available upon request.

Exclusions:
o Time spent on the initial assessment, referral form and IICP Activities which are 

billed under MRO Case Management or AMHH Care Coordination
o Direct delivery of medical, clinical, or other direct services

o 

Medically needy (specify limits):
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Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type
(Specify):

License
(Specify):

Certification
(Specify):

Other Standard
(Specify):

Agency N/A DMHA-certified 
Community 
Mental Health 
Center
(CMHC)

DMHA-approved BPHC provider 
agencies must meet DMHA and 
OMPP-defined criteria and standards, 
including the following:

A) Provider agency has acquired a 
National Accreditation by an entity 
approved by DMHA.

B) Provider agency is an enrolled 
Medicaid provider that offers a full-
continuum of care.

C) Provider agency must maintain 
documentation in accordance with the 
Medicaid requirements defined under 
405 IAC 1-5-1 and 405 IAC 1-5-3.

D) Provider agency must meet all BPHC 
provider agency criteria, as defined in 
the 1915(i) benefit and BPHC 
operating policy.

In addition to meeting criteria for a 
provider agency, the agency must certify 
the staff providing a BPHC needs 
assessment, development and adjustments 
to the IICP, referral and linkage activities, 
and physician consults must meet the 
following standards:

A) Licensed professional;
B) QBHP; or
C) OBHP.

The agency must certify the staff 
providing all other BPHC services 
including coordination across health 
systems, monitoring and follow-up
activities, and re-evaluation of the 
recipients progress meet the following 
standards:

A) Licensed professional
B) QBHP
C) OBHP
D) Certified Recovery Specialist; or
E) Certified Integrated Health 

Technician (IHT).

A Certified Recovery Specialist (CRS) 
refers to an individual who meets all of 
the following criteria:
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1. Is maintaining healthy recovery from 
mental illness;

2. Has completed the CRS Indiana 
Division of Mental Health and 
Addiction (DMHA) state-approved 
training program;

3. Receives a passing score on the 
certification exam; and

4. Is supervised by a licensed 
professional or QBHP.

A Certified IHT
refers to an individual who meets all of 
the following criteria:

1. Has completed the IHT job specific 
training from the community mental 
health center employing the IHT;

2. Receives a passing score on the 
certification exam; and

3. Is supervised by a licensed professional 
or Qualified Behavioral Health 
Professional.
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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):

Agency DMHA Initially, and at the time of 
DMHA certification and
renewal.

Service Delivery Method. (Check each that applies):
Participant-directed Provider managed

2. Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible 
Individuals, and Legal Guardians. (By checking this box the state assures that): There are policies 
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives 
of the individual. There are additional policies and controls if the state makes payment to qualified legally 
responsible individuals or legal guardians who provide State Plan HCBS. (Specify (a) who may be paid to 
provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state ensures 
that the provision of services by such persons is in the best interest of the individual; (d) the state’s strategies 
for ongoing monitoring of services provided by such persons; (e) the controls to ensure that payments are 
made only for services rendered; and (f) if legally responsible individuals may provide personal care or 
similar services, the policies to determine and ensure that the services are extraordinary (over and above 
that which would ordinarily be provided by a legally responsible individual):
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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.

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:

Participant-Direction of Services

Indiana does not offer self-directed care.
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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 Measures

(Describe the state’s quality improvement strategy. For each requirement, and lettered sub-requirement, 
complete the table below):

(Table repeats for each measure for each requirement and lettered sub-requirement above.)

1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and c) 
document choice of services and providers.

Requirement 1a) Service plans address assessed needs of 1915(i) participants
Discovery

Discovery 
Evidence

Number and percent of IICPs that address recipient needs
N: Total number of IICPs reviewed that address recipient needs 
D: Total number of IICPs reviewed(Performance 

Measure)
Discovery 
Activity

100% of IICPs are reviewed and approved through the State’s database

(Source of Data &
sample size)

Monitoring 
Responsibilities The Division of Mental Health and Addiction (DMHA) reviews 100% of 

all Individualized Integrated Care Plans (IICPs) submitted through the 
Data Assessment Registry Mental Health and Addiction (DARMHA) 
database. During the review of the IICPs, DMHA ensures the needs of the 
participants are addressed, the IICP is updated timely, and documentation 
supports the applicant received a choice of services and providers.

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Quality Improvement Strategy
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Frequency
(of Analysis and 
Aggregation)

Analysis and aggregation are ongoing. If a corrective action plan (CAP) is needed, it
must be provided within 30 business days and the State will respond in 30 business days 
for a total of 60 business days.
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Requirement 1b) Service plans are updated, at least, every 180 days
Discovery

Discovery 
Evidence

Number and percent of IICPs reviewed and revised within the past 180 days 
N: Total number of IICPs reviewed and revised within the past 180 days 
D: Total number of IICPs reviewed(Performance 

Measure)
Discovery 
Activity

100% of IICPs are reviewed and approved through the State’s database

(Source of Data &
sample size)

Monitoring 
Responsibilities

DMHA

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

Requirement 1c) Service plans document choice of services
Discovery

Discovery 
Evidence
(Performance 
Measure)

Number and percent of recipients with documentation of choice of eligible services 
N: Total number of IICPs reviewed with recipient’s documented choice of eligible 
services
D: Total number of IICPs reviewed



State: IN §1915(i) State Plan HCBS Attachment 3.1-i-C
Page 40

TN: 23-0024
Supersedes: 20-005

Approved: February 27, 2024 Effective: June 1, 2024

Discovery 
Activity
(Source of Data &
sample size)

Record Review – onsite/off site
Sample with 95% confidence level with 5% margin of error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

DMHA

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

Requirement 1d) Service plans address choice of providers
Discovery

Discovery 
Evidence
(Performance 
Measure)

Number and percent of recipients with documentation of choice of providers 
N: Total number of IICPs reviewed with recipient’s documented choice of 
providers
D: Total number of IICPs reviewed

Discovery 
Activity
(Source of Data &
sample size)

Record Review - onsite/off site
Sample with 95% confidence level with 5% margin of error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

DMHA

Frequency Ongoing

Remediation



State: IN §1915(i) State Plan HCBS Attachment 3.1-i-C
Page 41

TN: 23-0024
Supersedes: 20-005

Approved: February 27, 2024 Effective: June 1, 2024

Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

Requirement 1e. Client and/or legal guardian offered a copy of the IICP
Discovery

Discovery 
Evidence
(Performance 
Measure)

Number and percent of clients or legal guardians that were offered a copy of the 
completed IICP
N: Total number of attestations reviewed with documentation of offered IICP 
D: Total number of attestations reviewed

Discovery 
Activity
(Source of Data &
sample size)

Record Review – onsite/off site
Sample with 95% confidence level with 5% margin of error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

DMHA

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.
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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 2a) An evaluation for eligibility is provided to all applicants
Discovery

Discovery 
Evidence
(Performance 
Measure)

Number and percent of new applicants who had anevaluation for BPHC eligibility 
prior to enrollment that was face to face or telehealth, according to Indiana 
Administrative Code.

N: Number of new applicants who had a face-to-face or telehealth evaluation for 
BPHC eligibility prior to enrollment

D: Total number of new applicants who had a BPHC evaluation prior to
enrollment

Discovery 
Activity
(Source of Data &
sample size)

Record Review - onsite/off site
Sample with 95% confidence level with 5% margin of error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

. For each BPHC application submitted, providers are required to complete 
a BPHC evaluation and Adult Needs Strengths Assessment (ANSA), 
which should be completed face to face or via telehealth, according to 
Indiana Administrative Code. Information from the evaluation and 
assessment is submitted along with an IICP with other supporting 
documentation to DMHA for review for eligibility. The process is the 
same for the BPHC renewal application, as it is for the initial application.

DMHA conducts an annual quality assurance review for each BPHC 
provider to ensure compliance with all eligibility requirements. DMHA 
will review the services provided during a package period to ensure the 
services provided are included in the IICP.

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA
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Frequency Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of
60 business days.
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(of Analysis and
Aggregation)

Requirement
2b) 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 Adult Needs and Strengths Assessments (ANSA) completed 
according to policy

N: Number of applicants who had anANSA completed face to face or via 
telehealth, according to Indiana Administrative Code (within 60 days of 
application submission) for BPHC eligibility prior to enrollment

D: Total number of new applicants who had an ANSA completed prior to 
enrollment

Discovery 
Activity
(Source of Data &
sample size)

Record Review - onsite/off site
Sample with 95% confidence level with 5% margin of error

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

DMHA

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

Requirement 2c) The 1915(i) benefit eligibility of enrolled individuals is re-evaluated 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

Number and percent of enrolled individuals re-evaluated at least every 180 daysas 
specified in the approved 1915(i) benefit

N: Number of BPHC re-evaluations completed for enrolled individuals during 
the past 180 days
D: Total number of enrolled individuals due for re-evaluation during the past 
180 days

(Performance 
Measure)

Discovery 
Activity

Record Review - onsite/off site
Sample with 95% confidence level with 5% margin of error

(Source of Data &
sample size)

Monitoring 
Responsibilities

DMHA

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

Requirement
2d) Service activities are linked to goals, objectives, and/or strategies identified in the IICP. 

Discovery
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Discovery 
Evidence
(Performance 
Measure)

Number and percent of completed BPHC services linked to goals, objectives, and/or 
strategies identified in the IICP.
N: Number of completed BPHC services linked to goals, objectives, and/or strategies 
identified in the IICP.
D: Total number of completed BPHC services during the review period.

Discovery 
Activity

Record Review - onsite/off site
Sample with 95% confidence level with 5% margin of error

(Source of Data &
sample size)

Monitoring 
Responsibilities

DMHA

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.



State: IN §1915(i) State Plan HCBS Attachment 3.1-i-C
Page 47

TN: 23-0024
Supersedes: 20-005

Approved: February 27, 2024 Effective: June 1, 2024

3. Providers meet required qualifications.

Requirement 3a) Providers meet required qualifications
Discovery
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Discovery 
Evidence

Number and percent of provider agencies who meet qualifications
N: Number of BPHC provider agencies who meet qualifications at re-

certification
D: Total number of BPHC provider agencies due for recertification

(Performance 
Measure)
Discovery 
Activity

100% of provider agency applications are reviewed prior to approval

(Source of Data &
sample size)

Monitoring 
Responsibilities

. DMHA approves all providers for the BPHC program. The State’s 24 
DMHA-certified Community Mental Health Centers (CMHCs) are the 
exclusive providers for the BPHC program. CMHC’s must meet all 
provider agency standards documented in the State Plan benefit and 
ensure that all direct care agency staff members providing services meet 
all required qualifications. The services are provided according to the 
standards and expectations outlined in the State Plan benefit.

All providers must be re-certified by DMHA to provide services. The re-
certification is required every three (3) years or at the time of re-
accreditation.

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

Requirement 3b) Providers meet required qualifications
Discovery

Discovery 
Evidence

Number and percent of provider agencies re-certified timely
N: Number of BPHC provider agencies recertified timely
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(Performance 
Measure)

D: Total number of BPHC provider agencies recertified

Discovery 
Activity

100% of provider agency re-certification applications are reviewed prior to approval

(Source of Data &
sample size)

Monitoring
Responsibilities

DMHA
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(Agency or entity 
that conducts 
discovery activities)

Frequency Every 3 years or at a time of reaccreditation

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are quarterly. If a CAP is needed, it must be provided 
within 30 business days and the State will respond in 30 business days for a total of 
60 business days.

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
4) Provider owned, controlled, and operated residential settings meet the home and 

community-based setting requirements as specified in the benefit and in 
accordance with 42 CFR 441.710(a)(1)-(2)

Discovery

Discovery 
Evidence

Number and percent of provider owned, controlled, and operated residential 
settings in compliance with criteria that meets standards for community living

N: Number of provider-owned, controlled, and operated residential settings in 
compliance with HCBS Settings final rule

D: Total number of provider-owned, controlled, and operated residential 
settings

(Performance 
Measure)

Discovery 
Activity

100% of provider owned, controlled, and operated residential settings are reviewed 
to ensure applicants reside in HCBS compliant settings

(Source of Data &
sample size)

Monitoring 
Responsibilities . CMHC’s receive assistance provided through DMHA webinars, onsite 

trainings, and technical assistance calls to increase the understanding of 
HCBS requirements for providers to successfully implement standards.

(Agency or entity 
that conducts 
discovery activities)
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Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. If a CAP is needed, it must be provided to 
the State within 30 business days. The State will respond in 30 business days for a
total of 60 business days.

5. The SMA retains authority and responsibility for program operations and oversight.

Requirement
5a) The SMA retains authority and responsibility for program operations and
oversight

Discovery

Discovery 
Evidence
(Performance 
Measure)

Number and percent of performance measure data reports from DMHA and 
contracted entities reviewed to ensure administrative oversight.
N: Number of data reports provided timely 
D: Total number of data reports due

Discovery

100% review of DMHA Quality Management ReportsActivity
(Source of Data &
sample size)

Monitoring OMPP

Responsibilities
(Agency or entity
that conducts 
discovery activities)

Frequency Quarterly

Remediation

Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates

DMHA and OMPP



State: IN §1915(i) State Plan HCBS Attachment 3.1-i-C
Page 52

TN: 23-0024
Supersedes: 20-005

Effective: June 1, 2024Approved: February 27, 2024

remediation 
activities; required
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are completed annually. If a CAP is needed from 
DMHA it must be provided within 30 business days and OMPP will respond in 30
business days for a total of 60 business days.

Requirement
5b) The SMA retains authority and responsibility for program operations and

oversight
Discovery

Discovery 
Evidence

Number and percent of performance measure data reports from DMHA and 
contracted entities reviewed to ensure administrative oversight.

N: Number of data reports provided in correct format 
D: Total number of data reports due

(Performance 
Measure)
Discovery 
Activity 100% review of DMHA Quality Management Reports
(Source of Data &
sample size)

Monitoring 
Responsibilities

OMPP

(Agency or entity 
that conducts 
discovery activities)

Frequency Quarterly

Remediation
Remediation 
Responsibilities

DMHA and OMPP

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are completed annually. If a CAP is needed from 
DMHA it must be provided within 30 business days and OMPP will respond in 30
business days for a total of 60 business days.

6. The SMA maintains financial accountability through payment of claims for services that are 
authorized and furnished to 1915(i) participants by qualified providers.
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Requirement
6a) 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

Number and percent of claims paid according to the published rate during the 
review period
N: Number of claims paid according to the published rate during the review 

period
D: Total number of claims submitted during the review period

(Performance 
Measure)

Discovery 
Activity

Medicaid Management Information System (MMIS) 100% review

(Source of Data &
sample size)

Monitoring 
Responsibilities

OMPP and Medicaid Fiscal Contractor

(Agency or entity 
that conducts 
discovery activities)

Frequency Monthly

Remediation
Remediation 
Responsibilities

OMPP

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are completed annually. Corrective Action will follow 
the process identified in the contract between OMPP and MMIS vendor.

Requirement
6b) 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 paid during the review period for recipients enrolled in the 
program on the date the service was delivered
N: Number of claims paid during the review period for recipients enrolled in the 

program on the date the service was delivered
D: Total number of claims submitted for recipients enrolled in the) program on 

the date the service was delivered
Discovery
Activity

Medicaid Management Information System (MMIS) 100% review
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(Source of Data &
sample size)

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

OMPP and Medicaid Fiscal Contractor

Frequency Monthly

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

OMPP

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are completed annually. Corrective Action will follow 
the process identified in the contract between OMPP and MMIS vendor.

7. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation, 
including the use of restraints.

Requirement
7a) The State identifies, addresses, and seeks to prevent incidents of abuse, 

neglect, and exploitation, including the use of restraints and medication errors.

Discovery

Discovery 
Evidence
(Performance 
Measure)

Number and percent of provider agencies who have policies and procedures to 
prevent incidents of abuse, neglect, exploitation

N: Number of provider agencies with policies and procedures to prevent 
incidents of abuse, neglect, exploitation

D: Total number of provider agencies with policies and procedures reviewed
Discovery 
Activity
(Source of Data &
sample size)

100% of provider agencies policies and procedures reviewed to ensure health and
welfare needs are addressed.

Monitoring 
Responsibilities . DMHA reviews policies and procedures for all approved providers for 

the program to ensure health and welfare needs are addressed. 
Additionally, DMHA reviews 100% of all incident reports required to be 
and ensures the incident report is submitted within the required timeframe.
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(Agency or entity 
that conducts 
discovery activities)

Frequency Annually

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Review of policies and procedures occurs annually. If policies and procedures are 
not in compliance, revised policies must be provided within 30 business days and 
the State will respond in 30 business days for a total of 60 business days.

Requirement
7b) The State identifies, addresses, and seeks to prevent incidents of abuse, neglect, 

and exploitation, including the use of restraints and medication errors.

Discovery
Discovery 
Evidence
(Performance 
Measure)

Number and percent of incidents reported within required timeframe

N: Number of incident reports submitted within required timeframe 
D: Total number of incident reports submitted

Discovery 
Activity
(Source of Data &
sample size)

100% review of submitted incident reports

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

DMHA

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation

DMHA
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activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. Report submitted to State within 72 hours. 
State will review plan and respond within 5 business days. If CAP is needed it
must be provided within 30 business days and the State will respond in 30 business 
days for a total of 60 business days.

Requirement
7c) The State identifies, addresses, and seeks to prevent incidents of abuse, neglect, 

and exploitation, including the use of restraints, and medication errors.

Discovery
Discovery 
Evidence
(Performance 
Measure)

Number and percent of incident reports involving medication errors resolved 
according to policy

N: Number of incident reports including medication errors resolved according 
to policy

D: Total number of incident reports including medication errors submitted
Discovery 
Activity
(Source of Data &
sample size)

100% review of submitted incident reports

Monitoring 
Responsibilities
(Agency or entity 
that conducts 
discovery activities)

DMHA

Frequency Ongoing

Remediation
Remediation 
Responsibilities
(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

DMHA

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. Report submitted to State within 72 hours 
State will review plan and respond within 5 business days. If a CAP is needed it
must be provided within 30 business days and the State will respond in 30 business 
days for a total of 60 business days.

Requirement 7d) The State identifies, addresses, and seeks to prevent incidents of abuse, neglect, 
and exploitation, including the use of restraints.
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Discovery
Discovery 
Evidence

Number and percent of incident reports involving seclusions and restraints resolved 
according to policy

N: Number of incident reports including seclusion and restraints resolved 
according to policy

D: Total number of incident reports including seclusion and restraints submitted

(Performance 
Measure)

Discovery 
Activity

100% review of submitted incident reports

(Source of Data &
sample size)

Monitoring 
Responsibilities

DMHA

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. Report submitted to State within 72 hours 
State will review plan and respond within 5 business days. If a CAP is needed it
must be provided within 30 business days and the State will respond in 30 business 
days for a total of 60 business days.
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Requirement 7e) The State identifies and addresses incident reports involving death
Discovery

Discovery 
Evidence

Number and percent of incident reports involving death resolved according to 
policy
N: Number of incident reports involving death where the participant’s health, 

safety, and welfare were met by the provider
D: Total number of incident reports involving death

(Performance 
Measure)

Discovery 
Activity

100% review of provider agencies’ critical incident reports involving death

(Source of Data &
sample size)

Monitoring 
Responsibilities

DMHA

(Agency or entity 
that conducts 
discovery activities)

Frequency Ongoing

Remediation
Remediation 
Responsibilities

DMHA

(Who corrects, 
analyzes, and 
aggregates 
remediation 
activities; required 
timeframes for 
remediation)

Frequency
(of Analysis and
Aggregation)

Analysis and aggregation are ongoing. Incident report submitted to State within 24
hours for residential settings and within 72 hours for participants in a 
private/independent home setting.
State will review submitted report and respond within 5 business days. If a CAP is 
needed, it must be submitted to the State within 30 business days. The State will 
respond in 30 business days for a total of 60 business days.
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System Improvement
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.)

1. Methods for Analyzing Data and Prioritizing Need for System Improvement

2. Roles and Responsibilities

3. Frequency

4. Method for Evaluating Effectiveness of System Changes

1) DMHA collects and tracks complaints related to the BPHC service offered through the 1915(i). 
Complaints could be received from recipients, family members, concerned citizens, providers, or 
advocates. Complaints are categorized as individual issue or system challenges. All complaints are 
discussed during monthly strategy meetings between DMHA and OMPP.
System challenge/barrier issues identified in the complaints are prioritized with solutions discussed for 
highest priority items.

DMHA reviews and analyzes individual issues related to performance measures to identify any system 
trends. DMHA and OMPP monitor trends to identify the need for system changes.

During the monthly meeting between DMHA and OMPP, the need for new system changes as well as the 
effectiveness of previous system changes will be discussed and evaluated. Additional changes will be 
made as necessary, including changes in provider agency training, bulletins, policy changes and 
refinements.

Monthly, Quarterly, and Annually
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STANDARD-SETTING AUTHORITY FOR INSTITUTIONS

The state authority(ies) responsible for establishing and
maintaining health standards, and standards other than those
relating to health, for public or private institutions in which
recipients of medical assistance under the plan may receive
care or services are:

1. State Board of Health - Legal Base: Chapter 346, Acts of 1945
as amended

The legal citation quoted above resulted in promulgation of State
Board of Health General Regulations for Hospitals HHL-1 through
HHL-4L

Legal Base: Chapter 239, Acts of 1963
as amended

The legal citation listed above resulted in promulgation of
State Board of Health Health Facilities Regulations HHF 20 through
HHF 38, effective June 3, 1970.

These documents are on file in the Office of the State Board
of Health, 1330 West Michigan Street, Indianapolis, Indiana.

2. Fire Marshal Department - The 1970 edition of the Federal
Life Safety Code has been adopted and is used as the standards
required by the State Fire Marshal Department.

These standards are maintained on file in the State Fire
Marshal Department, 502 State Office Building, Indianapolis,
Indiana.

3. Administrative Building Council-

Rules and Regulations
Construction
Electrical
Plumbing
Mechanical

of the Administrative Building Council:
- Volume I
- Volume II
- Volume III
- Volume IV

It is required that the above rules and regulations, on
file in the Administrative Building Council Office, 215 North
Senate Avenue, be followed completely. However, there are
instances where the requirements of the State Fire Marshal
Department exceed those of the Administrative Building Council.
In order to qualify for Federal funds, the State Fire Marshal
Department requirements are followed in each such instance.
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Interagency Agreement between Family and Social Services Administration's
Office of Medicaid Policy and Planning and the State Department of Health

1. PURPOSE

This Agreement is entered into by the Office of Medicaid Policy and Planning, Family and
Social Services Administration, hereinafter referred to as OMPP, and the Indiana State
Department of Health, hereinafter referred to as Health, for the purpose of defining
interrelationships and responsibilities as well as providing for coordination between the parties in
the certification of nursing facilities and intermediate care facilities for the mentally retarded
(hereinafter jointly referred to as "long term care facilities"), psychiatric residential treatment
facilities, home health and hospice service providers for participation in the Indiana Medical
Assistance Program (Medicaid).

It is acknowledged by the parties hereto that Health is also responsible for survey and
certification of certain Medicaid providers under Title XVIII (Medicare).

II. AUTHORITY

This Agreement is written in accordance with and pursuant to 42 USC 1396a(a)(5); 42 USC
1396a(a)(9); 42 USC 1396a(a)(33); 42 CFR Part 431, Subparts A and M; 42 CFR Part 442; 42
CFR 483, Subpart G; 42 CFR 418; 42 CFR 484; Section 1902(a)(33)(B) of the Social Security
Act; the Indiana State Plan for Medicaid Assistance required under 42 USC 1396 et seq; and the
Indiana State Health Plan required under section 42 USC 246 et seq.

III. RESPONSIBILITIES OF OMPP

A. OMPP shall administer its responsibilities regarding the Medicaid program for long term
care facilities in accordance with federal law and regulation, specifically 42 CFR Parts
431 and 442, and in accordance with state law and promulgated rules to include IC 12
15-1-1 et seq.; IC 16-28 et seq.; and 410 lAC 16.2.

B. OMPP shall administer its responsibilities regarding the Medicaid program for
psychiatric residential treatment facilities in accordance with federal law and regulation,
specifically 42 CFR 483, Subpart G, and in accordance with state law and promulgated
rules to include 405 lAC 5-20.

C. OMPP shall administer its responsibilities regarding the Medicaid program for home
health agencies in accordance with federal law and regulation, specifically 42 CFR Part
484, and in accordance with state law and promulgated rules to include IC 16-27 et seq.
and 410 lAC 17.

TN No. 05-003
Supersedes
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D. OMPP shall administer its responsibilities regarding the Medicaid program for hospice
agencies in accordance with federal law and regulation, specifically 42 CFR Part 418,
and in accordance with state law and promulgated rules to include 405 lAC 5-2-10; 405
lAC 1-16; 405 lAC 5-5-1; 405 lAC 5-34; IC 16-25; and 410 lAC 17.1.

E. OMPP shall perform the following duties specifically relating to the survey and
certification process for psychiatric residential treatment facilities, home health agencies,
hospice agencies and for long term care facilities as mentioned in Section I above which
are certified under Title XVIII:

1. OMPP shall maintain and supply to Health upon request all rules and regulations
pertaining to Medicaid long term care facilities, psychiatric residential treatment
facilities, home health agencies and hospice agencies and inform Health of changes
thereto.

2. OMPP shall issue, renew, cancel, or terminate provider agreements in accordance
with certification findings issued by Health (or in the case of a Medicare participating
facility, the Department of Health and Human Services, hereinafter referred to as
DHHS).

3. OMPP shall notify Health on a timely basis of all provider agreement issuances,
assignments, amendments, expirations and denials.

4. OMPP shall refer to Health any information regarding alleged violations of federal
regulations and hazards to the health and safety of patients residing in long term care
facilities and psychiatric residential treatment facilities participating in the Medicaid
program. The OMPP shall also refer to Health any information regarding alleged
violations and hazards to the health and safety of patients enrolled in either the
Medicaid home health program or the Medicaid hospice program.

F. In exchange for services rendered in accordance with Section IV of this agreement,
OMPP shall reimburse Health for actual costs allowable under appropriate federal
regulations and guidelines, associated with the performance of Health's duties and
responsibilities. OMPP shall reimburse Health for only those costs for which federal
financial participation is available. Such reimbursement shall be subject to the following
conditions:

1. Health shall forward copies of quarterly expenditure reports CMS 435, CMS 435A,
and CMS 434 to OMPP. Health shall also provide a written request stating the total
amount of funds to be reimbursed, designating the appropriate fund object center to
which funds are to be transferred. OMPP shall transfer to Health Title XIX federal
funds to cover Medicaid Certification and Nurse Aide Registry expenditures within
thirty (30) days from receipt of documentation.

TN No. 05-003
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2. Full reimbursement shall be for expenditures incurred during the survey and
certification of psychiatric residential treatment facilities, long term care facilities,
home health agencies, and hospice agencies including providers and suppliers that are
defined and certified under Title XVIII (Medicare), which are consistent with a
budget that has received prior approval from OMPP and DHHS.

3. Expenditures for which reimbursement is claimed under this agreement shall not
include any expenditures that are attributable to Health's overall responsibilities
under State law and regulations for establishing and maintaining standards pertaining
to State licensure of health facilities.

4. The state share of expenditures under this section shall be paid by Health.

IV. RESPONSIBILITIES OF HEALTH

A. In accordance with 42 USC 1396a(a)(9) and (33) and the Indiana State Planfor Medical
Assistance, Health has been designated as the state health standard setting authority and
state survey agency responsible for surveying institutional providers to certify that they
meet standards for participation in the Medicaid program under the State Plan.

B. Health, as the designated state survey agency, shall perform the following duties
specifically relating to the survey and certification of providers and suppliers defined and
certified under Title XVIII (Medicare):

1. Utilizing qualified personnel, Health will conduct on-site surveys of Intermediate
Care Facilities for the Mentally Retarded/Developmentally Disabled (MR/DD) at
least annually, or more frequently if there is a question of compliance; conduct
on-site surveys of Nursing Facilities in accordance with 42 USC 1396r(g); and, in
accordance with applicable federal guidelines, conduct on-site reviews to validate
psychiatric residential treatment facility attestations of compliance with federal
restraint and seclusion standards, including any necessary follow up, enforcement
and appeals activities.

2. Health will use federal standards and the forms, methods and procedures
designated by DHHS to determine provider eligibility and certification under
Medicaid as defined by 42 CFR 442.

3. Health will document findings and complete reports regarding a facility's
compliance or noncompliance with each standard or requirement, including a
listing of deficiencies. Upon determining the certification status and appropriate
remedy(ies), Health will notify OMPP and the provider of certification status and
any remedy(ies) imposed by Health in accordance with applicable federal rules
and transmittals.
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4. Health will notify the provider and OMPP of any action to discontinue
remedy(ies).

5. Health will make available to nursing facilities, in accordance with 42 CFR
488.331, an informal dispute resolution process upon request of the nursing
facility after the nursing facility receives notice of certification of noncompliance.

6. Health will conduct provider appeals of determinations of long term care
facilities, psychiatric residential treatment facilities, home health agencies and
hospice agencies compliance so long as the scope of the appeal is limited as set
forth in Federal Regulations 42 CFR 431.

7. Hearing decisions will be forwarded to OMPP.

8. Health will report findings and notify OMPP of final determinations or any
changes in the status of certification in a timely manner. The notification to
OMPP must include:

a. The type and tenn of certification, recertification or decertification;
b. Total number of certified beds and location if distinct part certification; and
c. Relevant materials supporting the certification decision, including ownership

information.

9. Health will maintain on file all information and reports used in determining each
long term care facility's, psychiatric resident treatment facility's, home health
agency's and hospice agency's compliance with federal requirements, as
maintained in the normal course of business, for a period of at least three (3) years
or such longer periods of time as may be required by OMPP, and make such
information and reports readily accessible to OMPP, DHHS, or their respective
agents upon request. Such requests may be made:

(i) For meeting other requirements under the Plan; and
(ii) For purposes consistent with the Medicaid agency's effective administration of

the program.

10. Health will retain in the state survey agency office for a period determined by
agency records retention policy accurate ownership information, survey reports,
findings, and deficiency statements, all of which shall become public information
pursuant to State and Federal law.

Effective Date March 1, 2005t\ f"(
/ "
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11. Health will obtain annually and promptly furnish to OMPP, ownership and
control information for each participating long term care facility, psychiatric
residential treatment facility, home health agency and hospice agency.

12. Health will investigate complaints regarding long term care facilities, psychiatric
residential treatment facilities, home health agencies and hospice agencies
allegedly violating certification standards or otherwise jeopardizing the health and
safety of patients. Also, Health will respond timely to OMPP following referral of
alleged violations in accordance with section III, part E, paragraph 4 of this
agreement.

13. Health will submit budget requests, expenditure estimates, and requests for
reimbursement and expenditure reports at such times and in such manner as
required by OMPP or DHHS, including the following:

a. The above submittals shall be in accordance with federal guidelines unless
otherwise specified in writing by OMPP.

b. Health shall furnish or make available on request such supplemental
accounts, records, or other information as may be required by OMPP,
DHHS, or their agents, to substantiate any estimate, expenditure, or report
as may be necessary for auditing purposes to verify the permissibility of
expenditures under the agreement. This will include a separate accounting of
Nurse Aide Registry and Training costs for OMPP's use in eMS 64
reporting.

c. Each submittal shall include only those expenditures that are allowable under
applicable federal regulations and guidelines; necessary and proper for
carrying out Health's duties and responsibilities (including subcontract costs)
under this agreement; and which are not attributable to Health's overall
responsibilities under State law and regulations for establishing and
maintaining standards pertaining to State licensure of health facilities.

d. Documentation supporting expenditures reimbursed pursuant to Section III,
part F shall be retained for a period ofthree (3) years with the following

qualifications.

1. If an audit is in progress, or if audit findings have not been resolved, the
above-described records shall be retained until final resolution occurs.

2. The three- (3) year retention period shall begin as of the date that the
final payment is delivered to Health, or the date of expiration of this
agreement, whichever is later.
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14. Pursuant to Indiana Code § 16-28-12-2, Health will administer the dedicated fund
for collection of civil money penalties in accordance with 42 U.S.C.
1396r(h)(2)(A)(ii) and provide information to OMPP about the administration of
the fund upon request.

V. GENERAL PROVISIONS

A. The certification authority of Health shall not be delegated to any other
governmental or private agency. However, Health may subcontract for and utilize
the services, facilities and records of any State agency or local governmental
agency to assist Health in performing its survey-related duties and
responsibilities. Any subcontracts entered into by Health shall be written in
accordance with this Agreement. No subcontract provision shall supersede any
provision of this Agreement.

B. If a final disallowance is assessed the State due to Health's failure to abide by the
provisions of this agreement and the governing federal regulations, the
disallowance shall be assessed to Health in the following manner:

1. If the disallowance is the result of a fiscal audit, Health shall make restitution to
OMPP, with assistance from the State Budget Agency, within a reasonable time
frame.

2. If the disallowance is the result of a program or performance audit/review, Health
shall repay all identified funds (federal and state) expended in relation to the
invalid or incorrect action within a reasonable time period after the federal
adjustment to the state account. The identified funds shall include the direct and
indirect costs associated with the administrative, survey, and support personnel
involved in the certification and decision making process which resulted in
assessment of the disallowance.

C. Any property purchased with funds paid to Health under the provision of this
and previous agreements shall be accounted for in accordance with standards
established by OMPP governing the disposition of such property. OMPP shall
provide Health with a copy of such standards.

D. The parties agree that this Agreement may be modified or amended by written
amendments signed by both parties or their designated representatives.
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E. This Agreement may be terminated by either party upon ninety- (90) days
advance written notice to the other party. Termination of this Agreement shall
be without prejudice to any obligation or liability of either party already accrued
prior to such termination.

F. The foregoing constitutes the final written expression of agreement between the
parties. Prior inconsistent oral and written agreements are hereby superseded.

G. Each of the parties hereto acknowledges and presents that such party has
carefully read and fully understands the terms, conditions, and effect of this
agreement and is entering into this agreement freely and voluntarily.

H. Multiple copies of this agreement may be executed in counterpart in lieu of a
fully executed original. This agreement shall be deemed executed upon the date
that both parties have signed a counterpart and delivered the signed counterpart
to the other party. All of the counterparts, collectively, shall constitute the
original agreement so that each of the parties shall be bound by the mutual
promises and obligations of this agreement in full.

1. This agreement cannot be amended, modified, or supplemented in any respect
except by subsequent written agreement signed by both parties.

J. This agreement shall be governed by the laws of the State of Indiana.

K. This agreement shall be binding upon the parties hereto, and their personal
representatives, heirs, assigns, and successors in interest.

This agreement constitutes the terms or conditions agreed upon this 1st day of March, 2005,
by the Indiana State Department of Health and Office of Medicaid Policy and Planning.

The parties having read and understood the foregoing terms of the contract do by their
respective signatures dated below hereby agree to the terms thereof:

nne LaBrecque
irector of Health Policy and M

~arles SClnl11iO~
Office of Management and Budget

Judith Monroe, M.D., Commissioner
State Department of Health
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MEMORANDUM OF UNDERSTANDING
BETWEEN THE OFFICE OF MEDICAID POLICY AND PLANNING

AND
THE DIVISION OF DISABILITY, AGING, AND REHABILITATIVE SERVICES

I. PURPOSE

This Memorandum of Understanding is entered into by the Office of Medicaid Policy and
Planning (hereinafter "Office") and the Division of Disability, Aging, and Rehabilitative
Services (hereinafter "Division") in order to define the administrative and fiscal responsibility of
the respective agencies in the Division's administration of the Indiana Vocation Rehabilitation
Services.

II. AUTHORITY

This Memorandum is written in accordance with and pursuant to IC 12-15 et se,q., IC 12
10-1 et seq.; 12-12-1 et seq.; 29D.S.C. § 701; 29 U.S.C. § 721 and 42 U.S.C. § 1396a et seq.

Ill. PROGRAM RESPONSIBILITY

Both the Office and the Division recognize the responsibilities imposed upon the Office
as the Single State Medicaid Agency and the importance of ensuring that the Office retain the
authority to discharge its responsibilities in providing health benefits coverage under the Indiana
State Medicaid Plan. Simultaneously, both the Office and the Division recognize that the
Division is responsible for planning, establishing and operating programs, facilities and services
relating to vocational rehabilitation. Consequently, the Office and the Division agree to the
following division of responsibilities.

IV. RESPONSIBILITIES OF THE OFFICE

The Office shall:

A. Pursuant to IC 12-8-6-3, administer Medicaid as the designated single state agency.
B. Pursuant to IC 12-8-6-4, develop and coordinate Medicaid policy for the State of Indiana.
C. Pay claims made under Medicaid.
D. Draft and maintain the State Medicaid Plan for the medical assistance program.
E. Pursuant to IC 12-15-1-2, IC 12-15-1-4, and other applicable federal regulations, coordinate

with state agencies and private contractors involved in the provision of Medicaid services.
F. Pursuant to IC 12-15-1-10, adopt rules and standards affecting services, programs and

providers of medical services for recipients of Medicaid.
G. Respond to inquiries from interested parties that relate to areas under OMPP's administrative

control.
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H. Develop and maintain the appropriate Medicaid policy guidelines for the county offices of
the Division of Family and Chi ldren and a manual for the medical provider community.
L Accept Medicaid eligibility determinations made by the Division of Family and Children

through its county offices.
J. Educate and inform providers about the proper billing procedures.
K. Be responsible for the fiscal and quality accountability and audits for services made under

Medicaid. < •

L. Process provider claims for Medicaid payment and issue payment to providers in accordance
with Medicaid procedures.

M. Process requests for prior authorization for services requiring prior authorization in
accordance with state regulations.

N. The Office shall provide reimbursement for any necessary medical service covered by the
Indiana Medicaid Program when an eligible customer of the Indiana Vocational
Rehabilitation Services is dually eligible for Medicaid services.

V.. RESPONSIBILITIES OF THE DIVISION

A. Pursuant to IC 12-9-1-3 and 12-12-1-1, establish the rehabilitation services bureau Within the
division.

B. Pursuant to IC 12-12-1-2, organize the rehabilitation services bureau to include the unit of
vocational rehabilitation, referred to as Indiana Vocational Rehabilitation Services.

C. Pursuant to IC 12-9-2-3(a)(6), adopt rules necessary to carry out the functions of the
Division.

D. Pursuant to IC 12-9-2-3(a)(7), establish and implement the policies and procedures necessary
to carry out the functions of the Division.

E. Pursuant to IC 12-12-1-3(1), through the rehabilitation services bureau, plan, establish and
operate programs, facilities and services relating to vocational rehabilitation.

F. Pursuant to IC 12-12-1-3(2), through the rehabilitation services bureau, design all necessary
state plans for rehabilitation services required for receipt and disbursement of any money
available to the state from the federal government.

G. Pursuant to IC 12-12-1-5, through the rehabilitation services bureau, provide job placement
services and increase employment opportunities for persons with disabilities by encouraging
and authorizing direct job placement into any job that is chosen by the vocational
rehabilitation client.

H. Maintain the sole responsibility for determining the eligibility of all vocational rehabilitation
applicants for vocational rehabilitation services.

L Through Indiana Vocational Rehabilitation Services, provide vocational rehabilitation ..
services to eligible persons consistent with the Division's mission, state plan, and current
program guidelines.

J. Through Indiana Vocational Rehabilitation Services, coordinate with the vocational
rehabilitation customer and other professionals to determine what vocational rehabilitation
services are required and the manner of service provision.
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K. Through Indiana Vocational Rehabilitation Services, coordinate appropriate vocation
rehabilitation case-management services, including, pursuant to 29 U.S.C. § 721(A)(l).
referrals to the Division of Family and Children's county offices for eligibility
determinations for services available through that agency, including Medicaid services.

L. The Indiana Vocational Rehabilitation Services will be responsible for working directly with
the Division of Family and Children caseworkers in order to share information, coordinate
planning and services as appropriate in order to prevent duplication of services and to
maximize the benefits received by mutual recipients/customers.

M. Pursuant to 29 U.S.C. § 721(A)(i) and 29 U.S.C. § 721(B)(i), the Indiana Vocational
Rehabilitation Services will not be held financially responsible for services and benefits to an
eligible individual when it is determined that comparable services and benefits are available
to the individual under the Indiana Medicaid Program, unless such a determination would
interrupt or delay the process of the individual toward achieving the employment outcome
identified in the individualized plan for employment, or an immediate job placement, or the
provision of such services at any individual at extreme medical risk and seek reimbursement
from the Office in accordance with Section VI.

VI. MUTUAL RESPONSIBILITIES

A. The Office and the Division will coordinate reimbursing the Division for any payment of
Medicaid covered services directly by the Division when the Division is required to pay to
Medicaid providers in advance of payment to the providers by the Office as follows:
1. Pursuant to the EDS Provider Manual, Section 2-23, payments for covered Medicaid

services made by the Indiana Vocational Rehabilitation Services to a provider shall be
refunded in full by the provider.

2. The Medicaid provider must then bill the Office for reimbursement of the Medicaid
covered service.

3. The Office and the Division will develop procedures for verifying vocational
rehabilitation customers' eligibility status as Medicaid recipients in order to facilitate
reimbursement of payments made by the Indiana Vocational Rehabilitation Services to
Medicaid providers.

VII. COMMUNICATION AND INTRAAGENCY DISPUTES

A. To ensure that issues arising under this Memorandum are resolved expeditiously, the Office
and the Division shall designate a liaison. The liaison shall coordinate execution of the
functions and responsibilities encompassed in this Memorandum,

B. The liaisons of the Office and the Division shall attempt to resolve all disagreements. if a
disagreement is not resolved by the liaisons, a formal meeting between the Office and
Oivision's administrative staff may be requested by either party,
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:: VID. MODIFICATION

This Memorandum may be modified at any tune by a written modification mutually agreed upon
by both the Office and the Division. .

IX. TERMlNATION

This Memorandum may be terminated at any time with the mutual consent ofboth the Office and
the Division.

X. SIGNATURES

This Memorandum is signed and entered into on the date.indicated below.

(

For the Office:

Kathleen D. Gifford
Assistant Secretary
Office of Medicaid Policy and Plannitg

Date: (: 12-1!vJTO
I I

For the Division:

K-rJL:-
Alex Braitman
Acting Director
Division of Disability, Aging and
Rehabilitative Services

Date: ----'---------'------
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MEMORANDUM OF UNDERSTANDING
BETWEEN

INDIANA STATE DEPARTMENT OF HEALTH
AND

INDIANA FAMILY AND SOCIAL SERVICES ADMINISTRATION

This Agreement is made and entered into by and between the Indiana State
Department of Health, hereinafter referred to as ISDH, and the Indiana Family and
Social Services Administration, hereinafter referred to as IFSSA, specifically the
Office of Medicaid Policy and Plarming (OMPP) and Division of Family and
Children (DFC).

WHEREAS, ISDH and IFSSA enter into a Memorandum of Understanding for the
intent and purpose to promote high quality health care and service for recipients
under the Medicaid Program; to comply with state and federal statutes, regulations
and guidelines requiring the proper expenditures of public funds for the
administration of the Medicaid Program including but not limited to the Early and
Periodic Screening, Diagnosis and Treatment (EPSDT) Program.

WHEREAS, the ISDH is the State government agency responsible for administering
the Title V program that includes Maternal and Child Health Services (MCH) and
Children's Special Health Care Services (CSHCS); and the Supplemental Food
Program for Women, Infants, and Children (WIC) in Indiana.

WHEREAS, it is the desire of the ISDI-I to enter into memoranda of understanding
with other agencies for the purpose of obtaining assurance to deliver maternal and
child health services, nutritional services, and services for children with special
health care needs.

WITNESSETH, in consideration of the mutual promises herein contained, the ISDH
and IFSSA have agreed and do hereby enter into this cooperative agreement
according to the provisions set out herein:

1. Scope of Services

ISDH agrees to:
A. Coordination

1. Refer MCH, CSHCS, and WIC program Participants who may be
eligible for Medicaid to the nearest county office of the Division of
Family and Children and inform participants of the current hours of
service.

2. Coordinate activities with the Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) (Healthwatch) Program under

Transmittal No. 02-004
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Section 1905 (a) (B) (Social Security Act) and other Medicaid
program initiatives to ensure that the ISDH carries out Title V
programs without duplicating efforts. These activities shall include:
the development of policies, similar periodicity schedules, special
programs, and provision of outreach services.

3. Review with Medicaid the periodicity schedules and content
standards for health care services including EPSDT.

4. Provide care coordination services and access to CSHCN
program's approved providers, and Regional Diagnostic and
Treatment Centers to children dually enrolled in Medicaid and the
CSHCS program.

5. Facilitate on-site Medicaid eligibility determinations in WIC and
Title V sites.

6. Facilitate administrative support of on-site placement of Medicaid
staff and/or training of local provider staff including MCH, WIC, and
CSHCS program staff to determine Medicaid eligibility or refer
clients to the county office of the Division of Family and Children.

7. Mandate that qualified Title V funded MCH providers delivering
health services be Medicaid providers and participate in the EPSDT
(Healthwatch) program.

8. Inform local MCH, WIC, and CSHCS offices of this Agreement
and of the responsibilities of the local program staff affected by this
Agreement.

9. Enroll in the Indiana Health Coverage Programs (IHCP) as a
family member transportation provider and submit claims for the
travel expenses of IHCP-eligible CSHCS enrollees that are
reimbursed under 410 lAC 3.2-9-1.

10. Contract with the mcp Managed Care Organizations (MCO) to
receive reimbursement for the mileage of members enrolled in the
Medicaid Risk-Based Managed Care program.

11. Verify that families whose travel expenses are reimbursed comply
with the requirements of 405 lAC 5-4-3(l} through (3), and maintain
records of families' licenses, vehicle registration, and insurance in I).J..<}
accordance with the requirements of 405 lAC fkl-3. $1'\ cCil-h..:bu.-tt"s~ +if"$ +-

IN.5e~ *~~ 50~o::;o~;o of- r(O,.,.,ri. 'f!:;ifo.l ~~~?:;,k
12. Reimburse the IHCP monthly for the s te share ofCSHCS 1<'" , j
family member transportation expenditure OMPP shall forward
copies of monthly MAR expenditure reports. OMPP shall also
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provide a written request stating the total amount of funds to be
reimbursed, designating the appropriate fund object center to which
funds are to be transferred. ISDH shall transfer to OMPP CSHCS
funds to cover the state share of the family member transportation
expenditures within thirty (30) days from receipt of documentation.

B. Outreach

I. Develop outreach materials with input from IFSSA that promote
information about the MedicaidlEPSDT program, the toll-free
Helpline number, and information concerning sources of health care
financing options for children with long-term special health care
needs.

2. Maintain the toll-free telephone number (Indiana Family Helpline,
and TTYrrDD) to provide information about relevant health and
social services including services funded through Social Services
Block Grant, Title V, WIC, and Title XIX.

3. Incorporate McdicaidJEPSDT (HealthWatch) providers into the
database of information for the toll-free Helpline no less frequently
than provided by OMPP or its contractor.

4. Provide outreach materials to IFSSA, the Division of Family and
Children and the Office of Medicaid Policy and Planning for
dissemination to the county offices of the Division of Family and
Children.

5. Provide the addresses, telephone numbers, and hours ~f service of
the local WIC clinics, MCH clinics, the CSHCS treatment centers,
and immunization service sites to IFSSA, Division of Family and
Children and the Office of Medicaid Policy and Planning no less
frequently than on a quarterly basis.

C. Data Collection and Transmittal

1. Cross match, through the WIC Data System, computerized
participant files from Medicaid and \VIC to generate a monthly list of
newly enrolled Medicaid prenatal clients and children under 5 years
of age who are not on the WIC Program to increase outreach efforts.

2. Provide Office of Medicaid Policy and Planning with data and
information on Indiana population-based health care assessments on
access, health status and progress in meeting the Department of
Health and Human Services' Healthy People 2010: National Health

Transmittal No. 02-004
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Promotion and Disease Prevention Objectives; annually or as
frequently as they are available.

IFSSA agrees to:

A. Coordination

1. Refer appropriate Medicaid applicants in each county office of the
Division of Family and Children to WIC Services, Title V funded or
non-Title V funded providers of maternal and child health services,
Children's Special Health Care Services, and immunization services.

2. Accept referrals of persons from Title V funded and non-Title V
funded MCH providers and process applications for persons who are
referred, enroll applicants in the Medicaid payment system who are
found to be eligible, and redetermine Medicaid eligibility, via the
county offices of the Division of Family and Children.

3. Accept and process applications for the Children's Special Health
Care Services Program.

4. Provide for enrollment of qualified Title V funded and non-Title
V funded MCII providers as Medicaid providers.

5. Provide ISDH with a copy of provider bulletins, a provider
manual, and an updated list of enrolled Medicaid and EPSDT
(Healthwatch) providers no less frequently than quarterly.

6. Inform the county office of the Division of Family and Children
of this Agreement and of the responsibilities of the county department
personnel as affected by this agreement.

7. Accept and process Primary Care Case Management and Fee for
Service family member transportation claims from ISDH.

8. Facilitate discussions with the MCO's regarding ISDH
reimbursement under the capitation payments.

B. Outreach

1. Disseminate MCH, CSHCS, WlC and immunization outreach
materials to the Division of Family and Children's county offices and
the Office of Medicaid Policy and Planning.

Transmittal No. 02-004
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I. Provide ISDH with demographic data and program activity
summary on prenatal, EPSDT (HealthWatch) eligible, and persons
served by IFSSA, necessary to fulfill Title V federal reporting
requirements and to track MCI-I-related U.S. Department of Health
and Human Services Healthy People 2010: Health Promotion and
Disease Prevention Objectives within time frames established by the
ISDH and IFSSA.

2. Make available each month to the WIC contracted computer firm
the names of pregnant women and children under age five newly
certified for Medicaid to be used for outreach and eligibility
determination.

3. Share information and collaborate to develop a process to make
available each month the names of children enrolled in the Medicaid
Program who arc also CSHCS recipients.

ISDH and IFSSA mutually agree to:

A. Coordination

1. Work collaboratively to improve the availability and quality or
comprehensive health care and nutritional services provided for
women, infants, children, adolescents, and families served by both
agencies.

2. Assist and promote information to resolve issues relating to
provider relations, client eligibility, or reimbursement.

3. Share and review results of any study or analysis based on shared
Medicaid, Title V, or WIC participant data on shared clientele with
designated staffs prior to release, within mutually acceptable time
frames.

4. Provide jointly developed training sessions for the purpose of
implementing this Agreement and promoting high quality health and
medical services for eligible families.

5. Meet on a regular basis to institute common standards of care to
be used by WIC, Title V, and Title XIX, including but not limited to
EPSDT, and document results and progress of meetings.

6. Meet on a regular basis for the purpose of evaluating and
exploring other alternatives for increasing cooperation, maximizing

Transmittal No. 02-004
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resources and services delivery, and exchanging data. Document
progress and results of meetings.

7. Assure that Title XIX, Title V services and WIC services are
consistent with the needs of participants and the three programs'
objectives and requirements.

8. Work collaboratively in the development and implementation of
Medicaid managed care arrangements for Clients receiving Title V
services including pregnant women, children, adolescents or children
with special health care needs.

B. Data Collection and Transmittal

1. Assign specific agency designees to accept and coordinate all data
requests from each respective agency.

2. Work collaboratively by jointly providing necessary client data
files on a mutally acceptable schedule to facilitate client care
administration and to permit matching of population-based and other
programmatic data files for evaluation purposes.

3. Be in compliance with applicable state and federal laws regarding
confidentiality of participation information.

4. Assure that each program will restrict the use or disclosure of
information obtained from program applicants or participants to
persons directly connected with the administration and of the
enforcement of the respective program and the Comptroller General
of the United States for audit and examination authorized by law.

II. Essential Tenus and Conditions

A. Liaison Responsibilities:

The State Health Commissioner and the Secretary of Family and
Social Services Administration shall designate appropriate liaisons
whose responsibilities shall include regular and periodic
communication about the programs and operations described in the
Agreement.

The liaisons 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 the Agreement. They shall
periodically review the effectiveness of the working relationship
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defined in this agreement, and shall initiate jointly any amendments to
the agreement.

B. Amendment and Termination:

This cooperative agreement may be modified only by written
amendment executed by the parties hereto and approved by the
appropriate state officials (s). This cooperative agreement may be
terminated by either party through written notice to the other, at least
30 days before the effective date of such termination.

C. Agreement Period:

The term or this Agreement shall begin on the first day of ..JUll
2002, and will continue thereafter until termination by either party
upon 30 days advance written notice to the other.

~rz:t~fi:!i~ifV}/,{JD
STATE HEALTH COMMISSIONER.

)ttu0~&}J.---~
MELANIE BELLA,
ASST. SECRETARY
OFFICE OF MEDICAID POLICY
AND PLANNING
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I. INTERAGENCY AGREEMENT

1. This agreement is made and entered into by and between the
Office of Medicaid Policy and Planning, having a mailing
address of 402 west Washington street, W382, Indianapolis,
Indiana 46204, hereinafter referred to as OMPP, and the
Division of Mental Health, having a mailing address of 402
West Washington street, W353, Indianapolis, Indiana 46024,
hereinafter referred to as DMH, and the Division of Aging and
Rehabilitative Services, having a mailing address of 402 West
Washington street, W451, Indianapolis, Indiana 46024,
hereinafter referred to as DARS.

2. WHEREAS, OMPP is the single state agency responsible for the
administration of the Indiana Medicaid Program under the
provisions of IC 12-15-1-1 and Title XIX of the Social
Security Act; and

3. WHEREAS, DMH operates certain state inpatient psychiatric
institutions and certain state institutional intermediate care
facilities for the mentally retarded (ICF's/MR); and

4. WHEREAS, DARS operates certain state institutional
intermediate care facilities for the mentally retarded; and

5. WHEREAS, IC 12-15-5 provides for Medicaid payment for services
to patients who have been found eligible for Medicaid under IC
12-15-5 for inpatient services provided by inpatient
psychiatric institutions for patients under age twenty-one
(21) (those in treatment immediately preceding their twenty
first (21st) birthday may continue in treatment until age
twenty-two (22) J, and for patients who are age sixty-five (65)
or over; and for patients residing in Medicaid certified
institutions for the intermediate care for the mentally
retarded, and

6. WHEREAS, Title XIX of the Social Security Act and the related
federal regulations place precise and strict requirements on
the payment for psychiatric hospital inpatient care for
eligible Medicaid recipients in order for the State of Indiana
to claim its proper and appropriate share of Federal Financial
Participation (FFP) under its Medicaid Plan; and

7. WHEREAS, 42 CFR 431. 620 requires that an interagency agreement
be executed which will maximize cooperation between the
parties to this agreement to carry out the objectives of the
respective programs which they administer;
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8. NOW, THEREFORE, the parties hereby agree to the following

terms and conditions and the parties further agree to actively
promote the cooperative relationships this agreement is
intended to create. This agreement shall insure that the
parties hereto have a functional relationship effectuated
through an interagency agreement which:

a) provides for maximum utilization of care and
services available under the programs; and

b) utilizes these programs to develop more effective
use of Medicaid resources, and to develop joint
planning to determine alternative methods of care.

II. DUTIES OF OMPP

1. OMPP shall reimburse each provider for which there is a
current active Medicaid provider agreement in accordance with
applicable state and federal reimbursement criteria.

2. with respect to referrals from DMH, OMPP assures that
referrals of individuals with psychiatric impairments from
providers or from DMH are processed, that applicants found to
be eligible will be enrolled, and continued Medicaid
eligibility determined.

that
are

be

3. With respect to referrals from DARS, OMPP assures
referrals of individuals with developmental delays
processed, that applicants found to be eligible will
enrolled, and continued Medicaid eligibility determined.

4. OMPP will cooperate with the staff of any provider and DMH or
DARS in assisting Medicaid enrolled patients or the patients'
families in obtaining community-based services and resources
needed by the patient in order to facilitate his earliest
possible release from inpatient psychiatric care or
institutional ICF/MR care.

5. OMPP agrees to provide to DMH and DARS the following upon
request:

1) access to the Medicaid state Plan;

2) a list of enrolled providers and suppliers of care
and services, when necessary for interagency
coordination in administration of the program.

TN # 93-010
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6. It shall be the responsibility of OMPP to communicate with
County Offices of the Division of Family and Children (aka
County Departments of Public Welfare) regarding this
agreement.

III. DUTIES OF DMH

1. It shall be the duty of DMH to refer for authorization for
Medicaid reimbursement of services only those persons:

a) who require inpatient psychiatric hospital services
on a continuous twenty-four (24) hour a day basis
by a provider who meets Medicaid certification
requirements as a psychiatric facility to provide
inpatient psychiatric services for Medicaid
recipients under age twenty-one (21); or

b) who require inpatient psychiatric hospital services
on a continuous twenty-four (24) hour a day basis
by a provider who meets Medicaid certification
requirements as a psychiatric facility to provide
inpatient psychiatric services for Medicaid
recipients over age sixty-five (65); or

c) who require services provided by a Medicaid
certified ICF/MR.

If the recipients described in a) through c) above have been
admitted to a provider facility, they must have been admitted
in accordance with the laws of Indiana which control voluntary
and involuntary admission to such facilities.

2. DMH agrees to maintain such records as are necessary to carry
out Medicaid-related functions and responsibilities with
regard to Medicaid provider certification and rate setting,
Medicaid recipient eligibility , and services provided to
eligible Medicaid recipients for which payment is claimed.

3. DMH further agrees to furnish any such records as mentioned
above at any and all reasonable times to OMPP, the Medicaid
Fiscal Agent, the state Department of Health in its role as
state Survey Agency, and any other OMPP designees.

4. DMH agrees to abide by and to require the state-operated
intermediate care facilities for the mentally retarded it
operates to abide by all applicable state and federal statutes
and regulations, state administrative directives, policies,
and procedures of the Medicaid Program, inclUding but not

TN # 93-010
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limited to requirements for admission, on-going treatment,
traCking medical care for patients under twenty-one (21) years
of age, plan of discharge, utilization review committee
functions, and independent medical review.

5. DMH agrees to maintain procedures for the immediate
readmission to an inpatient facility, when necessary, of
Medicaid patients who have been discharged, are on leave, or
are otherwise not receiving inpatient psychiatric services or
institutional ICF/MR services; provided, however, that it is
understood that this agreement in no way obligates or
authorizes DMH or any provider to readmit any person
involuntarily, except in accordance with IC 12-26-4; IC 12-26
5; IC 12-26-6; or IC 12-26-7.

IV. DUTIES OF OARS

1. It shall be the duty of OARS to refer for authorization for
Medicaid reimbursement of services only those persons:

a) who require services provided by a Medicaid
certified reF/MR.

If the recipients described in a) above have been
admitted to a provider facility, they must have been
admitted to a provider facility in accordance with the
laws of Indiana which control voluntary and involuntary
admission to such facilities.

2. OARS agrees to maintain such records as are necessary to carry
out Medicaid-related functions and responsibilities with
regard to Medicaid provider certification and rate setting,
Medicaid recipient eligibility, and services provided to
eligible Medicaid recipients for which payment is claimed.

3. OARS further agrees to furnish any such records as mentioned
above at any and all reasonable times to OMPP, the Medicaid
Fiscal Agent, the State Department of Health in its role as
State Survey Agency, and any other OMPP designees.

4. OARS agrees to abide by and to require the state-operated
intermediate care facilities for the mentally retarded it
operates to abide by all applicable state and federal statutes
and regulations, state administrative directives, policies,
and procedures of the Medicaid Program, including but not
limited to requirements for admission, on-going treatment,
tracking medical care for patients under twenty-one (21) years
of age, plan of discharge, utilization review committee
functions, and independent medical review.
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5. DARS agrees to maintain procedures for the immediate
readmission, when necessary, to an intermediate care facility
for the mentally retarded of Medicaid patients who have been
discharged, are on leave, or are otherwise not receiving
ICF/MR services; provided, however, that it is understood that
this agreement in no way obligates or authorized OARS or any
provider to readmit any : person involuntarily, except in
accordance with IC 12-26-4; rc 12-26-5; IC 12-26-6; or IC 12
26-7.

6. It shall be the duty of DARS to provide an initial diagnosis
and evaluation for each developmentally disabled Medicaid
recipient who could be appropriately placed in an IeF/M.R.
DARS shall communicate the results of the diagnosis and
evaluation to OMPP as expeditiously as possible in order to
facilitate prompt, proper placement in an rCF/MR. OARS shall
also make available upon request any records pertaining to the
initial diagnosis and evaluation of any Medicaid recipient to
OMPP or its designee.

V. MUTUAL DUTIES AND OBJECTIVES

1. For Medicaid recipients in psychiatric hospitals who are under
age twenty-one (21) the requirements of 42 CFR 456.480-482
must be met. For Medicaid recipients in mental hospitals who
are over age sixty-five (65), the requirements of 42 CFR
456.160 and 42 CFR 456.180 must be met, and for Medicaid
recipients in IeF's/MR, the requirements of 42 CFR Part 483,
and 42 CFR 456.360-381 must be met.

2. The parties agree that an effort should be made to place
patients returning to community living in their natural homes
or in individualized integrated settings.

3. Each Medicaid enrolled patient must receive active, ongoing
treatment as evidenced by an established written and regularly
updated individual plan of care. The plan of care must
include information regarding the potential for patient
discharge from an inpatient treatment.

4. For Medicaid recipients in psychiatric hospitals who are under
age twenty-one (21), the individual plan of care shall set
forth treatment objectives and describe an integrated program
of appropriate therapies, activities, and experiences designed
to meet those objectives. The plan shall be formulated in
consultation with the recipient and parents, legal guardians,
or others to whose care or custody the recipient may be
released following discharge. The plan shall be based upon

TN # 93-010
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diagnostic evaluation which includes an examination of the
medical, psychological, social, behavioral, and developmental
aspects of the recipient's situation. The plan shall include
at an appropriate time a post-discharge treatment plan and
plan for coordination of inpatient services for Medicaid
patients under age twenty-one (21), with partial discharge
plans and appropriate related services in the patient's
community, to insure continuity of care when the patient is
returned to his family, school, or community.

5. For Medicaid recipients in mental hospitals who are over age
sixty-five (65), the individual plan of care shall include an
initial review of the recipient's medical, psychiatric and
social needs; periodic review of the recipient's medical,
psychiatric and social needs; a determination, at least
quarterly, of the recipient's need for continued institutional
care and for alternative care arrangements; appropriate
medical care in the institution, and appropriate social
services.

6. Each Medicaid patient's plan of care shall be reviewed and
updated every ninety (90) days for Medicaid recipients
residing in ICF's/MR and recipients over age sixty-five (65)
residing in institutions for mental diseases, and every thirty
(30) days for recipients under age twenty-one (21) receiving
services in a psychiatric hospital. Such review will be by an
interdisciplinary team and shall consist of a determination
that the services provided were and continue to be required on
an inpatient basis, and for recommendations as to necessary
adjustments in the plan as indicated by the patient's overall
adjustment as an inpatient. This periodic update of the plan
of care must be in writing and made a part of the patient's
record.

7. The psychiatric hospital's utilization review committee shall
review the appropriateness of admissions and continued stay by
applying criteria contained in the approved utilization review
plan. Such criteria shall be developed or adapted from
appropriate regional norms. In any case, the initial review
date shall be not longer than thirty (30) days after
admission. Subsequent reviews must occur at least every
ninety (90) days thereafter for patients over age sixty-five
(65), and at least every thirty (30) days for patients under
age twenty-one (21). Assigned review dates shall be recorded
in the patient's record. All utilization review activities
shall be conducted according to applicable federal
regulations. Evidence of the utilization review committee
action on admissions and patient plans of care are to be made
a matter of record and shall be available for review by OMPP
or any designee of OMPP.
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8. This agreement will be reviewed after the date of signing on
any occasion requested by the parties to the agreement.
Further I this agreement may be amended at any time upon
written agreement of all of the parties to the agreement.

This agreement is entered into this I.!i!!: day of i!.-p/l'/ I 1993.

Robert Dyer, Ph.. , Director
Division of Mental Health

~~CnwaBobby ~ e~ Director
Division of Aging and
Rehabilitative Services

4/15/93Approval Date '5/ UJ ·13 Effective Date
_----'-'--=...:C!-..::...=-_
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INTERAGENCY AGREEMENT
BETWEEN

INDIANA STATE DEPARTMENT OF PUBLIC WELFARE
EARLY PERIODIC SCREENING,

DIAGNOSIS AND TREATMENT PROGRAM
AND

THE DEPARTMENT OF HEALTH AND HUMAN SERVICES
ADMINISTRATION FOR CHILDREN, YOUTH AND FAMILIES

HEAD START PROGRAM

I. Purpose of the Agreement

This agreement intends to increase the number of children participating
in the Early Periodic Screening Diagnosis and Treatment (EPSDT) Program
through the referral of Medicaid eligible children by local Head Start
Agencies to EPSDT providers for services, and, to prOVide the local Head
Start Agencies with screening and treatment services for Medicaid
eligible Head Start children.

II. Mutual Objectives and Agency Responsibilities

Listed below are the responsibilities that the Indiana State Department
of Public Welfare and Head Start Programs agree to assume when jointly
serving EPSDT/Head Start children:

A. Eligibility

The Head Start Program shall:

1. Determine the Medicaid status of all Head Start children.

2. Refer potentially Medicaid eligible children and their families
to the County Department of Public Welfare for eligibility
determinati on.

3. Provide Medicaid eligible enrollees with brochures explaining
available services.

4. Ensure confidentiality in the exchange of information by first
obtaining a signed authorization from the parent or guardian.

5. Determine if children are presently participating in the EPSDT
Program.

6. Determine from the parent or guardian of all Medicaid eligible
enrollees whether an EPSDT screening was received by the child
within the past year. If so, the parent's·copy of the EPSDT
Screening Form could be shared with Head Start to help satisfy
program requirements or;

jJi itf,
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7. Request the health records of enrollees from EPSDT providers who
have been identified by the parents and/or the EPSDT Program,
following appropriate authorization.

The Indiana State Department of Public Welfare shall:

1. Ensure that an explanation and offer of EPSDT services are given
on the local level to every Medicaid eligible enrollee of
appropriate age.

2. Furnish local Head Start Programs with EPSDT brochures which
outline EPSDT services.

Joint Responsibilities

1. Inform each other of any changes in the EPSDT and/or Head Start
Programs which may affect eligibility.

B. Arrangement for Screening Services

The Head Start Program shall:

1. Explain the value of EPSOT services to Medicaid eligible
enrollees and their families and encourage them to schedule
appointments with an EPSDT Provider.

2. Request from the Indiana State Department of Public Welfare a
current listing of EPSOT Screening Providers within each
geographical target area.

3. Act as facilitator between Head Start parents and the Indiana
State Department of Public Welfare or designated representative
in arranging EPSOT screening and supportive services, such as
transportation.

4. Encourage the scheduling of group screening appointments with
local EPSOT Screening Providers for Head Start enrollees and
their families whenever possible.

The Indiana State Department of Public Welfare shall:

1. Assume primary responsibilities in scheduling EPSDT screening
services for those Head Start participants who are Medicaid
eligible and meet the criteria for participation in the EPSOT
program, within the constraints of availability of services.

2. Provide current listings of all EPSDT screening providers (by
county) to the Indiana Specialist, Resource Access Project,
University of Illinois, with periodic update as needed.

Joint Responsibilities

1. Protect the family's rights to freedom of choice in selecting
medical and dental providers.
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C. Case Management

The Head Start Program shall:

1. Act as facilitator between Head Start parents and the Indiana
State Department of Public Welfare or designate in arranging
referrals for diagnostic and treatment services, when indicated.
Possible activities include:

Provision of supportive services to families of Head Start
children who are scheduled for EPSDT services.

Reminding the parents or guardians of enrolled children of
scheduled EPSDT appointments.

Provision of follow-up to Head Start families when scheduled
appointments have been missed.

2. Encourage the family of such a child leaving Head Start to
continue a preventive health schedule.

The Indiana State Department of Public Welfare shall:

1. Assume case management responsibilities for all EPSDT eligible
children who leave the Head Start Program and shall be ultimately
responsible for all case management activities for all EPSDT
children including those enrolled in the Head Start Program.

O. Provider Recruitment

The Head Start Program shall:

1. Refer interested providers who are not participating in the EPSOT
Program to the Indiana State Department of Public Welfare for
enrollment as an EPSDT provider.

The Indiana State Department of Public Welfare shall:

1. Pursue the enrollment of eligible providers identified by the
Head Start Program.

E. Outreach and Health Education

The Head Start Program shall:

1. Include information on the EPSDT Program in its health education
curricula for enrolled children and their families, emphasizing
the value of routine preventive health care.

2. Expand community education and outreach efforts as needed to
increase participation of Medicaid-eligibles in the Head Start
and EPSDT Programs.

3. Supply the Indiana State Department of Public Welfare with Head
Start educational materials.
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The Indiana State Department of Public Welfare shall:

1. Distribute educational material on the EPSDT Program to the
Indiana Specialist, Resource Access Project, University of
Illinois.

2. Provide annual. written notification of available services to
eligible families who have not participated in the EPSDT Program.

3. Make Head Start educational materials available to Medicaid
eligible families.

Joint Responsibilities

1. Coordinate training sessions for respective outreach staff to
maximize mutual understanding of the EPSDT and Head Start
Programs.

2. Review written materials for appropriateness and consistency and
update as needed.

F. Confidentiality

This Agreement shall contain the assurance that all information
obtained by either party to this Agreement from mutual participants
shall constitute privileged communications, shall be held
confidential and shall not be divulged to anyone except the patient
or parent or guardian of the patient without written permission.
Information pertaining to individual participants shall be released
only for purposes directly connected to the efficient administration
of the EPSDT Program or the Head Start Program after obtaining
consent for such disclosure. Information may otherwise be disclosed
only in summary, statistical or other form which does not identify
particular individuals.

G. Exchange of Program Information

The Head Start Program shall supply the following information to
Indiana State Department of Public Welfare:

1. Head Start Program Performance Standards and related policy
memoranda.

2. Pertinent educational materials developed by the Head Start
Program.

3. A list of all Head Start grantees, including addresses, telephone
numbers, names of current directors and health coordinators and
counties served.
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4. Other evaluation reports as appropriate.

The Indiana State Department of Public Welfare shall supply the
following information to Head Start:

1. EPSDT posters and brochures, as well as educational materials
developed by the Indiana State Department of Public Welfare.

2. Names and addresses of certified EPSDT Screening Providers by
county.

3. Locations of County Department of Public Welfare Offices, and
State EPSDT Staff.

4. Other evaluation reports as appropriate.

I. Management of Collaborative Activities

To facilitate implementation of this Agreement. both parties agree to
the following:

Both parties will invite mutual participation in relevant
training sessions and seminars and will jointly arrange special
sessions as necessary.

J. Continuous Liaison

The following staff have been appointed to act as interagency liaison
for all matters concerning this Agreement:

Regional ACYF/Head Start

GERMAN WHITE. JR.
REGIONAL PROGRAM DIRECTOR
ADMINISTRATION FOR CHILDREN, YOUTH AND FAMILIES
DEPARTMENT OF HUMAN SERVICES
REGION VOFFICE
300 SOUTH WACKER DRIVE
CHICAGO. ILLINOIS 60606

Resource Access Project

NIURKA MASTRAPA
ASSOCIATE COORDINATOR
INDIANA SPECIALIST
UNIVERSITY OF ILLINOIS
403 EAST HEALEY STREET
CHAMPAIGN, ILLINOIS 61820

Indiana EPSDT:

IVAN SUMNER AND JUDY RENSCHLER
INDIANA DEPARTMENT OF PUBLIC WELFARE
MEDICAID DIVISION, ROOM 701
100 NORTH SENATE AVENUE
INDIANAPOLIS. INDIANA 46204
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K. Periodic Review and Update of Agreement

This Agreement shall be in effect for a period of one (1) year from
the original date of approval and shall be reviewed annually. two
months prior to the anniversary date of its execution. by all the
responsible parties. Liaison staff identified herein shall arrange
for its review. Such review shall be for the purposes of discussing
its implementation and for modification. clarification or
redefinition of any provision as deemed necessary.

This Agreement shall automatically renew on the anniversary date of
its approval. Any modification shall require the signatures of the
authorized parties.

IV. Signatures

This Agreement is signed and entered into on the date indicated below.

FOR:

BY:

DATE:

RESOURCE ACCESS PROJECT

/7/1-;1 /(il «.
Merle B. Karnes
Project Director
Resource Ac~ess Project

FOR: INDIANA STATE DEPARTMENT OF PUBLIC WELFARE

BY:~~t ...~~~~-e./
Dona L. B nz nger '
Director
Indiana State Department of Public Welfare - Medicaid Division

The provisions of this Agreement have been reviewed and are endorsed by the
parties indicated below.

FOR:

BY:

DATE:

INDIANA HEAD START ASSOCIATION

Sh~rrieBell. President
Indiana Handicapped Services Advocate

~/..:z6b6
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COOPERATION AGREEMENT BETWEEN INDIANA FAMILY & SOCIAL SERVICES
ADMINISTRATION, OFFICE OF MEDICAID POLICY & PLANNING AND THE OFFICE

OF THE ATTORNEY GENERAL

THIS AGREEMENT is entered into between the Office of the Indiana Family and
Social Services Administration, Medicaid Policy and Planning, hereinafter referred to as
the "Office", and the Office of the Attorney General, State of Indiana, hereinafter referred
to as "OAG" .

THIS AGREEIVIENT in no way is intended to inhibit or relieve the Office from its
management responsibilities of prevention , detection, and elimination of abusive and
improper or fraudulent practices in the Medicaid program .

WHEREAS , Public Law 95-142 ,91 Stat.1175, was enacted by the U.S. 'Congress
on October 25, 1977, to strengthen the capability of the government to detect,
prosecute, and punish fraudulent activities under the Medicare and Medicaid programs;
and

WHEREAS, Section 17 of P.L. 95-142 authorized the Secretary of the U.S.
Department of Health and Human Services to certify a state Medicaid Fraud Control Unit
for which the federal government will fund a percentage of the costs for establishment
and operation thereof up to a maximum specified in the law; and

WHEREAS , P.L. 95-142 requires that a state Medica id Fraud Control Unit be an
entity separate and distinct from the single state agency that administers or supervises
the administration of the state Medicaid program ; and

WHEREAS , pursuant to the requirements of P.L. 95-14 2, the Secretary of the
U.S. Department of Health and Human Services has promulgated regulations (42 CFR
1007.9) pertaining to the establishment of state Medicaid Fraud Control Units which
require that an entity applying for certification as a Medicaid Fraud Control Unit have an
agreement with the single state agency administering the Medicaid program whereby the
Medicaid agency agrees to comply with the conditions established in 42 CFR
455 .21(a)(2).

AGREEMENT:

IT IS AGREED between the Office and the OAG that each shall comply fully with
the following provisions in order for the State of Indiana to receive federal funding for the
establishment and operation of a Medicaid Fraud Control Unit within the OAG as defined
and authorized by Public Law 95-142;

THE OFFICE AGREES TO:

(1) Promptly refer to the Indiana Medicaid Fraud Control Unit , hereinafter referred to
as "IMFCU" , of the GAG:

a) all cases of suspected fraud in the administrat ion of the Medicaid program .
For the purposes of this agreement, "fraud" has the definition used in 42 CFR
455.2 : "an intentional deception or misrepresentation made by a person with
the knowledge that the deception could result in some unauthorized benefit to

TN No. 0 5- 01 0
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himself or some other person. It includes any act that constitutes fraud under
applicable Federal or State law";

b) all cases of suspected abuse in the administration of the Medicaid program .
For the purposes of this agreement , "abuse" has the definition used in 42
CFR 455.2: "provider practices that are inconsistent with sound fiscal.
business, or medical practices , and result in an unnecessary cost to the
Medicaid program, or in reimbursement for services that are not medically
necessary or that fail to meet professionally recognized standards for health
care";

c) all cases of suspected fraud and abuse by providers of service under the
Indiana Medicaid program ;

d) all cases of suspected misappropriation of patients' private funds in facilities
receiving payments under the Indiana Medicaid program;

e) all cases of suspected patient abuse in facilities receiving payments under
the Indiana Medicaid program .

(2) Inform the IMFCU, through routine case coordination, of proposed actions by the
Office . If the Office does not receive a response from the IMFCU within ten
business days, the Office may proceed with the proposed action;

(3) Make contact with providers of service under the Indiana Medicaid Program
through routine SUR activity unless the IMFCU has placed the provider on hold
and notified the Office to suspend routine SUR activity for the provider ;

(4) Include in each case referral to the IMFCU all relevant documentation. including
a complaint referral report which summarizes the facts, and copies of applicable
state and/or federal regulations, procedures , policy statements, and directives .
The Office will provide information on all contact between the suspected
wrongdoer and Office staff and/or contractors ;

(5) Comply promptly with a written request from the IMFCU for access to, and a free
copy of, any records or information in the possession of the Office or its
contractors, if the IMFCU determines that it may be useful in carrying out its
responsibilities ;

(6) Comply promptly, and without charge, with written requests from the IMFCU for
computerized data stored by the Office or its contractors in such form as the
IMFCU may request, limited to the capabilities of IndianaAIM , if the IMFCU
determines that these data may be useful in carrying out its responsibilities ;

. ,~ :m~ :~ Eff ec tive 8/ 13/05AfJ fJt:' o val Da te

Arrange for the lMFCU to have access to any records of informat ion kept by the
providers of services under the state Medicaid program to which the Office is
authorized access by section i 396a(a)(27) of tile Social Security Act and 42 CFR
431.107 if the IMFCU determines that this access may be necessary in carrying
out its responsibilities;
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(8) Promptly forward to the IMFCU copies of all audit reports which indicate
suspected Medicaid provider fraud and abuse and, upon written request. one
copy of work papers relative to such audits. This includes audits performed by
the Office or its contractors;

(9) Provide for the needs of the IMFCU of copies of claims, other documents,
equipment. etc when negotiating with the Office's fiscal contractors, computer
systems contractors, and audit contractors;

(10) Allow coordination of operations between the Office and the IMFCU when
conducting on-site audits or other SUR related activities;

(11) Make available to the IMFCU details of any plans to undertake decertification
against a Medicaid program provider, and;

(12) Meet with the IMFCU on a scheduled basis to discuss cases or other matters
concerning fraud or abuse of the Medicaid program .

OAG AGREES THAT THE INDIANA MEDICAID FRAUD CONTROL UNIT (IMFCU)
WILL:

. .
(1) Perform the duties and responsibilit ies as required of a Medicaid Fraud Control

Unit under Federal regulations 42 CFR 1007.11, as authorized by Indiana law;

(2) Protect the privacy rights of individual recipients in its collection and use of any
such records and information received from the Office;

(3) Submit all requests for computerized data stored by the Office or its contractors
directly to the Office for prioritization ;

(4) Advis e the Office within ten business days of the necessity to place any
proposed actions received through routine case coordination on hold. An IMFCU
hold is defined as the request that no Office staff initiate audit related contacts
with the identified provider without receiving prior approval from the IMFCU;

(5) Review all referrals of Medicaid fraud or abuse received from the Office , as well
as from other sources pursuant to federal regulations. IMFCU will determine
whether the matter requires further investigation for potential crim inal or civil
prosecution, and shall take such action as deemed warranted in its discretion ;

(6) Make reasonable efforts to inform, in writing within thirty (30) days of receipt, if
the IMFCU accepts or rejects a referral from the Office for investigation ;

(7) Provide the Office with reports that summarize the investigative findings,
including data collected during investigations relative to provider eligibility, fraud ,
abuse , or other inappropriate practices , regardless of whether the case is
referred for prosecution ;

(8) Allow the Office to review the case files of those cases fMFCU might close
without taking any adverse action against a provider in order that the Office might

TN No . 0 5-01 0
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be more fully informed in determining what administrative actions, if any, are
appropriate;

(9) Provide the Office, when .appropriate, with data collected during investigations
that may have a bearing on recipient eligibility, abuse or services or other
aberrant practices;

(10) Inform the Office of released cases, which were previously placed on IIVlFCU
hold or accepted, in a timely manner so the Office may coordinate referrals to
other appropriate agencies;

(11) Make IMFCU personnel available for testimonial purposes in administrative
hearings brought by the Office, if necessary, and;

(12) Develop and implement training programs in conjunction with the Office for each
other as necessary to assist in their mutually cooperative efforts.

EFFECTIVE DATE:

THIS AGREEMENT shall become effective and binding when signed and shall
continue in force as long as the Indiana Medicaid Fraud Control Unit remains certified by
the U.S. Department of Health and Human Services, or until it is replaced by a
subsequent agreement.

IN WITNESS WHEREOF, the parties hereto have caused this agreement to be
executed by their officials hereunto duly authorized.

OFFICE OF MEDICAID POLICY & PLANNING

Date 71c?f/~
7

Date:

I'JEY GENERAL

f!/!
Allen . Pope, Director .
Indiana Medicaid Fraud Control Unit

By: -----e.=---,..."7-""-=---L--..=->...,,-----
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interagency Agreement
between the Division ofMental Health

and the Office of Medicaid Policy andPlanning

A. Purpose

This Interagency Agreement is entered into by the Division of Mental Health (DMH) and the
Office of Medicaid Policy and Planning (OMPP) to define the administrative responsibilities and
fiscal accountability of the respective parties relative [0 Medicaid administrative activities
performed by DMH-contt"8.Cled Managed Care Providers under the Hoosier Assurance Plan.
Parties to this agreement recognize thai. state and federal statutes and regulations place shared
responsibility and authority for certain programs upon each party.

B. Program Responsibility

Parties to this agreement recognize the responsibilities imposed upon the OMPP as the Single
State Medicaid Agency and the importance of ensuring that OMPP retains the authcrity to
discharge its responsibilities. Additionally, the parties reoognizc that DMH has the responslbitity
and authority to provide, through contracts with certified managed care providers, a
comprehensive community mental health system to the populations it serves. Consequently, the
parties agree to cooperate and assist each other in carrying out their respective responsibilities.

C. Responsibilities of the Division of Mental Health

The Division of Mental Health (DMH) shall:

I. certify eaeh of its Managed Care Providers, based on the entity's accreditation as either a
network or behavioral health services provider, and ensure that each entity has the capability
to perform the functions of a managed care provider, Including provision or contracting for
provision ofservices within the continuum of care pursuant to 440 lAC 4.3-1-1(8) and Ie 12·
7-2-40.6;

2. maintain contracts with Hoosier Assurance Plan Managed CareProviders, or a contract with
an entity representing said Managed Care Providers, for purposes of claiming Medicaid
administrative matching funds for allowable Medicaid administrative activities performed by
the Managed C3{e Providers;

3. monitor the administrative activities of DMH-contracted Managed Care Providers and
review, for accuracy and reasonahlencss, the providers' claims for Medicaid administrative
matching funds prior to submitting the claims to the Office ofMedic.aid Policy and Planning;
in support of such claims, DMH shall require Managed Care Providers to retain sufficient
data to substantiate the providers' claims for Medicaid administrative matching funds and
demonstrate that adequate quality assurance controls are in place;

4. provide to OMPP assistance with research, budget preparation, financial reporting and
account reconciliation, as needed;

TN # 99-0l.3
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S. cooperate and assist OMPP in conducting financial recoveries that may be necessitated by
fraudulent or unallowable practicesby DMH-oontracted ManagedCare Providers;

6. certify that state matching funds are available for reimbursement of Medicaid administrative
activities performed by DMH-contractod Managed CareProviders;

7. review and approve the methodology for distributing federal matching funds among DMH
contracted providers;

8. repay upon written demand by OMPP all sums paid to DMH by OMPP, which are identified
as the result of an audit exception or cost disallowance, pending resolution of any disputed
amount.

D. Responsibilities of the Office of Medicaid Policy and Planning

The Office of Medicaid Policy and Planning (OMPP) shalt:

I. seek review and comment from DMH prior to adopting any rules or policies that may affect
services, prog,ratn~'()ljp(oviders under the Hoosier Assurance Plan;

. .. . ,>.:<,,_::.~ ;;:,::\:~(~~{r:~'~:~~l~,j;:{<,:<·:')'" .; - ., _ . , .
2. make recol1\1Uel1datlons TO DMR regarding compliance with federal statutes and regulations;

3. review· and ~~I~lriKt~ the H~th Care financing Adrl,inistratiolt (HCFA) Medicaid
administrative claims for activities performed by DMH-contracted Managed Care Providers;

'1. demand in writing repayment by DMH of all slims paid 10 DMH by OMPP, which are
identified as the result of an audit exception or cost disallowance; OMPP shall offset such
amounts against current or future allowable claims, demand cash repayment, or withhold
payment of current claims in a like amount pendingresolution of any disputed amount.

E. Mutual Responsibilities

L DMH and OMPP shall provide each other with such information or reports that may be
necessary to. fulfill their respective responsibilities.under this agreement;

2. DMH and OMP!:' shall comply with all applicable federal and state statutes, regulations,
promulgated rules, standards, methods and procedures as designated by the Department of
Health and Human Services and Title XIX ofthc Social Security Act;

3. DMH and OMPP shall cooperate in establishing a Cost Allocation Plan for purposes of
claiming Medicaid administrative matching funds;

4. DMH and OMPP shall cooperate in seeking State Budget Agency review and approval of
methods and procedures for certifying state matching funds. claiming redcral administrative
funds, lind di~lributing funds received under this agreement-

TN ff 99-013
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"1:0 assure that problems and issues arising under this agreement are resolved expeditiously, each
party shall designate a representative to coordina.te the execution of the functions and
responsibilities encompassed by this agreement and who shall be the recipient of correspondence
or communication relevant to issues, understandings or processes encompassed by this
agreement.

ln recognition of the critical role clear communication plays, the parties further agree that:

1. OMPP shall be responsible for formal communications with the federal government
regarding the administrative claims, procedures and responsibilities referenced in this
agreement;

2. OMPP and DMH shall involve the designated representative from each agency in all
meetings relevant to the administrative claims, procedures and responsibilities referenced in
this agreement;

3. Every effort shall be made by the parties' designated representatives to resolve any disputes
relating to this agreement; disputes that cannot be so resolved shall be referred tothe Director
of the Division of Ml:ntal Health and the Assistant Secretary of the Office of Medicaid Policy
and Planning. Failing resolution at that level, disputes shall be presented to the Secretary of
the Family and Social Services Administration. and the Secretary's decision shall be final.
All parties agree to seek. the most rapid dispute resolution possible,

G. Successor Agency/Official

The successor agencies of the Division of Mental Health and Office of Policy and Planning, and
all successor officials of said parties, are hereby bound to the terms and conditions set forth in this
agreement.

H. Modification

This agreement may be modified at any time by written modification agreed upon by the parties
to this agreement.

I. Termination

The term of this agreement shall begin on the first day of January, 1999, and will continue
thereafter until termination by one (If the undersigned parties upon thirty (30) days advance
written notice to the others. This agreement may be terminated at any time by written
authorization of all of the duly appointed representatives of the undersigned parties, or their
successors.
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In witness whereof: the Office of Medicaid Policy and Planning, the Division of Mental Health,
the Indiana Family and Social Services Administration, and the State Budget Agency have. by
duly authorized representatives, entered into this agreement.

Date: ----f.........-+..-I--f--

By~6,~
Kath1Il1iGiffutd)Assistan~ry
Office of Medicaid Policy and Planning

Date: -10 /;d9't
j

Date: r

By: ~~,SJ Q
PegiYQeh:Director ~
State Budget Agency

Date:
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Attac hment 4.17 - A

State Plan Under Title XIX of the Soc ial Security Act
State! Territory: INDIANA

Liens and Adjustments or Recoveries

I. The State uses the following process to determine that an institutionali zed individual cannot
reasonably be expected to be discharged from the medical institution and return home.

The State requests verification/rom the attending physician ofthe institutionalized
individual 's status immediately preceding giving notice ofthe Stale 's in/em to fi le a lien on
the recipient 's real property.

2. The followi ng criter ia are used for estab lishing that a permanently insti tutionalized
individual' s son or daughter provided care as specified under regulatio ns at 42 CFR § 433.36 (t) .

A written statement from the son or doughier describ ing the ope and amount of care
provided 10 the parent by the son or daughter and the effect such care may have had on the
parent 's ability to remain at home. The statement should include appropriate documentation
to substantiate that the care was necessary and provided. S uch documentation may include
doctor 's statements. statements of neighbors or other relatives, cop ies ofcancelled checks.
bank statements. credit card statements. income lax returns or other documents or
correspondence evidencing the extent and ope ofcare provided.

3. The State defines the terms below as follows:

• Estate

All real andpersonal property and other asse ts included within an individual 's probate
estate;

Any interest in rea l property owned by the individual at the lime ofdeath that was conveyed to
the individual's survivor through j oint tenancy with right ofsurvivorship, ifthe j oint tenancy
was created after June 30, 2002 and;
Any real or personal property conveyed through a non-probate transfer.
Nonprobate transfer means a valid transfe r, effective 01 death. by a transferor:

Whose last domicile was in Indiana: and
Who immediately before death had the power, acting atone. 10 prevent transf er 0/
the property by revocation or withdrawal and;

-Use the property f or the benefit ofthe transferor; or
-Apply the property 10 discharge claims against the transf eror 's probate
estate.

The term does not include Iransf er 0/ survivorship interest in a tenancy by the entire ties real
estate, or payment ofdeath proceeds of a life ins urance policy .

TN No. 05 - 012
Supersedes
TN No. 03 - 0 19

Approval DatJlAR1 0 2006 Effec tive Date October 1, 2005
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Slate Plan Under Title XIX of the Social Security Act
State! Territory: INDIANA

Any sum due after June 30. 200j, 10a person after the death ofa Medicaid recipient thai
is under the terms ofan annuity contrac t purchased after May J. 2005. with the assets of

A) the Medicaid recip ient: or
B) the Medicaid recipient 's spouse

Assets included in the estate ofthe Medicaid recipient 's surviving spouse are included after
the death a/the surviving spouse. Ifthe surviving
spouse has remarried. assets that are attributable 10 the surviving spouse 's subsequent
spouse are not included

• Individual' s home

The recipient's place ofresidence prior to institutionalization

• Equity interest in the home

Any equitable right , title, or interest in real property.

• Residing in the home for at least two years on a continuous basis

Using the home as the principal place ofresidence.

• Discharge from the medical institution and return home

Discharge from a medical institution is actual discharge to the recipient 's home,
which is not a medical institut ion. Discharge does not include medical leave days
or therapeutic leave days, or visitation to home as per a plan oftreatment.

• Lawfully residing

Residing in the recipient 's p lace of residence with the permission of the owners,
or ifunder guardianship, the owner 's legal guardian.

TN No. 05-012
Supersedes
TN No. 03-019

Approval DateMAR1 0 ZOO6 Effective Date October 1, 2005



Revision: HCFA· PM-95-3 (MB)
MAY 1995

AlTACIlMENT 4 11-A
PAGE 2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

StatelTerritory: Indiana

4. Ttu ; STATE DEFINES UNDUE IJARDSlllr AS FOLLOWS:

(I ) causing an heir to hecome eligible for public assistance
(2) causing an heir who is currently eligible for public assistance to remain dependent on that public

assistance
(3) the complete loss of sale income-producing asset of the heir when the heir 's income does not exceed

100% of the federal poverty level
(4) other compelling circumstances as determined on a case-by-case basis by the State

5 . T ns FOLLOWING STANDARDS AND PROCEDURES ARE USED BY THE STATE FOR WAIVING ESTATE

RECOVERIES WHEN RECOVERY WOULD CAUSE AN UNDUE HARDSHIP. AND WHEN RECOVERY IS NOT COST
EFFECTIVE:

Applications for undue hardship waivers shall be filed with the Medicaid agency within 90 calendar days
of the date that the executor or personal representative of the deceased 's estate receives notification of
the State ' s claim. The Medicaid agency shall review and rule on an application for waiver of the State 's
claim within 45 calendar days of the receipt of a properly completed waiver application. The agency
may not grant an undue hardship waiver if the granting of such waiver will result in the payment of
claims to other creditors with a lower pr iority standing in accordance with Ie 29-1-14-9 .

6 . THE STATE DEFINES COST-EFFECTIVE AS FOLLOWS (INCLUDE METHODOLOGY/THRESHOLDS USED TO

DETERMINE COST-EFFECTIVENESS):

Recovery is not cost-effective when OMPP determines that attorneys' fees and other expenses of
collection equal or exceed the amount that OMP? expects to collect. If the agency determines that it is
most cost-effective to compromise the State 's claim. the compromise must be approved by the Attorney
General and the Governor .

7 . T n t STATE USES THEFOLLOWING COLLECTION PROCEDURES (INCLUDE SPECIFIC ELEMENTS CONTAINED
IN THE ADVANCE NOTICE REQUIREMENT , THE METHOD FOR APPLYING FOR A WAIVER, HEARING AND

APPEALS PROCEDURES, AND TIME FRAMES INVOLVED) :

When the agency receives notice of the death of a recipient. former recipient . or a deceased recipient's
spouse. the agency will file a claim against the estate in probate COUrl. If the estate is valued at under
$25,000 and no probate estate is opened. the agency will file an affidavit in support of its claim with any
entity that holds funds or property belonging to the deceased . The agency shall notify the executor or
personal representative of the deceased recipient 's estate of the State's claim and the affected heir 's right
to apply for an undue hardship waiver. If the agency reviews such an application and determines that an
undue hardship does not exist. the agency shall notify the applicant in writing and inform the applicant
of his right to request an administrative hearing within 30 days of receipt of the agency's decision that an
undue hardship waiver has been denied.

TN No. 05-012
Supersedes
TN No. 95-024

Approval Dale MAR 1 0 2006 Effective Dare October 1, 2005
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State of Indiana 

 
A. The following charges are imposed on the categorically needy for services other than those provided under section 1905(a)(1) through (5) and (7) of the Act: 

 
Type of Charge 

Service  Deductible Coinsurance Copay    Amount and Basis for Determination 
 
Transportation        X  $0.50 for transportation services for which Medicaid pays $10.00 or less 
 
        $1.00 for transportation services for which Medicaid pays $10.01 to $50.00 
 
        $2.00 for transportation services for which Medicaid pays $50.01 or more 
 
Pharmacy        X  $3.00 for each covered drug dispensed. 
 
Emergency Room        X  $3.00 for nonemergency services (procedures billed outside a designated emergency procedure code 

range) when provided in a hospital emergency room 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TN No.  04-003  
Supersedes        Approval Date   March 11, 2004     Effective Date  May 1, 2004 
TN No.  04-002 
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  OMB NO.: 0938-0193 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State: Indiana 
 

B. The method used to collect cost sharing charges for the categorically needy  
individuals: 
 
■   Providers are responsible for collecting the cost sharing charges from  

individuals. 
 
 □ The agency reimburses providers the full Medicaid rate for a service and  

collects the cost sharing charges from individuals. 
 
 
C. The basis for determining whether an individual is unable to pay the charge, 

and the means by which such an individual is identified to providers, is 
described below: 

 
It is the recipient’s responsibility to inform the provider that he or she cannot 
afford to pay the copayment.  Providers and recipients have been notified in 
writing that Medicaid providers cannot refuse to serve an individual because of 
that individual’s inability to pay the copayment and that the provider may bill the 
recipient for the amount of copayment due in cases where the recipient is unable 
to pay the copayment on the date of service. Any uncollected copayment amount 
is considered a debt to the provider. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
TN No.  04-009    
Supercedes                    Approval Date:   1/19/05         Effective Date: Oct. 1, 2004 
TN No. 93-032  
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S7AT! PLAll mrogR TITI.! XU OF THE SOCIAL SECURITY ACT

state: Indiana

D. The procedure. tor lmplementins and en/orcins the exclusions from cost
sharins contained in 42 CFR 447.S3(b) are described below:

Cumulative maximums on eha~es:E.

The claims processing system will automatically deduct the
copayment amount from the provider's claim for those services for which
a copayment is required. The claims processing system will not deduct
a copayment for the exemptions identified below. The manner in which
the system will identify these exemptions is also described below:
A. Emergency Ambulance Services: The provider will use a specified place of

servtce code denohng emergency ambulance services.
B. Services furnished to ra nant women: The pregnant woman will identify

herse f to the provlder. 80th providers and recipients have been
inf.ormed that services furnished to pregnant women are exempt from the
capay requirement.) Providers will enter a designated code on the claim

- (continued on next page) -

~ State polieT does not provide for cumulative maximums.

L-I Cumulative maximums have been established as described below:

nr flo. 93-032
Supersedes

93-001
Effective 12;-1-93

nr flo.
He?A ID:" 0053C/0061K
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B. (continued from previous page) form to denote that services
were rendered to a pregnant woman. The claims processing
system will automatically exempt from the copayment deduction
anyone on the recipient eligibility file coded as a "SOBRA"
eligible pregnant woman and any claim with a primary or
secondary diagnosis code indicating pregnancy.

C. Services furnished to individuals less than 18 years of age:
The claims processing system will compare the date of birth on
the recipient eligibility file to the from date of service on
the claimi if 17 years or younger on date of service, the
copayment will not be deducted from the reimbursement.

D. Services furnished to individuals who are inpatients in
hospitals. nursing facilities. ICF's/MR or other medical
institutions: The provider will use a specified place of
service code to denote that these services are exempt from the
copayment requirement and the claims processing system will
automatically exempt recipients with eligibility file records
indicating residence in one of the above-named facility types.

E. Family Planning Services/Supplies for Individuals of Child~

Bearing Age - Claims are exempted from the copayment if the
primary or secondary diagnosis falls within a designated range
of codes.

F. HMO Pharmacy Services - When the "HMO" diagnosis code is
indicated on the claim, the claims processing system does not
deduct a copayment.

G. Emergency Pharmacv Services Emergency services are not
provided at the retail pharmacy level, therefore no special
handling of claims processing is necessary to preclude
deduction of copayments. (NOTE: claims for services furnished
to inpatients noted in D above are not subject to copayment.l

All affected providers and recipients have been informed of these
exemptions and received instructions on proper billing procedures.

TN No. 94-009 /
Supersedes Approval Date 5 Uq!t{
TN No. 93-032

Effective Date 3-1-94
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STATE PLAN UlfDKR TITLE XIX OF THE SOCIAL SECURITY ACT

Indiana

A. The following charges are imposed on the medically needy for services:

ATTACHKEIIT 4. 18-C
Page 1
OHB BO.: 0938-0193

Type of Charge
Service Deduct. Coins. Copay. Amount and Basis for Determination

Not applicable.

, ',,,,,

t1l 80. ~14
SupersedE'f/(j
t1l 80. -JJi..il

Approval Date /2 -/. 5~&i Effective Date 10-1-85

HCFA 10: 0053C/0061E
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State:

STATE PLAY UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Indiana

B. The method used to collect cost sha~ing cha~ges fo~ medically needy
individuals:

L-I P~ovide~s a~e ~esponsible fo~ collecting the cost sha~ing cha~es

from individuals.

L-I The agency ~eimburses providers the full Kedicaid rate for 8e~ices

and collects the cost sharing charges from individuals.

C. The basis for dete~ining whether an individual is unable to pay the
charge, and the means by which such an individual is identified to
providers, is described below:

Not applicable.

TB Yo. ..8.5=.ll
BupOl"llC4rPn
TIl Yo. -fJJ../J.-

Approval Date/:A -15-85 Effective Date 10-1-85

HCFA ID: OOS3C/00611
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STATK PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Indiana

D. The procedures for implementing and enfo~cing the exclusions f~om cost
sharing contained in 42 CFR 441.53(b) are described below:

Not applicable.

E. cumulative maximums on charges:

L-I State policy does not provide for cumulative maximums.

L-I CUmulative maximums have been established as desc~ibed below:

Not applicable.

TN No. 85-14
Supersedes
TN Yo.

Effective Date 10-1-85

HcrA ID: 0053C/00618
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State/Territory:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Indiana

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)(10)(A)(ii)(IX)(A) and (B) of the Act:

N/A

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):

N/A

*Description provided on attachment.

(

TN No. 91 20
Supersedes Approval Date
TN No.

3//2/12- Effective Date

HCFA lD: 7986E

1-1-92



~ ..'

.- .
(,

Revision: HCFA-PM-91- 4
AUGUST 1991

(BPD) ATTACHMENT 4. 18-D
Page 2
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

C. State or local funds under other programs are used to pay for premiums:
.-'..... ,<
.: --;';"
: .".

State/Territory:

ves

Indiana

L/ No

--..

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.

TN No. 91-20
Supersedes Approval Date
TN No.

:;J, 2/12-
i

Effective Date

HCFA ID: 7986E

1-1-92
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State/Territory:

....

•

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Indiana

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:

N/A

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):

N/A

*Description provided on attachment.

Approval Date ,~~Z-/1Z.

c.

TN No. 91 20
Superset"! s 23
TN No. 90 -----

Effective Date

HCFA 10: 7986E

1-1-92
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State or local funds under other programs are used to pay for premiums:

No

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Indiana

Yes

State/Territory:

L/

c.

• '!,,_ •

. .-.... -...
-. . "

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.

TN No. 91-20
Supersedes Approval Date ~~~~ __
TN No. 90-23

Effective Date

HCFA ID: 7986E

1-1-92
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The State has in place a public process which complies with the requirements of Section
1902(a)(13)(A) of the Social Security Act.

TN No. 98-007
Supersedes
TNNo. _

Approval Date 5//3/qS EffectiveDate 1/1/98
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REIMBURSEMENT FOR INPATIENT HOSPITAL SERVICES
COUNTY TUBERCULOSIS HOSPITALS

A hospital defined and licensed as a County Tuberculosis hospital
shall be entitled to Medicaid payment for authorized Medicaid
services provided to eligible persons, in accordance with Medicare
reasonable cost recognition principles using an all-inclusive
prospective payment rate for such services. Such hospitals shall
be limited to Medicaid reimbursement representing recognition of
and payment for the lower of the following: (a) the reasonable cost
of services delivered as developed through the applicable
prospective reasonable cost principles applicable to Title XVIII,
or (b) the customary charges to the general public. The upper
limits for Medicaid payment of inpatient services to hospitals
shall not exceed in the aggregate, the amount that can reasonably
be estimated would have been paid for those services under Medicare
payment principles.

The Indiana Medicaid program prohibits hospitals from charging the
Medicaid program for items or services furnished to Medicaid
recipients which are more expensive than those determined to be
necessary in the efficient delivery of health services.

The Medicare reasonable cost recognition principles used to
establish an all-inclusive prospective payment rate for County
Tuberculosis Hospitals involves a comprehensive audit of the
hospital's 1991 Medicaid cost report (base year), organizing the
facility's costs into logical cost groupings for allocation to
major cost centers and eliminating excessive and unallowabl~ costs.
This step down method of capturing costs in described in detail in
the CFR at 42 CFR 413.24 (d) (1). After arriving at allowable costs
including ancillaries, those costs are divided by Medicaid
inpatient days to arrive at an all-inclusive daily per diem. This
1991 rate is then inflated to the midpoint of the year for whi.ch it
is used prospectively by the hospital using the DRI-MCGRAW HILL
HOSPITAL MARKETBASKET INDEX.

TN 93-009
Supersedes:
TN 93-002

Approval Date '1/;2 ell'11 Effective 10-1-93
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REIMBURSEMENT FOR INPATIENT HOSPITALS SERVICES 

DEFINITIONS 

"Allowable costs" means Medicare allowable costs as defined by 42 USC 1395 (f). 

"All patient refined DRG grouper" refers to a classification system used to assign inpatient stays to DRGs. 

·:;i'iase ;.;,;:~~~;;-iii~~ fu~~;rt~ .p; M:edic;tld ~fi..y tb.~tls~ttltlpll;;dby th~ ~lilti~~:;~ightt~d~1.~h;~ili~ DRG rate. 

''Base period" means the fiscal years used for calculation of the prospective payment rates including base amounts 
and relative weights. 

·"Capital costs" are costs associated with the capital costs of the facility. The term includes, but is not limited to, the 
following: 

(1) Depreciation. 
(2) Interest 
(3) Property taxes. 
(4) Property insurance. 

''Children's hospital" means a free-standing general acute care hospital licensed under IC 16-21 that: 
. (!) is designated by the Medicare program as a "children's hospital"; or 
(2) furnishes services to inpatients who are predominately individuals under eighteen (18) years of age, as 

determined using the same criteria used by the Medicare program to determine whether a hospital's services 
are furnished to inpatients who are predominantly individuals under eighteen (18) years of age. 

"Cost outlier case" means a Medicaid stay that exceeds a predetermined threshold defined as the greater of twice the 
DRG rate or a fixed dollar amount established by the office. This amount may be changed at the time DRG relative 
weights are adjusted. 

"Diagnosis-related group" or "DRG" means a classification of an inpatient stay according to the principal diagnosis, 
procedures performed, and other factors that reflect clinically cohesive groupings of inpatient hospital stays using 
similar resources. Classification is made using the all patient refined (APR) DRG grouper. 

"Discharge" means the release of a patient from an acute care facility. Patients may be discharged to their home, 

I 
' 

another health care facility, or due to death. Transfers from one (1) unit in a hospital to another unit in the same .l 
hospital shall not be considered a discharge, unless one (1) of the units is paid according to the level-of-care 
approach. 

TN 15-018 
Supersedes: 
TN03-035 

Approval Date JAN l.9 2016 

;. ,. 
' ·' 

Effuctive 10/1/2015 
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“DRG daily rate,” means the per diem payment amount for a stay classified into a DRG calculated by 
dividing the DRG rate by the DRG average length of stay. 
 
“DRG rate,” means the product of the relative weight multiplied by the base amount.  It is the amount paid 
to reimburse hospitals for routine and ancillary costs of providing care for an inpatient stay. 
 
“Free-standing” hospital does not mean a wing or specialized unit within a general acute care hospital. 
 
 
“Inpatient” means a Medicaid patient who was admitted to a medical facility on the recommendation of a 
physician and who received room, board and professional services in the facility. 
 
“Inpatient hospital facility” means a general acute care hospital, a mental health institution, a state mental 
health institution or a rehabilitation inpatient facility properly licensed as a hospital in accordance with 
appropriate Indiana Code. 
 
“Less than one-day stay” means a medical stay of less than twenty-four (24) hours. 
 
“Level-of-care case” means a medical stay that includes psychiatric cases, rehabilitation cases, certain 
burn cases and long term care hospital admissions. 
 
“Level-of-care rate” means a per diem rate that is paid for treatment of a diagnosis or performing a 
procedure. 
 
“Long term care hospital” means a free-standing general acute care hospital licensed under IC 16-21 that: 

(1) is designated by the Medicare program as a “long term hospital”; or  
(2) has an average inpatient length of stay greater than twenty-five (25) days, as 

determined using the same criteria used by the Medicare program to determine  
whether a hospital’s average length of stay is greater than twenty-five (25) days. 

 
“Marginal cost factor” means a percentage applied to the difference between the cost per stay and the 
outlier threshold for purposes of the cost outlier computation. 
 
“Medicaid day” means any part of a day, including the date of admission, for which a patient enrolled with 
the Indiana Medicaid program is admitted as an inpatient and remains overnight.  The day of discharge is 
not considered a Medicaid day.  The term does not include any portion of an outpatient service that 
occurs within three days of an admission as an inpatient for a related condition. 
 
“Medicaid stay” means an episode of care provided in an inpatient setting that includes at least one (1) 
night in the hospital and is covered by the Indiana Medicaid program. 
 
TN 03-035 
Supersedes:    Approval Date_________    Effective 4/1/2004 
TN 01-011 
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"Medical education costs" means that costs that arc associated with the salaries and benefits of medical interns and 
residents and paramedical education progrnmfi. 

"Office" means the Office of Medicaid Policy Al1d Planning of the Indiana Family and Social Serviccs Administration. 

"Outlier paymcnt amount" means the amount reimbursed in addition to the DRG rate for celtain inpatient stays that 
exceed cost thresholds established by the office. 

I~PeJ' diem') means an all~inclusive rate pel' day that incllHles routine and ancillary costs and capital costs. 

"Principal diagnosis" means the diagnosis, as described by the liltel'llational Classitications of Diseases, current version, 
for the condition established after study to be chiefly responsible for occasioning tile admission of the patient for care. 

"Readmission" means that a patent is admitted into the hospital following a previous hospiml admission and discharge for 
a relateo condition as defined by the office. 

"Rebasing" means the process of adjusting the base amollnt using more recent claims data, cost report data, and otller 
intortnation relevilllt to hospitalreimblil'sement. 

"Relative weight" means a numeric value that reOects the relative resource consumption lor the DRO to which it is 
assigned. Each relative weight is multiplied by the base amount to determine the DRG mte. 

"Routine and ancillary costs" means costs that are inelll'rcd in the providing serviccs exclusive of medical education and 
capital costs. 

"Transfer" means a situation in which a patient is admitted to one (l) hospital and is then released to another hospital 
during the same episode ofcaro. Movement ofa patient torm one (1) unit withiu the same hospital will not constitute a 
transfer unless Ol1e (I) of the units is paid under the level-of-care reimbursement system. 

"Transferee hospital" means the hospital that accepts a transfer from another hospital. 

"Transferring bospital" means the hospital that initially admits then discharges the patient to anothe,' hospital. 

PROSPECTIVE RELVIBURSEMENT METHODOLOGY 

The purpose of this section is to estab1ish a prospective reimbursement methodology for services provided by inpatient 
hospital facilities that are covered by the state oflndiana Medicaid ]ll'Ogralll. The methodology foJ' reimbursement 
described in this ,ection shall be a prospective .. 

TN 12-007 
Supersedes: 
TN 03-035 

Approval Dat<i\E1Ll5-2UlJ Effective Date: July I, 2012 
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system wherein a payment rate for each hospital stay will be established according to a DRG reimbursement 
methodology or a level-of-care reimbursement methodology. Prospective payment shall constitute full 
reimbursement unless otherwise indicated herein or as indicated in provider manuals and update bulletins. There 
shall be no year-end cost settlement payments. 

Inpatient stays reimbursed according to the DRG methodology shall be assigned to a DRG using the all patient 
... r.t:f.il!t:4PRG!ll'211P.e.r, .. Th~PRGI'!t~.-i!> ~ tg!l!<? r~#!tiYe.w:ei&At m\!ltjpJi!l<! ]?y~!;>ase 111mi!.Jllt . _ . .. . . . .... _ 

Payment of inpatient stays reimbursed according to the DRG methodology shall be equal to the lower of billed 
charges or the sum of the DRG rate, the capital rate, the medical education rate if applicable, and the outlier payment 
amount, if applicable. 

Payinent for inpatient stays reimbursed as level-of-care cases shall be equal to the lower ofbilled charges or the sum 
of the per diem rate for each Medicaid day, the capital rate, the medical education rate if applicable, and the outlier 
payment amount, if applicable. 

Relative weights will be reviewed periodically by the office and adjusted no more often than annually using the most 
recent reliable claims data and cost report data to reflect changes in treatment patterns, technology and other factors 
that may change the relative use of hospital resources. Interim adjustments to the relative weights will not be made 
except in response to legislative mandates affecting Medicaid participating hospitals. Each legislative mandate will 
be evaluated individually to determine wither an adjustment to the relative weights will be made. DRG average 
length of stay values will be revised when relative weights are adjusted. The office shall include the costs of 
outpatient hospital and ambulatory surgical center services that lead to an inpatient admission when determining 
nllative weights. Such costs occurring within three (3) calendar days of an inpatient admission will not be eligible 
for outpatient reimbursement nuder Attachment 4.19B. For reporting purposes, the day on which the patient is 
fonnally admitted as an inpatient is counted as the first inpatient day. 

A base amount is the rate per Medicaid stay. DRG base amounts will be reviewed periodically by the office and 
adjusted no more often than every second year using the most recent reliable claims data and cost report data to 
reflect changes in treatment patterns, technology, and other factors that may change the cost of efficiently providing 
hospital services. 
The office may establish a separate base amount for children's hospitals to the extent necessary to reflect significant 
differences in cost. Each children's hospital will be evaluated individually for eligibility for the separate base 
amount. Children's hospitals with a case mix adjustment cost per discharge greater than one standard deviation 
above the mean cost per discharge for DRG services will be eligible to receive the separate base amount established 
under this subsection. The separate base amount is equal to one hundred and twenty percent (120%) of the statewide 
base amount for DRG services. 

Level-of-care rates are per diem rates. Level-of-care rates will be reviewed periodically by the office and adjusted 
no more often than every second year by using the most recent reliable claims data 
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and cost report data to reflect changes in treatment patterns, technology, and other factors that may 
change the cost of efficiently providing hospital services. The office shall not set separate level-of-care 
rates for different categories of facilities, except as specifically noted in this section. 

Effective August 1, 2020, Level-of-Care cases are categorized by DRG number, as defined and grouped 
using the all patient refined DRG grouper and published on the agency’s website, 
https://www.in.gov/medicaid/providers/669.htm .  These DRG numbers represent burn, psychiatric, and
rehabilitative care.  The office may assign a LOC DRG number for long term care hospital admissions. 

In addition to the burn level-of-care rate, the office may establish an enhanced burn level-of-care rate for 
hospitals with specialized burn facilities, equipment, and resources for treating severe burn cases.  In 
order to be eligible for the enhanced burn rate, facilities must operate a burn intensive care unit. 

The office may establish separate level-of-care rates for children’s hospitals to the extent necessary to 
reflect significant differences in cost.  Each children’s hospital will be evaluated individually for eligibility for 
the separate level-of-care rate.   Children’s hospitals with a cost per day greater than one standard 
deviation above the mean cost per day for level-of-care services will be eligible to receive the separate 
base amount.  Determinations will be made for each level-of-care category.  The separate base amount is 
equal to one hundred twenty percent (120%) of the statewide level-of-care rate. 

The office may establish separate level-of-care rates, policies, billing instructions, and frequency for long 
term care hospitals to the extent necessary to reflect differences in treatment patterns for patients in such 
facilities.  Hospitals must meet the definition of a long-term care hospital to be eligible for the separate 
level-of-care rate. 

Add-On Payments 

Capital payment rates cover capital costs. Capital costs are costs associated with the ownership of capital 
and include the following: 

• Depreciation
• Interest
• Property Taxes
• Property insurance

Capital payment rates shall be prospectively determined and shall constitute full reimbursement for capital 
costs.  Capital payment rates will be calculated using a minimum occupancy level for non-nursing beds of 
80 percent.  Capital per diem rates will be reviewed periodically by the office and adjusted no more often 
than every second year by using the most recent reliable claims data. 
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and cost report data to reflect changes in trealment patterns, technology, ano,otfrer tactors that may
change the capital costs associated with efficiently providing hospital särvices. ifr" 

"ãpìtu¡ 
paymeni

amount is calculated as follows:
o for stays reimbursed under the DRG methodology, capital payment is equal to the product

of the per diem capital rate and the average tengitr ot stay ioithe assignLd DRG. ôapital
payments shall be pro-rated for a transferring or transferée facility to jmaximum of the
average length of stay.e For stays reimbursed under the level-of-care methodology, capítal payment is equal to the
product of the per diem capitaf rate for each covered day-of care.

The office shall not set separate capital per diem rates for different categories of facilities, except as
specifically noted in this plan.

Med¡cal Education rates shall be prospective, hospital-specific per diem amounts. Medical educationpayment amounts are calculated as follows:

' for stays relmbursed under the DRG methodology medical educat¡on payments are equal to
the product of the.medical educat¡on per diem rãt'e and the average tengitr ot stay assigned
to the DRG. Medical education rates for a transferr¡ng or transferãe faciity shatt 

'Oe 
pro--

raled not to exceed the average length of stay.

' for stays reimbursed under the level-of-care methodology, medical education payments are
equal to the medical education per diem rate for each côvered day of care.

Medical education rates are facility-specific rates based on medical education costs per day multiplied by
the number of residents reported by the facility. No more often than every second yåar, the office will use
t19 lnosJ recent.cost report data to determine a cost per day that more accuratety ränects the cost of
efficiently providing hospital services as it relates to operatiñg a medical educatión program. The number
of residents will be determined according to the most recent ãvailable cost report that ñ"s Uuun filed and
audited by the office or its contractor.

Medical Education payments will be available to hospitals only so long as they cont¡nue to operate
medical education programs. Hospitals must notify the office within tñirty leoj days following
discontinuance of their medical education program. For hospitals estaOisiring new medical education
programs, the medical education per diem will not be effective prior io notificãtion to the office that the
program has been implemented. The medical educat¡on per diem shall be based on the most recent
reliable claims data cost report data.

A M^edicaid stay that exceeds a predetermined threshold, defined as the greater of: (1) twice the DRG rate
or(2) the ouilier threshold, is a cost outlier case. The calculation for outliàr paymentàínáunts is made as
follows:
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(1) Multiply¡ng the overafl facirity cost-to-charge ratio by submitted charges. The
outlier payment is equal to the marginal cost factor multiplied by the-difference between the
prospective cost per stay and the greater of ihe DRG rate or thè outl¡er threshold amount.

(2) Day o.utliers as required under section 1902(s) ofthe social security act are
provided for through imptementation of the DRG/LOC per diem, wniôh ¡s
designed to account for unpredictable and fengthy hospital admissions.

Outlier thresholds will be revised as necessary when DRG re¡ative weights are adjusted. Cost ou¡¡er
payments are not available for.cases reimbursed using the level-of-care methodology, except for burn
cases that exceed the established threshold.

Other Payment Policies

Readmissions for a related condition as defined by the office within three (3) calendar days after
discharge will be treated as the same admission fór payment purposes. Êeãdm¡ss¡ons liat occur after
lhree (3) calendar days will be treated as separate siays for payment purposes but will be subject to
medical review.

Special payment policies shall apply to transfer cases. The transferring hospital and the transferee, or
rece¡ving, hospital are paid the sum of the following:

(1) A DRG daily rate for each Medicaid day of the recipient's stay, not to exceed the appropriate
full DRG payment, or the level-of-care per diem payment raté for each Medlcaid dáy of care
provided.

(2) The capital per diem rate.
(3) The medical education per diem rate.

Transferring hosp¡tals will not receive separate reimbursement for Medicaid patients subsequent to theiÍ
return.from. a transferee hospital if the patient is readmitted to the transferring hospital 30 or fewer days
fromthe original admission. Additional costs incurred as a result of the patient's rèturn from a transferee
hospital are eligible for cost outlier reimbursement. The office may establish a separate ou¡ier threshold
or marginal cost factor for such cases. Transferr¡ng hospitals w¡ll receive separate reimbursement for
Medicaid patients subsequent to their return from a transferee hospital if the pat¡ent is readm¡tted to the
transferring hospital more than 30 days after the original admission.

Each facility that submits an Indiana Medicaid cost report will receive a cost-to-charge ratio. The cost-to-
charge ratio_will be computed from claims data and will be used to determine applicãble cost ou¡ier
payments' Facilities with less than 30 Medicaid claims annually will be g¡ven the siatewide median cost-
to-charge ratio.
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Special payment policies shall apply to less than twenty-four (24) hour stays. For less than twenty-
four (24) hour stays, hospitals will be paid under the outpatient reimbursement methodology as 
described in Attachment 4.19B. 

Out-of-state hospitals receive the same DRG and level-of-care payments that are made for the 
same service to instate facilities computed in accordance with this plan. Each out-of-state hospital 
that submits an Indiana Medicaid hospital cost report will receive a cost-to-charge ratio. All other 
out-of-state facilities will use a statewide medial cost-to-charge ratio to determine applicable cost 
outlier payments, computed in accordance with the outlier provisions of this plan.  

Effective July 1, 2023, through July 1, 2025, reimbursement for inpatient hospital services 
provided by a children’s hospital located in a state bordering Indiana will be reimbursed at a rate 
that is 130% of the Medicaid reimbursement rate. The increase does not apply to the capital per-
diem or the medical education per-diem (if applicable). To be eligible, the children’s hospital must 
be located in Illinois, Kentucky, Michigan, or Ohio. Additionally, the children’s hospital must be 
either: 

1) A freestanding general acute care hospital that is designated by the Medicare program
as a children’s hospital or furnishes inpatient and outpatient health care services to
patients who are predominantly individuals less than nineteen (19) years of age; or

2) A facility located within a freestanding general acute care hospital that is designated
by the Medicare program as a children’s hospital or furnishes inpatient and outpatient
health care services to patients who are predominantly individuals less than nineteen
(19) years of age.

Payments for services to an out-of-state provider will be negotiated on a case-by-case basis to 
obtain the lowest possible rate, not to exceed 100% of the provider’s reasonable and customary 
charges, and may differ from the aforementioned out-of-state hospital reimbursement policy only 
when such payments are required because the services are not available in-state or are necessary 
due to unique medical circumstances requiring care that is available only from a limited number of 
qualified providers. 

To be eligible for a facility-specific per diem medical education rate, out of state providers must 
be located in a city listed in 405 IAC 5-5-2(a)(3), effective July 25, 1997, through 405 IAC 5-5-
2(a)(4), effective July 25, 1997, or have a 
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minimum of sixty (60) Indiana Medicaid inpatient days annually. Providers must submit annually an Indiana 
Medicaid hospital cost report to be eligible for this reimbursement. The facility-specific per diem medical education 
rate for an out-of-state provider shaH not exceed the highest in-state medica1 education per diem rate. 

To be considered for a separate base amount for children's hospitals, out-of-state children's hospitals must be 
located in a city listed in 405 lAC 5-5·2(a)(3), effective July 25,1997, through 405 lAC 5-5-2(a)(4), effective July 
25, 1997, or have a minimum of sixty (60) Indiana Medicaid inpatient days annllally. Providers must submit 
annually an Indiana Medicaid hospital cost report to be eligible for a separate base amount. 

MEDICAID INPATIENT PAYMENTS FOR SAFETY -NET HOSPITALS 

"Safety-net hospital," for purposes of this section, means an acute care hospital, licensed under IC 16-21, the Indiana 
hospital licensure statute, and qualified under Section ILK of this plan as a disproportionate share hospitaL 

(A) For the state fiscal years ending on or after June 30,2000*, safety·net hospitals with more than 150 interns 
and residents, located in a city with a population of over 600,000, and safety-net hospitals which are the 
sole disproportionate hospital in a city located in a county having a population of more than four hundred 
thousand (400,000) but less than seven hundred thousand (700,000), which hospitals are also historical 
disproportionate share hospitals, shall receive reirnbursement~ subject to tl\f, terms of subsection (8) of this 
section, in an amount calculated by the office from the hospital's cost report filed with the office for the 
hospital's fiscal period ending during the state fiscal year, equal to the difference between: 

(I) the amount of Medicaid payments to the hospital, excluding payments under Section III 
of this Plan, lor Medicaid inpatient services provided by the hospital during the hospital's 
fiscal year, and 

(2) an amount equal to the lesser of the following: 

(A) The hospital's customary charges for the services described in subdivision (1). 

(B) A reasonable estimate by the office of the amount that would be paid for the 
services described in subdivision (I) under Medicare payment principles. 

The office may also make payments to all other safety-net hospitals in the manner provided in subsection 
(A) of this section, subject to the provisions of subsection (B) of this section. 

(B) If the amount available to pay tl,e inpatient safety-net amount is insufficient to pay each hospital the full 
amounts calculated above, payments to the hospitals will be reduced by an amount that is proportionate to 
the amount ofthe deficiency. 

(C) (I) For the Eligibility Period" beginning July I, 200 I, inpatient safety-net hospitals, which meet both the 
above definition of "safety-net hospital" and the office's Medicaid safety-net criteria as described in A. 
above {the "office's Medicaid inpatient safety-net criteria"), limited to those hospitals defined as historical 
disproportionate share providers under Attachment 4.19A, Section II(F) of this plan and those hospitals not 
defined as historical disproportionate share providers but meeting the office's Medicaid inpatient safety-net 
criteria for the Eligibility Period ending on June 30, 2001, will receive inpatient safety-net payments equal 
to 100% of the amount determined in A. and B. above (the "inpatient safety-net amount"). For later 
Eligibility Periods, hospitals receiving payment adjustments pursuant to this subsection (1) will be subject 
to (2), (3), (4) and (5) below, as applicable. 
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(2)  For the Eligibility Periods beginning after June 30, 2001, an inpatient safety-net hospital, whether a 
historical disproportionate share provider or  a hospital which is not a historical disproportionate share 
provider, receiving a Medicaid inpatient safety-net payment adjustment in the amount of 100% of the 
inpatient safety-net amount, will continue to receive Medicaid inpatient safety-net payment adjustments in 
the amount of 100% of the inpatient safety-net amount for subsequent Eligibility Periods in which it meets 
the office’s Medicaid  inpatient safety-net criteria, unless the hospital has a lapse in meeting the office’s 
Medicaid inpatient safety-net criteria for an Eligibility Period.  A hospital that has a lapse in meeting the 
office’s Medicaid inpatient safety-net criteria for an Eligibility Period shall be subject to (3),(4), and (5) 
below, as applicable, for later Eligibility Periods. 

(3)  For the Eligibility Periods beginning after June 30, 2001, if an inpatient safety-net hospital, including 
historical disproportionate share providers and hospitals which are not historical disproportionate share 
providers, has a lapse in meeting the office’s Medicaid inpatient safety-net criteria for any Eligibility 
Period, the hospital will receive Medicaid inpatient safety-net payment adjustments equal to 0% of its 
hospital-specific limit for that Eligibility Period.  However, upon a later Eligibility Determination† by the 
office, if the hospital is able to meet the office’s Medicaid inpatient safety-net criteria for the Eligibility 
Period for which the later Eligibility Determination applies, the hospital’s Medicaid inpatient safety-net 
payment adjustment will be calculated as set forth in (2), (4) or (5) of this Section C., as applicable.   

(4) Except as set forth in (1) above, for Eligibility Periods beginning after June 30, 2001, inpatient safety-
net hospitals, including hospitals defined as historical disproportionate share providers and hospitals which 
are not defined as historical disproportionate share providers,   

(a) licensed under IC 16-21,  
(b) meeting the office’s Medicaid inpatient safety-net criteria for the current Eligibility 

Period, and  
(c) which did not meet the office’s Medicaid inpatient safety-net criteria for the prior 

Eligibility Period,    

will receive Medicaid inpatient safety-net payment adjustments equal to  33 1/3% of their inpatient safety-
net amount. 

(5) Except as set forth in  (2) above, after the Eligibility Period beginning on July 1, 2001, each time the 
office makes an Eligibility Determination, an inpatient safety-net hospital, including historical 
disproportionate share providers and hospitals which are not historical disproportionate share providers, 

(a) meeting the office’s Medicaid inpatient safety-net criteria for two consecutive Eligibility 
Periods will receive a Medicaid inpatient safety-net payment adjustment equal to 66 2/3% 
of its hospital-specific limit; or 

(b) meeting the office’s Medicaid inpatient safety-net criteria for three (or more) consecutive 
Eligibility Periods will receive a Medicaid inpatient safety-net payment adjustment equal 
to 100% of its hospital-specific limit. 

(6)  If the amount available to pay the inpatient safety-net amount is insufficient to pay each hospital the 
full amounts calculated above, payments to the hospitals will be reduced by an amount that is proportionate 
to the amount of the deficiency. 

*This new payment methodology will apply for Medicaid services on or after April 1, 2000, but will be calculated as set forth in this section.  For 
the state fiscal year ending on June 30, 2000, the state may reimburse, under this section, each safety-net hospital eligible for such reimbursement 
in an amount not to exceed one-fourth of the amount calculated under the formula described in this section.  For state fiscal years ending after 
June 30, 2000, the state may reimburse, under this section, each safety-net hospital eligible for such reimbursement in an amount up to one 
hundred percent (100%) of the amount calculated under the formula described in this section. 
**  The term “Eligibility Period” is defined at Attachment 4.19 A, Section II(P) of this plan. 
†  The term “Eligibility Determination” is defined at Attachment 4.19A, Section II(O) of this plan.   
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Thi, section applies to payment for inpatient stays reimbursed according to the DRO 
methodology. This section applies to all inpatient hospital facility reimbursement 
pro visions, including Medicaid supplemental payments; Medicaid enhanced payments 
and Medicaid disproportionate share hospital payments. 

TLe ORO to be assigned for an inpatient stay shall be a ORO that does not result in 
higher payment based on the presence of a hospital acquired condition that was not 
present on the date of admission. If a hospital acquired condition is not present on the 
date of admission., the discharge will be assigned to a ORO as though the hospital 
2.cquircd condition was not present. 

Secondary diagnoses that are present on the date of admission must be designated as such 
as prui orthe claim intormation submitted by an inpatient hospital facility in order for 
Medicaid reimbut'semen! to be made. Secondary diagnoses that are not present on tha 
date of admiss.ion must be designated as such as part ofthe claim information submitted 
by an inpatient hospital facilitY in order for the diagnoses to· be excluded for purposes of 
assigning the claim to a ORO. 

For purposes of this section, a "hospital acquired condition" means a condition associated 
with a diagnosis code selected by the Secretary ofthe U.S. Department of Health and 
Human Services pursuilntto 42 U.S.C. 1395ww(d)(4)(D) and in effect on the date of 
admission. 

EfIl':clive for services provided on or after J u!y 1, 2012, this section applies to all 
inpatient stays reimbursed according to the ORG and level-of-care methodologies. A 
hospital··acquired condition (or "health care-acquired condition") means a condition 
associated with a diagnosis code selected by the Secretary oHhe U.S. Department of 
Health and 1·luman Services pursuant to 42 U.S.C. \395ww(d)(4)(D) and 42 CFR 
447 .26(b) and in effect on the date of admission. 

Other Provider-Preventable Conditions 

Effective for services provided on or after July 1, 2012, the State identifies the following 
other provider-preventable conditions, as defined at 42 CFR 447.26(b), for non-payment 
under Section 4.19A: wrong surgic.al or other invasive procedure performed on a patient; 
surgical or other invasive procedure performed on the wrong body part; surgical or other 
invasive procedure perfol1ncd on the wrong patient. 
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The rates paid to providem in accordalce with methods describod in the preceding pages ofAttachment
4.19-A for inpatient hospilal services, excluding supplemental Medicaid inpatienipìyäents for Safety-
Net hospitals, are subject to a 50lo reduction for services on and after January 7,2010. The 5%o rafe
reduction will remain in effect through Decemberi 1, 2013. Medicaid pal,rneuts for inpatient hospital
services, exoluding supplemental Medicaid inpatient payments for Safety-Net hospitals, are subject to a
30% reduction for services on and after January 1, 2014 th¡ough June 30, 2021.

Notwirhstanding the preceding paragraph, for the period beginning July I , 20 1 I , Indiana hospital rates are
subject to a hospital adjusûnent faotor. The hospital adjustment factors will result in aggregate payments
that reasonably approximate the upper payment lirnits but do not result in payments in excess of the upper
payment limits.

A test will be made following the close of eâch state fiscal year fo assure that annual inpatient paymenfs
do not exceed total inpatient billed charges for the fiscal year. Payments in excess of billed charges will
be recovercd. As permitted by 42 CFx-447.271(b), nominal charge hospitals identified in IC 12-15-15-11
are not subj€ct to l¡e inpatient charge limitation above,

The following sections ofthe State Plan do not apply for the period beginning July 1, 201 1:

' Limitations on payments for an individual claûn to the lesser ofthe amount computed or billed
charges.

. Medicaid IDpatient Payments for Safety net Hospitàls

. Medicaid Hospital Reimbursement Add-On Payment Methodolos' to Compensate Hospitals that
Deliver Hospital Care for the Indigent Program Service.. Munìcipal Hospital Payment Adjustments

. Supplemental Payments to Privately-Owned Hospitals.

. High Volume Outlier Payment Adjustment

The agency's rates are published in provider bulletins which are accessible through the agenoy's website,
www.indianamedicaid.com.
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MEDICAID HOSPITAL REIMBURSEMENT ADD-ON PAYMENT METHODOLOGY TO 
COMPENSATE HOSPITALS THAT DELIVER HOSPITAL CARE FOR THE INDIGENT PROGRAM 

SERVICE 

In order to be eligible for and to receive a payment under the Indiana Hospital Care for the Indigent Care 
(HCI) program, a hospital must (1) be enrolled in and be providing inpatient services to patients enrolled 
in the Indiana Medicaid program during the state fiscal year for which payment is being made; and (2) 
have an audited cost report from the most recent common state fiscal year for which audited cost reports 
are on file with the office for all potentially eligible hospitals on June 30 of a preceding state fiscal year, 
unless extenuating circumstances exist. Hospitals that are no longer accepting Medicaid and HCI patients 
shall not receive payment under this section.  Reimbursement under this program will be in the form of 
Medicaid add-on payments.  The Medicaid add-on payments will provide additional reimbursement to 
eligible hospitals for the Medicaid-covered hospital services the hospitals provide to Medicaid enrollees. 
The amount and availability of the add-on payments will be limited by the charge limit and the upper 
payment limit pursuant to 42 C.F.R. §§ 447.271 and 447.272, the amount of services rendered to 
Medicaid and HCI patients, and the rates for inpatient hospital services as stated in Attachment 4.19-A, 
Pages 1A through Page 1G of this state plan. The add-on payments will be calculated and paid using the 
formula set forth below.  

An eligible hospital for HCI purposes is defined as an acute care hospital licensed under Indiana Code 16-
21, as defined and interpreted in the disproportionate share payment section of the Indiana Medicaid state 
plan amendment, and as defined and interpreted under the prior Medicaid HCI add-on payment 
methodology. I.C. 12-15-15-8 contained the payment methodology that was used to determine and make 
payments under the HCI program prior to state fiscal year 1998 and therefore, will not be used to 
calculate the payments for each state fiscal year beginning July 1, 1997 and thereafter. 

PAYMENT FORMULA 

In accordance with I.C. 12-15-15-9.6, for each state fiscal year beginning July 1, 2003 and thereafter, the 
total Medicaid HCI add-on payments to hospitals for a state fiscal year shall not exceed an amount equal 
to all amounts transferred from the hospital care for the indigent fund to the Medicaid indigent care trust 
fund, including amounts attributable to each county’s ad valorem HCI property tax levy, for a state fiscal 
year. A Medicaid add-on payment due to an eligible hospital must be based on a formula that provides 
additional Medicaid reimbursement for inpatient hospital services the hospital provides to Medicaid 
enrollees.  The amount and availability of a Medicaid add-on payment for a hospital will be limited by the 
upper payment limits imposed under 42 CFR § § 447.271 and 447.272.  Variations in the amount of 
Medicaid add-on payments paid to eligible hospitals will be based upon the amount of inpatient hospital 
services an eligible hospital provides to Medicaid enrollees, the hospital’s HCI patient case-load, and the 
amount of funds, including a county's ad valorem HCI property tax levy, transferred to the state hospital 
care for the indigent fund by each county to which one or more of the eligible hospital's HCI claims are 
attributed. 
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STEP 1: For each eligible hospital, the Office of Medicaid Policy and Planning (“office”) shall identify 
the inpatient hospital services the hospital provided to Medicaid enrollees during the state fiscal year. 
 
STEP 2: For each eligible hospital, the office shall calculate the amount of Medicaid reimbursement paid 
to the hospital for covered hospital services the hospital provided to Medicaid enrollees identified in 
STEP 1.  

STEP 3:  For each eligible hospital, the office shall calculate an amount equal to the amount calculated 
under STEP 3F of the following formula:  

STEP 3A: Identify: 
 
(1) Each eligible hospital that provided necessary emergency medical care during the state 
fiscal year to an individual who qualifies under IC 12-16-3.5 et seq. and the rules 
promulgated thereunder, and; 
 
(2) the county of residence of the individual or, if the individual was not a resident of Indiana or the 
individual’s Indiana county of residence cannot be ascertained, the county where the onset of the 
medical condition that necessitated the individual’s emergency medical care occurred.  
 
STEP 3B:  For each county identified in (2) of STEP 3A, identify: 
 
(1) each eligible hospital that provided care described in (1) of STEP 3A attributed to the 
county during the state fiscal year; and 
 
(2) the total amount (using the office's fee for service reimbursement rates) of all eligible hospital 
episodes of care described in (1) of STEP 3A attributed to the county during the state fiscal year. 
 
STEP 3C:  For each county identified in (2) of STEP 3A, identify the amount of the county’s 
HCI funds, including its HCI ad valorem property taxes, transferred from the hospital care for 
the indigent fund to the Medicaid indigent care trust fund under STEP FOUR of IC 12-16-
7.5-4.5(b). 
 
STEP 3D: For each eligible hospital identified in (1) of STEP 3A, with respect to each county 
identified in (2) of STEP 3A, calculate the hospital's percentage share of the county's HCI 
funds transferred to the Medicaid indigent care trust fund under STEP FOUR of IC 12-16-
7.5-4.5(b). Each hospital's percentage share is based on the total amount (using the office’s 
fee for service reimbursement rates) of the hospital's care described in (1) of STEP 3A 
attributed to the county during the state fiscal year, calculated as a percentage of the total 
amount (using the office’s fee for service reimbursement rates) of all hospital care described 
in (1) of STEP 3A attributed to the county during the state fiscal year. 
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STEP 3E:  For each hospital identified in (1) of STEP 3A, with respect to each county identified in 
(2) of STEP 3A, multiply the hospital's percentage share calculated under STEP 3D by the amount 
of the county's HCI funds transferred from the hospital care for the indigent fund to the Medicaid 
indigent care trust fund under STEP FOUR of IC 12-16-7.5-4.5(b). 
STEP 3F:  Determine the sum of all amounts calculated under STEP 3 E for each eligible hospital 
identified in (1) of STEP 3A with respect to each county identified in (2) of STEP 3A. 
 

STEP 4:  Subject to STEP 5 and STEP 6, the office shall pay to each eligible hospital a Medicaid add-on 
payment equal to the amount calculated for the hospital under STEP 3F and, in doing so, shall allocate the 
amount of the payment to each of the Medicaid covered inpatient hospital services identified for the 
hospital under STEP 1.  

STEP 5:  The office’s allocation of a payment described in STEP 4 for a hospital’s Medicaid covered 
inpatient service shall be limited to an amount not to exceed either (1) the amount that, when combined 
with the amount of reimbursement previously paid for the service as calculated under STEP 2, does not 
exceed the upper payment limit for inpatient hospital services under 42 C.F.R. § 447.271 and 42 C.F.R. § 
447.272; or (2) the amount attributable to the hospital’s inpatient hospital services that are rendered to 
each individual described in STEP 3A(1).  

STEP 6:  For any eligible hospital: (1) which receives a payment under STEP 4 that is less than the total 
amount (using the office’s fee for service reimbursement rates) of the hospital's care in (1) of STEP 3A 
above during the state fiscal year; and (2) which could receive additional reimbursement for the services 
identified for the hospital under STEP 1 above without exceeding any applicable upper payment limits 
under 42 CFR § § 447.271 or 447. 272, the office shall calculate an amount equal to the amount 
calculated for the hospital under STEP 6H below: 
 

STEP 6A: Identify each county whose transfer of HCI funds to the Medicaid indigent care 
trust fund under STEP FOUR of IC 12-16-7.5-4.5(b) for the state fiscal year was less than the 
total amount (using the office’s fee for service reimbursement rates) of all hospital care 
identified in (1) in STEP 3A above attributed to the county during the state fiscal year. 
 
STEP 6B:  For each county identified in STEP 6A, calculate the difference between the 
amount of HCI funds of the county transferred to the Medicaid indigent care trust fund under 
STEP FOUR of IC 12-16-7.5-4.5(b) and the total amount (using the office’s fee for service 
reimbursement rates) of all hospital care identified in (1) of STEP 3A above attributed to the 
county during the state fiscal year. 
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STEP 6C:  Calculate the sum of the amounts calculated for those counties under STEP 6(B). 
 
STEP 6D: Identify each hospital: (1) which receives a payment under STEP 4 above that is less 
than the total amount (using the office’s fee for service reimbursement rates) of the hospital's care 
in (1) of STEP 3A above during the state fiscal year; and (2) which could receive additional 
reimbursement for the services identified for the hospital under STEP 1 above without exceeding 
any applicable upper payment limit under 42 CFR § § 447.271 or 447.272. 
 
STEP 6E:  Calculate for each hospital identified in STEP 6D the difference between the 
hospital's payment under STEP 4 above and the total amount (using the office’s fee for 
service reimbursement rates) of the hospital's care in (1) of STEP 3A above during the state 
fiscal year. 
 
STEP 6F:  Calculate the sum of the amounts calculated for each of the hospitals under STEP 
6E. 
 
STEP 6G: For each hospital identified in STEP 6D, calculate the hospital's percentage share 
of the amount calculated under STEP 6F. Each hospital's percentage share is based on the 
amount calculated for the hospital under STEP 6E calculated as a percentage of the sum 
calculated under STEP 6F. 
 
STEP 6H:  For each hospital identified in STEP 6D, multiply the hospital's percentage share 
calculated under STEP 6G by the sum calculated under STEP 6C. 
 

STEP 7: Subject to STEP 8, the office shall pay to each eligible hospital identified in STEP 6 a Medicaid 
add-on payment equal to the amount calculated for the hospital under STEP 6H and, in doing so, shall 
allocate the amount of the payment to each of the hospital services identified for the hospital under 
STEP 1.  

STEP 8: The office’s allocation of a payment described in STEP 7 for a hospital’s Medicaid covered 
inpatient service shall be limited to an amount that, when combined with the amount that is the sum of 
reimbursements previously paid for the service as calculated under STEP 2 and STEP 4, does not exceed 
either (1) the amount of the upper payment limit for inpatient hospital services under 42 C.F.R. § 447.271 
and 42 C.F.R. § 447.272; or (2) the amount attributable to the hospital’s inpatient hospital services that 
are rendered to each individual described in STEP 3A(1).  

Total non-federal share of payments to hospitals under this  program for each state fiscal year may not 
exceed  the amount equal to the product calculated when the amount transferred to the Medicaid indigent 
care trust fund by counties is multiplied by the state Medicaid medical assistance percentage for the state 
fiscal year for which the payments are made. 
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In the event there are insufficient state matching funds to pay each hospital the amounts calculated, the 
amount paid to each hospital will be reduced proportionate to the amount of the deficiency of funds.  
Payments shall be made prior to December 15 that next succeeds the end of the state fiscal year.  
 
EFFECTIVE DATE Subject to approval by CMS, these payments are to be effective on July 1, 2003. 
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Section I Policy; scope
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Sec. I. (a) This section of the State Plan sets forth procedures for payment for services rendered to Medicaid
recipients by duly certified and state-owned psychiatric hospitals. All payments referred to within this section of the
State Plan for the provider groups and levels of care are contingent upon the following:

(l) Proper and current certification.
(2) Compliance with applicable state and federal statutes and regulations.

(b) The procedures described in this section of the State Plan set forth methods of reimbursement that promote
quality of care, efficiency, economy, and consistency. These procedures recognize level and quality ofcare, establish
effective accountability over Medicaid expenditures, provide for a regular review mechanism for rate changes,
compensate providers for reasonable, allowable costs incurred by a prudent businessperson, and allow incentives to
encourage efficient and economic operations. The system of payment outlined in this section of the State Plan is a
retrospective system using interim rates predicated on a reasonable, cost-related basis, in conjunction with a final
settlement process. Cost limitations are contained in this section of the State Plan ~hich establish parameters
regarding the allowability ofcosts and define reasonable allowable costs.

(c) Retroactive repayment will be required by providers when an audit verifies overpayment due to discounting,
intentional misrepresentation, billing or payment errors, or misstatement of historical financial or historical statistical
data which caused a rate higher than would have been allowed had the data been true and accurate. Upon discovery
that a provider has received overpayment of a Medicaid claim from the office, the provider must complete the
appropriate Medicaid billing adjustment form and reimburse the office for the amount of the overpayment.

(d) The office may implement Medicaid rates prospectively without awaiting the outcome of the administrative
appeal process. However, any action by the office to recover an overpayment from previous rate reimbursements,
either through deductions of future payments or otherwise, shall await the completion of the provider's
administrative appeal within the office, providing the provider avails itself of the opportunity to make such an
appeal. Interest shall be assessed in accordance with IC 12-15-13-3.

Section 2 Definitions

Sec. 2. (a) As used in this section of the State Plan, "all-inclusive rate" means a per diem rate which, at a minimum,
reimburses for all nursing care, room and board, supplies, and ancillary therapy services within a single,
comprehensive amount.

(b) As used in this section of the State Plan, "annual, historical, or budget financial report" refers to a presentation of
financial data, including accompanying notes, derived from accounting records and intended to communicate the
provider's economic resources or obligations at a point in time, or the changes therein for a period of time in
compliance with the reporting requirements of this section of the State Plan which shall constitute a comprehensive
basis ofaccounting.
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(c) As used in this section of the State Plan, "budgeted/forecasted data" means financial and statistical information
that presents, to the best of the provider's knowledge and belief, the expected results of operation during the rate
period.

(d) As used in this section of the State Plan, "cost center" means a cost category delineated by cost reporting forms
prescribed by the office.

(e) As used in this section of the State Plan, "office" means the office of Medicaid policy and planning.

(t) As used in this section of the State Plan, "desk review" means a review and application of these regulations to a
provider submitted annual financial report including accompanying notes and supplemental information.

(g) As used in this section of the State Plan, "field audit" means a formal official verification and methodical
examination and review, including the final written report of the examination of original books of accounts by
aUditors.

(h) As used in this section of the State Plan, "forms prescribed by the office" means forms provided by the office or
substitute forms which have received prior written approval by the office.

(i) As· used in this section of the State Plan, "general line personnel" means management personnel above the
department head level who perform a policy making or supervisory function impacting directly on the operation of
the facility.

G) As used in this section of the State Plan, "generally accepted accounting principles" means those accounting
principles as established by the American Institute of Certified Public Accountants.

(k) As used in this section of the State Plan, "like levels of care" means psychiatric hospital level of care provided in
a state-owned psychiatric hospital.

(I) As used in this section of the State Plan, "ordinary patient related costs" means costs of services and supplies that
are necessary in the delivery of patient care by similar providers within the state.

(m) As used in this section of the State Plan, "patient/recipient care" means those Medicaid program services
delivered to a Medicaid enrolled recipient by a certified Medicaid provider.

(n) As used in this section of the State Plan, "reasonable allowable costs" means the price a prudent, cost conscious
buyer would pay a willing seller for goods or services in an arm's-length transaction, not to exceed the limitations set
out in this section ofthe State Plan.

(0) As used in this section of the State Plan, "unit of service" means all patient care included in the established per
diem rate required for the care of an inpatient for one (I) day (twenty-four (24) hours).
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Section 3 Accounting records; retention schedule; audit trail; cash basis; segregation of accounts by nature of
business and by location

Sec. 3. (a) The basis of accounting used under this section of the State Plan is a comprehensive basis of accounting
other than generally accepted accounting principles. However, generally accepted accounting principles as
prescribed by the Governmental Accounting Standards Board pronouncements shall be followed in the preparation
and presentation of all financial reports and all reports detailing proposed change of provider transactions unless
otherwise prescribed by this section of the State Plan.

(b) Each provider must maintain financial records for a period of three (3) years after the date of submission of
financial reports to the office. State accounting records are maintained on a cash basis, which shall be used in all data
submitted to the office. The provider's accounting records must establish an audit trail from those records to the
financial reports submitted to the office.

(c) In the event that a field audit visit indicates that the provider's records are inadequate to SUppOlt data submitted to
the office, and the auditor is unable to complete the audit and issue an opinion, the provider shall be given, in
writing, a list of the deficiencies and allowed sixty (60) days from the date of receipt of this notice to correct the
deficiencies. In the event the deficiencies are not corrected within the sixty (60) day period, the office shall not grant
any rate increase to the provider until the cited deficiencies are corrected and certified to the office by the provider.
However, the office may:

(I) make appropriate adjustments to the applicable cost reports of the provider resulting from inadequate
records;
(2) document such adjustments in a finalized exception report; and
(3) incorporate such adjustments in prospective rate calculations under section I(d) of this section of the
State Plan.

(d) If a provider has business enterprises other than those reimbursed by Medicaid under this section of the State
Plan, the revenues, expenses, and statistical and financial records for such enterprises shall be clearly identifiable
from the records of the operations reimbursed by Medicaid. If a field audit establishes that records are not
maintained so as to clearly identi1)r Medicaid information, none of the commingled costs shall be recognized as
Medicaid allowable costs and the provider's rate shall be adjusted to reflect the disallowance effective as of the date
of the most recent rate change.

Section 4 Financial report to office; annual schedule; prescribed form; extensions

Sec. 4. (a) Each provider shalIsubmit an annual financial report to the office not later than ninety (90) days after the
close of the provider's reporting year. The annual financial report shall coincide with the fiscal year used by the
provider to report federal income taxes for the operation unless the provider requests in writing that a different
reporting period be used. Such a request shall be submitted within sixty (60) days after the initial certification of a
provider. This option may be exercised only one (I) time by a provider. If a reporting period other than the tax year
is established, audit trails between the periods are required, including reconciliation statements between the
provider's records and the annual financial report.

TN: 08-010
Supercedes
TN: New Approval Date:_M_fi._~_2_1_20_0_9 Effective Date: October 2. 2008



State: Indiana Attachment 4.19A
Page INA

(b) The provider's annual financial report shall be submitted using forms prescribed by the office. All data elements
and required attachments shall be completed so as to provide full financial disclosure and shall include the following
as a minimum:

( I) Patient census data.
(2) Statistical data.
(3) Ownership and related party information.
(4) Statement of all expenses and all income.
(5) Detail of fixed assets and patient related interest bearing debt.
(6) Schedule of Medicaid and private pay charges; private pay charges shall be lowest usual and ordinary
charge on the last day of the reporting period.
(7) Certification by the provider that the data are true, accurate, related to patient care, and that expenses
not related to patient care have been clearly identified.
(8) Certification by the preparer, if different from the provider, that the data were compiled from all
information provided to the preparer by the provider and as such are true and accurate to the best of the
preparer's knowledge.

(c) Extension of the ninety (90) day filing period shall not be granted unless the provider substantiates to the office
circumstances that preclude a timely filing. Requests for extensions shall be submitted to the office, prior to the date
due, with full and complete explanation of the reasons an extension is necessary. The office shall review the request
for extension and notifY the provider of approval or disapproval within ten (10) days of receipt. If the request for
extension is disapproved, the report shall be due twenty (20) days from the date of receipt of the disapproval from
the office.

Section 5 New provider; initial financial report to office; criteria for establishing initial rates; supplemental report

Sec. 5. (a) Rate requests to establish initial rates for a new operation or a new type of certified service shall be filed
by completing the budget financial report form and submitting it to the office on or before thirty (30) days after
notification of the certification date or establishment of a new service or new operation. The budget financial report
shall reflect the forecasted data of operating for the first twelve (12) months and shall be subject to appropriate
reasonableness tests. Initial rates shall be effective upon certification, or the date that a service is established,
whichever is later. .

(b) The methodology, set out in this section of the State Plan, used to compute rates for active providers shall be
followed to compute initial rates for new providers, except that historical data are not available.

Section 6 Active providers; rate review; annual request; additional requests; requests due to change in law

Sec. 6. (a) As a normal practice, rates shall be reviewed once each year using the annual financial report as the basis
of the review. The rate effective date shall be the first day of the month following the provider's reporting year end,
provided the annual financial report is submitted within ninety (90) days of the end of the provider's reporting
period. If the provider requests that the interim rate be reviewed, a budget financial report covering the twelve (12)
month period immediately following the expected rate effective date shall be prepared by the provider and submitted
with the annual financial report.
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(b) A provider shall not be granted an additional interim rate review until the review indicated in subsection (a) has
been completed. A provider may request no more than one (I) additional interim rate review during its budget
reporting year when the provider can reasonably demonstrate the need for a change in rate based on more recent
historical and forecasted data. This additional interim rate review shall be completed in the same manner as the
annual interim rate review, using all other limitations in effect at the time the annual interim review took place.

(c) To request the additional interim review, the provider shall submit, on forms prescribed by the office, a minimum
of six (6) months of historical data of which at least four (4) months must be subsequent to the fiscal year end of the
annual financial report. In addition, a budget financial report covering the twelve (12) month period immediately
following the expected rate effective date shall be submitted. Any new rate resulting from this additional interim
review shall be effective on the first day of the month following the submission ofdata to the office.

Section 7 Request for rate review; budget component; occupancy level assumptions; effect of inflation assumptions

Sec. 7. Under this rate setting system, emphasis is placed on proper planning, budgeting, and cost control by the
provider. To establish consistency in the submission and review offorecasted costs, the following apply:

(l) Each interim rate review request shall include a budget financial report. If a budget financial report is
not submitted, the interim rate review will not result in an increase in Medicaid rates but may result in a rate
decrease based on historical or annual financial reports submitted.
(2) All budget financial reports shall be submitted using forms prescribed by the office. All forecasted data
and required attachments shall be completed to provide full financial disclosure and will include as a
minimum the following:

(A) Patient census data.
(B) Statistical data.
(C) Ownership and related party information.
(D) Statement ofall expenses and all income.
(E) Detail of fixed assets and patient related interest bearing debt.
(F) Schedule of Medicaid and private pay charges; charges shaH be the lowest usual and ordinary
charge on the rate effective date of the rate review.
(0) Certification by the provider that forecasted data has been prepared in good faith, with
appropriate care by qualified personnel, using appropriate accounting principles and assumptions,
and that the process to develop the forecasted data uses the best information that is reasonably
available and is consistent with the plans of the provider. The certification shall state that all
expenses not related to patient care have been clearly identified or removed.
(H) Certification by the preparer, if the preparer is different from the provider, that the forecasted
data were compiled from all information provided to the preparer and tnat the preparer has read tile
forecasted data with its summaries of significant assumptions and accounting policies and has
considered them to be not obviously inappropriate.

(3) The provider shaH adjust patient census data based on the highest ofthe following:
(A) Historical patient days for the most recent historical period unless the provider can justify the
use of a lower figure for the patient days.
(B) Forecasted patient days for the twelve (12) month budget period.
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Sec. 8. Advertising is not an allowable cost under this section of the State Plan except for those advertising costs
incurred in the recruitment of facility personnel necessary for compliance with facility certification requirements.
Advertising costs are not allowable in connection with public relations, fundraising, or to encourage patient
utilization.

Section 9 Criteria limiting rate adjustment granted by office

Sec. 9. The Medicaid reimbursement system is based on recognition of the provider's allowable costs. Providers
reimbursed under this section of the State Plan will be reimbursed with a retrospective payment system. The annual
financial reports filed by the providers will be used to determine the actual cost per day for services. A retroactive
settlement will be determined for the time period covered by the annual financial report. The total allowable costs
will be divided by the actual client days to determine the actual per diem rate. The variance between the actual per
diem rate and the interim per diem rates based on the projected budget and paid during the report period will be
multiplied by the paid client days to arrive at the annual settlement.

Section 10 Computation of annual and interim rate; allowable costs; review of cost reasonableness

Sec. 10. (a) The annual rate, per Section 6, for a room with two (2) beds, which is the basic per diem room rate, shall
be established as a ratio between total allowable costs and patient days as determined from the annual financial
report, subject to all other limitations described in this section ofthe State Plan.

(b) Costs and revenues shall be reported as required on the annual financial report form. Patient care costs shall be
clearly identified.

(c) The provider shall report as patient care costs only costs that have been incurred in the providing of patient care
services. The provider shall certifY on the annual financial report that costs not related to patient care have been
separately identified on the financial report.

(d) In determining reasonableness of costs, the office may compare line items, cost centers, or total costs of providers
with like levels of care. The office may request satisfactory documentation from providers whose costs do not appear
to be reasonable.

(e) The interim rate, per Section 6, for a room with two (2) beds, which is the basic per diem room rate, shall be
established as a ratio between total budgeted costs and budgeted patient days as determined from the budgeted
financial report, subject to all other limitations described in this section of the State Plan.

(f) Budgeted Costs and revenues shall be reported as required on the budgeted financial report form. Budgeted
patient care costs shall be clearly identified.

(g) The provider shall report as patient care costs only costs that are anticipated to be incurred in the providing of
patient care services. The provider shall certifY on the budget financial report that costs not related to patient care
have been separately identified on the financial report.

(h) In determining reasonableness ofbudgeted costs, the office may compare line items, cost centers, or total costs of
providers with like levels of care. The office may request satisfactory documentation from providers whose budgeted
costs do not appear to be reasonable.
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(i) In determining reasonableness of budgeted cost, the office shall compare forecasted data to the inflationary or
deflationary effect on historical data for the period between the midpoint of the historical or annual financial report
time period and the midpoint of the budget financial report. The office may request satisfactory documentation from
providers whose budgeted costs do not appear to be reasonable. Unsupported forecasted data may be adjusted based
upon reasonably anticipated rates of inflation.

Section 11 Allowable costs; capital reimbursement; depreciable life

Sec. II. (a) Providers shall be reimbursed for the use of facilities and equipment, regardless of whether they are
owned or leased. Such reimbursement shall include all depreciation, interest, lease, rent, or other consideration paid
for the use of property. This includes all central office facilities and equipment whose patient care-related
depreciation, interest, or lease expense is allocated to the facility.

(b) The straight line method will be used to calculate the allowance for depreciation. For depreciation purposes, the
following will be used:

Property

Land improvements
Buildings and building components
Building improvements
Movable equipment
Vehicles
Software

Depreciable Life

20 years
40 years
20 years
10 years
4 years
3 years

Section 12 Capital reimbursement; basis; historical cost; mandatory record keeping; valuation

Sec. 12. (a) The basis used in computing the capital reimbursement shall be the historical cost of all assets used to
deliver patient related services, provided the following:

(I) They are in use.
(2) They are identifiable to patient care.
(3) They are available for physical inspection.
(4) They are recorded in provider records.

If an asset does not meet all of the requirements prescribed in this section, the cost shall not be included in
computing the reimbursement.

(b) The provider shall maintain detailed property schedules to provide a permanent record of all historical costs and
balances of facilities and equipment. Summaries of such schedules shall be submitted with each annual financial
report, and the complete schedule shall be submitted to the office upon request.

(c) Assets used in computing capital reimbursement shall include only items currently used in providing services
customarily provided to patients.

(d) When an asset is acquired by trading one (I) asset for another, or a betterment or improvement is acquired, the
cost of the newly acquired asset, betterment, or improvement shall be added to the appropriate property category. All
Qfthe historical cost of the traded asset or replaced betterment or improvement shall be removed from the property
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(e) If a single asset or collection of like assets acquired in quantity, including permanent betterment or
improvements, has at the time of acquisition an estimated useful life of at least three (3) years and a historical cost of
at least five hundred dollars ($500), the cost shall be included in the property basis for the approved useful life of the
asset. Items that do not qualitY under this subsection shall be expensed in the year acquired.

(f) The property basis of donated assets, except for donations between providers or related parties, shall be the fair
market value defined as the price a prudent buyer would pay a seller in an arm's-length sale., or if over two thousand
dollars ($2,000), the appraised value, whichever is lower. An asset is considered donated when the provider acquires
the asset without making any payment for it in the form of cash, property, or services. If the provider and the donated
asset are related parties, the net book value of the donor shall be the basis, not to exceed fair market value. Cash
donations shall be treated as revenue items and not as offsets to expense accounts.

Section 13 Unallowable costs; cost adjustments; charity and courtesy allowances; discounts; rebates; refunds of
expenses

Sec. 13. (a) Charity, courtesy allowances, discounts, refunds, rebates, and other similar items granted by a provider
shall not be included in allowable costs. Bad debts incurred by a provider shall not be an allowable cost.

(b) Payments that must be reported on the annual financial report form that are received by a provider, an owner, or
other official of a provider in any form from a vendor shall be considered a reduction of the provider's costs for the
goods or services from that vendor.

(c) The cost ofgoods or services sold to nonpatients shall be offset against the total cost of such service to determine
the allowable patient related expenses. If the provider has not det~rmined the cost of such items, the revenue
generated from such sales shall be used to offset the total cost ofsuch services.

Section 14 Allowable costs; wages; costs of employment; record keeping; owner or related party compensation

Sec. 14. (a) Reasonable compensation of individuals employed or to be employed by a provider is an allowable cost,
provided such employees are engaged in, or will be engaged in, patient care-related functions and that forecasted
compensation amounts are reasonable in light of historical data under this section and section 15 of this section of
the State Plan.

(b) The provider shall report on the financial report form in the manner prescribed, using the forms prescribed by the
office, all patient related staff costs and hours incurred, and forecasted to be incurred, to perform the function for
which the provider was certified. Both total compensation and total hours worked, and forecasted to be worked, shall
be reported. If a service is performed through a contractual agreement, imputed hours for contracted services shall be
reported. .

(c) Payroll records shall be maintained by the provider to substantiate the staffing costs reported to the office. Said
records shall indicate each employee's classification, hours worked, rate of pay, and the department or functional
area to which the employee was assigned and actually worked. If an employee performs duties in more than one (1)
department or functional area, the payroll records shall indicate the time allocations to the various assignments.

Section 15 Allowable costs; calculation of allowable owner or related party compensation; wages; salaries; fees;
fringe benefits
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Sec. IS. (a) Compensation for management, consultant, or any individual or entity rendering services above the
department head level shaIl be subject to the annual limitations described in this section. AIl compensation received
by the parties as described in this subsection shall be reported and separately identified on the financial report form
even though such payment may exceed the limitations. This compensation is allowed to cover costs for all
administrative, policy making, decision making, and other management and consultant functions above the
department head level. This includes wages, salaries, and fees for owner, administrator, assistant administrator,
management, contractor, and consultant as well as any other individual or entity
performing such tasks.

(b) The maximum amount of management compensation for the parties identified in subsection (a) shall be the lesser
of the amount under subsection (c), as updated by the office on July I of each year by determining the average rate of
change of the most recent twelve (12) quarters of the Gross National Product Implicit Price Deflator, or the amount
of patient related wages, salaries, or fees actually paid or withdrawn which were properly reported to the federal
Internal Revenue Service as wages, salaries, fringe benefits, expenses, or fees. If liabilities are established, they shall
be paid within seventy-five (75) days after the end ofthe accounting period or such costs shall be disallowed.

(c) The management compensation limitation per operation effective July 1, 1995, shall be as follows:

Owner and Management
Compensation

Beds
10
20
30
40
50
60
70
80
90
100
110
120
130
140
ISO
160
170
180
190
200

200& over

Allowance
$21,542
$28,741
$35,915
$43,081
$50,281
$54,590
$58,904
$63,211
$67,507
$71,818
$77,594
$83,330
$89,103
$94,822

$100,578
$106,311
$112,068
$117,807
$123,562
$129,298

$129,298+
$262/bed over

200

This subsection applies to each provider of a certified Medicaid operation. The unused portions of the allowance for
one (I) operation shall not be carried overto other operations.
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Sec. 16. (a) The detailed basis for allocation of expense between different levels of care in a facility shall remain a
prerogative of the provider as long as the basis is reasonable and consistent between accounting periods.

(b) However, the following relationships shall be followed:

(I) Reported expenses and patient census information must be for the same reporting period.
(2) Nursing salary allocations must be on the basis of nursing hours worked and must be for the reporting
period except when specific identification is used based on the actual salaries paid for the reporting period.
(3) Any change in the allocations must be approved by the office prior to the changes being implemented.
Proposed changes in allocation methods must be submitted to the office for approval at least ninety (90)
days prior to the provider's reporting year end.

Section 17 State-owned facilities per diem rate

Sec. 17. The per diem rate for providers reimbursed under this section of the State Plan is an alI-inclusive rate. The
per diem rate includes all services provided to recipients by the facility.

Section 18 Administrative reconsideration; appeal

Sec. 18. (a) The Medicaid rate setting contractor shalI notify each provider of the provider's rate after such rate has
been computed. If the provider disagrees with the rate determination, the provider must request an administrative
reconsideration by the Medicaid rate setting contractor. Such reconsideration request shall be in writing and shall
contain specific issues to be reconsidered and the rationale for the provider's position. The request shall be signed by
the provider or the authorized representative ofthe provider and must be received by the contractor within forty-five
(45) days after release of the rate computed by the Medicaid rate setting contractor. Upon receipt of the request for
reconsideration, the Medicaid rate setting contractor shall evaluate the data. After review, the Medicaid rate setting
contractor may amend the rate, amend the chalIenged procedure or determination, or affirm the original decision.
The Medicaid rate setting contractor shalI thereafter notify the provider of its final decision in writing, within forty
five (45) days of the Medicaid rate setting contractor's receipt of the request for reconsideration. In the event that a
timely response is not made by the rate setting contractor to the provider's reconsideration request, the request shalI
be deemed denied and the provider may pursue its administrative remedies as set out in subsection (c).

(b) Ifthe provider disagrees with a rate redetermination resulting from an audit adjustment, the provider must request
an administrative reconsideration from the Medicaid audit contractor. Such reconsideration request shall be in·
writing and shall contain specific issues to be considered and the rationale for the provider's position. The request
shall be signed by the provider and must be received by the Medicaid audit contractor within forty-five (45) days
after release of the rate computed by the Medicaid rate setting contractor. Upon receipt of the request for
reconsideration, the Medicaid audit contractor shall evaluate the data. After review, the Medicaid audit contractor
may amend the audit adjustment or affirm the original adjustment. The Medicaid audit contractor shall thereafter
notifY the provider of its final decision in writing within forty-five (45) days of the Medicaid audit contractor's
receipt of the request for reconsideration. In the event that a timely response is not made by the audit contractor to
the provider's reconsideration request, the request shall be deemed denied and the provider may pursue its
administrative remedies under subsection (c).

(c) After completion of the reconsideration procedure under subsection (a) or (b), the provider may initiate an appeal
under4051AC 1-1.5.

(d) The office may take action to prospectively implement Medicaid rates without awaiting the outcome of the
administrative process.
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DISPROPORTIONATE SHARE HOSPITAL PAYMENTS

I. AUTHORITY

In compliance with Section 1902 (a)(13)(A) of the Act, Section 1923 of the Act, and specifically the
mandates of section 4112 (OBRA 1987), P.L. 100-203, the Indiana Medicaid program adopts the following
definitions and methodologies to identify and make payments to hospitals to take into account the situation
of such providers that serve a disproportionate number of low-income patients with special needs.

II. DEFINITIONS

(A) "Acute Care Hospital" has the following meaning: "Any institution, place, building, or agency
represented and held out to the general public as ready, willing, and able to furnish care, accommodations,
facilities, and equipment, for the use, in connection with the services of a physician, of persons who may be
suffering from deformity, injury, or disease, or from any other condition, from which medical or surgical
services would be appropriate for care, diagnosis, or treatment." The term does not include a state mental
health institution or a private psychiatric institution, nor does it include convalescent homes, boarding
homes, homes for the aged or freestanding health facilities licensed for long term care such as nursing
facilities.

(B) "State Mental Health Institution" has the following meaning: "A state-owned or state-operated
institution for the observation, care, treatment, or detention of an individual; and under t.he administrative
control of the division of mental health." This group of providers is commonly referred t<.\ as state hospitals.

(C) "Private Psychiatric Institution" has the following meaning: "An acute care inpatient facility, properly
licensed for the treatment of persons with mental illness." This group of providers is commonly referred to
as private psychiatric hospitals.

(D) "Community Mental Health Center" has the following meaning: "a program of services approved
by the division of mental health and organized for the purpose of providing multiple services for the mentally
handicapped and operated by one of the following or combinations thereof:

(l) Any city, town, county or other political subdivision of this state; any agency of the state
of Indiana or of the United States; and any political subdivision of another state; including but not limited
to and without limiting the generality of the foregoing, hospitals owned or operated by units of government
and building authorities organized for the purpose of constructing facilities to be leased to units of
government;

TN 98-011
Supersedes
TN 95-020 Approval Date fila /11 Effective 4/1/98
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(2) A COrpotationincorporated under the provisicns onc 1971,23-7-1.1, the: "Indiana General
Not for Profit COrporaUQIJ Act"; ,

(3) A nonprofit ccrpcrafion incorporated in another state; and

(4) A university ofcollege.

(E) "Disproportionate Share'Hollpital" has tHe following meaning; An Acute Care Bospital licensed
under Ie 16-21, the Indiana hospital licensure statute; a State Mental Health Institution under lhet"
administrative control and responsibility ofthe Director oftheStBte Division ofMental Health; or a
Private Psychiatric Institution Iieensed under IC 12-25, that qualifies as 81l inpatient hospital eligible
for DSHpayments as set out in the requirements in section 1923ofthe Act,

(1) whose Medicaid Inpatient Utilization Rate is at least one standard deviation above the Statewide
Mean Medicaid Inpatient Utilization Rate for such provider hospitals receiving Medicaid
paymentsin Indiana, or,

(2) whoselow income utilizatiot; rateexceeds twenty-fivepercent (25%).

No hospital may be a disproportiouate share hospital unless the hospital:

(i) .has a Medicaid utiliZlllion rate ohl: ~eastona percent (1%); and
(ii) has at least two (2) obstetricians with staffprivileges. who have agreed to provide

obstetric services to individuals entitled to such services under the Indiana Medicaid state
plan. For a hospital located ina \1l%':ll area (as defined in Section 1886 oftbe Social
Security Act), the term obstetrioian includes 11 physician with staffprivileges at the
hospital to perform non-emergency obstetric procedures. This provision, (ii), does not
apply to a hospital the inpatients o(which are predominately individualsunder18 years
of age; or which did not offer non-emergency obstetric services as ofDecember21,
1987.

For state fiscal years ending after June 30, 1997, eafch hospital's eligibility for dillpropomonatc share
payments under this section shall be based on utilization and revenue data from the most recent year for
which an audited cost report for the individual hospital is on file with the office.

(F) "Historical disproportionate share JlI'Ovider" has the following meaning:

Anacute care bospital licensed under IC 16-21 which waseligible for a disproportionate share
, hospital payment for the state fiscal yem: ending on June 30, 199&,and which is eligible for a

disproportionate share hospital payment in the yt:ar for which payments are being calculated.

TN No, 00-004
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(0) "Municipal Disproportionate Share Provider" has the fallowing meaning: An acute care hospital
licensedby the Stttc ofIndiana and established andoperated undee lD.diana Code 1~22-2 or 1~23,
that based on utilization and revenue date from the most recent yeu fOr which an audited cost repon
is on file withthe office, bas a Mcdic;ud Inpatient Utilization Rate greater than OtICpercent (1%). Ie
16-22-2and 16~23 are enabling statutes for coun1y and city-county hospitals under Indiana law.

(II) "CommunityMental Health Center Disproportionate Share Provider" has the followingmeaniDg: A
community health center designated as such by the state division ofmental heal!b.that receives
funding under Indiana Code 12-29-1-7(b)or from other county sources, that provides inpatient r
servicesto Medicaid patients, and who!!" Medicaid Inpatient Utilization Rate, based on utilj~tion

and revenue'data frOnt the most reoentyear for which an audited cost report is on me withthe office,
is greatertban one percent (1%). Indiana Code 12-29-1-1(b) provides for property tax fundingby
ind;vidualcounties ofcommunity mental health ceaters situated in those counties.

(I) "MedicaidInpatient Utilization Rate" for a provider. has tho following meaning: A fraction
(expressed as a percentage) for which:

(I) the numerator is the provider's total Medicaid inpatiem days in the most recent year far: which an
audited cost report is on file with the office; and

(2) the denominator is the total number ofthe provider's inpatient days in that same cost reporting
period, where inpatient days includes each day in which an individual (including newborns,
Medicaid manaBOO care beneficiaries, and Medicaid beneficiarici from other states) is an
iIJPatient in the hospital, whether or not the individual is in a specialized ward (including acute
care excluded unit distinct part subproviders ofthe provider) and whether or not the individual
remains in the hospital for lack ofsuitable placement elsewhere. The tam. "inpatient days"
includes days attn'butable to Medicaid managed care noipientsand Medicaid eligible patientS.
The teml doeR not include days attributable to Medicaid patients between the ages of21 and 65
in InstitUtions for MentalDisease.

(1) "Statewide Mean Medicaid Inpatient Utilization Rate" has the following meaning: A fraction
(expressedas a percentage) for which:

(l) the numerator is the total ofall Medicaid enrolled hospital providers' Medicaid Inpatient
Utili:zation Rates in the most recent year for Which audited cost reports are on file with the
office; and

(2) the denominator is the total number ofall such Medicaid enrolled provider hospitals,

TNNo. 00-004
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In calculating the Statewide Mean Medicaid Inpatient Utilization Rate, the Medicaid agency shall not
include in the statistical database for the statewide mean calculation. the Medicaid Inpatient Utilization
Rates ofproviderswhose low income utili2:fJion rates exceed twenty-fivepercent (25%).

(K) A provider's"Low Income Utilization Rate" is the IlUD1 of:

(1) a fraction (expressed as a percentage) for which:

(A) the numerator is the sum of'tbe following:

(i) the total Medicaid patient revenues paid to the provider during the most recent year
fOJ:' which an audited cost report is on file with the office; plus

(ii) the amount of the cash subsidies received directly from state and local governments,
during the most recent year for which an audited cost report is on file with the
office, including payments made under the hospital care for the indigent program;
and

(B) the denominator is thetotal amount ofthe provider's revenues for patient services (including
<:ash subtddic8) during the most recent year for which an audited cost report is on file wit"
the office; and

(2) a fraotion (expressed as a peTC~tage) for whicb:

(A) the numerator is the total amount of the provider's charges for inpatient services during the
most recent year for which an audited cestreport is on file with !hI: office tha.t are
attributable to care provided to individuals who have no source ofpaymem or third patty or
personal resources, less the amount ofany cash subsidies described in clause (K)(I)(A)(ii)
above: and

(B) the'denominator is the total amount ofcharges COl" inpatient services in the same coat
reporting period.

The numerator in clause (2)(A) shall not include contractual allowances and discounts other than for
indigent patients not eligible for medical assistance under an approved Medicaid state plan.

'IN No. 00-004
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(L)  For purposes of eligibility, utilization rate and payment adjustment determinations for State fiscal 
years ending after June 30, 1997, “utilization and revenue data from the most recent year for 
which an audited cost report is one file” means utilization and revenue data from the most recent 
cost report which is on file for each individual provider as of June 30 of the state fiscal year 
immediately preceding the fiscal year for which the determination of eligibility of the calculation 
or rates or the calculation of payment adjustments is being made, and which has been audited 
prior to the date on which the determination or calculation is made. 

(M)  For purposes of calculating DSH eligibility, audited is defined as a targeted limited scope desk 
review where the data used for DSH calculations is thoroughly reviewed and adjusted where 
necessary. 

(N) “Non-State Government-Owned or Operated Hospital” means a health care facility providing 
inpatient and outpatient hospital services that is (1) licensed as an acute care hospital under 
Indiana Code 16-21; and (2) is established and operated as a non-state governmental hospital 
under Indiana Code 16-22-2, Indiana Code 16-22-8 or Indiana Code 16-23. 

TN No.  03-009 
Supercedes                 Approval Date ___________ Effective Date  July 1, 2003 
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(O) “Eligibility Determination”  means the office’s targeted limited scope desk review of survey data, cost and 
claims reports, and documentation in order to determine (1) the criteria for qualification as a disproportionate share 
hospital under Section II(E); and (2) hospitals which satisfy that criteria. 
 
(P)“Eligibility Period” means the state fiscal year(s) for which an Eligibility Determination applies and which ends 
immediately prior to the commencement of the state fiscal year for which the office next makes an Eligibility 
Determination.  The duration of an Eligibility Period shall be at least two SFYs, but no more than four SFYs, in 
length.   
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III. PAYMENT ADJUSTMENTS 
 
A.  Inpatient Disproportionate Share Payment Adjustment 
 
Subject to Subsection H, Disproportionate Share Hospitals shall receive, in addition to their allowable regular claims 
payments and any other payment adjustments to which they are entitled, a disproportionate share payment adjustment 
calculated in the following manner for SFY 2012 and thereafter: 
 
In no instance will any Disproportionate Share Hospital payments exceed the hospital specific limit as defined in 
subsection B 1. The provisions in subsection B 1 are applicable for SFY 2012 and thereafter and also apply to DSH 
eligible freestanding psychiatric institutions licensed under IC 12-25. DSH payments that are retrospectively determined 
to exceed the hospital specific limit shall be recovered by the office. For DSH payments made on or after 7/1/2011, any 
DSH allotment recovered by the office may be redistributed to other DSH eligible hospitals in accordance with the 
payment order below, not to exceed any hospital's hospital specific limit. The amount of DSH redistribution payments is 
limited to the amount recouped by the office.   
 
Any Disproportionate Share Hospital may decline all or part of the annual DSH payments by submitting documentation to 
the State indicating that it declines the DSH payments and the amount of DSH payments being declined.    
 

1.  Step One: Each Disproportionate Share Hospital receives a payment of $1,000, not to exceed the hospital's 
hospital specific limit.  
 
2.  Step Two: Municipal Disproportionate Share Providers established and operated under Indiana Code 16-22-2 
or 16-23 receive payment amounts equal to the lower of the hospital's hospital specific limit for the payment year 
less any Step One amount received by that hospital; or the hospital's net 2009 supplemental payment amount.  
 
3.  Step Three: DSH eligible acute care hospitals licensed under IC 16-21 located in Lake County, Indiana receive 
payment amounts equal to the hospital's hospital specific limit for the payment year, less any Step One amount 
received by that hospital. 
 
4.  Step Four: DSH eligible private acute care hospitals licensed under IC 16-21 and DSH eligible hospitals 
established and operated under Indiana Code 16-22-8 receive payment amounts equal to the hospital's hospital 
specific limit for the  payment year, less any payment received by that hospital under step one. If not enough DSH 
funds are available to pay all eligible hospitals in this group up to their respective hospital specific limits, the 
amount paid to each hospital will be reduced by the same percentage for all hospitals in the group. 

 
5.  Step Five: If there is DSH remaining after the above steps, DSH eligible freestanding psychiatric institutions 
licensed under IC 12-25 receive payment amounts equal to the institution's hospital specific limit for the payment 
year, less any payment received by the institution under step one. If not enough DSH funds are available to pay all 
eligible institutions in this group up to their respective hospital specific limits, the amount paid to each institution 
will be reduced by the same percentage for all institutions in the group. Institutions owned by the State of Indian 
are not eligible for payments from this pool. 

 
 
 
 
 
 
 

December 1, 2020
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Steps six and seven below apply to DSH payments for SFYs 2013 and thereafter. 

6. Step Six: If there is DSH remaining after the above steps: 
a. a MWlicipal Disproportionate Share Provider established and operated under Indiana 

Code 16-22-2 or 16-23 receives a payment amount equal to the hospital's hospital 
specific limit for the payment year, less any payment received by that hospital for the 
payment year under step one and step two; and 

b. a private acute care hospital established and operated ullder Indiana Code 16-21-2 that: 
i. has a Medicaid inpatient utilization rate for the DSH eligibility period for the 

payment year that is at least equal to the mean Medicaid inpatient utilization rate 
as calculated for purposes of determining Medicaid disproportionate share 
eligibility, but does not equal or exceed one (1) standard deviation above the 
mean Medicaid inpatient uti.lization rate; and 

11. satisfies the obstetric service provisions of 42 U.S.C. 1396r-4(d); 

receives a payment amount equal to the hospital's hospital specific limit for the 
payment year. 

If not enough DSH funds are available to pay all hospitals eligible under this step up to their 
respective hospital specific limits, the amount paid to each hospital under this step will be 
reduced by the same percentage for all bospitals eligible under this step. 

7. Step Seven: If there is DSH remaining after the above steps, a private acute care hospital 
established and operated Wlder Indiana Code 16-21-2 that: 

a. bas a Medicaid inpatient utilization rate for the DSH eligibility period for the payment 
year that is less than the mean Medicaid inpatient utilization rate as calculated for 
purposes of detennining Medicaid disproportionate share eligibility, but is at least greater 
than one percent (1 %); and 

b. satisfies the obstetric service provisions of 42 U.S.C. 1396r-4(d); 

receives a payment amount equal to tbe hospital's hospital specific limit for the payment year. 

If not enougb DSH funds are available to pay all hospitals eligible under this step up to their 
respective bospital specific limits, the amount paid to each hospital Wlder this step will be 
reduced by the same percentage for all hospitals eligible under this step. 
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Disproportionate share hospital payments described in this section may be made on an interim basis 
throughout the year as determined by the office. 

Interim DSH payments will be calcnlated using the payment methodology described above, based on the 
best available data at the time of the calculation. To determine the interim payment amount, the 
hospitals' calculated DSH payments will be multiplied by two percentages: I) the ratio of the total DSH 
allotment for the payment year divided by the sum of all DSH eligible and appealing hospitals' hospital 
specific limits for that same year, notto exceed I, and 2) the percentage of the state fiscal year that has 
been completed at the time of the payment. Partial payments to psychiatric hospitals will be limited to the 
amount paid in step 1. 

The disproportionate share payment adjustment calculations described below and in subsections B 2 and 
C through G do not apply for SFY 2012 and thereafter. 

(1) For each of the state fiscal years ending after June 30,1995, a pool not exceeding two million 
dollars ($2,000,000) shall be distributed to all qualified private psychiatric DSH's licensed by the 
director of the state department of health to provide private institlitional psychiatric care, whose 
Medicaid impatient utilization rates are at least one (l) standard"tleviation above the statewide 
mean Medicaid inpatient utilization rate for providers receiving Medicaid payments in Indiana 
andlor whose low income utilization rate exceeds twenty-five percent (25%). The funds in this 
pool must be distributed to the qualifying hospitals io the proportion that each qualifying 
hospital's Medicaid iopatient utilization rate bears to the total of the Medicaid inpatient utilization 
rates of all hospitals in the pool as detennined based on data form th.e most recent year for which 
an andited cost report is on file with the office for each potentially eligible hospitaL In no 
iostance will any hospital in this pool be entitled to disproportionate share amounts that when 
added to the hospital's payments associated with Medicaid and uninsured care yield a combioed 
total reimbursement that exceeds 100% of the hospital's allowable cost of delivering Medicaid 
and uninsured care. DSH payments that are retrospectively determined to exceed this cap of 
IOO% of allowable cost shall be recovered by the office. 

(2) For each state fiscal year ending on or after June 30, 1995, a pool not exceeding one hundred 
ninety-one million dollars ($191,000,000) shall be distributed to all state mental health DSH's 
whose inpatient utilization rates are alleast one (I) standard deviation above the statewide mean 
Medicaid inpatient utilization rate for providers receiviog Medicaid payments in Indiana or whose 
low income utilization rate exceeds twenty-five percent (25%). The fund in this pool must be 
distributed to the qualifying hospitals in the proportion that each hospital's low income utilization 
rate, mUltiplied by total Medicaid days, bears to the product of the same factors of all hospital in 
the pool using data from the most recent year for which an audited cost report is on file with the 
office for each potentially eligible hospitaL 
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Disproportionate share payments described in this section shall be made on an interim basis throughout the year as 
determined by OMPP. 

B.  DSH Payments to Acute Care Hospitals Licensed Under IC 16-21 

1. For the state fiscal years ending after June 30, 2000, the following payment methodology will be
utilized for the distribution of payments to acute care hospitals licensed under IC 16-21:

(1) The office will distribute disproportionate share payments to all qualifying acute care 
hospitals, in an aggregate sum which does not exceed the limits imposed by federal law and 
regulation, including the statewide allocation limits for disproportionate share payments 
imposed by 42 USC 1396r-4(f). 

(2) Each qualifying hospital’s “hospital specific limit” is the sum of all costs for services 
provided to uninsured patients, less any cash payments made by them, and all costs for 
services provided to Medicaid patients, less the amount paid to the hospital under the non-
DSH payment provisions of the State Plan. 

(3) The hospital-specific limit for each hospital shall be determined by the office taking into 
account data provided by each hospital that is considered reliable by the office based on a 
system of periodic audits, and the use of trending factors applied to such data.  The office may 
require independent certification of data provided by a hospital to determine the hospital’s 
hospital-specific limit. 

TN No. 03-015 
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2. (a)  For the Eligibility Period beginning July 1, 2001, hospitals meeting the office’s Medicaid 

disproportionate share provider criteria as described in Attachment 4.19A,  Section II(E) of this 
Plan (the “office’s Medicaid DSH criteria”), limited to  those hospitals defined as historical 
disproportionate share providers under Attachment 4.19A,  Section II(F) of this plan and those 
hospitals not defined as historical disproportionate share providers but meeting the office’s 
Medicaid DSH criteria for the Eligibility Period ending on June 30, 2001, will receive 
disproportionate share payments equal to 100% of their individual hospital-specific limit.  For 
later Eligibility Periods, hospitals receiving payment pursuant to this subsection (a) will be subject 
to (b), (c), (d) and (e) below, as applicable.   

 
(b)  For the Eligibility Periods beginning after June 30, 2001, a hospital, whether a historic 
disproportionate share provider or  a hospital which is not a historical disproportionate share 
provider, receiving a Medicaid disproportionate share payment in the amount of 100% of its 
hospital-specific limit will continue to receive Medicaid disproportionate share payments in the 
amount of 100% of its hospital-specific limit for subsequent Eligibility Periods in which it meets 
the office’s Medicaid  DSH criteria unless the hospital has a lapse in meeting the office’s 
Medicaid DSH criteria for an Eligibility Period.  A hospital that has a lapse in meeting the office’s 
Medicaid DSH criteria for an Eligibility Period shall be subject to (c), (d), and (e) below, as 
applicable, for later Eligibility Periods. 

 
(c)  For the Eligibility Periods beginning after June 30, 2001, if a hospital, including historical 
disproportionate share providers and hospitals which are not historical disproportionate share 
providers,  has a lapse in meeting the office’s Medicaid DSH criteria for any Eligibility Period, the 
hospital will receive Medicaid disproportionate share payment adjustments equal to 0% of its 
hospital-specific limit for that Eligibility Period.  However, upon a later Eligibility Determination 
by the office, if the hospital is able to meet the office’s Medicaid DSH criteria for the Eligibility 
Period for which the later Eligibility Determination applies, the hospital’s Medicaid 
disproportionate share payment will be calculated as set forth in (b), (d) or (e) of this section 2., as 
applicable.   
 
(d) Except as set forth in (a) above, for Eligibility Periods beginning after June 30, 2001, hospitals, 
including hospitals defined as historical disproportionate share providers and hospitals which are 
not defined as historical disproportionate share providers,   

 
(i) licensed under IC 16-21,  
 
(ii) meeting the office’s Medicaid DSH criteria for the current Eligibility Period, 

and  
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(iii) which did not meet the office’s Medicaid DSH criteria for the prior Eligibility 

Period,    
 

will receive disproportionate share payments equal to  33 1/3% of their individual hospital-specific 
limit. 
 
(e) Except as set forth in (b) above, after the Eligibility Period beginning on July 1, 2001, each 
time the office makes an Eligibility Determination, a hospital, including historical disproportionate 
share providers and hospitals which are not historical disproportionate share providers, 
 

(i) meeting the office’s Medicaid DSH criteria for two consecutive Eligibility 
Periods will receive a disproportionate share payment equal to 66 2/3% of its 
hospital-specific limit; or 

 
(ii) meeting the office’s Medicaid DSH criteria for three (or more) consecutive 

Eligibility Periods will receive a disproportionate share payment equal to 100% 
of its hospital-specific limit. 

 
 (f) Except for payments to Non-State Government-Owned or Operated Hospitals, as defined on Attachment 
4.19A, Page 17 of this plan, if the amount available to pay the disproportionate share  amount is insufficient to pay 
each hospital the full amounts calculated above, payments to the hospitals will be reduced by an amount that is 
proportionate to the amount of the deficiency.   

 
The OMPP may, however, adjust the disproportionate share payment specified above as provided for in 42 CFR 
447.297(d)(3), allowing the state to make additional disproportionate share expenditures after the end of each federal 
fiscal year that relate back to a prior federal fiscal year.  Each eligible hospital may receive an additional 
disproportionate share payment adjustment, if: 
 

(1) additional funds are made available which are eligible for federal financial participation 
pursuant to 42 U.S.C. 1396b (w)(6)(A) and 42 CFR §433.51; and 
 

(2) the total disproportionate share payments to each individual hospital, and all qualifying 
hospitals in the aggregate, do not exceed the limits provided by federal law and regulation. 

 
The office may also, before the end of a state fiscal year, make a partial payment to one or more qualifying 
hospitals, if: 
 

(1) sufficient funds are made available which are eligible for federal financial participation pursuant to 42 
U.S.C. 1396b (w)(6)(A) and 42 CFR §433.51; 
 

(2) the partial disproportionate share payment to each hospital does not exceed the limits provided by 
federal law and regulations; and 
 

(3) no hospital qualifying for a disproportionate share payment for the same state fiscal year for which a 
partial payment is made will receive a net disproportionate share payment for that state fiscal year in 
an amount less than the amount the hospital would have received if no partial payment had been made 
before the end of the fiscal year. 

 
 
 
 
 
 
 
 
TN No. 03-015 
Supercedes   Approval Date _______________  Effective Date  September 2, 2003 
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C. Contributions by State ofhidiana 10 thll Medicaid Indigent Care Trost Fund

The office shall, in each state fiscal yeae, provide, for acute care hospitals licensed under IC 16--21 that
qualify for disproportionate share payments under Section Il.E, of this plan, Suffi(;1ent funds, other than
funds transferredby other governmentalunits to theMedicaidindigent care trust fund, that equal an
amount equal to twenty-six million dollars (S26,OOO,OOO) minusthe product of twenty-sixmillion dollars
(S26,OOO,OOO) multiplied by the fedeml medical8.S3istance percentage. . ...

0:.

D. MWlicipal Disproportionate Share Payment Adjustments

For each state fiscal year ending on or after rune 30, 1998. OMPP will make munieipal disproportionate
shsrepayments to ql.talif)'ing municipal disprcportionate sharehospitals as follows:

A pool not exceeding the sum of'thehospital specific limits for all qualifying hospitals shall be
distributed to each qualifying hospital in an amount which equals to the extent possible, but in no case
exceeds, the hospital's hospital-specific limit provided under 42 U.S.C. 1396r-4(g). Each hospital',
"hospital specific linrit" is the sum ofall costs for services provided to uninsured patients, lees any cash
payments made by them, and all costs for services provided to Medicaid patients, less the amount paid by
the State under the non-DSH payment provisions of the StIlte Plan. The h05pital-specific limit for each
hospital, in each stat!: fiscal year, shall be determined by the office taking into account data provided by
the hospital that is censidered reliable by the office, based on a system ofperiodic audits, and the use: of
trending factors applied to such datil. The officemayrequire independent certification of data provided
by a municipal disproportionate share hospital to deteJmine the hospital's bospital-specific limit.

The OMPP may, however, adjust the municipal disproportionate share payment specified above as
provided for in 42 CPR 447.297(d)(3), allowing the state to make additional municipal disproportionate
share expenditures dter the end of each federal fiscal year that relate back to the prior federal fiscal year.
Each eligible hospital may receive an additional mun.i£ipal disproportionate share payment adjustment, if:

TNNo. 00-004
Supersedes
1NNo. 98-011

Approval Date IZhabo. , Effective Date 4/1/00



12/13/00 14;23 FAX 317 232 7382
L~/~~/VU n~u ~~:ll ~~~

State of Indiana

OFFICE OF MEDICAID
KDAC fax #3

Attachment 4.19A
Page 10

(1) additional fundsare made available wh1.ch are eli~ble for federal financial participation
pursuant to 42 U.S.C. 13!il6b(w)(6)(A) and42CPR §433.51; and

(2) the total disproportionate share payments to each individual hospital, and all qualifying
hospitals in the aggregata, do not exceed the limits provided by federal law and regulation.

for the state fiscal yea. ending June 30, 2000, the total municipal disproportionate share payments ~

available to qualifYingnnmicipal disproportionate share hospitals shall be: twenty-two million dollars""
($22,000,000), except, as provided in Section Ill.G, of this plan.

E. Community Mental Health Center Disproportionate S~ Payment Adjustments.

For each state fiscal year ending afterJune 30.1997, OMPP will make community mental health center
disproportionate share payments to qualifying community mental health centers as follows:

Eachqualifying communitymentalhealth center &hall receivean amount determined by
subtracting the amount paid to the community mental health center during the state fiscal year by the
county 1TeEisurer oftbe county in which the community mental health center is located, as authorized by
the county executive and appropriated by the county fiscal body, or fi.mds received by the community
mental health center from other county sources, from an amount consisting ofthe foregoing amount
divided by the state medical assistance percentage applicable to the state fiscal year.

TN No. 01)..004
Supersedes
TN No. 98-011

Approval Date lz/zo,IoD Effective Date 4/l/oo
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The OMPP may, however, adjust the community mental health center disproportionate share payment
specified above as provided for in 42 CPR 447.297(d)(3), allowing the slate to make additional
community mental health center dillploportionate share expendituree afterthe end of each federal fiscal
year that relate back to the prior federal fiscal year. Each eligible community mental health center may
receive an additional community mental health center disproportionate share payment adjUSbnBnt. if:

. (1) funds are made available by one or more counties which havebeencertified as expenditures
eligible for financial participation under 42 U.S.C. 1396(w)(6)(A) and 42 CFR 433.51; r

(2) the total dispropornonare share payments to each individual community mental health center
do not exceed the institution specific limit provided under 42 U.S.C. 1396r-4(g); and

(3) the total disproportionate share payment; to community mental health centers do not resul [ in
total disproportionate share payments in excess of the state limit on such expenditures for
institutions fer mental diseases lIDdcr42 U.S.C. 1396r-4(h).

The officeshall assist a county treasurer in making the certification described in m.E.(l) above.

The institution specific limitfor a state fiscal year shall be determined by the office biking into account
data provided by the community mental health center that is considered reliable by the office based on a
system. ofpcriodic audits, and the use of trending factors applied to BU\,:h data. The office may require
independent certification ofdata provided by a community mental health center to determine the
institution specific limit.

The office may reduce, on a pro rata basis, payments due to community mental health centers under this
section for a fiscal year ifnecessary to avoid exceeding the &tate limit on disproportionate share
expenditures for institutions for mental diseases. Further, a payment under this provision maybe
recorded by the office from the community mental bealth center iffedera1 rmanc:ial partioipation is
disallowed for the funds certified underIC l2~29·1-7(b)uponwhichsuch paymentwas based.

For the state fiscal year beginning July 1, 1999, and ending June 30, 2000. the total community mental
health center disproportionate share payments available under this section to qualifying community
mental health center disproportionate share providers, is six million dollars ($6,000,000), except as
provided in Section III.G. oftbis plan.

TN No. 00-004
Supersedes
lNNo. 98-011

Approval Date l2/zJ-() Effective Date~
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F.  Hospital Specific Limit on Disproportionate Share Payments 
 

1. Total disproportionate share payments to a provider shall not exceed the hospital specific limit 
provided under 42 U.S.C. 1396r-4(g).  The hospital specific limit for a state fiscal year shall be 
determined by the office taking into account data provided by each hospital that is considered reliable 
by the office based on a system of periodic audits, and the use of trending factors applied to such data.  
The office may require independent certification of data provided by a hospital or other qualifying 
provider to determine the provider’s hospital specific limit.  Each hospital’s “hospital specific limit” is 
the sum of all costs for services provided to uninsured patients, less any cash payments made by them, 
and all costs for services provided to Medicaid patients, less the amount paid by the State under the 
non-DSH payment provisions of the State Plan. 

 
2. Notwithstanding the foregoing, for SFYs beginning after June 30, 2003 and to the extent permitted 

under Section 701(c) of the Benefits Improvement Act (BIPA) of 2000, Section 1(a)(6) of Public Law 
106-554, a Non-State Government-Owned or Operated Hospital will receive a DSH payment which 
shall not exceed 175% of its hospital-specific limit.  The amount paid to each hospital is contingent 
upon available room under Indiana’s statewide disproportionate share allocation as limited by 42 USC 
13964-4(f).  If the amount of state matching funds available is not sufficient to pay each hospital its 
full amount as determined by the office, the amount paid to each hospital will be reduced 
proportionately.     

 
G. State Limit on Disproportionate Share Payments 
  

1. For the state fiscal year ending June 30, 2000, if the state exceeds the state disproportionate share 
allocation (as defined in 42 USC 1396r-4(f)(2)) or the state limit on disproportionate share expenditures 
for institutions for mental disease (as defined in 42 U.S.C. 13964-4(b)), the state shall pay providers as 
follows: 

 
(1) The state shall make disproportionate share provider payments to municipal disproportionate share 

providers qualifying under Section II.(G) of this plan, until the state exceeds the state 
disproportionate share allocation.  The total amount paid to the municipal disproportionate share 
providers under this plan for the state fiscal year ending June 30, 2000, may not exceed twenty-
two million dollars ($22,000,000), except as provided elsewhere in this section. 

 
(2) After the state makes all payments under subdivision (1), if the state fails to exceed the state 

disproportionate share allocation, the state shall make community mental health center 
disproportionate share provider payments to providers qualifying under section II.(H) of this plan.  
The total paid to the qualified community mental health center disproportionate share providers 
under section 9(a) of this chapter, may not exceed six million dollars ($6,000,000) for the state 
fiscal year ending June 30, 2000, except as provided elsewhere in this section. 

 
(3) After the state makes all payments under subdivision (2), if the state fails to exceed the state 

disproportionate share allocation, the state shall make disproportionate share provider payments to 
acute care hospitals licensed under IC 16-21 and qualifying under section II.(E) of this plan. 

 
 
 
 
 
 
 
 
 
 
 
TN No. 03-009 
Supercedes   Approval Date ___________ Effective Date July 1, 2003 
TN No. 00-004 
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2. For each state fiscal year beginning aftet June 30, 2000, if the state exceeds the State
disproportionate share allocation (as defined in 42 U.S.C. 1396r-4(f)(2» or the &tate limit on
disproportionate share expenditures for institutions for mental diseases (as defined in 42
U.S.C. 1396r4(h»), the state lIhaU pay providers as follows:

(1) The statusbal1 make municipal disproportionate share previder payments to providers
qualifying under SectionU.(G) of4ris Plan. UI1'b.l1he state exceedsthe state
disproportionate share allocation.

~
~

(2) Micr the statemakes all payments under subdivision (I), lithe state fails to exceed the
state disproportionate share allocation, the state shall make disproportionate share
provider payments to providers qualifying under Section n.(E} ofthis plan.

(3) After the stare makes all payments under subdivision (2), if the state fails to exceed the
state ciisproporlionate share allocatien, the state shall make oommunitymental health
center disproportionate share provider payments to providers qualifying under Section
ll.(H) of this plan.

The dollar limitations imposed by this section on disproportionate share payments to municipal
disproportionate sbare hospitals II7ld community mental health center disproportionate share providers
shall not be applicable in the event that additional dispropcrtionate share expenditures are made under the
provisions ofthis plan a:\'et the end ofa federal fiscal year, relating back to B prior federal fiscal year. An
elig11>le provider mayreceive an additional disprcportionate sharepayment adjustment as authorized by
this Plan, if:

(I) additional funds are made available which Me eligible for federal financial participation
pumuant to 42 U.S.C. 1396b(w}(6)(A) and 42 CFR §433.51; and

(2) the total di5PropOJ'tionate share paymentS to the individual provider. and all qualifying
providers in the aggregate, to not exceed the limit provided by federal law and regulation.

TN No. 00-004
Supersedes
lNNo. 98-011

IM-32210S-3

.Approval Dille~OO Eff~"eDate 4/l100
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H.  Inpatient Disproportionate Share Payment Adjustments in the Event of a Reduced Federal DSH Allotment 
 

a. For purposes of Subsection H: 
 

i.  The term "base disproportionate share payment program" shall mean the provisions for distributing 
disproportionate share payments set forth in Subsection A of Section III of Attachment 4.19-A of the 
Indiana Medicaid State Plan effective January 1, 2019. 
 
ii.  The term "CMS" shall mean the Centers for Medicare and Medicaid Services.  
 
iii.  The term "disproportionate share payment plan" shall mean the plan for distributing disproportionate 
share payments for the State Fiscal Year beginning July 1, 2020. 
 
iv.  The term "federal DSH allotment" shall mean the allotment of federal disproportionate share funds 
calculated for the State under 42 U.S.C. 1396r-4. 

 
v. The term "reduced federal DSH allotment" shall mean a federal DSH allotment for the State for the 
Federal Fiscal Year beginning October 1, 2020, that, by operation of 42 U.S.C. 1396r-4(f)(7), is less than 
the federal DSH allotment for the State for the Federal Fiscal Year beginning October 1, 2018. 
 
vi. The term "terminating event" shall mean federal legislation, including an amendment to 42 U.S.C. 
1396r-4, a regulation issued by CMS or any other federal agency, any sub-regulatory policy or directive 
issued by CMS or other federal agency, or a judicial ruling, that is enacted or issued on or before March 
30, 2021, that: (1) cancels, or postpones to a subsequent federal fiscal year, a reduced federal DSH 
allotment; and (2) does not cause the state to incur a reduced federal DSH allotment. 
 

b.  Subject to paragraph c, the disproportionate share payment plan for the State Fiscal Year beginning July 1, 
2020 shall be as follows:  
 

i.  The disproportionate share payment paid to an acute care hospital that qualifies as:  
 

(A) a municipal disproportionate share provider under Step Two of the base disproportionate 
share payment program;  
 
(B) a disproportionate share provider under Step Three of the base disproportionate share 
payment program; or 
 
(C) a disproportionate share provider under Step Four of the base disproportionate share payment 
program; 

 
shall be reduced by the percentage described in subparagraph  ii. 
 
   
 
 
 
 

December 1, 2020
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 ii.  The percentage reduction in disproportionate share payments described in subparagraph i shall be 
applied uniformly to all hospitals to which subparagraph i applies. The percentage of the reduction in 
disproportionate share payments described in subparagraph i shall be the percentage determined by the 
office to cause the total disproportionate share payments made under subparagraph i to maximize the 
expenditure of, without exceeding, the reduced federal DSH allotment.    
 

c.   If a terminating event occurs, paragraph b of Subsection H shall not apply to the disproportionate share 
payment plan for the State Fiscal Year beginning July 1, 2020.  If a terminating event occurs, disproportionate 
share payments for the State Fiscal Year beginning July 1, 2020 shall be governed by the base disproportionate 
share payment program. 
 
d.  Subsection H shall only apply to disproportionate share payments for the State Fiscal Year beginning July 1, 
2020.  

 
 

4819-2462-5095v2 

December 1, 2020
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rv, DISPROPORTIONATE SHARE PA¥MENT EXAMPLEs

To illustrate the payment methodology proposed by 1N for disproportionate share payments, the
following examples are displayed within this plan.

Example 1- Provider is an acute can bosl'italliceasedunder I.C.l6-21 that qualffiea as a disproportionate
share provider

Facts~ Hospital's Medicaid inpatient utilization rate = 28% and exceeds one standard deviation from the
statewide mean Medicaid fUlt which is 15%.

Hospital is determined to be adisproportionate share acute carehospital under SectionII.(B) of this plan,
that qualifies for a dispreportionate share payment under section II.(E) of this plan. Hospital qualified
as a disproportionate share provider in state fiscal year 1998 and continues to qualify as a
disproportionate share provider in the state fiscal year for whic:h a distribution is being made.

Hospital's hospital specific limit is S11,000,000.

The hospital's disproponionate share payment is equal to 100% of its hospital-specific 'Iimit, or
....... , sn,ooo,OOO. ..,

Example:1 • Provider is a IItate meatal health iJ1lititunoD. (state psycJdlltri.c bospital) tbat qualifies (or DSll
payments (for S'F\'E 6-97)

Facts-e-- Hospital's low-income utilization rate = 40%. The provider meets thedefinition found. at I1(B) of the
plan, and qualifies to participate in DSH basic pool (4) as described at Section III(A)(2) of this plan.

Thispoolhad$191,OOO,OOO available for distribution in theSFYE 6-95 and was arljusted for SFYE6-96
by a ratio as provided for on page 7 ofthis plan resulting in a reduction ofS% of the 1995 pool amount
to a new pool amount oU181,450,000 for FYE 6-96. This pool was again adjusted for SFYE 6-97 as
provided for on page 7 of the plan by an increase of 12% from the SFY 6-96 base to $203,224)000
(1&1,450,000 x 112%).

The hospital's total inpatient days equal 1,000. The disirlbution factor is the low income utilization rate
times the total inpatient days. (40 x 1000) = 40,000.

TN 00-004
Supersedes
TN 22·008 Approval Date~ Effective 4/J /00 _
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All qualifying hospital in the pool have a sum. total distribution factor of400,000. This
hospital's percentage of the total distribution is 40,000/400,000 Or 10%.

This bospital's distribution for DSH for SFYE 6-97 is set at $20322,400.
(203,224,000 x 10%).

The hospital has been determined to have a Medicaid shortfall and uncompensated
charity care total, fortbe hospital's fiscal year ending inSFY 1997, ofS13,400,OOO. The
OB'RA '93 hospital specific DSR limit for '97 is set at $13,400,000 (100% of the
determined total).

The hospital receives S13,400,OOO rather than $20,322,400 based on the OBRA'93 DSH
limit.

All disproportionate share paymeats made in accordance with these examples and under the
provisions ofthisdisproportionate share payment methodology will be made subject to allapplicable
federal DSHspendingcapsand any Indianaspecific DSR caps,and specific provider payments will
not exceed tb.e individual provider's OBRA '93 calculated DSH payment limit. The "hospital's
OERA'93 calculated DSH payment limit" is the sum ofall costs for services providedto uninsured
patients, less any cash paYrllents made by them, and all costs for services provided to Medicaid
patients, tess the amount paidby the Stateunder the non-DSH payment provisions of the Slate Plan.
TIle formula appears as follows:

DSHLIMIT =M T U

M:= Cost of services to Medicaid patients, less the amount paid by the State under the
non-DSH payment provisions of the State Plan

U = Cost ofservices to uninsured patients, less any cash payments made by them

1N 00-004
Supersedes
1N 98-0lJ Approval Dare~ Effective 4/1100_
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High Voillme Outlier Payment Adjustment 

I, General 

In addltlon 10 regull:lf claims payments and any other payment adjustments to which they tire entitled, Bach in
stale bospiUlt may receive an kldditional inpatient Medicaid outlier payment adjustment, which sila! Inot Bxce-e-d 
th$ inpatient charge Umihitions pursuant to 42 eFR 447.271. Total paYfl1ent'l to all hospitals wIll not exceed 
the applicable inpatient upper payment limit In accordance with 42 CPR 447.272. The outlier payment 
adjustment is a:va11nble to lh-,stUl0 hospltal.s that have a high volume of 'l11pntlent hospital stays that quaHfy for 
omllel' p:lyments. Each ilospit2PS percentage aftne state!s Medicaid fc{>fof-servlce inpatient outlier stays \Viii 
be calculated annuatly, based on fee-for-service claims adjlldicuted tlll'OUgiJ tile MMIS to a paid status dut'ing 
the most recently completed state fiscal year. The outlier payment adjustment will be made annually after tile 
office has computed the payment undel' this methodology. The outlier payment adjustment will be made prior 
to any ilospital supplemental payment adjustments. Tlte outlier payment adjustmenl!s effective May I, 20 II 
foj' each state fiscal year ending on O!.' after June 30~ 20] 1, 

n. Eligibility Determination 

One; Identify the totai number of Medicakl fce-fot~3er'\dce daims that quailfy for outlier payment that 
wore a41udicated to a paid status dming tlit must recently completed state fiscal year, 

Step Two: For each ill-slate liospital, identify the !lumber ofMerlicaid fee-for-service claims that qualHY for 
outlier payment that wem adjudicated to a paid status during the most recently completed state fiscal year. The 
CHl'!'en! thresbold amollnt is IIw greater ofiwo times tile DRO payment rate or the outlior threshold 01'$34,425. 

Step Threo', For each inHstatc hospItal) calculate the rmmber of dalms identifwd in Step Two as a percentage 
of the total number of clohns identWcd in -Step One. This percentage is the hospltal1s percentage of the lotal 
number of outlier claims. To be eligible for the: oumer paylm~nt adjustment, it hOSpit~li mllst provide 1'n01'0 thfjn 
fttleen percent (15%) of the sla!c's Medicaid fee-for-service inpatient stays thai qualify tor Dlltlier payment. 

III. Payment Methodology 

Tile Qutlier payment adjustment will be the cllIferenuc between lhe hospital's total claim reimbursement for 
paid Medicaid fee-for-service inpationt claims qllalifying tbr outlier payment and the eosts of provkling stIch 
services. For eiigible hospitals, the ontlier payment adjustment will be calculated using the following 
methodology: 

Step One: for each eligibJe bospital, identify the Medic.aid !ee-tbr--service claims that Ql1ll1ify for (Juilier 
payment that wore paid during the most recently completed stale fls:cAl;year. 

Step Two: Calculate the total aggregate cost of the c!alrns idcniified In Step One, T01al cost is determined 
multiplying mutine unlts froill the claim by routine per diems .and by. multiplying ancillary -charges-from the 
ci.alm by ancillary cost-to-charge ratio.;l, [{-culine per diems and ancillary co.sHo-churge ratios viiU he obtained 
from the hospital's latest cost report on file with the oflke. 

Step Three: Determine the total aggregate claim paymeu!s previOUSly received for the claims idelltified In Slep 
One, including Medicaid claim payments, non-Medicaid claim paymellts, such as third [1'""Y liability (TPL) 
payments and 'Medicare payments, mlo sp-end~down. 

Step Fom: Subtract total aggregate claim !)aymcnts in Step Tbree from total aggregate costs In Step Two. 
This -difference is the outHej' payment adjustment. [ftl1e payments in Three exceed the costs c-alculated!n 
Step Two, no outlier payment adjustment will be made. 

TN: 11-012 
Supersedes 
TN: 90-004 

Effective Dete: MllY .. L::toU 
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L AUTHORITY

In compliance with Section 1901 (a)(lJ)(A), Section 1903 (w)(3), and Section )903 (.....)(6) of the AcL, the
Indiana Medicaid program (the "Office") adopts thefollowing definitions and methodologies to identify
and makepayment adjustments to Municipal Hospitals.

a DEFINITIONS

"Non-Stare GOvemmcnt-Owned Or Operated. Hospital" has the following meaning: a health care facility
providing inpaliem and outml!icnt hospital serviCC5 that is: CD licensed as an acme care hospital under
Indiana. Code )6-21; and (2) is established. and operate:d as a non-stare goveTllment<tl hospiLa! under Tndiana
Code 16-22-2 Indiana Code 16-22-8 or Indiana. Code 16-23.

"Municipal Hospital" has the following meaning: a non..state govcrnmcnr-Qwn.ed or operated health care
facility providing inpatient and oulpatiem hospital seMCCS I1J.at is: (I) licensed as an acute care hospital
under Indiana Code 16-21; and (2) is established and operated as a nap-state governmental oomlty hospital
under Indiana Code 16-22-2, or as-a-munielpal hasflitll \1fldeF Indiana Code 16-23.

"Medicaid Payments" arc all payments made 10 Municipal Hospitals by on or behalf of the Office pursuant
10 the Medicaid reimbursement provisions under Article 15 of the Indiana Code, This includes. but is not
limited to, claim specific payments for inpatient Medicaid services, aRa non-claim specific additional
Medicaid payments such as the Medicaid Hospital Care Ior the Indigent (Her) add-on payments. and the
payment adjustments provided for in this state plan amendment. This docs not include the
Disproportionate Share Hospital (DSH) payments made pursuant to Indiana Cede 12-15-16 and 12-15-19,
which contain the methodologies used to determine and distribute !he I3a:;ic Acute Car~f1d-EFl~ DSH
payments~,--t=espeet.jvely:-

"Medicaid Services" <tfe (hose inpatient services Pmvidoo by a Municipal Hospital that are reimbursable
under the Medicaid program.

m, PAYMENT ADJUSTMENTS

A Municipal Hospital ("hospital") shall receive, in addition to its allowable regular Me'dlcaii:!claims
payments to which it is entitled, a payment adjustment calculated in the following lllUOner;

(I) For each Slate fiscal year ending after June 30, 1997 and befurc June 30, 2002,
reimbursement in the form of a single payment, equal to the difference between:

TN Ol-OOS
Supersedes:
')8..012

(a) The amount ofMcdicaid payments to the hospital made pursuant to the
Medicaid reimbursement provisions under Article 15 of the Indiana Code.
excluding DSH payments made pursuant to Indiana Code 12-15-16 and 12-15
19, Cor services provided by the hospital during the state fiscal year, and

Approval Date Effective _
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(b) an amount equal to the lesser of the following: 
 

(i) the hospital’s customary charges for the services described in (a) above; or 
 

(ii) a reasonable estimate by the Office of the amount that would have been paid for 
those services under Medicare payment principles. 

 
(2) For each state fiscal year ending after June 30, 2002, reimbursement in the form of a single 

payment, equal to the difference between: 
 
(a) The amount of Medicaid payments to the hospital made pursuant to the Medicaid 

reimbursement provisions under Article 15 of the Indiana Code, excluding DSH payments 
made pursuant to Indiana Code 12-15-16 and 12-15-19, for services provided by the 
hospital during the state fiscal year, and 
 

(b) an amount equal to 100 percent of a reasonable estimate by the Office of the amount that 
would have been paid for those services under Medicare payment principles. 
 

(3) The payment adjustment identified in (1) and (2) above shall be made after the close of the 
applicable state fiscal year. 

 
(4) Notwithstanding the foregoing, subject to the applicable payment limits under  42 CFR 447.272, 

the office may enter into agreements with hospitals, individually or in combination, to permit 
hospitals to receive lesser or greater adjustments, made after the close of the applicable state fiscal 
year, up to, but not to exceed the difference between: 

 
 (a)  The aggregate amount of Medicaid payments to all hospitals made pursuant to the 

Medicaid reimbursement provisions under Indiana Code 12-15, excluding DSH payments 
made pursuant to Indiana Code 12-15-16 and 12-15-19, for services provided by all 
hospitals during the state fiscal year; and  

 
(b) The aggregate amount, as reasonably estimated by the office, that all hospitals would 

have been paid for those services under Medicare payment principles.   
  
However, the office may not enter into an agreement with a hospital if, in doing so, another hospital that is not a 
party to the agreement or that has not otherwise consented to the office’s agreement, will receive under (2) above an 
amount less than what the hospital would have otherwise received under the formula set forth in (2). 

   
EFFECTIVE DATE 

 
Subject to approval by HCFA, these payment adjustments identified in 1 above, are to be effective on or after April 
1, 1998.  Payments being made beginning effective April 1, 1998 for SFYE June 30, 1998 and thereafter shall be 
paid by this methodology. 
 
 
 
 
 
 
 
 
 
 
 
TN No.  03-010 
Supersedes 
TN No.  01-008   Approval Date _____________             Effective Date  July 1, 2003 



Slate: Indiana
Attachment 4.19A

Page 18.1

Paymcnt adjustments up 'to 150 percent of a rcallonable estimate of the amQunt th:l.t would be paid
for icnrices under Medicare pavment principles (identified in 1. above) will only llpply on or after
April 1, 2001. For the statc [l!jeal year ending on June 30, 200l, the Itate may adjust paymcnts,
under this section, to each Municipal Hospital eligible for tach payment adiupeDt in an amount
1I0t to exceed one-fourth of the amount equal to 150 percent of 11. reasonable eJltimate of the ;unount
that would be paid for services under Medicare paymcnt principles. For state fiscal years ending
after June 30,2001, the state may reimburse, under this section, each Municipal Hospital eligjble for
a pa"mcnt adjulI'tmcnt in an amount up to ISO percent of a rClllSOnable e.tItimate that would be paid
(or services under Medicare payment principles.

TN o l·OOIl
Supersedes:
'.I~-1l12 Approval Datc Effective _
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Supplemental Payments to Privately-owned Hospitals 
 

I.   General 
 
A Privately-owned Hospital means an acute care hospital that is (i) licensed under IC 16-21, and 
(ii) Privately-owned and operated in accordance with 42 CFR 447.272(a)(3) and 42 CFR 
447.321(a)(3).  In addition to regular claims payments and any other payment adjustments to 
which they are entitled, each hospital that is a Privately-owned Hospital may receive an 
additional inpatient Medicaid supplemental amount for each state fiscal year ending after June 
30, 2003, which shall not exceed the inpatient charge limitations pursuant to 42 CFR 447.271 
and the applicable inpatient upper payment limit in accordance 42 CFR 447.272.   
 
II. Inpatient Supplemental Payment Pool 
 
The office will calculate a Inpatient Supplemental Payment Pool for each state fiscal year ending 
after June 30, 2003.  This Inpatient Supplemental Payment Pool will include the inpatient 
Medicaid supplemental amount, which is an amount equal to the difference between the 
aggregate of actual Medicaid payments made to all Privately-owned Hospitals for Medicaid 
inpatient hospital services (excluding Medicaid disproportionate share payments made pursuant 
to IC 12-15-16, 12-15-17, and 12-15-19), and the office’s reasonable estimate of the amount that 
would have been paid for those services using Medicare payment principles, subject to limits 
imposed by 42 CFR 447.271 and 42 CFR 447.272.  The Inpatient Supplemental Payment Pool 
will be equal to the inpatient Medicaid supplemental amount.  
 
III.   Payment Methodology 
 
For each state fiscal year ending after June 30, 2003, the Inpatient Supplemental Payment Pool 
will be established and distributed to Privately-owned Hospitals in the following manner:   
 
(1)  An amount equal to the lesser of (i) the amount of the Inpatient Supplemental Payment 
Pool; or (ii) five million dollars ($5,000, 000), will be paid to a Privately-owned Hospital that 
has in excess of seventy thousand (70,000) Medicaid inpatient days.    
 
(2) Following the payment under (1) above, if there is an amount remaining in the Inpatient 
Supplemental Payment Pool after the payment under (1) above has been made, that remaining 
amount will be paid to all Privately-owned Hospitals on a pro rata basis based upon the number 
of each Privately-owned Hospital’s Medicaid inpatient days.  For purposes of this Section III (2) 
the non-federal share of such payments will not exceed  the amount transferred to the Medicaid 
indigent care trust fund under STEP FOUR of IC 12-16-7.5-4.5(b). Privately-owned Hospitals 
with larger numbers of Medicaid inpatient days will receive a higher proportion of the amount 
remaining in the Inpatient Supplemental Payment Pool than Privately-Owned Hospitals having 
smaller numbers of Medicaid inpatient days.  The amount of a payment shall be determined and 
distributed after the end of each state fiscal year. 
 
 
TN No. 03-008 
Supersedes  Approval Date _____________ Effective Date July 1, 2003 
TN No.  none 
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(3) In the event the entirety of the aggregate Inpatient Supplemental Payment Pool is not
distributed after the payments indicated in (1) and (2) above have been made, the remaining
amount will be paid on a pro rata basis to any Privately-owned Hospital that enters into an
agreement with the office for such payment, based on each Privately-owned Hospital’s Medicaid
weighted inpatient days.  For Children’s hospitals (as identified by the office), weighted
Medicaid inpatient days will be calculated by taking Medicaid days and multiplying them by
120%, consistent with the Medicaid DRG add-on.  In addition, all hospitals’ Medicaid days
(including Children’s hospitals) will be weighted further by their Medicaid Case Mix.  The
amount(s) of a Privately-owned Hospital’s payment(s) under this clause (3) will not exceed the
amount of the remaining Inpatient Supplemental Payment Pool.

Adjustments 

Notwithstanding III (2) above, the office may enter into an agreement with any Privately-owned 
Hospital whereby the Privately-owned Hospital waives payments described in III (2) above or 
accepts a lesser or greater amount than provided in III (2) above, subject to the hospital’s charge 
and payment limitations as described in 42 CFR 447.271, and 42 CFR 447.272.  However, the 
office may not enter into an agreement with a Privately-owned Hospital if, in doing so, another 
Privately-owned Hospital that is not a party to the agreement or that has not otherwise consented 
to the office’s agreement will receive an amount less than what the hospital would have 
otherwise received under the formula set forth in III (2).  

TN No.  03-008  Approval Date _______  Effective Date July 1, 2003 
Supersedes
TN No.   none 
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Sec. 1. (a) 10 accordance witb and in addition to 42 CPR 455, SUbpart B and 42 CFll. 10CJ2. Subpart
A, as amended, the following disclosure requirements "pply to all prov;dero of N1~di~id services and sholl be
disclosed in accordance witll this mle:

(1) The name and address of each persoa with an ownership or centro! interest ;0 tbe diseloJl),g
entity or in any subcontractor in wbicb the di,c1o.ioZ entity has direct or indirect ownership of
live percent (5';') or more.

(2) Whether any of the persons named, III complillnee with subdivision (1), is related to another as
spouse, parent, chUd, or sibling.

(3) The name of any other di.clo,ing entity in which a person with an ownership or control intere.t
in the disdosing ellmy also bas an ownership or control interest, Ibis requirement applies to the
extent thaI tne disclosing enlity c.n obtain this information by requesting it in writine from the
person. Thc disclosing entity must;
(il-) keep copies ofall the'•••quests :and tbe responses 10 tbem;
(B) make them available to the omca upon request; and
(C) advise the offiee when there is no r espcnse to a reques"

(4) The name, addrese, and Social Security number of any ageut or DJanaging: employee.

(b) Auy document or agreement, !!iItipulatlng ownership Interests cr- rights, dutie.5., and liabilities of the
entity or il!l members. required to be filed with tbe seerttary of state, wMther it be a s.ll1gle filing or a periodic
filing, shall also be filed with the office or it. fIScal agent. In Ihe ease of a partnership, the partnership
agr-eement, ~.,. any, and any amendments thereto, shall be flled with the 6ffite immediately upon t.re.ation or
alteration oHM partnersMp.

(c) long term care facility provider shall comply with notification requirements set forth in 405 lAC 1-;>.0
for change or ewnerahlp,

(d) the ojfice may suspend payment to an existing provider or reject a prospective provider's applicathm
for partlcipatlon it tho provider faila to di,c1ose ownership er- control information a. required by this rule and
4Q5 lAC 1-14.6-5.

405 IAC 1-19-2 Time and manner ofdisclosure

Sec, 2. (a) Any disclosing entity that is along term care facilil;y must supply the information speCified
in tbis rule to the IMislla state departxnont of h,.,.lth at the time it is surveyed.

(b) Any disclosing entity th.t is not a long term care facility must supply the information specified ill this
rule to the office or its fiscal agent at any time there is a change in ownership or control,

(c) Aoy new provider must supply the information specified ill tliis rule at the time of filing a complete
application.

(d) Providers are required to notify the office UpOD. such time a.. tbe i"formalinn specified in thi< rule
cha ng es within forty-five (45) d~ys of the .ffective dato of cbange in such form as tbe office shall prescribe.
Long term l:ar~ prov{ders involved in a change 01 Qwnershlr,l Shall provide l'Jotifie.ution in uccordenee with 405
lAC 1-20. New nursing t~cility provlders arc required to notify the office in accord. nee with this rule and 405
lAC )-14-6-5.

TN: 03·002
Supersedes:
None Approval Date:

JUL 2 1 2003
Effective: May 17, 2003
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REIMBURSEMENT FOR SERVICES PROVIDED BY PHYSICIANS, LIMITED 
LICENSE PRACTITIONERS, AND NON-PHYSICIAN PRACTITIONERS 

I. A. Summary of the Resource-Based Relative Value Scale (RBRVS) reimbursement methodology
All services provided by physicians, limited license practitioners, and non-physician practitioners will be reimbursed
according to a statewide fee schedule based on a Resource-Based Relative Value Scale (RBRVS). This includes services
provided by:

Physicians and Limited License Practitioners 
doctors of medicine,
osteopaths,
physician or primary care group practices,
optometrists,
podiatrists,
dentists who are oral surgeons,
chiropractors, and
health service providers in psychology.

Non-Physician Practitioners 
audiologists,
physical, occupational, respiratory, and speech therapists,
licensed psychologists,
independent laboratory or radiology providers,
advance practice nurses,
dentists who are not oral surgeons.
board certified behavior analysts
credentialed registered behavior technicians
licensed pharmacists

 Other Licensed or Certified Practitioners 
physician assistants,
licensed independent practice school psychologist,
licensed clinical social worker,
licensed martial and family therapist,
licensed mental health counselor,
person holding a master’s degree in social work, marital and family therapy, or mental health counseling,
licensed clinical addiction counselors
certified registered nurse anesthetists, and
anesthesiologist assistants
community health workers

Other Licensed or Certified Practitioners are required to work under the direct supervision of a physician, except licensed 
clinical social workers, licensed marital and family therapists, licensed mental health counselors, and licensed clinical 
addiction counselors. Other Licensed Practitioners or Certified Practitioners, except physician assistants, certified registered 
nurse anesthetists, licensed clinical social workers, licensed marital and family therapists, licensed mental health counselors, 
and licensed clinical addiction counselors, must bill under the supervising physician's provider number. Except as otherwise 
noted in the plan, state-developed fee schedule rates for these services are the same for both governmental and private 
providers. All rates and effective dates are published on the agency’s website at in.gov/Medicaid. 
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Effective for services provided on or after February 1, 2015, the components of the RBRVS methodology used to 
develop the fee schedule include the July 2014 Medicare Physician Fee Schedule (MPFS) non-facility Relative Value 
Units (RVUs), the 2014 MPFS Geographic Practice Index (GPCI) for Indiana, and the 2014 MPFS conversion factor. 
The RVUs are adjusted using the following 20 14 Medicare locality GPCI values to reflect work, practice, and 
malpractice costs in Indiana: Work: 1.000, Practice Expense: 0.922, Malpractice: 0.615. 

To determine the payment rate for each procedure under the RBRVS fee schedule, the Indiana-specific RVU for each 
procedure is multiplied by the conversion factor according to the following calculation: Payment Amount (Indiana 
RVU x Indiana Medicaid Conversion Factor). For services prior to February 1, 2015, the Indiana Medicaid conversion 
factor is $28.61, which was developed using Indiana Medicaid claims data from fiscal year 1992 and specific policy 
assumptions relative to the Indiana Medicaid program. Effective for services provided on or after February 1, 2015, the 
Indiana Medicaid conversion factor is $26.8671, which equals 75% of the 2014 MPFS conversion factor of $35.8228. 
These rates are published at the State's website, in.gov/Medicaid. 

Effective for services provided on or after January 1, 2024, the components of the RBRVS methodology used to develop 
the Medicaid professional fee schedule include the Medicare Physician Fee Schedule (MPFS) non-facility Relative Value 
Units (RVUs), the  MPFS Geographic Practice Index (GPCI) for Indiana, and the MPFS conversion factor published 
annually by the centers for Medicare and Medicaid Services (CMS). The Medicaid professional fee schedule will be 
reviewed annually, taking into account the MPFS non-facility RVUs, GPCIs for Indiana, and the conversion factor 
published by CMS that take effect January 1 of the calendar year preceding the Medicaid rate effective date and adjusted 
as necessary. For procedures without Medicare fee schedule values, reimbursement rates will be reviewed and adjusted at 
such time as Medicare-based rates are adjusted, taking into account the level of Medicare fee schedule changes. These 
rates are published at the State's website, in.gov/Medicaid. 

I.B. Summary of exceptions to the RBRVS reimbursement methodology

The reimbursement rates for antepartum HCPCS codes 59425 and 59426 are the rates calculated as described above, divided 
by the expected number of visits. The expected number of visits is 5 for 59425 and 7 for 59426.1.   

1. The reimbursement rates for anesthesiology procedures were developed using the total base and time units for
each procedure multiplied by the Indiana Medicaid conversion factor for anesthesiology, $13.88. Effective for
services provided on or after February 1, 2015, the Indiana Medicaid conversation factor for anesthesiology
procedures will be $16.26, which is 75% of the 2014 Medicare anesthesiology conversion factor for Indiana of
$21.68.

The calculation is: Anesthesia reimbursement rate (Base Units + Time Units +Additional Units for age (if applicable) 
+ Additional Units for physical status modifiers (as applicable)) x anesthesia conversion factor. Base units were
assigned to all anesthesia CPT codes (00100 through 01999) based on the 2002 relative values as published by the
American Society of Anesthesiologists. Effective for services provided on or after February 1, 2015, base units for
anesthesia CPT codes (001000 through 01999) are based on the 2014 Medicare anesthesia base units. Additional base
units are added for age and physical status as applicable. A member younger than one year old or older than 70 years
old will receive one (1.0) additional base unit. Physical status modifier P3 (severe systemic disease) receives one
(1.0) additional base unit, P4 (severe systemic disease that is a constant threat to life) receives two (2.0) additional
base units, and P5 (moribund patient not expected to survive without operation) receives three (3.0) additional base
units. If CPT code 99140 is billed to denote an emergency, two (2.0) additional base units are added for physical
status modifiers Pl through P5. No additional base units are added for physical status modifier P6.

Effective for services provided on or after January 1, 2024, the base and time units used for the Indiana 
anesthesiology fee schedule will be reviewed annually, taking into account the anesthesiology fee schedules 
published by CMS that take effect January 1 of the calendar year preceding the Medicaid rate effective date and 
adjusted as necessary. For procedures without Medicare fee schedule values, reimbursement rates will be reviewed 
and adjusted at such time as Medicare-based rates are adjusted, taking into account the level of Medicare fee schedule 
changes. All rates are published at the State's website, in.gov/Medicaid 
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Time units are converted from the actual time reported on the claim at the rate of one unit for each 15 minute period or 
fraction thereof. Anesthesia time begins when the anesthesiologist begins preparing the patient for anesthesia care and 
ends when the anesthesiologist is no longer in personal attendance. 

Medical direction of two, three, or four anesthesia procedures is reported using modifier QK and is reimbursed at 30% of 
the allowable physician rate. Separate reimbursement is not available for anesthesia administered by the same provider 
performing the surgical procedure. 

2. The fee schedule amounts for services of dentists in calendar year 1994 were developed based on fiscal year 1992
charges and the percentage difference between physician and LLP submitted charges for fiscal year 1992 and RBRVS
fee schedule amounts. Effective August 1, 1995, to determine the Medicaid allowable amount for which the 1992
charges are not available, Medicaid sets reimbursement rates for most dental procedures equal to 100% of the 75th

percentile of the rates reported by the American Dental Association for the East North Central Region (ADA-ENC). The
ADA-ENC-based rates may be adjusted annually for inflation, using the Consumer Price Index — Urban, Dental (CPI-
UD). The Medicaid agency may set reimbursement for specific dental procedures using a different methodology in
order to preserve access to the service.

 The five percent (5%) reduction in rates paid to providers in accordance with the methods described in Attachment 
4.19-B for dental services provided on or after April 1, 2010 is extended through December 31, 2013.  

Effective for services provided on or after January 1, 2024, reimbursement for services of dentists will be set at a 
percentile, or a percentage thereof, using a published survey of dental market data. All rates are published at the State's 
website, in.gov/Medicaid. 

3. For telemedicine services provided through IATV technology, a facility fee for the originating site (where the
patient is located at the time health care services through telemedicine are provided to the individual) is reimbursed at
the lesser of the provider's billed charge or the maximum allowance established by the Office of Medicaid Policy and
Planning. The reimbursement rate is paid for one unit per encounter. Effective for dates of service on or after January
1, 2024, the rate will be reviewed and adjusted at such time as Medicare-based rates are adjusted, taking into account
the level of Medicare fee schedule changes.

If a health care provider's presence at the originating site is determined to be medically necessary by the provider at the 
distant site, separate reimbursement is available for the appropriate evaluation and management code for the service 
provided. 

The maximum allowance for reimbursement to the distant site (where the provider is located while providing health 
care services through telemedicine) is based on specific Evaluation and Management (E&M) and End Stage Renal 
Disease codes and paid as if a traditional encounter were performed. 

Except as otherwise noted in the plan, state-developed fee schedule rates for telemedicine services are the same for both 
governmental and private providers. All rates are published at the State's website, in.gov/Medicaid. 

4. Effective for services provided on or after July 1, 2021, the Medicaid allowed amount for COVID-19
monoclonal antibody infusion administration and COVID-19 vaccine administration will be equal to Indiana
Medicare’s allowed amount for these services.
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5. Effective for dates of service on or after July 1, 2021, EMT's under the directions of the physician will be
reimbursed for appropriate and medically necessary medical care when an ambulance is dispatched, and treatment is
provided to the patient without the patient being transported to another site. Reimbursement for treat-no-transport will be
made for Healthcare Common Procedure Coding System (HCPCS) code A0998 at the Indiana Medicaid
physician fee schedule rate for Current Procedural Terminology (CPT) code 99203.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for governmental and private 
physicians. All rates are published on the agency's website, at in.gov/Medicaid. 

6. Beginning with dates of service on or after September 1, 2022, Medicaid will provide stand-alone general
pediatric vaccination counseling as part of the early and periodic screening, diagnostic, and treatment (EPSDT) benefit.
Effective for dates of service on or after January 1, 2024, the rate will be reviewed and adjusted at such time as
Medicare-based rates are adjusted, taking into account the level of Medicare fee schedule changes. All rates are
published at the State's website, in.gov/Medicaid.

7. Effective for dates of service on or after January 1, 2024, the Medicaid reimbursement rates for applied behavior
analysis (ABA) therapy are equal to the Indiana Medicaid Practitioner Fee Schedule rates in effect for that date of
service. The Medicaid reimbursement rates are established by the Office based on provider cost information that
includes direct care wages, fringe benefits, and non-wage related costs. Wage data from the U.S. Bureau of Labor
Statistics is used to supplement provider wage data.  Reimbursement rates will be reviewed every four years and
adjusted as necessary by the office. For years not subject to a rate review a two percent rate adjustment will be made
subject to budget approval.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both governmental and 
private providers of ABA therapy services. The agency’s rates are published at the State’s website, in.gov/Medicaid. 



TN # 18-005 
Supersedes               Approval Date  ____________ Effective Date  July 1, 2018 
TN # 16-001 

State of Indiana Attachment 4.19-B 
Page 1b 

II. Application of reimbursement methodology for services provided by physicians and limited
license practitioners (LLPs)

1. Reimbursement for services provided by physicians and limited license practitioners (LLPs), except for services
described in subdivisions two (2) through six (6) below, will be equal to the lower of:

·the provider's submitted charges for the procedure, or
·the established Medicaid RBRVS physician fee schedule allowance for the procedure.

2. Services provided by assistant surgeons will be reimbursed at twenty percent (20%) of the Medicaid RBRVS
physician amount for the procedure and cosurgeons at sixty-two and one-half percent (62.5%) of the RBRVS fee
schedule amount for the procedure.

3. Reimbursement for all services is subject to the global surgery policy as defined by the Centers for Medicare and
Medicaid Services for the Medicare Part B fee schedule for physician services.

4. Reimbursement for services provided by physicians and LLPs is subject to the policy for supplies and services
incident to other procedures as defined by the by the Centers for Medicare and Medicaid Services for the Medicare
Part B fee schedule for physician services.

5. Separate reimbursement will not be made for radiologic contrast material, except for low osmolar contrast material
(LOCM) used in intrathecal, intravenous, and intra-arterial injections.

6. Reimbursement for services provided by physicians and LLPs is subject to the site-of-service payment adjustment.
Procedures performed in an outpatient setting that are normally provided in a physician's office will be paid at eighty
percent (80%) of the Medicaid RBRVS physician fee schedule amount for the procedure.

7. Payments for services to an out-of-state-provider will be negotiated on a case-by-case basis to obtain the lowest
possible rate, not to exceed 100% of the provider’s reasonable and customary charges, and may differ from the
reimbursement methodology or amounts set out in the Indiana Administrative Code when such payments are required
because the services are not available in-state or are necessary due to unique medical circumstances requiring care that
is available only from a limited number of qualified providers.

III. Application of the RBRVS reimbursement methodology for services provided by non-physician practitioners
(NPPs) 

1. Reimbursement for services provided by non-physician practitioners (NPPs), except services described below, will be
equal to the lower of:

·the submitted charge for the procedure, or
·the established Medicaid RBRVS physician fee schedule amount for the procedure.

2. Outpatient mental health services provided by:
a licensed psychologist, or an advance practice nurse who is a licensed, registered nurse with a master’s degree in 
nursing with a major in psychiatric or mental health nursing from an accredited school of nursing in a physician-
directed outpatient mental health facility will be reimbursed at seventy-five percent (75%) of the Medicaid 
RBRVS physician fee schedule amount for that procedure.  

11/28/18
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3. Services provided on or after February 1, 2015 by independently practicing respiratory therapists (42 CFR
440.60), physical therapists’ assistants (42 CFR 440.110) and advance practice nurses (42 CFR 440.166) will be
reimbursed at seventy-five percent (75%) of the Medicaid RBRVS physician fee schedule amount for that
procedure. State developed fee schedule rates are the same for both public and private providers of these services.

4. Services provided for dates of service on or after July 1, 2018 by a certified community health worker and
supervised by a physician, health services provider in psychology, advanced practice nurse, physician assistant,
dentist, podiatrist, or chiropractor shall be reimbursed at fifty percent (50%) of the Medicaid RBRVS physician
fee schedule amount for that procedure.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both governmental and privately 
employed providers. All rates are published at in.gov/Medicaid. 

IV. Application of the RBRVS reimbursement methodology for services provided by other licensed practitioners

1. Certified registered nurse anesthetists (CRNAs) and anesthesiologist assistants (AAs) are reimbursed at 60% of the
allowable physician rate.

2. Physician assistants are reimbursed at 75% of the allowable physician rate.

3. Outpatient mental health services provided by:

A licensed independent practice school psychologist, a licensed clinical social worker, a licensed marital and 
family therapist, a licensed mental health counselor, a licensed clinical addiction counselor, or a person holding a 
master’s degree in social work, marital and family therapy, or mental health counseling in a physician-directed 
outpatient mental health facility will be reimbursed at seventy-five percent (75%) of the Medicaid RBRVS 
physician fee schedule amount for that procedure. 

V. Laboratory services

For laboratory procedures not included in the Medicare Part B fee schedule for physician services, reimbursement is based on 
the Medicare clinical laboratory fee schedule and is paid on a per test basis. The fee schedule rate for each laboratory 
procedure does not exceed the current Medicare fee schedule amount. Medicaid clinical diagnostic laboratory fee schedules 
comply with Section 1903(i)(7) that limits Medicaid payments for clinical diagnostic lab services to the amount paid by 
Medicare for those services on a per test basis. The Medicaid lab fee schedule will be reviewed annually, taking into account 
the Medicare lab fee schedule rates published by CMS that take effect January 1 of each calendar year and adjusted as 
necessary. For procedures without Medicare fee schedule values, reimbursement rates will be reviewed and adjusted at such 
time as Medicare-based rates are adjusted, taking into account the level of Medicare fee schedule changes. 



State of Indiana Attachment 4.19B 

Page lc.l 

V. Access to Care Adjustments for Services Provided by Medical School Faculty Physicians and Practitioners 

1. Beginning April 1, 2015, the office will make adjustments to payments, as necessary, for services provided by eligible physicians and 

practitioners to Medicaid recipients in order to maintain adequate access to primary and specialty physician and practitioner services 

as required by 42USC1396a(a)(30) and 42 CFR 447.204 and to compensate eligible physicians and practitioners for their additional 

costs incurred in providing services to Medicaid patients. The office will make adjustments to payments ("Medicaid Payment 

Adjustments") as follows: 

TN: 15-009 
Supersedes: 
TN: 15-006 

a. Medicaid Payment Adjustments to eligible physicians and practitioners 

(1) Medicaid Payment Adjustments will be made by the office to eligible physicians and practitioners. To 

be an eligible physician or practitioner, the physician or practitioner must be: 

i. A faculty physidan with an in~state medical school or one of the following types of practitioners: 

a. Certified Registered Nurse Anesthetist 

b. Nurse Practitioner 

c. Physician Assistant 

d. Certified Nurse Midwife 

e. Clinical Social Worker 

f, Clinical Psychologist 

g. Optometrist 

ii. Licensed by the State of Indiana; 

iii. An enrolled Indiana Medicaid provider; and 

iv. Employed by or affiliated with an eligible health institution. 

Eligible health institutions are: (a) Indiana University Health, Inc. and its affiliates and {b) Health and Hospital 

Corporation of Marion County and its affiliates. 

(2) Subject to 42 CFR 447.10 and (3) below, Medicaid Payment Adjustments will be made quarterly by the 

office, with an annual reconciliation, in an amount not to exceed the difference between Indiana Medicaid RBRVS 

fee schedule for eligible physicians and practitioners.and in accordance with state plan attachment 4.19~B page 1, 

la, la.l, lb and le for practitioners, and the Enhanced Payment, as defined in b.(4) below. Eligible physicians and 

practitioners who receive Medicaid payments as authorized by attachment 4.19-B, Page lc.4b through din the 

state plan shall also receive these Medicaid Payment Adjustments provided they meet the office's applicable 

performance standards as discussed in (3) below. Eligible practitioners will also be required to meetthe office's 

performance standards. 

(3) The amounts of the Medicaid Payment Adjustments to eligible physicians and practitioners are subject 

to the office's performance standards. The office may adjust the eligible physician and practitioner Medicaid 

Payment Adjustments based upon the office's review and the eligible physicians' and practitioners' satisfaction of 

the office's performance standards in order to ensure access to care for Medicaid recipients. An annual review 

will be conducted to measure and evaluate whether eligible physicians and practitioners have met performance 

standards. The results of the annual review will be applied to the quarterly payments for the following calendar 

year. No less than annually, the office will report the results of the annual review to CMS. 

Approval Date: 3/9/17 

Effective Date: April 1. 2015 
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b. Medicaid Payment Adjustment Calculation 

(1) Calculate the Average Commercial Rate: For each procedure code for which the payment adjustments 

will be made {"eligible procedure codes"), compute the average commercial rate by CPT Code, and modifier if 

applicable, including patient share amounts, by the top five payers during the defined base period. 

(2) Calculate the Medicaid Payment Ceiling: Multiply the Average Commercial Rate as determined in 

Paragraph (1) above, by the number of times each eligible procedure code, and modifier if applicable, was paid in 

the base period for Medicaid beneficiaries, to eligible physicians and practitioners, as reported in the claims data. 

Calculate the Total Medicaid Payment Ceiling by summing the product of each eligible procedure code. 

(3) Calculate the Average Commercial Rate as a Percentage of Medicare, for all eligible physicians and 

practitioners 

(4) 

i. Calculate Total Medicare Payments: Multiply the Medicare non-facility rate per procedure code by the 

number of times each eligible procedure code, and modifier if applicable, was paid for Medicaid 

beneficiaries during the base period as reported in the claims data. Add the product for all eligible 

procedure codes, to equal the Total Medicare Payments. 

ii. 

iii. 

i. 

Divide the Medicaid Payment Ceiling by Total Medicare Payments. This ratio expresses the Average 

Commercial Rate as a Percentage of Medicare. 

The Average Commercial Rate as a Percentage of Medicare will be rebased/updated at least every three 

(3) years. 

Determination of Medicaid Payment Adjustment for each eligible physician or practitioner 

Determine the Enhanced Payment: 

For Eligible Physicians and Practitioners: Multiply the Average Commercial Rate as a Percentage of 

Medicare by the Medicare rate for each eligible procedure code, and modifier if applicable. Sum the 

product for all eligible procedure codes to equal the Enhanced Payment. 

ii. Determine the Medicaid Payment Adjustment Prior to Application of Performance Standards: the 

Medicaid Payment Adjustment Prior to Application of Performance Standards, for eligible physicians 

and practitioners, shall equal the Enhanced Payment less all Medicaid payments for eligible procedure 

codes paid in the applicable period for Medicaid beneficiaries to eligible physicians and practitioners, as 

reported in the claims data. 

iii. The Medicaid Payment Adjustment is calculated by multiplying the Medicaid Payment Adjustment Prior 

to Application of Performance Standards by the applicable factor for the eligible physician or 

practitioner's achievement of the performance standards as averaged by respective group practice. 

iv. Performance standards as established by the office and effective beginning April 1, 2015, are described 

in the following table. 

Approval Date: 3/9/11 

Effective Date: April 1. 2015 
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TN: 15-009 
Supersedes: 
TN: 03-014 

Percent of new 
patients seen in clinics 

in less than 7 days. 

Median lag time for 
clinic visits in all 
specialties. 

Median time for 
patient to see a 
provider in the 
Emergency 
Department. 

Patient Satisfaction: 
Patients who reported 
YES, they would 
definitely recommend 
the hospital or clinic. 

;o:35% 

;o: 55% of new patients 
seen within 3 weeks of 
request 

::: 40 minutes 

;o:70% 
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• All physician group practices of 
eligible health institutions. 

• Monthly reporting of internal 
performance data with auditing I 
data checks as necessary. 

• All physician group practices of 
eligible health institutions. 

• Monthly reporting of internal 
performance data with auditing I 
data checks as necessary. 

• All hospital emergency department 
facilities of the eligible institutions. 

• Data as reported to Medicare.gov for 
Hospital Compare per satisfaction 
survey schedule with auditing I data 
checks as necessary. 

• All physician group practices, 
emergency departments, and 
outpatient clinics of eligible 
institutions. 

• Data as reported to Medicare.gov for 
Hospital Compare and Physician 
Compare per satisfaction survey 
schedule with auditing I data checks 
as necessary. 

Approval Date: 3/9/17 

Effective Date: April 1. 2015 
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VII. Payment Adjustment To Physicians Who Specialize In Primary and Preventive
Care Services

Effective July I, 2007 the office will makea one-time paymentadjustmentto physicians that
provide primary and preventativecare services. The physicians subject to this adjustmentinclude
family practitioners, generalpractitioners, obstetricians/gynecologists, general internists, and
general pediatricians. For purposesof this adjustment, the office has identified seventy-five (75)
proceduresconsideredto beprimaryand preventative care services, including evaluationand
managementprocedures,certaindeliveryprocedures, and preventative medicineprocedures. The
procedure code rangesare asfollows: 59409-59410, 59514-59515, 59612,59614,59620,59622,
99201-99205,99211-99215,99217-99223,99231-99236,99238-99239,99241-99245,99251
99255,99281-99285,99291-99296,99298-99299,99318,99354-99357,99381-99387,and
99391-99397.

The practice settings include servicesprovided in the office, urgent care facility, inpatient
hospital, outpatienthospital,emergencydepartment, and ambulatorysurgicalcenter.

In determiningthe amountof the paymentadjustmentunderthis provision,the officeshall'
examine historicalutilizationfrom physicians. Thepaymentadjustmentwill becomputed as
follows:

1) A percentageincrease will be appliedto the currentMedicaidfee for the seventy-five
(75) primaryand preventative care services procedures. including evaluation and
managementprocedures,certaindelivery procedures. and preventative medicine
procedures. Medicaid paymentsunderthis state plan amendmentfor FFY2008 shallbe
based on historic claimspaid betweenJanuary 1, 2006 and March31, 2007 ("Period 1"),
and April I, 2007 and August31. 2007("Period2"). The percentagepaymentincrease
for Period 1 claims shall be 23.68%,and the percentage for Period2 claimsshall be
37.52%. The resultingfee shall be limited to the Medicarefee in effectduring2007 for
Indiana providers.

2) Historic claims for Periods I and 2 will be re-pricedbased on the servicefee percentage
increase identifiedabove. Claimswith third party paymentsor spend downamountswill
be excluded.

3) The payment adjustmentamount is equalto the difference betweenthe originalpayment
amount and the re-pricedpaymentamountdetermined in step 2, and will be paid in a
one-time lump sum paymentto all fivephysicianspecialtypractitioners, both
governmentaland private providers. providing these services. No paymentadjustments
will be made for servicesrenderedafter FFY 2008.

i.

TN # 07-004
Supersedes
TN New

Approval Date _ EffectiveDate July 1, 2007
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VIII. RBRVS Payment Reductions 

· . 
Attachment 4.19-8 
Page 1 cAa 

The five percent (5%) reduction of all reimbursement to chiropractors and podiatrists for services 
provided on or after January 1,2011 that has been calculated under methods described in 
Attachment 4.1 9-B is extended through December 31,2013. The RBRVS rates are published at 
the State's website y..'Ww,ind ianamc_qica[d.c.9:ffi. 

The five percent (5%) reduction of all reimbursement to speechfhearing therapists, audiologists, 
optometrists, opticians, independent laboratory providers, and independent radiology providers, for 
st:rvices provided on or after July 1, 2011. that has been calcuJated under methods described in 
Attacbment 4.19-B shaH be extended through December 31, 2013. The RBRVS rates are published 
at the State's website wv.'w,dianamcdicaid.co11l. 

TN # 13-004 
Supersedes 
TN#II-018 

Approval Date 11113/13 Effective Date July I. 20 13 
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TN # 13-008 

Supersedes  Approval Date ____________   Effective Date   January 1, 2013 

TN # NEW 

IX. Increased Primary Care Service Payment 42 CFR 447.405, 447.410, 447.415

Attachment 4.19-B: Physician Services 42 CFR 447.405 Amount of Minimum Payment 

The state reimburses for services provided by physicians meeting the requirements of 42 CFR 

447.400(a) at the Medicare Part B fee schedule rate using the Medicare physician fee schedule 

rate in effect in calendar years 2013 and 2014 or, if greater, the payment rates that would be 

applicable in those years using the calendar year 2009 Medicare physician fee schedule 

conversion factor. If there is no applicable rate established by Medicare, the state uses the rate 

specified in a fee schedule established and announced by CMS. 

  The rates reflect all Medicare site of service and locality adjustments. 

  The rates do not reflect site of service adjustments, but reimburse at the Medicare rate     

applicable to the office setting. 

  The rates reflect all Medicare geographic/locality adjustments. 

  The rates are statewide and reflect the mean value over all counties for each of the specified 

evaluation and management and vaccine billing codes. 

The following formula was used to determine the mean rate over all counties for each 

code:________________________________________________________________ 

The state will develop a fee schedule using the most recent annual Medicare physician fee 

schedule rates for calendar years 2013 and 2014.  The state will not make mid-year updates to 

the rates.  Qualifying evaluation and management codes will be reimbursed at the lesser of billed 

charges or the Medicare physician fee schedule rates applicable in calendar years (CYs) 2013 

and 2014, or if greater, the payment rates that would be applicable in those calendar years using 

the CY2009 Medicare physician fee schedule conversion factor. 

Method of Payment 

  The state has adjusted its fee schedule to make payment at the higher rate for each E&M and 

vaccine administration code. 

  The state reimburses a supplemental amount equal to the difference between the Medicaid 

rate in effect on the date of service as published in the agency’s fee schedule described in 

Attachment 4.19-B, page 1c.4b Physician Services of the State plan and the minimum payment 

required at 42 CFR 447.405. 

Supplemental payment is made:   monthly   quarterly 

Geg7
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TN # 13-008 

Supersedes  Approval Date ____________   Effective Date   January 1, 2013 

TN # NEW 

Primary Care Services Affected by this Payment Methodology 

  This payment applies to all Evaluation and Management (E&M) billing codes 99201 through 

99499.  

  The State did not make payment as of July 1, 2009 for the following codes and will not make 

payment for those codes under this SPA (specify codes).  

99339, 99340, 99358, 99359, 99360, 99363, 99364, 99366,99367, 99368, 99374, 99375, 99377, 

99378, 99379, 99380, 99401, 99402, 99403, 99404, 99406, 99407, 99411, 99412, 99420, 99429, 

99441, 99442, 99443, 99444, 99450, 99455, 99456, 99466, 99467, 99485, 99486, 99487, 99488, 

99489, 99495, 99496 

(Primary Care Services Affected by this Payment Methodology – continued) 

  The state will make payment under this SPA for the following codes which have been added 

to the fee schedule since July 1, 2009 (specify code and date added). 

99224 added 1/1/2011, 99225 added 1/1/2011, and 99226 added 1/1/2011 

The state will not make an increased payment under this SPA for the following code that does 

not have Medicare RVUs and for which CMS will not develop a Medicare-like rate: 99499  

Physician Services – Vaccine Administration 

For calendar years (CYs) 2013 and 2014, the state reimburses vaccine administration services 

furnished by physicians meeting the requirements of 42 CFR 447.400(a) at the lesser of the state 

regional maximum administration fee set by the Vaccines for Children (VFC) program or the 

Medicare rate in effect in CYs 2013 and 2014 or, if higher, the rate using the CY 2009 

conversion factor.    

  Medicare Physician Fee Schedule rate 

 State regional maximum administration fee set by the Vaccines for Children program 

 Rate using the CY 2009 conversion factor 

Documentation of Vaccine Administration Rates in Effect 7/1/09 

The state uses one of the following methodologies to impute the payment rate in effect at 7/1/09 

for code 90460, which was introduced in 2011 as a successor billing code for billing codes 

90465 and 90471.  

 The imputed rate in effect at 7/1/09 for code 90460 equals the rate in effect at 7/1/09 for 

billing codes 90465 and 90471 times their respective claims volume for a 12 month period which 
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TN # 13-008 

Supersedes  Approval Date ____________   Effective Date   January 1, 2013 

TN # NEW 

encompasses July 1, 2009.  Using this methodology, the imputed rate in effect for code 90460 at 

7/1/09 is:__________.  

  A single rate was in effect on 7/1/09 for all vaccine administration services, regardless of 

billing code. This 2009 rate is: _____________________________________. 

 Alternative methodology to calculate the vaccine administration rate in effect 7/1/09: 

To impute the payment rate in effect at 7/1/09 for code 90460, the state will use the payment rate 

in effect on 7/1/09 for code 96372.  This payment rate is $12.94. 

For vaccination administration, the State will make payment for the following codes under this 

SPA: 90471, 90472, 90473, and 90474.  For VFC vaccine administration, reimbursement will be 

the lesser of the state regional maximum administration fee set by the VFC program or the 

Medicare physician fee schedule rates in effect in CYs 2013 and 2014 (or, if greater, the payment 

rates that would be applicable in those calendar years using the CY 2009 Medicare physician fee 

schedule conversion factor).  For non-VFC vaccine administration, reimbursement will be the 

lesser of billed charges or the Medicare physician fee schedule rates in effect in calendar years 

(CY) 2013 and 2014 (or, if greater, the payment rates that would be applicable in those calendar 

years using the CY 2009 Medicare physician fee schedule conversion factor). 

Effective Date of Payment 

E & M Services 

This reimbursement methodology applies to services delivered on and after January 1, 2013, 

ending on December 31, 2014 but not prior to December 31, 2014.  All rates are published at the 

state’s website www.indianamedicaid.com. 

Vaccine Administration 

This reimbursement methodology applies to services delivered on and after January 1, 2013, 

ending on December 31, 2014 but not prior to December 31, 2014.  All rates are published at the 

state’s website www.indianamedicaid.com. 

http://www.indianamedicaid.com/
http://www.indianamedicaid.com/
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            Approval Date    Effective Date  July 1, 2023 
TN # 23-0006 
Supersedes           
TN  09-009 

Reimbursement for  Medically Necessary School Nursing Services 

Reimbursement for medically necessary school nursing services provided by a nurse who 
is employed by or under contract with a school corporation that participates in Medicaid 
will be paid on a fee-for-service basis. Medically necessary school nursing services are 
similar in nature to HHA nursing services, Medically necessary school nursing services 
rates will be set using the same rate methodology currently in place for home health nursing 
services. Payment will be based on the lower of the provider's submitted charge or the 
established rate. The unit of service will be 15 minutes. 

The state-developed fee schedule rate is available only to Indiana Medicaid enrolled local 
educational agencies (LEAs) which provide medically necessary school nursing services 
pursuant to a Medicaid enrolled student’s educational program or plan as required by the 
Individuals with Disabilities Education Act (IDEA) or Section 504 of the federal 
Rehabilitation Act of 1973. 29 U.S.C. 794.. All rates are published on the State's website 
at: www.indianamedicaid.com. 
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Supersedes   Approval Date July 21, 2017  Effective Date  April 1, 2017 

TN # 14-001 

Pharmacy Services 

Reimbursement for covered federal legend drugs and for covered non-legend (OTC) drugs is at acquisition cost plus professional 

dispensing fee, as follows: 

Federal legend Drugs 

Payment is based on the lowest of: 

(A) The National Average Drug Acquisition Cost (NADAC) as published by CMS pursuant to 42 U.S.C 1396r-8(f) plus

the professional dispensing fee;

(B) The state maximum allowable cost (MAC) as determined by the office plus the professional dispensing fee;

(C) The federal upper limit (FUL) as determined by CMS pursuant to 42  C.F.R. 447.514 plus the professional dispensing

fee;

(D) The wholesale acquisition cost (WAC) according to the office’s drug database file contracted from a nationally

recognized source such as Medi-Span or First DataBank, minus a percentage as determined by the office through

analysis of the dispensing cost survey or other methodology approved by CMS, plus the professional dispensing fee.

The purpose of the percentage is to ensure that the applicable WAC rate sufficiently reflects the actual acquisition

cost of the provider. The WAC shall be considered only if there is no applicable NADAC, FUL, or state MAC rate;

(E) The provider's submitted charge, representing the provider's usual and customary charge for the service.

Non-legend (OTC) Drugs 

Payment is based on the lowest of: 

(A) State OTC MAC plus professional dispensing fee;

(B) The provider’s submitted charge, representing the provider’s usual and customary charge for the service.

The professional dispensing fee that is reimbursed to pharmacy providers is determined based on a cost of dispensing survey that is 

performed every two years.  The survey identifies costs associated with the dispensing function of prescription services, regardless of 

product or setting.  Indiana Medicaid has selected a single dispensing fee of $10.48, which is the weighted mean cost of dispensing 

prescriptions to Indiana Medicaid members, inclusive of both specialty and non-specialty pharmacies. 

Indiana Medicaid 340B Policy For Indiana Health Coverage Programs: 

For drugs purchased through the 340B program, reimbursement will be at the provider’s actual acquisition cost plus the professional 

dispensing fee.  

For drugs purchased outside the 340B program, reimbursement will be as described under the heading “Federal Legend Drugs”, above 

 Drugs acquired through the 340B drug pricing program and dispensed by 340B contract pharmacies are not covered. 

Drugs Acquired at the Federal Supply Schedule (FSS): 

If providers obtain drugs acquired at the federal supply fee schedule, Indiana Medicaid will reimburse at no more than the actual 

acquisition cost plus the professional dispensing fee.  
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TN # 17-002 

Supersedes   Approval Date July 21, 2017  Effective Date April 1, 2017 

TN # 11-016 

Drugs Acquired at Nominal Price (Outside of 340B or FSS): 

If providers obtain drugs acquired at nominal cost, Indiana Medicaid will reimburse at no more than the actual acquisition cost plus 

the professional dispensing fee. .  

Encounter Rates (Drugs Dispensed by IHS/Tribal Facilities Under Encounter Rates): 

All Indian Health Service, tribal and urban Indian pharmacies would be reimbursed an applicable encounter rate by Indiana Medicaid, 

regardless of their method of purchasing. Indiana does not have any Tribal Facilities billing for pharmacy services at this time. 

Drugs Not Distributed by a Retail Community Pharmacy and Distributed Primarily Through the Mail (Such as Specialty 

Drugs): 

Same policy as applies to drugs distributed by a retail community pharmacy.  Indiana Medicaid has selected a single dispensing fee of 

$10.48, which is the weighted mean cost of dispensing prescriptions to Indiana Medicaid members, inclusive of both specialty and non-

specialty pharmacy services. 

Drugs Not Distributed by a Retail Community Pharmacy (Such as a Long-Term Care Facility): 

Same policy as applies to drugs distributed by a retail community pharmacy.  Indiana Medicaid has selected a single dispensing fee of 

$10.48, which is the weighted mean cost of dispensing prescriptions to Indiana Medicaid members, inclusive of both specialty and non-

specialty pharmacy services. 

Physician Administered Drugs 

Physician-administered drugs are considered a physician service under Indiana Medicaid; as such, information regarding physician–

administered drugs is contained in the physician services section of the state plan. Please refer to Attachment 4.19-B page 1f. 

Blood Factor / Clotting Factor from Specialty Pharmacies, Hemophilia Treatment Centers, Centers of Excellence: 

Indiana Medicaid will reimburse for blood factor / clotting factor products using the same methodology as for federal legend drugs. 

Investigational Drugs: 

Investigational drugs, when deemed medically necessary on a case-by-case review basis, will be reimbursed at the actual acquisition 

cost plus the professional dispensing fee.   



State of Indiana 

Physician-administered Drugs 

Attachment 4.19-B 
Page If 

Reimbursement for physician-administered drugs shall be one hundred five percent (105%) of the published 
wholesale acquisition cost (WAC) of the benchmark National Drug Code (NDC). For National Drug Codes 
without a published wholesale acquisition cost, the reimbursement for physician-administered drugs shall be 
one hundred six percent (106%) of the average sales price (ASP) payment amount as published by the Centers 
for Medicare and Medicaid Services (CMS). If neither the wholesale acquisition cost nor the average sales 
price are available, other pricing metrics may be used as determined by the office. The rates determined in 
accordance with this section shall be effective for services provided on or after May l, 2010. These rates are 
published in provider bulletins, which are accessible through the agency's website. The State's website, 
www.indianamedicaid.com, allows providers access to all provider bulletins. 

TN: 10-007 
Supersedes 
TN: New 

Approval Date:---1..2=2-2--+0 Effective Date: May I, 20)0 



State of Indiana  Attachment 4.19-B 
Page 1g 

TN: 21-001 
Supersedes Approval Date:____________ Effective Date: October 1, 2020 
TN: New 

State of Indiana 

1905(a)(29)  Medication-Assisted Treatment (MAT) 

Unbundled Prescribed Drugs and Biologicals 

The reimbursement for unbundled prescribed drugs and biologicals used to treat opioid use disorder will 
be reimbursed using the same methodology as described for Pharmacy Services located in Attachment 
4.19-B, pages 1d and 1e, for drugs that are dispensed or administered. 

Application of the RBRVS reimbursement methodology for services provided by non-physician 
practitioners (NPPs)  

The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 1b-1c of Attachment 4.19-B of the State Plan. Except as otherwise noted in the 
plan, state-developed fee schedule rates are the same for both governmental and private providers of 
Medicaid services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates 
unless otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com.  

Application of the RBRVS reimbursement methodology for services provided by other licensed 
practitioners 

The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 1c of Attachment 4.19-B of the State Plan. Except as otherwise noted in the plan, 
state-developed fee schedule rates are the same for both governmental and private providers of Medicaid 
services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates unless 
otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com. 

Community Mental Health Centers 

The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 5a of Attachment 4.19-B of the State Plan. Except as otherwise noted in the plan, 
state-developed fee schedule rates are the same for both governmental and private providers of Medicaid 
services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates unless 
otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com. 

Upper Payment Limit Demonstration  

The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 2 of Attachment 4.19-B of the State Plan. Except as otherwise noted in the plan, 
state-developed fee schedule rates are the same for both governmental and private providers of Medicaid 
services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates unless 
otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com. 

Outpatient Hospital Services 
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TN: 21-001 
Supersedes Approval Date:____________ Effective Date: October 1, 2020 
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The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 2 of Attachment 4.19-B of the State Plan. Except as otherwise noted in the plan, 
state-developed fee schedule rates are the same for both governmental and private providers of Medicaid 
services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates unless 
otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com. 

Opioid Treatment Services 

The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 5c of Attachment 4.19-B of the State Plan. Except as otherwise noted in the plan, 
state-developed fee schedule rates are the same for both governmental and private providers of Medicaid 
services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates unless 
otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com. 

Intensive Outpatient Treatment (IOT) 

The effective date for all rates, the applicable fee schedules as well as a link to their electronic publication 
can be found on page 5d of Attachment 4.19-B of the State Plan. Except as otherwise noted in the plan, 
state-developed fee schedule rates are the same for both governmental and private providers of Medicaid 
services listed above. Services for both ABP and non-ABP beneficiaries utilize the same rates unless 
otherwise noted in the plan. All applicable procedure code listings and/or rates are published on the 
State’s website at www.indianamedicaid.com. 
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Freestanding Birthing Center Services 

Attachment 4.19-B 
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Covered freestanding birthing center services provided on or after January 1, 2017, shall be 
reimbursed in accordance with this section. 

(1) Payment of a facility delivery fee shall be made to the birthing center for facility services. The 
facility delivery fee is a global fee that includes all services and supplies relating to the delivery. 
The facility delivery fee is an equivalent daily rate of the inpatient DRG base payment, as of the 
date of service, for an uncomplicated delivery. 

(2) Payment of a facility labor management fee shall be made to the facility for those situations 
when the patient is transferred to a hospital before the delivery. The facility labor management fee 
is equal to the Indiana ASC rate which is closest to but not exceeding 1/3 of the facility delivery fee 
in effect on the date of service. 

(3) Payment for the professional services of physicians and certified nurse midwives shall be made 
apart from the facility delivery fee and facility labor management fee in accordance with the 
established reimbursement methodology for physicians and certified nurse midwife services as 
indicated in Attachment 4. l 9B Page 1, Section I.A of the State Plan. 

TN# 16-004 

Supersedes 
TN# 11-024 

Approval Date February 6, 2017 Effective Date January l, 2017 
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Outpatient Hospital Services (cont.) 

Skin Substitutes 

Covered skin substitutes provided on or after November 1, 2016, shall be reimbursed in accordance 
with this section.

Reimbursement for skin substitutes is equal to the lower of the provider's submitted charges, not to 
exceed the provider's usual and customary charges, or the Medicaid allowable amount. The Medicaid 
allowable amount is a single reimbursement rate applicable to all covered skin substitutes. The 
reimbursement rate is calculated based on claims and cost report data to determine the average cost 
for covered skin substitutes. 

Except as otherwise noted in the state plan, the state-developed fee schedule rate for these services is 
the same for both governmental and private providers. The agency's fee schedule rate is published on 
the agency's website at www.indianamedicaid.com. 

Children’s Hospitals 

Effective July 1, 2023, through July 1, 2025, reimbursement for outpatient hospital services provided 
by a children’s hospital located in a state bordering Indiana will be reimbursed at a rate that is 130% 
of the Medicaid reimbursement rate. To be eligible, the children’s hospital must be located in Illinois, 
Kentucky, Michigan, or Ohio. Additionally, the children’s hospital must be either: 

1) A freestanding general acute care hospital that is designated by the Medicare program as a
children’s hospital or furnishes inpatient and outpatient health care services to patients who are
predominantly individuals less than nineteen (19) years of age; or

2) A facility located within a freestanding general acute care hospital that is designated by the
Medicare program as a children’s hospital or furnishes inpatient and outpatient health care
services to patients who are predominantly individuals less than nineteen (19) years of age.

TN# 23-0012  Approval Date: Effective Date: July 1, 2023 
Supersedes: 
TN#22-0005 
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Other Provider-Preventable Conditions 
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Effective for services provided on or after July 1, 2012, the State identifies the following 
other provider-preventable conditions, as defined at 42 CFR 447.26(b), for non-payment 
under Section 4.19B: 

(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(0), the State provides: 

(1) That no redllction 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) TIlat 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. 

TN: 12-002 
Supersedes 
TN: New 

Approval Date: _JUl __ l_9_Z012 Effective Date: July I, 2012 
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MEDICAID OUTPATIENT PAYMENTS FOR SAFETY-NET HOSPITALS 

“Safety-net hospital”, for purposes of this section, means an acute care hospital, licensed under IC 16-21, the Indiana 
hospital licensure statute, and qualified under Section II.E. of this plan as a disproportionate share hospital. 

A. For the state fiscal years ending on or after June 30, 2000, safety-net hospitals with more than 150 interns
and residents, located in a city with a population of over 600,000, and safety-net hospitals which are the
sole disproportionate share hospital in a city located in a county having a population of more than four
hundred thousand (400,000) but less that seven hundred thousand (700,000), which hospitals are also
historical disproportionate share hospitals, shall receive reimbursement, subject to the terms of subsection
(B) of this section, in an amount calculated by the office from the hospital’s cost report filed with the office
for the hospital’s fiscal period ending during the state fiscal year, equal to the difference between:

(1) the amount of Medicaid payments to the hospital, excluding payments under Section III of this Plan,
for Medicaid outpatient services provided by the hospital during the hospital’s fiscal year, and

(2) an amount equal to the lesser of the following:

(A) The hospital’s customary charges for the services described in subdivision (1).

(B) A reasonable estimate by the office of the amount that would be paid for the services
described in subdivision (1) under Medicare payment principles.

The office may also make payments to all other safety-net hospitals in the manner provided in subsection 
A. of this section, subject to the provisions of subsection B. of this section.

B. If the amount available to pay the outpatient safety-net amount is insufficient to pay each hospital the full
amounts calculated above, payments to the hospitals will be reduced by an amount that is proportionate to
the amount of the deficiency.

C. (1)  For the Eligibility Period** beginning July 1, 2001, outpatient safety-net hospitals, meeting the office’s
Medicaid safety-net criteria as described in A. above (the “office’s Medicaid outpatient safety-net
criteria”), limited to  those hospitals defined as historical disproportionate share providers under
Attachment 4.19A,  Section II(F) of this plan and those hospitals not defined as historical disproportionate
share providers but meeting the office’s Medicaid outpatient safety-net criteria for the Eligibility Period
ending on June 30, 2001, will receive outpatient safety-net payments equal to 100% of the amount
determined in A. and B. above (the “outpatient safety-net amount”).  For later Eligibility Periods, hospitals
receiving payment adjustments pursuant to this subsection (1) will be subject to (2), (3), (4) and (5) below,
as applicable .

(2) For the Eligibility Periods beginning after June 30, 2001, an outpatient safety-net hospital, whether a
historical disproportionate share provider or  a hospital which is not a historical disproportionate share
provider, receiving a Medicaid outpatient safety-net payment adjustment in the amount of 100% of the
outpatient safety-net amount, will continue to receive Medicaid outpatient safety-net payment adjustments
in the amount of 100% of the outpatient safety-net amount for subsequent Eligibility Periods in which it
meets the office’s Medicaid  outpatient safety-net criteria, unless the hospital has a lapse in meeting the
office’s Medicaid outpatient safety-net criteria for an Eligibility Period.  A hospital that has a lapse in
meeting the office’s Medicaid outpatient safety-net criteria for an Eligibility Period shall be subject to
(3),(4), and (5) below, as applicable, for later Eligibility Periods.
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(3) For the Eligibility Periods beginning after June 30, 2001, if an outpatient safety-net hospital, including
historical disproportionate share providers and hospitals which are not historical disproportionate share
providers, has a lapse in meeting the office’s Medicaid outpatient safety-net criteria for any Eligibility
Period, the hospital will receive Medicaid outpatient safety-net payment adjustments equal to 0% of its
hospital-specific limit for that Eligibility Period.  However, upon a later Eligibility Determination† by the
office, if the hospital is able to meet the office’s Medicaid outpatient safety-net criteria for the Eligibility
Period for which the later Eligibility Determination applies, the hospital’s Medicaid outpatient safety-net
payment adjustment will be calculated as set forth in (2), (4) or (5) of this Section C., as applicable.

(4) Except as set forth in (1) above, for Eligibility Periods beginning after June 30, 2001, outpatient safety-
net hospitals, including hospitals defined as historical disproportionate share providers and hospitals which
are not defined as historical disproportionate share providers,

(a) licensed under IC 16-21,

(b) meeting the office’s Medicaid outpatient safety-net criteria for the current Eligibility
Period, and

(c) which did not meet the office’s Medicaid outpatient safety-net criteria for the prior
Eligibility Period,

will receive Medicaid outpatient safety-net payment adjustments equal to  33 1/3% of their outpatient 
safety-net amount. 

(5) Except as set forth in  (2) above, after the Eligibility Period beginning on July 1, 2001, each time the
office makes an Eligibility Determination, an outpatient safety-net hospital, including historical
disproportionate share providers and hospitals which are not historical disproportionate share providers,

(a) meeting the office’s Medicaid outpatient safety-net criteria for two consecutive Eligibility
Periods will receive a Medicaid outpatient safety-net payment adjustment equal to 66
2/3% of its hospital-specific limit; or

(b) meeting the office’s Medicaid outpatient safety-net criteria for three (or more)
consecutive Eligibility Periods will receive a Medicaid outpatient safety-net payment
adjustment equal to 100% of its hospital-specific limit.

(6  If the amount available to pay the outpatient safety-net amount is insufficient to pay each hospital the 
full amounts calculated above, payments to the hospitals will be reduced by an amount that is proportionate to the 
amount of the deficiency.    

This new payment methodology will only apply for Medicaid services on or after April 1, 2000, but will be 
calculated as set forth in this section.  For the state fiscal year ending on June 30, 2000, the state may reimburse, 
under this section, each safety-net hospital eligible for such reimbursement in an amount not to exceed one-fourth of 
the amount calculated under the formula described in this section.  For state fiscal years ending after June 30, 2000, 
the state may reimburse, under this section, each safety-net hospital eligible for such reimbursement in an amount up 
to one hundred percent (100%) of the amount calculated under the formula described in this section. 

** The term “Eligibility Period” is defined at Attachment 4.19 A, Section II(P) of this plan. 
†  The term “Eligibility Determination” is defined at Attachment 4.19A, Section II(O) of this plan.   
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L AUTHORITY

In compliance with Section 1901 (a)(13)(A), Section 190] (w)(J), and Section 1903 (w)(6) of the Act, the
Indiana Medicaid program (the "Office") adopts the following definitions and methcdologies to identify
and make payment adjustments to Municipal Hospitals

IX. PEl'fNITIONS

"Non-State Government-Owned Or Operated Hospital" has the following meaning: a health care facility
providing inpatient and outpatient hospital services that is: (l) licensed as an acute care hospital under
Indiana Code 16-21: and (2) is established and operated as a non-state governmental hospital under Indiana
Code 16-22-2, Indiana Code 16-22-8 or Indiana O:ldc 16-23.

"Municipal Hospital" has the following meaning: a non-state government-owned or operated health care
faci lily providing inpatient and ouipaticm hospital services that is: (1) licensed as an acute care hospital
tinder Indiana Code 16-11; and (2) is established and operated as a non-state governmental hospital under
Indiana Code 16-22-2, or Indiana Code 16-23.

"Medicaid Payments" are <Ill payments made 10 Municipal Hospitals by on or behalf of the Office pursuant
10 the Medicaid reimbursement provisions under Article 15 of the Indiana Code, This includes, but is not
limited 10, claim specific payments for outpatient Mcdicaid services, non-claim specific additional
Medicaid payments such as (he Medicaid Hospital Care for the Indigent (Hel) add-on payments, and the
payment adjustments provided for in this SLate plan amendment. This does not include the
Disproportionate Share Hospital (DSH) payments made pursuant to Indiana Code 12-15-16 and [1-15-19,
which contain the methodologies used to determine and distribute DSH payments.

"Medicaid Services" arc those outpatient services provided by a Municipal Hospital that are reimbursable
under the Medicaid program.

1IL PA YM.ENT ADJUSTMENTS

A Municipal Hospital ("llDspital") shall receive, in addition to its allowable regular Medicaid claims
payments La which it is entitled, a payment adjustment calculated in me following manner:

(I) for each stale fiscal year ending after June 30, 2000, reimbursement in the form of a
single payment, equal to the difference between:

(a) Tho amount of Medicaid payments 10 the hospital made pursuant to the
Medicaid reimbursement provisions under Article 15 of the Indiana Cede,
excluding DSH payments made pursuant to Indiana Code 12-15-16 and 12-15
19. for services provided by tile hospital during the state fiscal year: and
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(b) an amount equal to 100 percent of a reasonable estimate by the Office of the amount
that would have been paid for those service under Medicare payment principles.

(2) The payment adjustment identified above shall be made after the close of the applicable
state fiscal year.

(3) Notwithstanding the foregoing, subject to the applicable payment limits under 42 CFR
447.321, the office may enter into agreements with hospitals, individually or in
combination, to permit hospitals to receive lesser or greater payment adjustments, made
after the close of the applicable state fiscal year, up to, but not to exceed the difference
between:

(a) The aggregate amount of Medicaid payments to all hospitals made pursuant to
the Medicaid reimbursement provisions under Indiana Code 12-15, excluding
DSH payments made pursuant to Indiana Code 12-15-16 and 12-15-19, for
services provided by all hospitals during the state fiscal year; and

(b) The aggregate amount, as reasonably estimated by the office, that all hospitals
would have been paid for those services under Medicare payment principles.

However, the office may not enter into an agreement with a hospital if, in doing so, another hospital that is 
not a party to the agreement or that has not otherwise consented to the office’s agreement, will receive 
under (1) above an amount less than what the hospital would have otherwise received under the formula set 
forth in (1). 

Outpatient Hospital Medicaid Upper Payment Limit Test 

As required by 42 CFR 447.321, the office will compute an upper payment limit test on an annual basis.  
Aggregate payments to categories of facilities may not exceed 100 percent of a reasonable estimate of what 
would have been paid using Medicare payment principles.   

The office will estimate Medicare payments using the Medicare Ambulatory Payment Classification (APC) 
for hospitals under 42 CFR 419. The upper payment limit test will use Medicare payment rates and policies 
in effect for the period of the upper payment limit test.  Hospitals will be categorized by their 
organizational type under 42 CFR 447.321, including privately owned and operated, non-state government 
owned or operated, and state owned or operated facilities.  In computing estimated Medicare payments, the 
office will include estimated Medicare payments for allowable bad debt under 42 CFR 413.80.  Estimated 
Medicare payments for outpatient graduate medical education will not be considered under the outpatient 
upper payment limit test. 
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Supplemental Payments to Privately-owned Hospitals 

I.   General 

A Privately-owned Hospital means an acute care hospital that is (i) licensed under IC 16-21, and 
(ii) Privately-owned and operated in accordance with 42 CFR 447.272(a)(3) and 42 CFR 
447.321(a)(3).  In addition to regular claims payments and any other payment adjustments to 
which they are entitled, each hospital that is a Privately-owned Hospital may receive an 
additional outpatient Medicaid supplemental amount for each state fiscal year ending after June 
30, 2003, which shall not exceed the outpatient upper payment limit in accordance 42 CFR 
447.321.   

II. Outpatient Supplemental Payment Pool

The office will calculate an Outpatient Supplemental Payment Pool for each state fiscal year 
ending after June 30, 2003.  This Outpatient Supplemental Payment Pool will include the 
outpatient Medicaid supplemental amount, which is an amount equal to the difference between 
the aggregate of actual Medicaid payments made to all Privately-owned Hospitals for Medicaid 
outpatient hospital services (excluding Medicaid disproportionate share payments made pursuant 
to IC 12-15-16, 12-15-17, and 12-15-19), and the office’s reasonable estimate of the amount that 
would have been paid for those services using Medicare payment principles, subject to limits 
imposed by 42 CFR 447.321.  The Outpatient Supplemental Payment Pool will be equal to the 
amount of the outpatient Medicaid supplemental amount.  

III. Payment Methodology

For each state fiscal year ending after June 30, 2003, the Outpatient Supplemental Payment Pool 
will be established and distributed to Privately-owned Hospitals in the following manner:   

(1)  An amount equal to the lesser of (i) the amount of the Supplemental Payment Pool; or (ii) 
five million dollars ($5,000, 000), will be paid to a Privately-owned Hospital that has in excess 
of seventy thousand (70,000) Medicaid inpatient days.   

(2) Following the payment under (1) above, if there is an amount remaining in the Outpatient 
Supplemental Payment Pool after the payment under (1) above has been made, that remaining 
amount will be paid to all Privately-owned Hospitals on a pro rata basis based upon the number 
of each Privately-owned Hospital’s Medicaid inpatient days. For purposes of this Section III (2) 
the non-federal share of such payments will not exceed  the amount transferred to the Medicaid 
indigent care trust fund under STEP FOUR of IC 12-16-7.5-4.5(b).Privately-owned Hospitals 
with larger numbers of Medicaid inpatient days will receive a higher amount of the amount 
remaining in the Outpatient Supplemental Payment Pool than Privately-Owned Hospitals having 
smaller numbers of Medicaid inpatient days.  The amount of a payment shall be determined and 
distributed after the end of each state fiscal year. 
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(3) In the event the entirety of the aggregate Outpatient Supplemental Payment Pool is not 
distributed after the payments indicated in (1) and (2) above have been made, the remaining 
amount will be paid on a pro rata basis to any Privately-owned Hospital that enters into an 
agreement with the office for such payment, based on each Privately-owned Hospital’s Medicaid 
weighted inpatient days.  For Children’s hospitals (as identified by the office), weighted 
Medicaid inpatient days will be calculated by taking Medicaid days and multiplying them by 
120%, consistent with the Medicaid DRG add-on.  In addition, all hospitals’ Medicaid days 
(including Children’s hospitals) will be weighted further by their Medicaid Case Mix.  The 
amount(s) of a Privately-owned Hospital’s payment(s) under this clause (3) will not exceed the 
amount of the remaining Outpatient Supplemental Payment Pool.. 

Adjustments 

Notwithstanding III (2) above, the office may enter into an agreement with any Privately-owned 
Hospital whereby the Privately-owned Hospital waives payments described in III (2) above or 
accepts a lesser or greater amount than provided in III (2) above, subject to the hospital’s 
payment limitations as described in 42 CFR 447.321.  However, the office may not enter into an 
agreement with a Privately-owned Hospital if, in doing so, another Privately-owned Hospital that 
is not a party to the agreement or that has not otherwise consented to the office’s agreement will 
receive an amount less than what the hospital would have otherwise received under the formula 
set forth in III (2).  
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MEDICAID HOSPITAL REIMBURSEMENT ADD-ON PAYMENT METHODOLOGY TO 
COMPENSATE HOSPITALS THAT DELIVER HOSPITAL CARE FOR THE INDIGENT 
PROGRAM SERVICE 

In order to be eligible for and to receive a payment under the Indiana Hospital Care for the 
Indigent Care (HCI) program, a hospital must (1) be enrolled in and be providing services to 
patients enrolled in the Indiana Medicaid program during the state fiscal year for which payment 
is being made; and (2) have an audited cost report from the most recent common state fiscal year 
for which audited cost reports are on file with the office for all potentially eligible hospitals on 
June 30 of a preceding state fiscal year, unless extenuating circumstances exist. Hospitals that are 
no longer accepting Medicaid and HCI patients shall not receive payment under this section.  
Reimbursement under this program will be in the form of Medicaid add-on payments.  The 
Medicaid add-on payments will provide additional reimbursement to eligible hospitals for the 
Medicaid-covered hospital services the hospitals provide to Medicaid enrollees.  The amount and 
availability of the add-on payments will be limited by the upper payment limit imposed under 42 
C.F.R. §§ 447.321, the amount of services rendered to Medicaid and HCI patients, and the rates
for outpatient hospital services as stated in Attachment 4.19-B, Page 2 of this state plan.  The
add-on payments will be calculated and paid using the formula set forth below.

An eligible hospital for HCI purposes is defined as an acute care hospital licensed under Indiana 
Code 16-21, as defined and interpreted in the disproportionate share payment section of the 
Indiana Medicaid state plan amendment, and as defined and interpreted under the prior Medicaid 
HCI add-on payment methodology.   

PAYMENT FORMULA  

In accordance with I.C. 12-15-15-9.6, for each state fiscal year beginning July 1, 2003 and 
thereafter, the total Medicaid HCI add-on payments to hospitals for a state fiscal year shall not 
exceed an amount equal to all amounts transferred from the hospital care for the indigent fund to 
the Medicaid indigent care trust fund, including amounts attributable to each county’s ad 
valorem HCI property tax levy, for a state fiscal year. A Medicaid add-on payment due to an 
eligible hospital must be based on a formula that provides additional Medicaid reimbursement 
for outpatient hospital services the hospital provides to Medicaid enrollees.  The amount and 
availability of a Medicaid add-on payment for a hospital will be limited by the upper payment 
limits imposed under 42 CFR § 447.321.  Variations in the amount of Medicaid add-on payments 
paid to eligible hospitals will be based upon the amount of outpatient hospital services an eligible 
hospital provides to Medicaid enrollees, the hospital’s HCI patient case-load, and the amount of 
funds, including a county's ad valorem HCI property tax levy, transferred to the state hospital 
care for the indigent fund by each county to which one or more of the eligible hospital's HCI 
claims are attributed. 
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STEP 1: For each eligible hospital, the Office of Medicaid Policy and Planning (“office”) shall identify 
the outpatient hospital services the hospital provided to Medicaid enrollees during the state fiscal year. 

STEP 2: For each eligible hospital, the office shall calculate the amount of Medicaid reimbursement paid 
to the hospital for covered outpatient hospital services the hospital provided to Medicaid enrollees 
identified in STEP 1.  

STEP 3:  For each eligible hospital, the office shall calculate an amount equal to the amount calculated 
under STEP 3F of the following formula:  

STEP 3A: Identify: 

(1) Each eligible hospital that provided necessary emergency medical care during the state
fiscal year to an individual who qualifies under IC 12-16-3.5 et seq. and the rules
promulgated thereunder, and;

(2) the county of residence of the individual or, if the individual was not a resident of Indiana or the
individual’s Indiana county of residence cannot be ascertained, the county where the onset of the
medical condition that necessitated the individual’s emergency medical care occurred.

STEP 3B:  For each county identified in (2) of STEP 3A, identify: 

(1) each eligible hospital that provided care described in (1) of STEP 3A attributed to the
county during the state fiscal year; and

(2) the total amount (using the office's fee for service reimbursement rates) of all eligible hospital
episodes of care described in (1) of STEP 3A attributed to the county during the state fiscal year.

STEP 3C:  For each county identified in (2) of STEP 3A, identify the amount of the county’s 
HCI funds, including its HCI ad valorem property taxes, transferred from the hospital care for 
the indigent fund to the Medicaid indigent care trust fund under STEP FOUR of IC 12-16-
7.5-4.5(b). 

STEP 3D: For each eligible hospital identified in (1) of STEP 3A, with respect to each county 
identified in (2) of STEP 3A, calculate the hospital's percentage share of the county's HCI 
funds transferred to the Medicaid indigent care trust fund under STEP FOUR of IC 12-16-
7.5-4.5(b). Each hospital's percentage share is based on the total amount (using the office’s 
fee for service reimbursement rates) of the hospital's care described in (1) of STEP 3A 
attributed to the county during the state fiscal year, calculated as a percentage of the total 
amount (using the office’s fee for service reimbursement rates) of all hospital care described 
in (1) of STEP 3A attributed to the county during the state fiscal year. 
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STEP 3E:  For each hospital identified in (1) of STEP 3A, with respect to each county 
identified in (2) of STEP 3A, multiply the hospital's percentage share calculated under 
STEP 3D by the amount of the county's HCI funds transferred from the hospital care for 
the indigent fund to the Medicaid indigent care trust fund under STEP FOUR of IC 12-16-
7.5-4.5(b). 

STEP 3F:  Determine the sum of all amounts calculated under STEP 3E for each eligible 
hospital identified in (1) of STEP 3A with respect to each county identified in (2) of STEP 
3A. 

STEP 4:  Subject to STEP 5 and STEP 6, the office shall pay to each eligible hospital a Medicaid 
add-on payment equal to the amount calculated for the hospital under STEP 3F and, in doing so, 
shall allocate the amount of the payment to each of the Medicaid covered hospital services 
identified for the hospital under STEP 1.  

STEP 5:  The office’s allocation of a payment described in STEP 4 for a hospital’s Medicaid-
covered outpatient service shall be limited to an amount not to exceed either (1) the amount that, 
when combined with the amount of reimbursement previously paid for the service as calculated 
under STEP 2, does not exceed the upper payment limit for outpatient hospital services under 42 
C.F.R. § 447.321; or (2) the amount attributable to the hospital’s outpatient hospital services
identified in STEP 1 that are rendered to an individual described in STEP 3(A)(1).

STEP 6:  For any eligible hospital: (1) which receives a payment under STEP 4 that is less than 
the total amount (using the office’s fee for service reimbursement rates) of the hospital's care in 
(1) of STEP 3A above during the state fiscal year; and (2) which could receive additional
reimbursement for the services identified for the hospital under STEP 1 above without exceeding
any applicable upper payment limits under 42 CFR § 447.321, the office shall calculate an
amount equal to the amount calculated for the hospital under STEP 6H below:

STEP 6A: Identify each county whose transfer of HCI funds to the Medicaid indigent 
care trust fund under STEP FOUR of IC 12-16-7.5-4.5(b) for the state fiscal year was 
less than the total amount (using the office’s fee for service reimbursement rates) of 
all hospital care identified in (1) in STEP 3A above attributed to the county during the 
state fiscal year. 

STEP 6B:  For each county identified in STEP 6A, calculate the difference between 
the amount of HCI funds of the county transferred to the Medicaid indigent care trust 
fund under STEP FOUR of IC 12-16-7.5-4.5(b) and the total amount (using the 
office’s fee for service reimbursement rates) of all hospital care identified in (1) of 
STEP 3A above attributed to the county during the state fiscal year. 
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STEP 6C:  Calculate the sum of the amounts calculated for the counties under STEP 
6(B).  

STEP 6D: Identify each hospital: (1) which receives a payment under STEP 4 above that is 
less than the total amount (using the office’s fee for service reimbursement rates) of the 
hospital's care in (1) of STEP 3A above during the state fiscal year; and (2) which could 
receive additional reimbursement for the services identified for the hospital under STEP 1 
above without exceeding any applicable upper payment limit under 42 CFR § 447.321. 

STEP 6E:  Calculate for each hospital identified in STEP 6D the difference between 
the hospital's payment under STEP 4 above and the total amount (using the office’s 
fee for service reimbursement rates) of the hospital's care in (1) of STEP 3A above 
during the state fiscal year. 

STEP 6F:  Calculate the sum of the amounts calculated for each of the hospitals under 
STEP 6E. 

STEP 6G: For each hospital identified in STEP 6D, calculate the hospital's percentage 
share of the amount calculated under STEP 6F. Each hospital's percentage share is 
based on the amount calculated for the hospital under STEP 6E calculated as a 
percentage of the sum calculated under STEP 6F. 

STEP 6H:  For each hospital identified in STEP 6D, multiply the hospital's percentage 
share calculated under STEP 6G by the sum calculated under STEP 6C. 

STEP 7: Subject to STEP 8, the office shall pay to each eligible hospital identified in STEP 6 a 
Medicaid add-on payment equal to the amount calculated for the hospital under STEP 6H and, in 
doing so, shall allocate the amount of the payment to each of the hospital services identified for 
the hospital under STEP 1.  

STEP 8:  The office’s allocation of a payment described in STEP 7 for a hospital’s Medicaid-
covered outpatient service shall be limited to an amount that, when combined with the amount of 
reimbursement previously paid for the service as calculated under STEP 2 and STEP 4, does not 
exceed either (1) the amount of the upper payment limit for outpatient hospital services under 42 
C.F.R. § 447.321; or (2) the amount attributable to the hospital’s outpatient hospital services
identified in STEP 1 that are rendered to an individual described in STEP 3(A)(1).

Total non-federal share of payments to hospitals under this  program for each state fiscal year 
may not exceed  the amount equal to the product calculated when the amount transferred to the 
Medicaid indigent care trust fund by counties is multiplied by the state Medicaid medical 
assistance percentage for the state fiscal year for which the payments are made. 
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In the event there are insufficient state matching funds to pay each hospital the amounts 
calculated, the amount paid to each hospital will be reduced proportionate to the amount of the 
deficiency of funds.  Payments shall be made prior to December 15 that next succeeds the end of 
the state fiscal year.  

EFFECTIVE DATE Subject to approval by CMS, these payments are to be effective on July 1, 
2003. 
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Effective for services provided prior to January 1, 2001, and pursuant to 42 CFR 447.371,
Indiana Medicaid will reimburse rural health clinicservices in the following manner:

a. The rural health clinic services including independent health clinics as defined in Section
440.20 (b), will be reimbursed at the reasonable cost rate per visit determined by the
designated regional Medicare contractor. Each certified clinic will directly provide the
contractor with the required cost data as needed to determine the all-inclusive rate for the
particular clinic atthe beginning ofthe report period.

b. Rural health clinics referred to as provider clinics, which are an integral and subordinate
part of a hospital, skilled nursing facility, or home health agency will be reimbursed by the
same rate setting method used for the parent facility.

Payments made according to a cost reimbursement rate per visit will be subject to
reconciliation after the close of the reporting period, in accordance with 42 CFR
405.2427. Indiana will use the final rate determined by the intermediary based on actual
cost and visits for the reponing period.

c. The "other ambulatory services," as described by 42 CFR 440.20 (c), are those services
Indiana will reimburse in addition to "rural health clinic services," Examples are'
transportation, durable medical equipment, prosthetic devices, eye glasses, prescribed
drugs, physical therapy and related services, optometric services, chiropractic services,
podiatry services, dental services (including those services rendered in conjunction with
the EPSDT Program), and others listed in the State Plan and covered by the Indiana
Medicaid Program in other settings.

Indiana Medicaid will reimburse for such services according to its customary method of
payment. The rate for these services will be determined on a fee for service basis as in
other settings under the State Plan, but will not exceed the upper limits as required by 42
CFR 447. If other reimbursement options become available at a later date, Indiana
Medicaid reserves the right to re-evaluate and change its present method.

Effective January 1, 2001, in accordance with Section 702(b)(aa)(3) of BIPA of 2000, Indiana
Medicaid will provide for payment for services provided by Rural Health Clinics in an amount
(calculated on a per visit basis) that is equal to 100 percent of the average of the costs of the
center or clinic of furnishing all covered RHC services and those ambulatory services previously
paid on a fee-far-service basis during the provider's fiscal years 1999 and 2000. The rate per visit
from each applicable cost report year will be inflated and averaged using the MEL The per visit
rate will take into account applicable limits that are reasonable and related to the cost of
furnishing such services, or based on such other tests of reasonableness as the Secretary
prescribes in regulations under section 1833(a)(3), or, in the case of services to which such
regulations do not apply, the same methodology used under section 1833(a)(3), adjusted to take
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into account any increase or decrease in the scope of such services furnished by the center or clinic during 
the provider’s fiscal year 2000, and increased by the percentage increase in the most current quarterly 
historical MEI (as defined in section 1842(I)(3)) applicable to primary care services (as defined in section 
1842(I)(4)) for that fiscal year. This Prospective Payment System rate will be increased annually beginning 
January 1, 2002 by the percentage increase in the MEI and adjusted to take into account any increase or 
decrease in the scope of such services furnished by the RHC. 

Until 1999 and 2000 cost reports are finalized and received by the office, Indiana Medicaid will provide 
for payment using an interim prospective payment rate to Rural Health Clinics in the following manner: 

The interim PPS rate will be established from rates paid during years 1999 and 2000. These 
amounts will be indexed (inflated) for MEI for each year and then a simple average of these two 
inflated amounts will be the rate paid. 

In compliance with Section 702(b)(aa)(6)(B), a reconciliation back to January 1, 2001 will be performed to 
reconcile the interim PPS rate to the final PPS rate. 

The establishment of an initial year rate for new providers certified after January 1, 2001, shall be 
determined in accordance with Section 702(b)(aa)(4) of BIPA 2000, taking into consideration geographic 
location, Medicaid utilization and similarity of services. In the absence of comparable data, the new clinic 
may be required to submit historical data in order to arrive at an initial rate. The rates for the fiscal years 
following the initial year will be determined as described in the paragraph above. Rural Health Clinics will 
receive supplemental payments under the APM for all COVID vaccine administration services. The 
payment to Rural Health Clinics for standalone COVID-19 vaccine-only visits will be equivalent to the 
Medicare COVID-19 vaccine administration rate. Rural Health Clinics will receive their provider-specific 
PPS rate plus the Medicare COVID-19 vaccine administration rate when a COVID-19 vaccine is 
administered as part of a billable encounter visit. Effective November 1, 2022, long-acting reversible 
contraception (LARC) will be reimbursed according to the Medicaid professional fee schedule. All rates 
are published on the agency’s website at www.in.gov/medicaid/. 

The office will provide for a supplemental payment for Rural Health Clinics furnishing services pursuant 
to a contract between the clinic and a managed care entity (as defined in section 1932(a)(1)(B)), in 
accordance with Section 702(b)(aa)(5), effective for services provided on or after January 1, 2001. The 
supplemental payments will be calculated based on the provider’s base rate, as adjusted for MEI and any 
change in the scope of service, multiplied by the number of valid RHC encounters, deducting any payments 
made by the managed care entity for those encounters. Supplemental payments will be made no less 
frequently than every four months. The provider is responsible for submitting the managed care claims to 
the office or its contractor for calculation of the supplemental payment. 

Field audits may be conducted annually on a selected number of Rural Health Clinics. 
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I. Levels of Care 

a. Reimbursement for Medicaid hospice care services are made in accordance with the rates 
published by CMS annually. Medicaid hospice reimbursement rates are based on Medicare 
reimbursement rates and methodologies, adjusted to disregard offsets attributable to 
Medicare coinsurance amounts. The rates will be adjusted for regional differences in wages 
using the hospice wage index published by CMS. 

b. With the exception of payment for physician services Medicaid reimbursement for hospice 
services will be made at one of six (6) predetermined rates for each day in which a Medicaid 
member is under the care of the hospice provider. The reimbursement amounts are 
determined within each of the following categories: 

(1) Routine home care- Days 1-60. 
(2)Routine home care- Days over 60. 
(3)Continuous home care. 
(4)Inpatient respite care. 
(S)General inpatient hospice care. 
(6)Service Intensity Add-On 

c. Service Intensity Add-On (SIA): 
Effective for hospice services with dates of service on or after January 1, 2016, a service 
intensity add-on payment will be made for a visit by a social worker or a registered nurse 
(RN), when provided during routine home care provided in the last 7 days of a Medicaid 
member's life. The SIA payment is in addition to the routine home care rate. The SIA 
Medicaid reimbursement will be equal to the Continuous Home Care hourly payment rate 
(as calculated annually by CMS), multiplied by the amount of direct patient care hours 
provided by an RN or social worker for up to four (4) hours total that occurred on the day 
of service, and adjusted by the appropriate hospice wage index published by CMS. The 
following conditions must be met to qualify for the SIA payment: 

(1) The day is a routine home care level of care day, 
(2) The day occurs during the last 7 days of life and the Medicaid member is 

discharged deceased, and 
(3) Direct patient care is provided by a Registered Nurse or a Social Worker that day. 

d. Routine Home Care. The hospice will be paid at one of the routine home care rate for each day 
the member is at home, under the care of the hospice provider, and not receiving continuous 
home care. Medicaid reimbursement for routine home care will be made at one (1) of two 
(2) all-inclusive per diem rates: 

1N: 16-003 
Supersedes 
1N: 03-006 Approval Date: ~6~/2=3~/1~6~--- Effective Date: January l, 2016 
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(l)Higher base payment for the first 60 days of hospice care. 
(2)Rednced base payment for days 61 and over of hospice care. 
(3)A minimum of sixty (60) days gap in hospice services is required to reset the counter 

which determines which payment category a participant is qualified for. 

e. Continuous Home Care. Continuous home care is to be provided only during a period of crisis. 
A period of crisis is defined as a period in which a patient requires continuous care which is 
primarily nursing care to achieve palliation and management of acute medical symptoms. Care 
must be provided by either a registered nurse or a licensed practical nurse and a nurse must 
provide care for over half the total period of care. A minimum of eight (8) hours of care must be 
provided during a twenty four (24) hour day which begins and ends at midnight. This care need 
not be continuous and uninterrupted. The continuous home care rate is divided by twenty four 
(24) hours in order to arrive at an hourly rate. For every hour or part of an hour of continuous 
care furnished, the hourly rate will be reimbursed to the hospice provider for up to twenty four 
(24) hours a day. 

f. Inpatient Respite Care. The hospice provider will be paid at the inpatient respite care rate for 
each day that the member is in an approved inpatient facility and is receiving respite care. 
Respite care is short term inpatient care provided to the member when necessary to relieve the 
family members or other persons caring for the member. Respite care may be provided only 
on an occasional basis. Payment for respite care may be made for a maximum of five (5) 
consecutive days at a time including the date of admission but not counting the date of 
discharge. Payment for the sixth and any subsequent days is to be made at the routine home 
care rate. For the day of discharge, the appropriate home care rate, routine or continuous, is paid 
unless the patient dies as an inpatient. 

g. General Inpatient Care. Subject to the limitations below, the hospice provider will be paid at the 
general inpatient hospice rate for each day the member in an approved inpatient hospice 
facility and is receiving services related to the terminal illness. The member mnst require 
general iupatient care for pain control or acute or chronic symptom management that 
cannot be managed in other settings. Documentation in the member's record must clearly 
explain the reason for admission and the member's condition during the stay in the 
facility at this level of care. No other fixed payment rate (i.e., routine home care) will be 
made for a day on which the patient receives general hospice inpatient care. Services 
provided in the inpatient setting must conform to the hospice patient's plan of care. The 
hospice provider is the professional manager of the patient's care, regardless of the 
physical setting of that care or the level of care. If the inpatient facility is not also the 
hospice provider, the hospice provider must have a contract with the inpatient facility 
delineating the roles of each provider in the plan of care. 

TN: 16-003 
Supersedes 
TN: 97-009 Approval Date: 6/23/16 Effective Date: January l, 2016 
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h. Additional amonnt for Nursing Facility Residents. When hospice care is furnished to an 
individual residing in a nursing facility, 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. This 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 95 percent of 
the per diem rate that you would have paid to the nursing facility for that individual in 
that facility under your State plan. 

i. When routine home care or continuous home care is furnished to a member who resides in a 
nursing facility, the nursing facility is considered the member's home. 

J. Reimbursement for inpatient respite care is available only for a member resides in a private 
home. Reimbursement for inpatient respite care is not available for a member who resides in a 
nursing facility. 

k. Reimbursement for the service intensity add-on (SIA) is available only for routine home 
care provided in a member's home or in a nursing facility, when a Medicaid member is 
residing in the nursing facility. 

I. When a member is receiving general inpatient or inpatient respite care, the applicable 
inpatient rate (general or respite) is paid for the date of admission and all subsequent 
inpatient days, except the day on which the patient is discharged. For the day of 
discharge, the appropriate home care rate is paid unless the patient dies as an inpatient. 
In the case where the member is discharged deceased, the applicable inpatient rate 
(general or respite) is paid for the date of discharge. 

II. Limitations on Payments for Inpatient Care 

a. Payments to a hospice for inpatient care must be limited according to the number of days of 
inpatient care furnished to Medicaid members. During the twelve (12) month period beginning 
November 1 of each year and ending October 31 of the next year, the aggregate number of 
inpatient days (both general inpatient days and inpatient respite care days) for any given 
hospice provider may not exceed twenty percent (20%) of the total number of days of hospice 
care provided to all Medicaid members during the same period by the designated hospice 
provider or its contracted agent or agents. For purposes of this computation, if it is determined 
that the inpatient rate should not be paid, any days for which the hospice provider receives 
payment at a home care rate will not be counted as inpatient days. 

1N: 16-003 
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b. The limitations on payment for inpatient days are as follows: 
( 1) The maximum number of allowable inpatient days will be calculated by multiplying the 

total number of a provider's Medicaid hospice days by twenty percent (20% ). 
(2)Ifthe total number of days of inpatient care to Medicaid hospice members is less than or 

equal to the maximum number of inpatient days computed in subdivision (1), then no 
adjustment is made. 

(3)Ifthe total number of days of inpatient care to Medicaid hospice members is greater than 
the maximum number of inpatient days computed in subdivision (1 ), then the payment 
limitation will be determined by the following method: 
(A) Calculating the ratio of the maximum allowable inpatient days to the number of 

actual days of inpatient care, and multiplying this ratio by the total reimbursement 
for inpatient care that was made. 

(B) Multiplying excess inpatient care days by the routine home care rate. 
(C) Adding together the amounts calculated in clauses (A) and (B). 
(D) Comparing the amount in clause (C) with total reimbursement made to the hospice 

provider for inpatient care during the cap period. The amount by which total 
reimbursement made to the hospice provider for inpatient care for Medicaid 
members exceeds the amount calculated in clause (C) is due from the hospice 
provider. 

III. Reimbursement for Physician Services 

a. The basic payment rates for hospice care represent full reimbursement to the hospice provider for 
the costs of all covered services related to the treatment of the member's terminal illness, including 
the administrative and general activities performed by physicians who are employees of or working 
under arrangements made with the hospice provider. These activities would generally be performed 
by the physician serving as the medical director and the physician member of the hospice 
interdisciplinary group. Group activities include participation in the establishment of plans of care, 
supervision of care and services, periodic review and updating of plans of care, and establishment 
of governing policies. The costs for these services are included in the reimbursement rates for 
hospice care. 

b. Reimbursement for a hospice employed physician's direct patient services that are not rendered by a 
hospice volunteer is made in accordance with the usual Medicaid reimbursement methodology for 
physician services. These services will be billed by the hospice provider under the Medicaid 
hospice provider number. The only physician services to be billed separately from the hospice per 
diem are direct patient care services. Laboratory and x-ray services relating to the terminal 
condition are included in the hospice daily rate. 

TN: 16-003 
Supersedes 
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c. Reimbursement for an independent physician's direct patient services that are not rendered by a 
hospice volunteer is made in accordance with the usual Medicaid reimbursement methodology for 
physician services. These services will not be billed by the hospice provider under the hospice 
provider number. The only services to be billed by an attending physician are the physician's 
personal professional services. Costs for services such as laboratory or x-rays are not to be included 
on the attending physician's billed charges to Medicaid when those services relate to the terminal 
condition. These costs are included in the daily rates paid and are expressly the responsibility of the 
hospice provider. 

d. Volunteer physician services are excluded from Medicaid reimbursement. However, a physician 
who provides volunteer services to a hospice may be reimbursed for non-volunteer services 
provided to hospice patients. In determining which services are furnished on a volunteer basis and 
which are not, a physician must treat Medicaid patients on the same basis as other hospice patients. 
For example, a physician may not designate all physician services rendered to non-Medicaid 
patients as volunteered and at the same time seek payment for all physician services rendered to 
Medicaid patients. 

TN: 16-003 
Supersedes 
TN: New Approval Date:.~6/=2=3~11~6~--- Effective Date: January I, 2016 
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HOME HEALTH CARE SERVICES - TELEHEALTH MONITORING 

Approved telehcalth monitoring services arc reimbursed separately from other HHA services. The unit 
of reimbursement for home health telchealth is one calendar day. 

(I) The provider may hill a one-time amount of $14.45 per beneficiary for an initial face-to-face visit 
necessary to train the beneficiary to appropriately operate the telchealth equipment. 

(2) The Provider may bill the daily rate of$9.84 fur each day the telehealth monitoring equipment is 
used by a registered nurse (RN) to monitor and manage the client's care in accordance with the written 
order from a physician. 

Rates for tclehealth monitoring services shall not be adjusted annually. 

All equipment and software cost associated with the telehealth monitoring services must be separately 
identified on the provider's annual cost report so that it may be removed from the calculation of 
overhead costs. 

TN: 13-0 II 
Supersedes 
TN: New Approval Date :._--'5,,/.::14""'1,,1C'.4 ____ _ Effective Date: 10/1/14 
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rate will take into account productions screens and applicable limits, (based on the provider’s fiscal years 
ending 1999 and 2000) which are reasonable and related to the cost of furnishing such services, or based 
on such other tests of reasonableness as the Secretary prescribes in regulations under section 1833(a)(3), 
or, in the case of services to which such regulations do not apply, the same methodology used under section 
1833(a)(3), adjusted to take into account any increase or decrease in the scope of such services furnished 
by the center or clinic during the provider’s fiscal year 2001, and increased by the percentage increase in 
the most current quarterly historical MEI (as defined in section 1842(I)(3)) applicable to primary care 
services (as defined in section 1842(i)(4)) for that fiscal year. This Prospective Payment System rate will 
be increased annually beginning January 1, 2002 by the percentage increase in the MEI and adjusted to take 
into account any increase or decrease in the scope of such services furnished by the FQHC. 

In the event a final settlement has not been reached on the provider’s 1999 and 2000 FQHC cost reports by 
December 31, 2001, the alternative methodology may be extended for a period of not more than 180 days. 
If cost reports have not been finalized after a period of not more than 180 days, an interim prospective 
payment system rate equal to the most recent rate on file will be used to reimburse FQHC services until 
such time that the cost reports are final. This interim PPS rate will be adjusted annually beginning January 
1, 2003 by the MEI. 

In conformance with Section 702(b)(aa)(6)(B) of BIPA, a reconciliation will be performed to ensure that 
each center or clinic received reimbursement for such services in an amount that is at least equal to the 
amount that would have been paid under the Prospective Payment System described in Section 702(b)(aa) 
of BIPA. 

The establishment of an initial year rate for new providers certified after January 1, 2001, shall be 
determined in accordance with Section 702(b)(aa)(4) of BIPA 2000, taking into consideration geographic 
location, Medicaid utilization and similarity of services. In the absence of comparable data, the new clinic 
may be required to submit historical cost data in order to arrive at an initial rate. The rates for the fiscal 
years following the initial year will be determined as described above. Federally Qualified Health Centers 
will receive supplemental payments under the APM for all COVID vaccine administration services. The 
payment to FQHCs for standalone COVID-19 vaccine-only visits will be equivalent to the Medicare 
COVID-19 vaccine administration rate. FQHCs will receive their provider-specific PPS rate plus the 
Medicare COVID-19 vaccine administration rate when a COVID-19 vaccine is administered as part of a 
billable encounter visit. Effective November 1, 2022, long-acting reversible contraception (LARC) will be 
reimbursed according to the Medicaid professional fee schedule. All rates are published on the agency’s 
website at www.in.gov/medicaid/. 
The office will provide for a supplemental payment for FQHCs furnishing services pursuant to a contract 
between the clinic and a managed care entity (as defined in section 1932(a)(1)(B)), in accordance with 
Section 702(b)(aa)(5), effective for services provided on or after January 1, 2002. The supplemental 
payments will be calculated based on the provider’s base rate, as adjusted for MEI and any change in scope 
of service, multiplied by the number of valid FQHC encounters, deducting any payments made by the 
managed care entity for those encounters. Supplemental payments will be made no less frequently than 
every four months. The provider is responsible for submitting the managed care claims to the Office or its 
contractor for calculation of the supplemental payment.  

Field audits may be conducted annually on a selected number of Federally Qualified Health Centers. 
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Reimbursement to nursing facilities for residents who elect to receive Hospice Care:

An additional per diem amount will be paid directly to the hospice provider for room and board
of hospice residents receiving routine or continuous care services in a certified nursing facility.
In this context, the term "room and board" includes all assistance in the activities of daily living,
in socializing activities, administration of medication, maintaining the cleanliness of a resident's
room, and supervision and assisting in the use of durable medical equipment and prescribed
therapies.

The room and board rate will be ninety-five percent (95 %) of the lowest per diem
reimbursement rate Indiana Medicaid would have paid to the nursing facility for any resident for
those dates of service on which the recipient was a resident of that facility.

Medicaid payment to the nursing facility for nursing facility care for the hospice resident is
discontinued when the resident makes an election to receive hospice care. Any payment to the
nursing facility for furnishing room and board to hospice patients is made by the hospice
provider under the terms of its agreement with the nursing facility.

The additional amount for room and board is not available for recipients receiving inpatient
respite care or general inpatient care.
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7. Targeted ease management (TCM) for individuals who, through 1\ blood lead screening 
conducted in accoolanee with tbe EPSDT periodicity schedule, are found with a 
confirmed elevated blood lead level as defined hy the ~lIters r<;lr Diieuse Control and 
Prevention (CDC) 

Rnlef#j 
The Tllte 1M reititbllfS:IINWllt 01 !euil CIUIl m(lIIngeme'IJ lllrllces hi tJlee.,for-sl!rllicl! rale. 
The 41t1tmllk mit III(J$MrlPed IJ)' usilIg the IlI'e1'11gt (»f/ ofllliary, Jrlllgt bntej1ts,for 
empIO)'l!tJ IflId con/meted Tlgufenl "ursa IlIId soc/of Il!Pl<er eMe ffllllllrgft'S. 111t CtlSI 
rate if8% iJrcI,ttlalllf IlrtIirtcI ~ 11111 trtmsporItJ/foll. 

011 De/lnltIpl". 
A IIIIiI of senYce Is ~111O fi./IuII (15) lIIimIIa. MJnm ofsmke pl'!WldiNllOlJ $P«/Ilc 
IndMd,UJi CiIII be oo:rllell Ol'iet 0IIe caw/dIU dtry. 1'IIe mmfM of UI/Its IIw lUll./' be bil/ed dlll1", 
If day is I!llldmlsttllO nre f()/(// IIlItHber tfmhlUlet ofTnrgtktT ~ MIiHllgemml pml'ldetl 
th/rlng liJt., lor if spec:/fsc ItJdMd/lilf tilvidU IJ)' 1/IImI ",illm plus Dlte nddititmttl lid if (l,e 
rell/lll11illf( number of mmw Is tight (Jf gtellll'J'. 

CtgIws f:pvmel1t fmcm; 
Pro'l1/llers will submii claims til tht L«nI Henllll Dep</f1mtJrls (L1lJ»). Tilt lHD wKI sulImII 
cflIIJIII, Wit tIlt MdlaIId MtlIIflgttlletlf hIjOmtnIfim ~tem (MMIS) claims plYlCUJllIg S)'SItII~for 
nt/ftJIllaltiotl. Provittm ofTCM 1IIfI.J' #WI bill_111II1l ~ IS·#lilftlte Id per mipiel/~J1(!F 
roiling tweIJ<t (12) tffllllth period <It/me. If mldltk»1Ilf ttllits tlTCM /II'if IIlIfIIltnIIy lIectS111ty, lilt 
prr:wld6r mW$Jlblll(J" prioraulkorlWlftm fequetf for IlIIdiIJImllllllllls I'll sm1c4. 

The State developed fee schedule !'lites lire Ihe same for bo\ll govemnu:nlal alld private 
providllIS of targeted ~ m~neln services. The 8il1te developed fee sohedule !'lite 
for envil'OlImenmllead InVl!sli!l~tlons is eff~tive f()f services provided 1)11 or after June 
la, 2009. Alll'lltes ru'~ published on www.brdllllfl1l1ledlcllid.ol)l/I. 
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Transportation 

Payment will be based upon the lower of the provider's submitted charge or the fee schedule rate established by the State for the service billed.
Base rate is defined as the allowed payment amount for a one-way trip, not including mileage. Mileage payments are made for loaded miles, 
defined as the number of miles the Medicaid member is transported in the vehicle. Reimbursement for covered transportation services will be 
as follows: 

Non-emergency Ground Transportation: 

A non-emergency medical transportation (NEMT) broker is reimbursed a monthly capitated payment for each Indiana Medicaid FPS 
member. 

Meals and Lodging: Meals and lodging reimbursement is based on the rate established by the Indiana State Legislature paid to Indiana 
state employees for travel-related expenses. 

For dates of service on or after January 1, 2024, the office shall pay for the transportation services not covered by the emergency transportation 
section below at the lower of:  

1. The provider's submitted charge; or

2. The allowable amount for that procedure code in the Indiana Medicaid Practitioner Fee Schedule in effect for that date of service. The allowable
amount is equal to the Medicare urban rate for Indiana, if available, that takes effect January 1 of the calendar year preceding the Medicaid rate
effective date.

3. If the Medicare urban rate for Indiana is not available, the allowable amount is equal to the Indiana Medicaid Practitioner Fee Schedule 
rate in effect for that date of service, adjusted for inflation as determined by the office.

Emergency Transportation: 

Medicaid pays for emergency medical transportation services at the lower of: 

1. The provider's submitted charge; or 

2. The allowable amount for that procedure code in the Indiana Medicaid Practitioner Fee Schedule in effect for that date of service. The allowable 
amount is calculated based upon a survey of billed charges statewide utilization data.

For dates of service on or after July 1, 2023, Medicaid pays for emergency medical transportation services at the lower of: 

1. The provider's submitted charge; or 

2. The allowable amount for that procedure code in the Indiana Medicaid Practitioner Fee Schedule in effect for that date of service. The allowable
amount is equal to the Medicare urban rate for Indiana as of each January 1, if available.

For dates of service on or after January 1, 2024, Medicaid pays for emergency medical transportation services at the lower of: 

1. The provider's submitted charge; or 

2. The allowable amount for that procedure code in the Indiana Medicaid Practitioner Fee Schedule in effect for that date of service. The allowable
amount is equal to the Medicare urban rate for Indiana, if available, that takes effect January 1 of the calendar year preceding the Medicaid rate
effective date.

3. If the Medicare urban rate for Indiana is not available, the allowable amount is equal to the Indiana Medicaid Practitioner Fee Schedule rate in effect
for that date of service, adjusted for inflation as determined by the office. For procedure code A0225, the allowable amount is equal to the Indiana
Medicaid Practitioner Fee Schedule rate for procedure code A0427.
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 Payments for Government Ambulance Transportation Services 

Qualified in-state government ambulance transportation service providers are reimbursed for the actual incurred costs 

of providing ambulance services to eligible Medicaid beneficiaries. Each provider must certify its expenditures as 

eligible for federal financial participation in order to settle to actual incurred costs for Medicaid ambulance 

transportation services.  The CMS approved Medicaid cost report form 2552-10 or the non-hospital government 

ambulance cost report form is due from ambulance providers five months after the end of the provider’s fiscal year. An 

initial settlement will be processed within eighteen months of receiving an approved cost report.  A final settlement 

will be processed within twenty-four months of receiving the approved cost report.  The payments will be paid to each 

provider in an amount based on the provider’s reconciled costs for providing ambulance transportation services to 

Medicaid recipients, less amounts already paid to the provider for ambulance transportation services under the state 

plan. Reconciled costs will be calculated using CMS-approved cost reporting methods approved by the office.  

Government providers are required to comply with cost allocation principles found in OMB Circular A-87.  In 

instances where cost allocation principles in OMB A-87 conflict with CMS 15-1, government providers must always 

use the OMB A-87 principles.  For purposes of these payments, effective for services provided on or after January 1, 

2011, costs shall be calculated as follows: 

A. For hospital-based governmental ambulance transportation providers, costs will be calculated using the most recent

hospital cost report on file with the office.  Hospital-based provider cost reports must be submitted to the office no

later than the last day of the fifth month following the provider’s fiscal year end.

B. For non-hospital-based governmental ambulance transportation providers, costs will be calculated using the most

recent CMS-approved cost report on file with the office.  Non-hospital-based governmental transportation providers

will submit the Indiana Medicaid Freestanding Governmental Ambulance Provider Cost Report that is prepared in

accordance with a cost reporting methodology developed by the office that complies with OMB Circular A-87 and

utilizes the Federal Transit Administration (FTA) Uniform System of Accounts, or other accounting system

determined to be appropriate by the office.  Cost reports must also comply with Medicare reasonable cost principles.

Non-hospital-based provider cost reports must be submitted to the office no later than the last day of the fifth month

following the provider’s fiscal year end.

 Payments will be the amounts calculated under Step Four of the following formula: 

Step One:  Determine the amount of each provider’s charges and Medicaid reimbursement for claims incurred during 

the provider’s fiscal year and adjudicated to a paid status through the MMIS. 

Step Two:  Determine the amount of each provider’s reconciled costs for the provider’s fiscal year for providing 

ambulance transportation services for Medicaid eligible persons.  Cost for the provider’s fiscal year will be calculated 

by multiplying the provider’s charges identified in Step One by the cost-to-charge ratio from the cost report on file 

with the office corresponding to the fiscal year under consideration. 

Step Three:  Subtract the Medicaid reimbursement amount determined in Step One from the cost calculated in Step 

Two.  If Medicaid reimbursement exceeds cost calculated in Step Two, an overpayment has been made. The office will 

recover the overpayment in compliance with the requirements of section 1903(d)(2) of the Social Security Act. 

Step Four:  If the amount calculated in Step Three is greater than zero, the provider will receive a payment equal to the 

amount calculated in Step Three multiplied by the Federal Medical Assistance Percentage (FMAP) rate for Indiana in 

effect at the time of the payment. 

TN No. 11-008 

Supersedes Approval Date __________ Effective Date  January 1, 2011 
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Payment will be based upon the lower of the provider's submitted charge or the OMPP maximum allowance 
for the procedure billed. Maximum allowances are established by the Department of Mental Health based 
upon a review of like charges by similar providers throughout the State. Except as otherwise noted in the 
plan, state-developed fee schedule rates are the same for both governmental and private providers of 
Community Mental Health Rehabilitation Services. The agency's fee schedule rate was set as of7-l-2010 
and is effective for services provided on or after that date. All rates are published on the agency's website at 
www.indianamedicaid.com. 

TN No. 11-008 
Supersedes 
TN No. 10-005 

Approval Date ___ _ Effective Date January 1, 2011 
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Psychosocial rehabilitation services in a clubhouse setting provided on or after August 15, 2016 shall be 
reimbursed according to this section. 

Payment for psychosocial rehabilitation services will be based on a blended payment rate that includes 
the Medicaid covered services that are components of psychosocial rehabilitation . The Medicaid covered 
psychosocial rehabilitation service components are: Individual Skills Training and Development and Group 
Skills Training and Development. 

The psychosocial rehabilitation services blended payment rate is based on established individual Medicaid 
rehabilitation payment rates for the Medicaid covered service components, weighted to reflect utilization 
of these services in the psychosocial rehabilitation model. The rate does not include costs related to 
room and board or other unallowable facil ity costs . 

The state will review the rate annually and rebase as necessary to assure the rates are economic and 
efficient. Providers will maintain data relating to the provision of covered psychosocial rehabilitation 
services, including the date of service, beneficiary information, and the nature and volume of services. 
Utilization information comprised of these data elements was used in the development of the rate and 
will be used by the state in the periodic review of the rate. The state will monitor the provision of 
covered psychosocial rehabilitation services under the blended rate to ensure that beneficiaries receive 
the quantity and intensity of services required to meet their psychosocial rehabi litative needs. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of psychosocial rehabilitation services. The agency's rates, as of 
August 15, 2016, are published at the State's website, www.indianamedicaid.com. 

TN: 16-002 
Supersedes 
TN: New 

Approval Date: ~9/"""7"""'/1'""'6"----- Effective Date: 8/15/2016 
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   Approval Date:        Effective Date:   July  1, 2023 
TN:  23-0003
Supersedes TN: 17-014 

Item 9D. Rehabilitation 

2. Opioid Treatment Services

Opioid treatment services provided by an Opioid Treatment Program (OTP) on or after July 1, 2023 shall 
be reimbursed according to this section. 

Payment for opioid treatment services will be based on 100% of Medicare payment rates. Services 
considered opioid treatment services are: U.S. Food and Drug Administration (FDA)-approved opioid 
agonist and antagonist medication-assisted treatment (MAT) medication, the dispensing and 
administration of MAT medications, toxicology testing, individual and group therapy, intake activities, and 
periodic assessments.  

Payment for these services is to be reimbursed via an applicable weekly reimbursement bundle utilized by 
Medicare or may be separately reimbursable when not all service components of the weekly bundle have 
been administered. Additionally, other services not defined as OTP services may be reimbursable by an 
opioid treatment program provider if deemed appropriate by the Office of Medicaid Policy and Planning 
(OMPP).    

The state will review the rate annually and rebase as necessary to assure the rate is economic and 
efficient and in accordance with Medicare payment.  Providers will maintain data relating to the provision 
of covered opioid treatment services, including the date of service, beneficiary information, and the 
nature and volume of services.  The state will monitor the provision of covered opioid treatment services 
to ensure that beneficiaries receive the quantity and intensity of services required to meet their opioid 
treatment service needs. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of opioid treatment services.   
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TN #: 23-0022
Supersedes Approval Date: Effective Date: January 1, 2024
TN: 18-012

Item 13D. Rehabilitation 

Intensive Outpatient Treatment (IOT) 

Payment for IOT will be based on blended payment rates that are for the Medicaid covered services found 
on Addendum 3.1-A Item 13.d Rehabilitative Services for Intensive Outpatient Treatment (IOT). The 
Medicaid covered service components are: 

Individual/Family Therapy; Group Therapy;
Skills Training;
Medication Training and Support;
Peer Recovery Services; and
Care Coordination

IOT blended payment rates are based on established individual Medicaid payment rates for the Medicaid 
covered service components, adjusted to reflect utilization of these services in the IOT model. The rates 
do not include costs related to room and board or other unallowable facility costs. 

The state will periodically monitor the actual provision of IOT services paid under a blended rate to ensure 
that the 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 based on the services that are actually 
provided as part of the blended rate. 

Effective for dates of service on or after January 1, 2024, rates will be reviewed and adjusted at such time 
as Medicare-based rates are adjusted, taking into account the level of Medicare fee schedule changes. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of IOT services. The agency’s rates are published at the State’s 
website, in.gov/Medicaid.  

http://www.indianamedicaid.com/
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DISPROPORTIONATE SHARE HOSPITAL PAYMENTS
OUTPATIENT HOSPITAL SERVICES

I. AUTHORITY

In compliance with section 1902 (a) (13) (A) of the Act, and
specifically the mandates of section 4112 (OBRA 1987) ,
P.L. 100-203, the Indiana Medicaid program adopts the following
definitions and methodologies to identify and make payments to
hospitals to take into account the situation of such providers
which serve a disproportionate number of low-income patients with
special needs.

II. DEFINITIONS

(A) lIAcute Care Hospital" has the following meaning: "Any
institution, place, building, or agency represented and held
out to the general public as ready, willing, and able to
furnish care, accommodations, facilities, and equipment, for
the use, in connection with the services of a physician, of
persons who may be SUffering from deformity, injury, or
disease, or from any other condition, from which medical or
surgical services would be appropriate for care, diagnosis, or
treatment." The term does not include a state mental health
institution or a private psychiatric institution, nor does it
include convalescent homes, boarding homes, homes for the aged
oi freestandingheal~ facilities licensed for long term care
such as nursing facilities.

(B) "state Mental Health Institution" has the following meaning:
"A state-owned or state-operated institution for the obser
vation, care, treatment, or detention of an individual; and
under the administrative control of the department of mental
health." This group of providers is commonly referred to as
state hospitals.

(C) "Private Psychiatric Institution" has the following meaning:
nAn acute care inpatient facility, properly licensed for the
treatment of persons with mental illness." This group of
providers is commonly referred to as private psychiatric
hospitals.

TN# 92-09
Supersedes:
TN # 91-7

liz, ~2Approval Date V" de /7
I /

Effective 7-1-91
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(D) "Disproportionate Share Hospital" has the following meaning:
An Acute Care Hospital, State Mental Health Institution, or
Private Psychiatric Institution:

(1) whose Medicaid Inpatient utilization Rate is at
least one standard deviation above the statewide Mean
Medicaid Inpatient utilization Rate for such provider
hospitals receiving Medicaid payments in Indiana; or

(2) whose low income utilization rate exceeds twenty
five percent (25\); and

(i) has at least two (2) obstetricians with staff
privileges, who have agreed to provide obstetric
services to individuals entitled to such services
under the Indiana Medicaid state plan. For a
hospital located in a rural area (as defined in
section 1886 of the Social Security Act), the term
obstetrician includes a physician with staff
privileges at the hospital to perform nonemergency
obstetric procedures. Provision {il does not
apply to a hospital the inpatients of which are
predominately individuals under 18 years of age;
or which did not offer nonemergency obstetric
services as of December 21, 1987.

(E) "Significant Disproportionate Share Hospital" has the
following meaning: An Acute Care Hospital, State Mental
Health Institution or Private Psychiatric Institution which
meets all criteria outlined in (D) (2) above.

(F) "Medicaid Inpatient utilization Rate" for a provider, has the
following meaning: A fraction (expressed as a percentage)
for which:

(1) the numerator is the provider's total Medicaid
inpatient days and hospital care for the indigent
program inpatient days in a cost reporting period; and

(2) the denominator is the total number of the provider's
inpatient days in that same cost reporting period.

7-1-91EffectiveApprova1 Date----!:..,.::-_-I--'--.!=c.'----_

where inpatient days includes days provided by an acute
care subprovider of the provider and also includes inpatient
days attributable to Medicaid beneficiaries from other
states.

TN# 92-09
Supersedes:
TN # 91-7
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(G) "statewide Mean Medicaid Inpatient utilization Rate" has
the following meaning: A fraction (expressed as a
percentage) for which:

(1) the numerator is the total of all Medicaid enrolled
hospital providers' Medicaid Inpatient Utilization Rates in
a cost reporting period; and

(2) the denominator is the total number of all such Medicaid
enrolled provider hospitals.

In calculating the Statewide Mean Medicaid Inpatient Utilization
Rate, the Medicaid agency shall not include the Medicaid Inpatient
utilization Rates of providers who are determined to be Significant
Disproportionate Share Hospitals and who are receiving significant
disproportionate share payments.

(H) A provider's "Low Income Utilization Rate" is the sum of:

(1) a fraction (expressed as a percentage) for which:

(A) the numerator is the sum of the following for a cost
reporting period:

(i) the total Medicaid inpatient revenues paid to
the provider; plus

(ii) the amount of the cash subsidies received
directly from state and local governments, including
payments made under the hospital care for the
indigent program; and

(B) the denominator is the total amount of the
provider's revenues for inpatient services (inclUding
cash SUbsidies) in the same cost reporting period; and

(2) a fraction (expressed as a percentage) for Which:

(Al the numerator is the total amount of the provider's
charges for inpatient services that are attributable to
care provided to indiviuals who have no source of
payment or third party or personal resources in a cost
reporting period; and

(B) the denominator is the total amount of charges for
inpatient services in the same cost reporting period.

TN # 92-09
Supersedes:
TN # 91-7

Approva I Date_---"';~-'O::..,/-.!._::::__ Effective 7-1-91
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The numerator in clause (2) (A) shall not include contractual
allowances and discounts other than for indigent patients not
eligible for medical assistance under an approved Medicaid state
plan.

III. PAYMENT ADJUSTMENTS

A. Outpatient Disproportionate Share Adjustment

Disproportionate Share Hospitals that are operating as Acute care
Hospitals shall receive, in addition to their allowable regular
claims payments and any other payment adjustments to which they are
entitled, a disproportionate share payment adjustment for
outpatient services calculated against the regular outpatient
claims payments equal to:

The provider's Medicaid inpatient utilization rate less one
(1) standard deviation from the Statewide Mean Medicaid
Inpatient utilization Rate, times ninety five percent (95%)
plus two and one-half percent (2.5%).

Disproportionate share payment adjustments for outpatient services
shall only be made from revenues contained in the Medicaid Indigent
Care Trust Fund.

B. outpatient Significant Disproportionate Share Adjustment '.

Significant Disproportionate Share Hospitals that are operating as
Acute Care Hospitals shall receive, in addition to their allowable
regular claims payments and any other payment adjustment to which
they are entitled, a disproportionate share payment adjustment for
outpatient services calculated against the regular outpatient
claims payment equal to:

The provider's Medicaid inpatient utilization rate less one
(1) standard deviation from the Statewide Mean Medicaid
Inpatient utilization Rate, times ninety five percent (95%)
plus two and one-half percent (2.5%), plus

7-1-91EffectiveApproval Date +-~~~~_

The percentage add-on specified for significant
disproportionate share providers at 42 U.S.C.
1385ww(d) (5) (F) (iii) which for the period 7-1-90 through
9-30-91 is 30% and for the period 10-1-91 forward until the
next legislated change, is 35%•

. / .

0/Z4' /f2
I !

TN I 92-09
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Significant Disproportionate Share Payment adjustments for
outpatient services shall only be made from revenues contained in
the Medicaid Indigent Care Trust Fund.

IV. OUTPATIENT DISPROPORTIONATE SHARE
PAYMENT ADJUSTMENT EXAMPLES

*******************************************************************
EXample l--Bospital qualifies as a regular disproportionate share

bospital

Facts------Hospital's Medicaid inpatient utilization rate = 28t

One standard Deviation from the statewide Mean
Medicaid Inpatient utilization rate = 15%

Disproportionate Share Payment formula "The provider's
Medicaid inpatient utilization rate less one standard
deviation from the statewide Mean Medicaid Inpatient
Utilization Rate, times 95% plus 2.5'"

Medicaid inpatient claim reimbursement $1000.00

Solution-------28% minus 15% = 13.00%
13% times .95 = 12.35t
12.35% plus 2.5% = 14.85%
14.85% times $1000 = $148.50 disp. share payment

*******************************************************************
Example 2--Same hospital qualifies additionally as a significantly

disproportionate share hospital

Facts------Same as those in example 1 (add the following)

Date of inpatient claim 10-10-91

Inpatient Significant Disproportionate Share adjustment
percentage is 35%

Solution---35.00% times $1000 = $350.00 siq. disp. share payment
from example 1 above $148.50 disp. share payment

$498.50 total disp. sbare payment

*******************************************************************

TN # 92-09
Supersedes:
TN # 91-7

Approval Date (;/2(7/'12-.
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Effective 7-1-91
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V. EFFECTIVE DATE

SUbject to approval by HCFA, these payment adjustments are to be
effective for services provided on or after July 1, 1991. All
appropriate assurances required by federal regulations are being
submitted with this Medicaid state plan amendment.

TN I 92-09
Supersedes:
TN I 91-7

Approval Date
/ / I,
~;';1~' /1Z Effective
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Rule 19 Ownenhi!, and Control Disclosures

406 v..C 1-19-1 In{ormationlo be disclosed

Sec, I. (a) In accordance with and in addition to 42 CFR 455, Subpart 8 and 42 CFR 1002, Subpart
A, as "mended, the following direlosure requirements apply IIIall prl)"iden of Medicaid services and shall be
disdosed in accordance with this rule:

(1) The name and addt"OlIj of each person witb an ownership or control interest in the di.c1o,ing
cJ\tity 01" in any subcontractor 10 whicb the diselomg entity has direct er indirect own,~rship of
Ii". percent (5%) or more.

(2) Whether any of the persons named, in ccmpllaoce with slIhdMsion (1), is re,"ted to another as
spouse, "uen t, child, nr sibling.

(3) Tile Mme of allY other disclosing cntity in which a 1''''''011 witll an oWllersbJp or control illterest
in the disclOsing endty elso has an ownership or control interest. This requirement applies to the
extent that the disdosing entity C'AD obtain this information by requesting. it in writing from. the
person. Tile disclosiug elltity must,
(A) keel' o0l'los of an these requests and the responses to them;
(8) make them available to the office upon request; and
(C) advise the office When there is no response to a request.

(4) The name, address, and Soci.1 Se01lrity number of auy age.nt or mallagmg employee.

(b) Any document or agreement, stipulatillg ownership int.rest< or rights, duties, abd liabilities of the
entity or its members, required to be filed witb the secretary of state, whether it be a single filing or. periodic
ftling, shall also be U)ed wltb the oflice or Its fiscal agent. X~ the case of a par-tnership, the partnership
agreement, if any, and any amendments thereto, shall be filed with the offiCe iutlXlerllately upon creation or
alteration of the partnership.

(c) long term care fadlity provider shan comply with notlficatlon requirements set fortb iu 405 lAC J-20
(orchange orewnerahip,

(d) the office mal' suspend payment to au existi.. g prOVider or reject" prospective provider's application
for participation if tbc provlder fails to diselose ownership or control informatjon as required by thil rule and
405 lAC 1-J4.&-5.

405 lAC 1-19-2 Time and manner of disclosure

See- 2. (a) Any disclosing entity that is a long term care r.lOiliry nUlst supply t~e information 'peemed
in this rule to the Indiana state department of health at the time it is surveyed.

(b) A:1Jy disclosing entity that is Mt a long rer", care facility must s"l'ply the information specified in till<
rule to the office or its f15cal agent at any time there is a change In ownership or control.

(0) Any new provider must supply the informatioo specified iu this rule at the time of filing a complete
appliC3tion,

(d) Pro,Idees are required to notify the office upon such time as the lufor",atloll specified in tllis rule
changes wjthin Corty-liv. (45) days or the effective date or change in such (ann a. the office shall prescribe.
Long term care providers i.u.vQlycd. j,Q :A ebal1ge of owne.nhip shall provide n;otintatj,otl in aceordance wah 405
LAC 1-20. New nursing facility providers are required to noticy the office in accordance with thls rule and 405
lAC 1-14.6-5.

TN: 03-002
Supersedes;
NOne

JUl 2 1 2003
Approval Date: _ Effeotive: May 17, 2003
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DIneRoslIe Sen/lees 

l!.eimbuttement i& provided for a OIle-time. on-site environmental lead InVIISliglltlon of a child's home or 
primary residence f(lf a ehild whh elevated blood 1eed level. This environmentsl lead in.'eSligatloo will 
be provided hy a licensed risk assessor or licensed lead inspecW. cet1ified by a local bealth departmenl, 
These .~rvices muSl be provided throngh eoonlinal ion with lh. IOCiIi hea1h department (I-I'ID). 

Medieaid fees paid by other stales and prOliiders' costs (whell RYAllable, will be considered when 
establishing a rare. Excep/ a.r (>tfitfwl1t /loUd illl1te plll/l, Ille 8tiltt! dtPt!lopedfee schedule ral.~ a'. 
I1te fffl/fe for bl1//; /lO_lfJIIeltlaf IIlId prlmte COll1rllC'td prtJ~Werr of lend IllvmlgtllHHI set'lIkI" The 
SlIlle del'dDpedfee u:ltedl. "~/e for eavlr()IIme,rllIll'lfd IIIvulf,llllOttS II efflellV#: fur $U1Ilcos 

provided 0/1 01' ofter JllIle IB, JtHi9, All mfes I/f'e pllbiislutl OIl WIMV. iIllUmunnedicaid.COIII. 

Limitations on reimbursemellt; 

Medicaid n:itllbursem!mt for an erlvironinenfllilcad i.wesliaation i. IfWllfnbl,/or Q tictll#ll rId 
(J.lSt!t.tor'. or {IIRpeclUr'lI time tII,d odMtI~.r performed dllring lite (HJN/me oll-slte IIIYesllgallrn, ef 'he 
po/srn./Id eMId's "ome ()r prim,)' raide/Jet. Tile relmhllmttll!llI ,ale illclud16 the II,il6 ,"-toclailltllfllh 
ctJlkd(ell of "fIee/meltf liNd tISsue/mod pnperwerk. MedicI/hi re/mbIlI'SI!J1Ie"t Is Hoi 9Vfliltlbte fIJI' tfJe 
t~lm, tJf ,"vlroltmenlal SIIb.rttlllCI!lSUCR 1/$ water. poJul, PI' wR Nbich a,e .611110 fllnbtr,,,1ery fur 
nnalj>.ls. 

l"i/lll{ C"lI/PreheHSIre EtwlHlllIIWllal lAM fl/VestlgallOllli1/lJ' //lC(lItklhe~: 
rA) Vhullf nsnm/ll!lll of the pro/lItbfe eDlllnmmaied Sire, 
(8) I/IIen/eHi' of lhe OCCIIfHII11 •• 
(C) Dulll exllllllt'lIJ1oll, 
(D) On-me X-rllf /T/lo~ellte (KIF) 1llW~>sf. of Itttd pail" COnre1ll, IJlld 
(E) CollectioN uf suN mnrple. 

All EnlilronlMllllll Lead InVeilligl)lions include the following: 

Assessment of lead hazal'ds from any sEfuclllral 5001'00 by alicellsed risk assessor or iJlSpeetor to ioelude; 
(A) A wmplele assessment Including recommcndatloos I\) mitigate identified \ .... d 
hazards. 
(B) A written report to the fitmily and the owne .. If the fSllIily doesllO! own Ule.itll of 
e<>mamioatioo. 

Identification of lead hazards from 'any nonslrUCIural SOurCH by licensed risk allSC$sar5 or lnspe<;tor to 
include: 

(A) Idl:ntification aod evaluation ofuonstructUl'llI exposure SOlU'CeS within the individual'. 
environment. 
(B) Pn:senlation of tbe environmental iuvestigaiion results, inelnding reCIlOu)lcnd41ions 
for redut>lng 01' eliminating exposure. 

A written report mUll he provided 10 file family, owner (>f Ille rootRlllmatcd site, .... d !..ocal Health 
Dep911menl. 

Approv.1 Dale: MAR -:~ lU1Z 
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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 – Care Coordination
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Adult Day Services. The agency’s fee schedule 
rate effective on October 1, 2018, is for services provided on or after that date. All rates are 
published on the agency’s website at www.indianamedicaid.com.
HCBS Homemaker

HCBS Home Health Aide

HCBS Personal Care

HCBS Adult Day Health
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Adult Day Services. The agency’s fee schedule 
rate effective on October 1, 2018, is for services provided on or after that date. All rates are 
published on the agency’s website at www.indianamedicaid.com.
HCBS Habilitation
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Habilitation and Support. The agency’s fee 
schedule rate effective on October 1, 2018, is for services provided on or after that date. All rates 
are published on the agency’s website at www.indianamedicaid.com.

Home and Community Based (HCB) Habilitation and Support – Individual Setting
HCB Habilitation and Support – Family/Couple with the Recipient Present (Individual Setting) 
HCB Habilitation and Support – Family/Couple without the Recipient Present (Individual Setting) 
HCB Habilitation and Support – Group Setting
HCB Habilitation and Support – Family/Couple with Recipient Present (Group Setting)
HCB Habilitation and Support – Family/Couple without Recipient Present (Group Setting)

HCBS Respite Care
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private providers of Respite Care. The agency’s fee schedule rate effective on
October 1, 2018, is for services provided on or after that date. All rates are published on the 
agency’s website at www.indianamedicaid.com.

For Individuals with Chronic Mental Illness, the following services:

HCBS Day Treatment or Other Partial Hospitalization Services

TN: 22-0008
Effective: October 7th, 2022 Supersedes: 19-013

Methods and Standards for Establishing Payment Rates
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HCBS Psychosocial Rehabilitation

HCBS Clinic Services (whether or not furnished in a facility for CMI)

Other Services (specify below)

Therapy and Behavioral Support Services
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Therapy and Behavioral Support Services. The 
agency’s fee schedule rate effective on October 1, 2018, is for services provided on or after that 
date. All rates are published on the agency’s website at www.indianamedicaid.com.

Therapy and Behavioral Support Services – Individual Setting
Therapy and Behavioral Support Services – Family/Couple with Recipient Present (Individual 
Setting)
Therapy and Behavioral Support Services – Family/Couple without Recipient Present (Individual 
Setting)
Therapy and Behavioral Support Services – Group Setting
Therapy and Behavioral Support Services – Family/Couple with Recipient Present (Group 
Setting)
Therapy and Behavioral Support Services – Family/Couple without Recipient Present (Group 
Setting)

Addiction Counseling
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Addiction Counseling. The agency’s fee schedule 
effective on October 1, 2018, is for services provided on or after that date. All rates are published 
on the agency’s website at www.indianamedicaid.com.

Addiction Counseling – Individual Setting
Addiction Counseling – Family/Couple with Recipient Present (Individual Setting) 
Addiction Counseling – Family/Couple without Recipient Present (Individual Setting) 
Addiction Counseling – Group Setting
Addiction Counseling – Family/Couple with Recipient Present (Group Setting)
Addiction Counseling – Family/Couple without Recipient Present (Group Setting)

Supported Community Engagement Services
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Supported Community Engagement Services. The 
agency’s fee schedule rate effective on October 1, 2018, is for services provided on or after that 
date. All rates are published on the agency’s website at www.indianamedicaid.com.

TN: 22-0008
Effective: October 7th, 2022 Supersedes: 19-013
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Medication Training and Support
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both 
governmental and private agency providers of Medication Training and Support. The agency’s 
fee schedule effective on October 1, 2018, is for services provided on or after that date. All rates 
are published on the agency’s website at www.indianamedicaid.com.

Medication Training and Support – Individual Setting
Medication Training and Support – Family/Couple with Recipient Present (Individual Setting) 
Medication Training and Support – Family/Couple without Recipient Present (Individual Setting) 
Medication Training and Support – Group
Medication Training and Support – Family/Couple with Recipient Present (Group Setting)
Medication Training and Support – Family/Couple without Recipient Present (Group Setting)

TN: 22-0008
Effective: October 7th, 2022 Supersedes: 19-013
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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 
The Habilitation payment rate is a prospective fee-schedule rate that is based on cost and market 
data.  The rate is comprised of cost data obtained from providers, including labor costs (salaries 
and fringe benefits), non-labor costs, and administrative overhead costs. The agency’s fee 
schedule for Habilitation service was set using the same methodology that was previously applied 
to Habilitation service in the former 1915(c) Psychiatric Residential Treatment Facilities (PRTF) 
Transition Waiver. The agency’s fee schedule rate will be set as of July 1, 2018, and will be 
effective for services provided on or after that date.  Rates are published on the agency’s website 
at www.indianamedicaid.com. 



HCBS Respite Care 
The respite care payment rates are prospective fee schedule rates that are based on cost and 
market data. The rates are comprised of cost data obtained from providers, including labor costs 
(salaries and fringe benefits), non-labor costs, and administrative overhead costs. Productivity 
adjustments were applied to determine the total cost per billable unit of service. A cost of living 
adjustment was included in the rates to adjust costs from the cost period to the rate period. Labor 
cost was benchmarked to market data from the U.S. Department of Labor, Bureau of Labor 
Statistics, and labor and BLS data were averaged if the BLS data exceed the labor cost data by a 
predetermined threshold. Per CMS guidance, the rate will be reviewed at least every five years 
and adjusted as necessary to assure the rate is economic and efficient. 

The agency's fee schedule rates will be set as of July 1, 2018 and will be effective for services 
provided on or after that date. The rates will be published at the State's website, 
www.indianamedicaid.com. 

Respite care service has three (3) units of service as the basis for the fee schedule rates: 
1) Respite care provided for less than ten (10) hours per day is based on a 15-minute unit of
service.

3/5/20
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2) Respite care provided for ten (10) to twenty-four (24) hours per day is based on a daily unit of
service.
3) Crisis respite care provided for eight (8) to twenty-four (24) hours per day is based on a daily
unit of service.

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) 
Wraparound Facilitation: 

The wraparound facilitation payment rate is a prospective fee schedule rate that is based on cost 
and market data. The rate is comprised of cost data obtained from providers, including labor costs 
(salaries and fringe benefits), non-labor costs, and administrative overhead costs. Productivity 
adjustments were applied to determine the total cost per billable unit of service. A cost of living 
adjustment was included in the rate to adjust costs from the cost period to the rate period. Labor 
cost was benchmarked to market data from the U.S. Department of Labor, Bureau of Labor 
Statistics, and labor and BLS data were averaged if the BLS data exceed the reported labor data 
by a predetermined threshold. Per CMS guidance, the rate will be reviewed at least every 5 years 
and adjusted as necessary to assure the rate is economic and efficient. 

The agency's fee schedule rate will be set as of July 1, 2018 and will be effective for services 
provided on or after that date. The rate will be published at the State's website, 
www.indianamedicaid.com. 

The unit of service for wraparound facilitation is a monthly unit. 

Training and Support for Unpaid Caregivers: 

The Training and Support for Unpaid Caregivers payment rates are prospective fee-schedule rates 
that are based on cost and market data.  The rates are comprised of cost data obtained from 
providers, including labor costs (salaries and fringe benefits), non-labor costs, and administrative 
overhead costs. The agency’s fee schedule for Training and Support for Unpaid Caregivers service 
was set using the same methodology that was previously applied to Training and Support for 
Unpaid Caregivers service in the former 1915(c) Psychiatric Residential Treatment Facilities 
(PRTF) Transition Waiver.  The agency’s fee schedule rate will be set as of July 1, 2018, and will 
be effective for services provided on or after that date. Rates are published on the agency’s 
website at www.indianamedicaid.com. 

3/5/20
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191S(i)State plan Home and Community-Based Services

Methods and Standards for Establishing Payment Rates

1. Services Provided Under Section of the Soclal 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
The agency’s fee schedule for CMHW Habilitation service was set using the same methodology that applies to 
Habilitation service in the CMS approved 1915(c) Psychiatric Residential Treatment Facilities (PRTF) Transition 
Waiver, CMS Control Number IN.03.R02.00. Rates are published on the agency’s website at 
www.indianamedicaid.com
HCBS Respite Care
The agency’s fee schedule for CMHW Respite Care service was set using the same methodology that applies to 
Respite Care service in the CMS approved 1915(c) Psychiatric Residential Treatment Facilities (PRTF) Transition 
Waiver, CMS Control Number IN.03.R02.00. Rates are published on the agency’s website at 
www.indianamedicaid.com
Other HCBS (Specify): Wraparound facilitation
To calculate the monthly Wraparound Facilitation CMHW case rate, the State analyzed the recent monthly 
utilization for both Wraparound Facilitation and Wraparound Technician services provided in the Community 
Alternative to Psychiatric Residential Treatment Facilities (CA-PRTF) Demonstration Grant (CMS Control Number 
IN.03.R01.05). The average utilization was multiplied by the CA-PRTF unit cost for Wraparound Facilitation 
($28.75 per 15-minute unit). The final monthly rate was reduced by 10% to reflect efficiencies associated with 
reduced documentation requirements due to completing monthly documentation versus daily/per contact 
documentation. Rates are published on the agency’s website at www.indianamedicaid.com
Other HCBS (Specify): Training and Support for Unpaid Caregivers
The agency’s fee schedule for CMHW Training and Support For Unpaid Caregivers service was set using the 
same methodology that applies to Training and Support For Unpaid Caregivers service in the CMS approved 
1915(c) Psychiatric Residential Treatment Facilities (PRTF) Transition Waiver, CMS Control Number 
IN.03.R02.00. Rates are published on the agency’s website at www.indianamedicaid.com
Other HCBS (Specify): Transportation
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both governmental and
private agency providers of CMHW Transportation. The agency’s fee schedule rate effective on July 1, 2023, is for 
services provided on or after that date. All rates are published on the agency’s website at 
www.indianamedicaid.com.

TN: 22-0016
Supersedes   Approved:   Effective: July 1, 2023
TN: 12-013



State: Indiana 

TN: .lHlJ1 
Supersedes 
TN.lliill'. 

0 

0 

§ 19 15(i) Slate plan HeBS State plan Attachment 4.19-B: 
Page 14 

;~ ,~~i "' , ',; " <. r:. . :.';;, "'.,,' ' , 
". , -J •• ~. 

HeBS Psychosocial Rehabilitation , "'" ," .. , . 
HCBS Clinic Services (whether or not furnished in a facili~ lor CMI) 

. , '~f ri1 • .. ~ .r~tf . f: ~ mi!l.~: 1I~¥~' . 

Approved: 9125113 Effective: July 1, 2013 



State: IN      §1915(i) State plan HCBS                           Attachment 4.19-B 

                                                                                                                                                  Page 15 

 

TN: 20-005 

Supersedes: 18-011                                                  Approved:                                   Effective: October 1, 2020 

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 

 

 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) 

 Behavioral & Primary Healthcare Coordination (BPHC) – Tier 1 Providers  

(Licensed professionals, qualified behavioral health professionals & other behavioral health 

Professionals as defined in Attachment 3.1i Person-Centered Planning & Service Delivery.) 

Except as otherwise noted in the plan, State developed fee schedule rates are the same for both 

governmental and private agency providers of BPHC. The agency’s fee schedule rate effective on 

June 1, 2019 is for services provided on or after that date. All rates are published on the agency’s 

website at www.indianamedicaid.com. 

 Behavioral & Primary Healthcare Coordination (BPHC) – Tier 2 Providers  

(Certified Recovery Specialists & Integrated Health Technicians as defined Attachment 3.1i 

Services- Behavioral and Primary Healthcare Coordination.) Except as otherwise noted in the plan, 

State developed fee schedule rates are the same for both governmental and private agency 

providers of BPHC. The agency’s fee schedule rate effective on June 1, 2019, is for services 

provided on or after that date. All rates are published on the agency’s website at 

www.indianamedicaid.com. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

IndianaState/Territory: _

METHODS AND STANDARD FOR ESTABLISIDNG PAYMENT RATES
OTHER TYPES OF CARE

Payment of Medicare Part A and Part B Deductible/Coinsurance

Except for a nominal recipient copayment (as specified in Attachment 4.18 ofthis 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."

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 _1_ 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 to the amount of a special rate, or according to a special method,
described on Page 3 in item _1_ of this attachment, for those groups and payments listed
below and designated with the letter "NR."

4. Any exceptions to the general methods used for a particular group or payment are
specified on Page 3 in item _1_ of this attachment (see 3 .. above).

TN No. 02-010
Supersedes
lNNo. 01-020

Approval DateW-J... Effective Date July 1, 2002
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

IndianaState/Territory: ~~;.;..,;;;.;;;.. _

METHODS ,AND STANDARDS FORESTABLISHING PAYMENT RATES 
OTHER TYPES OF CARE

Payment of Medicare Part A and Part B Deductible/Coinsurance

QMBs: Part A NR Deductibles NR Coinsurance
PartB NR Deductibles NR Coinsurance

Other Part A NR Deductibles NR Coinsurance
Medicaid PartB NR Deductibles NR Coinsurance
Recipients

Dual Part A NR Deductibles NR Coinsurance
Eligible PartB NR Deductibles NR Coinsurance
(QMB Plus)

1N No. 02-010
Supersedes
TN No. 01-020

Approval Date rei;) flo ~ Effective Date July 1, 2002
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory:            Indiana______ 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – 
OTHER TYPES OF CARE 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

1. Cross-over claims filed by Medicaid providers are reimbursed as set out in this section.

If the Medicare payment amount for a claim exceeds or equals the Medicaid allowable
amount for that claim, Medicaid reimbursement will be zero.

If the Medicaid allowable amount for a claim exceeds the Medicare payment amount for
that claim, Medicaid reimbursement is the lesser of:

(a) the difference between the Medicaid allowable amount minus the Medicare payment
      amount; or 
(b) the Medicare coinsurance and deductible, if any, for the claim.

For purposes of cross-over reimbursement, a claim is the same as an ICN (Individual Claim 
Number) which is the payment requested on one paper document or electronic record for 
services provided during a particular date range for which there are one or more revenue or 
HCPCs codes. 

TN No.  04-008 
Supersedes Approval Date   1/11/05 Effective Date   July 1, 2002 
TN No.  03-026 



State of Indiana

405 lAC 5-13-6

Attachment 4.19C
,?

Page lit

Sec. 6. (a) Medicaid reimbursement is available for reserving beds in an ICF/MR
for Medicaid recipients, at one-half (1/2) the regular per diem rate, when one (1) of the
following conditions is present

(1) Hospitalization must be ordered by the physician for treatment of an acute
condition that cannot be treated in the facility. The total length of time
allowed for payment of a reserved bed for a single hospital stay shall be
fifteen (15) days. , If the recipient requires hospitalization longer than the
fifteen (15) consecutive days, the recipient must be discharge from the
facility. \ If the recipient is discharged from the ICF/MR following a
hospitalization in excess of fifteen (15) consecutive days, the ICFIMR is still
responsible for appropriate discharge planning if the ICFIMR does not intend
to provide ongoing services following the hospitalization for those
individuals who continue to require ICFIMR level of services. A physician's
order for hospitalization must be maintained in the recipient's file at the

facility~ u.oQ('J'f\ ~~~\..~,,!)e. s, 'C.bVi' \\.e.. 'r-.~~'~\ ~ \ \.e.~ 'f\~'I"I; ~lA"~ j .\\.
'{ e..-\l)..,~ '(~o...~ .........\~~I1'" Y\~\.\~ '\-ll \\...e ~~~I" i\.

(2) A leave of absence must be for therapeutic reasons, as prescribed by the
attending physician and as indicated in the recipient's habilitation plan. The
total length of time allotted for therapeutic leaves in any calendar year shall
be sixty (60) days per recipient residing in an ICF/MR. The leave days need
not be consecutive. If the recipient is absent for more than sixty (60) days
per year, no further Medicaid reimbursement shall be available for reserving
a bed for that recipient in that year. A physician's order for the therapeutic
leave must be maintained in the recipient's file at the facility.

(b) Although prior authorization is not required to reserve a bed, a physician's
order for the hospitalization or leave must be maintained in the recipient's file at
the ICFfMR to obtain reimbursement at the reserved rate.

(c) If readmission is required, guidelines should be followed as outlined III

admission procedures in section 7 and 8 of this rule.

TN #01-017
Supersedes
TN #95-021 Approval Date: _ Effective Date: October 1, 2001
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State of Indiana

Payment for Reservation of Beds (continued)

In a Psychiatric Hospital:

Attachment 4. 19~C
Page 2

Medicaid reimbursement is available for reserving beds in a psychiatric hospital (and not in a
general acute care hospital) for Medicaid recipients at one-half the regular per diem rate under
the following criteria set out in 405 lAC 1-6-9(m):

(1) Hospitalization is ordered by the physician for treatment of an acute condition that cannot
be treated in the facility.

(2) The total length of time allowed for payment of a reserved bed for a single hospital stay
is fifteen days. If the recipient requires hospitalization longer than fifteen consecutive
days, the recipient must be discharged from the facility.

(3) A physician's order for the hospitalization must be maintained in the recipient's file at
the facility.

TN # 95-021
Supersedes
TN# _

Approval Date
/ I{~, /-'. (' / /

I I < ( /) Effective Date 7/1195



State of Indiana

For Hospice Recipients who reside in nursing facilities

405 lAC 5-34-12 is amended to read as follows:

Attachment 4.19C
Page 3

Sec. 12. (a) Although it is not mandatory for providers to reserve beds, Medicaid
will reimburse for reserving nursing facility beds for hospice recipients at one-half (1/2)
the room and board payment provided that the criteria as set out in this SECTION are
met.

(b) Hospitalization must be ordered by the hospice physician for treatment of an
acute condition that cannot be treated in the nursing facility by the hospice provider. The
maximum length of time allowed for payment of a reserved bed for a single hospital stay
is fifteen (15) days.

(c) A leave of absence must be for therapeutic reasons, as prescribed by the
hospice attending physician and as indicated in the hospice recipient's plan ofcare. The
maximum length of time allotted for therapeutic leave in any calendar year is limited to
eighteen (18) days, which need not be consecutive.

(d) Although prior authorization by the office is not required to reserve a bed, the
hospice recipient's physician's order for the hospitalization or therapeutic leave must be
on file in the nursing facility.

(e) In no instance will Medicaid reimburse a nursing facility for reserving nursing
facility beds for hospice Medicaid recipients when the nursing facility has an occupancy
rate ofless than ninety percent (90%). For purposes of this rule, the occupancy rate shall
be determined by dividing the total number of residents in licensed beds, excluding
residential beds, in the nursing facility taken from the midnight census as of the day that a
Medicaid hospice recipient takes a leave of absence, by the total number of licensed
nursing facility beds, excluding residential beds.

TN iIOl·()IX
S1Ip<:rscdL.S

TN 11 l)7.()(JI) Approval Date::
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The State has in place a public process which complies with the requirements of Section
1902(a)(13)(A) of the Social Security Act.

TN No. 98-007
Supersedes
TN No. -----'__

Approval Date :)~ 10h'8 Effective Date 111/98
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Nursing Facility Reimbursement 

405 IAC 1-14.7-1 Policy; Scope 

Sec. 1. (a) This rule sets forth payment procedures for services rendered to members who 
are covered by the Indiana Health Coverage Program (IHCP) by nursing facilities. All payments 
referred to within this rule are contingent upon the following: 

(1) Proper and current certification.
(2) Compliance with applicable state and federal statutes and regulations.

(b) The system of payment outlined in this rule is a prospective system. Cost limitations
are contained in this rule and in the Indiana Medicaid Provider Reimbursement Manual 
(IMPRM) that establish parameters regarding the allowability of ordinary patient-related costs 
and define reasonable nursing facility allowable costs. 

(c) Any action that results in recoupment, assessed penalty, or retrospective payment may
be addressed through a retroactive reprocessing of claims or settlement process. 

405 IAC 1-14.7-2 Definitions 

Sec. 2. (a) The definitions in this section apply throughout this rule. 

(b) "Administrative component" means the portion of the Medicaid rate that shall
reimburse providers for allowable administrative services and supplies, including prorated 
employee benefits based on salaries and wages.  

(1) Allowable administrative services and supplies are costs that are patient-related that
are necessary for the operation of the nursing facility, but generally cannot be directly
tied to a specific member.  See the IMPRM for further details and examples of
administrative services and supplies.
(2) All nursing facilities shall have their administrative component determined under this
criteria and in a uniform manner in accordance with IC 12-15-14-1 per Section 6 of this
rule.

(c) "Allowable per patient day cost" means the following:
(1) Legacy System - means a ratio between allowable variable cost and patient days using
each provider's actual occupancy from the most recently completed desk reviewed or
field audited cost report, plus a ratio between allowable fixed costs and patient days using
the greater of:
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(A) the minimum occupancy requirements; or
(B) each provider's actual occupancy rate from the most recently completed desk

reviewed or field audited cost report. 
(2) Prospective System - means a ratio between allowable cost and patient days using
each provider’s actual occupancy from the most recently completed desk review or field
audited cost report using the greater of:

(A) the minimum occupancy requirements; or
(B) each provider's actual occupancy rate from the most recently completed desk

reviewed or field audited cost report. 

(d) “Bed days available” means the number of licensed beds reported during the cost
reporting period multiplied by the number of calendar days in the cost reporting period. If
the number of licensed beds changed during a reporting period,

(1) the number of licensed beds reported on the cost report as of the calendar day
immediately following the cost report period end shall be utilized in the
calculation of the rate and the related bed days available,
(2) the provider may request in writing with the cost report submission for the
weighted average of the number of beds licensed during the cost report period to
be utilized in the calculation of the rate and the related bed days available, or
(3) the provider may request the office to calculate bed days available in
accordance with Section 6.

(e) "Bi-annual" means a six (6) month period beginning January 1 and July 1.

(f) “Capital component” means the portion of the Medicaid rate that shall reimburse
providers for the use of allowable capital-related items. 

(1) Allowable capital-related items are costs that are patient-related that generally relate
to a nursing facility’s physical assets and related ownership costs. See the IMPRM for
further details and examples of capital-related items.
(2) All nursing facilities shall have their capital component determined under this criteria
and in a uniform manner in accordance with IC 12-15-14-1 per Section 6 of this rule.

(g) "Case mix index" or "CMI" means a numerical value score that describes the relative
resource use for each resident within the groups of the resident classification system prescribed 
by the office as described in the MDS and Case Mix Index Supportive Documentation Manual 
based on an assessment of each resident. The facility CMI shall be based on the resident CMI, 
calculated on a facility-average, time-weighted basis for the following: 

(1) Medicaid residents.
(2) All residents.

(h) "Children's nursing facility" means a nursing facility that, as of January 1, 2009, has:
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(1) fifteen percent (15%) or more of its residents who are under the chronological age of
twenty-one (21) years; and
(2) received written approval from the office to be designated as a children's nursing
facility.

(i) "Cost report" refers to a presentation of financial data, including appropriate
supplemental data and accompanying notes, derived from accounting records and intended to 
communicate the provider's economic resources or obligations at a point in time, or changes 
therein for a period of time in compliance with the reporting requirements of this rule. 

(j) "Delinquent MDS resident assessment" means an assessment that is inactive or
expired due to exceeding maximum thresholds set by the office for filing and inclusion in the 
time-weighted CMI calculation. This determination is made as described for required filing in 
the MDS and Case Mix Index Supportive Documentation Manual.  

(k) Desk review" means a review and application of these regulations to a provider
submitted cost report including accompanying notes and supplemental information within the 
scope as defined by the office. 

(l) “Direct care component” means the portion of the Medicaid rate that shall reimburse
providers for allowable direct patient care services and supplies, including prorated employee 
benefits based on salaries and wages. 

(1) Allowable direct patient care services and supplies are costs that are patient-related
that generally relate to direct hands-on care or related support of the member. See the
IMPRM for further details and examples of direct patient care services and supplies.
(2) All nursing facilities shall have their direct care component determined under this
criteria and in a uniform manner in accordance with IC 12-15-14-1 per Section 6 of this
rule.

(m) “Employee Benefits” means total allowable employee benefits costs from the most
recently desk reviewed or field audited cost report excluding owners’ benefits as described in the 
IMPRM, unless specified otherwise.  

(n) "Field audit" means a review and application of these regulations to a provider
submitted cost report including accompanying notes and supplemental information within the 
scope as defined by the office. 

(o) "Fixed costs" means the portion of each rate component that shall be subjected to the
minimum occupancy requirements. 
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(p) "Forms prescribed by the office" means either of the following:
(1) Cost Report forms provided by the office.
(2) Substitute forms that have received prior written approval by the office.

(q) "Generally accepted accounting principles" or "GAAP" means those accounting
principles as established by the Financial Accounting Standards Board. 

(r) “IDOH” means the Indiana Department of Health.

(s) “Indiana Medicaid Provider Reimbursement Manual” or “IMPRM” means the policy
document supporting the reporting requirements, allowable cost classifications, and calculation 
of the Medicaid rate.  

(t) “Indirect care component” means the portion of the Medicaid rate that shall reimburse
providers for allowable indirect patient care services and supplies, including prorated employee 
benefits based on salaries and wages. 

(1) Allowable indirect patient care services and supplies are costs that are patient-related
that are necessary in the care of the member, but that are not generally directly related to
the provision of hands-on care.  See the IMPRM for further details and examples of
indirect patient care services and supplies.
(2) All nursing facilities shall have their indirect care component determined under this
criteria and in a uniform manner in accordance with IC 12-15-14-1 per Section 6 of this
rule.

(u) “Inflation factor” means inflating costs using the CMS Nursing Home without Capital
Market Basket Index as published by IHS Markit using the time period prescribed by the office. 

(v) “Legacy System” means the historic system used to calculate the Medicaid nursing
facility per patient day rate at Section 6. 

(w) “Medicaid patient days” means total Medicaid days from the most recently desk
reviewed or field audited cost report. 

(x) "Minimum data set" or "MDS" means a core set of screening and assessment
elements, including common definitions and coding categories, that form the foundation of the 
comprehensive assessment for all residents of long-term care facilities certified to participate in 
Medicaid. The Indiana system shall employ the MDS 3.0 or subsequent revisions as approved by 
CMS as detailed in the MDS and Case Mix Index Supportive Documentation Manual. 

(y) “MDS and Case Mix Index Supportive Documentation Manual” means the policy
document supporting the MDS assessment instrument, MDS assessment processing, MDS 
supportive documentation requirements, resident classification system, and the CMI calculation. 
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(z) "MDS review" means a formal official verification and methodical examination and
review of resident assessment data and its supporting documentation by the office or its 
designee. 

(aa) “Nonemergency Medical Transportation” or “NEMT” means medical transportation 
to a covered service when needs are not immediate such as to and from a doctor’s office, the 
hospital, or other medical office for covered care. NEMT services provided by ambulance 
providers are not the financial responsibility of nursing facility providers and are not included in 
the nursing facility Medicaid per diem nor covered under this definition.   

(bb) “Nursing Facility Census Data Collection Form” means the form designated by the 
office for providers to file their monthly census information.  

(cc) “Ordinary patient-related costs” means costs of allowable per-diem services and
supplies that are necessary in delivery of patient care by similar providers within the state. 
Services or supplies that Medicaid covers outside of the per-diem rate are not ordinary patient-
related costs. 

(dd) “Patient/member care” means those Medicaid program services delivered to a
Medicaid enrolled member by a provider. 

(ee) “Patient days” means total patient days, inclusive of paid leave days, from the most 
recently desk reviewed or field audited cost report. 

(ff) “Prospective system” means the methodology used to calculate the Indiana Medicaid 
reimbursement per patient day rate in Section 6.  

(gg) “Quality Program Manual” means the policy document supporting the calculation of 
the total quality score.  

(hh) “Rate year” means the time period starting July 1 and ending June 30. 

(ii) “RSMeans Construction Index” means the simple average of construction costs for
Indiana cities listed in the Construction Cost Indexes with RSMeans Data published by Gordian. 

(jj) "Reasonable allowable costs" means the price a prudent, cost-conscious buyer would 
pay a willing seller for goods or services in an arm's-length transaction, not to exceed the 
limitations set out in this rule or other policy documents. 

(kk) “Rebase” means the process of reestablishing rate component medians, percentiles, 
prices, and reimbursement rates by incorporating the most recently completed desk or field 
audited qualifying Medicaid cost reports.
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(ll) “Rental rate” means a simple average of the United States Treasury bond, ten (10)
year amortization, constant maturity rate plus three percent (3%), in effect on the first day of the 
month that the index is published for each of the twelve (12) months immediately preceding the 
rate effective date as determined in Section 6 of this rule.  

(mm) "Resident classification system" means the classification system used to classify
residents into groups to determine case mix index values and reimbursement levels as supported 
by the MDS and Case Mix Index Supportive Documentation Manual.  

(nn) "Special Care Unit (SCU) for Alzheimer's disease or dementia" means the nursing 
facility that meets all of the following: 

(1) Has a locked, secure, segregated unit or provides a special program or special unit for
residents with Alzheimer's disease, related disorders, or dementia.
(2) The facility advertises, markets, or promotes the health facility as providing
Alzheimer's care services or dementia care services, or both.
(3) The nursing facility has a designated director for the Alzheimer's and dementia
special care unit, who satisfies all of the following conditions:

(A) Became the director of the SCU prior to August 21, 2004, or has earned a
degree from an educational institution in a health care, mental health, or social
service profession, or is a licensed health facility administrator.
(B) Has a minimum of one (1) year work experience with dementia or
Alzheimer's, or both, residents within the past five (5) years.
(C) Completed a minimum of twelve (12) hours of dementia specific training
within three (3) months of initial employment and has continued to obtain six (6)
hours annually of dementia-specific training thereafter to:

(i) meet the needs or preferences, or both, of cognitively impaired
residents; and
(ii) gain understanding of the current standards of care for residents with
dementia.

(D) Performs the following duties:
(i) Oversees the operations of the unit.
(ii) Ensures personnel assigned to the unit receive required in-service
training.
(iii) Ensures the care provided to Alzheimer's and dementia care unit
residents is consistent with in-service training, current Alzheimer's and
dementia care practices, and regulatory standards.

(oo) “Therapy component” means the portion of each facility's direct costs for the 
provision of therapy services, including any employee benefits prorated based on total salaries 
and wages, rendered to Medicaid residents that are not reimbursed by other payors. All nursing 
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facilities shall have their therapy component determined under this criteria and in a uniform 
manner in accordance with IC 12-15-14-1 per Section 6 of this rule. 

(pp) "Total quality score" means the sum of the quality points awarded to each nursing 
facility for all quality measures as described by the Quality Program Manual. 

(qq) "Unsupported MDS resident assessment" means an assessment missing one (1) or 
more data items that are required to classify a resident pursuant to the resident classification 
system in accordance with the MDS and Case Mix Index Supportive Documentation Manual.  

(rr) “Ventilator program” means a nursing facility that meets all of the following: 
(1) The nursing facility utilizes an active, ongoing interdisciplinary approach to the
resident’s care, including but not limited to participation as needed, by the
physician/practitioner, pulmonologist, registered nurse, pharmacist, dietitian, speech
therapist, respiratory therapist, physical and/or occupational therapist, and the
resident/representative. The interdisciplinary approach shall include a physician that is
board certified in pulmonary disease or critical care as recognized by either the American
Board of Medical Specialties or American Osteopathic Associations, as applicable.
(2) The nursing facility has a licensed respiratory care practitioner as defined by 844 IAC

11 on-site twenty-four (24) hours per day, seven (7) days per week.
(3) The nursing facility has ventilator back-up provisions including:

(A) Internal and/or external battery back-up systems to provide a minimum of
eight (8) hours of power;

(B) Sufficient emergency oxygen delivery devices (i.e., compressed gas or
battery-operated concentrators;

(C) At least one (1) battery operated suction device available per every nine (9)
residents on mechanical ventilator or with a tracheostomy;

(D) A minimum of one (1) resident-ready back-up ventilator available in the
facility at all times;

(E) An audible, redundant external alarm system connected to emergency power
and/or battery back-up and located outside the room of each resident who is
ventilator-dependent for the purpose of alerting staff of resident ventilator
disconnection or ventilator failure; and

(F) Ventilator equipment (and ideally physiologic monitoring equipment)
connected to back-up generator power via clearly marked wall outlets.

(4) The nursing facility has a plan specific for residents who are ventilator dependent
which shall specifically address total power failures (loss of power and generator), as
well as other emergency circumstances.

(5) The nursing facility has a written training program, including an annual
demonstration of competencies, for nursing staff (including nurse aides, registered
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nurses, and licensed practical nurses) and respiratory therapy staff providing direct care 
services for residents who are ventilator dependent. 

405 IAC 1-14.7-3 Cost Report Submission and Requirements 

Sec. 3. (a) The basis of accounting under this rule is a comprehensive basis of accounting 
other than GAAP. All cost and charges reported on the provider's cost report shall also be 
recorded on the provider's financial statements. Costs and charges shall be reported on the cost 
report in accordance with the following authorities, in the hierarchal order listed: 

(1) This rule, the IMPRM, provider bulletins, and any other policy communications.
(2) 42 CFR 413 and the Medicare Provider Reimbursement Manual, CMS 15-1.
(3) GAAP.

The burden of supporting that costs are allowable and patient-related, reasonable, and properly 
classified lies with the provider. 

(b) The provider's cost report shall be completed in accordance with the IMPRM and
submitted using cost report forms prescribed by the office. All data elements and attachments 
identified below shall be completed to provide full financial disclosure.  A complete cost report 
consists of all of the following fully and properly completed items: 

(1) The Medicaid cost report and supporting schedules as prescribed by the office.
(2) Medicare cost report for Medicare certified providers as prescribed by the office.

(A) Providers with a Medicare cost report with a fiscal year end other than
December 31 shall provide their most recently filed Medicare cost report with the
Medicare Administrative Contractor.
(B) Providers may elect to submit a Medicare/Medicaid Reconciliation form
approved by the office that provides modifications to the as-filed Medicare cost
report due to differences between Medicare and Medicaid allowable cost
definitions and classification of costs between cost centers. A revised facility
Medicare cost report that incorporates the modifications on the
Medicare/Medicaid Reconciliation form shall also be submitted with the
Medicare/Medicaid Reconciliation form and the as-submitted Medicare cost
report.

(3) Certification by the provider that:
(A) the data are true, accurate, and related to patient care; and
(B) expenses not related to patient care have been clearly identified.
Amendments to the cost report require updated provider certifications.
(4) Certification by the preparer, if different from the provider, that the data were
compiled from all information provided to the preparer by the provider and as such are
true and accurate to the best of the preparer's knowledge.
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(5) A copy of the working trial balance that is a direct product of the accounting system
for both the nursing facility and home office (if applicable) that was used in the
preparation of their submitted cost report in the format described in the IMPRM.  The
working trial balance shall include a summation of expense accounts that agree to the
total expense amount used to prepare the trial balance crosswalk.
(6) A copy of the trial balance crosswalk document used to prepare the Medicaid cost
report (facility and home office, if applicable) that contains an audit trail documenting the
cost report schedule, line number, and column where each general ledger account is
reported on the cost report. All costs removed from the working trial balance and not
reported on the cost report is to be clearly identified in a supporting document.  Any costs
reported on the cost report and not verifiable on the working trial balance is to be clearly
identified and supported with compelling documentation.  The crosswalk shall be sorted
and subtotaled by Medicaid line number and provided in the manner described in the
IMPRM.
(7) A workpaper that provides a detail accounting of the amounts reported in column 24 –
Provider Adjustments by line and column number.  The workpaper shall distinguish costs
by source such as home office, reclassification from another line, etc.  The workpaper
shall also distinguish whether the cost is personnel or non-personnel cost. Any cost on
lines with both columns 2 (personnel) and 3 (other) shall be treated as personnel unless
clearly identified.
(8) Any other documents deemed necessary by the office to accomplish full financial
disclosure of the provider's operation.

(c) For cost reports ending March 31, 2023 or before, each provider shall submit a cost
report to the office not later than the last day of the fifth calendar month after the close of the 
provider's reporting year. The cost report shall coincide with the fiscal year used by the provider 
to report federal income taxes. Nursing facilities that are certified to provide Medicare-covered 
skilled nursing facility services are required to submit a written copy of their Medicare cost 
report that covers their most recently completed historical reporting period. 

(d) For cost report periods ending April 1, 2023 or after, providers are required to
maintain a fiscal year end of December 31. Each provider shall submit a cost report to the office 
not later than May 31 after the close of the provider's reporting year. Refer to Section 9 for 
requirements regarding short-period cost reports. Nursing facilities that are certified to provide 
Medicare-covered skilled nursing facility services are required to submit a written copy of their 
Medicare cost report that covers their most recently completed historical reporting period.
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(e) The Nursing Facility Census Data Collection Form is required to be submitted
monthly and is due 30 days after the reporting month.  The Nursing Facility Census Data 
Collection Form is required to be filed on the form prescribed by the office and in conformance 
with the instructions contained within the form. 

(f) When multiple facilities or operations are owned by a single entity with a central
office, the central office records shall be maintained as a separate set of records with costs and 
revenues separately identified and appropriately allocated to individual facilities. Each central 
office entity shall file a cost report coincidental with the time period for any individual facility 
that receives any central office allocation. 

(g) Each provider shall maintain financial records for a minimum period of three (3)
years after the date of submission of cost reports to the office. Copies of any financial records or 
supporting documentation shall be provided to the office upon request. The accrual basis of 
accounting shall be used in all data submitted to the office except for government operated 
providers that are otherwise required by law to use a different basis. The provider's accounting 
records shall establish a clear audit trail from their records to the costs reported on their cost 
reports submitted to the office. 

(h) The cost report submission shall contain full disclosure and reporting of revenue,
expenses, and property clearly separated between Medicaid, non-Medicaid, patient, and non-
patient including, but not limited to the following: 

(1) If a provider has business enterprises or activities other than those reimbursed by
Medicaid under this rule, the revenues, expenses, and statistical and financial records for
such enterprises or activities shall be clearly identifiable and distinguishable from the
revenues, expenses, and statistical and financial records of the operations reimbursed by
Medicaid;

(2) The detailed basis for allocation of expenses between nursing facility services and
other services in a facility shall remain a prerogative of the provider as long as the basis
is reasonably related to the allocated costs and consistent between accounting periods.
The following relationships are required:

(A) Reported expenses and patient census information shall be for the same
reporting period.
(B) Nursing salary allocations shall be on the basis of nursing hours worked or
patient days and shall be for the reporting period except when specific
identification is used based on the actual salaries paid for the reporting period.
(C) No allocation of costs between cost report line items shall be permitted.
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(D) Allocation methodologies shall have a reasonable relationship to the costs
they are allocating.
(E) For allocation of expenses between nursing facilities and other services,
accumulated cost and/or patient days are presumed to be a reasonable allocation
methodology.
(F) Any changes in the allocation or classification of costs shall be approved by
the office prior to the changes being implemented, unless implementing prior
period audit adjustments. Proposed changes in allocation or classification methods
shall be submitted to the office for approval at least ninety (90) days prior to the
provider's cost report due date.

(3) Costs and revenues shall be reported as required on the cost report forms. Allowable
patient care costs shall be clearly identified.

(4) The provider shall report as patient care costs only costs that have been incurred in the
provision of patient care services. The provider shall certify on all cost reports that costs
not related to patient care have been separately identified on the cost report and in
accordance with the IMPRM.

(i) The provider shall maintain detailed property documentation including from a related
party property company to provide a permanent record of all historical costs and balances of 
facilities and equipment. Summaries of such documentation shall be submitted with each cost 
report, and a complete copy of the documentation shall be submitted to the office upon request. 

(j) The provider shall report, all patient-related personnel costs and hours as well as
patient related contract costs incurred to perform the function for which the provider was 
certified. Total personnel cost and total hours shall be reported for all employees. Hours for 
contracted staff are not required to be reported. 

(k) Payroll records shall be maintained by the provider to substantiate the staffing costs
reported to the office. The records shall indicate each employee's classification, hours worked, 
rate of pay, and the department or functional area to which the employee was assigned and 
actually worked. If an employee performs duties in more than one (1) department or functional 
area, the payroll records shall indicate the time allocations to the various assignments.  These 
allocations should be supported via time studies or actual time worked. 

(l) Allocation of home office costs shall be reasonable, conform to GAAP, and be
consistent between years. Any change of central office allocation bases shall be approved by the 
office prior to the changes being implemented. Proposed changes in allocation methods shall be
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 submitted to the office at least ninety (90) days prior to the cost report due date. Such costs are 
allowable only to the extent that the central office is providing services related to patient care and 
the provider can demonstrate that the central office costs improved efficiency, economy, and 
quality of member care.  

(m) Costs from non-bona fide separate related organizations, such as from operating
divisions of the provider organization or central office, shall be maintained as a separate set of 
records with costs separately identified and appropriately allocated to individual facilities. Costs 
from these related organizations shall be documented and allocated using the Medicaid Home 
Office Cost Report Form. 

405 IAC 1-14.7-4 Scope of Reviews 

Sec. 4. (a) The office shall perform a desk review or field audit of the submitted cost 
report to determine the reasonableness, appropriate classification, and allowability of reporting. 
The office may request documentation to substantiate the submitted cost report.  

(b) The office shall contact providers to notify them that they have been selected for a
field audit.  

(1) The office shall provide an Audit Notification Letter to the providers identifying all
information the provider is required to submit in advance of the field audit date. Failure
to submit the required information by the due date in the Audit Notification Letter shall
result in the implementation of the prefield information penalty as identified at Section
12.
(2) The office shall schedule the field audit date with the provider. If the office and
provider are unable to reach an agreement on a scheduled field audit date, the office shall
assign a date for the field audit to begin no earlier than fifteen (15) days after the date that
the provider was initially contacted to schedule the field visit. The office shall confirm
the field audit date by providing a written notice identifying the date of the scheduled
field audit.
(3) After assignment of a field audit date, a provider may submit a one-time request that
the scheduled field audit be postponed to a later date.

(A) The office shall approve or deny the request in writing within fifteen (15)
days of receiving the request.
(B) Any delay of the scheduled field audit date does not extend the due date of the
required information.

(c) When a field audit indicates that the provider's records are inadequate to support data
submitted to the office, or when the additional requested documentation is not provided pursuant 
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to the office's request, and the office is unable to complete the audit, the following actions shall 
be taken: 

(1) The office shall provide a written notice listing all of the deficiencies in
documentation;
(2) The provider shall be allowed fifteen (15) days from the date of the notice to provide
the documentation and correct the deficiencies;
(3) Not earlier than fifteen (15) days from the date of the notice, the office shall give a
final written notice (Follow-Up Letter) listing all of the outstanding deficiencies in
documentation; and
(4) Failure to submit the required information by the due date in the written notice shall
result in the implementation of the Field Work – Follow-Up Letter penalty as identified at
Section 12.

405 IAC 1-14.7-5 New Provider Reimbursement 

Sec. 5. (a) This section describes the treatment of nursing facility providers that have not 
previously been certified to participate in the Medicaid nursing facility program. 

(b) Rate requests to establish an initial rate for a new provider rate shall be filed by
submitting an initial rate request to the office on or before thirty (30) days after notification of 
the enrollment date.  

(c) Initial rates shall be effective on the:
(1) enrollment date; or
(2) the date that a service is established; whichever is later.

(d) Initial rates shall be set at the sum of the following:
(1) The statewide average nursing facility quality add-on of the preceding July 1;
(2) Assessment add-on, as determined in subsection (g);
(3) NEMT add-on as determined in Section 7; and
(4) Legacy System medians at the preceding July 1 for each of the following components:

(A) direct care component:
(i) Until the provider has one full reporting quarter of MDS assessment
information, the direct care component shall be multiplied by the
statewide average Medicaid CMI utilized as determined for the previous
July 1 rate effective date.
(ii) Once a provider has one full reporting quarter of MDS assessment
information, the direct care component shall be multiplied by the facility’s
own facility average Medicaid CMI and updated each rate effective date
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thereafter. 
(B) therapy component,
(C) indirect care component,
(D) administrative component, and
(E) eighty (80) percent of capital component.

(e) A provider shall remain under the initial rate calculation process until the first annual
rebase period in which the provider has a desk or field audited cost report of six (6)
months or greater in length available for use in the rebase.

(f) The initial monthly quality assessment value owed to the office shall be determined
based on six (6) months of patient days from the required monthly nursing facility census
data collection form provider filings. The initial monthly quality assessment value owed
to the office shall remain in effect until the first annual rebase period in which the
provider has a desk or field audited cost report of six (6) months or greater in length
available for use in the rebase. A retroactive settlement of the initial quality assessment
total for all unpaid periods shall occur after the provider’s assessment value is determined
by the office and the fiscal intermediary has established the monthly assessment
receivable.

(g) The assessment add-on is twelve dollars and twenty cents ($12.20) per patient day
unless exempt from the assessment add-on as noted in 405 IAC 1-14.7-11. Once the
office collects six (6) months of patient days from the required monthly nursing facility
census data collection forms, the office shall establish the provider specific assessment
add-on and implement on the next rate effective date.

(h) Providers are eligible to participate in the special care unit and ventilator programs
and receive additional reimbursement if the qualifications in Section 2 and Section 7 are
met.

405 IAC 1-14.7-6 Rate Calculation 

Sec. 6. (a) The following section prescribes the detailed rate methodology calculation for 
each rate component.    

(b) Until June 30, 2024, the rate effective date of the annual rebase shall be the first July
1 that falls after the first calendar quarter following the provider's fiscal year end. Beginning July 
1, 2024, the annual rebase shall be each July 1 utilizing the most recently desk or field audited 
cost reports with a fiscal year ending eighteen (18) months or greater prior to the rate effective 
date.
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(c) The annual Medicaid per patient day rate shall be calculated as the sum of the
following: 

(1) Prospective System rate calculated in accordance with subsection (d) multiplied by
the percentage below; and
(2) Legacy System rate calculated in accordance with subsection (e) multiplied by the
percentage below.

Rate Effective Date Prospective System Rate 
Percentage 

Legacy System Rate 
Percentage 

Before January 1, 2025 0% 100% 
January 1, 2025 17% 83% 
July 1, 2025 33% 67% 
January 1, 2026 50% 50% 
July 1, 2026 67% 33% 
January 1, 2027 83% 17% 
July 1, 2027 and forward 100% 0% 

(d) The Prospective System is as follows:

(1) The Prospective System rate is calculated as the sum of the following:

(A) Direct care component. This component is price based with a limit (floor)
placed on provider profit and is calculated as follows:

Table D.1 - Direct Care Component Calculation 
A. Direct Care Per Patient Day Cost for CMI 

Adjustment 
Value as determined in the Direct Care 
Per Patient Day Cost for CMI 
Adjustment table below (Letter F) 

B. Facility Average CMI The facility average CMI is based on the 
all-resident time-weighted resident CMI, 
during the cost reporting period as 
described in the MDS and Case Mix 
Index Calculation Supportive 
Documentation Manual. 

C. Normalized Direct Care Per Patient Day 
Costs 

A / B 
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D. Average CMI for Medicaid Residents The facility average Medicaid CMI is 
based on the Medicaid resident time-
weighted resident CMI, for the 
applicable rate effective date period as 
described in 405 IAC 1-15-1 and the 
MDS and Case Mix Index Calculation 
Supportive Documentation Manual for 
additional calculation details. 

E. Total CMI Adjusted Direct Care Per Patient 
Day Costs 

C * D 

F. Non-CMI Adjusted Direct Care Per Patient 
Day Cost 

Valued as determined in the Non-CMI 
Adjusted Direct Care Per Patient Day 
Cost table below (Letter E) 

G. Total Direct Care Per Patient Day Cost E + F 
H. Determination of the Statewide Price for the 

Normalized Direct Care Per Patient Day 
Cost and Non-CMI Adjusted Direct Care 
Per Patient Day Cost 

The normalized direct care per patient 
day costs and the non-CMI adjusted 
direct care per patient day costs (Letter 
C + Letter F) for each provider are 
utilized for the percentile array. The 
allowable cost of the provider identified 
as the 85th percentile of the Medicaid 
day-weighted direct care component 
costs shall be selected as the statewide 
price for the two components, in 
accordance with subdivision (4) 

I. Average CMI for Medicaid Residents The facility average Medicaid CMI is 
based on the Medicaid resident time-
weighted resident CMI, for the 
applicable rate effective date period as 
described in 405 IAC 1-15-1 and the 
MDS and Case Mix Index Calculation 
Supportive Documentation Manual for 
additional calculation details. 

J. CMI Adjusted Direct Care Per Patient Day 
Cost Ceiling 

Statewide Normalized Direct Care Price 
determined in H * I  

K. Total Direct Care Per Patient Day Ceiling J + Statewide Non-CMI Adjusted Direct 
Care Price determined in H 

L. Allowable Profit K * 0.05 
M. Direct Care Plus Profit Per Patient Day G + L 
N. Direct Care Component Lesser of K or M 
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Table D.2 - Direct Care Per Patient Day Cost for CMI Adjustment Calculation 
A. Total Direct Care Costs for CMI Adjustment Allowable direct care costs for CMI 

adjustment as described in the IMPRM 
B. Direct Care Costs for CMI Adjustment Pro 

Rata Employee Benefits 
Allowable direct care salaries for CMI 
adjustment / total allowable salaries * 
allowable employee benefits as described 
by the IMPRM 

C. Excess Medical Equipment Rental Cost 
(negative value) 

Value as determined in Excess Medical 
Equipment Rental Limitation Calculation 
table below (Letter G) 

D. Allowable Direct Care Costs for CMI 
Adjustment 

A + B + C 

E. Patient Days or Minimum Occupancy Patient days or 70% * bed days available, 
whichever is greater 

F. Direct Care Per Patient Day Cost for CMI 
Adjustment 

D / E 

Table D.3 - Excess Medical Equipment Rental Limitation Calculation 
A. Medical Equipment Rental Medical equipment rental cost as 

described in the IMPRM 
B. Patient Days 
C. Medical Equipment Rental Per Patient Day 

Cost 
A / B 

D. Maximum Medical Equipment Rental Per 
Patient Day Cost 

1.50 

E. Excess Medical Equipment Rental Per 
Patient Day Cost 

If D – C < 0 then D – C. If D – 
then 0.  

F. Patient Days 
G. Excess Medical Equipment Rental Cost E * F 

Table D.4 - Non-CMI Adjusted Direct Care Per Patient Day Cost Calculation 
A. Total Non-CMI Adjusted Direct Care Cost Allowable non-CMI adjusted direct care 

costs as described in the IMPRM  
B. Non-CMI Adjusted Direct Care Pro Rata 

Employee Benefits 
Allowable non-CMI adjusted direct care 
salaries / total allowable salaries * 
allowable employee benefits as described 
by the IMPRM 

C. Allowable Non-CMI Adjusted Direct Care 
Costs 

A + B 
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D. Patient Days or Minimum Occupancy Patient days or 70% * bed days available, 
whichever is greater  

E. Non-CMI Adjusted Direct Care Per Patient 
Day Costs 

C / D 

(B) Therapy component. This is a provider specific component based on
allowable provider Medicaid per patient day cost and is calculated as follows:

Table D.5 - Therapy Component Calculation 
A. Total Therapy Costs Allowable therapy cost as described in 

the IMPRM 
B. Therapy Pro Rata Employee Benefits Allowable therapy salaries / total 

allowable salaries * allowable employee 
benefits as described by the IMPRM 

C. Direct Ancillary Cost Adjustment (negative 
value) 

Value as determined in the Therapy 
Direct Ancillary Adjustment Calculation 
table below (Letter L) 

D. Allowable Therapy Costs A + B + C 
E. Patient days 
F. Therapy Component D / E 

Table D.6 - Therapy Direct Ancillary Adjustment Calculation 
A. Medicaid Ancillary Revenue Medicaid Ancillary Revenue as 

described in the IMPRM 
B. Total Ancillary Revenue Total Ancillary Revenue as described in 

the IMPRM 
C. Medicaid Utilization Ratio A / B 
D. Direct Ancillary Cost from Medicaid Cost 

Report 
Direct ancillary costs as described in the 
IMPRM 

E. Direct Ancillary Employee Benefits from 
Medicaid Cost Report 

Allowable therapy salaries / total 
allowable salaries * allowable employee 
benefits as described by the IMPRM 

F. Total Direct Ancillary Costs D + E 
G. Medicaid Direct Ancillary Costs C * F 
H. Medicaid Patient Days 
I. Medicaid Direct Ancillary Costs Per Patient 

Day 
G / H 

J. Patient Days 
K. Allowable Direct Ancillary Costs I * J 
L. Direct Ancillary Cost Adjustment K – F 
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The Therapy Direct Ancillary Adjustment Calculation above is performed by each therapy discipline as 
described by the IMPRM. 

(C) Indirect component.  This is a statewide price-based component and is calculated as
follows:

Table D.7 - Indirect Care Component Calculation 
A. Total Indirect Cost Allowable indirect care cost as described in 

the IMPRM 
B. Indirect Care Pro Rata Employee Benefits Allowable indirect care salaries / total 

allowable salaries * allowable employee 
benefits as described by the IMPRM  

C. Indirect Ancillary Cost Adjustment (negative 
value) 

Value as described in the Indirect Ancillary 
Cost Adjustment table below (Letter L) 

D. Allowable Indirect Care Costs A + B + C 
E. Patient Days or Minimum Occupancy Patient days or 85% * bed days available, 

whichever is greater 
F. Indirect Care Per Patient Day Cost D / E 
G. Determination of the Statewide Price for the 

Indirect Care Per Patient Day Cost 
Indirect care per patient day costs (Letter F) 
for each provider is utilized for the percentile 
array. The allowable cost of the provider 
identified at the specified percentile shall be 
selected as the statewide price in accordance 
with subdivision (4) of this rule subsection. 
The specified percentile shall be set each 
July 1 at the percentile of the Medicaid day-
weighted indirect care component costs 
necessary to achieve estimated aggregate 
Prospective System spending equivalent to 
the estimated payments calculated in the 
Legacy System subsection (e) below. 

H. Indirect Care Component G 

Table D.8 - Indirect Ancillary Cost Adjustment Calculation 
A. Total Ancillary Costs Per Medicare Cost Report Ancillary costs per the Medicare cost report 

as described in the IMPRM 
B. Capital Costs Per Medicare Cost Report Capital costs per the Medicare cost report as 

described in the IMPRM 
C. Ancillary Costs without Capital A - B 
D. Direct Ancillary Costs Plus Employee Benefits 

Per Medicare Cost Report 
Direct ancillary costs + (allowable ancillary 
salaries / total allowable salaries * allowable 
employee benefits)  
All costs are from the Medicare cost report 
as described by the IMPRM  
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E. Indirect Costs per Medicare Cost Report C - D  
F. Indirect Costs as a Percentage of Direct 

Costs 
E / D 

G. Indirect Care Component Adjustment Value determined in Therapy Direct 
Ancillary Adjustment table above (Letter 
L) * F

H. Total Indirect Care Costs Excluding Dietary Indirect Care Component Calculation 
table above (Letters A + B) – 
((allowable dietary cost) + (allowable 
dietary salaries / total allowable salaries 
* allowable employee benefits))
All costs are described by the IMPRM

I. Total Administrative Costs Administrative Component Calculation 
table below (Letters A + B)  

J. Allocation Statistic for Indirect Care 
Component 

(H / (H + I)) 

K. Allocation Statistic for Administrative 
Component 

(I / (H + I)) 

L. Indirect Care Component Adjustment 
(negative value) 

G * J 

M. Administrative Component Adjustment 
(negative value) 

G * K 

N. Excess Owner, Related Party, Management 
(ORPM) Compensation 

Value as determined in the Owner, 
Related Party, Management (ORPM) 
Limitation Calculation table below 
(Letter I) 

O. Ratio of Excess to Administrative Costs N / I 
P. Excess ORPM Adjustment M * O 

The Indirect Ancillary Cost Adjustment Calculation above is performed by each ancillary cost 
center as described by the IMPRM. 

For providers that are not required by the Medicare administrative contractor to file a full 
Medicare cost report (low-utilization cost report), no adjustment resulting from the Indirect 
Ancillary Cost Adjustment shall be made and they shall be excluded from the administrative and 
indirect percentile calculation. 
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(D) Administrative Component. The component reimbursement rate is established
at a statewide price based on the allowable administrative component cost of the
selected Medicaid day-weighted percentile and is calculated as follows:

Table D.9 - Administrative Component Calculation 
A. Total Administrative Cost Allowable administrative cost as 

described in the IMPRM 
B. Administrative Pro Rata Employee Benefits (Allowable administrative salaries / total 

allowable salaries * allowable employee 
benefits) + owners’ benefits as described 
by the IMPRM  

C. Owner, Related Party, Management (ORPM) 
Compensation Limitation (negative value) 

Value as determined in the Owner, 
Related Party, Management (ORPM) 
Limitation Calculation table below 
(Letter I) 

D. Ancillary Adjustment (negative value) Value as determined in the Indirect 
Ancillary Cost Adjustment Calculation 
table above (Letters M + P) 

E. Allowable Administrative Cost A + B + C + D 
F. Patient Days or Minimum Occupancy Patient days or 85% * bed days available, 

whichever is greater.   
G. Administrative Per Patient Day Cost E / F 
H. Determination of the Statewide Price for the 

Administrative Care Per Patient Day Cost 
Administrative per patient day costs 
(Letter G) calculated with uninflated 
working capital interest for each provider 
is utilized for the percentile array. The 
allowable cost of the provider identified 
as the 50th percentile of the Medicaid 
day-weighted administrative component 
costs shall be selected as the statewide 
price in accordance with subdivision (4) 
of this rule subsection. 

I. Administrative Component H 

Table D.10 - Owner, Related Party, Management (ORPM) Limitation Calculation 
A. ORPM Cost ORPM costs as described in the IMPRM 
B. Plus Director Fees Director Fees as described in the IMPRM 
C. Total Compensation Subject to Limitation A + B 
D. Patient Days 
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E. ORPM Per Patient Day Cost C / D 
F. ORPM Per Patient Day Cost Ceiling $2.75 * Inflation Factor.  Inflation shall 

be applied from 1/1/23 to the midpoint of 
the applicable rate year 

G. Excess ORPM Per Patient Day Cost If F – E < 0 then F – E. If F – 
0. 

H. Patient Days 
I. Excess ORPM Compensation G * H 

(E) Capital component. This is calculated utilizing a fair rental value allowance
statewide price and provider specific other capital costs subject to an overall cost limitation and 
is calculated as follows:  

Table D.11 - Capital Component Calculation 
A. Capital Per Patient Day Cost Value determined in the Capital Per 

Patient Day Cost Calculation table below 
(Letter F)  

B. Median Capital Cost The capital per patient day cost (Letter 
A) for each provider are utilized in the
median calculation. The capital per
patient day cost of the median provider
shall be selected in accordance with
subdivision (5)

C. Profit Ceiling B * 100% 
D. Tentative Profit Add-on If C – A > 0, then 60% * (C – A). If (C – 

A)  0 then 0
E. Total Quality Score Percentage Calculated utilizing the scale in 

accordance with the Quality Program 
Manual 

F. Allowed Profit Add-on D * E 
G. Capital Costs Plus Profit A + F 
H. Overall Rate Component Limit B * 100% 
I. Capital Component Lesser of G or H 

Table D.12 - Capital Per Patient Day Cost Calculation 
A. Total Other Capital Costs Allowable capital costs as described in 

the IMPRM 
B. Interest, Depreciation, Amortization, and Rent 

(negative value) 
Allowable interest, depreciation, 
amortization, and rent costs as described 
in the IMPRM 
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C. Fair Rental Value Allowance Value as determined in the Fair Rental 
Value Allowance Calculation table 
below (Letter E) 

D. Allowable Capital Costs A + B + C 
E. Patient Days or Minimum Occupancy Patient days or 95% * bed days available, 

whichever is greater 
F. Capital Per Patient Day Cost D / E  

Table D.13 - Fair Rental Value Allowance Calculation 
A. Average Inflated Historical Cost of Property 

of the Median Bed 
The average historical cost of property 
per bed for each provider is utilized in 
the median calculation. The average 
historical cost of property per bed of the 
median provider shall be selected in 
accordance with subdivision (6) 

B. Total Nursing Facility Beds Total nursing facility beds as described 
in the IMPRM 

C. Fair Rental Value Amount A * B 
D. Rental Rate Value as described in Section 2 
E. Fair Rental Value Allowance C * D 

(2) The Medicaid reimbursement system and rate component calculations in the tables
above are based on the provider’s allowable nursing facility cost which are annualized to
a full year cost report period in recognition of the provider's allowable costs as described
in the IMPRM.

(3) All allowable rate component costs as identified in the above tables shall be adjusted
using the inflation factor. The inflation adjustment shall apply from the midpoint of the
cost reporting period to the midpoint of the rate year, unless specifically identified
otherwise.

(4) The allowable cost of the Medicaid patient day-weighted percentile as identified in
the above tables shall be calculated on a statewide basis each July 1 for the direct care,
indirect care, and administrative components as follows:

(A) Providers are arrayed in ascending order based on the applicable per patient
day rate component costs as identified in the component calculations in the tables
above which include the impact of minimum occupancy adjustments as
applicable;
(B) Cumulative Medicaid patient days are calculated for each provider within the
array, by adding that provider’s Medicaid patient days to all the total of all
Medicaid patient days within the array for preceding providers.
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(C) The percentage of total cumulative Medicaid patient days for each provider
within the array is calculated by dividing their cumulative Medicaid patient days
by total Medicaid patient days within the array.
(D) The provider within the array whose percentage of total cumulative Medicaid
patient days is equal to or immediately lesser than (if no provider is exactly equal
to the Medicaid day-weighed percentile) the rate component Medicaid day-
weighted percentile is selected as the allowable cost of the Medicaid patient day-
weighted percentile.

(5) The allowable cost of the median patient day as identified in the above tables shall be
calculated on a statewide basis each July 1 for the capital component from the most
recently desk reviewed or field audited cost report:

(A) Providers are arrayed in descending order based on the applicable per patient
day rate component costs as identified in the component calculations in the tables
above which include the impact of minimum occupancy adjustments as
applicable;
(B) Cumulative total patient days are calculated for each provider within the
array, by adding that provider’s patient days to all the total of all patient days
within the array for preceding providers.
(C) The median patient day within the array is calculated by dividing cumulative
patient days by two.
(D) The provider within the array whose total cumulative patient days is equal to
or immediately greater than the median patient day is selected as the allowable
cost of the median patient day.

(6) The average historical cost of property of the median bed in the above table shall be
calculated on a statewide basis for facilities that are not acquired through an operating
lease arrangement each July 1 as follows:

(A) Land, building, and improvements shall be adjusted for changes in valuation
by inflating the reported allowable patient-related historical cost of property from
the later of July 1, 1976, or the date of facility acquisition to the present based on
the change in the RSMeans Construction Index.
(B) Inflated land and building historical costs are added to equipment and other
historical property costs which are divided by beds to calculate the average
inflated historical costs of property per bed.
(C) Providers are arrayed in descending order based on the average inflated
historical costs of property per bed.
(D) Cumulative beds are calculated for each provider within the array, by adding
each provider’s beds to the total of all beds within the array for preceding
providers.
(E) The median bed is calculated by dividing total cumulative beds by two.
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(F) The provider within the array whose total cumulative beds is equal to or
immediately greater than the median bed is selected as the average inflated
historical costs of property per bed median.

(7) Beginning July 1, 2024, subsequent to the annual rebase, the direct care component of
the Medicaid rate shall be adjusted biannually to reflect changes in the provider's case
mix index for Medicaid residents. If the facility has no Medicaid residents during a 6-
month period, the facility's average case mix index for all residents shall be used in lieu
of the case mix index for Medicaid residents. This adjustment shall be effective on
January 1 after the effective date of the annual rebase.
The case mix index for Medicaid residents in each facility shall be:

(A) updated every January 1; and
(B) used to adjust the direct care component that becomes effective on the 6-
month period following the updated case mix index for Medicaid residents.

In addition, each facility’s total quality score shall be redetermined bi-annually based on 
the criteria in the Quality Program Manual.  

(8) All rate-setting parameters and components used to calculate the annual rebase,
except for the case mix index for Medicaid residents in that facility and the total quality
score, shall apply to the calculation of any change in Medicaid rate that is authorized
under subdivision (7).

(9) Providers shall pay interest on all overpayments, consistent with IC 12-15-13-4. The
interest charge shall not exceed the percentage set out in IC 6-8.1-10-1(c). The interest
shall:

(A) accrue from the date of the overpayment to the provider; and
(B) apply to the net outstanding overpayment during the periods in which such
overpayment exists.

(10) When the number of nursing facility beds licensed by IDOH is changed, the provider
may notify the office of these changes.  For the July 1 rebase, the notification of the
licensed bed change shall be in writing and submitted prior to January 31 preceding the
July 1 annual rebase. For the January 1 bi-annual update, the notification of the licensed
bed change shall be in writing and submitted prior to July 31 preceding the January 1 bi-
annual update. For notifications received by the due date, the annual rebase at July 1 and
bi-annual rate at January 1 shall be calculated utilizing the new number of nursing facility
licensed beds.
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(e) The Legacy System is as follows:

(1) The Legacy System rate is calculated as the sum of the following:

(A) Direct care component. This is calculated utilizing provider specific costs
subject to an overall cost limitation and is calculated as follows:

Table E.1 - Direct Care Component Calculation (Non-children’s Nursing Facilities) 
A. Direct Care Per Patient Day Cost Value as determined in the Direct Care 

Per Patient Day Cost table below (Letter 
K) 

B. Facility Average CMI The facility average CMI is based on the 
all-resident time-weighted resident CMI, 
during the cost reporting period as 
described in the MDS and Case Mix 
Index Calculation Supportive 
Documentation Manual. 

C. Normalized Direct Care Per Patient Day 
Costs 

A / B 

D. Average CMI for Medicaid Residents The facility average Medicaid CMI is 
based on the Medicaid resident time-
weighted resident CMI, for the 
applicable rate effective date period as 
described in 405 IAC 1-15-1 and the 
MDS and Case Mix Index Calculation 
Supportive Documentation Manual for 
additional calculation details. 

E. Medicaid Case Mix Adjusted Cost C * D 
F. Median Direct Care Cost Per Case Mix Point The direct care per patient day cost 

(Letter A) for each provider are utilized 
in the median calculation. The direct care 
per patient day cost of the median 
provider shall be selected in accordance 
with subdivision (4) 

G. Profit Ceiling (F * 110%) * D 
H. Tentative Profit Add-on If G – E > 0 then 30% * (G – E). If G – E 

 
I. Total Quality Score Percentage Calculated utilizing the scale in 

accordance with the Quality Program 
Manual 
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J. Allowed Profit Add-on H * I 
K. Overall Profit Limit F * 10% 
L. Medicaid Case Mix Adjusted Costs Plus 

Profit 
E + Lesser of J or K 

M. Overall Rate Component Limit (F * 120%) * D 
N. Direct Care Component Lesser of L or M 

Table E.2 - Direct Care Component Calculation (Children’s Nursing Facilities only) 
A. Direct Care Per Patient Day Cost Value as determined in the Direct Care 

Per Patient Day Cost table below (Letter 
K) 

B. Facility Average CMI The facility average CMI is based on the 
all-resident time-weighted resident CMI, 
during the cost reporting period as 
described in the MDS and Case Mix 
Index Calculation Supportive 
Documentation Manual. 

C. Normalized Direct Care Per Patient Day 
Costs 

A / B 

D. Average CMI for Medicaid Residents The facility average Medicaid CMI is 
based on the Medicaid resident time-
weighted resident CMI, for the 
applicable rate effective date period as 
described in 405 IAC 1-15-1 and the 
MDS and Case Mix Index Calculation 
Supportive Documentation Manual for 
additional calculation details. 

E. Medicaid Case Mix Adjusted Cost C * D 
F. Median Direct Care Cost Per Case Mix Point The direct care per patient day cost 

(Letter A) for each provider are utilized 
in the median calculation. The direct care 
per patient day cost of the median 
provider shall be selected in accordance 
with subdivision (4) 

G. Profit Ceiling (F * 110%) * D 
H. Profit Add-on If G – E > 0 then 30% * (G – E). If G – E 

 
I. Medicaid Case Mix Adjusted Costs Plus 

Profit 
E + H 

J. Overall Rate Component Limit (F * 120%) * D 
K. Direct Care Component Lesser of I or J 
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Table E.3 - Direct Care Per Patient Day Cost Calculation 
A. Total Direct Care Costs Allowable direct care costs as described 

in the IMPRM 
B. Direct Care Pro Rata Employee Benefits Allowable direct care salaries / total 

allowable salaries * allowable employee 
benefits as described by the IMPRM 

C. Excess Medical Equipment Rental Cost 
(negative value) 

Value as determined in Excess Medical 
Equipment Rental Limitation 
Calculation table below (Letter G) 

D. Allowable Direct Care Costs A + B + C 
E. Variable Direct Care Costs (75% of allowable 

direct care costs are considered variable) 
D * 75% 

F. Patient Days 
G. Variable Direct Care Costs Per Patient Day E / F 
H. Fixed Direct Care Costs (25% of allowable 

direct care costs are considered fixed) 
D * 25% 

I. Patient Days or Minimum Occupancy For nursing facilities with greater than 
50 beds, patient days or 90% * bed days 
available, whichever is greater 

For nursing facilities with less than 51 
beds, patient days or 85% * bed days 
available, whichever is greater 

J. Fixed Direct Care Costs Per Patient Day H / I 
K. Direct Care Per Patient Day Cost G + J 

Table E.4 - Excess Medical Equipment Rental Limitation Calculation 
A. Medical Equipment Rental Medical equipment rental cost as 

described in the IMPRM 
B. Patient Days 
C. Medical Equipment Rental Per Patient Day 

Cost 
A / B 

D. Maximum Medical Equipment Rental Per 
Patient Day Cost 

1.50 

E. Excess Medical Equipment Rental Per Patient 
Day Cost 

If D – C < 0 then D – C. If D – 
then 0. 

F. Patient Days 
G. Excess Medicaid Equipment Rental Cost E * F 



State: Indiana Attachment 4.19-D 
Page 29 

TN: 23-0011 
Supersedes 
TN: 19-010 Approval Date:_________________ Effective Date: July 1, 2023 

(B) Therapy component. This is a provider specific component based on
allowable provider Medicaid per patient day cost and is calculated as follows:

Table E.5 - Therapy Component Calculation 
A. Total Therapy Costs Allowable therapy cost as described in 

the IMPRM 
B. Therapy Pro Rata Employee Benefits Allowable therapy salaries / total 

allowable salaries * allowable employee 
benefits as described by the IMPRM 

C. Direct Ancillary Cost Adjustment (negative 
value) 

Value as determined in the Therapy 
Direct Ancillary Adjustment Calculation 
table below (Letter L) 

D. Allowable Therapy Costs A + B + C 
E. Patient days 
F. Therapy Component D / E 

Table E.6 - Therapy Direct Ancillary Adjustment Calculation 
A. Medicaid Ancillary Revenue Medicaid Ancillary Revenue as 

described in the IMPRM 
B. Total Ancillary Revenue Total Ancillary Revenue as described in 

the IMPRM 
C. Medicaid Utilization Ratio A / B 
D. Direct Ancillary Cost from Medicaid Cost 

Report 
Direct ancillary costs as described in the 
IMPRM 

E. Direct Ancillary Employee Benefits from 
Medicaid Cost Report 

Allowable therapy salaries / total 
allowable salaries * allowable employee 
benefits as described by the IMPRM 

F. Total Direct Ancillary Costs D + E 
G. Medicaid Direct Ancillary Costs C * F 
H. Medicaid Patient Days 
I. Medicaid Direct Ancillary Costs Per Patient 

Day 
G / H 

J. Patient Days 
K. Allowable Direct Ancillary Costs I * J 
L. Direct Ancillary Cost Adjustment K – F 

The Therapy Direct Ancillary Adjustment Calculation above is performed by each therapy 
discipline as described by the IMPRM.
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(C) Indirect component.  This is calculated utilizing provider specific costs
subject to an overall cost limitation and is calculated as follows:

Table E.7 - Indirect Care Component Calculation 
A. Indirect Care Per Patient Day Cost Value as determined in the Indirect Care 

per Patient Day Cost table below (Letter 
K) 

B. Median Indirect Care Cost The indirect care per patient day cost 
(Letter A) for each provider are utilized 
in the median calculation. The indirect 
care per patient day cost of the median 
provider shall be selected in accordance 
with subdivision (4) 

C. Profit Ceiling B * 105% 
D. Tentative Profit Add-on If (C – A) > 0 then 60% * (C – A). If (C 

–
E. Total Quality Score Percentage Calculated utilizing the scale in 

accordance with the Quality Program 
Manual 

F. Allowed Profit Add-on D * E 
G. Indirect Care Cost Plus Profit A + F 
H. Overall Rate Component Limit B * 115% 
I. Indirect Care Component Lesser of G or H 

Table E.8 - Indirect Care Per Patient Day Cost 
A. Total Indirect Cost Allowable indirect care cost as described 

in the IMPRM 
B. Indirect Care Pro Rata Employee Benefits Allowable indirect care salaries / total 

allowable salaries * allowable employee 
benefits as described by the IMPRM  

C. Indirect Ancillary Adjustment (negative 
value) 

Value as described in the Indirect 
Ancillary Cost Adjustment table below 
(Letter L) 

D. Allowable Indirect Care Costs A + B + C 
E. Variable Indirect Care Costs (63% of 

allowable indirect care costs are considered 
variable) 

D * 63% 

F. Patient Days 
G. Variable Indirect Care Costs Per Patient Day E / F 
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H. Fixed Indirect Care Costs (37% of allowable 
indirect care costs are considered fixed) 

D * 37% 

I. Patient Days or Minimum Occupancy For nursing facilities with greater than 
50 beds, actual patient days or 90% * 
bed days available, whichever is greater  

For nursing facilities with less than 51 
beds, actual patient days or 85% * bed 
days available, whichever is greater   

J. Fixed Indirect Care Costs Per Patient Day H / I 
K. Indirect Care Per Patient Day Cost G + J 

Table E.9 - Indirect Ancillary Cost Adjustment Calculation 
A. Total Ancillary Costs Per Medicare Cost 

Report 
Ancillary costs per the Medicare cost 
report as described in the IMPRM 

B. Capital Costs Per Medicare Cost Report Capital costs per the Medicare cost 
report as described in the IMPRM 

C. Ancillary Costs without Capital A - B 
D. Direct Ancillary Costs Plus Employee 

Benefits Per Medicare Cost Report 
Direct ancillary costs + (allowable 
ancillary salaries / total allowable 
salaries * allowable employee benefits) 
All costs are from the Medicare cost 
report as described by the IMPRM  

E. Indirect Costs per Medicare Cost Report C - D  
F. Indirect Costs as a Percentage of Direct 

Costs 
E / D 

G. Indirect Care Component Adjustment Value determined in Therapy Direct 
Ancillary Adjustment table above (Letter 
L) * F

H. Total Indirect Care Costs Excluding Dietary Indirect Care Component Calculation 
table above (Letters A + B) – 
((allowable dietary cost) + (allowable 
dietary salaries / total allowable salaries 
* allowable employee benefits))
All costs are described by the IMPRM

I. Total Administrative Costs Administrative Component Calculation 
table below (Letters A + B)  

J. Allocation Statistic for Indirect Care 
Component 

(H / (H + I)) 
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K. Allocation Statistic for Administrative 
Component 

(I / (H + I)) 

L. Indirect Care Component Adjustment 
(negative value) 

G * J 

M. Administrative Component Adjustment 
(negative value) 

G * K 

N. Excess Owner, Related Party, Management 
(ORPM) Compensation 

Value as determined in the Owner, 
Related Party, Management (ORPM) 
Limitation Calculation table below 
(Letter I) 

O. Ratio of Excess to Administrative Costs N / I 
P. Excess ORPM Adjustment M * O 

The Indirect Ancillary Cost Adjustment Calculation above is performed by each ancillary cost 
center as described by the IMPRM. 

For providers that are not required by the Medicare administrative contractor to file a full 
Medicare cost report (low-utilization cost report), the following ratios shall be utilized in lieu of 
the Indirect Costs as a Percentage of Direct Costs (Letter F) above.  

Physical 
Therapy 

Speech 
Therapy 

Occupational 
Therapy 

Respiratory 
Therapy X-Ray Laboratory Pharmacy 

23.11% 28.84% 22.15% 5.49% 2.50% 2.75% 1.60% 

(D) Administrative Component. The component reimbursement rate is established
at a statewide price based on the allowable administrative component cost of the
median and is calculated as follows:

Table E.10 - Administrative Component Calculation 
A. Total Administrative Cost Allowable administrative cost as 

described in the IMPRM 
B. Administrative Pro Rata Employee Benefits (Allowable administrative salaries / total 

allowable salaries * allowable employee 
benefits) + owners’ benefits as described 
by the IMPRM  
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C. Owner, Related Party, Management 
Compensation Limit (negative value) 

Value as determined in the Owner, 
Related Party, Management (ORPM) 
Limitation Calculation table below 
(Letter I for applicable rate effective 
date) 

D. Ancillary Adjustment (negative value) Value as determined in the Indirect 
Ancillary Cost Adjustment Calculation 
table above (Letters M + P) 

E. Allowable Administrative Cost A + B + C + D 
F. Variable Administrative Costs (16% of 

allowable administrative costs are considered 
variable) 

E * 16% 

G. Patient Days 
H. Variable Administrative Costs Per Patient 

Day 
F / G 

I. Fixed Administrative Costs (84% of 
allowable administrative costs are considered 
fixed) 

E * 84% 

J. Patient Days or Minimum Occupancy For nursing facilities with greater than 
50 beds, patient days or 90% * bed days 
available, whichever is greater 

For nursing facilities with less than 51 
beds, patient days or 85% * bed days 
available, whichever is greater 

K. Fixed Administrative Costs Per Patient Day I / J 
L. Administrative Per Patient Day Cost H + K 
M. Determination of the Statewide Price for the 

Administrative Per Patient Day Cost 
The administrative per patient day cost 
of the median provider calculated with 
uninflated working capital interest shall 
be selected in accordance with 
subdivision (4) 

N. Administrative Component M 

Table E.11 - Owner, Related Party, Management (ORPM) Limitation Calculation 
A. ORPM Cost ORPM costs as described in the IMPRM 
B. Plus Director Fees Director Fees as described in the IMPRM 
C. Total Compensation Subject to Limitation A + B 
D. Patient Days 
E. ORPM Per Patient Day Cost C / D 
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F. ORPM Per Patient Day Cost Ceiling $2.75 * Inflation Factor.  Inflation shall 
be applied from 1/1/23 to the midpoint of 
the applicable rate year 

G. Excess ORPM Per Patient Day Cost If F – E < 0 then F – E. If F – 
0. 

H. Patient Days 
I. Excess ORPM Compensation G * H 

(E) Capital component. This is calculated utilizing a fair rental value allowance
statewide price and provider specific other capital costs subject to an overall cost
limitation and is calculated as follows:

Table E.12 - Capital Component Calculation 
A. Capital Per Patient Day Cost Value determined in the Capital Per 

Patient Day Cost Calculation table below 
(Letter F)  

B. Median Capital Cost The capital per patient day cost (Letter 
A) for each provider are utilized in the
median calculation. The capital per
patient day cost of the median provider
shall be selected in accordance with
subdivision (4)

C. Profit Ceiling B * 100% 
D. Tentative Profit Add-on If C – A > 0, then 60% * (C – A). If (C – 

 then 0
E. Total Quality Score Percentage Calculated utilizing the scale in 

accordance with the Quality Program 
Manual 

F. Allowed Profit Add-on D * E 
G. Capital Costs Plus Profit A + F 
H. Overall Rate Component Limit B * 100% 
I. Capital Component Lesser of G or H 

Table E.13 - Capital Per Patient Day Cost Calculation 
A. Total Other Capital Costs Allowable capital costs as described in 

the IMPRM  
B. Interest, Depreciation, Amortization, and 

Rent (negative value) 
Allowable interest, depreciation, 
amortization, and rent costs as described 
in the IMPRM  
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C. Fair Rental Value Allowance Value as determined in the Fair Rental 
Value Allowance Calculation table 
below (Letter E) 

D. Allowable Capital Costs A + B + C 
E. Patient Days or Minimum Occupancy Patient days or 95% * bed days available, 

whichever is greater 
F. Capital Per Patient Day Cost D / E  

Table E.14 - Fair Rental Value Allowance Calculation 
A. Average Inflated Historical Cost of Property 

of the Median Bed 
The average historical cost of property 
per bed for each provider is utilized in 
the median calculation. The average 
historical cost of property per bed of the 
median provider shall be selected in 
accordance with subdivision (5) 

B. Total Nursing Facility Beds Total nursing facility beds as described 
in the IMPRM 

C. Fair Rental Value Amount A * B 
D. Rental Rate Value as described in Section 2 
E. Fair Rental Value Allowance C * D 

(2) The Medicaid reimbursement system and rate component calculations in the tables
above are based on the provider’s allowable nursing facility cost which are annualized to
a full year cost report period in recognition of the provider's allowable costs as described
in the IMPRM.

(3) All allowable rate component costs as identified in the above tables shall be adjusted
using the inflation factor. The inflation adjustment shall apply from the midpoint of the
cost reporting period to the midpoint of the rate year, unless specifically identified
otherwise.

(4) The allowable cost of the median patient day as identified in the above tables shall be
calculated on a statewide basis each July 1 for the direct care, indirect care,
administrative, and capital component from the most recently desk reviewed or field
audited cost report:

(A) Providers are arrayed in descending order based on the applicable per patient
day rate component costs as identified in the component calculations in the tables
above which include the impact of minimum occupancy adjustments as
applicable;
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(B) Cumulative total patient days are calculated for each provider within the
array, by adding that provider’s patient days to all the total of all patient days
within the array for preceding providers.
(C) The median patient day within the array is calculated by dividing cumulative
patient days by two.
(D) The provider within the array whose total cumulative patient days is equal to
or immediately greater than the median patient day is selected as the allowable
cost of the median patient day.

(5) The average historical cost of property of the median bed in the above table shall be
calculated on a statewide basis for facilities that are not acquired through an operating
lease arrangement each July 1 as follows:

(A) Land, building, and improvements shall be adjusted for changes in valuation
by inflating the reported allowable patient-related historical cost of property from
the later of July 1, 1976, or the date of facility acquisition to the present based on
the change in the RSMeans Construction Index.
(B) Inflated land and building historical costs are added to equipment and other
historical property costs which are divided by beds to calculate the average
inflated historical costs of property per bed.
(C) Providers are arrayed in descending order based on the average inflated
historical costs of property per bed.
(D) Cumulative beds are calculated for each provider within the array, by adding
each provider’s beds to the total of all beds within the array for preceding
providers.
(E) The median bed is calculated by dividing total cumulative beds by two.
(F) The provider within the array whose total cumulative beds is equal to or
immediately greater than the median bed is selected as the average inflated
historical costs of property per bed median.

(6) Until June 30, 2024, subsequent to the annual rebase, the direct care component of the
Medicaid rate shall be adjusted quarterly to reflect changes in the provider's case mix
index for Medicaid residents. If the facility has no Medicaid residents during a quarter,
the facility's average case mix index for all residents shall be used in lieu of the case mix
index for Medicaid residents. This adjustment shall be effective on the first day of each of
the following three (3) calendar quarters beginning after the effective date of the annual
rebase.

(A) The case mix index for Medicaid residents in each facility shall be:
(i) updated each calendar quarter; and
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(ii) used to adjust the direct care component that becomes effective on the
second calendar quarter following the updated case mix index for Medicaid 
residents. 

Beginning July 1, 2024, subsequent to the annual rebase, the direct care component of the 
Medicaid rate shall be adjusted biannually to reflect changes in the provider's case mix 
index for Medicaid residents. If the facility has no Medicaid residents during a 6-month 
period, the facility's average case mix index for all residents shall be used in lieu of the 
case mix index for Medicaid residents. This adjustment shall be effective on January 1 
after the effective date of the annual rebase. 

(B) The case mix index for Medicaid residents in each facility shall be:
(i) updated every January 1; and
(ii) used to adjust the direct care component that becomes effective on the

6-month period following the updated case mix index for Medicaid residents.
In addition, each facility’s total quality score shall be redetermined bi-annually based on 
the criteria in the Quality Program Manual.  
(7) All rate-setting parameters and components used to calculate the annual rebase,
except for the case mix index for Medicaid residents in that facility and the total quality
score, shall apply to the calculation of any change in Medicaid rate that is authorized
under subdivision (6).

(8) Rates effective until June 30, 2024, retroactive payment or repayment shall be
required when an audit verifies an underpayment or overpayment due to intentional
misrepresentation, billing or payment errors, or misstatement of historical financial or
historical statistical data, or resident assessment data which caused a lower or higher rate
than would have been allowed had the data been true and accurate. Upon discovery that a
provider has received overpayment of a Medicaid claim from the office, the provider
shall complete the appropriate Medicaid billing adjustment form prescribed by the office
and reimburse the office for the amount of the overpayment, or the office shall make a
retroactive payment adjustment, as appropriate.

(9) Providers shall pay interest on all overpayments, consistent with IC 12-15-13-4. The
interest charge shall not exceed the percentage set out in IC 6-8.1-10-1(c). The interest
shall:

(A) accrue from the date of the overpayment to the provider; and
(B) apply to the net outstanding overpayment during the periods in which such
overpayment exists.
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(10) Until January 31, 2024, when the number of nursing facility beds licensed by IDOH
is changed after the cost reporting period, the provider may request in writing before the
effective date of their next annual rebase an additional rebase effective on the first day of
the calendar quarter on or following the date of the change in licensed beds. This
additional rebase shall be determined using all rate-setting parameters in effect at the
provider's latest annual rebase, except that the number of beds and associated bed days
available for the calculation of the rate-setting limitations shall be based on the newly
licensed beds.

Beginning February 1, 2024, when the number of nursing facility beds licensed by IDOH 
is changed, the provider may notify the office of these changes.  For the July 1 rebase, the 
notification of the licensed bed change shall be in writing and submitted prior to January 
31 preceding the July 1 rebase. For the January 1 bi-annual update, the notification of the 
licensed bed change shall be in writing and submitted prior to July 31 preceding the 
January 1 bi-annual update. For notifications received by the due date, the annual rebase 
at July 1 and bi-annual rate at January 1 shall be calculated utilizing the new number of 
nursing facility licensed beds. 

405 IAC 1-14.7-7 Additional Reimbursement 

Sec. 7. (a)The Special Facility Qualification report (Schedule Z) shall be completed by 
any provider requesting reimbursement for an SCU and/or Ventilator Program.   

(1) Nursing facilities who have previously qualified as an SCU and/or Ventilator
facility shall annually recertify that the facility is still in compliance with the
requirements to continue to receive reimbursement.  For annual
recertifications, Schedule Z shall be completed based on the calendar year
(January 1 through December 31) reporting period and submitted to the office
not later than March 31 following the end of each calendar year.

(2) Nursing facilities who have developed an SCU and/or Ventilator program
between October 1 and March 31 shall submit Schedule Z not later than
March 31 to determine qualification and eligibility for reimbursement at the
following July 1 rate effective date.

(3) Nursing facilities who have developed an SCU and/or Ventilator program
between April 1 and September 30 shall submit Schedule Z not later than
September 30 to determine qualification and eligibility for reimbursement at
the following January 1 rate effective date.

(4) Nursing facilities who have discontinued an SCU and/or Ventilator program
shall notify the office and indicate the date in which the program was
discontinued.
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(5) Nursing facilities who have developed an SCU and/or Ventilator program
before December 31, 2023 may submit Schedule Z to determine qualification
and eligibility for reimbursement beginning the effective date of the
submission assuming that all applicable criteria were met.

(b) The office shall increase Medicaid reimbursement to nursing facilities with a
qualifying ventilator program. Additional Medicaid reimbursement shall be made to the facilities 
at a rate of eighty dollars ($80.00) per eligible Medicaid resident day. The additional 
reimbursement shall: 

(1) begin with the later of the effective date of the program or the first day for residents
deemed ventilator dependent in accordance with the Long-Term Care Facility Resident
Assessment Instrument 3.0 User’s Manual (RAI Manual) or its successor published by
CMS; and
(2) remain in effect until the earlier of the first day the resident is no longer deemed
ventilator dependent in the RAI Manual or the program terminates.
(c) The office shall increase Medicaid reimbursement to nursing facilities with a

qualifying special care unit program. The additional Medicaid reimbursement shall be made to 
the facilities at a rate of twelve dollars ($12) per eligible Medicaid Alzheimer's and dementia 
resident day in their SCU. The additional reimbursement shall: 

(1) begin with the later of the effective date of the program or the first day for residents
diagnosed with Alzheimer’s or dementia; and
(2) remain in effect until the earlier of the first day the resident no longer has a diagnosis
of Alzheimer’s or dementia or the program terminates.
(d) The office shall increase Medicaid reimbursement to all nursing facilities for NEMT

through an add-on in the amount of $1.21 per Medicaid resident day. 

405 IAC 1-14.7-8 Minimum Data Set 

Sec. 8. (a) Nursing facilities are required to electronically transmit MDS resident 
assessments in a complete, accurate, and timely manner as prescribed in the MDS and Case Mix 
Index Supportive Documentation Manual. An extension of the electronic MDS assessment due 
date may be granted by the office to a new operation attempting to submit MDS assessments for 
the first time if the:  

(1) new operation is not currently enrolled or submitting MDS assessments under the
Medicare program; and
(2) provider can substantiate to the office circumstances that preclude timely electronic
transmission.

(b) If the office determines that a nursing facility has a delinquent MDS resident
assessment, the assessment shall be assigned the delinquent classification as prescribed in the 
MDS and Case Mix Index Supportive Documentation Manual.
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(c) The office shall adjust or revise MDS data items that an MDS review determines are
unsupported to reflect the resident’s highest functioning level that is supported according to the 
MDS and Case Mix Index Supportive Documentation Manual. Incorporation of any adjustments 
or revisions may result in a reclassification of the resident pursuant to the resident classification 
system.  

(d) For rates effective prior to June 30, 2024, upon conclusion of an MDS review, the
office shall recalculate the facility's CMI. If the recalculated CMI results in a change to the 
established Medicaid rate: 

(1) the rate shall be recalculated; and
(2) any payment adjustment shall be made.

(e) For rates effective beginning July 1, 2024 and after, the result of an MDS review shall
be applied in accordance with Section 12. Any CMI change as a result of the MDS review shall 
not be incorporated into either the Legacy System or Prospective System rate calculations in 
Section 6.   

(f) CMIs are determined as prescribed in the MDS and Case Mix Index Supportive
Documentation Manual for each resident to calculate the facility-average CMI for all residents 
and the facility-average CMI for Medicaid residents. 

(g) The office shall provide each nursing facility with the following:
(1) A preliminary CMI report; and
(2) A final CMI report that shall be utilized to establish the facility-average CMI and the
facility-average CMI for Medicaid residents utilized in establishing the nursing facility's
Medicaid rate.

(h) In order to determine the normalized allowable direct care costs from each facility's
cost report, the office shall determine each facility's CMI for all residents that corresponds to the 
cost reporting period in accordance with the MDS and Case Mix Index Supportive 
Documentation Manual.  

405 IAC 1-14.7-9 Change of Ownership or Structure 

Sec. 9. (a) The office shall be notified within thirty (30) days of any transaction affecting 
the following:   

(1) ownership (operational license),
(2) property ownership,
(3) lessor/lessee,
(4) any management company, or
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(5) any change in control or structure (including mergers, exchange of stock, etc.).
The provider shall submit a completed Checklist of Management Representations Concerning 
Change in Ownership to the office within thirty (30) days following the date requested by the 
office. The completed checklist shall include all supporting documentation to fully explain the 
transaction. For providers with an outstanding Checklist of Management Representations 
Concerning Change in Ownership, a field audit or desk review shall not be performed on any 
affected cost reports nor shall the affected cost report be used to establish reimbursement rates. 
Refer to section 12 for imposition of related penalties.  

(b) For transactions prior to July 1, 2023, a cost report shall be filed for the first fiscal
year end after the transaction date in which the provider has a minimum of six (6) full calendar 
months of actual historical data.  The provider shall submit the cost report by the date identified 
on the Change of Ownership Letter. 

(c) For transactions beginning July 1, 2023, the following shall apply:
(1) The office shall determine the nature of the transaction:
(2) If the nature of the transaction is determined to be one of the following, the fiscal
period shall be determined in accordance with subdivision (3).

(A) any change in/to/from related party management company, or
(B) any change in a privately owned or operated nursing facility’s ownership
(operational license) except for when the seller (or their related entity) becomes
the management company.

(3) The fiscal period shall be:
(A) from the start of the provider’s required fiscal year through the day
immediately preceding the transaction date; or
(B) from the transaction date through December 31.

(4) For any fiscal period identified in subdivision (3), a cost report shall be filed for the
fiscal period that has a minimum of six (6) full calendar months of actual historical data.
The cost report is due not later than the last day of the fifth calendar month after the fiscal
period or thirty (30) days following notification by the office that the cost report shall be
filed.

405 IAC 1-14.7-10 Related Parties 

Sec. 10. (a) Common ownership exists when an individual, individuals, or any legal 
entity possesses ownership or equity of at least five percent (5%) in the provider as well as the 
institution or organization serving the provider. An individual is considered to own the interest of 
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immediate family for the determination of percentage of ownership. The following persons are 
considered immediate family: 

(1) Spousal relationship.
(2) Natural parent, child, and sibling.
(3) Adopted child and adoptive parent.
(4) Stepparent, stepchild, stepsister, and stepbrother.
(5) Father-in-law, mother-in-law, sister-in-law, brother-in-law, son-in-law, daughter-in-
law, stepson-in-law, and stepdaughter-in-law.
(6) Grandparent and grandchild.
(7) Anyone who has been previously considered immediate family.

(b) Control exists where an individual or an organization has the power, directly or
indirectly, to influence or direct the actions or policies of an organization or institution, whether 
or not actually exercised. A general partner is considered to control an entity. 

(c) Transactions between related parties are not considered to have arisen through arm's-
length negotiations. Costs applicable to services, facilities, and supplies furnished to a provider 
by related parties shall not exceed the lower of the cost to the related party, or the price of 
comparable services, facilities, or supplies purchased as an arm's-length transaction in an open 
competitive market. An exception to this subsection may be granted by the office if requested in 
writing by the provider before the annual rebase effective date to which the exception is to apply. 
The provider's request shall include a comprehensive representation that every condition in 
subsection (d) has been met. This representation shall include, but not be limited to, the 
percentage of business the provider transacts with related and nonrelated parties based upon 
revenue. When requested by the office, the provider shall submit documentation, such as 
invoices, standard charge master listings, and remittances, to substantiate the provider's charges 
for services, facilities, or supplies to related and nonrelated parties. 

(d) The office may grant an exception when a related organization meets all of the
following conditions: 

(1) The supplying organization is a bona fide separate organization whose services,
facilities, and supplies are made available to the public in an open competitive market.
(2) A sufficient part of the supplying organization's business activity is transacted with
other than the provider and organizations related to the supplier in common ownership or
control, and there is an open competitive market for the type of services, facilities, or
supplies furnished by the organization. Transactions with residents of nursing facilities
that are owned, operated, or managed by the provider or organizations related to the
provider or any former provider or related entity that currently serves as the management
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company or entity in a similar decision making capacity for a NSGO provider shall not 
be considered an arm's-length business activity transacted in an open competitive market. 
(3) The services, supplies, or facilities are those that commonly are obtained by
institutions, such as the provider, from other organizations and are not a basic element of
patient care ordinarily furnished directly to patients by such institutions.
(4) For facilities other than NSGO nursing facilities, the organization actually furnishes
such services, facilities, or supplies to other nonrelated party organizations.  The charge
to the provider shall be:

(A) in line with the charge for such services, facilities, or supplies in the open
market; and
(B) not more than the charge made under comparable circumstances to others by
the organization for such services, facilities, or supplies.

(5) For NSGO nursing facilities, the organization actually furnishes such services,
facilities or supplies to organizations that are not related to the NSGO provider or any
former provider or related entity that currently serves as the management company or
entity in a similar decision making capacity for the NSGO provider. The charge to the
provider shall be:

(A) in line with the charge for such services, facilities, or supplies in the open
market; and
(B) not more than the charge made under comparable circumstances to others by
the organization for such services, facilities, or supplies.

(e) The related-party exception shall be granted for any period of time, up to the
maximum period of two (2) years. 

(f) If a provider rents, leases, or purchases facilities or equipment from a related party
property company, the historical cost to the related party, not to exceed fair market value, shall 
be utilized in computing the average historical cost of property of the median bed except as 
described in this section for the sale of facilities between family members. 

(g) If a sale of facilities between family members meets the following conditions, the cost
basis of the facility shall be recognized for the purpose of computing the average historical cost 
of property of the median bed in accordance with this rule as a bona fide sale arising from an 
arm's-length transaction, subject to the limitations of subsection (h): 

(1) There is no current or previous spousal relationship between parties.
(2) The following persons are considered family members:

(A) Natural parent, child, and sibling.
(B) Adopted child and adoptive parent.
(C) Stepparent, stepchild, stepsister, and stepbrother.
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(D) Father-in-law, mother-in-law, sister-in-law, brother-in-law, son-in-law, and
daughter-in-law.
(E) Grandparent and grandchild.
(F) Anyone who has been previously considered family members.

(3) The transfer is recognized and reported by all parties as a sale for federal income tax
purposes.
(4) The seller is not associated with the facility in any way after the sale other than as a
passive creditor.
(5) The buyer is actively engaged in the operation of the facility after the sale with
earnings from the facility accruing to at least one (1) principal buyer primarily as salaries
or self-employment income and not as leases, rents, or other passive income.
(6) This family sale exception has not been utilized during the previous eight (8) years on
this facility.
(7) None of the entities involved is a publicly held corporation as defined by the
Securities and Exchange Commission.
(8) If any of the entities involved are corporations, they shall be family owned
corporations, where members of the same family control the corporations through
ownership of fifty percent (50%) or more of the voting stock.

(h) In order to establish a historical cost basis in the sale of facilities between family
members, the buyer shall obtain a Member Appraiser Institute (MAI) appraisal.  The MAI 
appraisal is subject to the approval of the office. The appraisal shall be done within ninety (90) 
days of the date of the sale. The historical cost basis for purposes of determining the average 
historical cost of property of the median bed shall be the lower of the historical cost basis of the 
buyer or the MAI appraisal of facilities and equipment. 

(i) If a lease of facilities between family members under subsection (g) qualifies as a
capitalized lease under the Statement of Financial Accountant Standards Number 13 as issued by 
the Financial Accounting Standards Board, the transaction shall be treated as a sale of facilities 
between family members for purposes of determining the average historical cost of property of 
the median bed. 

405 IAC 1-14.7-11 Quality Assessment Fee 

Sec. 11. For nursing facilities certified for participation in the Medicaid program under 
Title XIX of the federal Social Security Act (42 U.S.C. 1396 et seq.), the quality assessment 
shall be an allowable cost for cost reporting and auditing purposes. The quality assessment shall 
be included in Medicaid reimbursement as an add-on to the Medicaid rate. The add-on is 
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determined by dividing the product of the assessment rate times total non-Medicare patient days 
by total patient days from the most recently completed desk reviewed cost report. 

405 IAC 1-14.7-12 Penalties and Settlements 

Sec. 12. (a) Penalties shall be assessed on a per nursing facility basis. 

(b) Reimbursement lost because of any imposed penalty cannot be recovered by the
provider.

(c) Penalties may be addressed through a retroactive reprocessing of claims or settlement
process.

(d) Beginning April 1, 2024, penalties shall be calculated and assessed in accordance
with the following:

Event 
Event Due 

Date 
Penalty 
Amount 

Penalty 
Assessment Begin 

Date 
Penalty Assessment 

End Date 
(1) Cost 

Report 
Submission 
for Annual 
Rebase 

End of the 
fifth month 
after the 
fiscal period 

$15,000 16th day after event 
due date and every 
15 days thereafter 

Day of complete 
submission or one 
year from penalty 
assessment begin date 
whichever is earlier. 

(2) Cost 
Report 
Submission 
Following 
a Change in 
Ownership 

Due date 
identified on 
the Change 
of Ownership 
Letter 

$15,000 16th day after event 
due date and every 
15 days thereafter 

Day of complete 
submission or one 
year from penalty 
assessment begin date 
whichever is earlier. 

(3) Change in 
Ownership 
Checklist 
Submission 

30 calendar 
days from 
checklist 
request 

$15,000 16th day after event 
due date and every 
15 days thereafter 

Day of complete 
submission or one 
year from penalty 
assessment begin date 
whichever is earlier. 

(4) Prefield 
Information 
Request 

Due date 
identified on 
Audit 
Notification 
Letter 

$15,000 Day 1 after event 
due date 

$2,000 Each day, days 1 - 
30. 

Day of complete 
submission or day 31 
whichever is earlier. 
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(5) Field Work 
– Follow-
Up Letter
(exception
noted in
subsection
(e)

Due date 
identified on 
Follow-Up 
Letter 

$15,000 Day 1 after event 
due date 

$2,000 Each day, days 1 - 
30. 

Day of complete 
submission or day 31 
whichever is earlier. 

(e) If the nursing facility cannot locate requested information in the Field Work – Follow-
up letter as noted in subdivision 4 above, they shall supply a signed declaration,
prescribed by the office, that they are unable to produce the requested documentation.
This declaration shall be submitted at least one (1) day prior to the due date on the Field
Work – Follow-up letter to avoid penalty.

(f) Until March 31, 2024, penalties shall be assessed as follows:
(1) Failure to submit a complete cost report as described in section 3 within the time limit
required shall result in the following actions:

(A) When a complete cost report is more than one (1) calendar month past due,
the following shall apply:

(i) the rate in effect effective immediately preceding the due date shall be
reduced by ten percent (10%), effective on the first day of the seventh
month following the provider's fiscal year end,
(ii) the reduced rate shall remain in effect until the first day of the month
after the delinquent complete cost report is received by the office,
(iii) no rate adjustments shall be allowed until the first day of the calendar
quarter following receipt of the delinquent complete cost report, and
(iv) no desk review or field audit shall be performed on incomplete
submissions.

(B) If the Medicare filing deadline for submitting the Medicare cost report is
delayed by the Medicare fiscal intermediary and the provider fails to submit its
Medicare cost report to the office on or before the due date as extended by the
Medicare fiscal intermediary, the following shall apply;

(i) the rate in effect immediately preceding the due date shall be reduced
by ten percent (10%), effective on the first day of the month following the
due date as extended by the Medicare fiscal intermediary,
(ii) the reduced rate shall remain in effect until the first day of the month
after the delinquent Medicare cost report is received by the office,
(iii) no rate adjustments shall be allowed until the first day of the calendar
quarter following receipt of the delinquent complete cost report, and
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(iv) no desk review or field audit shall be performed on incomplete
submissions

(2) Failure to submit a completed Checklist of Management Representations Concerning
Change in Ownership to the office within ninety (90) days following the date the
Checklist of Management Representations request is sent to the provider shall result in
the following actions:

(A) The rate in effect immediately preceding the due date shall be reduced by ten
percent (10%), effective on the first day of the month following the end of the
ninety (90) day period,
(B) The reduced rate shall remain in effect until the first day of the month after
the completed Checklist of Management Representations is received by the office,
and
(C) No desk review or field audit shall be performed until the completed
Checklist of Management Representations is received and reviewed.

(3) In the event the required prefield information has not been submitted by the due date
indicated in the audit notification letter, the following actions shall be taken:

(A) The rate in effect immediately preceding the due date shall be reduced by ten
percent (10%), effective on the first day following the date the response was due,
(B) The reduced rate shall remain in effect until:

(i) the first day following the office’s receipt of a complete response, or
(ii) one (1) year after the effective date of the ten percent (10%) rate
reduction.

(C) No rate adjustments shall be allowed until the first day of the calendar quarter
following:

(i) the receipt of information requested in the written notice, or
(ii) one (1) year after the effective date of the ten percent (10%) rate
reduction.

(4) In the event the required field work information has not been submitted by the due
date indicated in the Field Work – Follow-Up Letter, the following actions shall be taken:

(A) The rate in effect immediately preceding the due date shall be reduced by ten
percent (10%), effective on the first day following the date the response was due.
(B) The reduced rate shall remain in effect until:

(i) the first day following the office’s receipt of a complete response, or
(ii) one (1) year after the effective date of the ten percent (10%) rate
reduction.

(C) No rate adjustments shall be allowed until the first day of the calendar quarter
following:
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(i) the receipt of information requested in the written notice, or
(ii) one (1) year after the effective date of the ten percent (10%) rate
reduction.

(5) In the event that the documentation submitted for the field audit is inadequate or
incomplete or the 10% reduction has expired, the following additional actions shall be
taken:

(A) Appropriate adjustments to the applicable cost report shall be made,
(B) The office shall document such adjustments in a finalized exception report,
and
(C) The office shall incorporate such adjustments in the prospective rate
calculations.

(g) If the office determines due to an MDS review that a nursing facility has unsupported
MDS resident assessments, then the following procedures shall be followed in applying
any penalty:
(1) The office shall:

(A) review a sample of MDS resident assessments; and
(B) determine the percent of assessments in the sample that are unsupported.

(2) If the percent of assessments in the initial sample that are unsupported is:
(A) greater than twenty percent (20%), the office shall expand to a larger sample
of residents assessments; or
(B) equal to or less than twenty percent (20%), the office shall conclude the field
portion of the MDS review.

(3) For rates effective beginning July 1, 2024 and after, a penalty for unsupported MDS
resident assessments shall be calculated as follows:

(A) if the percentage of unsupported assessments for the initial and expanded
sample of all assessments reviewed is greater than twenty percent (20%) a penalty
shall be applied.  The penalty shall be calculated as the administrative component
portion of the Legacy System Medicaid rate in effect for the current bi-annual
period multiplied by the applicable percentage in the table below multiplied by
Medicaid days for the bi-annual rate period.

MDS Field Review for Which 
Penalty Is Applied Penalty Percent 
First MDS Review 7.5% 

Second consecutive MDS Review 10% 
Third consecutive MDS Review 15% 
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Fourth or more consecutive MDS Review(s) 25% 

(B) Upon conclusion of an MDS review, the office shall calculate and implement
a penalty based on changes to the facility's biannual Medicaid CMI. If the
recalculated biannual Medicaid CMI is a change from the Medicaid CMI used in
the initial Legacy rate calculation before the MDS Review the penalty shall be
calculated per the table below:

CMI Penalty Calculation 
A. Legacy System rate calculated with 

original biannual Medicaid CMI 
The Medicaid rate calculated under 
Section 6(e) using the CMI prior to the 
MDS Review.  

B. Legacy System rate calculated with 
revised biannual Medicaid CMI 

The Medicaid rate calculated under 
Section 6(e) using the CMI after 
completion of the MDS Review. 

C. Rate Differential A - B 
D. Medicaid Days 
E. CMI Penalty C * D 

(4) For rates effective prior to June 30, 2024, if the percentage of unsupported
assessments for the initial and expanded sample of all assessments reviewed is
greater than twenty percent (20%), a penalty shall apply, which shall be calculated
as follows:

MDS Field Review for Which 
Penalty Is Applied 

Administrative Component 
Penalty Percent 

First MDS Review 15% 
Second consecutive MDS Review 20% 
Third consecutive MDS Review 30% 

Fourth or more consecutive MDS Review(s) 50% 
(A) The administrative component portion of the Medicaid rate in effect for the
calendar quarter following completion of the MDS review shall be reduced by the
percentage as shown in the following table:

(B) In the event a penalty is imposed, for purposes of determining the average
allowable cost of the median patient day for the administrative component, there
shall be no adjustment made by the office to the provider's allowable
administrative costs.
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405 IAC 1-14.7-13 Administrative Reconsideration and Appeal Process 

Sec. 13. (a) A reconsideration request shall be in writing and contain specific issues to be 
considered and the rationale for the provider's position. The provider shall timely request 
administrative reconsideration before filing an appeal. The events detailed below shall be 
communicated to nursing facilities via a formal letter either through USPS mail or via a secure 
web portal at which point the period for a timely request begins. The events are: 

(1) Schedule of adjustments or a summary of findings resulting from a review performed
under section 4;
(2) CMI quarterly or bi-annual updates or recalculation of CMIs due to an MDS review;
(3) All parameters used to calculate an issued rate other than the schedule of adjustments
in subdivision 1 and CMIs in subdivision 2 above; and
(4) Penalties or remedies from section 12.

The request shall be signed by the provider or authorized representative of the provider and shall 
be received by the office not later than fifteen (15) days after the date of issuance. The office 
shall evaluate the reconsideration request and may affirm or amend the original decision. The 
office shall thereafter notify the provider of its final decision in writing not later than forty-five 
(45) days from the office's receipt of the request for reconsideration. In the event that a timely
response is not made by the office to the provider's reconsideration request, the request shall be
deemed denied and the provider may pursue its administrative remedies under subsection (c).

(b) In accordance with IC 4-21.5-3-2(e) any notification letter served through the United
States mail, the fifteen (15) day reconsideration period shall begin three (3) days after the date of 
the notification letter.   

(c) After completion of the reconsideration procedure under subsection (a) the provider
may initiate an appeal under IC 4-21.5-3.  The request for an appeal shall be signed by the 
nursing facility provider. Only issues raised by the provider through administrative 
reconsideration may be subsequently raised in an appeal. 

(d) The office may take action to implement changes made in accordance with subsection
(a) without awaiting the outcome of an appeal filed in accordance with subsection (c).

(e) The office may implement Medicaid rates and recover overpayments from previous
rate reimbursements, either through deductions of future payments or otherwise, without 
awaiting the outcome of the administrative appeal process, in accordance with IC 12-15-13-4(e).
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405 IAC 1-14.7-14 Supplemental Payment Calculation 

Sec. 14. (a) In addition to the established Medicaid rates for nursing facilities, any non-
state government owned or operated nursing facility (NSGO providers) that has entered into an 
agreement with the office to participate in the nursing facility supplemental payment program 
shall receive a Medicaid supplemental payment adjustment.  Privately owned or operated nursing 
facilities (Private providers) and non-participating NSGO providers, may only participate in the 
quality supplemental payment pool as detailed in subsection (c) below.  Supplemental payments 
shall not exceed the upper payment limit for the provider class pursuant to 42 CFR 447.272.  

(b) The Medicaid supplemental payment shall be transitioned from the Legacy
Supplemental Payment System methodology in subsection (d) to the Pooled
Supplemental Payment System methodology in subsection (c). The Medicaid
supplemental payment shall be calculated as the sum of the following:

(1) Pooled Supplemental Payment System payment calculated in accordance with
subsection (c) multiplied by the percentage below; and

(2) Legacy Supplemental Payment System payment calculated in accordance with
subsection (d) multiplied by the percentage below.

Supplemental Payment Periods Pooled Supplemental 
Payment System 

Legacy Supplemental 
Payment System 

Prior to July 1, 2024 0% 100% 

July 1, 2024 – June 30, 2025 10% 90% 

July 1, 2025 – June 30, 2026 40% 60% 

July 1, 2026 – June 30, 2027 70% 30% 

July 1, 2027 and forward 100% 0% 

(c) The Pooled Supplemental Payment System calculates the Medicaid Supplemental
Payment on a state fiscal year (SFY) basis utilizing a quarterly (July 1, October 1, January 1, 
April 1) statewide supplemental payment pool methodology for participating providers. The 
established supplemental payment pool is distributed to nursing facilities on a quarterly basis 
utilizing the prescribed methodology detailed below. An interim supplemental payment pool and 
provider distribution shall be calculated for each quarter of the SFY with a final supplemental 
payment pool and provider distribution for each quarter occurring after conclusion of the SFY. 
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(1) The aggregate supplemental payment pool for each quarter of the SFY is established
utilizing participating NSGO providers as follows:

(A) Establish the estimated Medicare payments. For each Medicaid resident
that is in a nursing facility during an MDS reporting period, the MDS assessments
in effect for that period are classified using the Medicare resident classification
system. The Medicare rate shall be adjusted by the Medicare geographic wage
index and to remove the statewide average impact of covered benefit differences
between the Medicare and Medicaid programs. A day-weighted average Medicare
rate is determined for each nursing facility by multiplying the estimated Medicare
rate for each Medicaid resident assessment by the number of days in the MDS
reporting period in which the assessment was active to create that assessment’s
Medicare rate weight.  The sum of each nursing facility’s MDS resident
assessment Medicare rate weights for the applicable MDS reporting period are
divided by the total number of Medicaid resident assessment days detailed on the
final MDS resident roster for the applicable reporting period to derive the
estimated average Medicare rate. The estimated average Medicare rate for each
provider is multiplied by their Medicaid resident days (eligible for supplemental
payment) for both fee-for-service and managed Medicaid populations to
determine the estimated Medicare payments.  Provider Medicare payments are
summed to establish the total estimated Medicare payments for the supplemental
payment period. The MDS reporting periods utilized to determine the interim and
final supplemental payment periods are as follows:

Supplemental Payment 
Period 

Interim Supplemental 
Payment   

MDS Reporting Period 

Final Supplemental Payment 
MDS Reporting Period 

July 1 – September 30 March 1 – May 31 June 1 – August 31 

October 1 – December 31 June 1 – August 31 September 1 – November 30 

January 1 – March 31 September 1 – November 30 December 1 – February 28 
(Feb. 29 in leap year) 

April 1 – June 30 December 1 – February 28 
(Feb. 29 in leap year) 

March 1 – May 31 

(B) Establish the estimated Medicaid payments for each provider.  For each
provider, the most recently available Medicaid per diem rate, inclusive of the per
diem impact of the Medicaid add-on payments determined in section 7, is
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 multiplied by their Medicaid resident days (eligible for supplemental payment) 
for both fee-for-service and managed Medicaid populations to establish Medicaid 
payments for each provider. Provider Medicaid payments are summed to establish 
the total estimated Medicaid payments for the supplemental payment period. 

(C) Determine the supplemental payment period pool.  For each participating
provider the estimated Medicaid payment in clause (B) shall be subtracted from
their estimated Medicare payments in clause (A) to determine their UPL gap.  The
sum of each provider’s UPL gap shall be the total supplemental payment period
pool.

(D) After conclusion of each state fiscal year, the interim payment pool is subject
to a final supplemental payment process where the underlying MDS resident
assessments, Medicaid days, Medicare rates, and Medicaid rate information are
reconciled to the actual payment period to calculate the final supplemental
payment pool for each quarter of the SFY.  The established supplemental payment
pools are utilized for calculation of the interim and final payment pool distribution
in subdivision 2 below.

(2) The supplemental payment pool distribution is segregated into the Base supplemental
payment pool and the Quality supplemental payment pool.  Medicaid days and
Medicaid rates specified in the tables below are calculated for interim and final
supplemental payment periods as described above.  Payment to each participating
provider for each quarter of the SFY is established as follows:

Uniform Percentage Calculation 
A. Total Supplemental Payment Pool Total UPL Gap calculated above 
B. Percentage of Pool Reserved for Quality See Percentage of Pool Reserved for 

Quality Table Below 
C. Total Quality Pool A * B 
D. Total Supplemental Payment Pool Net of Quality A – C 
E. Total NSGO Provider Medicaid Days 
F. Average NSGO Supplemental Per Patient Day 

payment 
D / E 

G. Weighted Average NSGO Medicaid Rate (Sum of the products of each NSGO 
provider’s  Medicaid per diem rate * 
their Medicaid days) / E 

H. NSGO Uniform Percentage F / G 
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Percentage of Base Rate Paid Per Quality Point Earned Calculation 
A. Total Quality Pool Value as determined in the Uniform 

Percentage Calculation table above 
(Letter C) 

B. Facility Total Quality Score  Points Value as determined in accordance 
with the Quality Program Manual 

C. Medicaid Days 
D. Medicaid Rate 
E. Total Quality Weight Sum of the products of  B * C * D for 

each provider 
F. Percentage of Base Rate Paid Per Quality Point 

Earned 
A / E 

Quality Percentage Calculation 
A. Facility Total Quality Score Value as determined in accordance 

with the Quality Program Manual 
B. Percentage of Base Rate Paid Per Quality Point 

Earned 
Value as determined in Percentage of 
Base Rate Paid Per Quality Point 
Earned Calculation table above 
(Letter F) 

C. Quality Percentage A * B 

Percentage of Pool Reserved for Quality Table 
A. January 1, 2025 10% 
B. July 1, 2025 12% 
C. July 1, 2026 14% 
D. July 1, 2027 16% 
E. July 1, 2028 18% 
F. July 1, 2029 20% 

Total Provider Medicaid Fee-For-Service (FFS) Supplemental Payment 
A. NSGO Uniform Percentage Value as determined in the Uniform 

Percentage Calculation table above 
(Letter H).  Non-participating 
NSGO or Non-NSGO provider 
entity values shall be zero. 

B. Quality Percentage Value as determined in the Quality 
Percentage table above (Letter C) 

C. Medicaid Rate 
D. Total Supplemental Payment Rate (A + B) * C 
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E. Total Medicaid FFS Days Medicaid days for FFS population 
only. Utilizes the same data source 
as Total Medicaid days 

F. Total Medicaid Days 
G. Total Medicaid FFS Percentage E / F 
H. Total Medicaid FFS Supplemental Payment D * G 

(A) After conclusion of each state fiscal year, each provider’s interim
supplemental payment is subject to a final supplemental payment process where
the underlying MDS resident assessment information, Medicaid days, Medicare
rate, and Medicaid rate information are reconciled to the actual payment period
to calculate the final supplemental payment for each quarter using the
methodology prescribed in the above table.  Any differential between the final
and interim supplement payment shall be paid to or recouped from each
provider.

(d) The Legacy Supplemental Payment System calculates the Medicaid supplemental
payment on a state fiscal year (SFY) basis utilizing a quarterly (July 1, October 1,
January 1, April 1) provider specific UPL gap payment methodology for participating
NSGO providers.  The established supplemental payment pool is distributed to nursing
facilities on a quarterly basis utilizing the prescribed methodology detailed below. An
interim and final supplemental payment shall be calculated for each quarter:The
supplemental payment for each quarter is established as follows:

(A) Establish the estimated Medicare payments. For each Medicaid resident that
is in a nursing facility during an MDS reporting period, the MDS assessments in
effect for that period are classified using the Medicare resident classification
system. The Medicare rate shall be adjusted by the Medicare geographic wage
index and to remove the statewide average impact of covered benefit differences
between the Medicare and Medicaid programs. A day-weighted average Medicare
rate is determined for each nursing facility by multiplying the estimated Medicare
rate for each Medicaid resident assessment by the number of days in the MDS
reporting period in which the assessment was active to create that assessment’s
Medicare rate weight.  The sum of each nursing facility’s MDS resident
assessment Medicare rate weights for the applicable MDS reporting period are
divided by the total number of Medicaid resident assessment days detailed on the
final MDS resident roster for the applicable reporting period to derive the
estimated average Medicare rate. The estimated average Medicare rate for each
provider is multiplied by their Medicaid resident days (eligible for supplemental
payment) for both fee-for-service and managed Medicaid populations to
determine total
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estimated Medicare payments.  The MDS reporting periods utilized to determine 
the interim and final supplemental payment periods are as follows:  

For Supplemental Payment Periods Before July 1, 2024 
Supplemental Payment 

Period 
Interim Supplemental 

Payment  
MDS Reporting Period 

Final Supplemental Payment 
MDS Reporting Period 

July 1 – September 30 April 1 – June 30 July 1 – September 30 
October 1 – December 31 July 1 – September 30 October 1 – December 31 
January 1 – March 31 October 1 – December 31 January 1 – March 31 
April 1 – June 30 January 1 – March 31 April 1 – June 30 

For Supplemental Payment Periods Beginning July 1, 2024 
Supplemental Payment 

Period 
Interim Supplemental 

Payment   
MDS Reporting Period 

Final Supplemental Payment 
MDS Reporting Period 

July 1 – September 30 March 1 – May 31 June 1 – August 31 

October 1 – December 31 June 1 – August 31 September 1 – November 30 

January 1 – March 31 September 1 – November 30 December 1 – February 28 
(Feb. 29 in leap year) 

April 1 – June 30 December 1 – February 28 
(Feb. 29 in leap year) 

March 1 – May 31 

(B) Establish the estimated Medicaid payments for each provider.  For each
provider, the most recently available Medicaid per diem rate, inclusive of the per
diem impact of the Medicaid add-on payments determined in section 7, is
multiplied by their Medicaid resident days (eligible for supplemental payment) for
both fee-for-service and managed Medicaid populations to establish total
Medicaid payments for each provider.

(C) Determine the total UPL gap for each provider.  For each provider the
estimated total Medicaid payment in clause (B) shall be subtracted from their
estimated total Medicare payments in clause (A) to determine their UPL gap.  For
interim payment periods, any provider with a negative UPL gap (Medicaid
payments exceed their specific Medicare UPL limit) shall not receive a payment
under the legacy method, nor be required refund the Medicaid program at that
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time.  Any required refund to the Medicaid program shall occur only during the 
final supplemental payment process as described in clause (F). 

(D) Determine the Medicaid FFS percentage for each provider.  Divide each
provider’s Medicaid FFS days by total Medicaid Days for the supplemental
payment period to establish the Medicaid FFS percentage.

(E) Determine the total supplemental payment for each provider.  For each
provider multiply their UPL gap calculated in clause (C) by the Medicaid FFS
percentage calculated in clause (D) to determine the total supplemental payment
for the supplemental payment period.

(F) After conclusion of each state fiscal year, the interim SFY quarterly
supplemental payments are subject to a final supplemental payment process where
the underlying MDS resident assessments, Medicaid days, Medicare rates, and
Medicaid rate information are reconciled to the actual payment period to calculate
the final supplemental payment. Any differential between the final and interim
supplement payment shall be paid to or recouped from each provider. Any
provider with a negative UPL gap (Medicaid payments exceed their specific
Medicare UPL limit), shall be required to refund the Medicaid program for the
differential.
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Reimbursement for Religious Non-Medical He¿lth Care Institutions

(a) Care for residents in a Religious Non-Medical Health Care Institution approved by the office
may be reimbursed pursuant to the case mix reirnbursement methodology found at 405 IAÇ
1-14.6.23

(b) Religious Non'Medical Health Care Institutions ale not required to electronically transmit
MDS resident assessment information.

(c) Initial interim rates will be set at the sum of the average allowable cost of the median patient
day for tire direct care, therapy, indirect care, administrative, and eighty percent (80%) of the
capital component. P¡ior to the provider's first a¡nual ¡ate review, the direct care component of
the Medicaid initial interim rate will be adjusted to reflect a case mix level of Reduced Physical
Function PD 1. Initial interim rates shall be effective on the certification date o¡ the date that a
service is established, whichever is later. In determining the initial rate, limitations and
restrictions otherwise outlined in this rule shall apply.

(d) Normalized allowable cost shall be the facility's total allowable direct patient care costs
divided by a case mix level ofReduced Physical Function PD 1.

(e) The case mix index for Medicaid residents used to adjust the direct care component that
becomes effective on the second calendar quarter foliowing the facility's fisca1 year end shall be
a case mix level of Reduced Physical Function PD 1. No adjustment to the dìrect care component
to reflect changes in the facility's Medicaid casemix for the tluee calendar quarters foilowing the
effective date of the annual rate review shall be performed.

(f) Except as noted in this section al1 other sections of405 IAC 1-14.6 shall apply
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Rule 15. Nursing Facilities; Electronic Transmission of Minimum Data Set 
405 IAC 1-15-1 Scope 

Sec. 1. (a) Nursing facilities certified to provide nursing facility care to Medicaid members are 
required to electronically transmit minimum data set (MDS) information for all nursing facility 
residents to the office. The MDS data is used to establish and maintain a case mix system for 
Medicaid reimbursement to nursing facilities and other Medicaid program management 
purposes. 

(b) Nursing facilities certified to provide nursing facility care to Medicaid members are
required to electronically transmit the end of therapy date for physical, occupational and speech
therapy services provided to a resident in a format specified by the Office.

405 IAC 1-15-2 Definitions 

Sec. 2. (a) The definitions in this section apply throughout this rule. 

(b) "Case mix reimbursement" means a system of paying nursing facilities according to the mix
of residents in each facility as measured by resident characteristics and service needs. Its
function is to provide payment for resources needed to serve different types of residents.

(c) “End of therapy date” means the date each therapy regimen ended for physical therapy,
occupational therapy, or speech therapy, which is the last date the resident received therapy
treatment.

(d) "Minimum data set" or "MDS" means a core set of screening and assessment elements,
including common definitions and coding categories, that forms the foundation of the
comprehensive assessment for all residents of long-term care facilities certified to participate in
Medicaid. The items in the MDS standardize communication about resident problems, strengths,
and conditions within the facilities, between facilities, and between facilities and outside
agencies. The Indiana system shall employ the MDS 3.0 or subsequent revisions as approved by
CMS.

(e) "Resident classification system" means the classification system used to classify residents
into groups to determine reimbursement levels as supported by the MDS and Case Mix Index
Supportive Documentation Manual.
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405 IAC 1-15-4 MDS Supporting Documentation Requirements 

Sec. 4. (a) Supporting documentation requirements for all MDS data elements that are utilized to 
classify nursing facility residents in accordance with the resident classification system are 
contained in the MDS and Case Mix Supportive Documentation Manual. Additional guidance 
may be published as a provider bulletin and may be updated by the office as needed. Any such 
updates shall be made effective no earlier than permitted under IC 12-15-13-6(a). 

(b) Nursing facilities shall maintain supporting documentation in the resident's medical chart for
all MDS data elements that are utilized to classify nursing facility residents in accordance with
the resident classification system. Such supporting documentation shall be maintained by the
nursing facility for all residents in a manner that is accessible and conducive to review.
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405 IAC 1-15-5 MDS Review Requirements 

Sec. 5. (a) The office shall periodically review the MDS assessments and supporting 
documentation data maintained by nursing facilities for all residents, regardless of payer type. 
The reviews shall be conducted as frequently as deemed necessary by the office, and each 
nursing facility shall be reviewed no less frequently than every thirty-six (36) months. Advance 
notification shall be provided by the office for all MDS reviews, except for follow-up reviews 
that are intended to ensure compliance with validation improvement plans.  

(b) All MDS assessments data, regardless of payer type, are subject to an MDS review.

(c) When conducting the MDS reviews, the office shall consider all MDS supporting
documentation data that is provided by the nursing facility and is available to the reviewers prior
to the exit conference. MDS supporting documentation data that is provided by the nursing
facility after the exit conference begins shall not be considered by the office.

(d) The nursing facility shall be required to produce, upon request by the office, a computer
generated copy of the MDS assessment that is transmitted in accordance with section 1 that shall
be the basis for the MDS review.

(e) Suspected intentional alteration of clinical documentation, or creation of documentation after
MDS assessments data have been transmitted, shall be referred to the Indiana Medicaid Fraud
Control Unit for investigation of possible fraud. Such an investigation could result in a felony or
misdemeanor criminal conviction.



State: Indiana Attachment 4.19-D 
Page 48(a) 

TN: 23-0011 
Supersedes 
TN: 12-009 Approval Date:_________________ Effective Date: July 1, 2023 

This page intentionally left blank.



State: Indiana Attachment 4.19-D 
Page 48(b) 

TN: 23-0011 
Supersedes 
TN: 12-009 Approval Date:_________________ Effective Date: July 1, 2023 

This page intentionally left blank. 



State: Indiana 

This page intentionally left blank. 

Attachment 4.19D 
Page 49 

""" ·--·---------"-""'""•--·-----------"'""'"'-~--~- ________________ ..,.., __ ,, _________ '" .... ------------~-··-- ., __________ , ____ ,,,_,, .. -------.. ·-~-

TN: 16-005 
Supersedes 
TN: 00-008 Approval Date:_Df.C O l 2016 Effective Date: July l, 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN: 00-008 

This page intentionally left blank. 

Attachment 4.19D 
Page 50 

Approval Date:_D_E_C_0_1_2_0_16_--'Effective Date: July l, 2016 



State: Indiana 

TN: 16"005 
Supersedes 
TN: 00-008 

This page intentionally left blank. 

Attachment 4.19D 
Page 51 

Approval Date: DEC 0 l 2016 Effective Date: July I, 2016 



State: Indiana 

This page intentionally left blank. 

Attachment 4.19D 
Page 52 

i 
- ------------ ·--- ------·---···------ ---·----. -------------- -- ----~---------- ----------j 

TN: 16-005 
Supersedes 
TN: 00-008 Approval Date: DEC 01 2016 Effective Date: July l, 2016 



State: Indiana 

1N: 16-005 
Supersedes 
1N: 00-008 

This page intentionally left blank. 

Attachment 4.19D 
Page 53 

Approval Date: DEC 0 1 2016 Effective Date: July l, 2016 



State: Indiana Attachment 4.19D 
Page 54 

This page intentionally left blank 

··-·----- --~--·- ... -·-----"'' ............ ----------·-------

TN: 16-005 
Supersedes 
TN: 00-008 Approval Date: DEC 0 l 2016 

j 

- -------------- --- -- --1 
! 

Effective Date: July 1. 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN: !)0-008 

This page intentionally left blank 

Attachment 4.19D 
Page 55 

______ ,, ... ______ , __ ,,,,,,._, ___________ ,,,,, _________________ ,,_ ... ---------··· ·----------···· 

Approval Date: DEC 0 l 2016 Effective Date: July l, 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN:03-001 

This page intentionally left blank 

Attachment 4.19D 
Page 56 

Approval Date: DEC 0 1 2016 Effective Date: JulyJ, 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN: 00-008 

This page intentionally left blank 

Attachment 4.19D 
Page 57 

------ ......... _J 
I 
! 

Approval Date: DEC 0 1 2016 Effective Date: JulyJ, 2016 



State: Indiana 

TN: 16"005 
Supersedes 
TN: 03"001 

This page intentionally left blank 

Attachment 4.19D 
Page 58 

Approval Date: DEC 0 l 2016 Effective Date: July 1. 20 l 6 



State: Indiana 

TN: 16-005 
Supersedes 
TN: 03-001 

This page intentionally left blank 

Attachment 4.l9D 
Page 59 

Approval Date: DEC 0 1 2016 Effective Date: July l, 2016 

-----



State: Indiana 

TN: 16-005 
Supersedes 
TN: 00-008 

This page intentionally left blank 

Attachment 4.l 9D 
Page 60 

Approval Date: DEC 01 2016 Effective Date: July l, 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN: 00·008 

This page intentionally left blank 

Attachment4.19D 
Page 61 

Approval Date: DEC 0 1 2016 Effective Date: July l, 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN: 00-008 

This page intentionally left blank 

Attachment 4.19D 
Page 62 

Approval Date: DEC 0 1 2016 Effective Date: July l, 2016 



State: Indiana Attachment 4.19D 
Page 63 

This page intentionally left blank 

___ ,, __ ,_,,_, .. ________ , __ ,.,,, ___ ,_.., _____________ ,,,_,,, ... ______ _ 

TN: 16-005 
Supersedes 
TN: 00-008 Approval Date: DEC 0 l 2016 Effective Date: July l, 2016 



State: Indiana 

1N: 16-005 
Supersedes 
1N: 00-008 

This page intentionally left blank 

Attachment 4.19D 
Page 64 

Approval Date: DEC 01 2016 Effective Date: July 1, 2016 



State: Indiana 

TN: 16-005 
Supersedes 
TN: 00-008 

This page intentionally left blank 

Attachment 4.19D 
Page 65 

Approval Date: DEC 01 2016 Effective Date: July l, 2016 



State: Indiana Attachment 4.19D
Page 65A

405 IAC 1-14.5-27 Limitation to Medicaid rate increases for HN nursing

facilities

Sec. 27. Notwithstanding all other provisions of this rule, for the period January

1, 2006, through June 30, 2007, HN nursing facility rates that have been calculated

under this rule shall be reduced by five dollars ($5) per resident per day.

TN: 06-005
Supersedes:
New
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*There was no OBRA rate increase effective 4-1-93 however there has
been an aggregate- increase of .67 per-patient-day since 10-1-90
representing the conversion of cost recognition for the following
listed OBRA '87 requirements.

COST RECOGNITION CATEGORIES

1. Resident's Rights-Transfer and Discharge Requirements 42
483.12 (a) (5) (ii) , consisting primarily of requirements to
implement a resident appeal procedure associated with
transfer and discharge of residents.

CFR

2. Other Staffing Requirements-Social Service Oualifications
42 CPR 483.15(g) (2) eii) and 483.15(g) (4), requirement for and
minimum qualification standards of a social worker for
facilities with more than 120 beds.

3. Resident Assessment-42 CFR 483.20, requirement regarding
frequency, timing and accuracy of resident assessments.

4. Plans For Care-42 CFR 483.20(d), requiring changes in timing
and content of the resident care plan.

5. Resident Assessment Discharge Summary-42 CFR 483.20 eel (3) ,
additional requirements to develop a discharge plan.

6. Nurse Staffing Requirements-42 CFR 483.30, requiring increase
in nurse staffing resources in Indiana NFs with fewer than 40
beds to reach one full time equivalent RN.

7. Other Staffing Requirements-Dental Services 42 CFR 483.55,
requiring increased responsibility placed on NFs to ensure
resident's receipt of needed dental care.

8. Other-Inflation Applied Against 10-1-90 Cost Recognition

CATEGORY
1
2
3
4
5
6
7
8

TOTALS

COST RECOGNITION
$ 39,360
$ 3,605,250
$ 402,588
$ 400,000
$ 234,000
$ 295,000
$ 636,000
$ 456,765
$ 6,068,963

PPD RATE
INCREASE
.0043
.3946
.0440
.0437
.0256
.0386
.0696
.0500
.6704

PERCENT OF
TOTAL INCREASE

.6
59.4
6.6
6.6
3.9
4.9

10.5
7.5

100.0

TN 93-014
Supersedes
None
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The OERA rate increase of .04 ppd. represents the increase of cost
recognition for the following listed OBRA '87 requirements. The
prior .72 ppd. when added to this .04 increase represent a total
increase of .76 ppd. since 10-1-90 for OBRA cost recognition.

COST RECOGNITION CATEGORIES

1. Resident's Rights-Transfer and Discharge Requirements 42
483.12 (a) (5) (ii) , consisting primarily of requirements to
implement a resident appeal procedure associated with
transfer and discharge of residents.

CFR

2. Other Staffing Requirements-Social Service Oualifications
42 CFR 483.15(g) (2) (ii) and 483.15(g) (4), requirement for and
minimum qualification standards of a social worker for
facilities with more than 120 beds.

3. Resident Assessment-42 CFR 483.20, requirement regarding
frequency, timing and accuracy of resident assessments.

4. Plans For Care-42 CFR 483.20(d), requiring changes in timing
and content of the resident care plan.

5. Resident Assessment Discharge Summary-42 CFR 483.20 (e) (3) r

additional requirements to develop a discharge plan.

6. Nurse Staffing Reguirements-42 CFR 483.30, requiring increase
in nurse staffing resources in Indiana NFs with fewer than 40
beds to reach one full time equivalent RN.

7. Other Staffing Requirements-Dental Services 42 CFR 483.55,
requiring increased responsibility placed on NFs to ensure
resident's receipt of needed dental care.

8. Other-Inflation Applied Against 10-1-90 Cost Recognition

CATEGORY
1
2
3
4
5
6
7
8

TOTALS

COST RECOGNITION
$ 45,760
$ 4,192,100
$ 468,104
$ 465,122
$ 272,091
$ 343,036
$ 739,515
$ 365,413
$ 6,891,141

PPD RATE
INCREASE
.0050
.4589
.0512
.0509
.0298
.0449
.0809
.0400
.7616

PERCENT OF
TOTAL INCREASE

.7
60.8

6.8
6.8
3.9
5.0

10.7
5.3

100.0

TN 93-016
Supersedes
None
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The Office of Medicaid Policy & Planning, State of Indiana has
submitted Medicaid state plan amendment TN 94-007 (reimbursement

. reform for large private ICFs/MR and small private group
homes--CRFs/DDl and state plan amendment TN 94-019 (reimbursement
changes resulting from a provider assessment program and rate
rebasing for large private ICFs/MR and small private group
homes--CRFs/DD). These amendments, in addition to making changes
to the reimbursement criteria for the provider types mentioned,
segregates the entire rate setting criteria for large and small
private ICFs/MR from the criteria for nursing facilities. Upon
approval by HCFA of those amendments, which carry an effective date
of 7-1-94, the Indiana Medicaid state plan will no longer have rate
setting criteria embodied in one amendment that contains rate
setting criteria for all types of long term care racilities.

Upon approval of the above-mentioned amendments, and until such
time as new amendments can be submitted and approved with exclusive
language for "nursing facilities" and for "state operated ICFs/MR":

7-1-94, THE REIMBURSEMENT CRITERIA CONTAINED AT
THROUGH 68-A OF ATTACHMENT 4.19D OF THE CURRENT

OF THE MEDICAID STATE PLAN IS NULL AND VOID AS IT
TO RATE SETTING FOR:

EFFECTIVE
PAGES 1
EDITION
RELATES

1. LARGE PRIVATE ICFs/MR, and

2. SMALL PRIVATE ICFs/MR (GROUP HOMES)

TN 94-020
Supersedes:
None 7-1-94
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OBRA '87 AND '90 MEDICAID NF COST RECOGNITION & RATE INCREASE
FOR FEDERAL FISCAL YEAR 1995 EFFECTIVE 10-1-94

The Indiana Office of Medicaid Policy & Planning annually computes
facility specific rates for Medicaid enrolled nursing facilities
using a prospective methodology that requires NFs to submit annual
reports of historical costs for a projected rate year.

Based on information contained in the Office's Long Term Care
Information System gathered from all Medicaid enrolled nursing
facility provider's historical cost reports as of June 1994, the
following information is provided indicating the OBRA rate increase
for federal fiscal year 1995. Because the effective date for this
amendment will be 10-1-94, the actual statewide average Medicaid
rate effective 9-30-94 is used to provide the base rate for the
increase information. The rate is broken down into two components,
the rate with OBRA costs included prior to 10-1- 94, the OBRA
increase on 10-1-94 and the final nursing facility single statewide
average rate with OBRA cost increases on 10-1-94. Adjustments are
required by Section 4211(b) of OBRA 1987 and 4801(e) of OBRA 1990.

The rate information spec i.fi,c to OBRA is determined as follows.
Medicaid NF rates are calculated in conformity with the provisions
outlined in this plan at pages 1 through 68 B of attachment 4.19D.
These pages are incorporated by reference to provide the basic rate
setting methodology including prior OBRA increases. In addition to
these provisions, to segregate and arrive at OBRA specific cost
increases allowable for rate recognition, Medicaid has compared NF
costs for historical years prior to and after 10-1-93, documented
and categorized the cost increases, reduced the cost increases by
the GNP/IPD and HCFA/SNF inflators for the period in order to
reduce cost increases to true operation increases, 'identified those
costs that are attributable to OBRA requirements that necessitated
additional expenditures by NFs after 10-1-90, and converted those
costs to a per-patient-day increase as reflected by the following
rate information.

THE EFFECTIVE DATE FOR INFORMATION ON THIS CHART IS 10-1-94

OBRA
RATE
YEAR

1994/95

SINGLE STATEWIDE
AVERAGE NF RATE
EFFECTIVE 10-01-94
WITH PRIOR OBRA
INCREASES INCLUDED

$71.69

10-1-94
OBRA
INCREASE

.03 ppd

SINGLE STATEWIDE
AVERAGE NF RATE WITH
OBRA INCREASE 10-1-94

$71.72 +(.0004)

TN 94-011
Supersedes:
None

, I

Approval Date fe/II $/9/ Effective IU/I /7'-/
/
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The OBRA rate increase of .03 ppd. represents the increase of cost
recognition for the following listed OBRA '87 requirements. The
prior .76 ppd. when added to this .03 increase represent a total
increase of .79 ppd. since 10-1-90 for OBRA cost recognition.

COST RECOGNITION CATEGORIES

1. Resident's Rights-Transfer and Discharge Requirements 42
483.12 (a) (5) (ii) , consisting primarily of requirements to
implement a resident appeal procedure associated with
transfer and discharge of residents.

CPR

2. Other Staffing Requirements-Social Service Qualifications
42 CPR 483.15 (g) (2) (ii) and 483.15 (g) (4), requirement for and
minimum qualification standards of a social worker for
facilities with more than 120 beds.

3. Resident Assessment-42 CFR 483.20, requirement regarding
frequency, timing and accuracy of resident assessments.

4. Plans For Care-42 CFR 483.20(d), requiring changes in timing
and content of the resident care plan.

5. Resident Assessment Discharge Summary-42 CFR 483.20 (e) (3) ,
additional requirements to develop a discharge plan.

6. Nurse Staffing Requirements-42 CFR 483.30, requiring increase
in nurse staffing resources in Indiana NFs with fewer than 40
beds to reach one full time equivalent RN.

7. Other Staffing Requirements-Dental Services 42 CFR 483.55,
requiring increased responsibi.J.ity placed on NFs to ensure
resident's receipt of needed dental care.

8. Other-Inflation Applied Against 10-1-90 Cost Recognition

CATEGORY
1
2
3
4
5
6
7
8

TOTALS

COST RECOGNITION
$ 48,318
$ 4,426,695
$ 494,414
$ 491,066
$ 287,438
$ 362,403
$ 780,807
$ 248,081
$ 7,139,222

PPD RATE
INCREASE
.0053
.4846
.0541
.0537
.0315
.0475
.0855
.0272
.7894

PERCENT OF
TOTAL INCREASE

.7
62.0
6.9
6.9
4.0
5.0

10.9
3.5

99.9

TN 94-011
Supersedes
None Approval Date 1000!c:;/c;f Effective /0/1/9</

I
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Rule 12. Rate-Setting Criteria for Nonstate-Owued Intermediate Care Facilities for Individuals with 
Developmental Disabilities and Community Residential Facilities for the Developmental Disabled 

405 IAC 1-12-1 Policy; scope 

Sec. 1. (a) This rule sets forth procedures for payment for services rendered to Medicaid members by duly 
certified nonstate-operated JCFs/IID, nonstate-operated CRMNFs, and nonstate-operated CRFs/DD. All 
payments referred to within this rule for the provider groups and levels of care are contingent upon the 
following: 

(1) Proper and current certification. 
(2) Compliance with applicable state and federal statutes and regulations. 

(b) The system of payment outlined in this rule is a prospective system. Cost limitations are contained in this 
rule which establish parameters regarding the allowability of ordinary patient or member related costs 
and define reasonable allowable costs. 

TN: llicDD5 
Supersedes 
TN: 12-010 Approval Date: DEC 0 1 _20_16 __ E_ffective Date: July l, 2016 
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( c) Retroactive repayment will be required by providers when au audit verifies ove1payment due to 
discounting, intentional misrepresentation, billing or payment errors, or misstatement of historical fmaucial 
or historical statistical data which caused a higher rate thau would have been allowed had the data been true 
and accurate. Upon discovery that a provider has received overpayment of a Medicaid claim from the office, 
the provider must complete the appropriate Medicaid billing adjustment form as prescribed by the office 
aud reimburse the office for the amount of the overpayment, or the office shall make a retroactive payment 
adjustment, as appropriate. 

( d) The office may implement Medicaid rates and recover overpayments from previous rate reimbursements, 
either through deductions of future payments or otherwise, without awaiting the outcome of the 
administrative appeal process, in accordance with IC 12-15-13-4( e ). 

(e) Providers must pay interest on overpayments, consistent with IC 12-15-13-4. The interest charge shall 
not exceed the percentage set out in JC 6-8.1-10-l(c). The interest shall accrue from the date of the 
overpayment to the provider aud shall apply to the net outstauding overpayment during the periods in which 

- --- -- su~hove=~~e:~x~~·--- -------------------·---.. -··· ...... -------------------------·--··--·--·· ...... ---·--------- ----1 

TN: 16-005 
Supersedes 
TN: 12-011 Approval Date:_D_E_C _0_1_20_1_6 ___ E:ffective Date: July 1, 2016 
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Sec. 2. (a) The definitions in this section apply throughout this rule. 

(b) "All-inclusive rate" means a per diem rate that, at a minimum, reimburses for all uursing or resident: 
(1) care; 
(2) room and board; 
(3) supplies; and 
( 4) ancillary services; 

within a single, comprehensive amount. 

( c) "Allowable cost" means a computation perfonned by the office to determine the per patient day cost 
based on a review of an annual frnancial report aud supporting information by applying this rule. 

( d) "Allowable per patient or per resident day cost" means a ratio between total allowable costs and patient 
or resident days . 

. --·---C~)-"Annualized''meru:isntstatiugJl!UllllOJJlltto.an_aUOJJa!Yllll!e~Ihis~Jllilntatinuis.perfommdh)'. __________ ~ 
multiplying an amount applicable to a period ofless or greater than three hundred sixty-five (365) days, by a 
ratio determined by dividing the number of days in the reporting period by three hundred sixty-five (365) 
days, except in leap years, in which case the divisor shall be three hundred sixty-six (366) days. 

(f) "Annual or historical financial report" refers to a presentation of financial data, including appropriate 
supplemental data aud accompanying notes derived from accounting records and intended to communicate 
the provider's economic resources or obligations at a point in time, or changes therein for a period of time in 
compliance with the reporting requirements of this rule, which shall constitute a comprehensive basis of 
accounting. 

(g) "Average historical cost of property of the median bed" means the allowable resident-related property 
per bed for facilities that are not acquired through au operating lease arrangement, when rauked in numerical 
order based on the allowable resident-related historical property cost per bed that shall be updated each 
calendar quarter. Property shall be considered allowable if it satisfies the conditions of section 16(a) of this 
rule. 

(h) "Average inflated allowable cost of the median patient day" means the inflated allowable per patient day 
cost of the median patient day from all providers when ranked in numerical order based on average inflated 
allowable cost. The average inflated allowable cost shall be maintained by the office aud revised four ( 4) 
times per year effective April 1, July 1, October 1, and January 1 and shall be computed on a statewide basis 
for like levels of care, with the exceptions noted in this subsection, as follows: 

TN: 16-005 
Supersedes 
TN: 07-013 Approval Date: DEC 01 2016 Effective Date: July 1, 2016 
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(1) If there are fewer than six (6) homes with rates established that are licensed as developmental 
training homes, the average inflated allowable cost for developmental training homes shall be 
computed on a statewide basis utilizing all basic developmental homes with eight and one-half (8 
l /2) or fewer hours per patient day of actual staffing. 
(2) If there are fewer than six ( 6) homes with rates established. that are licensed as small behavior 
management residences for children, the average inflated allowable cost for small behavior 
management residences for children shall be the average inflated allowable cost for child rearing 
residences with specialized programs increased by two hundred forty percent (240%) of the average 
staffing cost per hour for child rearing residences with specialized programs. 
(3) If there are fewer than six ( 6) homes with rates established that are licensed as small extensive 
medical needs residences for adults, the average inflated allowable cost of the median patient day 
for small extensive medical needs residences for adults shall be the average inflated allowable cost 
of the median patient day for basic developmental homes multiplied by one hundred fifty-nine 
percent (159%). 
( 4) If there are fewer than six (6) homes with rates established that are licensed as extensive support 
needs residences, the average inflated allowable cost of the median patient day for extensive support 
needs residences for adults shall be the average inflated allowable cost of the median patient day for ! 

__ . __ __ ---·---- -·- ... __ smfiltextensivemedic!!).11_e.«<is_Je§.i!im~e.1;multil'lied\ly_Q_®Jt_lill_<!i:;:c!_fif!y.::ffi'Jl_l'.\'!:2l'!!t(l52%.t __________ ! 

(i) "Change of provider status" means a bona fide sale, lease, or termination of an existing lease that for 
reimbursement purposes is recognized as creating a new provider status that permits the establishment of an 
initial interim rate. Except as provided wider section l 7(f) of this mle, the term includes only those 
transactions negotiated at arm's length between unrelated parties. 

0) "Cost center" means a cost category delineated by cost reporting forms prescribed by the office. 

(k) "DDRS" means the Indiana division of disability and rehabilitative services. 

(I) "Debt" means the lesser of the original loan balance at the time of acquisition and original balances of 
other allowable loans or eighty percent (80%) of the allowable historical cost of facilities and equipment. 

(m) "Department head" means an individual(s) responsible for the supervision and management of an 
ICF/IID or CRF/DD department. Home Office personnel responsible for the supervision and 
oversight of facility department heads qnalify as general line personnel. 

(n) "Desk review" means a review and application of these regulations to a provider submitted fmancial 
report including accompanying notes and supplemental information. 

TN: 16-005 
Supersedes 
TN: 07-013 Approval Date: DEC 0 1 2016 Effective Date: July !, 2016 
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TN: 20-020 
Supersedes 
TN: 16-005 Approval Date:_____________   Effective Date: October 1, 2020 

(o) "Equity" means allowable historical costs of facilities and equipment, less the unpaid balance
of allowable debt at the provider's reporting year-end.

(p) "Fair rental value allowance" means a methodology for reimbursing extensive support needs
residences for adults for the use of allowable facilities and equipment, based on establishing a
rental rate, and a rental valuation on a per bed basis of the facilities and equipment.

(q) "Field audit" means a formal official verification and methodical examination and review,
including the final written report of the examination of original books of accounts by auditors.

(r) "Forms prescribed by the office" means:
(1) forms provided by the office; or
(2) substitute forms that have received prior written approval by the office.

(s) "General line personnel" means management personnel above the department head level who
perform a policymaking or supervisory function impacting directly on the operation of the
facility.

(t) "Generally accepted accounting principles" or "GAAP" means those accounting principles as
established by the designated authority that governs the preparation of financial statements based
on whether an entity is government or nongovernment owned, or whether it is governed by the
requirements of the state board of accounts.

(u) "Like levels of care" means care:
(1) within the same level of licensure provided in a CRF/DD;
(2) provided in a nonstate-operated ICF/IID; or
(3) provided in a nonstate-operated ICF/IID licensed as a CRMNF.

(v) "Non-rebasing year" means the year during which nonstate operated ICFs/IID and CRFs/DD
annual Medicaid rate is not established based on a review of their annual financial report
covering their most recently completed historical period. The annual Medicaid rate effective
during a non-rebasing year shall be determined by adjusting the Medicaid rate from the previous
year by an inflation adjustment. The following years shall be non-rebasing years:

October 1, 2019, through September 30, 2020 
October 1, 2020, through September 30, 2021 
October 1, 2021, through September 30, 2022 
October 1, 2023, through September 30, 2024 
October 1, 2025, through September 30, 2026 

And every second year thereafter. 

(w) "Ordinary patient or member-related costs" means costs of services and supplies that are
necessary in delivery of patient or resident care by similar providers within the state.

3/12/21
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(x) "Patient or resident/member care" means those Medicaid program services delivered to a
Medicaid enrolled member by a provider.

(y) "Profit add-on" means an additional payment to providers in addition to allowable costs as an
incentive for efficient and economical operation.

(z) "Reasonable allowable costs" means the price a prudent, cost conscious buyer would pay a
willing seller for goods or services in an arm's length transaction, not to exceed the limitations
set out in this rule.

(aa) "Rebasing year" means the year during which nonstate operated ICFs/IID and CRFs/DD 
Medicaid rate is based on a review of their annual financial report covering their most recently 
completed historical period. The following years shall be rebasing years: 

October 1, 2018, through September 30, 2019 
October 1, 2022, through September 30, 2023 
October 1, 2024, through September 30, 2025 

And every second year thereafter. 

(bb) "Related party/organization" means that the provider: 
(1) is associated or affiliated with; or
(2) has the ability to control or be controlled by;

the organization furnishing the service, facilities, or supplies. 

(cc) "Routine medical and nonmedical supplies and equipment" includes those items generally
required to assure adequate medical care and personal hygiene of patients or residents by
providers of like levels of care.

(dd) "Unit of service" means all patient or resident care at the appropriate level of care included
in the established per diem rate required for the care of a patient or resident for one (1) day
(twenty-four (24) hours).

(ee) "Use fee" means the reimbursement provided to fully amortize both principal and interest of 
allowable debt under the terms and conditions specified in this rule, for all providers, except for 
providers of extensive support needs residences for adults. 

3/12/21
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405 IAC 1-12-3 Accounting records; retention schedule; audit trail; accrual basis; segregation of accounts by 
nature of business and by location 

Sec. 3. (a) The basis of accounting used under this rule is a comprehensive basis of accounting other than 
GAAP. All cost and charges reported on the provider's cost report mnst also be recorded on the 
provider's financial statements. Costs and charges must be reported on the cost report in accordance with 
the following anthorities, in the hierarchical order listed: 

(1) Costs must be reported in accordance with the specific provisions as set forth in this rule, any 
financial report instructions, provider bulletins, and any other policy communications. 
(2) Costs must be reported in conformance with cost finding principles published in the Medicare 
Provider Reimbursement Manual, CMS 15-1. 
(3) Costs must be reported in confmmance with GAAP. 

(b) Each provider must maintain financial records for a minimum period of three (3) years after the date of 
submission of financial reports to the office. Copies of any financial records or supporting I 

documentation must be provided to the office upon request. The accrual basis of accounting shall be 
used in all data submitted to the office except for gove=ent operated providers that are otherwise required I ---- ... :::::::::::.::::::·:::::.:=~ ---
provider are unable to reach an agreement on a scheduled field audit date, the auditor will l 
assign a date for the field audit to begin, no earlier than sixty (60) days after the date that the ! 
provider was initially contacted to schedule the field visit. · 

TN: 16-005 
Supersedes 
TN: New 

(1) The auditor will confirm the field audit date by providing a written notice I 
identifying the date of the scheduled field audit and all information the provider is ,I 

required to submit in advance of the field audit date. The notice will be provided at 
least sixty (60) days prior to the commencement of field work, and will allow the I· 
provider a minimum of thirty (30) days to submit the required information, which 
shall be due to the auditor no less than thirty (30) days prior to the date of the 
scheduled field audit. 
2) After assignment of a field audit date, a provider may submit a one-time request 
that the scheduled field audit be postponed to a later date. 

(A) The office shall approve or deny the request in writing within fifteen (15) 
days of receiving the request. 
(B) Any delay of the scheduled field audit date does not extend the due date of 
the required information. 

(3) Failure tu submit the required information by the due date in the written notice 
shall result in the following actions being taken: 

(A) The rate then currently being paid to the provider shall be reduced by ten 
percent (10% ), effective on the first day of the month following the date the 
response was due. 

Approval Date: DEC 0 1 2016 Effective Date: July 1, 2016 
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(B) The ten percent (10%) rate reduction shall remain in place until the first 
day of the month following the earlier of the receipt of information requested in 
the written notice or one (1) year after the effective date of the ten percent 
(10%) rate reduction. 
(C) No rate increases will be allowed until the first day of the month following 
the earlier of the receipt of information requested in the written notice, or one 
(l)year after the effective date of the ten percent (10%) rate reduction. 
(D) No reimbursement for the difference between the rate that would have 
otherwise been in effect and the reduced rate is recoverable by the provider. 

( d) When a field audit indicates that the provider's records are inadequate to support data submitted to the 
office or the additional requested documentation is not provided pursuant to the auditor's request, and the 
auditor is unable to complete the audit, the following actions shall be taken: 

(l) The auditor shall give a written notice listing all of the deficiencies in documentation. 
·· · ···· ~-· -- · ··(2'fFhe-pr0viderwillbe·all0wed-thirty-(-3-0)-days-frem-the-dateef.the-notieet0 previde-the·- ... . -- -----' . 

documentation and correct the deficiencies. 
(3) Not later than thirty (30) days from the date of the notice described in subdivision (1 ), the 
provider may seek one (1) thirty (30) day extension to respond to the notice and shall describe the 
reason(s) the extension is necessary. 

( e) In the event that the deficiencies in documentation are not corrected within the time ]jmit specified in 
subsection ( c ), the following actions shall be taken: 

TN: 16-005 
Supersedes 
TN: New 

(1) The rate then currently being paid to the provider shall be reduced by ten percent (10% ), 
effective on the first day of the month following the date the response was due. 
(2) The ten percent (10%) reduction shall remain in place until the first day of the month following 
the receipt of a complete response. 
(3) Ifno response described in subdivision (2) is received, this reduction expires one (1) year after 
the effective date specified in subdivision (I). 
(4) No rate increases will be allowed until the first day of the month following the receipt of the 
response and requested documentation, or the expiration of the reduction. 
(5) No reimbursement for the difference between the rate that would have otherwise been in place 
and the reduced rate is recoverable by the provider. 

Approval Date: DEC 0 l 2016 Effective Date: July 1. 2016 
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(f) In the event that the documentation su\>mitted is inadequate or incomplete, ihe following additional 
actions shall be taken: 

(1) Appropriate adjustments to the applicable cost reports of the provider resulting from inadequate 
records shall be made. 
(2) The office shall document such adjustments in a finalized exception repmt. 
(3) The office shall incorporate such adjustments in the prospective rate calcnlations under section 
l(d) of this rule. 

(g) If a provider has business enterprises other than those reimbursed by Medicaid under this rule, the 
revenues, expenses, and statistical and financial records for such enterprises shall be clearly identifiable 
from the records of the operations reimbursed by Medicaid. If a field audit establishes that records are not 
maintained so as to clearly identify Medicaid information, none of the commingled costs shall be recognized 
as Medicaid allowable costs and the provider's rate shall be adjusted to reflect the disallowance effective as 
of the date of the most recent rate change. 

(h) When multiple facilities or operations are owned by a single entity with a central office, the central 
office records shall be maintained as a separate set of records with costs and revenues separately identified 

__ _ __ _ _ _--1l!l_cl_!!PJlI9.Piillt~x allocated to individual f~c:!!ities. Eac!i_eo!'ntr~Lo__f!ice__"-nJijy..§hall fill'_a.tlJl!llll!'!L or hifil9Iic!l.l __ 
financial report coincidental with the time period for any type of rate review for any individual facility that 
receives any central office allocation. Allocation of central office costs shall be reasonable, conform to 
GAAP, and be consistent between years. Any change of central office allocation bases must be approved by 
the office prior to the changes being implemented. Proposed changes in allocation methods must be 
submitted to the office at least ninety (90) days prior to the reporting period to which the change applies. 
Such costs are allowable only to the extent that the central office is providing services related to patient or 
resident care and the provider can demonstrate that the central office costs improved efficiency, economy, 
and quality of member care. 

(i) The burden of substantiating that costs are patient or resident related lies with the provider. 

TN: 16-00~. 
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405 TAC 1-12-4 Financial report to office; annual schedule; prescribed form; extensions; penalty for 
untimely filing 

Sec. 4. (a) Each provider shall submit an annual financial report to the office not later than ninety (90) days 
after the close of the provider's reporting year. The annual financial report shall coincide with the fiscal year 
used by the provider to report federal income taxes for the operation unless the provider requests in writing 
that a different reporting period be used. Such a request shall be submitted within sixty ( 60) days after the 
initial enrollment of a provider. This option may be exercised only one (1) time by a provider. If a rnporting 
period other than the tax year is established, audit trails between the periods are required, including 
reconciliation statements between the provider's records and the annual financial report. 

(b) The provider's annual financial report shall be submitted using forms prescribed by the office. All data 
elements and required attachments shall be completed so as to provide full financial disclosure and shall 
include the following as a minimum: 

(1) Patient or resident census data. 
(2) Statistical data. 
(3) Ownership and related party information. 

_____ .......... ____ (4:)SJ:atell1el!l.obllexrum[e'L"lldallinrn!!1.!l~ ______________________ _ .. --------------------------· 
(5) Detail of fixed assets and patient or resident related interest bearing debt. 
( 6) Complete balance sheet data. 
(7) Schedule of Medicaid and private pay charges in effect on the last day of the reporting period 
mid on the rate effective date as defined by this rule. Private pay charges shall be the lowest usual 
and customary charge. 
(8) Ce1tification statement signed by the provider that: 

(A) the data are tme, accurate, related to patient or resident care; and 
(B) expenses not related to patient or resident care have been clearly identified. 

(9) Certification statement signed by the preparer, if different from the provider, that the data were 
compiled from all information provided to the preparer by the provider, and as such are true and 
accurate to the best of the preparer's knowledge. 

( c) Extension of the ninety (90) day filing period shall not be granted unless the provider substantiates to the 
office circumstances that preclude a timely filing. Requests for extensions shall be submitted to the office 
prior to the date due, with full and complete explanation of the reasons an extension is necessary. The office 
shall review timely requests for extension and notify the provider of approval or disapproval within ten (10) 
days of receipt If the request for extension is disapproved, the report shall be due twenty (20) days from the 
date ofreceipt of the disapproval from the office. Untimely requests for an extension will not result iu a 
change to the original dnc date, nor will it alleviate the provider from the penalty provision in 
subsection (d). 

( d) Failure to submit ai1 annual financial report within the time limit required shall result in the following 
actions: 

TN: 16-005 
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(1) No rate review requests shall be accepted or acted upon by the office until the delinquent report 
is received, and the effective date of the Medicaid rate calculated utilizing the delinquent annual 
financial report shall be the first day of the month after the delinquent annual financial report is 
received by the office. All limitations in effect at the time of the original effective date of the annual 
rate review shall apply. 
(2) When an annual financial report is 1hirty (30) days past due and an extension has not been 
granted, the rate then currently being paid to the provider shall be reduced by ten percent (10% ), 
effective on the first day of the month following the thirtieth day the annual financial report is past 
due and shall so remain until the first day of the month after the delinquent annual financial repmt is 
received by the office. Reimbursement lost as a result of this penal1y cannot be recovered by the 
provider. 

405 IAC 1-12-5 New provider; initial financial report to office; criteria for establishing initial interim rates; 
supplemental report; base rate setting; penalty for untimely filing of Checklist of Management 
Representations 

Sec. 5. (a) Rate requests to establish initial interim rates for a new operation, a new 1ype of certified service, 
. ____ J!.JJJll"l_!)'pJJ_oflice!l~Lu~ for '111ex.!3tingg;gyg Ji9m_.,, Ql'_"c]iange_gf p_!QYicte_r sta:tl!" eJiajl l>«.fil ed b_y ______ _ 

submitting an initial rate request to the office on or before thirty (30) days after notification of the 
enrollment date or establishment of a new service or type oflicensure. Initial interim rates will be set at the 
greater of: 

(1) the prior provider's then current rate, including any changes due to a field audit, if applicable; or 
. (2) the fiftieth percentile rates as computed in this subsection. 

Initial interim rates shall be effective upon the later of the enrollment date, the effective date of a licensure 
change, or the date that a service is established. The fiftieth percentile rates shall be computed on a statewide 
basis for like levels ofcare, except as provided in snbsection (b), using current rates of all CRF/DD and 
ICF/IID providers. The fiftieth percentile rates shall be maintained by the office, and a revision shall be 
made to these rates four ( 4) times per year effective on April 1, July I, October 1, and January I. 

(b) Until 1he identified threshold number of homes is obtained, the fiftieth percentile rates shall be 
determined as follows: 

TN: 16-005 
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(1) If there are fewer than six (6) ho1nes with rates established that are licensed as developmental 
training homes, the fiftieth percentile rates for developmental training homes shall be computed on a 
statewide basis using current rates of all basic developmental homes with eight and one-half (8Y..) or 
fewer hours per patient day of actual staffing. 
(2) If there are fewer than six (6) homes with rates established that are licensed as small behavior 
management residences for children, the fiftieth percentile rate for small behavior management 
residences for children shall be the fiftieth percentile rate for child rearing residences with 
specialized programs increased by two hundred forty percent (240%) of the average staffing cost per 
hour for child rearing residences with specialized programs. 
(3) If there are fewer 1han six (6) homes with rates established that are licensed as small extensive 
medical needs residences for adults, 1he fiftieth percentile rate for small extensive medical needs 
residences for adults shall be the fiftieth percentile rate for basic developmental homes multiplied by 
one hundred fifty-nine percent (159%). 
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( 4) Ifthere are fewer than six (6) homes with rates established that are licensed as extensive support 
needs residences for adults, the fiftieth percentile rate for extensive support needs residences for 
adults shall be the fiftieth percentile rate for small extensive medical needs residences multiplied by 
one hundred fifty-two perceut (152%). 

( c) The provider shall file a nine (9) month historical financial report within sixty (60) days following the 
end of the first nine (9) months of operation, The nine (9) months of historical financial data shall be nsed to 
determine the provider's base rate. The base rate shall be effective from the first day of the tenth month of 
enrolled operation until the next regularly scheduled annual review. An annual fmancial report need not be 
submitted until the provider's first fiscal year-end that occurs after the rate effective date of a base rate. Jn 
determining the base rate, limitations and restrictions otherwise outlined in this rule, except the annual rate 
limitation, shall apply. For purposes of this subsection, in determining the nine (9) months of the historical 
fmancial report, if the first day of enrollment falls on or before the fifteenth day of a calendar month, then 
that calendar month shall be considered the provider's first month of operation. If the first day of enrollment 
falls after the fifteenth day of a calendar month, then the immediately succeeding calendar month shall be 
considered the provider's first month of operation. 

--~---~d)_Tlle_pxo_yidllr'JLhjstorkalfinancial.rnportshalLbe_Bubmitted .. usiug. forrns .. px~scribe1Lby_J:fil!_offic_e,_Alldfila_ _ _____ _ 
elements and required attachments shall be completed so as to provide full financial disclosure and shall 
include the following at a minimum: 

(1) Patient or resident census data. 
(2) Statistical data. 
(3) Ownership and related party infonnation. 
( 4) Statement of all expenses and all income. 
(5) Detail of fixed assets and patient or resident-related interest bearing debt. 
( 6) Complete balance sheet data. 
(7) Schedule of Medicaid and private pay charges in effect on the last day of the reporting period 
and on the rate effective date as defined in this rule; private pay charges shall be the lowest usual 
and customary charge. 
(8) Certification by the provider that: 

(A) the data are true, accurate, and related to patient or resident care; and 
(B) expenses not related to patient or resident cal'e have been clearly identified. 

(9) Certification by the preparer, if different from the provider, that the data were compiled from all 
information provided to the preparer, by the provider, and as such are true and accurate to the best of 
the preparer's knowledge. 

(e) Extension of the sixty (60) day filing period shall not be granted unless the provider substantiates to the 
office circumstances that preclude a timely filing. Requests for extensions shall be submitted to the office 
prior to the date due, with full and complete explanation of the reasons an extension is necessary. The office 
shall review the request and notify the provider of approval or disapproval within ten (10) days of receipt. If 
the extension is disapproved, the rep01i shall be due twenty (20) days from the date of receipt of the 
disapproval from the office. 
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(f) If the provider fails to submit the nine (9) months of historical financial data within ninety (90) days 
following the end of the first nine (9) months of operation and an extension has not been granted, the initial 
interim rate shall be reduced by ten percent (10%), effective on the first day of the tenth month after 
certification and shall so remain nntil the first day of the month after the delinquent annual fmancial report is 
received by the office. Reimbmsement lost because of the penalty cannot be recovered by the provider. The 
effective date of the base rate calculated utilizing the delinquent historical fmancial report shall be the first 
day of the month after the delinquent historical financial report is received by the office. All limitations in 
effect atthe time of the original effective date of the base rate review shall apply. 

(g) Except as provided in section l 7(f) oftbis rule, neither an initial interim rate nor a base rate shall be 
established for a provider whose change of provider status was a related party transaction as established in 
this rule. 
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(h) In the event of a change in provider ownership, ownership structure (including mergers, exchange 
of stock, etc.), provider, operator, lessor/lessee, or any change in control, the new provider shall 
submit a completed Checklist of Management Representations Concerning Change in Ownership to 
the office within thirty (30) days following the date the Checklist of Management Representations 
request is sent to the provider. The completed checklist shall include all supporting documentation. 
No Medicaid rate adjustments for the facility shall be performed until the completed checklist is 
submitted to the office. If the completed Checklist of Management Representations has not been 
submitted within ninety (90) days following the date the Checklist of Management Representations 
request is sent to the provider, the Medicaid rate currently being paid to the provider shall be reduced 
by ten percent (10%), effective on the first day of the month following the end of the ninety (90) day 
period. The penalty shall remain nntil the first day of the month after the completed Checklist of 
Management Representations is received by the office. Reimbursement lost because of the penalty 
cannot be recovered by the provider. 

I 

I 

·········-~~----·-·--···-------·--------1 
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405 IAC 1-12-6 Active providers; rate review; annual request 
 
Sec. 6. (a) The rate effective date of the annual rate review established during rebasing years and non-rebasing years 
shall be the first day of the fourth month following the provider's reporting year end, provided the annual financial 
report is submitted within ninety (90) days of the end of the provider's reporting period. 
 
(b) The annual rate review that shall become effective during a rebasing year shall be established using the annual 
financial report as the basis of the review. 
 
(c) The annual rate review that shall become effective during a non-rebasing year shall be established by applying an 
inflation adjustment to the previous year's annual or base Medicaid rate that excludes the rate reduction amount 
specified in section 24(b) of this rule. The inflation adjustment prescribed by this subsection shall be applied by using 
the CMS Nursing Home without Capital Market Basket index as published by DRI/WEFA. The inflation adjustment 
shall apply from the midpoint of the previous year's annual or base Medicaid rate period to the midpoint of the current 
year annual Medicaid rate period prescribed as follows: 
  

Rate Effective Date 
 

Midpoint Quarter 
 

January 1, Year 1 
 

July 1, Year 1  
April 1, Year 1 

 
October 1, Year 1 

 
July 1, Year 1 

 
January 1, Year 2 

 
October 1, Year 1 

 
April 1, Year 2 
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405 IAC 1-12-7 Request for rate review; effect of inflation; occupancy level assumptions 

Sec. 7. (a) Rate setting during rebasing years shall be based on the provider's annual or historical 
financial report for the most recent completed year. In determining prospective allowable costs 
during rebasing years, each provider's costs from the most recent completed year will be adjusted 
for inflation by the office using the following methodology. All allowable costs of the provider, 
except for: 

(1) mortgage interest on facilities and equipment;
(2) depreciation on facilities and equipment;
(3) rent or lease costs for facilities and equipment; and
(4) working capital interest;

shall be increased for inflation using the CMS Nursing Home without Capital Market Basket 
index as published by IHS. The inflation adjustment shall apply from the midpoint of the annual 
or historical financial report period to the midpoint of the expected rate period. 

(b) For purposes of determining the average allowable cost of the median patient day as
applicable during rebasing years, each provider's costs from their most recent completed, non-
excluded year will be adjusted for inflation by the office using the following methodology. 
Providers whose most recently completed rate is an initial interim rate shall be excluded from the 
determination of the average allowable cost of the median patient day. Any annual financial report 
period that, partially or fully, overlaps the period of March 1, 2020 through December 31, 2020 
shall be excluded from the determination of the average allowable cost of the median patient day. 
For determinations of the average allowable cost of the median patient day on and after October 
1, 2022, any financial report that partially or fully precedes July 1, 2021 shall have their allowable 
per diem costs increased by a proration of the 10% direct care workforce add-on effective July 1, 
2021 based on the days in the financial report period prior to July 1, 2021 compared to the days 
for the entire financial report period.  All allowable costs of the provider, except for: 

(1) mortgage interest on facilities and equipment;
(2) depreciation on facilities and equipment;
(3) rent or lease costs for facilities and equipment; and
(4) working capital interest;

shall be increased for inflation using the CMS Nursing Home without Capital Market Basket 
index as published by IHS. The inflation adjustment shall apply from the midpoint of the annual 
or historical financial report period to the midpoint prescribed as follows: 

Median Effective Date Midpoint Quarter 
January 1, Year 1 July 1, Year 1 
April 1, Year 1 October 1, Year 1 
July 1, Year 1 January 1, Year 2 

October 1, Year 1 April 1, Year 2 
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(c) For ICFs/llD and CRFs/DD, allowable costs per patient or resident day shall be determined based on an 
occupancy level equal to the greater of actual occupancy, or ninety-five percent (95%) for ICFs/IJD and 
ninety percent (90%) for CRFs/DD, for certain fixed facility costs. The fixed costs subject to this minimum 
occupancy level standard include the following: 

TN: 16-005 
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(1) Director of nursing wages. 
(2) Administrator wages. 
(3) All costs reported in the ownership cost center, except repairs and maintenance. 
( 4) The capital return factor determined in accordance with sections 12 through 17 of this rule for all 
providers, except for providers of extensive support needs residences for adults. 
(5) The fair rental value allowance determined in accordance with section 20.5 of this rule for 
providers of extensive support needs residences for adults. 
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405 IAC 1-12-8 Limitations or qualifications to Medicaid reimbursement; advertising; vehicle basis 
 
Sec. 8. (a) Advertising is not an allowable cost under this rule except for those advertising costs incurred in the recruitment of 
facility personnel necessary for compliance with facility certification requirements. Advertising costs are not allowable in 
connection with public relations or fundraising or to encourage patient or resident utilization. 
 

(b) Each facility and distinct home office location shall be allowed: 
(1) one (1) patient or resident care-related automobile; and 
(2) one (1) vehicle that can be utilized for facility maintenance or patient or resident support or for both uses; 

to be included in the vehicle basis for purposes of cost reimbursement under this rule. Vehicle basis means the purchase price of 
the vehicle used for facility or home office operations. If a portion of the use of the vehicle is for personal purposes or for 
purposes other than operation of the facility or home office, then such portion of the cost must not be included in the vehicle 
basis. The facility and home office location(s) are responsible for maintaining records to substantiate operational and personal 
use for all allowable vehicles. This limitation does not apply to vehicles with a gross vehicle weight of more than six thousand 
(6,000) pounds. 
 
405 IAC 1-12-9 Criteria limiting rate adjustment granted by office 
  
 Sec. 9. During rebasing years and for base rate reviews, the Medicaid reimbursement system is based on recognition of 
the provider's allowable costs plus a potential profit add-on payment. The payment rate established during rebasing years and 
for base rate reviews is subject to the following limitations: 

(1) In no instance shall the approved Medicaid rate be higher than the rate paid to that provider by the general public 
for the same type of services. For purposes of this rule, the rates paid by the general public shall not include rates paid 
by the DDRS. 
(2) Should the rate calculations produce a rate higher than the reimbursement rate requested by the provider, the 
approved rate shall be the rate requested by the provider. 
(3) Inflated allowable per patient or per resident day costs plus the allowed profit add-on payment as determined by the 
methodology in Table I. 
(4) In no instance shall the approved Medicaid rate exceed the overall rate limit percent (Column A) in Table II, times 
the average inflated allowable cost of the median patient or resident day. 
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The profit add-on is equal to the percent (Column A) of the difference (if greater than zero (0)) between a 
provider's inflated allowable per patient or resident day cost, and the ceiling (Column B) times the average inflated 

allowable per patient or resident day cost of the median patient or resident day. Under no circumstances shall a 
provider's per patient or resident day profit add"on exceed the cap (Column C) times the average inflated allowable 

ue1· patient or resident day cost of the median patient or resident day. 
Level of Care (A) Percent (B) Ceiling (C) Cap 

Sheltered living 40% 105% 10% 
Intensive training 40% 120% 10% 

Child rearing 40% 130% 12% 
Nonstate-operated ICFIIID 40% 125% 12% 

Developmental training 40% 110% 10% 
Child rearing with a specialized program 40% 120% 12% 

Small behavior management residences for children 40% ]20% 12% 
Basic developmental 40% 110% 10% 

Small extensive medical needs residences for adults 40% 110% 10% 
Extensive suppo1t needs residences for adults 40% 110% 10% 

TN: 16-005 
Supersedes 
TN: 07-013 Approval Date: __ O_EC_0_1_20_16 __ Effective Date: July l, 2016 



State: Indiana 

TABLE II 
Overall Rate Limit 

Level of Care 
Sheltered living 

lntensive training 
Child rearing 

Developmental training 
Child rearing with a specialized program 

Small behavior management residences for children 
Basic developmental 

Small extensive medical needs residences for adults 
Extensive suppoit needs residences for adults 

1N: 16-005 
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Nonstate-operated ICF/IlD 
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(A) Percent 
115% 
120% 
130% 
120% 
120% 
120% 
120% 
120% 

120% 
107% 

Effective Date: July 1, 2016 
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Sec. 10. (a) The per diem rate shall be an all-inclusive rate. The office shall not set a rate for more

than one (1) level of care for each CRFIDD provider.

(b) Costs and revenues shall be reported as required on the financial report forms. Patient or resident

care costs shall be clearly identified.

(c) The provider shall report as patient or resident care costs only costs that have been incurred in

the providing of patient or resident care services. The provider shall certify on all financial reports that costs

not related to patient or resident care have been separately identified on the financial report.

(d) In determining reasonableness of costs, the office may compare line items, cost centers, or total

costs of providers with like levels of care throughout the state. The office may request satisfactory

documentation from providers whose costs do not appear to be accurate and allowable.

FOOTNOTE TO SECTION 10(d) ABOVE BUT NOT PART OF THE PROMULGATED REIMBURSEMENT

RULE: THIS SECTION AUTHORIZES THE STATE TO COMPARE LINE ITEM, COST CENTERS OR

TOTAL COSTS OF PROVIDERS WITH LIKE LEVELS OF CARE THROUGHOUT THE STATE. SUCH

COMPARISONS WILL OCCUR DURING THE NORMAL DESK REVIEW AND AUDIT PROCESSES. THIS

ACTIVITY NATURALLY REQUIRES THE USE OF PROFESSIONAL JUDGMENT. COSTS THAT APPEAR

TO BE OUT OF LINE WITH PROVIDERS WITH LIKE LEVELS OF CARE WILL BE QUESTIONED IN

MUCH THE SAME WAY THAT COSTS ARE QUESTIONED UNDER THE CURRENT APPROVED PLAN.

SPECIFYING THE PRECISE CONDITIONS WHEN THESE ACTIONS MUST OCCUR IS NOT FEASIBLE.

(e) Indiana state taxes, including local taxes, shall be considered an allowable cost. Federal income

taxes are not considered allowable costs. (Office of the Secretary ofFamily and Social Services; 405 lAC 1-12-

10)
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405 IAC 1-12-11 Allowable costs; services provided by parties related to provider 

Sec. II. (a) Costs applicable to services, facilities, and supplies furnished to the provider 
by organizations related to the provider by common ownership or control must be included in the 
allowable cost in the unit of service of the provider at the cost to the related organization. 
However, such cost must not exceed the price of comparable services, facilities, or supplies that 
could be purchased as an arm's-length transaction, in an open competitive market. 

(b) Common ownership exists when an individual, individuals, or any legal entity 
possesses ownership or equity of at least five percent (5%) in the provider as well as the 
institution or organization serving the provider. An individual is considered to own the interest of 
immediate family for the determination of percentage of ownership. The following persons are 
considered immediate family: 

TN: 12-011 
Supersedes 
TN: 11-021 

(1) Husband and wife. 
(2) Natural parent, child, and sibling. 
(3) Adopted child and adoptive parent. 
(4) Stepparent, stepchild, stepsister, and stepbrother. 
(5) Father-in-law, mother-in-law, sister-in-law, brother-in-law, son-in-law, daughter-in

law, stepson-in-Iaw, and stepdaughter-in-Iaw. 
(6) Grandparent and grandchild. 
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(c) Control exists where an individual or an organization has the power, directly or 
indirectly, to influence or direct the actions or policies of an organization or institution, whether 
or not actually exercised. 

(d) Transactions between related parties are not considered to have arisen through arm's
length negotiations. Costs applicable to services, facilities, and supplies furnished to a provider 
by related parties shall not exceed the lower of the cost to the related party or the price of 
comparable services, facilities, or supplies purchased as an arm's-length transaction, in an open 
competitive market. An exception to this subsection may be granted by the office if requested in 
writing by the provider before the rate effective date of the review to which the exception is to 
apply. The provider's request shall include a comprehensive representation that every condition 
in subsection (e) has been met. This representation shall include, but not be limited to, the 
percentage of business the-provider transacts with related and nomelated parties based upon 
revenue. When requested by the office, the provider shall submit documentation, such as 
invoices, standard charge master listings, and remittances to substantiate the provider's charges 
for services, facilities, or supplies to related and nomelated parties. 

(e) The office shall grant an exception when a related organization meets all ofthe 
following conditions: 

(1) The supplying organization is a bona fide separate organization whose services, 
facilities, and supplies are made available to the public in an open competitive market. 

(2) A sufficient part of the supplying organization's business activity is transacted witll 
other than the provider and organizations related to the supplier in common ownership or 
control, and there is an open competitive market for the type of services, facilities, or supplies 
furnished by the organization. Transactions with residents offacilities that are owned, operated, 
or managed by the provider or organizations related to the provider shall not be considered a 
business activity for purposes of meeting this requirement. 

(3) The services, supplies, or facilities are those which commonly are obtained by 
institutions, such as the provider, from other organizations and are not a basic element of patient 
or resident care ordinarily furnished directly to patients or residents by such institutions. 

(4) The organization actually furnishes such services, facilities, or supplies to other non
related party organizations, and the charge to the provider is in line with the charge for such 
services, facilities, or supplies in the open market and no more than the charge made under 
comparable circumstances to others by the organization for such services, facilities, or supplies. 

(f) The related-party exception shall be granted for any period oftime, up to the 
maximum period oftwo (2) years. 

TN: 12-011 
Supersedes 
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405 IAC 1-12-12 Allowable costs; capital return factor 
 Authority: IC 12-8-6-5; IC 12-15-1-10; IC 12-15-21-2 
 Affected: IC 12-13-7-3; IC 12-15 
 
 Sec. 12. (a) Providers, other than extensive support needs residences for adults, shall be reimbursed for the use of 
facilities and equipment, regardless of whether they are owned or leased, by means of a capital return factor. The capital return 
factor shall be composed of a use fee to cover the use of facilities, land and equipment, and a return on equity. Such 
reimbursement shall be in lieu of the costs of all depreciation, interest, lease, rent, or other consideration paid for the use of 
property. This includes all central office facilities and equipment whose patient or resident care-related depreciation, interest, or 
lease expense is allocated to the facility. 
 
 (b) The capital return factor portion of the established rate during rebasing years is the sum of the allowed use fee, 
return on equity, and rent payments. 
 
 (c) Allowable patient or resident care-related rent, lease payments, and fair rental value of property used through 
contractual arrangement shall be subjected to limitations of the capital return factor as described in this section.  
 
 
405 IAC 1-12-13 Allowable costs; capital return factor; computation of use fee component; interest; allocation of loan to 
facilities and parties 

Authority: IC 12-8-6-5; IC 12-15-1-10; IC 12-15-21-2 
Affected: IC 12-13-7-3; IC 12-15 

 
Sec. 13. (a) The use fee limitation is based on the following: 

(1) The assumption that facilities and equipment are prudently acquired and financed. 
(2) Providers will obtain independent financing in accordance with a sound financial plan. 
(3) Owner capital will be used for the balance of capital requirements. 



State: Indiana Attachment 4.19D

Page 93
(b) The amortization period to be used in computing the use fee shall be the greater of twenty (20)

years or the actual amortization period for the facility and for facilities and equipment where a single

lending arrangement covers both. Where equipment is specifically financed by means of a separate lending

arrangement, a minimum of seven (7) years shall be the amortization period. Provided, however, that a

mortgage existing on April 1, 1983, has a fully amortizing life of less than twenty (20) years, the use fee

will be calculated using the actual life of the lending arrangement, but not less than twelve (12) years. If

the facility payments toward the principal loan amount are less than the amount derived from a standard

loan amortization during the reporting period, the computation of the use fee shall be limited to the

principal and interest amounts actually paid during the reporting period, unless the financing arrangement

specifically requires that amortized payments to be made to a sinking fund, or its equivalent, for future

principal payments and the provider can demonstrate that payments from the sinking fund are actually

made.

(c) The use fee component of the capital return factor shall be limited by the lessor of:

(1) the original loan balance at the time of acquisition;

(2) eighty percent (80%) of historical cost of the facilities and equipment; or

(3) eighty percent (80%) of the maximum allowable property basis at the time of the acquisition

plus one-half (1/2) of the difference between that amount and the maximum property basis per

bed on the rate effective date.

(d) The maximum interest rate allowed in computing the use fee shall not exceed one and

one-halfpercent (1.5%) above the United States Treasury bond, ten (l 0) year amortization, constant

maturity rate plus three percent (3%), rounded to the nearest one-half percent (0.5%) or the actual interest

rate, whichever is lower. For property financing with a fixed interest rate, the date that the financing

commitment was signed by the lender and borrower shall be the date upon which the allowable rate shall

be determined. For property financing with a variable interest rate, the allowable interest rate shall be

determined each year at the provider's report year end.

(e) The use fee determined under this section shall be subject to the limitations under section

l5(b) of this rule.

(f) Refinancing of mortgages shall be amortized over the amortization period ofthe refinancing;

however, the amortization period for the refinanced mortgage shall not be less than twenty (20) years.

Refinancing arrangements shall be recognized only when the interest rate is less than the original

financing,

TN: 02-017

Supersedes
TN: 00-008
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and the interest rate on the refinancing shall not be allowable in excess of the interest rate limit established

on the date the refinancing commitment was signed and the interest rate fixed by the lender and borrower.

(g) Variable interest debt will be recognized for the purpose of calculation of the use fee if the

variable rate is a function of an arrangement entered into and incorporated in the lending arrangement at

the time of the acquisition of the facility or as part of an allowable refinancing arrangement under subsection

(t).

(h) Interest costs on borrowed funds used to construct facilities or enlarge existing facilities which are

incurred during the period of construction shall be capitalized as part of the cost of the facility or addition.

(i) Interest costs on operating loans each reporting period shall be limited to interest costs of principal

amounts that do not exceed a value equal to two (2) months of actual revenues. Interest on such loans shall

be recognized only if the provider can demonstrate that such loans were reasonable and necessary in providing

patient or resident related services. Working capital interest must be reduced by investment income. Working

capital interest is an operating cost and wiII not be included in calculating the use fee.

(j) Loans covering more than one (1) facility or asset shall apply to the several facilities or assets

acquired in proportion to the cost that each item bears to the total cost. Accordingly, if any building or asset

covered by the loan is used for purposes other than patient or resident care, the use fee applicable to such

assets will be determined based upon its proportionate share of the total asset cost.

(k) Loans from a related party must be identified and reported separately on the annual or historical

financial report. Such loans shall be allowable if they meet all other requirements, the interest does not exceed

the rate available in the open market, and such loans are repaid in accordance with an established repayment

schedule.

(I) Use fee for variable interest rate mortgages will be calculated as follows:

(1) Recalculate the use fee for the reporting year based upon the provider's average actual rate of

interest paid.

TN 94-007
Supersedes:
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(2) Compare the use fee allowed in the reporting year and the recalculated use fee and determine the

variance (amount by which the amount allowed in the prior rate case exceeded or was less than the

amount earned under the recalculation in subdivision (1».

(3) Calculate the prospective use fee based upon the interest rate in effect at the end of the provider's

reporting year.

(4) The use fee on the prospective rate is the amount determined in subdivision (3) plus or minus the

variance in subdivision (2).

(Office of the Secretary of Family and Social Services; 405 lAC 1-12-13)

405 lAC 1-12-14 Allowable costs; capital return factor; computation of return on equity component

Authority: IC 12-8-6-5; IC 12-15-1-10; IC 12-15-21-2

Affected: IC 12-13-7-3; IC 12-15

Sec. 14. (a) For a provider with an initial interim rate resulting from:

(1) a change of provider status; or

(2) a new operation;

before the effective date of this rule, the return on equity shall be computed on the higher of twenty percent

(20%) of the allowable historical cost of facilities and equipment or actual equity in allowable facilities and

equipment up to sixty percent (60%) of allowable historical cost of facilities and equipment. Allowable

historical cost of facilities and equipment is the lesser of the provider's actual historical costs of facilities and

equipment, or the maximum allowable property basis at the time of the acquisition plus one-half (l/2) of the

difference between that amount and the maximum allowable property basis per bed on the rate effective date.

(b) For a provider with an initial interim rate resulting from:

(1) a change of provider status; or

(2) a new operation;

TN 94-007
Supersedes:
None Approval Date ~/; 2/1') Effective f /1 !:;l
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on or after the effective date of this rule, the return on equity shall be computed on the actual equity in allowable facilities and 
equipment up to a maximum of eighty percent (80%) of allowable historical cost of facilities and equipment. 
 

(c) The return on equity factor shall be equal to the interest rate used in computing the use fee plus one percent (1%), 
or one percent (1%) below the United States Treasury bond, ten (10) year amortization, constant maturity rate on the last day of 
the reporting period, plus three percent (3%), whichever is higher. 

 
(d) The return on equity determined under this section shall be subject to the limitations of section 15(b) of this rule. 
 
405 IAC 1-12-15 Allowable costs; capital return factor; use fee; depreciable life; property basis 
  
 Sec. 15. (a) The following is a schedule of allowable use fee lives by property category: 
Property Basis Use Fee Life 
Land 20 years 
Land improvements 20 years 
Buildings and building components 20 years 
Building improvements 20 years 
Movable equipment 7 years 
Vehicles 7 years 

The maximum property basis per bed at the time of acquisition, for all providers, except for providers of extensive support 
needs residences for adults, shall be in accordance with the following schedule: 
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Acquisition Maximum Property

Date Basis Per Bed

711/76 $12,650

4/1/77 $13,255

10/1177 $13,695

411178 $14,080

10/1178 $14,630

4/1/79 $15,290

10/1/79 $16,115

4/1180 $16,610

10/1180 $17,490

4/1181 $18,370

10/1181 $19,140

4/1182 $19,690

9/1182 $20,000

3/1183 $20,100

911183 $20,600

3/1184 $20,600

9/1184 $21,200

3/1185 $21,200

911185 $21,200

3/1186 $21,400

9/1186 $21,500

TN 94-007
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3/1/87 $21,900 
9/1/87 $22,400 
3/1/88 $22,600 
9/1/88 $23,000 
3/1/89 $23,100 
9/1/89 $23,300 
3/1/90 $23,600 
9/1/90 $23,900 
3/1/91 $24,500 
9/1/91 $24,700 
3/1/92 $24,900 
9/1/92 $25,300 
3/1/93 $25,400 
9/1/93 $25,700 

The schedule shall be updated semiannually effective on March 1 and September 1 by the office and rounded to the nearest one 
hundred dollars ($100) based on the change in the R.S. Means Construction Index. 
 
 (b) The capital return factor portion of a rate, for all providers, except for providers of extensive support needs 
residences for adults, that becomes effective after the acquisition date of an asset shall be limited to the maximum capital return 
factor, which shall be calculated as follows: 

(1) The use fee portion of the maximum capital return factor is calculated based on the following: 
(A) The maximum property basis per bed at the time of acquisition of each bed, plus one-half (½) of the 
difference between that amount and the maximum property basis per bed at the rate effective date. 
(B) The term is determined per bed at the time of acquisition of each bed and is twenty (20) years for beds 
acquired on or after April 1, 1983, and twelve (12) years for beds acquired before April 1, 1983.  
(C) The allowable interest rate is the United States Treasury bond, ten (10) year amortization, constant 
maturity rate plus three percent (3%), rounded to the nearest one-half percent (0.5%) plus one and one-half 
percent (1.5%) at the earlier of the acquisition date of the beds or the commitment date of the attendant 
permanent financing. 

(2) The equity portion of the maximum capital return factor is calculated based on the following: 
(A) The allowable equity as established under section 14 of this rule.  
(B) The rate of return on equity is the greater of the United States Treasury bond, ten (10) year amortization, 
constant maturity rate plus three percent (3%), rounded to the nearest one-half percent (0.5%) on the last day 
of the reporting period minus one percent (1%), or the weighted average of the United States Treasury bond, 
ten (10) year amortization, constant maturity rate plus three percent (3%), rounded to the nearest one-half 
percent (0.5%) plus one percent (1%) at the earlier of the acquisition date of the beds or the commitment date 
of the attendant permanent financing. 

 
 (c) For facilities with a change of provider status, the allowable capital return factor of the buyer/lessee shall be not 
greater than the capital return factor that the seller/lessor would have received on the date of the transaction, increased by one-
half (½) of the percentage increase (as measured from the date of acquisition/lease commitment date by the seller/lessor to the 
date of the change in provider status) in the Consumer Price Index for All Urban Consumers (CPI-U) (United States city 
average). Any additional allowed capital expenditures incurred by the buyer/lessee shall be treated in the same manner as if the 
seller/lessor had incurred the additional capital expenditures. 
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d) The following costs, which are attributable to the negotiation or settlement of the sale or 
purchase of any capital asset (by acquisition or merger) for which any payment has been previously 
made under Medicaid, shall not be recognized as an allowable cost: 

(1) Legal fees. 
(2) Accounting and administrative costs. 
(3) Travel costs. 
( 4) The costs of feasibility studies. 

405 IAC 1-12-16 Capital return factor; basis; historical cost; mandatory record keeping; valuation 

Sec. 16. (a) The basis used in cmnputing the capital return factor and the average historical cost of 
property of the median bed shall be the historical cost of all assets used to deliver patient or 
resident-related services, provided they are: 

(1) in use; 
(2) identifiable to patient or resident care; 
-o;-avaflableforphysicalinspecti:on;-and~------- ----
( 4) recorded i:n provider records. 

If an asset does not meet all of the requirements prescribed in this section, the cost and any 
associated property fmancing or financings or capital lease or leases shall not be included in 
computing the capital return factor or the average historical cost of property of the median bed. 

(b) The provider shall mai:ntai:n detailed property schedules to provide a permanent record of all 
historical costs and balances of facilities and equipment. Summaries of such schedules shall be 
submitted with each annual or historical financial report, and the complete schedule shall be 
submitted to the office upon request. 

( c) Assets used in computing the capital return factor and the average historical cost of property of 
the median bed shall include only items currently used in providing services customarily provided 
to patients or residents. 

(d) When an asset is acquired by trading one (1) asset for another, or a betterment or improvement 
is acquired, the cost of the newly acquired asset, betterment, or improvement 
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is acquired, the cost of the newly acquired asset, betterment, or improvement shall be added to the

appropriate property category. All of the historical cost of the traded asset or replaced betterment or

improvement shall be removed from the property category in which it was included.

(e) If a single asset or collection of like assets acquired in quantity, including permanent betterment

or improvements, has at the time of acquisition an estimated useful life of at least three (3) years and a

historical cost of at least five hundred dollars ($500), the cost shall be included in the property basis for the

approved useful life of the asset. Items that do not qualify under this subsection shall be expensed in the year

acquired.

(I) The property basis of donated assets, except for donations between providers or related parties,

shall be the fair market value defined as the price a prudent buyer would pay a seller in an arms-length sale,

or if over two thousand dollars ($2,000), the appraised value, whichever is lower. An asset is considered

donated when the provider acquires the asset without making any payment for it in the form of cash,

property, or services. If the provider and the donor are related parties, the net book value of the asset to the

donor shall be the basis, Dot to exceed fair market value. Cash donations shall be treated as revenue items

and Dot as offsets to expense accounts. (Office ofthe Secretary ofFamily and Social Services; 405 lAC 1-12-16)

405 lAC 1-12-17 Capital return factor; basis; sale or capital lease of facility; valuation; sale or lease among

family members

Authority: IC 12-8-6-5; IC 12-15-1-10; IC 12-15-21-2

Affected: IC 12-13-7-3; IC 12-15

Sec. 17. (a) If a facility is sold or leased within eight (8) years of the seller's or lessor's acquisition

date and this transaction is recognized as a change of provider status, the buyer's or lessee's property basis

in facilities and equipment shall be the seller's or lessor's historical cost basis plus one percent (l%) of the

TN 94-007
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difference between the purchase price, or appraised value if lower, and the seller's or lessor's historical cost

basis, for each month the seller or lessor has owned or leased the property.

(b) Leases shall be subject to the following purchase equivalency test hased on the maximum capital

return factor. The provider shall supply sufficient information to the office so as to determine the terms and

conditions of a purchase that would be equivalent to the lease agreement. Such information shall include the

following:

(1) Property basis and fair market value on the initial lease effective date.

(2) Inception date of the initial agreement between lessee and lessor.

(3) Imputed or stated interest rate.

(4) Duration of payments.

(5) Renewal options.

Such purchase equivalency terms and conditions shall be utilized to calculate the capital return factor as if

it were a purchase. The provisions of section 15(c) through 15(d) of this rule shall apply. The lease payments

determined under this section shall be subject to the limitations under section 15(b) of this rule.

(c) Where the imputed or stated interest rate is a variable rate, it shall be recognized only if the rate

is reasonable and only if such arrangement was incorporated into the lease agreement at the time of

acquisition.

FOOTNOTE TO SECTION me) ABOVE BUT NOT PART OF THE PROMULGATED REIMBURSEMENT

RULE: REASONABLE INTEREST RATES ARE THOSE RATES THAT ARE COMPARABLE TO CURRENT

MARKET RATES.

(d) All leases, rental agreements, and contracts involving the use of property shall be subject to the

same limitations as owners of property. The use fee calculation for variable rate leases will be calculated in

the same manner as that set forth in section 13(k) of this rule. In no event shall the capital return factor be

greater than the actual lease payment.

TN 94-007
Supersedes:
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(e) If a provider rents, leases, or purchases facilities or equipment from a related party. the historical

cost to the related party, not to exceed fair market value, shall be utilized in computing the capital return

factor except as described in this section for the sale of facilities between family members.

(f) The sale of facilities between family members shall be eligible for consideration as a change of

provider status transaction if all of the following requirements are met:

(1) There is no spousal relationship between parties.

(2) The following persons are considered family members:

(A) Natural parents, child, and sibling.

(B) Adopted child and adoptive parent.

(C) Stepparent, stepchild, stepsister, and stepbrother.

(D) Father-in-law, mother-in-law, sister-in-law, brother-in-law, and daughter-in-law.

(E) Grandparent and grandchild.

(3) The provider can demonstrate to the satisfaction of the office that the primary business purpose

for the sale is other than increasing the established rate.

FOOTNOTE TO SECTION 17(0(3) ABOVE BUT NOT PART OF THE PROMULGATED REIMBURSEMENT

RULE: A PROVIDER CAN DEMONSTRATE TO THE SATISFACTION OF THE OFFICE THAT THE

PRIMARY PURPOSE OF THE SALE OF FACILITIES BETWEEN FAMILY MEMBERS IS FOR REASONS

OTHER THAN INCREASING THE ESTABLISHED RATE BY POINTING OUT THAT THE RATE

TREATMENT OFFERED THROUGH THIS PLAN AND THE RATE SETTING CRITERIA LIMITS THE RATE

FOR A NEW PROVIDER IN A CHANGE OF PROVIDER STATUS TRANSACTION TO THE STATEWIDE

MEDIAN RATE FOR LIKE TYPE PROVIDERS OR THE PREDECESSOR PROVIDER'S RATE, WHICHEVER

IS GREATER. IN ANY CASE THERE IS LITTLE OR NO OPPORTUNITY FOR A PROVIDER TO USE A

FAMILY SALE TRANSACTION AS A METHOD MEANT SOLELY TO INCREASE THE FACILITY'S RATE.

(4) The transfer is recognized and reported by all parties as a sale for federal income tax purposes.

TN 94-007
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(5) The seller and all parties with an ownership interest in the previous provider are not

associated with the facility in any way after the sale other than as a passive creditor.

(6) The buyer is actively engaged in the operation of the facility after the sale with

earnings from the facility accruing to at least one (l) principal buyer primarily as salaries

or self-employment income and not as leases, rents, or other passive income.

(7) This family sale exception has not been utilized during the previous eight (8) years on

this facility.

(8) None ofthe entities involved is a publicly held corporation as defined by the

Securities and Exchange Commission.

(9) If any of the entities involved are corporations, they must be family owned

corporations, where members of the same family control the corporations through

ownership of fifty percent (50%) or more of the voting stock.

(g) In order to establish an historical cost basis in the sale of facilities between family

members, the buyer shall obtain a Member Appraiser Institute (MAl) appraisal, which appraisal

is subject to the approval of the office. The appraisal shall be done within ninety (90) days of the

date of the sale. The historical cost basis shall be the lower of the historical cost basis of the

buyer or ninety percent (90%) ofthe MAl appraisal of facilities and equipment.

(h) If the conditions of this section are met, the cost basis and financing arrangements of

the facility shall be recognized for the purpose of computing the capital return factor in

accordance with this rule for a bona fide sale arising from an arm's-length transaction.

(i) If a lease of facilities between family members under subsection (£)(2) qualifies as a

capitalized lease under guidelines issued in November 1976 by the American Institute of

Certified Public Accountants, the transaction shall be treated as a sale offacilities between family

members, for purposes of determining the basis, cost, and valuation of the buyer's capital return

factor component of the Medicaid rate.

TN: 02-017
Supersedes:
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405 IAC 1-12-18 Unallowable costs; cost adjustments; charity and courtesy allowances; discounts; 
rebates; refunds of expenses 

·Sec. 18. (a) Charity, courtesy allowances, discounts, refunds, rebates, and other similar items 
granted by a provider shall not be included in allowable costs. Bad debts incurred by a provider 
shall not be an allowable cost. 

(b) Payments that must be reported on the ammal or historical financial report fom1 that are 
received by a provider, an owner, or other official of a provider in any form from a vendor shall be 

· considered a reduction of the provider's costs for the goods or services from that vendor. 

( c) The cost of goods or services sold to nonpatients or nomesidents shall be offset against the total 
cost of such service to determine the allowable patient or resident related expenses. If the provider 
has not detennined the cost of such items, the revenue generated from such sales shall be used to 
offset the total cost of such services, 

· ·-----------405-IAe-1~12ot9·:A:11owablecosts;wages;-custs-of·employment;record-keeping;-ownerur-retated·--· ··········-- .. , 
party compensation 

Sec. 19. (a) Reasonable compensation of individuals employed by a provider is an allowable cost, 
provided the: 

(1) employees are engaged in patient or rnsident care-related functions; and 
(2) compensation amounts are reasonable and allowable under this section and sections 20 

through 22 of this rule. 
(b) The provider shall report using forms prescribed by the office all patient and resident-related 
staff costs and hours incurred to perform the function for which the provider was certified. Both 
total compensation and total hours worked shall be reported. Staffing limitations to determine 
Medicaid allowable cost shall be based on hours worked by employees. If a service is performed 
through a contractual agreement, imputed hours for contracted services are only required when the 
services obviate the need for staffing of a major function or department that is normally staffed by 
in-house personnel. For all providers, except for providers of extensive support needs residences 
for adults: 

TN: 16-005 
Supersedes 
TN: 07-013 

(1) hours for laundry services in CRF/DD or ICF/IID facilities that are properly 
documented through appropriate time studies, whether paid in-house or contracted, shall 
not be included in calculating the staffing limitation for the facility; and 

(2) hours associated with the. provision of day services and other ancillary services, except 
as specified in subsection (d), shall be excluded from the staffing limitation. 

Approval Date: DEC 0 l 2016 Effective Date: July !, 20 I 6 
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( c) Payroll records shall be maintained by the provider to substantiate the staffing costs reported to 
the office. The records shall indicate each employee's classification, hours worked, rate of pay, and 
the department or functional area to which the employee was assigned and actually worked. If an 
employee performs duties in more than one (1) department or functional area, the payroll records 
shall indicate the time allocations to the various assignments. 

( d) When an owner or related party work assignment is at or below a department head level, the 
hours and compensation shall be included in the staffing hours reported using the forms prescribed 
by the office. Such hours and compensation must be reported separately and so identified. 
Compensation paid to owners or related parties for performing such duties shall be subject to the 
total staffing limitations and allowed if the compensation paid to owners or related parties does not 
exceed the price paid in the open market to obtain such services by nonowners or nonrelated 
parties. Such compensation to owners or related parties is not subject to the limitation found in 
section 20 of this rule. 

TN: J6-005 
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TN: 07-013 Approval Date: 0 EC 0 1 ZO 16 Effective Date: July l, 2016 



State: Indiana Attachment 4. l 9D 
Page 107 

405 IAC 1-12-20 Allowable costs; calculation of allowable owner or related party compensation; wages; 
salaries; fees; fringe benefits 

Sec. 20. (a) Compensation for owner, related party, management, general line personnel, and consultants 
who perform management functions, or any individual or entity rendering services above the department 
head level shall be subject to the annual limitations described in this section. All compensation received by 
the parties as described in this subsection shall be reported and separately identified on the financial report 
form even though such payment may exceed the limitations. This compensation is allowed to cover costs for 
all administrative, policy maldng, decision maldng, and other management functions above the department 
head level. This includes wages, salaries, and fees for owner, administrator, assistant administrator, 
individuals within management, contractors, and consultants who perform management functions, as well as 
any other individual or entity performing such tasks. 

(b) The maximum amount of owner, related party, management compensation for the parties identified in 
subsection (a) shall be the lesser of the amount under subsection ( d), as updated by the office on July 1 of 
each year by determining the average rate of change of the most recent twelve (12) quarters of the Gross 
National Productimplicit Price Deflator, or the amount of patient or resident related wages, salaries, or fees ' 

____ -~-acillally~12aid_or withdIJ!:WJ! whLQh_J~'fl!:~prn12~b'J:'-J2911ed1o_!ht<J:ntemaLR'-v\'n1!e .. S"nr!;oe '!l':W~ges,JJaiarjel'~---- __ l 
fringe benefits, expenses, or fees. If liabilities are established, they shall be paid within seventy-five (75) I 

days after the end of the accounting period or such costs shall be disallowed. , 

( c) In addition to wages, salaries, and fees paid to owners under subsection (b ), the office will allow up to 
twelve percent (12%) of the appropriate schedule for fringe benefits, business expenses charged to an 

TN: 16-005 
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operation, and other assets actually withdrawn that are patient or resident related. These expenses include

fringe benefits that do not meet nondiscriminatory requirements of the Internal Revenue Code, entertainment,

travel, or continuing education. Other assets actually withdrawn include only those items that were actually

accrued and subsequently paid during the cost reporting period in which personal services were rendered and

reported to the Internal Revenue Service as fringe benefits, expenses, or fees. If liabilities are established, they

shall be paid within seventy-five (75) days after the end of the acconnting period or such costs shall be

disallowed.

(d) The owner, related party, and management compensation and expense limitation per operation

shall be as follows:

SEE COMPLETE TABLE DISPLAYED ON PAGE 109 OF TIllS DOCUMENT

TN 94-007
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None Approval Dateo1!:,., llr:: Effective 11t /7";

) I



State: Indiana

OWNER AND MANAGEl\1ENT COMPENSATION

Attachment 4.19D
Page 109

OWNER'S EXPENSE

BEDS ALLOWANCE (12% x Bed Allowance)

10 $18,527 $2,223

20 $24,717 $2,966

30 $30,887 $3,706

40 $37,049 $4,446

50 $43,241 $5,189

60 $46,948 $5,634

70 $50,657 $6,079

80 $54,362 $6,523

90 $58,055 $6,967

100 $61,763 $7,412

110 $66,731 $8,007

120 $71,663 $8,600

130 $76,628 $9,195

140 $81,546 $9,786

150 $86,496 $10,380

160 $91,427 $10,971

170 $96,378 $11,565

180 $101,313 $12,157

190 $106,262 $12,751

200 $111,196 $13,343

200 and over $111,196 plus $13,343 plus

$225 per bed over 200 $27 per bed over 200

TN 94-007
Supersedes:
None
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This subsection applies to each provider of a certified Medicaid operation. The unused portions of the 
allowance for one (l) operation shall not be carried over to other operations. 

405 IAC 1-12-20.5 Extensive support needs residences for adults; fair rental value allowance 

Sec. 20.5. Providers of extensive support needs residences for adults shall be reimbursed for the use of 
facilities and equipment, regardless of whether they are owned or leased, by means of a fair rental value 
allowance. The fair rental value allowance shall be in lieu of the costs of all depreciation, interest, lease, 
rent, or other consideration paid for the use of property. This includes all central office facilities and 
equipment whose patient care-related depreciation, interest, or lease expense is allocated to the facility. The 
fair rental value allowance shall be calculated as follows: 

(l) The fair rental value alJowance for extensive support needs residences for adults is calculated 
during rebasingyears and base rate reviews by determining, on a per bed basis, the historical cost of 
allowable patient-related property for facilities that are not acquired through an operating ]ease 
arrangement, including the following: 

(A) Land. 
(B) Building. 

_________________ (_C)lmp_rov<J.ments,________________________________ _ __ _ --~ ___ _ 

TN: 16-005 
Supersedes 
TN: 07-013 

(D) Vehicles. 
(B) Equipment. 

The original historical cost of allowable resident related land, buildings, and improvements as of the 
provider's date of initial Medicaid certification shall be adjusted for changes in valuation by inflating 
the repo1ted allowable patient"related historical cost of property from the date of facility acquisition 
to the present based on the change in the R. S. Means Construction Index. 
(2) The inflation-adjusted historical cost of property per bed as determined in subdivision (1) is 
aimyed to arrive at the average historical cost of property of the median bed. 
(3) The average historical cost of property of the median bed as determined in subdivision (2) is 
extended times the number of beds for each facility to arrive at the fair rental value amount. 
( 4) The fair rental value amount is extended by a rental rate to arrive at the fair rental allowance. 
The rental rate shall be a simple average of the United States Treasury bond, ten (10) year 
amortization, constant maturity rate plus three percent (3%), in effect on the first day of the month 
that tbe index is published for each of the twelve (12) months immediately preceding the calendar 
quarter that includes the rate effective date. The rental rate shall be updated quarterly on January I, 
April I, July I, and October 1. 
(5) If there are fewer than six (6) nonleased homes with rates established that are licensed as 
extensive support needs residences for adults, then the historical cost of property per bed used in the 
fair rental value calculation shall be one hundred eighteen thousand seven hundred fifty dollars 
($118,750). 

Approval Date: DEC 0 l 2016 Effective Date: July l, 2016 
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TN: 23-0004 
Supersedes 
TN: 16-005 Approval Date:_____________  Effective Date: April 1, 2023 

405 IAC 1-12-21 Nonstate-operated intermediate care facilities for individuals with intellectual 
disabilities; allowable costs; compensation; per diem rate 

Sec. 21. (a) The procedures described in this section are applicable to ICFs/IID with nine 
(9) or more beds only, notwithstanding the application of standards and procedures set forth in
sections 1 through 20 of this rule.

(b) The per diem rate for ICFs/IID is an all-inclusive rate. The per diem rate includes all
services provided to patients by the facility. 

(c) Costs related to staffing shall be limited to seven (7) hours worked per patient day.

(d) Any ICFs/IID that is licensed as a CRMNF will be paid at a rate of seven hundred
three dollars and ten cents ($703.10) per resident day. This per diem rate is available only upon 
certification as a Medicaid ICF/IID and licensure by DDRS. ICFs/IID that are licensed as 
CRMNFs are not subject to other rate adjustments identified in this rule and will not receive a 
base rate nor be subject to the base rate reporting requirements at section 5 of this rule. 



State: Indiana Attachment 4.19D 
Page 112 

405 IAC 1-12-22 Community residential facilities for the developmentally disabled; allowable costs; 
compensation; per diem rate 

Sec. 22. (a) Notwithstanding the application of standards and procedures set forth in sections 1through20.5 
of this rule, the procedures described in this section apply to ICFs/IID with eight (8) or fewer beds 
(CRFs/DD), except for ICFs/IID licensed as: 

(1) small behavior management residences for chilch·en for which the procedures described in this 
section apply to facilities with six (6) or fewer beds; 
(2) small extensive medical needs residences for adults for which the procedures described in this 
section apply to facilities with four ( 4) beds; and 
(3) extensive support needs residences for adults for which the procedures described iu this section 
apply to facilities with fom (4) beds. 

(b) Costs related to staffing shall be limited to the following: 

Tvne of License Staff Hours Per Resident Day 
Sheltered living 4.5 

lntensive±rainiug .. _ . ..•..... ··············-· - - 6_Q_ 
Developmental training 8.0 

Child rearing 8.0 
Child rearing residences with specialized programs 10.0 

Basic develonmental 10.0 
Small behavior management residences for children 12.0 
Small extensive medical needs residences for adults 12.0 

Extensive support needs residences for adults 24.0 

( c) Any change in staffing that exceeds the current limitations of four and one-half ( 4.5) hours per resident 
day for adults and eight (8) hours per resident day for children will require approval on a case-by-case basis, 
upon application by the facility. This approval will be determined in the following manner: 

TN: 16-005 
Supersedes 
TN: 07-013 

(1) A new or muTent provider of service that seeks staffing above four and one-half ( 4.5) hours per 
resident day for adults or eight (8) hours per resident day for children mnst first obtain approval 
from the DDRS, based upon the DDRS assessment of the program needs of the residents. The 
DDRS will establish the maximum munber of staff hours per resident day for each facility, which 
may be less than but may not be more than the ceiling for each type of license. If a change in type of 
license is required to permit the staffing limitation determined by the DDRS, then the DDRS will 
make its reconm1endation to the licensing authority and convey to the office the decision of the 
licensing authority. The office shall: 

(A) conduct a complete and independent review of a request for increased staffing; and 
(B) retain final authority to determine whether a rate change will be granted as a result of a 
change in licensure type. 

Approval Date:_D_E_C_0_1_2_0_16_~EffectiveDate: July l, 2016 
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(2) If a provider of services holds a current license that would permit staffmg above the limitation of 
four and one-half ( 4.5) hours per resident day for adults and eight (8) hours per resident day for 
children, but the provider does not seek approval of staffing beyond those limitations, then the 
DDRS may investigate whether the provider holds the appropriate type oflicense. 

( d) The per diem rate shall be an all-inclusive rate. The established rate includes all services provided to 
residents by a facility. The office shall not set a rate for more than one (1) level ofcare for each CRF!DD 
provider. 

405 IAC 1-12-23 Medical or nonmedicaJ supplies and equipment; personal care items 

Sec. 23. (a) Routine and nonroutine medical supplies and equipment are included in the provider's approved 
per diem rate, and the provider shall not bill Medicaid for such items in addition to the established rate. 
Under no circumstances shall the routine and nonroutine medical supplies and equipment be billed through a 
pha11nacy or other provider. Routine supplies and equipment include those items routinely required for the 
care of residents. Nonroutine medical supplies and equipment are those items for which the need must be 
demonstrated by the resident's particular condition and identifiable to that resident. The medical records of 

______________ e_a21l1:e_si_cl<Jl1tl1111sti11cJicate_, !Jy_s]'.>e_cific written pJiys_ician's ordern, tlie 9rc!ei:_f()JjJi" serv~ or~l!RPIY _ ______ ----" 
furnished and the dispensing of the service or supply to the resident. 1 

(b) Personal care or comfort items include the following: 
(1) Hairbrushes and combs. 
(2) Dental adhesives and caps. 
(3) Toothpaste. 
( 4) Shower caps. 
(5) Nail files. 
( 6) Lemon glycerine swabs. 
(7) Mouthwashes. 
(8) Toothbrushes. 
(9) Deodorants. 
(10) Shampoos. 
(11) Disposable tissues. 
(12) Razor. 
(13) Any other items or equipment covered by Medicaid and specifically requested by a resident and 
not routinely provided by the provider. 

These items may be included in the approved room charge. Under no circumstances shall items included as 
personal care or comfort be billed through a pharmacy or other provider to Medicaid. 

TN: 16-005 
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405 IAC 1-12-24 Assessment methodology 

Sec. 24. (a) This subsection is intentionally left blank. 

(b) The assessment on provider total annual revenue authorized by IC 12-15-32-11 shall be an allowable 
cost for cost reporting and audit purposes. Total annual revenue is determined as follows: 

(!)For an annual rate review, from the provider's previous annual fmancial reporting period as set 
out in section 4(a) of this rule. 
(2) For a base rate review, from the provider's previous base :financial reporting period as set out in 
section 5(c) of this rule. 
(3) For an initial interim rate review for a new provider that is not the result of a change of 
ownership, the fiftieth percentile provider's assessment for a like level of care shall be used as 
determined in section S(a) of this rule. The fiftieth percentile provider's assessment is divided by 
their resident days to determine the assessment per resident day amount. The assessment per resident 
day amount is then multiplied by the mmualized bed days available to detennine the new provider's 
annualized assessment. 

Providers will submit data to calculate the mnouut of provider assessment with their annual and base rate 
. . .. _______ rJ>_yLeFs as_set.Qut i11 s"f.!io.ns.4(a}'!mU_(,)_gf-1his rul~Llli'ingfQl11!~9Lfil a f()gnat l'rescri.Q.e.Q_\ly_the gfl:!co.e. _____ _ 

These forms are subject to audit by the office or its designee. 

(c) This subsection is intentionally left blank. 

(d) For an ICF!IID that is liceru;ed as a CRMNF, the total annual revenue on which the assessment is based 
shall be detennined as follows: 

TN: 16-005 
Supersedes 
TN: 12-010 

(1) For the initial interim rate review, available bed days times the projected occupancy rate of sixty
nine percent (69%) times the approved Medicaid rate issued to the provider. 
(2) For annual rate reviews, from the provider's previous mmual financial reporting period as set out 
in section 4(a) of this rule. 

Approval Date:_O_E_C_O_l _2_01_6 __ Effective Date: July L 2016 
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Sec. 25. For ICF/IID and CRF/DD facilities, the all-inclusive per diem rate shall include reimbursement for 
all day habilitation services. Costs associated with day habilitation services shall be reported to the office on 
the annual or historical financial report form using forms prescribed by the office. Allowable day 
habilitation costs shall be included in detennining a provider's allowable costs for rate setting purposes in 
accordance with all sections of this rule. 

TN: 16-005 
Supersedes 
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Sec. 26. (a) The office shall notify each provider of the provider's rate and allowable.cost 
determinations after they have been computed. If the provider disagrees with the rate or allowable 
cost detem1inations, the provider may request an administrative reconsideration by the office. Such 
reconsideration request shall be in writing and shall contain specific issues to be reconsidered and 
the rationale for the provider's position. The provider must request admioistrative reconsideration 
before filing an appeal. Only issues raised by the provider during the administrative reconsideration 
may be subsequently raised in an appeal. The request shall be signed by the provider or the 
authorized representative of the provider and must be received by the office not later than forty-five 
( 45) days after release of the rate or allowable cost determinations as comp11ted by the office. Upon 
receipt of the request for reconsideration, the office shall evaluate the data. After review, the office 
may amend the rate, amend the challenged procedure or allowable cost determination, or affirm the 
original decision. The office shall thereafter notify the provider of its final decision in writing, not 
later than forty-five ( 45) days from the office's receipt of the request for reconsideration. In the 

.... _eYentJhata timcly_r~sp_ons~lli notmadehyJhe. 11ffiee to th"-J:JLOvLder's.J.c<Qonsidern!im1seq11est,Jh~ . 
request shall be deemed denied and the provider may pursue its administrative remedies as set out 
in subsection ( c ). 
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(b) If the provider disagrees with the preliminary recalculated Medicaid rate or allowable cost 
redetennination resulting from a fmancial audit adjustment or reportable condition the provider 
may request an administrative reconsideration from the office. Such reconsideration request shall 
be in writing and shall contain specific issues to be considered and the rationale for the provider's 
position. The provider must request administrative reconsideration before filing an appeal. Only 
issues raised by the provider during the administrative reconsideration may be subsequently raised 
in an appeal. The request shall be signed by the provider or the authorized representative of the 
provider and must be received by the office not later than forty-five ( 45) days after release of the 
preliminary recalculated Medicaid rate or allowable cost detenuinations as computed by the office. 
Upon receipt of the request for reconsideration, the office shall evaluate the data. After review, the 
office may amend the audit adjustment or reportable condition or affinu the original adjustment or 
reportable condition. The office shall thereafter notify the provider of its final decision in writing 
notlater than forty-five ( 45) days from the office's receipt of the request for reconsideration. In the 
event that a timely response is not made by the office to the provider's reconsideration request, the 
request shall be deemed denied and the provider may pursue its administrative remedies under 
subsection ( c). 

( c) After completion of the reconsideration procedure under subsection (a) or (b ), the provider may 
initiate an appeal under IC 4-21.5-3. The request for an appeal must be signed by the provider. 

( d) The office may take action to implement Medicaid rates without awaiting the outcome of the 
administrative process, in accordance with section 1 ( d) of this rule. 

TN: 16-005 
Supersedes 
TN: 12-011 
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Rate-Setting Criteria for State-Owned Nursing Facilities and Intermediate 
Care Facilities for the Mentally Retarded 

 

Section 1  Policy; scope 

Sec. 1. (a) This section of the State Plan  sets forth procedures for payment for services rendered to Medicaid recipients 
by duly certified, state-owned intermediate care facilities for the mentally retarded (ICF/MR) and state-owned nursing 
facilities. All payments referred to within this section of the State Plan  for the provider groups and levels of care are 
contingent upon the following: 

(1) Proper and current certification. 

(2) Compliance with applicable state and federal statutes and regulations. 

(b) The procedures described in this section of the State Plan  set forth methods of reimbursement that promote quality 
of care, efficiency, economy, and consistency. These procedures recognize level and quality of care, establish effective 
accountability over Medicaid expenditures, provide for a regular review mechanism for rate changes, compensate 
providers for reasonable, allowable costs incurred by a prudent businessperson, and allow incentives to encourage 
efficient and economic operations. The system of payment outlined in this section of the State Plan  is a retrospective 
system using interim rates predicated on a reasonable, cost-related basis, in conjunction with a final settlement process. 
Cost limitations are contained in this section of the State Plan which establish parameters regarding the allowability of 
costs and define reasonable allowable costs. 

(c) Retroactive repayment will be required by providers when an audit verifies overpayment due to intentional 
misrepresentation, billing or payment errors, or misstatement of historical financial or historical statistical data which 
caused a rate higher than would have been allowed had the data been true and accurate. Upon discovery that a provider 
has received overpayment of a Medicaid claim from the office, the provider must complete the appropriate Medicaid 
billing adjustment form and reimburse the office for the amount of the overpayment. 

(d) The office may implement Medicaid rates prospectively without awaiting the outcome of the administrative appeal 
process. However, any action by the office to recover an overpayment from previous rate reimbursements, either 
through deductions of future payments or otherwise, shall await the completion of the provider's administrative appeal 
within the office, providing the provider avails itself of the opportunity to make such an appeal. Interest shall be 
assessed in accordance with IC 12-15-13-3 

Section 2    Definitions 

Sec. 2. (a) As used in this section of the State Plan , "all-inclusive rate" means a per diem rate which, at a minimum, 
reimburses for all nursing care, room and board, supplies, and ancillary therapy services within a single, comprehensive 
amount. 

(b) As used in this section of the State Plan , "annual, historical, or budget financial report" refers to a presentation of 
financial data,  
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including accompanying notes, derived from accounting records and intended to communicate the provider's economic 
resources or obligations at a point in time, or the changes therein for a period of time in compliance with the reporting 
requirements of this section of the State Plan  which shall constitute a comprehensive basis of accounting. 

(c) As used in this section of the State Plan , "budgeted/forecasted data" means financial and statistical information that 
presents, to the best of the provider's knowledge and belief, the expected results of operation during the rate period. 

(d) As used in this section of the State Plan , "cost center" means a cost category delineated by cost reporting forms 
prescribed by the office. 

(e) As used in this section of the State Plan , "office" means the office of Medicaid policy and planning. 

(f) As used in this section of the State Plan , "desk review" means a review and application of these regulations to a 
provider submitted annual financial report including accompanying notes and supplemental information . 

(g) As used in this section of the State Plan , "field audit" means a formal official verification and methodical 
examination and review, including the final written report of the examination of original books of accounts by auditors. 

(h) As used in this section of the State Plan , "forms prescribed by the office" means forms provided by the office or 
substitute forms which have received prior written approval by the office. 

(i) As used in this section of the State Plan , "general line personnel" means management personnel above the 
department head level who perform a policy making or supervisory function impacting directly on the operation of the 
facility. 

(j) As used in this section of the State Plan , "generally accepted accounting principles" means those accounting 
principles as established by the Governmental Accounting Standards Board (GASB). 

(k) As used in this section of the State Plan , "ICF/MR" means intermediate care facilities for the mentally retarded. 

(l) As used in this section of the State Plan , "like levels of care" means ICF/MR level of care provided in a state-owned 
ICF/MR, and nursing facility level of care provided in a state-owned nursing facility. 

(m) As used in this section of the State Plan , "ordinary patient related costs" means costs of services and supplies that 
are necessary in the delivery of patient care by similar providers within the state. 

(n) As used in this section of the State Plan , "patient/recipient care" means those Medicaid program services delivered 
to a Medicaid enrolled recipient by a certified Medicaid provider. 

(o) As used in this section of the State Plan , "reasonable allowable costs" means the price a prudent, cost conscious 
buyer would pay a willing seller for goods or services in an arm’s-length transaction, not to exceed the limitations set 
out in this section of the State Plan . 

(p)  As used in this section of the State Plan , "unit of service" means all patient care included in the established per 
diem rate required for the care of an inpatient for one (1) day (twenty-four (24) hours).  
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Section  3   Accounting records; retention schedule; audit trail; cash basis; segregation of accounts by nature of 
business and by location 

Sec. 3. (a) The basis of accounting used under this section of the State Plan  is a comprehensive basis of accounting 
other than generally accepted accounting principles. However, generally accepted accounting principles as prescribed 
by the Governmental Accounting Standards Board pronouncement shall be followed in the preparation and presentation 
of all financial reports and all reports detailing proposed change of provider transactions unless otherwise prescribed by 
this section of the State Plan . 

(b) Each provider must maintain financial records for a period of three (3) years after the date of submission of 
financial reports to the office. State accounting records are maintained on a cash basis, which shall be used in all data 
submitted to the office. The provider's accounting records must establish an audit trail from those records to the 
financial reports submitted to the office. 

(c) In the event that a field audit visit indicates that the provider's records are inadequate to support data submitted to 
the office, and the auditor is unable to complete the audit and issue an opinion, the provider shall be given, in writing, a 
list of the deficiencies and allowed sixty (60) days from the date of receipt of this notice to correct the deficiencies. In 
the event the deficiencies are not corrected within the sixty (60) day period, the office shall not grant any rate increase 
to the provider until the cited deficiencies are corrected and certified to the office by the provider. However, the office 
may: 

(1) make appropriate adjustments to the applicable cost reports of the provider resulting from 
inadequate records; 

(2) document such adjustments in a finalized exception report; and 

(3) incorporate such adjustments in prospective rate calculations under section 1(d) of this section 
of the State Plan . 

(d) If a provider has business enterprises other than those reimbursed by Medicaid under this section of the State Plan , 
the revenues, expenses, and statistical and financial records for such enterprises shall be clearly identifiable from the 
records of the operations reimbursed by Medicaid. If a field audit establishes that records are not maintained so as to 
clearly identify Medicaid information, none of the commingled costs shall be recognized as Medicaid allowable costs 
and the provider's rate shall be adjusted to reflect the disallowance effective as of the date of the most recent rate 
change. 
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Section 4  Financial report to office; annual schedule; prescribed form; extensions 

Sec. 4. (a) Each provider shall submit an annual financial report to the office not later than ninety (90) days after the 
close of the provider's reporting year. The annual financial report shall coincide with the fiscal year used by the 
provider to report federal income taxes for the operation unless the provider requests in writing that a different 
reporting period be used. Such a request shall be submitted within sixty (60) days after the initial certification of a 
provider. This option may be exercised only one (1) time by a provider. If a reporting period other than the tax year is 
established, audit trails between the periods are required, including reconciliation statements between the provider's 
records and the annual financial report. 

(b) The provider's annual financial report shall be submitted using forms prescribed by the office. All data elements and 
required attachments shall be completed so as to provide full financial disclosure and shall include the following as a 
minimum: 

(1) Patient census data. 

(2) Statistical data. 

(3) Ownership and related party information. 

(4) Statement of all expenses and all income. 

(5) Detail of fixed assets and patient related interest bearing debt. 

(6) Schedule of Medicaid and private pay charges; private pay charges shall be lowest usual and 
ordinary charge on the last day of the reporting period. 

(7) Certification by the provider that the data are true, accurate, related to patient care, and that 
expenses not related to patient care have been clearly identified. 

(8) Certification by the preparer, if different from the provider, that the data were compiled from all 
information provided to the preparer by the provider and as such are true and accurate to the best of 
the preparer's knowledge. 

(c) Extension of the ninety (90) day filing period shall not be granted unless the provider substantiates to the office 
circumstances that preclude a timely filing. Requests for extensions shall be submitted to the office, prior to the date 
due, with full and complete explanation of the reasons an extension is necessary. The office shall review the request for 
extension and notify the provider of approval or disapproval within ten (10) days of receipt. If the request for extension 
is disapproved, the report shall be due twenty (20) days from the date of receipt of the disapproval from the office. 

 

 

 

 

 

 

TN 03-004                                                     Approved    April 15, 2003                           Effective   January 1, 2003                                               
Supercedes                                                                                                                                                                         
TN 98-023 

 

 



 
                                                                                                                                     

State: Indiana                                                         Attachment 4.19D                                               
Page 124 

 

 

 

Section 5   New provider; initial financial report to office; criteria for establishing initial rates; supplemental report 

Sec. 5. (a) Rate requests to establish initial rates for a new operation or a new type of certified service shall be filed by 
completing the budget financial report form and submitting it to the office on or before thirty (30) days after 
notification of the certification date or establishment of a new service or new operation. The budget financial report 
shall reflect the forecasted data of operating for the first twelve (12) months and shall be subject to appropriate 
reasonableness tests. Initial rates shall be effective upon certification, or the date that a service is established, whichever 
is later. 

(b) The methodology, set out in this section of the State Plan , used to compute rates for active providers shall be 
followed to compute initial rates for new providers, except that historical data are not available. 
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Section 6  Active providers; rate review; annual request; additional requests; requests due to change in law 

Sec. 6. (a) As a normal practice, rates shall be reviewed once each year using the annual financial report as the basis of 
the review. The rate effective date shall be the first day of the month following the provider's reporting year end, 
provided the annual financial report is submitted within ninety (90) days of the end of the provider's reporting period. If 
the provider requests that the interim rate be reviewed, a budget financial report covering the twelve (12) month period 
immediately following the expected rate effective date shall be prepared by the provider and submitted with the annual 
financial report. 

(b) A provider shall not be granted an additional interim rate review until the review indicated in subsection (a) has 
been completed. A provider may request no more than one (1) additional interim rate review during its budget reporting 
year when the provider can reasonably demonstrate the need for a change in rate based on more recent historical and 
forecasted data. This additional interim rate review shall be completed in the same manner as the annual interim rate 
review, using all other limitations in effect at the time the annual interim review took place. 

(c) To request the additional interim review, the provider shall submit, on forms prescribed by the office, a minimum of 
six (6) months of historical data of which at least four (4) months must be subsequent to the fiscal year end of the 
annual financial report. In addition, a budget financial report covering the twelve (12) month period immediately 
following the expected rate effective date shall be submitted. Any new rate resulting from this additional interim review 
shall be effective on the first day of the month following the submission of data to the office. 

(d) The office may consider changes in federal or state law or regulation during a calendar year to determine whether a 
significant rate increase is mandated. This review will be considered separately by the office and will not be considered 
as an additional interim rate review.  

 

Section 7   Request for rate review; budget component; occupancy level assumptions; effect of inflation assumptions 

Sec. 7. (a) Under this rate setting system, emphasis is placed on proper planning, budgeting, and cost control by the 
provider. To establish consistency in the submission and review of forecasted costs, the following apply: 

(1) Each interim rate review request shall include a budget financial report. If a budget financial 
report is not submitted, the interim rate review will not result in an increase in Medicaid rates but 
may result in a rate decrease based on historical or annual financial reports submitted. 

(2) All budget financial reports shall be submitted using forms prescribed by the office. All 
forecasted data and required attachments shall be completed to provide full financial disclosure and 
will include as a minimum the following: 

(A) Patient census data.                                                                                                 
(B) Statistical data 
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(C) Ownership and related party information.                                                                      
(D) Statement of all expenses and all income.                                                            
(E) Detail of fixed assets and patient related interest bearing debt.                     
(F) Schedule of Medicaid and private pay charges; charges shall be the lowest 
usual and ordinary charge on the rate effective date of the rate review.           
(G) Certification by the provider that forecasted data has been prepared in good 
faith, with appropriate care by qualified personnel, using appropriate 
accounting principles and assumptions, and that the process to develop the 
forecasted data uses the best information that is reasonably available and is 
consistent with the plans of the provider. The certification shall state that all 
expenses not related to patient care have been clearly identified or removed.  
(H) Certification by the preparer, if the preparer is different from the provider, 
that the forecasted data were compiled from all information provided to the 
preparer and that the preparer has read the forecasted data with its summaries 
of significant assumptions and accounting policies and has considered them to 
be not obviously inappropriate. 

(3) The provider shall adjust patient census data based on the highest of the following: 

(A) Historical patient days for the most recent historical period unless the 
provider can justify the use of a lower figure for the patient days. 

 (B) Forecasted patient days for the twelve (12) month budget period. 

(4) The provider and the office shall recognize and adjust forecasted data accordingly for the 
inflationary or deflationary effect on historical data for the period between the midpoint of the 
historical or annual financial report time period and the midpoint of the budget financial report. 
Forecasted data may be adjusted based upon reasonably anticipated rates of inflation. 

Section  8  Limitations or qualifications to Medicaid reimbursement; advertising; vehicle basis 

Sec. 8. Advertising is not an allowable cost under this section of the State Plan  except for those advertising costs 
incurred in the recruitment of facility personnel necessary for compliance with facility certification requirements. 
Advertising costs are not allowable in connection with public relations, fundraising, or to encourage patient utilization.  

Section 9  Criteria limiting rate adjustment granted by office  

Sec. 9. The Medicaid reimbursement system is based on recognition of the provider's allowable costs. Providers 
reimbursed under this rule will be reimbursed with a retrospective payment system. The annual financial reports filed 
by the providers will be used to determine the actual cost per day for services. A retroactive settlement will be 
determined for the time period 
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covered by the annual financial report. The total allowable costs will be divided by the actual client days to determine 
the actual per diem rate. The variance between the actual per diem rate and the interim per diem rates based on the 
projected budget and paid during the report period will be multiplied by the paid client days to arrive at the annual 
settlement

Section 10   Computation of rate; allowable costs; review of cost reasonableness 

Sec. 10. (a) The rate for a room with two (2) beds, which is the basic per diem room rate, shall be established as a ratio 
between total allowable costs and patient days, subject to all other limitations described in this section of the State Plan  

(b) Costs and revenues shall be reported as required on the financial report forms. Patient care costs shall be clearly 
identified. 

(c) The provider shall report as patient care costs only costs that have been incurred in the providing of patient care 
services. The provider shall certify on all financial reports that costs not related to patient care have been separately 
identified on the financial report. 

(d) In determining reasonableness of costs, the office may compare line items, cost centers, or total costs of providers 
with like levels of care. The office may request satisfactory documentation from providers whose costs do not appear to 
be reasonable.  

 

Section 11  Allowable costs; capital reimbursement; depreciable life 

Sec. 11. (a) Providers shall be reimbursed for the use of facilities and equipment, regardless of whether they are owned 
or leased. Such reimbursement shall include all depreciation, interest, lease, rent, or other consideration paid for the use 
of property. This includes all central office facilities and equipment whose patient care-related depreciation, interest, or 
lease expense is allocated to the facility. 

(b) The straight line method will be used to calculate the allowance for depreciation. For depreciation purposes, the 
following will be used: 
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Property Depreciable Life 

Land improvements 20 years 

Buildings and building components 40 years 

Building improvements 20 years 

Movable equipment 10 years 

Vehicles 4 years 

Software 3 years 

 

Section 12  Capital reimbursement; basis; historical cost; mandatory record keeping; valuation 

Sec. 12. (a) The basis used in computing the capital reimbursement shall be the historical cost of all assets used to 
deliver patient related services, provided the following: 

(1) They are in use.                                                                                                                             
(2) They are identifiable to patient care.                                                                                                     
(3) They are available for physical inspection.                                                                                  
(4) They are recorded in provider records. 

If an asset does not meet all of the requirements prescribed in this section, the cost shall not be included in computing 
the reimbursement. 

(b) The provider shall maintain detailed property schedules to provide a permanent record of all historical costs and 
balances of facilities and equipment. Summaries of such schedules shall be submitted with each annual financial report, 
and the complete schedule shall be submitted to the office upon request. 

(c) Assets used in computing capital reimbursement shall include only items currently used in providing services 
customarily provided to patients. 

(d) When an asset is acquired by trading one (1) asset for another, or a betterment or improvement is acquired, the cost 
of the newly acquired asset, betterment, or improvement shall be added to the appropriate property category. All of the 
historical cost of the traded asset or replaced betterment or improvement shall be removed from the property category 
in which it was included. 

(e) If a single asset or collection of like assets acquired in quantity, including permanent betterment or improvements, 
has at the time of acquisition an estimated useful life of at least three (3) years and a historical cost of at least five 
hundred dollars ($500), the cost shall be included in the property basis for the approved useful life of the asset. Items 
that do not qualify under this subsection shall be expensed in the year acquired. 

(f) The property basis of donated assets, except for donations between providers or related parties, shall be the fair 
market value defined as the price a prudent buyer would pay a seller in an arm’s-length sale, or if over two thousand 
dollars ($2,000), the appraised value, whichever is lower. An asset is considered donated when the provider acquires  
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the asset without making any payment for it in the form of cash, property, or services. If the provider and the donated 
asset are related parties, the net book value of the donor shall be the basis, not to exceed fair market value. Cash 
donations shall be treated as revenue items and not as offsets to expense accounts. 

 

Section 13  Unallowable costs; cost adjustments; charity and courtesy allowances; discounts; rebates; efunds of 
expenses  

Sec. 13. (a) Charity, courtesy allowances, discounts, refunds, rebates, and other similar items granted by a provider 
shall not be included in allowable costs. Bad debts incurred by a provider shall not be an allowable cost. 

(b) Payments that must be reported on the annual financial report form that are received by a provider, an owner, or 
other official of a provider in any form from a vendor shall be considered a reduction of the provider's costs for the 
goods or services from that vendor. 

(c) The cost of goods or services sold to nonpatients shall be offset against the total cost of such service to determine 
the allowable patient related expenses. If the provider has not determined the cost of such items, the revenue generated 
from such sales shall be used to offset the total cost of such services.  

 

Section 14   Allowable costs; wages; costs of employment; record keeping; owner or related party compensation 

Sec. 14. (a) Reasonable compensation of individuals employed or to be employed by a provider is an allowable cost, 
provided such employees are engaged in, or will be engaged in, patient care-related functions and that forecasted 
compensation amounts are reasonable in light of historical data under this section and section 15 of this section of the 
State Plan . 

(b) The provider shall report on the financial report form in the manner prescribed, using the forms prescribed by the 
office, all patient related staff costs and hours incurred, and forecasted to be incurred, to perform the function for which 
the provider was certified. Both total compensation and total hours worked, and forecasted to be worked, shall be 
reported. If a service is performed through a contractual agreement, imputed hours for contracted services shall be 
reported. 

(c) Payroll records shall be maintained by the provider to substantiate the staffing costs reported to the office. Said 
records shall indicate each employee's classification, hours worked, rate of pay, and the department or functional area 
to which the employee was assigned and actually worked. If an employee performs duties in more than one (1) 
department or functional area, the payroll records shall indicate the time allocations to the various assignments.  

 

 

 

 

 

 

 

TN 03-004                                                     Approved    April 15, 2003                           Effective   January 1, 2003                                                
Supercedes                                                                                                                                                                         
TN 98-023 

 



 
                                                                                                                                     

State: Indiana                                                         Attachment 4.19D                                               
Page 130 

 

 

Section 15 Allowable costs; calculation of allowable owner or related party compensation; wages; salaries; fees; fringe 
benefits 

Sec. 15. (a) Compensation for management, consultant, or any individual or entity rendering services above the 
department head level shall be subject to the annual limitations described in this section. All compensation received by 
the parties as described in this subsection shall be reported and separately identified on the financial report form even 
though such payment may exceed the limitations. This compensation is allowed to cover costs for all administrative, 
policy making, decision making, and other management and consultant functions above the department head level. This 
includes wages, salaries, and fees for owner, administrator, assistant administrator, management, contractor, and 
consultant as well as any other individual or entity performing such tasks. 

(b) The maximum amount of management compensation for the parties identified in subsection (a) shall be the lesser of 
the amount under subsection (d), as updated by the office on July 1 of each year by determining the average rate of 
change of the most recent twelve (12) quarters of the Gross National Product Implicit Price Deflator, or the amount of 
patient related wages, salaries, or fees actually paid or withdrawn which were properly reported to the federal Internal 
Revenue Service as wages, salaries, fringe benefits, expenses, or fees. If liabilities are established, they shall be paid 
within seventy-five (75) days after the end of the accounting period or such costs shall be disallowed. 

(c) In addition to wages, salaries, and fees paid to owners under subsection (b), the office will allow up to twelve 
percent (12%) of the appropriate schedule for fringe benefits, business expenses charged to an operation, and other 
assets actually withdrawn that are patient related. These expenses include fringe benefits that do not meet 
nondiscriminatory requirements of the Internal Revenue Code, entertainment, travel, or continuing education. Other 
assets actually withdrawn include only those items that were actually accrued and subsequently paid during the cost 
reporting period in which personal services were rendered and reported to the federal Internal Revenue Service as 
fringe benefits, expenses, or fees. If liabilities are established, they shall be paid within seventy-five (75) days after the 
end of the accounting period or such costs shall be disallowed. 

(d) The management compensation and expense limitation per operation effective July 1, 1995, shall be as follows: 

 

Owner and ManagementCompensation   Owner's Expenses 
Beds Allowance                                (12% x bed allowance) 
10 $21,542                                                 $2,585 
20 $28,741    $3,449 
30 $35,915    $4,310 
40 $43,081    $5,170 
50 $50,281    $6,034 
60 $54,590    $6,551 
70 $58,904    $7,068 
80 $63,211    $7,585 
90 $67,507    $8,101 
100 $71,818    $8,618 
110 $77,594    $9,311 
120 $83,330    $10,000 
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130 $89,103    $10,692 
140 $94,822    $11,379 
150 $100,578    $12,069 
160 $106,311    $12,757 
170 $112,068    $13,448 
180 $117,807    $14,137 
190 $123,562    $14,827 
200 $129,298    $15,516 
 
200 & over $129,298+$262/bed over 200 $15,516+$31/bed over 200 
     

This subsection applies to each provider of a certified Medicaid operation. The unused portions of the allowance for 
one (1) operation shall not be carried over to other operations.  

Section 16 Allocation of costs 

Sec. 16. (a) The detailed basis for allocation of expense between different levels of care in a facility shall remain a 
prerogative of the provider as long as the basis is reasonable and consistent between accounting periods. 

(b) However, the following relationships shall be followed: 

(1) Reported expenses and patient census information must be for the same reporting period. 

(2) Nursing salary allocations must be on the basis of nursing hours worked and must be for the 
reporting period except when specific identification is used based on the actual salaries paid for the 
reporting period. 

(3) Any change in the allocations must be approved by the office prior to the changes being 
implemented. Proposed changes in allocation methods must be submitted to the office for approval 
at least ninety (90) days prior to the provider's reporting year end. 

Section 17 State-owned facilities per diem rate 

Sec. 17. (a ) The per diem rate for providers reimbursed under this rule is an all-inclusive rate. The per diem rate 
includes all services provided to recipients by the facility.  

(b)  Resources from health insurance plans available to the resident shall apply first to defraying the costs of medical 
services before Medicaid.  Such resources shall include, but not be limited to, Medicare, Civilian Health and Medical 
Plan for Uniform Services, Veteran’s Administration, and other health insurances.  Services reimbursed through other 
sources shall be segregated and not claimed on the facility’s cost report. 
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Section 18 Administrative reconsideration; appeal 

Sec. 18. (a) The Medicaid rate setting contractor shall notify each provider of the provider's rate after such rate has been 
computed. If the provider disagrees with the rate determination, the provider must request an administrative 
reconsideration by the Medicaid rate setting contractor. Such reconsideration request shall be in writing and shall 
contain specific issues to be reconsidered and the rationale for the provider's position. The request shall be signed by 
the provider or the authorized representative of the provider and must be received by the contractor within forty-five 
(45) days after release of the rate computed by the Medicaid rate setting contractor. Upon receipt of the request for 
reconsideration, the Medicaid rate setting contractor shall evaluate the data. After review, the Medicaid rate setting 
contractor may amend the rate, amend the challenged procedure or determination, or affirm the original decision. The 
Medicaid rate setting contractor shall thereafter notify the provider of its final decision in writing, within forty-five (45) 
days of the Medicaid rate setting contractor's receipt of the request for reconsideration. In the event that a timely 
response is not made by the rate setting contractor to the provider's reconsideration request, the request shall be deemed 
denied and the provider may pursue its administrative remedies as set out in subsection (c). 

(b) If the provider disagrees with a rate redetermination resulting from an audit adjustment, the provider must request 
an administrative reconsideration from the Medicaid audit contractor. Such reconsideration request shall be in writing 
and shall contain specific issues to be considered and the rationale for the provider's position. The request shall be 
signed by the provider and must be received by the Medicaid audit contractor within forty-five (45) days after release 
of the rate computed by the Medicaid rate setting contractor. Upon receipt of the request for reconsideration, the 
Medicaid audit contractor shall evaluate the data. After review, the Medicaid audit contractor may amend the audit 
adjustment or affirm the original adjustment. The Medicaid audit contractor shall thereafter notify the provider of its 
final decision in writing within forty-five (45) days of the Medicaid audit contractor's receipt of the request for 
reconsideration. In the event that a timely response is not made by the audit contractor to the provider's reconsideration 
request, the request shall be deemed denied and the provider may pursue its administrative remedies under subsection 
(c). 

(c) After completion of the reconsideration procedure under subsection (a) or (b), the provider may initiate an appeal 
under 405 IAC 1-1.5. 

(d) The office may take action to prospectively implement Medicaid rates without awaiting the outcome of the 
administrative process.  

  

 

 

 

 

 

 

TN 03-004                                                     Approved    April 15, 2003                           Effective   January 1, 2003                                               
Supercedes                                                                                                                                                                         
TN 98-023 

 



State: Indiana

CMS CMSO P.04/10

Attachment 4.l9D
Page94 1~3 ~

Adds 405 lAC 1-19 and 405 lAC 1·20 concerning provisions affecting
notification requirements and change of ownership for all providers in the Medicaid
program, and defines how funds will be allocated (paid and recouped) to long term care
providers when a change of ownership occurs.

Rule 19 Ownership and Control Disclosures

405 lAC 1-19-1 Information to be disclosed

Sec. 1. (a) In accordance with and in addition to 42 CFR 455, Subpart Band
42 CFR 1002, Subpart A, as amended, the follOWing disclosure requirements apply
to all providers of Medicaid services and shall be disclosed in accordance with this
rule:

(1) The name and address of each person with an ownership or control
interest in the discloslng entity or in any subcontractor in which the
disclosing entity has direct or indirect ownership of five percent (5%) or
more.

(2) Whether any of the persons named, in eomplianee with subdivision (1), is
related to another as spouse, parent, child, or sibling.

(3) The name of any other disclosing entity in which a person with an
ownership or control interest in the disclosing entity also has an
ownership or control interest. This requirement applies to the extent that
the disclosing entity can obtain this information by requesting it in
writing from the person. The disclosing entity must:
(A)keep copies of all these requests and the responses to them;
(B) make them available to the office upon request; and
(C) advise the office when there is no response to a request.

(4) The name, address, and Social Security number of any agent or
managing employee.

(b) Any document or agreement, stipulating ownership interests or rights,
duties, and liabilities of the entity or its members, required to be filed with the
secretary of state, whether it be a single filing or a periodic filing, shall also be flied
with the office or its fiscal agent. In the case of a partnership, the partnership
agreement, if any, and any amendments thereto, shall be filed with the office
inlmediately upon creation or alteration of the partnership.
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(c) A long term care facility provider shall comply with notification
requirements set forth in 405 lAC 1-20 for change of ownership.

(d) The office may suspend payment to an existing provider or reject a
prospective provider's application for participation if the provider fails to disclose
ownership or control information as required by this rule and 405 IAC 1-14.6-5.

405 lAC 1-19-2 Time and manner of disclosure

Sec. 2. (a) Any disclosing entity that is a long term care facility must supply
the information specified in this rule to the Indiana state department of health at the
time it is surveyed.

(b) Any disclosing entity that is Dot a long term care facility must supply the
information specified in this rule to the office or its fiscal agent at any time there is a
change in ownership or control.

(c) Any new provider must supply the information specified in this rule at
the time of filing a complete application.

(d) Providers are required to notify the office upon such time as the
information specified in this rule changes within forty-ffve (45) days of the effective
date of change in such form as the office shall prescribe. Long term care providers
involved in a change of ownership shall provide notification in accordance with 405
lAC 1-20. New nursing facility providers are required to notify the office in
accordance with this rule and 405 lAC 1-14.6-5.

Rule 20. Change of Ownership for a Long Term Care Facility

405 IAC 1-20-1 General

Sec.L (a) As used in 405 IAC 1-19 and this rule, "long term care facility"
means any ofthe following:

(1) A nursing facility.
(2) A community residential facility for the developmentally disabled.
(3) An intermediate care facility for the mentally retarded.
(b) For Medicaid provider agreement purposes, the provider is the party

directly or ultimately responsible for operating the business enterprise. This party
is legally responsible for decisions and liabilities in a business management sense.
The same party also bears the final responsibility for operational decisions made in
the capacity of a governing body and for the consequences of those decisions.
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(c) Whether the owner of the provider enterprise (provider) owns the
premises or rents or leases the premises from a landlord or lessor is immaterial.
However, if the provider enters into an agreement, which allows the landlord to
make or participate in decisions about the ongoing operation of the provider
enterprise, this indicates that the provider has entered into either a partnership
agreement or a management agency agreement instead of a property lease. A new
partnership agreement constitutes a change of ownership.

405 lAC 1-20-2 Notification requirements

Sec. 2. (a) When a change of ownership in a long term care facility is
contemplated, the transferor provider shall notify the office, or its fiscal agent, no
less than forty.five (45) days prior to the effective date of sale or lease agreement
that a change of ownership may take place.

(b) Notification shall be in writing and include the following:
(1) A copy of the agreement of sale or transfer.
(2) The expected date of transfer,
(3) If applicable, the name of any individual who has an ownership or

control interest, is a managing employee, Or an agent of the
transferor, who will also hold an ownership or control interest, be a
managing employee, or be an agent of the transferee.

(c) The transferee shall make application to the office for an amendment to
the transferor's provider agreement no less than forty-five (45) days prior to the
expected date of transfer in accordance with this rule and 405 lAC 1-14.6-5(1").

(d) If notification requirements from both the transferor and the transferee
have not been met on or before the forty-fifth day before the effective date of the
change of ownership, all Medicaid payments due to the transferor will be held until
such time as the information is received, reviewed, and approved for completeness.
Payments will be held until such time as tbe transferee has fulfilled enrollment
requirements in the Medicaid program as set forth in the provider manual and
provider enrollment packet.

(e) The effective date of tbe change of ownership will be determined by the
Indiana state department of health's certification and transmittal and amended by
the Indiana state department of health, if necessary, to correspond with the
transferor/transferee agreement of sale or transfer.
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405 lAC 1-20-3 Change of ownership types

Sec. 3. A change of ownership in an existing long-term care facility occurs
under, but is not limited to, any of the following circumstances:

(1) For a sole proprietorship, if a provider of services is an entity owned by a
single individual, a transfer of title and property to the enterprise to
another person or firm, whether or not including a transfer of title to the
real estate or if the former sole proprietor becomes one of the members of
a business entity succeeding him or her as the new owner.

(2) For a partnership, a new partnership, or the removal, addition, or
substitution of an Individual partner in an existing partnership, in the
absence of an express statement to the contrary in the partnership
agreement, that dissolves the old partnership and creates a new
partnership.

(3) For a corporation, a new corporation, the merger of the applicant or
provider corporation into another corporation, or the consolidation of
two (2) or more corporations, or any other change resulting in the
creation of a new corporation. In an incorporated provider entity, the
corporation is the owner. The governing body of the corporation is the
group having direct legal responsibility under state law for operation of
the corporation's entity, whether that body is:

(A) a board of trustees;
(B) a board of directors;
(C) the entire membership of the corporation; or
(D) known by some other name.

405 lAC 1-20-4 Change of ownership effect

Sec. 4. When there is a change of ownership of a long term care facility, the
office will transfer the provider agreement to the transferee subject to the terms and
conditions under which it was originally issued and subject to any existing plan of
correction and pending audit findings as follows:

(1) The transferor and transferee shall reach an agreement between
themselves concerning Medicaid reimbursements, underpayments,
overpayments, and civil monetary penalties.

(2) From the effective date of change of ownership lind if all requirements
are met, all reimbursements will be made to the transferee, regardless of
whether the reimbursement was incurred by a current owner or previous
OWner.
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(3) From the effective date of change of ownership, the transferee shall
assume liability for repayment to the office of any amount due the office,
regardless of whether liability was incurred by a current owner or
operator or by a previous owner or operator.

(4) Liability of current lind previous providers to the office shall be joiDt and
several.

(5) A current or previous owner or lessee may request from the office a list of
all known outstandiDg liabilities due the office by the facility and of any
kaown pending office actions against a facility that may result in further
liability.

(6) For purposes of this section, examples of reimbursements, overpayments,
and penalties shall include, but not be limited to, the following:
(A)Outstanding claims.
(B) Any retro rate adjustment that results in an underpayment or

overpayment based upon the transferor's cost report.
(C)Amounts identified during past, present, or future audits that pertain

to an audit period pnor to a change in ownership.
(0) Pending or completed surveillance utilization review (SUR) audit.
(E) Imposition of penalties due to failure of the provider to be in

substantial compliance with applicable federal requirements for
nursing facilities participation in the Medicare or Medicaid program.

(F) Civil monetary penalties.
(G)Amollnts established by final administrative decisions.

405 lAC 1-20-5 Record retention

Sec. 5. The transferee shall take possession of the Medicaid records of the
transferor and safeguard them for no less than three (3) years from the date of the
last claim reimbursed by the office or until any pending administrative or judicial
appeal is closed, whichever is longer.

SECTION 3. Upon the effective date of 405 IAC 1-19-2, all disclosing entities have
sixty (60) days to comply.

Effective Date: May 17. 2003
JlJ.~ 2/ 2{)03
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Inpatient/Outpatient Hospital, Nursing Facility and Home Health (UB92) - A claim is a paper
document or an electronic record requesting payment for services provided during a date range
for which there are one or more accommodation revenue codes, HCPCS and/or ancillary codes.

Pharmacy - A claim is each detail line item of a paper document or an electronic record
requesting payment for pharmacy services (indicated by NDC codes) provided to a recipient by
the billing provider. However, compound drugs are billed on a separate claim form and each
of these compound drug claim forms represents a separate claim, the line items on which are
the components of a compound drug.

All other claim types - A claim is an individual line item on a paper document or electronic
record requesting payment for services furnished to a recipient by the billing provider. Services
provided are represented on the claim by HCPCS or other approved billing codes.

Crossover claims are defmed as set out above, depending on the claim type submitted.

TN 95-002 /
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State of Indiana

Provider Reimbursement Appeal Procedures

405 lAC 1-1.5-1 Scope
Authority: IC 12-15-21
Affected: IC 4-21.5-3
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Sec. 1. (a) This rule governs the procedures tor appeals to the office of Medicaid policy
and planning (office) involving actions or determinations of reimbursement for all Medicaid
providers.

(b) This rule governs the procedures for appeals to the office from the following actions
or determinations:

(1) Setting rates of reimbursement.
(2) Any action based upon a final audit.
(3) Determination of change of provider status for purposes of setting a rate of

reimbursement.
(4) Determination by the office that an overpayment to a provider has been made due

to a year-end cost settlement.
(5) Any other determination by the office that a provider has been paid more than it

was entitled to receive under any federal or state statute or regulation.
(6) The office's refusal to enter into a provider agreement.
(7) The office' s suspension, termination. or refusal to renew an existing provider

agreement.
(c) Notwithstanding subsections (a) and (b), this rule does not govern determinations

by the office or its contractor with respect to the authorization or approval of Medicaid services
requested by a provider on behalf of a recipient.

405 lAC 1-1.5-2 Appeal requests
Authority: IC 12-15-21
Affected: IC 4-21.5-3-7, IC 12-15-13-3

Sec. 2. (a) Appeals governed by this rule will be held in accordance with IC 4-21.5-3.
except as specifically set out in this rule. The ultimate authority for purposes of this section is
the secretary of family and social services administration, in accordance with IC 12-8-6-6.

(h) A request for an appeal must he filed within the following time limits:
(1) A request for an appeal of a determination that an overpayment has occurred
must be filed within the time limits set out in IC 12-15-13-3
(2) A hospital's request for an appeal of an action described in IC 4-21.5-3
6(a)(3) and (a)(4) must be filed within 180 days.

TN 96-004
Supersedes
TN 95-019
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(3) All other appeal requests governed by this rule must be filed with the ultimate
authority within fifteen (15) calendar days of receipt of the determination by the
office of Medicaid policy and planning (office). in accordance with IC 4-21.5-3-7.
However. any provider subject to administrative review or reconsideration under
405 lAC 1 must seek administrative review or reconsideration prior to filing an
appeal request.

(c) An appeal request must state facts demonstrating that:
(1) the petitioner is a person [Q whom the order is specifically directed:
(2) the petitioner is aggrieved or adversely affected by the order: or
(3) the petitioner is entitled to review under any law.

Failure of the provider to file the appeal request within the time limits listed in subsection (b)
will result in the waiver of any right to appeal from the office's determination.

(d) The provider must file with the office a statement of issues:
(I) within forty-five (45) calendar days after the provider receives notice of the
determination of the office: or
(2) at the time the provider files a timely request for appeal: whichever is later.
(d) The statement of issues shall set out in detail:
(l) the specific findings. action, or determinations of the office from which the

provider is appealing;
(2) with respect to each finding, action. or determination, why the provider believes

that the office' s determination was in error: and
(3) with respect to each finding. action. or determination. all statutes or rules

supporting the provider's contentions of error.
(f) A hospital appealing an action described in IC 4-21.5-3-6 (a)(3) and (a)(4) must

include its statement of issues in its petition for review
(g) The statement of issues shall govern the scope of the issues to be adjudicated in the

appeal under this rule. The provider will not be permitted to expand the appeal beyond the
statement of issues with respect to:

(l) the specific findings, action. or determination of the office: or
(2) the reason or rationale supporting the provider' s appeal.
(h) The provider may supplement or modify its statement of issues for good cause

shown. up to sixty (60) calendar days after the appeal request is mailed to the office. The
administrative law judge assigned to hear the appeal will determine good cause.

(i) Within thirty days after filing a petition for review. and upon a finding of good cause
by the administrative law judge, a hospital appealing an action described in Ie 4-21.5-3-6 (a)(3)
and (a)(4) may amend the statement of issues contained in a petition for review to add one (1)

or more additional issues.

TN 96-004
Supersedes
TN 95-019
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(j) Failure of the provider to timely file a statement of issues within forty-five (45)
calendar days from the date the provider files the appeal request will result in automatic
certification to the secretary for summary review. in accordance with section 3 of this rule.

(k) Notwithstanding (d) and (e) of this section, a hospital provider that files an appeal
after a determination regarding year-end cost settlement may preserve any Medicaid issues that
are affected by any Medicare appeal issues. by indicating in its statement of issues that Medicare
issues timely filed before the fiscal intermediary are also preserved in its Medicaid statement of
issues.

405 lAC 1-1.5-3 Summary review
Authority: IC 12-15-21
Affected: IC 4-21.5-3

Sec. 3. (a) The office of Medicaid policy and planning (office) will provide a summary
review by the secretary of family and social services administration (secretary) of certain issues
set out in the provider" s statement of issues. Issues in the provider" s statement of issues that
challenge the propriety of:

(1) all or part of the general methodology or criteria utilized by the office for setting
rates:

(2) all or part of the general methodology or criteria utilized by the office with respect
to any audits:

(3) all or part of the general methodology or criteria utilized by the office for making
determinations with respect to change of provider status: and

(4) all or part of any other general methodology or criteria utilized by the office for
making any determination set out in section I(b) of this rule;
will be certified for summary review by the secretary.

(b) The office shall not certify for summary review any issue in which the provider
challenges the application of the office's methodology or criteria in the provider's particular
circumstances. Issues involving application of the office s methodology or criteria will be set
for an evidentiary hearing under IC 4-21. 5-3. The administrative law judge shall exclude any:

(1) evidence or argumentation on issues certified to the secretary, or
(2) issues not specifically enumerated in the provider's statement or amended statement

of issues.
(c) For appeals filed before the effective date of this rule, the office may certify

issues determined under subsection (a) to the secretary or the secretary's designee, according to
the issues set out in the provider's appeal letter.

(d) There shall be no appeal from a determination by the office certifying any issues
for summary review by the secretary.

TN 96-004
Supersedes
TN 95-019
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405 lAC 1-1.5-4 Decision on summary review
Authority: IC 12-15-21
Affected: IC 4-21.5-3-28

Attachment 4, 19-E
Page 2c

Sec, 4, (a) Upon a determination of the office of Medicaid policy and planning (office)
that any or all of the issues in the provider's statement of issues concern issues in section 3(a)
of this rule. the office will certify to the secretary of family and social services administration
(secretary) those issues for summary review by the secretary or the secretary's designee. With
respect to each issue certified by the office, the secretary or the secretarys designee will issue
a decision:

(1) affirming the determination of the office:

(2) dissolving the determination of the office: or
(3) remanding the determination of the office for an evidentiary hearing before an

administrative law judge.
(b) The decision of the secretary or the secretary's designee on summary review shall

be rendered within forty-five (45) calendar days after certification by the office to the secretary,
(c) The secretary shall send a notice of the decision on summary review to the provider.

The decision on summary review of the secretary or the secretary's designee is interlocutory
unless it adjudicates all the issues in the provider's appeal. It is not a final order until all issues
in the provider" s statement of issues are adjudicated by the secretary or the secretary" s designee
under IC 4-21.5-3-28. A provider may not seek judicial review of an adverse determination of
the secretary on summary review until such time as a final order on all the issues in the
provider's statement of issues is rendered.

405 lAC 1-1.5-5 Repayment of overpayment to Office
Authority: IC 12-15-21
Affected: IC 4-21.5-3: rc 24-4.6-1-101

Sec. 5. (a) The office of Medicaid policy and planning (office) may require the
repayment of any amount determined by the office to have been paid to the provider in error.
prior to an evidentiary hearing or summary review. unless an appeal is pending and the provider
has elected not to repay an alleged overpayment pursuant to 405 lAC 1-1-5(d)(3). The office
may. in its discretion. recoup any overpayment to the provider by the following means:

(1) Offset the amount of the overpayment against current Medicaid payments to a
provider.

TN 96-004
Supersedes
TN 95-019
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(2) In the case of an institutional provider. offset the amount of the overpayment [Q

any or all of the Medicaid facilities owned by the provider. until the overpayment has
been satisfied.
(3) Require that the provider satisfy the overpayment by refunding the entire amount
of the overpayment to the office directly.
(4) Enter into an agreement with the provider in accordance with 405 lAC 1-1-5.
(b) Interest from the date of the overpayment will be assessed even if the provider

repays the overpayment to the office within thirty (30) days after receipt of the notice of the
overpayment. This subsection applies to any of the methods of recoupment set out in this
section. Interest on overpayments shall not exceed the percentage set out in IC 12-15-13-3(t)(l),

(c) Notwithstanding any other rule in this article. for hospitals who receive a notice that
the provider has been underpaid by the Office as a result of the cost settlement process. the
Office will pay interest to the hospital on the amount of the underpayment, Such interest will
accrue from the date of the underpayment at the rate of interest set out in IC 12-15-13-3 (t)(2),

TN 96-004
Supersedes
TN 95-019
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Requirements for Third Party Liability 
Identifying Liable Resources

A. State Wage and Income Collection Agencies (SWICA) - 42 CFR
433.138 (d) (1)

County department caseworkers enter recipient/applicant
information directly into the Indiana Client Eligibility
System (ICES) which in turn sends the necessary data to the
Indiana Department of Employment and Training (IDETS) once a
month (more often if indicated). The resultant data match
giving wage information is returned to ICES and kept on file
for the record.

When there is a "hit" (data found by IDETS for a recipient),
an alert is sent to the caseworker who has the responsibility
for verification follow up*. Once TPL is verified, the
information is entered in ICES within 30 days and then sent to
the IMMIS via daily electronic data exchange to be entered in
the TPL data base.

A separate data match with IDETS is created by the IV-D agency
to uncover employment information about absent parents.

B. SSA Wage and Earnings File - 42 CFR 433.138(d) (1)

Once a month the electronic State Beneficiary Data File
(BENDATA) is created on tape and sent to SSA for the
Beneficiary and Earnings Data Exchange/ Beneficiary Earnings
Exchange Record (BENDEX/BEER) data exchange. When the
BENDEX/BEER tapes are received in return, the data is
processed by ICES and placed on line for reference. An alert
is sent to the county caseworker responsible for verification
and follow up when information is received on BEER for an
active recipient. Additionally, Social Security income

• 'FuUowUp' Cur the veriflClllion oC TPL Information gatheredfromdataexchaDges includes, but is not limited 10,sendingemployment andbenefits veriflClllion
1elten 10empluyers and or Insurance companies, phonecalls and1= to attorneyl and/or thosesuspeeted 10be liable tor accident n:llllCd claims, 1= and/or
pbone calls to medical providers.

TN No. 94-001 Approval Date 3k~/9i Effective Date 1-1-94
Supersedes
TM No. 93 -028
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information from the BENDEX is used to automatically update
the Medicaid and Food Stamp budgets of matched recipients in
ICES. The BENDEX is then sent to the Medicaid contractor to
electronically update the MMIS TPL file with Medicare
information to cost avoid for the future and to seek recovery
of claims already paid.

C. Worker's Compensation - 42 CFR 433.138(d) (4) (i)

The data match is conducted with worker's Compensation
annually. A tape is created by the Indiana Industrial Board
of all those who have filed a worker's compensation suit in
the previous year. The contractor has the responsibility to
do verification follow-up and then to establish Medicaid's
interest in settlement proceedings arising from the accident.

D. State Motor Vehicle Accident Report Files (42 CFR 433.138(d) (ii)

The Medicaid contractor conducts data matches with the State
Motor Vehicle Accident Report Files annually. A tape is
created by the State Police of all vehicular accidents during
the previous year. The contractor has the responsibility to
do verification follow-up and then to establish Medicaid's
interest in settlement proceedings arising from an accident
when appropriate.

E. Patient Compensation Board

The Medicaid contractor conducts data matches with the State
Patient Compensation Board monthly. A tape is created by the
Indiana Patient Compensation Board of all those who have filed
a malpractice suit against a health care provider in the
previous month. The contractor has the responsibility to do
verification follow-up and then to establish Medicaid's
interest in settlement proceedings arising from the suit.

F. Black Lung

The Medicaid contractor conducts data matches with the
Department Of Labor, Division of Coal Miners annually. A data
exchange tape is created from the MMIS Medicaid Eligibility
files and in turn a tape is received of all those who are

TN No. 94-001
Supersedes
TN N. 93~028
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qualified for Black Lung benefits. Tim contractor has the responsibility to do vc";ficatioll follow·up alJ(l 

then to bill the Board for reimbursement of claims already paid by Medicaid. 

0, Defense Eligibility and Enrollment Reporting System (DEERS) 

The Medicaid contractor conducts data tHatches with DEERS annually. A data exchange tape is 

created from the IV·D and Medicaid Eligibility files. In turn, a tape is received Ii'om DEERS of all 

those who qualify for Civilian Health and Medical Program of the Unifonned Services (CHAMPUS) 

benefits. 11,0 conn'actol' has the responsibility to do verification follow-up, add the information to 

the TPL data base for future cost avoidance, and then bill CHAMPUS for reimbursement of claims 

already paid by Medicaid. 

l-l. Diagnosis and Trauma Code Edits (See 42 crR 433. I 38(e).) 

The Medicaid contractor conducts diagnosis and trauma code edits for all ICD diagnostic codes that 

identify an accident 01' injury. 

All claims in the IMM IS weekly processing cycle are edited for trauma codes. Claims with these 

trauma codes are reporle<i to the contractor's TPL unit via the MARS reporting system for potential 

recovcry. Rccil)ients who have claims with these edits are contacted by the contractor to detennine 

the potential for recover)'. If potential exists, the contractor opens a casualty case and tracks the 

proceedings. The time frames for follow·up depend on the particulars of the case. 

Information regarding the potential recovery of trauma related expenditures is maintained in the 

contractor's third patty reeovetyunit and includes all parties involved in the case as well as Medicaid 

expenditmc information related to the injury. Since liability is not tlnully established for such cases 

until settlement, casualty liability information is not coded on the IMMIS. Therefore, reeDvel)' of 

casualty related expenditures is performed on a post·payment basis, However, if liability is 

established for future medical expellses, the information is then coded on the TPL file. 

TN No. J 2-007 
Supersedes 
TN No. 94·00 I 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Indiana

STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE
COVERAGE ELIGIBILITY AND CLAIMS DATA

1902(a)(25)(l) The State has in effect 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, of 1902(a)(25)(I) of the Social Security
Act.

TN # 08-004
Supersedes
TN # New

Approval Date JUL 1 6 Z008 Effective Date April 1, 2008
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Citation

State/Territory Indiana

Condition or Requirement

1906 of the Act State Methodology on Coat
Effectiveness of Employer-Based Group
Health Plans

Indiana's formula for determining the cost-effectiveness of an
insurance plan compares the purohas. OOlt of the available
insurance coverage to the e.timated average annual Medioaid
expenditures for the reoipient to be oovered by the plan. The
purchase cost is computed by totalling the dollar amounts of the
annual pre=i~, deduoti~le, coinsurance, a~iniltrative cost, and
non-covered services. [Sl!!8 definitions bl!!low for each of the
highlighted factors.] The average annual Medic~id expenditure is
estimated using State-developed tables of historioal expenditure
data per recipient type (based on demographics such as aid
category, age, sex, institutional status, high cost diagnosia) .

Since estimated annual Medicaid expenditures are based on averages
and actual individuals' expenditures vary Widely across the range
from which the average is calculated, the State will ensure a
higher probability of overall cost-effectiveness by paying the
premium only when the estimated average annual expenditure is
greater than or equal to twice the purchase cost'. For example:

purchase cost ~ $1500
estimated expenditures must be ~ $3000

Definitions;

1. 1verage Annual Medicaid Expenditure the average annual
benefit dollars Medicaid expects to expend on behalf of the
recipient (based on expenditures for similar individuals)

2. Premium the fee Medicaid must pay to obtain the available
insurance coverage for one year

* In eases where the individual is known to have a high cost
diagnosis, t~e twice-the-cost criterion will not be applied.

TN # 92-018
Supersedes
TN #
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3. Deductible - the annual policY~8pecific deductible amount

4. Coinsurance - the amount of any copayments/contributions the
insured is required to pay (pro-rated based upon the nUmber
and types of services the insured is expected to receive in a
year according to State-developed, policy-specific tables)

5. Administrative Cost the annuali~ed administrative cost of
ongoing operation of the health insurance premium payment
program on a per recipient basis

6. Non~CoverQd Services the annual cost of services expected
to be paid by Medicaid which are not covered by' the available
insurance policy or for which policy benefits are exhausted

7. Purchaae Cost the SUm total of the dollar amounts for
items 2, through 6. above

...

TN #I; 92-018
Supersedes
TN #

Approval Date Effective Date
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state/Territory: Indiana
,=c=--~~~~~~~ ~~~~~

(

Citation

1902(y)(1),
1902 (y) (2) (A),
and Section
1902(y)(3)
of the Act
(PoL. 101-508,
Section 4755(a)(2»

1902(y) (1) (A)
of the Act

1902(y)(1)(B)
of the Act

1902(y)(2){A)
of the Act

Sanctions for Psychiatric Hospitals

(a) The State assures that the requirements of
section 1902(y)(1}, section 1902(y)(2)(A), and
section 1902(y)(3} of the Act are met concerning
sanctions for psychiatric hospitals that do not
meet the require~ents of participation when the
hospital's deficiencies i~~ediately jeopardi~e

the health and safety of its patients or do not
in~ediately jeopardize the health and safety of
its patients.

(b) The State terminates the hospital's
participation under the State plan when the
State determines that the hospital does not
meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies immediately jeopardize the health
and safety of its patients.

(e) When the State determines that the hospital does
not meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies do not immediately jeopardize the
health and safety of its patients, the State
may:

1. terminate the hospital's participation
under the State plan; or

2. provide that no payment will be made
under the State plan with respect to
any individual admitted to such
hospital after the effective date of
the finding; or

3. terminate the hospital's participation
under the State plan and provide that
no payment will be made under the
state plan with respect to any
individual admitted to such hospital
after the effective date of the
finding.

(d) When the psychiatric hospital described in (c)
above has not complied with the requirements for
a psychiatric hospital within 3 months after the
date the hospital is found to be out of
compliance with such requirements, the state
shall provide that no payment will be made under
the state plan with respect to any individual
admitted to such hospital after the end of such
3~month period.

TN No. 9Z II
supersedes-
TN No.

Approval Date /1- j G· 72 Effective Date 7-1-92
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   State:  Indiana    
 

Citation      Sanctions for MCOs and PCCMs 
 
1932(e) 
42 CFR 438.726     (a) The State will monitor for violations that involve the 

actions 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:  

 
       Through routine monitoring, the State may identify 

contract non-compliance issues resulting from non-
performance.  If this occurs, the Assistant Secretary of 
the OMPP or his/her designee will notify the MCO in 
writing of the nature of the non-performance issue, the 
basis and nature of the sanction, and the required 
timeframe for correction.  The State will establish a 
reasonable period of time, not less than ten business 
days, in which the MCO must provide a written response 
to the notification.  If the noncompliance is not corrected 
within the specified time, the State may enforce any of 
the remedies listed below or as allowed under 42 CFR 
438 Subpart I. 

 
(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 1903(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 long as, payment for 
those enrollees is denied by CMS under 42 CFR 
438.730(e). 

 
     ___  Not applicable; the State does not contract with  

MCOs, or the State does not choose to impose 
intermediate sanctions on PCCMs. 

 
 
 
 
 
 
 
 
 
 
 
 
 
TN #   __03-031__          Effective Date   _8/13/03    
Supersedes  
TN #  ___none____   Approval Date              
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Indiana

INCOME AND ELIGIBILITY YERIfICAnON SYSTEM PROCEDURES
REQUESTS TO OTHER STATE AGENCIES

In addition to IEYS data matches. the State of Indiana conducts the following non-IEYS data
matches:

XRPT/DEBN - Verifies new SSN for clients referred by caseworker (SSA)

NumidentlDENB - Verifies SSN provided by the client (SSA)

CSE/DECB - Child Support Enforcement: payment and/or absent parent information (CSB)

AIM - Medicaid match; auto updates eligibility screens AEFME, AEFMC and DEBN (OMPP)

40 Quarters of Coverage/DEQE - Verifies quarters of coverage for wages or self-employment
income of legal aliens (SSA)

New Hire/DENH - shows newly hired recipients with in-state jobs (IDWD)

Credit Bureau/DECM - shows results of match with the Credit Bureau (XPERlAN)

RedbooklAERYH - shows the Redbook value of the vehicle that has been entered (BMY)

DRS - national match with Food and Nutrition Services. which identifies Food Stamp individuals
who have been disqualified or who have a pending disqualification (FNS)

Federal & State Tax Intercept - identifies TANF and Food Stamp clients with a delinquent claim
and who are eligible for a tax refund in order to allow for interception of their tax checks (lDR)

TN No. 98-021
Supersedes
TN No. 86-8

Approval Date
I /

/ /.)£/ II Effective Date 10/1/98
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: INDIANA
. ~

METHOD FOR ISSUANCE OF MEDICAID ELIGIBILITY CARDS
TO HOMELESS INOIVIDUALS

A homeless individual may arrange with the County Department of Welfare
to obtain his Medicaid card in one of the following methods of his choice:

1) He may obtain the Medicaid card at the County Welfare Department.
2) The Medicaid card can be mailed to an address specified by the

individual; for example, a friend or relative, social service
agency, church. or shelter for the homeless.

TN No. 87-4
Supersedes
TN No.

Approval Date~ Effective Date __--------
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: Indiana

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS FOR
MEDICAL ASSISTANCE

The following is a written description of the law of the State (whether statutory or as recognized by the
courts of the State) concerning advance directives. if applicable States should include definitions of
living will, durable power of attorney for health care, durable power of attorney, witness requirements,
special State limitations on living will declarations, proxy designation, process information and State
forms. and identify whether State law allows for a health care provider or agent ofthe provider to object
to the implementation ofadvance directives on the basis ofconscience.

There are four Indiana laws that pertain to advance directives: the Health Care Consent Act, the Living
Will Act, the Powers of Attorney Act, and the Out of Hospital Do Not Resuscitate Declarations Act.
These laws may be used singly or in combination. The following is a condensed version of each law:

Indiana Health Care Consent Act

Pursuant to IC 16-36-1, the Indiana Health Care Consent Act, a patient can (1) appoint a health
care representative to make decisions regarding the patient's own medical treatments when the
patient is no longer able; and (2) delegate authority to someone to consent to health care for
another, such as a child. To appoint a health care representative for the patient's own health care,
the patient must put the appointment in writing, sign it, and have the signature witnessed by
another adult. The patient may specify terms and conditions on the authority delegated. To
delegate the authority to consent to health care for another, the delegation must be in writing,
signed by the delegate, and witnessed by an adult. The delegation may specify conditions on the
authority delegated.

Indiana Living Will Act

Pursuant to IC 16-36-4, the Indiana Living Will Act, a patient may execute one of two kinds of
legal documents for use in the event the patient has a terminal condition and becomes unable to
give medical instructions. The first, the Living Will Declaration, is used if the patient wants to
tell hislher doctor and family that certain life-prolonging medical treatments shouldnot be used,
so that the patient can be allowed to die naturally from the terminal condition. The second of
these documents, the Life-Prolonging Procedures Declaration, can be used if the patient wants all
possible life-prolonging medical treatments used to extend the patient's life.

For either of these documents to be effective, the document must be in writing, voluntarily signed
by the patient (or someone the patient directs to sign in the patient's presence), and witnessed by
two adults. Both a Living Will Declaration and a Life-Prolonging Procedures Declaration can be
revoked orally, in writing, or by the patient's act of physically canceling or destroying the
declaration. The revocation is effective, however, only when the patient's doctor is informed.

Pursuant to IC 16-36-4-10, a copy of the Form of Declaration is included at Attachment 4.34-A,
Pages 3 and 3a.

TN No. 01-010
Supersedes
TN No. 91-024

Approval Date 10/3 I Jen
I l

Effective Date 7-1-01
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IC 16-36-4-13 allows a physician to refuse to use, withhold, or withdraw life-prolonging
procedures if, after reasonable investigation, he/she finds no other physician willing to honor the
patient's declaration.

Indiana Out of Hospital Do Not Resuscitate Declarations Act

Pursuant to IC 16-36-5, the Out of Hospital Do Not Resuscitate Declarations Act, a person with a
terminal condition, outside of a hospital or health facility, may direct that cardiopulmonary
resuscitation procedures be withheld or withdrawn, and the person permitted to die naturally.

In order to be effective, an out of hospital DNR declaration must be voluntary, in writing, signed
by the person making the declaration (or by another person in his presence and at his express
direction), dated, and signed in the presence of at least two competent witnesses. The declaration
may be revoked orally, in writing, or by the person canceling or destroying the declaration. The
revocation is effective, however, only when the person's doctor is informed.

Pursuant to IC 16-36-5-15, a copy of the Form of Declaration is included at Attachment 4.34-A,
Pages 4 and 4a.

Indiana Powers of Attorney Act

IC 30-5, the Indiana Power of Attorney Act, defines how a patient can give someone the power to
act for the patient in a myriad of situations, including health care. The person appointed by the
patient does not have to be an attorney; however, the power of attorney must be in writing and
signed in the presence of a notary public. The power of attorney must articulate who is the
patient's attorney in fact, and state exactly what powers the patient wants and does not want to
give the attorney in fact. Since the attorney in fact may choose not to act for the patient, the
patient may wish to consult with the person before making the appointment.

TN No. 01-010
Supersedes
TN No. 91-024

Approval Date [IJI31/0 I
I

Effective Date 7-1-01
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HEALTH

State of Indiana

'16-36-4-10 Form of living will declaration
r
~) Sec. 10. The following is the living will dec-
'laration form:

LMNG WILL DECLARATION

Declaration made this _ day of
(month, year). I, , being at least

"eighteen (18) years of age and of sound mind,
'willfully and voluntarily make known my
desires that my dying shall not be artificially

.'prolonged under the circumstances set forth
r below, and I declare:

, If at any time my attending physician certi
fles in writing that: (1) I have an incurable
injury, disease, or illness; (2) my death will

'~occur within a short time; and (3) the use of
life prolonging procedures would serve only to
.artificially prolong the dying process, I direct
that such procedures be withheld or with
drawn, and that I be permitted to die natu
rally with only the performance or provision of
any medical procedure or medication neces-
sary to provide me with comfort care or to
'alleviate pain, and, if I have so indicated
below, the provision of artificially supplied
'nutrition and hydration. (Indicate your choice

y initialling or making your mark before
signing this declaration):

_____ I wish to receive artificially sup
; plied nutrition and hydration, even if the
: effort to sustain life is futile or excessively
, burdensome to me.

_____ I do not wish to receive artifi
cially supplied nutrition and' hydration, if

,'the effort to sustain life is futile or exces
sively burdensome to me.

_____ I intentionally make no decision
concerning artificially supplied nutrition
and hydration, leaving the decision to my

, health care representative appointed under
'Ie 16-36-1-7 or my attorney in fact with
,health care powers under IC 30-5-5.

TN No. 01-010
upersedes

;·TN No. 91-024

Attachment 4.34-A
Page 3

16-36-4-11

In the absence of my ability to give direc
tions regarding the use of life prolonging pro
cedures, it is my intention that this declara
tion be honored by my family and physician as
the final expression of my legal right to refuse
medical or surgical treatment and accept the
consequences of the refusal.

I understand the full import of this
declaration.

Signed _

City, County, and State of Residence

The declarant has been personally known to
me, and I believe (him/her) to be of sound
mind. I did not sign the declarant's signature
above for or at the direction of the declarant, I
am not a parent, spouse, or child of the declar
ant. I am not entitled to any part of the declar
ant's estate or directly financially responsible
for the declarant's medical care. I am compe
tent and at least eighteen (18) years of age.

Witness Date _

Witness Date _

As added by P.L.2-1993, SEC.19. Amended by
P.L.99-1994, SEC.2.

16-36-4-11 Form of life-prolonging proce
dures will declaration

Sec. 11. The following is the life prolonging
procedures will declaration form:

LIFE PROLONGING PROCEDURES DEC
LARATION

Declaration made this day of
____ (month, year). I, , being
at least eighteen (18) years of age and of sound
mind, willfully and voluntarily make known
my desire that if at any time I have an incur
able injury, disease, or illness determined to be
a terminal condition I request the use of life
prolonging procedures that would extend my
life. This includes appropriate nutrition and
hydration, the administration of medication,

Effective Date 7-1-01
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Attachment
Page 3a

"11
Certification of qualified ,;

patient; procedure where
physician refuses to bono
declaration :

(1) in good faith; and
-i'"n~

(2) in accordance with reasonable'Ji1
:1:>

star.dards; __. ,i,
participates in the withholding or with,
of life prolonging procedures from a q

,

(b) The attending physician shall incllX
copy of the certificate in the patient's m'" ;
records. ' 'Ja~

..~

(c) It is lawful for the attending physi,
withhold or withdraw life prolonging':p
dures from a qualified patient if that,~
properly executed a living will declato!..
under this chapter.'

(d) A health care provider or an e~pl
under the direction of a health care;pi,
who: 1 '{I

Sec, B. (a) The attending physician
immediately certify in writing that a perso
a qualified patient if the following condill
are met: ',5.,nq

(1) The attending physician has dia
the patient as having a terminal condi

, ;~

(2) The patient has executed a living:{
declaration or a life prolonging proced
will declaration in accordance with~
chapter and was of sound mind at the:'
of the execution.

16-36-4·13

(d) The revocation of a life prolonging pC
dures will declaration is not evidence thli
declarant desires to h~ve life prolonging p.r
dures withheld or Withdrawn. As ad<k(J
P.L.2-1993, SEC. 19. ",

(c) No civil or criminal liability is'int
upon a person for failure to act upon a r .
tion unless the person had actual knowl
the revocation. - ol .

City, County, and State of
Residence

(3) An oral expression of intent to revoke,

Witness Date _

Sec. 12. (a) A living will declaration or a life
prolonging procedures will declaration may be
revoked at any time by the declarant by any of
the following:

(1) A signed, dated writing.

(2) Physical cancellation or destruction of
the declaration by the declarant or another
in the declarant's presence and at the
declarant's direction.

16-36.4.12 Revocation of living will decla
ration or life-prolonging pro
cedures will declaration

Witness Date
As added by P.L.2-1993, SEC.19.

The declarant has been personally known to
me, and I believe (him/her) to be of sound
mind. I am competent and at least eighteen
(l8) years of age.

Signed _

I understand the full import of this
declaration.

In the absence of my ability to give direc
tions regarding the use of life prolonging pro
cedures, it is my intention that this declara
tion be honored by my family and physician as
the final expression of my legal right to
request medical or surgical treatment and
accept the consequences of the request.

and the performance of all other medical pro
cedures necessary to extend my life, to provide
comfort care, or to alleviate pain.

16-36-4-11

State of Indiana

(b) A revocation is effective when communi-
cated to the attending physician.

TN No. 01-010
Supe r sed1'>e~3-
TN No. 91-024

,
.,
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Effective Date 7-1-01

OUT OF HOSPITAL DO NOT
RESUSCITATE DECLARATION

Declaration made this __ day of
____.. I, , being of sound mind
and at least eighteen (18) years of age, will
fully and voluntarily make known my desires
that my dying shall not be artificially pro
longed under the circumstances set forth
below. I declare:

My attending physician has certified that I
am a qualified person, meaning that I have a
terminal condition or a medical condition such
that, if I suffer cardiac or pulmonary failure,
resuscitation would be unsuccessful or within
a short period I would experience repeated

This declaration and order is effective on the
date of execution and remains in effect until
the death of the declarant or revocation.

OUT OF HOSPITAL DO NOT
RESUSCITATE DECLARATION

AND ORDER

16-36-5-14 Effect of declaration during
pregnancy

Sec. 14. An out of hospital DNR declaration
and order of a declarant known to be pregnant
has no effect during the declarant's preg
nancy. As added by P.L.148-1999, SEC.12.

16-36-5-15 Form

Sec. 15. An out of hospital DNR declaration
and order must be in substantially the follow
ing form:

(1) issue an out of hospital DNR order, with
the concurrence of at least one (1) physician
documented in the patient's medical me; or

(2) request a court to appoint a guardian for
the patient to make the consent decision on
behalf of the patient.

(g) An out of hospital DNR order must be
issued on the form specified in section 15 of
this chapter. As added by P.L.148-1999,
SEC.12.

State of Indiana

If the attending physician determines
the information received under subsec

(c) that the patient intended to execute a
d out of hospital DNR declaration, the

ding physician may:

!TN No. 01-010
upersedes
N No_ 91-024

(7) Another person who has firsthand
knowledge of the patient's intent.
j

(d) The individuals described in subsection
(1)through (c)(7) shall act in the best inter
of the patient and shall follow the patient's
;ress or implied intent, if known.

e) The attending physician acting under
ection (c) shall list the names of the indi
als described in subsection (c) who were

naulted and include the information
'ved in the patient's medical me.

(5) An adult sibling of the patient or a
'majority of any adult siblings of the patient
who are reasonably available for
consultation.

(2) A person designated by the patient in
writing to make a treatment decision.

(4) An adult child of the patient or a major
ity of any adult children of the patient who
'are reasonably available for consultation.

(1) A court appointed guardian of the
patient, if one has been appointed. This sub
division does not require the appointment of

· a guardian so that a treatment decision may
be made under this section.

(c) If the attending physician does not trans-
·r a patient under subsection (a), the attend
g physician may attempt to ascertain the
tient's intent and attempt to determine the
'dity of the declaration by consulting with

· of the following individuals who are rea
· nably available, willing, and competent to

"0

i·'!. ,
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State of Indiana

16-36-5-15

cardiac or pulmonary failure resulting in
death.

I direct that, if I experience cardiac or pul
monary failure in a location other than an
acute care hospital or a health facility, cardi
opulmonary resuscitation procedures be with
held or withdrawn and that I be permitted to
die naturally. My medical care may include
any medical procedure necessary to provide
me with comfort care or to alleviate pain.

I understand that I may revoke this out of
hospital DNR declaration at any time by a
signed and dated writing, by destroying or
canceling this document, or by communicating
to health care providers at the scene the desire
to revoke this declaration.

I understand the full import of this
declaration.

Signed _

Printed nam""e _

City and State of Residence' _

The declarant is personally known to me,
and I believe the declarant to be of sound
mind. I did not sign the declarant's signature
above, for, or at the direction of, the declarant.
I am not a parent, spouse, or child of the
declarant. I am not entitled to any part of the
declarant's estate or directly financially
responsible for the declarant's medical care. I
am competent and at least eighteen (8) years
of age.

Witness..; _

Printed name"-- Date.; _

Witnes"-s _

Printed name"-- Date _

OUT OF HOSPITAL DO NOT RESUSCI
TATE ORDER

1,, , the attending physi-
cian of r have certified the

TN No. 01-010
Supersedes
n No. 91.-024

Attachment 4.34-A
Page 4a

declarant as a qualified person to make ah
of hospital DNR declaration, and I:~'

health care providers having actual notice
this out of hospital DNR declaration and 0
not to initiate or continue cardiopulm
resuscitation procedures on behalf ofJ
declarant, unless the out of hospital DNR~
laration is revoked. . .

Signed Date__--:..J.:

Printed nam.C-. ..:..d

Medical license number .:::.!;

As added by P.L.148-1999, SEC.12.

16-36-5-16 Copies of declaration and ci~
Ie

Sec. 16. Copies of the out of hospital D'
declaration and order must be kept: .:

(1) by the declarant's attending physiciati
the declarant's medical file; and .~;

;~
(2) by the declarant or the declar
representative.

As added by P.L.148-1999, SEC.12.

16-36-5-17 Identification devices

Sec. 17. (a) The emergency medical se'·:
commission shall develop an out of hospi
DNR identification device that must be: ~ ..

\t
0) a necklace or bracelet; and : i

(2) inscribed with:

(A) the declarant's name;

(B) the declarant's date of birth; and''\;
:':1$,

(C) the words "Do Not,Resuscitate'!::,

(b) An out of hospital DNR identifies..
device may be created for a declarant 0

after an out of hospital DNR declaration'
order has been executed by a declarant and
attending physician. + '

':~(,(1) A f
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(HSQB) Attachment 4.3S-A

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance 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):

N/A

TN No. 95-026
Supersedes
TN No. _-_-_- _

Approval Date: rO,/;f /q5 Effective Date: 7 /1 /95
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Termination of Provider Agreement: Describe the criteria (as required at
§1919(h) (2) (A)) for applying the remedy.

-lL Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

TN No. 95-026
Supersedes
TN No. ----------

Approval Date: lo!rf!Q5 Effective Date: 7/1/95
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(HSQB) Attachment 4.35-C

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Temporary Management: 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. 95-026
Supersedes
TN No. ~ _

Approval Date: !tJ!if /1) Effective Date: 7/1/95
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(HSQB) Attachment 4.35-D

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Denial of Payment for New Admissions: Describe the criteria (as required at
§1919(h) (2) (A)} for applying the remedy.

~ Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

___ Alternative Remedy

(Describe the criteria and
demonstrate that the alternative
remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)

TN No. 95-026
Supersedes Approval Date:
TN No . _

Effective Date: 7/1/95
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(HSQB) Attachment 4.35-E

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Civil Money Penalty: 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. 95 026 / .
Supersedes Approval Date: /O,/lf/I::-
TN No. ---'==- _

Effective Date: 7!l /95
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(HSQB) Attachment 4.35~F

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforce~ent of Compliance for Nursing Facilities

State Monitoring: 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.)

___ Alternative Remedy

(Describe the criteria and
demonstrate that the alternative
remedy is as effective in deterring
non-compliance, Notice requirements
are as specified in the regulations.)

TN No. 95-026
Supersedes Approval Date:
TN No' _

Effective Date: 7/1/95



Revision: HCFA-PM-95-4
JUNE 1995
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Transfer of residentsj Transfer of residents with closure of facility: Describe
the criteria (as required at §1919(hl {2l (Al) for applying the remedy.

-X- Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

Alternative Remedy

(Describe the criteria and
demonstrate that the alternative
remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)

TN No. 95-026
Supersedes Approval Date:
TN No. _-_-_- _

Effective Date:

•

7/1/95
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: Indiana

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Additional Remedies: Describe the criteria (as required at §1919{h) (2) (A» for
applying the additional remedy. Include the enforcement category in which the
remedy will be imposed (i.e., category 1, category 2, or category 3 as described
at 42 CFR 488.408).

N/A

TN No. 95-026
Supersedes Approval Date:
TN No ._-_-_- _

loltl!1~
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Effective Date: 7/1/95
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: INDIANA

DISCLOSURE OF ADDITIONAL REGISTRY INFORMATION

N/A

TN No. 92 12
supersedes
TN No. -

Approval Date -=-j-"--"'--f--'-"-- Effective Date 4/1/92
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
INDIANA

State/Territory:

COLLECTION OF ADDITIONAL REGISTRY INFORMATION

State Name and date of reciprocity from another state
Date of training completion
Date of testing
Name of person giving exam
Facility where training was given
Current employer by Medicare/Medicaid #
All QMA's are identified by coded registry number

TN No.
Superseae:B
TN No.

Approval Date ~~~~~__ Effective Date 4/1/92

HCFA ID:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

DEFINITION OF SPECIALIZED SERVICES: 

Specialized services are those services identified through the Level II Assessment that are required to 

address the identified needs related to the person's developmental disability and/m mental illness. These 

services are not typically provided within or by a nursing facility due to the duration andlor intensity of 

the services. Specialized services include, but are not limited to, short-term inpatient psychiatric care, 

long-term inpatient psychiatric care, supported employment, suppooted employment follow-along, 
sheltered work, vocational evaluation, work adjustment training, vocational skills training and job 

placement. 

INDIANA'S DEFINrTlON OF DEVELOPMENTAL DISABILITY: 

A person with a developmental disability has a severe, chronic disability attributable to mental 

retardation, cerebral palsy, epilepsy, autism, or a condition other thall mcntal illness, closely related to 

me;ltal retardation in that the impairment of general intellectual function or adaptive behavior is simi lar to 

that of mental retardation. The condition is manifested prior to age 22, is likely to continue indefinitely, 

and requires the person to have 24 hour supervision. As a result of the condition, the person has 
substantial functional limitations in three or more of the following major life areas: self care, 

understanding and use of langllage, learning, mobility, self direction arldlor capacity for independent 

living. 

INDIANA'S DEFINITION or MENTAL ILLNESS: 

An individual is considered to have a mental illness ifhe/slre has a current primmy or secondary diagnosis 

of a major mental disorder (as defmed ill the Diagnostic and Statistical Mallual of Mental Disorders) 

limited to scilizoplu'enic, schizoaffective disorders, psychotic disorder not otherwise specified (formerly 

atypical psychosis), delusional (fol1llerly paranoid) disorder, and mood (formerly aflective) disorders of 

the bipolar and major depressive type, and helshe does not have a diagnosis of senile or presenile 

dementia (includiilg Alzheimer's disease of a related disorder). 

TN No. 12-007 
Supersedes 
TN No. 93-008 

m 2 ~ 2013 
Approval Date: ______ _ Effective Date: July 1.2012 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

IndianaState/Territory: _--==='- _

CATEGORICAL DETERMINAnONS

RESPITE SHORT-TERM (30-Day):

An individual may be admitted to a nursing facility from home for short-term respite care not to
exceed thirty (30) calendar days per quarter, with a break of at least 30 days between stays of 15
or more consecutive days of respite care. Respite care is a temporary or periodic service provided
to a functionally impaired individual for the purpose of relieving the regular caregiver.

At the time of admission, there must be an express intent of leaving the nursing facility by the
expiration of the approved time period. NOTE: for persons with a Developmental Disability
(DO) and Mental Illness (MI), the Preadmission Screening (PAS) Agency must contact the local
DO Respite Care Agency or Community Mental Health Center (CMHC) prior to authorization.
Nursing facility (NF) placement is to be the placement of last resort.

ADULT PROTECTIVE SERVICES (7-Day):

An endangered adult who is referred to Adult Protective Services (APS) may be admitted from
home for a period not to exceed seven (7) days while a determination is made and/or alternative
arrangements for longer term care are made. The individual must be in need of intensive
emergency intervention; i.e., the individual is determined to be in imminent danger, as certified
by the signature of the APS investigator. NOTE: for DD and MI persons, the PAS Agency must
immediately notify the local DD Integrated Field Services Agency or CMHC. NF placement is to
be the placement of last resort.

CONTINUING CARE RETIREMENT COMMUNITY (5-Day):

A resident ofa continuing care retirement community (CCRC) who becomes seriously ill may be
temporarily admitted to the nursing facility of the same CeRC for a period not to exceed five (5)
days without being subject to PASRR review. The purpose of this advance categorical
determination is to allow medical treatment for a physical illness and/or to determine if
hospitalization is necessary for that illness. This temporary admission may not be used for the
purpose of assessment or treatment of a psychiatric disorder.

At the time of admission, there must be an express intent of leaving the nursing facility by the
expiration of the approved time period. If the stay is to exceed the time period, the facility must
refer the individual for a PASRR review no later than the fifth day following the admission. For
purposes of PASRR, such referrals shall be considered preadmission screenings.

TN No. 99~002
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TN No. 93-008
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Tbe S~&t. ha. 1ft .ftect the tol1owLn9 pree••• tor thl r-eelpe &ad timely ~,yi*W
and in...tlgatioft of .11eqatio~. of ne91ec~ and Abu•• and .i••ppcopeiaCion of
r •• idIQt p&'ope~y ~y a n~•••~d. o~ • r ••ident ia • nuz.ln~ t~11Lty Qr ~y
&DQtne~ L4di.id~.l ~ by the facility 14 p~o.idin~ ••cvlc•• to .uch a
:J;',.ldeot.

All Investig.tlona for cQmPl.lnt. will bt CQmPttted .ccordi~ to guidelInes.

Compl.lnt. wiLL be .urvcyed within two (2) Gays 01 receipt.

1he .upervlsor ••• fvna • compl.lnt to the surveyor to be c~ttd within the tl~ frame.

The surveyor doel not ennounc. the compl.lnt survey•

• surveyor expl.fftl to facility ~inistratlon the general naturt 01 the ~gmplaint and ,void. the Impresalon that.
p"edet~rftlINtlllf'l l'lea bten lllOde u to till! valldl ty of the tll..atf en.

Tht lurvtyor daet not dlvul;e nor ccnfirm compl.f".nt's Idantlty.

A pertl.l lurvey. to include a quick tour of the f.cility prior to foc~inQ on the specifIc requl.tory requlrementa rtl.ted to
tht .tltgatlon f. conducttd.

Appropriate enmptlS of r.sldenta, rooms, records, .ervlces, .tc•••• ar. reviewed.

Suptrvl.or wIll IdYl•• the aurveyor or te.. of unusual epeelflc Information to Obtll". copl.. to mAK•• and It~ to r.vleN withIn
the hcfllty.

O~rlng en inye.t'gaclon of • ¢~laint, the fUrv'yor QlY suspect or learn of InfOMIBclon whIch May IUQu,at thet I ~h ~r.

serious or life thr ••tenlng cQndition e~l.ts. The lurveyar Immedl.tely notifIes the .upervlaor by t.lephone of the conc.rn and
rtC.lve. any .poel,L lnatMJC:tlQnt whicil NY eIlS"t. If ~ll$eary. tl'la apeelel In.ttl.lCtlOl\l lI\lIy Include a full .urvey.

\/hen tllt lurVQyor Ie Invc.tlllating • c_lalnt, lpeelaL aSlluMC. Ny be I'I~ In th' lnveulllulon. The ..Ihunet llIay be
lpeel.l fnyl.tlg,tlon instruction., reptlt vlllts, .ndlor mnnpower fr~ tht Office of Let.! Affair, (OLA) Speclel InvestIgator,
ACtorney 4entrel. Adult PrOttctlve S.rv;c.a (AP$) or Medical Director. Th. coordination of I"rveyorl with additional per.onntL
.nd Ich~lin; Clf r,lnflCl lIIt.cl. wlll be .cc~lislled by the aup4lrvi.or.

A fora II used to Qoc:~n1: .e""'at'DN 1llIlde. conditions obs.rved, and investi;lItiv. procec:fures foll~ed. AddItional findIng,.r. ,1'0 .ummorl~ed.

An e_lt con1.rol'lC' i. conducted to di.~U$. wft~ the f.cillty representative the cited defi~ltnelet. O~ring tht e~it ~hl

conffdentfllfty of the complainant .nd indiv;dUtl. contained within the complaint .r. maintained.

Findlngl which Identify serious neglect or .bus. of a resident, which NCre not previous\y r.f.rred to Offlc. of Lti.l Affair.
wilL be r.forred fer further investiQltlon and/or for a recommendation of a citation. the Offlc. of legll AffaIr. Invc.tlg.tor
wiLL Investiglte further upon the discretion of Thl OCrectot, Office of Leg.l Affllra •

•~. which ldentlfy 'ubstantia\ non-comp\i.nc. may rc~utt In remedial .ction, If no findIng, art cIted. th.r. I. no action
.•..,'"
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ol It&ndac4 IUrv.y. to •••ur. tha~ Lt na. tak.n 811 reaacft&bl. ItlPI to &vo~d

q.l.vit\9 11Clt .I.e••

Survey scneduling oecu~s .~prox1maeely six months i~ advance based Oft ehe
facility's TLA eo aSsure the visit occurs in the 90-120 day tim.frame.
All schedules are maintained as specified in Policy and P~ocedur. number
123.000. The Statl Fir. Marshal's office 11 given & date on or aftlr
Which they may conduct the life safety code survey. Th. long term care
survey date is not released. Survey protocol follow federal lu1delines
d.fined in the State Opuations Manual Appendix , "SUllVU PROTOCOL FOR
LONG tER..'t CARE FACILITIES".

All facility visits are confidential and are not announced
prior to the tacility visit.

,

To protect the actual date of a pendinq tacilitr Visit, route
sheets are kept under lock and ~ey when office s closed.
Only designated staff has direct access to route sheets and
quarterly sehedules •
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The ~e4t. ha. i~ .tlee: the to~lovinq p~oqrams tQ ..a.~r. ~d ~educ.

in=on.i.~.~~ in e~. &pplL~.e~Qft of lucvey r ••ult. ~n, IU~.Yor••

!he ttain1ns Oep&rt~ent. within che Bureau of Quality Assura~ce has a
v&:ic~1 of programs wh1~k atee~pt eo minimize the inconsi$cen~1es a~Qng

surveyots. For n~~ surv ..yors we provide t~o (2) weeks 1n-hous, training.
vu~ing t~i~ :~o we~k period ~e review all aspects of che survey process,
e~~h~si:i~g th4 p~oco~ol~ ~eveloped by boch ehe Scaee and Federal agencies.
The chir:d ~eek new surveyors are involved 1.;\ a "mock" survey at ... 10ng-t;tt"ll1
care fac1,liey wich a crainins officer. usiog the kno~led8e they have learned
1n-nol,.lu.

For older surveyors we .provide b1-=onthly staff ~eee~n8s. These provide
1nserv1ee tratnins an documentation. policies and pfocedu~es. 1nterpr:eta'1on
of new ~egulat1ons plus education on pharmacy 1ssues. ~~~~Al services, and
=ental health issues eo name jusC a few. In addition. survelo~s ~~cp.iv. ~~y

appfopriate dir:ectives or updated 1nform&tioQ chrough their w~~kly ~.i!.

The training deparem.at .lso chairs & Qu&liey Assurance Committee ~onchly.
Randomly selected survey reports fro~ eaen area are reviewed. Each survey is
crit19eO. using ehe gu1de11:Il~s provided 'by ~CFA in "Pr1nc:1.1l1u of Doc:u~ent&t:1on".

The comments senerated Ero= chis =•• c1~1 are chen shared with the Are.
Supervisors and ind1vidual surveyors .
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ILtOIIILlry OO~~TtONS AND REQUlRtKENTS

T~. Stace bal 1n -ff.at the fOllowL~q ircel.1 to~ Ln.-ltLqatin9 co-plal~t. o~

yLclatlon. of ~.qul~~dt. by nu~.lnq facl1iCi•• and acnitcrl onlLte Ca a
re4Ulac, al n••de4 balil, • nU~ILn9 f&c~11ty" c~li4n~e with the r~lr.m.rtt.

of .~tlec~ion l~l, Ie). &n~ (d) !o~ the following rea.onll

I i) the fac:1Ut.y hu been tl;lIo1ncl li<rt tQ ~ in cOlDplhnce ",itb e~cls

~~i~ement. and LI in ~he pcac••• at corr~ing de!L¢le~l.1 to achieve
IQCb compliance,

eM facility",.. prevlo"dy t~n4 not to b. in C:OIIpHan<.:. w1tb lucn
r~lr~nt. and hal corrected ~.tlc:iencl•• to Ichiev••ucA compliance,
&Ad verlfleatLoG of continut4 complianc. 18 1ndl~.te41 or

(iii' t~ Stat. hAl r.aacn ~o ~••tl~n ~h. e~pll&ac, of the facll1ty ",ith
.ucb c~Lrem4~t••

Pott Certlficatfon Rev!,wI (PCR) vl.ftlV.Lldttion Vlllt./CI ••• ~olLow upI) ere l~hedUled for fecltfcla. wftn
Level ."/Condltl~ ("~100) endIor ~Iv.l I'I/Itandards ("R/DO) ~ 01 COMpllanca at tIme of lurVey.

PCR'I Ira IcIIllC!l.llacl withIn 4' da.... 11'011 thl LIU d41yof till IUNe.,. by till IU1'veyor. COllIl'U\lcatfon between
Iurveyor end .upervl.or will ta~. place p~lor to thlt IchedYied visft.

Tha follow ~ villt verifl •• the flellfty" proa~es, in correcting thl certificatIon daffcfencfea cfted
du..lnt the lilt .urvey,

The surveyor chICk' ell citing,.

Tit' pellt tllG (l) IInkl fchtdu.le of work I, to be rCNi4l'oHld to dettmlne t iceNe<i nurllt covera;t vd O'/e..all
nur"ntI covera", et '1ICh Pal/V.lfdltlon vl,lt even tltOOl'ilft it .... not c;tfld on tlll lurvey.

On completIon of the report, en txfe I"tervf~ conference fl held with the ldmi"l.tr.tor" .electt4 tte,t.

Thl juttiflcltlon for new Level I'a/ttlndarda (MR/OOI out of ccmplfance, bow to w~it•• plln of correction
LItter, Ind JUltff\cDtlon ItttlfS Ira 'f;ned Ind l.ft wIth tht adminlatrltor.

\IIltn ill deffclwltt/flnclfng. arl ClorrllCtlld Inc:I tlltrl I~e no I\4Ilj fftldl"ll'. I hi'll f' oomp~ltld ItUfl1fl "AU
o.flc:lifiGl.. CorrlCce,Hlo NftI 'lncllng.".

QualIty Asturlne! ~ R.N, welver villt. lIill be mode to facflitfes wIth rtelnt LlceftS~r. tnd certlffcaClon
problen to detenalAl coq:ll lane. IIlth ,tat. rul .. and 'e<ltr,t r.,.uU,tlon••

For .ll Itlt. wllk·thru visltl, the following must bt done:

'Complttl e t~r of the flcilitv. noting slfftiflc6nt problems whicll could iftdlclte non'c~liDnC' with 'tate
rulet, or federll rtQulltlons

'Review the previous two (2) w~eks of posted nursing hours, as wor~ed •

•Observe I mu I•

-
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Yhen the ~llie i. tor the ~rpos. 0; Monitor'", • t.cllfty" C~llanc. with the tlnns of en R.N. wcivtr
,lent (8) .r,•• ar. ~leweU.

11 no t.lr. probltN In notlld tncI the flltHlty I. oper.tine within the to'" of tllel,. WlII_. 1\0 f1ndllllll
r.:ed ~ cited.

If the fecl~lty I, operating withOUt A.H. coverig. beyond the scope of the wllv,r. I flndin( II ~,.

If !t i. dftlnnined thlt the tlcllity hal not complied with t~1 terms ot the wIlvl" thloffice I. notifIed
1.1 det.rllllrtation can tit llllId.t cooclrl'li~ revo.::ltfon of tile w.lver.

IfI'l'QQI_ Ir, eb4ervld In til. hcllity wIl1cll lillY worront , full IUrvey. til, I~rvl.or rlSponllble tor the
Ir•• of the It,t. In whiCh tile f~ltlty I, loelteG II contlcted. Thl supervlao, In conJun(tion with the
Director of FI,ld Operationl wlH del:fd, O/l the nrrlt of conducting. full IUrvey.

I!Qftltof'l sIllll bit lj:1prove<l II1ld shtl havt dUties In accordance with thl followIng prClCe<!ur••

*Shall bit lie_lid.

*shlll bI Iv.fllbll to lerv, ••• manltor the r~irld ~r of hour••1 dtt.~lned ~'I.lry.

-ShIll not cllrrently ~ tmPloy~ I. en IdMlnlstrltor of Iny other h,.lth f,cllfty.

·Sh.11 have It l•• st two (2) yoar, experience IS , he.lth tlcllfty administrator In tht Stltw of Indfana.

~onlto'• .n.ll ~t.r Into I written contract ~lt~ t~e fteility. thl contrlCt aholl Itlt' till number of
ftOllI" to be 'lIOrlr.td, the fll. to c. ptIld by the tacH ltv, and ahall be approved by the 8ureau DI rKtQr.

·Shall t.k, ntcess.ry Itep' to protect re,ldent. of a facility If neceasary.

*Shttl .ervi ,t I conIlltta"t to thl ftcllfty admlnlstr,tor end 8ureou Oltector ccnc.rnlne the oper.tlon 0'
the hewlth facility. lhe Monitor ,h,l\ be Iv.I~~\e If neces.aryl for meetlne' with the lurleu glrector or
Division Dlrtctor.

*Shalt ,~It ~..~ly wrltt'" report, to the aUttlll alrRto!' on the oper.tlon of the tecllftv Ind the Itltut
Ind ~ondl tlon of thl ~tfent••

,'til obstrv, tha operltion end provl,lon of .trvlctl cited ., probl~ .r", during the ncrmel worir.doy, with
Idc:IltfOl1llI tlihe allOCated to. tht observation of contlN.llcy af ••rvlc.. on tht evenll'll II'Id "';ht thfftt.

The wRkly report ahaII .oJre1t ellen of the findfl'llls Ind Pl"obltftlt noted on tn, 11Irv1't or CQIllPlalM
fnvettl8ation ..mien led to the e.<Neue \I~If'lI\lrt Ictlon and to thlllhcel/ltnt of a IIIIlrIltor.
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\...,.)upersedes

TN No.
Effective Date 4/1/92



State of Indiana        Attachment:  4.42 
Page 1  

 
 

Employee Education About False Claims Recoveries
 
 
1a. The Indiana Office of Medicaid Policy and Planning (OMPP) or its contractors will conduct 

reviews annually of selected entities defined under 4.42(a)(1)(A). These reviews will include 
examination of the entities’ policies and procedures regarding the education of employees, 
management, officers, contractors or agents of the entity regarding the False Claims Act, 
specifically on the entities’ methods for detecting and preventing fraud, waste, and abuse in 
Federal health care programs, discussion of the laws described in the policies, whistleblower 
protection rights, and other provisions named in section 1902(a)(68) of the Social Security Act.  

 
1b. Upon request by OMPP or its contractors, entities will provide a copy of the policies and 

procedures to OMPP or the OMPP contractor who conducts the review.  
 
2a. During the review, the Indiana Office of Medicaid Policy and Planning (OMPP) or its contractors 

will further examine the entities’ employee policy handbook, if one exists, for a detailed 
discussion of the laws described in the written policies, the rights of employees to be protected as 
whistleblowers, and a specific discussion of the entities’ policies and procedures for detecting and 
preventing fraud, waste, and abuse in Federal health care programs.  

 
2b. Upon request by OMPP or its contractors, entities will provide a copy of the employee handbook, 

if one exists, to OMPP or the OMPP contractor who conducts the review.  
 
3a. Entities are required to submit to OMPP a corrective action plan within sixty days (60) if an 

entity is found not to be in compliance with any part of the requirements noted above regarding 
the False Claims Act and section 1902(a)(68) of the Social Security Act. 

 
3b. The corrective action plan will describe the actions and methods the entity will follow to ensure 

that the entity comes into compliance. The corrective action plan will designate a contact person 
within the entity responsible for communicating with OMPP on implementation of the plan. 

 
4.  The State will incorporate into the provider agreement and affected contracts the requirements of 

this law within the third calendar quarter of 2007.  
 
5.  The State will provide information to entities through publication of a notice regarding the 

requirements to meet compliance with section 1902(a)(68). This publication will include 
information that the providers will be susceptible to audit beginning fourth quarter of 2007. 

 
 
 
 
 
TN No.    07 -001 
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Description of Methods of Administration to Assure
Compliance with the Requirements of

Title VI of the Civil Rights Act of 1964

Office of Medicaid Policy and Planning Obligations

Provide each program applicant with a written statement of
rights via pamphlet or on the application form.

Inform providers that civil rights violations may lead to
decertification via a statement in the provider agreement.

Advise all contractors of obligation to ensure non
discriminatory practices via a clause in the contract.

Advise all employees of their civil rights and complaint
procedures via posters, bulletins and handbooks distributed
by Family & Social Services Administration Human Resources.

Make avai~able for public review this description of the
agency's methods of administration to assure compliance
with Section 504 requirements.

Ensure investigation of complaints against providers by
either the Indiana civil Rights Commission or the United
States Department of Health and Human Services, Office for
Civil Rights.

Provide, via the PAS coordinator, a
rights and complaint procedures at
Admission Screening (PAS).

summary of patient
the time of Pre-

Inform Long Term Care Facility patients and applicants that
intake, admission, patient evaluation and treatment must be
non-discriminatory via statements contained in application
forms and in materials distributed/posted by Pre-Admission
Screening Coordinators and LTC providers.

Notify Medicaid recipients of their rights and complaint
procedures annually.

TN No. 95-001 I
Supersedes Approval Date 3/1;} l1'5" Effective Date
TN No. 94-004
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State of Indiana

Medicaid MMIS Contractor Obligations

Attachment 7.2-A
Page 2

Distribute Medicaid Provider Manuals containing an
explanation of providers' obligations to ensure non
discriminatory delivery of Medicaid-covered services.

Notify service providers, via periodic bulletins, of their
obligation to assure non-discriminatory provision of
Medicaid services to individuals with AIDS or HIV.

When distributing Medicaid Provider Manuals, supply
providers with copies of pamphlets and fact sheets provided
by the u.s. Office for Civil ~ights.

State Department of Health Obligations

Each time
conducted,

a nursing facility
the surveyor will:

certification survey is

Ask the facility administrator to complete and sign Civil
Rights Form #28348 (IINursing Home On-site Review Report")

Review the completed form and check for the proper posting
of the open admissions policy

During the course of the survey, observe the residents and
staff to assure non-discriminatory policies are followed

Include the civil Rights Survey Form with the facility's
certification and transmittal packet.

Long Term Care Provider Obligations

Notify the Office of Medicaid Policy and Planning of civil
rights complaints or lawsuits filed against the provider.

Cooperate with inspections or investigations of civil
rights violations.

Sign a Medicaid Provider agreement indicating that civil
rights violations may result in revocation of provider status.

Complete Civil Rights Survey Form #28348 as required by
surveyor conducting certification survey.

Include open admissions policy o~ marketing materials i
maintain written policies regarding the protection of
patients' civil rightsi and display the Office for Civil
Rights' "Fact Sheet" supplied by the Medicaid agency.

TN No. 95-001 .
Supersedes Approval Date 3/1 S 19~ Effective Date
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1902(e){l4) 
42 CFR 435.603 

Medicaid Eligibility 

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

~ The state will apply Modified Adjusted Gross Income (MAGl)~based methodologies as described below, and consistent with 
a 42 CFR 435.603. 

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

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

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

® Tue pregnant woman is counted just as herself. 

0 The pregnant woman is counted as hersel( plus one. 

0 The pregnant woman is counted as herself; plus the number of children she is expected to deliver. 

Financial eligibility is determined consistent with the following provisions: 

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

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

@Current monthly household income and family size 

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

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

t8J Include a prorated portion of a reasonably predictable increase in future income and/or family size. 

1:8:1 Account for a reasonably predictable decrease in future income and/or family size. 

Except as provided at 42 CFR435.603(d)(2) through (d)(4), household income is the snm of the MAGI-based income 
of every individual included in the individual's household. 

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

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

0Yes @No 

I 
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Medicaid Eligibility 

Ii] The age used for children with respect to 42 CFR 435.603(f)(3)(iv) is: 

@Agel9 

0 Age 19, or in 1he case of full-time students, age 21 

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

TN No: IN-13-003-MM3 
Indiana 

Approval Date: 

Effective Date: January 1, 2014 



Medicaid Eligibility 

Enter the AFDC Standards below. All states must enter: 

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

Entry of other standards is optional. 

The standard is as follows: 

® Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

152 

247 

310 

373 

435 

498 

561 

Additional incremental amount 

©Yes 0 No 

Increment amount $ '-16_3 __ __, 

The dollar amounts increase automatically each year 

0 Yes (OJ No 

TN No: IN-13-001-MMl 

Indiana 
Approval Date: 1123114 I 

OMB Control Number 093 8-1148 
OMB Expiration date: 10/31/2014 

Effective Date: January 1, 2014 



Medicaid Eligibility 

The standard is as follows: 

@ Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

139.5 

229.5 

288 

346.5 

405 

463.5 

522 

@Yes 0 No 

Increment amount $1._5_8_.5 __ _, 

The dollar amounts increase autoniatically each year 

0 Yes (!1 No 

The standard is as follows: 

@ Statewide standard 

0 Standard varies by region 

C> Standard varies by living arrangement 

0 Standard varies in some other way 

TN No: IN-13-001-MMl 
Indiana 

Approval Date: 1/23/14 

Effective Date: Jan_uary 1, 20141 



Medicaid Eligibility 

Household size 

2 

3 

4 

5 

6 

7 

Standard ($) 

152 

247 

310 

373 

435 

498 

561 

Additional incremental amount 

@Yes ONo 

Increment amount sl ~6_3 __ ~ 

The dollar amounts increase automatically each year 

()Yes (!,No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

C; Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes 0 No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

TN No: IN-13-001-MMl I 
I 1ndiana , 

Approval Date: -1/23/14 Effective Date: January 1, 2014 ! 



Medicaid Eligibility 

0 Standard varies by living arrangement 

C; Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes 0 No 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes 0No 

The standard is as follows: 

0 Smtewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amolUlts increase automatically each year 

0 Yes 0 No 

TN No: IN-13-001-MMl Approval Date: 1/23/14 

Indiana Effective Date: January 1, 2014 I 



Medicaid Eligibility 

The standard is as follows: 

0 Statewide standard 

0 Standard varies by region 

0 Standard varies by living arrangement 

0 Standard varies in some other way 

The dollar amounts increase automatically each year 

0 Yes 0No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to con1plete 

this inform_ation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources., gather the data needed, and complete and review the iniOrmation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS. 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: IN-13-001-MMl 
Indiana Approval Date: 1123114 

Effective Date: January 1, 2014 



Medicaid Eligibility 

State Name: !Indiana 
~~~~~--~~~~~~~~~~----' 

OMB Control Number: 0938-1148 

Expiration date: 10131/2014 Transmittal Number: JN • 15 · 0013 

42 CFR 435.110 
1902(a)(lO)(A)(i)(I) 
193l(b)and(d) 

~ Parents and Other Caretaker Relatives: - Parents and other caretaker relatives of dependent children with household inco1ne at or 
11 

below a standard established by the state. 

(Z] T11e state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must meet the following criteria: 

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

The state elects the following options: 

This eligibility group includes individuals who are parent'l or other caretakers of children who are 18 years old, 
D provided the children are full-time studeilts in a secondmy school or the equivalent level of vocational or 

technical training. 

f,gJ Options relating to the definition of caretaker relative (select any that apply): 

D The definition of caretaker relative includes the don1estic partner of the parent or other caretaker relative, 
even after the partnership is t.enninated.. 

Definition of domestic 
partner: 

f,gJ The definition of caretaker relative includes other relatives of the child based on blood (including those of 
half-blood), adoption or man·iage. 

Description of other 
relatives: 

Any blood relative within the fifth degree of relationship, including, but not 
!United to, those of half blood, first cousins once retnoved, and individuals of 
preceding generations as denoted by prefixes of grand, great~ great-great, or 
great-great-great (this group includes thy sister. brother, aunt, and uncle of the 
child). 

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

f,gJ Options relating to the definition of dependent child (select the one that applies): 

TN: lN 15-0013-MM1 Approval oa1e: 9116115 Effective Date: Aprll 1, 2015 
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Medicaid Eligibility 

The state elects to eliminate the requirement that a dependent child must be deprived of parental support or 
@'· care by reason of the death, physical or mental incapacity, or absence from the ho1ne or unemployment of at 

least one parent. 

l:· T11e child must be deprived of parental support or care. but a less restrictive standard ls used to measure 
unemployment of the parent (select the one that applies): 

00 Have household income at or below the standard established by the state. 

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

@ Income standard used for this group 

~ Minin1u1n income standard 

The minimum income standard used for this group is the state's AFDC payment standard in effect as of May 1, 1988, 
converted to MAGI-equivalent amounts by household size. The standard is described in S 14 AFDC Income Standards. 

IZJ The state certifies that it has submitted and receive<l approval for its converted May 1, 1988 AFDC payment 
,,tandard. 

00 Maxiinmn income standard 

The state certifies that it has submitted and received approval for its converted inco1ne standard(s) for parents and 
[{] other caretaker relatives to MAGI-equivalent standards and the detennination of the maximum income standard to 

be used for parents and other caretaker relatives under this eligibility group. 

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

(ii'; The state's effective income level for section 1931 fatni1ies under the Medicaid state plan as of March 23, 2010, 
converted to a :MAGI-equivalent percent of FPL or an1ounts by household size. 

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

The state's effective income level for any population of parents/caretaker relatives under a Medicaid 1115 
f": demonstration as of March 23, 2010, converted to a MAGI-equivalent percent ofFPL or amounts by household 

size. 

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

household size. 

Enter the muount of the maxirnurn income standard: 

TN: IN 15-0013wMM1 Approval Date: 9/16/15 Effective Date: April 1, 2015 



Medicaid Eligibility 

(0 A percentage of the federal p<Jverty level: ~~.--J % 

C The state's AFDC payment standard in effect as of July 16, 1996, converted to a lV!AGI-equivalent standard. The 
standard is described in Sl4 AFDC Income Standards. 

The state's AFDC payment standard in effect as of July 16, 1996, increased by no more than the percentage 
r. increase in the Consumer Price Index for urban consumers (CPI-U) since such date, converted to aMAGI

equival.ent standard.111e standard is described in Sl4 AFDC Income Standards. 

(" The statds TAN-F payment standard, converted to alv1AGI-equivalent standard. The standard is described in S14 
AFDC Income Standards. 

C Other dollar amount 

~ Income standard chosen: 

Indicate the state's income standard used for this eligibility group: 

(i', The minimum_ income standard 

(", The 1naxi1nLUn income standard 

The state's AFDC payment standard in e;ffect as of July 16. 1996. increased by no more than the percentage 
. ('.- increase in the Consumer Price Index for urban consumers (CPI-U) since such date. The standard is de.scribed in 

S 14 AFDC Income Standards. 

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

~ There is no resource test for this eligibility gioup. 

00 Presumptive Eligibility 

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women (42 CFR435.116) and/or Infants and Children under Age 19 (42 CFR 
435.118) eligibility groups when determined presumptively eligible. 

(.;.Yes ('No 

~ The presumptive period begins on the date the determination js made. 

~ The end date of the presumptive period is the earlier of: 

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

1he last day of the month following the month in which the determination of presumptive eligibility is made, 
if no application for Medicaid is filed by that date. 

~ Petiods of presmnptive eligibility are limited as follows: 

r No more than one period within a calendar year. 

C: No more than one period within two calendar years. 

(i"_. No more than one period within a twelve-month period, starting with the effective date of the init1al 
• presumptive eligibility period. . 

TN: IN 15-0013-MM1 Annroval Date: 9116/15 Effective Date: Aoril 1. 2015 



Medicaid Eligibility 

C Other reasonable limitation.: 

The state requires that a written appljcation be signed by the applicant or representative. 

(O' Yes (',No 

(_ The state uses a single application forrn for Medicaid and presun1ptjve eligibility, approved by CMS. 

le· The state uses a separate application form for pteSumptive eligibility~ approved by CMS. A copy of the 
• application form is included. 

~ The presumptive eligibility determination is based on the following factors: 

[!]The individual must be a caretaker relative, as described at 42 CFR 435.110. 

00 Household income must not exceed the applicable income standard described at 42 CFR 435.110. 

IZJ State residency 

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

OO The state uses qualified entities, as defined in section 1920A of the Act, to determine eHgibihty preswnptively for 
11 

this eligibility group. 

A qualified entity is an entity that is detennined by the agency to be capable of making presumptive 
eligibility determinations based on an individual's household income and other requirements, and that 
1neets at least one of the following requirements. Select one or more of the following types of entities 
used to determine presumptive eligibility for this eligibility group: 

D Furnishes health care items or services covered under the state's appro:ved Medicaid state plan and 
is eligible to receive payments under the plan 

O Is authorized to determine a child1s eljgibility to participate jn a Head Start program under the 
Head Start Act 

D Is authorize.cl to determine a child1s eligibility to receive child care services.for which financial 
assistance is provided under the Child Care and Development Block Grant Act of 1990 

Is authorized to detennine a child's eJigibility to receive assistance under the Special Supplemental 
D Food Program for Women, Infants and Children (WIC) under section 17 of the Child Nutrition Act 

of1966 

D Is authorized to determine a child's eligibility under tl1e Medicaid state plan or for child health 
assistance nnder the Children's Health Insuflltlce Program (CHIP) 

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

0 Is an elementary or secondary school operated or supported by the Bureau of Indian At'fairs 

D Is a state or Tribal chlld support enforcement agency under title IV-D of the Act 

D Is an organization that provides emergency food and shelter tmder a grant under the Stewart B. 
McK.lnney Homeless Assistance Act , 

TN: IN 15-0013-MM1 Approval Date: 9/16115 EffectiVe Date: April 1, 2015 



Medicaid Eligibility 

D Is a state or Tribal office or entity involved in enrollment in the program under Medicaid, CHIP, or 
title IV-A of the Act 

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

other section of the United States Housing Act of 1937 (42 U.S.C. 1437) or under the Native 
American Housing Assistance and Self Determination Act of 1996 (25 U.S.C. 410! et seq.) 

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

f&I Other entity the agency determines is capable o-f making pr~su1nptive eligibility detenninations: 

Name of entity 

Qualified Provider 

Description 

Provider types eligible to enroll as a.presumptive 
eligibility Qualified Provider (PE QP) include: 
Acute (',..are Hospitals, Psychiatric Hospitals, 
community mental health centers (CMHCs), rural 
health clinics (RHCs), federally qualified health 
centers (FQHCs), and local health departments. To 
be eligibJe, an acute care hospital, psychiatric 
hospital, CMHC, RHC, local health department or 
FQHC must: 

• Participate as a provider under the Indiana State 
Plan or under a demonstration program under 
Section 1115 of the Social Security Act. Local 
county health depa1tments are not required to 
participate as a Medicaid provider. 
•Notify the FSSA of the provider's intention to 
make presumptive eligibility detenninations. 
• Agree to make presumptive eligibility 
detenninations consistent with state policies and 
procedures. 
• Guide individuals in the process for cornpleting 
and submitting the Indiana Application for Health 
Coverage paperwork to the FSSA. 
•Complete and submit PE QP eligibility attestations 
through the PE enrolhment process on Web 
interChange. · 

CMHCs, RHCs, FQHCs, and local health 
departments that wish to enroll as PE QPs are 
provided Web 1nterChange training. During the 
Web intetChange training session~ the CMHC~ 
RHC, FQHC, or local health department also 
receive a printed copy of the HPE!PE Process 
Guide. 

The state assw-es that it has communicated the requirements for qualified entities, at l 920A(bX3) of the Act, and 
0 has provided adequate training to the entities and organizations involved. A copy of the training materials has been 

included. 

Approval Date: 9/16/15 Effective Date: April 1, 2015 



Medicaid Eligibility 

State Nah1e:l~In_d_i_an_a __ ~------------~ 
Transmittal Number: IN - 15 - 0013 

OMB Control Number: 0938-1148 

Expiration date: 10/31/2014 

~fl~~~,lf&li'.~'~ 
42CFR435.116 
1902(a)(!O)(A)(i)(Ill) and (IV) 
1902(a)(l O)(A)(ii)(I), (JV) and (IX) 
1931(b) and (d) 
1920 

~Pregnant Women - Women who are pregnant or post-partu_m, with household income at or below a standard established by the state. 

[ZJ The state attests that it operates this eligibility group in accordance with the following provisions: 

[!:] Individuals qualifying under tliis eligibility group must be pregnant oi• post-partum, as defined in 42 CFR 435.4. 

Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this 
group in accordance with section 1931 of the Act, if they meet the income standard for state plan Parents and Other 
Caretaker Relatives at 42.CFR 435.110. 

('. Yes (0. No 

Ii] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S 10 MAGI-Based 
11 

Income Methodologies, compJeted by the state. 

~ Income standard used for this group 

(!]Minimum income standard (Once entered and approved by CMS, the mintmu1n income standard cannot be changed.} 

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

C Yes (0 No 

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

Ii] Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard{s) for pregnant 
[{]women to MAGI-equivalent standards and the detenninatlon of the maximum income standard to be Used for 

pregnant women under this eligibiJity group. 

The state_1s maximum income standard for this eligibility group is: 

(o'.. 

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income 
families), 1902(a)(lO)(AXi)(lll) (qualified pregnant women), !902{a)(lO)(A)(i)(lV) (mandatmy poverty level
related pregnant women), 1902(a)(lO)(A)(ii)(lX) (optional poverty level-related pregnant women), 1902(aXIO) 
(A)(ii)(I) (pregnant women who meet AFDC financial eligibility criteria) and 1902(a)(IO)(A)(ii)(IV) 
(institutionalized pregnant wmnen) in effect under the Medicaid state plan as of March 23t 2010, converted to a 
MAGI-equivalent percent of FPL. 

TN: IN 15-0013-MMl Approval Date: 9116115 pn 1,2015 
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The state's highest effective income level for coverage of pregnant women tlnder sections 1931 (low~income 

families), J902(a)(JO)(A)(i)(!Il) (qualified pregnant women), !902(a)(IO)(A)(i)(IV) (mandatory poverty level

(' related pregnant women), !902(a)(IO)(A)(ii)(IX) (optional poverty level-related pregnant women), l 902(a)(l 0) 

· (A)(ii)(I) (pregnant women who meet Al!DC financial eligibility criteria) and 1902(a)(!O)(A)(ii)(IV) 

(institutionalized pregnant women) in effect under the Medicaid state plan as of December 31, 2013, converted to 

a JvlAGI-equivalent percent of FPL. 

The state's effective income Jevel for any population of pregnant wo1nen lmder a Medicaid 1115 demonstration as 
r of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

r- The state's effective illcome level for any population of pregnant "\\'Omen Wlder a Medicaid 1115 den1onstration as 
of December 31, 2013, converted to a MAGI-equivalent pernent of FPL. 

(' 185% FPL 

The amount of the inaximum illcome standard is:~ o/o FPL 

~ Income standard chosen 

Indicate the state's income standard used for this eligibility group: 

("- The m-inimum income standard 

(e'. The maxiinum income standard 

('. Another income standard in-between the minimum and maximum standards aHowed. 

00 There is no resource test for this eligibility group. 

00 Benefits for individuals in this eligibility group consist of the following: 

(.' A.ll pregnant women eligible under this group receive full Medicaid coverage underihis state plan. 

r Pregnant women whose inc~me exceeds the income limit specified below for full coverage of pregnant women receive 
· only pregnan(:y-related services. 

00 Presumptive Eligibility 

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

(o' Yes C No 

(!] The presumptive period begE:ns on the date the detennination is made. 

~The end date of the presumptive period is the earlier of: 

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by the 
last day of the month following the month in which the determination of presumptive eligibility is 1nade; or 

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

~ There may be no inore than one perio~ ofpresu1nptive eligibility per pregnancy. 

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

TN: IN 15-001~-Ut..Ai 
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(.' Yes (' No 

l· 1'.he state uses a single-application f6rm for Medicaid and presUinptive eligibility, approved by CMS. 

le. The state uses a separate application fortn for presumptive eligibility, approved by CMS. A copy of the 
application form is included. 

~ The presumptive eligibility determination is based on the following factors: 

~ The woman must be pregnant 

~Household income must not exceed the applicable lnco1ne standard at42 CFR 435.116. 

0 State residency 

rgj Citizenship, status as a national, or satisfactory immigration statu:s 

[!] The state uses qualified entitiesj as-defined in section 1920A of the Act, to determine eligibility prestunptively for 
11 

this eligibility group . 

. A qualified entity is an entity that is determined by tbe agency to be capable of making presumptive 
! eligibility determinations based. on ai1 individual's household income and other requirements, and that 
'. meets at least one of the following requirements. Select one or more of the fo.flowing types of entities 
j used to determine presumptive eligibility for this eligibility group: 

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

D Is authorized to detennine a child's ellgibility to partlcipate in a Head Start program under the 
Head Start Act 

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

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

of 1966 

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

O Is an ek:tnentary or secondary school, as defined in section 14101 of th6 Elementary and Secondary 
Education Act of 1965 (20 U.S.C. 8801) 

0 Is an elementa1y or secondary school operated or supported by the Bureau of Indian Affairs 

D ls a state or Tribal child support enforcement agency under title N-D of the Act 

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

D Is a state or Tribal office or entity involved in enroHment in the prograin under Medicaid, CHIP, or 
title N-A of the Act 

TN: IN 15·0013-MM1 Approval Date: 9/16115 Effective Date: Aprll 1, 2015 



Medicaid Eligibility 

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

other section of the United States Housing Act of 1937 (42 U.S.C. 1437) or under the Native 
American Housing Assistance and SelfDete1mination Act of 1996 (25 U.S.C. 4101 et seq.) 

D Is a health facility operated by the Indian Health Service, a T1ibe, oi: Tribal organization, or an 
Urbfili Indian Organization 

[gl Other entity the agency dete1mines is capable of making presumptive eligibility detenninations: 

TN: IN 15-0013-MM1 

Name of entity 

Qualified Provider (QP) for 
presumptive eligibility for 
pregnant women (PEPW) 

Description 

Provider types eligible to enroll as a Qualified 
Provider include: family or general practitioner; a 
pediatrician; an internist; an obstetrician or 
gynecologist; a cettified nurse midwife; an 
advanced practice nurse practitioner; a federally 
qualified health center (FQHC); a medical clinic; a 
rural health clinic (RHC); an outpatient hospital; a 
local health departmen~ or a family planning clinic. 
QPs must have access to internet, phone, fax, and 
has been trained by FSSA or desiguee. _____ _........._'"' 

Approval Date: 9/16115 Effective Date: Apnl 1, 2015 



Medicaid Eligibility 

N alne of entity 

Qualified Provider for 
presumptive eligibility (PE QP) 

Description 

Provider types eligible to enroU as a presun1ptive 
eligibllity Qualified Provider (PE QP) include: 
Acute Care Hospitals, Psychian·ic Hospitals, 
com111illlity n1ental health centers (CMHCs), RHCs, 
FQHCs, and local health departments. Ta be 
eligible, an acute care hospital. psychiatric hospital, 
CMHC, RHC, local health department or FQHC 
must: 

•Participate as a provider under the Indiana State 
Plan or under a demonstration program under 
Section 1115 of the Social Security Act. Local 
county health departments are not required to 
participate as a Medicaid provider. 
•Notify the FSSA of the provider's intention to 
make presumptive eligibility detenninations. 
• Agree to make presumptive eligibility 
dete1minations consistent with state policies and 
procedures. 
• Guide individuals in the process for completing 
and submitting the Indiana Application for Health 
Coverage paperwork to the FSSA. 
• Complete and submit PE QP eligibility attestations 
through the PE enrollment process on Web 
interChange. 

CMHCs, RHCs, FQHCs, and local health 
departnients that wish to enroll as PE QPs are 
provided Web interChange training. During the 
Web interchange training session, the CMHC~ 
RHC, FQHC, or local health department also 
receive a prlnted copy of the HPEIPE Process 
Guide. 

The state assures that it has communicated the requirements for qualified entities, at 1920A(b )(3) of the Act, 

[{]and has provided adequate training to the entities and organizations involved. A copy of the training n1aterials 

has been included. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a co]lection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information col\ection is estiinated to average 40 hours per response~ including the time to review instructions, search existing data 
resources, gather the data needed. and complete and review the information collection. If you have comments concen1ing 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, Balfonore, 'Matyi and 21244-1850. 

TN: IN 15-0013-MM1 Approval Date: 9116/15 Effective Date: April 1, 2015 
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State Name:IL1n_d~i~an_a _______________ ~ 

Transmittal Number: IN - 15 - 0013 

llf~ll~~ 
42 CFR 435.118 
1902(a)(!O)(AXi)(III), (IV), (VI) and (VII) 
1902(a)(lO)(AXii)(IV) and (IX) 
193l(b) and(d) 

OMB Control Number: 0938-1148 

Expiration date: 1013 112014 

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

12] The state attests that it operates this eligibility group m accordance with the following provisions: 

~ Children qualifying under this eligibility group must meet the following criteria: 

00 Are under age 19 

@ Have household income at or below the standard established by the state. 

[i] MAGI-based lncome methodologies are used in calculating household incoine. Please refer as necessary to SlO MAGl
Based Income Methodologies, completed by the state. 

~ Income standard used for infants under age one 

[!] Minimum income standard 

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

C Yes (<;.No 

The minimu1u income standard for infants under age one is 133% FPL. 

[!J Maximum income standard 

TI1e state certifies that it has submitted and received approval for its converted income standard(s) for iJlfants 
0 under age one to MAGI-equivalent standards and the determination of the maximum income standard to be used 

for infants trn.der age one. 

The state's 1naximum income standard for this age group is: 

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

(0 infants), l 902(a)(l O)(A)(ii)(IX) (optional poverty level-related infants) and l 902(a)(l O)(A)(ii)(IV) 
(institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a MAGI

equivalent percent of FPL. 
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Medicaid Eligibility 

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-inco1ne 
families), 1902(a)(l O)(A)(i)(IIl)(qualified children), 1902(a)(l O)(A)(i)(IV) (mandatory poverty level-related 

C infants), !902(a)(l O)(A)(ii)(IX) (optional poverty level-related infants) and l 902(a)(l O)(A)(ii)(IV) 
(institutionalized children}, in effect under the Medicaid state plan a' of Decen1ber 31, 2013, converted to a 
MAGI-equivalent percent of FPL. 

('- The state's. effective ll1come level for any population of infants under age one under a Medicaid 1115 
demonstration as of March 23, 201 O, converted to a MAGI-equivalent percent of FPL. 

l· The statC1s effective income level for any population of infants under age one under a Medicaid 1115 
' demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

C 185% FPL 

Enter the amount of the maxjmum income standard: ~ o/o FPL 

[!] Income standard chosen 

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

.(e'.", The maximu1n income standard 

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

Cc (A)(i)(IV) (mandatory poverty level-related infants), 1902(a)(!O)(A)(ii)(IX) (optional poverty level-related 
infallts) and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of 
March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

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

C under age one under sections 1931 (low-income families), 1902(a)(!O)(A)(i)(Ill) (qualified children), 1902(a)(10) 
(A)(i)(IV) (mandatory poverty level-related infants), !902(a)(lO)(A)(ii)(IX) (optional poverty level-related 
infants) and 1902(a)(l O)(A)(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of 
December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

lfhlgher than the highest effective income level for this age group under the state plan as of March 23, 2010 .• and 
r if not chosen as the maximum income standard, the state1s effective income level for any population of infants 

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

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

under age one under a Medicaid 11 [5 demonstration as of December 31, 2013, converted to a MAGI-equivalent 
percent of FPL. 

r Another income standard in-between the minimum and 1naximu1n standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 2010. 

00 Income standard for children age one through age five, inclusive 

~ Minin1um income standard 
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Medicaid Eligibility 

The 1ninimu1n inoome standard used for this age group is 133% FPL, 

~ Maximum income standard 

The state ce!'tifies that it has submitted and received approval for its converted income standard(s) for children 
0 age one through five to MAGI-equivalent standards and the determination of the maxin1um inco1ne standard to be 

used for children age one through five. 

The statets n1aximum income standard for children age one through five is: 

The state1s highest effective income level for coverage of childr.en age one through. five under sections 1931 (low
(0 income families), l 902(a)(IOXA)(i)(III) (qualified children), 1902(a)(l O)(A)(i)(VI) (mandatory poverty level

relatcd children age one through five), and !902(aXJOXAJ(ii)(N) (institutionalized children), in effect under the 
Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL. 

The state's highest effective income level for coverage of children age one through five under sections 1931 {low
income families), 1902(•)(10)(A)(i)(III) (qualified children), ! 902(a)(IO)(A)(iXVI) (mandatory poverty level-

(' related children age one through five), and 1902(a)(!OXA){ii)(IV) (institutionalized children), in effect under the 
Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

l The state's effective income level for any pnpulation of children age one through five under a Medicaid 1115 
demonstration as of March 23~ 2010) converted to a MAGI~equivalent percent of FPL. 

\:- The: state's effective income level for any population of children age one through five Wlder a Medicaid 1115 
demonstration as ofDecember-31, 2013, converted to a MAGI-equivalent percent of FPL. 

Enter the amount of the maximutn income standard: ~ % FPL 

00 Income standard chosen 

The state's income b'i:andard used for children age one through five is: 

{e'. The maxin1um inco1ne standard 

If not chosen as the maximum income standard, the state1s highest effective income level for coverage of children 
age one through five under sections 1931 (low-income families), 1902(a)(I OXAXi)(IJI) (qualified children), 

C 1902(a)(lO)(A)(iXVIJ (mandatory poverty level-related children age one through five), and 1902(a)(!O)(A)(ii) 
(N) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a 
MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's highest effective inco1ne level for coverage of children 
age one through five under sections 1931 (low-income families), 1902(a)(l O)(AXiJ(III) (qualified children), 

<: 1902(a)(lOXA)(iXVI) (mandatory poverty level-related children age one through five), and 1902(a)(!OXA)(ii) 
(N)(institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, e-0nverted to a 
MAGI-equivalent percent of .FPL. 
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Medicaid Eligibility 

If hlgher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maximum income standard, the state's effective income level for any population of children 
age one through five under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI-
equ1 valent percent of FPL 

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

C age one throUgh five under a Medicaid 1115 demonstration as of December 31, 2013, converted to aMAGI
equivalent percent of FPL. 

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

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

00 Minimum income standard 

The minimum income standard. used for this age group is l33o/G FPL. 

Iii Maximum income standard 

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

used for children age six through age eighteen. 

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

The state's highest effective incotne level for coverage of children age six. through eighte.en under sections 1931 
(low-income families), 1902(a)(l OXAJ(i)(Ill) (qualified children), 1902(a)(10XA)(i)(VII) (mandatory poverty 
level-related children age six through eighteen) and 1902(aX!O)(A)(ii)(N) (institi1tiona\ized children), in effect 
under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent ll"fCent offl'L, 

The state's highest effective income level for coverage of children age six through eighteen under sections 1931 
(low-income families), l902(a)(lO)(A)(iXI11) (qualified children), 1902(aX1 O)(A)(i)(Vll) (mandatory poverty 

(' level-related children age six through eighteen) and 1902(a)(l0XAJ(ii)(N) (institutionalized children), in effect 
under the Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL. 

The state's effective Jncorne leveI for any population of children age six through eighteen under a Medicaid 1115 r demonstration as of March 23, 2010, converted to a MAGI-equivalent percent ofFPL. 

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

C l33% FPL 

Enter the amount of the maximum income standard: ~ % FPL 

~ Income standard chosen 

1 15 



Medicaid Eligibility 

The state's income sta~dard used for children age six through eighteen is: 

~-The maximum income stai.-idard 

If not chosen as the maximum income standard, the state's highest effective income level fof coverage of children 

age six through eighteen under sections 1931 (low-income families), 1902(a)(lO)(A)(i)(Ill) (qualified children), 

('" !902(a)(i0)(A)(i)(VI!) (mandatory poverty level-related children age six through eighteen) and 1902(a)(10)(A) 

(ii)(IV) (institutionalized children)~ in effect under the Medicaid state plan as of March 23, 2010, c-onverted to a 
MAGI-equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 
if not chosen as the maxirnu1n income standard~ the state's highest effective income level for coverage of children 

C age six through eighteen under sections 1931 (low.income families), 1902(a)(lO)(A)(i)(lil) (qualified children), 

1902(a)(10)(A)(i)(VII) (mandatory poverty level-related children age six through eighteen) and l902(a)(10)(A) 

(ii)(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to 

a MAGI"equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 

if not chosen as the maximum income standard, the state1s effective income level for any population of children 
C age six through eighteen under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAGI

equivalent percent of FPL. 

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and 

if not chosen as the maxitnum lncome standard. the state1s effective income level for any population of children 
C age six through eighteen under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI

equivalent percent of FPL. 

C· A:hother income standard in-between the minimum and maximum standards allowed, provided it is higher than 
the effective income standard for this age group in the state plan as of March 23, 20m 

~ There is no resoillce test for thLs eligibility group. 

@ Presumptive Eligibility 

The state covers children when determlned presumptively eligible by a qualified entity. 

lo" Yes C No 

1902(a)(47) 
1920A 
42 CFR 435.1101 
42CFR435.l102 

~ The state provides Medicaid coverage to children when determined presumptive1y eligible by a qualified entity 
111 

under tjie following provisions: 
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Medicaid Eligibility 

If the state has ele<;ted to cover Optional Targeted Low-Income Children ( 42 CFR 435.229), the income standard 
for presumptive eligibility is the higher of the standard used for Optional Targeted Low-Income Children or the 
standard used for Infants and Children under 19 (42 CFR 435.118), for that child's age. 

If the state has not elected to cover Optional Targeted Low Income Children (42 CFR 435.229), the income 
standard for presumptive eligibility is the standard used under the Infants and Children under Age l 9 eligibility 
group (42 CFR 435.118), for that child's age. 

Iii Children un<ler the following age may be determined presumptively eligible: 

Underage~ 
~ The presmnptive period begins on the date the determination is made. 

~ The end date of the presumptlve period is the earlier of: 

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

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

00 Periods of presumptive eligibility are limited as follows: 

\._,No more than one period within a calendar year. 

r~ No more than one period within two calendar years. 

le No more than one period within a twelve-month period, starting wlth the effective date of the initial 
0 

presumptive eligibility period. 

r Other reasonable limitation: 

The state requires that a written application be signed by the applicant, parent or representative; as appropriate. 

(0, Yes ('. No 

C:·· The state uses a single application form for Medicaid and presum.ptive eli&ribiiity. approved by CMS. 

fe> The state 1rnes a separate application form for presmnptive eligibility, approved by CMS. A copy of the 
, application form is included. 

~ The presumptive eligibility determination is ba.'ed on the following factors: 

Ii:] Household inco1ne must hot exceed the applicable income standard describr.d above. for the child1s age. 

!IS] State residency 

t8J Citizenship, status as a national, or satisfactory immigration status 

Iii The state uses qualified entities, as dermed in section J 920A of the Act, to determine eligibility 
!!!. presumptively for this eligibility group. 



Medicaid Eligibility 

,_ 

; A qualified entity is an entity that is detern1ined by the agency to be capable of making presumptive 
eligibility determinations based on an individual's household income and other requirements, and that 

: meets at least one of the follo\ving requirements. Select one or more of the following types of entities 
'. used to determine presumptive eligibility for L1tis eligibility group: 

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

D Is authorized to determine a child1s eligibility to participate in a Head Start progra1n under the 
Head Start Act 

D ls authorized to determine a child's eligibility to receive chHd care services for which financial 
assistance is provided under the Child Care and Development Block Grant Act of\ 990 

Is authorized to determine a child's eligibility to receive assistance under the Special Supplemental 
0 Food Program for Women, InfanlB and Children (WIC) under section 17,ofthe Child Nutrition Act 

of1966 

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

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

0 Is an elementary or secondary school operated or supported by the Bureau oflndian Affairs 

0 Is a state or Tribal child support enforcement agency under title IV-D of the Act 

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

D Is a state or Tribal office or entity involved in enrollment in the program under Medicaid, CHJP, or 
title IV-A of the Act 

Is an organization that detennines eligibility for any assistance or benefits provided under any program 
O of public or assisted housing that receives Federal funds, including_the program under section 8 or any 

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

O ls a health facility operated by the Indian Health Service~ a Tribe, or Tribal organization, or an 
Urban Indian Organization 

[gl Other entity the agency determines is capable of making presumptive eligibility determinations: 

I I Name of entity I Description I I 
-· 
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Name of entity 

Qualified Provider 

Description 

Provider types eligible to enroll as a presumptive 
eligibility QuaLified Provider (PE QP) include: 
Acute Care Hospitals, Psychiatric Hospitals, 
community mental health centers (CMHCs), rural 
health clinics (RHCs), federally qualified health 
centers (FQHCs), and local health departments. To 
be eligible, an acute care hospital, psychlan·ic 
hospital, CMHC, RHC, local health department or 
FQHC must: 

.. Participate as a provider under the Indiana State 
Plan or under a de1nonstration program under 
Section 1115 of the Social Security Act. Local 
county health departments are not required to 
participate as a Medicaid provider. 
·Notify the FSSA of the provider's intention to 
make presumptive eligibility determinations. 
•Agree to make presumptive eligibility 
determinations consistent with state policies and 
procedures. 
• Guide individuals in the process for completing 
and submitting the Indiana Application for Health 
Coverage paperwork to the FSSA. 
• Complete and submit PE QP eligibility attestations 
through the PE enrollment process on Web 
interChange. 

CMHCs, RHCs, FQHCs, and local health 
departments that wish to enroll as PE QPs are 
provided Web interchange training. During the 
Web interchange training session~ the CMHC, 
RHC, FQHC, or local health department also 
receive a printed copy of the HPE/PE Process 
Guide. 

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

materials has been included. 
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State Nrune:J1ndiana 
~~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15- 0013 

~-l~Wif~1 
l 902(a)(J O)( A )(i)(Vlll) 
42 CFR 435.119 

The state covers the Adult Group as described at 42 CFR 435.119. 

@Yes ( No 

OMB Control Number: 0938-1148 

Expiration date: 10/31/2014 

[!]Adult Group -Non-pregnant individuals age 19 through 64, not otherwise Ill:acidatorily eligible, \vlth incorne at or below 133% FPL. 

0 The st.ate attests that it operates. this eligibility group in accordance with the following provisions: 

00 Individuals qualifying under this eligibility gfoup must meet the following criteria: 

~ Have attained age 19 but not age 65. 

00 Are not pregnant. 

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

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

Note: In 209(b) states, individuals receiving SSI or deemed to be receiving SSI who do not qualify for mandatory 
Medicaid eligibility due to 1no.re restrictive require1nents may qualify for 1his eligibility group if otherwise eligible. 

~Have household income at or below 133% FPL. 

OO MAGI-based income methodologies are used in calculating househoJd inco1ne. Please refer as necessary to S 10 MAGI-Based 
" Income Methodologies, completed by the state. 

~ TI1ere is no resource test for this elig1bility group. 

Parents or other caretaker relatives living with a child under the age specified below are not covered unless the child is 

~receiving benefits under Medicaidi CHIP or through the Exchange, or otherwise enrolled in minimum essential coverage; as 

defined in 42 CFR 435.4. 

r., Under age 19, or 

('A higher age of children, if any, covered under 42 CFR 435.222 on March 23, 20 I 0: 

00 Presumptive Eligibility 

The state covers individuals under this group when determined presumptively eligibJe by a qualified entity. The state assures 
it also covers individuals under the Pregnant Women (42 CFR 435.116) andlor Infant' and Children under Age 19 (42 CFR 

435.118) eligibility groups when detennined presumptively eligible. 

(ii Yes C No 

~The presumptive period begins on the date the determination is made. 
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00 The end date of the presumptlve period is the earlier of: 

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

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

~ Periods of presumptive eligibility are limited as follows: 

C No more than one period within a calendar year. 

r· No more than one period \Vithin two calendar years. 

Ci:- No more than one period within a twelve~tnonth period, starting with the effective date of the initial 
• presumptive eligibility period. 

(..Other reasonable hmitation: 

The state requires that a written application be signed by the applicant or representative. 

C The state uses a single application form for Medicaid and presumptive eligibility, approved by CMS. 

{e':. TI1e state uses a separate application fonn for presumptive eligibility, appI'oved by CM:S. A copy of the 
• application form is included. 

00 The presumptive eligibility determination is based on the following factors: 

~The individual must meet the eategorieal requirements of 42 CFR 435.119. 

~Household ineome must notexeeed the applicable ineome standard described at 42 CFR 435.119. 

IZJ State residency. 

fZl Citizenship, ~tatus as a national, or satisfactory imn1igration status, 

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

, A qualified entity is an entity that is determined by the agency to be eapable of making presumptive 
; eligibility determinations based on an individual's household incon1e and other requii"ements, and that 

meets at least one of the following requirements. Select one or more of the following types of entities 
i used to detennine presumptive eligibility for this eligibility group: 

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

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

D Is authorized to determine a child's eligibility to receive child care services for which financial 
assistance is provide-0 under the Child Care and Development Block Grant Act of 1990 
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Is authorized to determine a child's eligibility to receive a.;;sistance under the Special Supplemental 
O Food Program for Women, Infants and Children (WIC) under section 17 of the Child Nutrition Act 

of1966 

D Is authorized to determine a child1s eligibility under the Medicaid state plan or for child health 
assistance under the Children's Health lnsurance Program (CHIP} 

D Is an elementary or seconda1y school, as defined in section 14101 of the Elen1entary and Secondary 
Education Act of 1965 (20 U.S.C. 8801) 

D L<> an elementary or secondary school operated or supported by the Bureau oflndian Affairs 

D Is a state or Tribal child support enforcement agency under title IV~D of the Act 

D Is an organization that provides emergency food and shelter lmder a grant under the Stewart B. 
M_cKinney Homeless Assistance Act 

D ls a state or Tribal office or entity involved in enrollinent in the program under Medicaid, CHIP, or 
title N-A of the Act · 

Is an organization that determines eligibility for any assistance or benefits provided under any program 
D of public or asslsted hou...c;ing that receives Federal funds, including the program under section 8 or any 

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

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

[gJ Other entity the agency determines is capable of makjng presumptive eligibility determinations: 

I I Name of entity I Description I I 
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Name of entity 

Qualified Provider 

Description 

Provider types eligible to enroll as a preswnptive 
eligibility Qualified Provider (PE QP) include: 
Acute Care Hospitals, Psychiatric Hospitals, 
community mental health centers (CMHCs), rw·al 
hcaltn clinics (RHCs), federally qualified health 
centers (FQHCs), and local health departments. To 
be eligible, an acute care hospital, psychiatric 
hospital, CMHC, RHC, local health department or 
EQHCmust: 

.. Participate as a provider under the Indlana State 
Plan or under a demonstration program under 
Section 1115 of the Social Security Act. Local 
county health departments are not l'equired to 
participate as a Medicaid provider. 
•Notify the ESSA of the provider's intel)tion to 
make presumptive eligibility detenninations . 
.. Agree to make presumptive eligibility 
detenninations consistent with state policies and 
procedures. 
• Guide individuals in the process for completing 
and submitting the Indiana Application fur Health 
Coverage paperwork to the ESSA. 
• Complete and submit PE QP eligibility at1estations 
through the PE enrollment process on Web 
interchange. 

CMHCs, RHCs, FQHCs, and local health 
departments that wish to enroll as PE QPs are 
provided Web interChange training. During the 
Web interC-hange training session, the CMHC; 
RHC, FQHC, or local health department also 
receive a printed copy of the HPE/PE Process 
Guide. 

The state assures that it has co1nmunicated the requirements for qualified entities, at 1920A(b)(3) of the Act, 
IZJ and has provided adequate training to the entities and organizations involved. A copy of the training materials 

has been included· 
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State Name: !Indiana 
~~~~~~~~~~~~~~~~~~~ 

Transtnittal Number: 

42 CFR435.150 
l 902(a)(l O)(AXi)(IX) 

OMB Control Number: 0938-1148 

Expiration date: 10131/2014 

~ Former Foster Care Children - Individuals under the age of 26, not otherwise 1nandatorily eligible, who were on Medicaid and 
111 

in foster care when they turned age I 8 or aged out of foster care. . 

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

00 Individuals qualifying under this eligibility group must meet the following criteria: 

00 Are under age 26, 

r.i Are not otherwise eligible for and enrolled for mandatory coverage under the state plan, except that eligibility under 
tl'J this group takes precedence over eligibility under the Adult Group. 

Were in foster care under the responsibility of the state or Tribe and were enroUed in Medicaid under the state's state 
~plan or 1115 demonstration when they turned 18 or at the time of aging out of that state's or T1ibe's foster care 

prograun. 

The state elects to cover children who were in foster care and on Medjcaid in~ state at the time they turned 18 or 
aged out of the foster care syste1n. 

The state covers individuals under this group when detennined presumptively eligible by a qualified entity. The state assures 

it also covers individuals under the Pregnant Women (42 CFR 435.116) and/or Infants and Children under Age 19 (42 CPR 

435_118) eligibility groups when determined presumptively eligible. 

CNo 

l!:]The presumptive pe1iod begins on the date the detennination is made. 

00 The end date of the presumptive period is the earlier of: 

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

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

~ Periods of presumptive eligibility are limited as follows: 

("'No more than one period within a calendar year. 

("·No more than one period within two calendar years. 

(i': No more than one period within a twelve-month period, starting with the effective date of the initial 
• presumptive eligibility poriod. 

C Other reasonable limitation: 
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The state requires that a written application be signed by the applicant or representative. 

CNo 

C The state uses .a single application form for Medicaid and presumptive eligibility, approved by CMS. 

re'., The state uses a separate application forrn for presumptive eligibility, approved by CMS. A copy of the 
~ application form is included. 

· ~ The presumptive eligibility determination is based on the following factors: 

~ The individual must meet the categorical requirements of 42 CFR 435.150. 

i:gJ State residency 

fZJ Citizenship, status as a national) or satisfactory immigration status 

(!]The state uses qualified entities, as defined in section 1920A of the Act, to determine eligibility presun1ptively for 
11 

this eligibility group. 

A qualified entity is an entity that is determined by the agency to be capable of making presumptive 
eligibility determinations based on an individual's household income and other requirements, and that 
meets at least one of the foJlowing requirements. Select one or more of the following types of entities 
used to determine presu1nptive eligibility for this eligibility group: 

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

D Is authorized to determine a child1s eligibility to participate in a Head Start program lmder the 
Head Start Act 

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

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

of1966 

D Is authorized to deternJine a chlld's eligibility under the Medicaid state plan or for child health 
assistance under the Children's flealth Insurance Program (CHIP) 

D Is an eleinentary or st>.condary school, as defined in section 14101 of the Elementary and Secondary 
Education Act of 1965 (20 U.S.C. 8801) 

D Is an ele:inentary or secondary school operated or supported by the Bureau oflndian Affairs 

D Is a 'iate or Tribal child support enforcement agency under title N-D of the Act 

D Is an organization that provides emergency food and shelter under a grant under the Stewart B. 
McK.inney Homeless kisistance Act 

0
.Is a state or Tribal office or entity involved in ernolln1ent in the program under Medicaid, CHIP, or 
title JV-A of the Act 

TN: IN 15-0013-MM1 Approval Date: 9116/15 Effective Date: April 1, 2015 



Medicaid Eligibility 

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

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

D ls a health facility operated by the !odian Health Service, a Tribe, or Tribal organization, or an 
Urban. Indian Organization 

IRI_ Other entity the agency determines is capable of making presumptive eligibility determinations: 

Name of entity 

Qualified Provider 

Description 

Provider types eligible to enroll as a presumptive 
eligibility Qualified Provider (PE QP) include; 
Acute Care IIospita1s, Psychiatric I-Iospita]s, 
community mental health centers (CMHCs), rural 
health clinics (RHCs), federally qualified healthcare 
centers (FQHCs), and local health deparhnents. To 
be eligible, an acute care hospital, psychiatric 
hospital, CMHC, RHC, local health department or 
FQHC must: 

• Participate as a provider under the Indiana State 
Plan or under a demonstration program under 
Section 1115 of the Social Security Act. Local 
county health departments are not required to 
participate as a Medicaid provider. 
•Notify the FSSA of the provider's intention to 
make presun:i-ptive eligibility detenninations. 
• Agree to make presumptive eligibility 
determinations consistent with state policies and 
procedures,. 
• Guide individuals in the process for completing 
and submitting the Indiana Application for Health 
Coverage paperwork to the FSSA. 
• Complete and submit PE QP eligibility attestations 
through the PE enrolln1ent process on Web 
interchange. 

CMHCs, RHCs, FQHCs, and local health 
departments that wish to enroll as PE QPs are 
provided Web interChange training. During the 
Web interChange training session, the CMHC, 
RHC, FQHC, or local health department also 
receive a printed copy of the HPE/PE Process 
Guide, 

The state assures that it has communicated the requirements for qualified entities, at l 920A(b )(3) of the Act, 
[Z] and has provided adequate training to the entities and organ1zations involved. A copy of the training materials 

has been included. 
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1902(a)(JO)(A)(ii)(XX) 
1902(bh) 
42 CFR 435.218 

Medicaid Eligibility 

OMB Control Number 0938-1148 

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

0 Yes ©No 

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

TN No: IN-13-001-MMl 
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42 CFR 435.220 
1902( a)(lO)(A)(ii)(I) 

Medicaid Eligibility 

OMB Control Nwnber0938-ll48 

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

C Yes @No 

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

TN No: IN-13-001-MMl 
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CCMS -
42 CFR 435.222 
1902(a)(IO)(A)(ii)(I) 
1902(a)(l O)(A)(ii)(IV) 

Medicaid Eligibility 

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

Reasonable Classification of Individuals under Age 21 - The state elects to cover one or more reasonable classifications of individuals 
under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance 

with provisions described at 42 CFR 435.222. 

@Yes 0 No 

0 The state attests that it operates this eligibility group in accordance with the following provisions: 

[!! Individuals qualifying under this eligibility group must qualify under a reasonable classification by meeting the following 
cntena: 

~ Be under age 21 _, or a lower age, as defined within the reasonable classification. 

~Have household income at or below the standard established by the state, if the state has an income standard for the 
• reasonable classification. 

[!] Not be eligible and enrolled for mandatory coverage under the state plan. 

r-i. MAGI-based income methodologies are used in calculating household income. Please refer as necessary to SlO MAGI
t!.J Based Incon1e Methodologies, completed by the state. 

The state covered at least one reasonable classification under this eligibility group under its Medicaid state plan as ofDece1nber 
31, 2013, or undera Medicaid ll 15 Demonstration as of March 23, 2010 or December 31, 2013, with income standards higher 

(including disregarding all income) than the current mandatory income standards for the individual's age. 

@Yes 0 No 

The state also covered at least one reasonable classification under this group in the Medicaid state plan as of March 23, 2010 
with income standards higher (including disregarding all income) than the current mandatory income standards for the 
individual's age. 

@Yes 0 No 

Reasonable Classifications Covered in the Medicaid State Plan as of March 23 2010 

[Z] The state attaches the approved pages from the Medicaid state plan as of March 23, 2010 to indicate the age 
groups, reasonable classifications, and income standards used at that time fOr this eligibility group. 

Current Coverage of All Children under a Specified Age 

TN No: IN-13-001-MMl 
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Medicaid Eligibility 

The state covers all children under' a specified age limit, equal to or higher than the age limit and/or income standard 

used in the Medicaid state plan as of March 23, 2010, provided the income standard is higher than the current 
mandatory income standard for the individual's age. The age limit and/or income standard used must be no higher than 
any age limit and/or income standard covered in the Medicaid state plan as of December 31, 2013 or under a Medicaid 

1115 Demoustratiou as of March 23, 2010 or December 31, 2013. Higher income standards may include the disregard 
of all incon1e. 

0 Yes @No 

Current Coverage of Reasonable Classifications Covered in the Medicaid State Plan as of March 23 2010 

The state covers reasonable classifications of children previously covered in the Medicaid state plan as of March 23, 

2010, with income standards higher than the current mandatory income standard for the age group. Age limits and 
income standards are equal to or higher than the Medicaid state plan as of March 23, 2010, but no higher than any age 
limit and/or income standard for this classification covered in the Medicaid state plan as of December 31, 2013 or under 

a Medicaid 1115 Demonstration as ofMarch 23, 2010 or December 31, 2013. Higher income standards may include the 
disregard of all income. 

@Yes 0 No 

Indicate the reasonable classifications of children that were covered in the state plan in effect as of March 23, 2010 

with income standards higher than the mandatory standards used for the child's age, using age limits and income 
standards that are not more restrictive than used in the state plan as of as March 23, 2010 and are not less restrictive 
than used in the Medicaid state plan as of December 31~ 2013 or under a Medicaid 1115 Demonstration as of March 
23, 2010 or December 31, 2013. 

C'urrent Coverage of Reasonable Classifications Covered in the Medicaid State Plan as of March 23. 2010 

D Individuals for whom public agencies are assuming full or partial financial responsibility. 

D Individuals in adoptions subsidized in full or part by a public agency 

D Individuals in nursing facilities, if nursing facility services are provided under this plan 

f2l Individuals receiving active treatment as inpatients in psychiatric facilities or programs, 
if such services are provided under this plan 

Indicate the age which applies: 

@Under age 21 0Underage 20 0Underage 19 QUnder age 18 

l?SI Other reasonable classifications 

TN No: IN-13-001-MMl 
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Name of classification 

Dependent Children 18-21 

Description Age Limit 

Individuals age 18, 19, 20 who meet all 
AFDC requirements except for the 18 Under age 21 
year old limitation. 
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Medicaid Eligibility 

Enter the income standard used for these classifications. The income standard must be higher than the mandatory 
standard ibr the childts age. It maybe no lower than the income standard used in the state plan as of March 23, 
2010 and no higher than the highest standard used in the Medicaid state plan as of December 31, 2013 or under a 
Medicaid 1115 Demonstration as of March 23, 2010 or December 31, 2013. 

... 111• 

~ Income standard used 

~ Minimum income standard 

The minimum income standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent This standard is described in 814 AFDC Income 
Standards. 

~ Maximum income standard 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
December 31, 2013. 

0 Yes (!'No 

TN No:. IN-13-001-MMl 
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The state certifies that it has submitted and received approval for its converted income standards 

IZ1 for this classification of children to MAGI-equivalent standards and the determination of the 
maximum incon1e standard to be used for this classification of children under this eligibility 

group. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
£!• as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's efiective income level ibr this classification of children under the Medicaid state plan 
C as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
0 Demonstration as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
0 Demonstration as of December 31, 2013, converted to a MAGI-equivalent percent ofFPL or 

amounts by household size. 

Approval Date: 1123114 
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Medicaid Eligibility 

Enter the amount of the maximum income standard: 

0 A percentage of the federal poverty level: D 0/o 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAG!
equivalent standard. This standard is descnbed in S 14 AFDC Income Standards. This option 

@ should only be selected for children 19 and older, and only if the state has not elected to cover the 
Adult Group. 

The state1s TANF payment standard, converted to a MAGI-equivalent standard. This standard is 
0 described in S 14 AFDC Income Standards. This option should only be selected for children 19 

and older, and only if the state has not elected to cover the Adult Group. 

0 Other doJlar amount 

~ Income standard chosen 

Individuals qualify under this classification under the following income standard: 

0 The minimum standard. 

@ The maximum income standard.. 

If not chosen as the maximum income standard, the state's effective income level for this 
O classification under the Medicai<l state plan as of March 23, 2010, converted to a MAGI-equivalent 

percent of FPL or atnounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 

under the Medicaid state plan as of March 23, 2010, the state's effective income level fbr this 

0 classification under the Medicaid state plan as of December 31, 2013, converted to a MAGI

equivalent percent of FPL or amounts by household size. 

0 

If not chosen as the maximum income standard, and if higher than the effective income level used 

under the Medicaid state plan as of March 23, 2010, the state's effective incpme level for this 

classification under a Medicaid 1115 Demonstration as ofMarch 23, 2010, converted to a MAGI-

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
O under the Medicaid state plan as of March 23. 2010, the state's effective income level for this 

..,, classification under a Medicaid 1115 Demonstration as of December 31, 2013, converted to a MAGI
equivalent percent of FPL or amounts by household size. 

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

converted to a MAGI equivalent. 

[!] Income standard used 

[!] Minimum income standard 

TN No: IN-13-001-MMl 

Indiana 
l Approval Date: 1/23/14 

Effective Date: January 1, 2014 · 



Medicaid Eligibility 

The minimum ineome standard for this classification of children is the AFDC payment standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent This standard is described in Sl4 AFDC Income 
Standards. 

~ Maximum income standard 

TN No: IN-.13-001-MMl 
Indiana 

No income test was used (all income was disregarded) for this classification either in the Medicaid state 
plan as of December 31, 2013, or under a Medicaid 1115 Demonslration as of March 23, 2010 or 
December 31, 2013. 

0 Yes @'No 

The state certifies that it has submitted and received approval for its converted income standards 

Ilf for this classification of children to MAGI-equivalent standards and the determination of the 

maxim.um income standard to be used tbr this classification of children under this eligibility 

group. 

The state's maximum income standard for this classification of children (which must exceed the 
minimum for the classification) is: 

The state's effective income level for this classification of children under the Medicaid state plan 
@; as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state1s etiective income level for this classification of children under the Medicaid state plan 
0 as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts by 

household size. 

The state's effective income level for this classification of children under a Medicaid 1115 
C; Demonstration as of March 23. 2010, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

The state's effective income level for this classification of children lUlder a Medicaid 1115 
0 Demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or 

amounts by household size. 

Enter the amount of the maximum income standard: 

O A percentage of the federal poverty level: LJ o/o 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-
@ equivalent standard. This standard is described in S 14 AFDC Income Standards. This option 

should only be selected for children 19 and older, and only if1he state has not elected to cover the 
Adult Group. 

The state's TANF payment standard, converted to a MAGI-equivalent standard. This standard is 
0 described in S 14 AFDC Income Standards. This option should only be selected for children l 9 

and older, and only if 1he state has not elected to cover the Adult Group. 

0 Other dollar amount 

Approval Date: 1/'13/14 
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Medicaid Eligibility 

~ Income standard chosen 

Individuals qualify under this classification under the following income standard: 

0 The minimum standard. 

@ The maximum income standard. 

If not chosen as the maximum income standard, the state's effective income level for this 
O classification under the Medicaid state plan as of March 23, 2010, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

0 

If not chosen as the maximum income standard, and if higher than the effective income level used 

under the Medicaid state plan as of March 23, 2010, the st.at e's effective income level ±Or this 

classification under the Medicaid state plan as of December 31, 2013, converted to a MAGI-

equivalent percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 

under the Medicaid st.ate plan as of March 23, 2010, the state's effective income level for this 

0 classification under a Medicaid 1115 Demonstration as of March 23, 2010, converted to a MAGI

equivaleut percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used 
under the Medicaid state plan as of March 23, 2010, the state's effective income level fO[ this 

0 classification under a Medicaid 1115 Demonstration as ofDecember 31, 2013, converted to a MAGI
equivalent percent of FPL or amounts by household size. 

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

converted to a MAGI equivalent. 

Other Reasonable Classifications Previously Covered 

The state covers reasonable classifications of children not covered in the Medicaid state plan as ofMarch 23, 2010, but 

covered under the Medicaid state plan as of December 31, 2013 or under a Medicaid 1115 Demonstration as of March 

23, 2010 or December 31, 2013 with an income standard higher than the current mandatory income standard for the age 

group. 

0 Yes @No 

Additional ne\V age groups or reasonable classifications covered 

If the state has not elected to cover the Adult Group (42 CFR 435.119), it n1ay elect to cover additional new age groups 

or reasonable classifications that have not been covered previously. If the state covers the Adult Group, this additional 

option is not available, as the standard for the new age groups or classifications is lower than that used for mandatory 

coverage. 

The state does not cover the Adult Group and elects the option to include in this eligibility group additional age groups 

or reasonable classifications that have not been covered previously in the state plan or under a Medicaid 1115 

Demonstration. Any additional age groups or reasonable classifications not previously covered are restricted to the 

AFDC income standard from July 16, 1996, not converted to a MAGI-equivalent standard. 

TN No: IN-13-001-MMl 
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Medicaid Eligibility 

0 Yes @No 

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

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. Tue valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data neede~ 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 Boulevar~ Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42 CFR 435.227 
1902( a)(l O)(A)(ii)(VIll) 

Children with Non IV-E Adoption A11sistance- The state elects to cover children with special needs for whon1 there is a non IV-E 
adoption assistance agreement in effect with a state, who were eligible for Medicaid, or who had income at or below a standard 
established by the state and in accordance with provisions described at 42 CPR 435.227. 

®Yes 0 No 

[Z] The state attests that it operates this eligibility group in accordance with the following provisions: 

~ Individuals qualifying under this eligibility group must meet the following criteria: 

~ The state adoption agency has determined that they cannot be placed without Medicaid coverage because of special 
needs for medical or rehabilitative care; 

~ Are under the following age (see the Guidance for restrictions on the selection of an age): 

0 Under age 21 

0 Under age 20 

0 Under age 19 

@Under age 18 

!:!:] MAGI-based income methodologies are used in calculating household income. Please refer as necessary to 810 MAGI-
Based Income Methodologies, completed by the state. 

The state covered this eligibility group in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 
Demonstration as of March 23, 2010 or December 31, 2013. 

@Yes C No 

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010. 

@Yes CJ No 

iii Individuals qualify under this eligibility group if they were eligible under the state's approved state plan prior to 
• the execution of the adoption agreement. 

The state used an income standard or disregarded all income for this eligibility group either in the Medicaid state plan 
as of March 23, 2010 or December 31, 2013, or under a Medicaid 1115 Demonstration as of March 23, 2010 or 
Decernber31, 2013. 

0 Yes <!'•No 

!.!] There is no resource test for this eligibility group. 

PRA Disclosure Statement 
According to the Papeiwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid O.MB control number. The valid OMB control nun1ber for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the- accuracy of 
the time estimate{s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

N No: IN-13-001-MMl Approval Date: 1/23/14 
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1902( a)(l 0)( A)(ii )(XIV) 
42 CFR 435.229 and 435.4 
1905(u)(2)(B) 

Medicaid Eligibility 

OMB Control Number 0938-1148 

Optional Targeted Lol.v Income Children - The state elects to cover uninsured children who meet the definition of optional targeted 

low income children at 42 CFR 435.4, who have household income at or below a standard established by the state aud in accordance 

with provisions described at 42 CFR 435.229. · 

0 Yes @No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB c-0ntrol number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form,, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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1902( a)(! O)(A)(ii)(XII) 
1902(z) 

Medicaid Eligibility 

OMB Contro1Number0938-1148 

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

0 Yes @No 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the tin1e to review instructions, search existing data 
resources, gather the data needed. and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: IN-13-001-MMl 
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42 CFR 435.226 
1902( a)(I O)(A)(ii)(XVII) 

Medicaid Eligibility 

OMB Control Number0938-1148 
OMB Expiration date: 10/31/2014 

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

(!1 Yes 0 No 

IZJ The state attests that it operates this eligiOility group in accordance with the following provisions: 

l!J Individuals qualifying under this eligibility group must meet the following criteria: 

l!J Are under the following age 

@ Under age 2 l 

0 Under age 20 

0 Under age 19 

I!] Were in foster care under the responsibility of a sta~ on their 18th birthday. 

[!.] Are not eligible and enrolled for mandatory coverage rmder the Medicaid state plan. 

l!J Have household income at or below a standard established by the state. 

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

The state covered this eligibility group under its Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 
demonstration as of March 23, 2010 or December 31, 2013. 

@Yes ONo 

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010. 

@Yes Q No 

~ 

The state covers children under this eligibility group, as follows (selection may not be more restrictive than the 
coverage in the Medicaid state plan as of March 23, 2010 lllltil October 1, 2019, nor inore liberal than the most 
liberal coverage in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 demonstration 
as of March 23, 2010 or December 31, 2013): 

@ All children under the age selected 

0 A reasonable classification of children under the age selected: 

l!J Income standard used for this eligibility group 

~ Minimum income standard 

The minimum income standard for this classification of children is the AFDC payinent standard in effect 
as of July 16, 1996, not converted to MAGI-equivalent. This standard is described in Sl4 AFDC Income 
Standards. 

TN No: IN-13-001-MMl 
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Medicaid Eligibility 

00 Maximum income standard 

No income test was used (all income was disregarded) fOr this eligibility group either in the 
Meclicaid state plan as of March 23, 2010 or December 31, 2013, or under a Meclicaid 1115 Demonstration 
as of March 23, 2010 or December 31, 2013_ 

0 Yes @No 

The state certifies that it has submitted and received approval for its converted income standard(s) for 
[Z] Independent Foster Care Adolescents to MAGI-equivalent standards and the determination of the 

maximum income standard to be used for individuals under this eligibility group. 

The state's maximum income standard for this eligibility group (which must exceed the minimum) is: 

The state1s effective income level for independent foster care adolescents under the Medicaid state 
@ plan as of March 23, 2010, converted to a MAGI-equivalent percent of FPL or amounts by household 

size. 

The state's effective income level for independent foster care adolescents under the Medicaid state 
0 plan as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amonnts by 

household size_ 

The state's effective income level for independent foster care adolescents under a Medicaid 1115 
O demonstration as of March 23, 2010, converted to a MAGI-equivalent percent ofFPL or amounts by 

household size. 

The state's effective income level for independent foster care adolescents under the Medicaid 1115 
CJ demonstration as of December 31, 2013, converted to a MAGI-equivalent percent of FPL or amounts 

by household size. 

Enter the amount of the maximum income standard: 

@ A percentage of the federal poverty level: ~ % 

0 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent 
standard_ This stsndard is described in Sl4 AFDC Income Standards. This option should be selected 
only if Under age 21 or Under age 20 was selected, and if the state has not elected to cover the Adult 
Group. 

The state's T ANF payment standard, converted to a MAGI-equivalent standard. This ~1andard is 
0 described in S14 AFDC Income Standards. This option should be selected only if Under age 21 or 

Under age 20 was selected, and if the state has not elected to cover the Adult Group. 

0 Other dollar amount 

00 Income standard chosen 

TN No: IN-13-001-MMl 
Indiana 

Individuals qualify under this eligibility group under the following income standard: 

0 The minimum standard. 

@ The maximum income standard. 

If not chosen as the maximun1 income standard, the state's effective income level for independent foster 
0 care adolescents under the Meclicaid state plan as of March 23, 2010, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 
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Medicaid Eligibility 

If not chosen as the maximum income standard, and if higher than the effective income level used under 

the Medicaid state plan as of March 23, 2010, the state's effective income level fo:r independent foster care 

0 adolescents under a Medicaid state plan as of December 31, 2013, converted to a MAGI-equivalent 

percent of FPL, or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective inc-0me level used under 
the Medicaid state plan as ofMarch 23, 2010, the state's effective income level fbr independent foster care 

0 adolescents under a Medicaid 1115 demonstration as ofMarch 23, 2010, converted to a MAGI-equivalent 

percent of FPL or amounts by household size. 

If not chosen as the maximum income standard, and if higher than the effective income level used lUlder 
the Medicaid state plan as of March 23, 201 o. the state's effective income level for independent foster care 

0 adolescents under the Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI

equivalent percent of FPL or amounts by household size. 

Another inc-ome standard in-between the minimum and maximum standards allowed, provided it is higher 

O than the effective. income level for independent foster care adolescents in the Medicaid state plan as of 

March 23, 2010, converted to a MAGI equivalenL 

~ There is no resource test for this eligibility group. 

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

TN No: lN-13-001-MMl 
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Medicaid Eligibility 

OMB Control Number: 0938-1148 

Expiration date: 1013112014 

1902( a)(lO)(A)(ii)(XXI) 
2 CFR 435.214 

Individuals Eligible for Family Planning Senrices ~·The state elects to cover indivlduals who are not pregnant, and have household 
income at or belo\v a standard established by the state, whose CC!verage is limited to family planning and related services and in 
accordance with provisions described at 42 CFR 435.214. 

\.Yes (' No 

0 The state attests that it oPerates this eligibility group in accordance with the following provisions: 

~ The individual n1ay be a male or a female. 

~ Income standard used for this group 

[i] Maximum income standard 

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant 
[{] wo1nen to MAGI-equivalent standards and the determination of the maximum income standard to he used for this 

eligibility group. 

The state's maximum income standard for this eligibility group is the highest of the following: 

\. The state's current effective income level for the Pregnant Women eligibility group ( 42 CFR 435.116) under the 
· Medicaid state plan. 

('.The state's current effective income level for pregnant women under a Medicaid 1115 demonstration., 

(>The state's cu·D"ent effective income level for Targeted Lowwincome Pregnant Women under the CHIP.state plan. 

('_The state's current effective income level for pregnant women under a CI·IlP 1115 de1nonstration. 

·Tue amount of the ma."tim.un1 income standard is: j208 I 0/u FPL 
---~ 

00 Income standard chosen 

The state's income standard used for thiS eligibility group is: 

('"' The maximum income standard 

@::Another income standard less than the maximum standc,i.rd alloWed. 

The amount of the income standard is: ~j1_4_l __ ~I % FPL 

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

TN: IN 15-0013·MM1 A roval Date: 9/16/15 Effective Date: Apr'il 1. 2015 



Medicaid Eligibility 

~ In determining eligibility for this group, the state uses the following household size: 

~All of the members of the family are included in the household 

D Only the applicant is included in the household 

D The state increases the household size by one 

l!J In determining eligibility for this group, the state uses the following income methodology: 

-(.\ The state considers the income of the applicant and all legally responsible household metnbers 
(using MAGI-based methodology). 

C The state considers only the income of the applicant. 

~ Benefits for this eligibility group are limited to fatnily planning and related services described in the Benefit section, 

00 Presumptive Eligibllity 

The state i11akes family planning services and supplies available to individuals covered under this group when determined 
presumptively eligible by a qualified entity. 

\o Yes C No 

The state also covers medical diagnosis and treatment services that are provided in conjunction with a family planning 
service in a family planning setting dming the preswnptive eligibility period. 

C Yes (i' No 

~ The presumptive period begins on the date the detennination is made. 

~ The end date of the presumptive period is the earlier of; 

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

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

~ Periods of presumptive eligibility are limited as follows: 

C- No more than one period within a calendar year. 

r, No more than one period w.ithin two calendar years. 

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

("_ Other reasonable litnitation: 

TN: IN 15-0013-MM1 Approval Date: 9/16/15 Effective Date: April 1, 2015 



Medicaid Eligibility 

The state r~uires that a written application be signed by the appHcant or representative. 

(0 Yes [ No 

(" The state uses a single application fonn for Medicaid and presumptive eligibility, approved by-CMS. 

(;: The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the 
application form is included. 

~ The presumptive digibility determination is based on the following factors: 

00 The individual must not be pregnant. 

[!] Household inco1ne m.ust not exceed the applicable income standard specified for this group. 

~ State re..'lidency 

~ Citizenship, status as a national, or satisfactory immigration status 

The state uses entities, as defined in section 1920C, to determine eligibility presumptively for this eligibility group. 
00 These entities must be eligible to receive payment for services under the state's approved Medicaid state plan and 

determined by the state to be capable of determining presumptive eligibility for this group. 

The types of entities used to determine presumptive eligibility for this eligibility group are: 

TN: IN 15-0013-MM1 Approval Date: 9116/15 Effective Date: Aprlf 1, 2015 



Medicaid Eligibility 

Name ofentity 

Qualified Provider 

Description 

Provider types eligible to enroll as a presumptive eligibility 
Qualified Provider (PE QP) include: Acute Care Hospitals, 
Psychiatric Hospitals, co1nmunity mental heaith centers 
(CMl:!Cs), rural health clinics (RHCs), federally qualified health 
centers {FQHCs), and local health departments_ To be eligible, an 
acute care hospital, psychiatric hospital, CMHC, RHC, local 
health department or FQHC must: 

.. Participate as a provider under the Indiana State Plan or under a 
demonstration program under Section !115 of the Social Seeurity 
Act. Local county health departments are not required to 
participate as a Medicaid provider. 
•Notify the FSSA of the provider's intention to make 
presumptive eligibility determinations . 
.. Agree to make presumptive eligibillty determinations consistent 
with state policies and procedures_ 
•Guide individuals in the process for completing and sub1nitting 
the Indiana APplication for Health Coverage paperwork to the 
FSSA. 
• Complete and submit PE QP eligibility attestations through the 
PE enrollment process on Web interchange. 

CMl:!Cs, RHCs, FQHCs, and local health departments that wish 
to enroll as PE QPs are provided Web interchange training. 
During the Web intetChange training session, the CMHC, RHC, 
FQHCi or Local health department also receive a printed copy of 
the HPE/PE Pr-0cess Guide. 

The state assures that it has communicated the requirements for entities, at 1920C of the Act, and has provided 
adequate training to the entities and organizations involved. A copy of the training materials has be.en included. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number_ The valid OMB control number for this information collection is 0938-1148_ The time required to complete 
this information collection is estimat~d to average 40 hours· per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments conce111ing the accuracy of 
the time estimate(s) or suggestions for itnproving this form, please write to: CMS, 7500 Secuiity Boulevard, Attn: PR.A Rciports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

V2014iM15 

TN: JN 15-0013-MM1 Approval Date: 9116115 Effeciive Date: April 1, 2015 



Medicaid Eligibility 

OMB Contro1Number0938-1148 
OMB Expiration date: 10/31/2014 

42 CFR 435.403 

State Residency 

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

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

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

00 futends to reside in the state, including without a fixed address, or 

@ Enterod the state with a job commitment or seeking employment, whether or not currently employed. 

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

~ Non-institutionalized individuals under 21 not described above and non IV-E beneficiary children: 

~ Residing in the state., with or without a fixed address, or 

,_, The state of residency of the parent or caretaker, in accordance with 42 CFR435.403(h)(I), with wl1om the individual 
~ resides. · 

Iii Individuals living in institutions, as defined in 42 CFR435.1010, including foster care homes, who became incapable of 
indicating intent before age 21 and individuals under age 21 who are not emancipated or married: 

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

[!] Regardless of which state the individual resides, if the parent or guardian resides in the state at the time of the individual's 
placement, or 

If the individual applying for Medicaid on the individual's behalf resides in the state and the parental rights of tl1e 
[!] institutionalized individual's parent(s) were terminated and no guardian has been appointed and the individual is 

institutionalized in the state. 

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

[iJ Individuals who have been placed in an out-of-state institution, including foster care homes, by an agency of the state. 

[!] Any other institutionalized individual age 21 or over when living in the state with the intent to reside there, and not placed in the 
institution by another state. . 

[!] N-E eligible children living in the state, or 

TN No: IN-13-005-MMS 
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Medicaid Eligibility 

00 Olherwise meet lhe requirements of 42 CFR 435.403. 

TN No: IN-13-005-MMS Approval Date: 1/16/14 

Indiana Effective Date: January 1, 2014 



• 
Medicaid Eligibility 

. 

Meet the criteria specified in an interstate agreement. 

@Yes 0 No 

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

JZI Alabama IZI Illinois JZI Montana JZI Rhode Island 

1Z1 Alaska JZI Indiana 1Z1 Nebraska IZI South Carolina 

IZI Arizona IZI Iowa JZI Nevada IZI South Dakota 

1Z1 Arkansas JZI Kansas JZI New Hampshire IZI Tennessee 

IZI California JZI Kentucky IZI New Jersey IZI Texas 

IZI Colorado IZI Louisiana IZI New Mexico IZI Utah 

JZI Connecticut IZI Maine 0 NewYork IZI Vermont 

IZI Delaware IZI Maryland IZI North Carolina IZI Virginia 

JZI District of Columbia IZI Massachusetts JZI North Dakota IZI Washington 

IZI Florida IZI Michigan IZI Ohio IZI West Virginia 

IZI Georgia IZI Minoesota IZI Oklahoma fZI Wisconsin 

IZI Hawaii IZI Mississippi IZI Oregon D Wyoming 

IZI Idaho IZI Missouri JZI Pennsylvania 

~ The interstate agreement contains a procedure for providing Medicaid to individuals pending resolution of their residency 
8 

status and criteria for resolving disputed residency of individuals who (select all that apply): 

IZI Are IV-E eligible 

0 Are in the state only for the purpose of attending school 

D Are out of the state only for the purpose of attending school 

D Retain addresses in both states 

D Other type of individual 

The state has a policy related to individuals in the state only to attend school. 

0 Yes @No 

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

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

@Yes 0 No 

TN No: IN-13-005-MMS Approval Date: 1116114 
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Medicaid Eligibility 

Provide a description of the definition: 

Residence is retained until abandoned. Temporary absence from Indiana, with subsequent returns to the state or intent 
to return when the purpose of the absence has been accomplished, does not interrupt continuity of residence. 

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 O'MB control number. The valid OMB control number iOr this information collection is 0938-1148. Tue time required to complete 
this infornmtion collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources. gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN No: IN-13-005-MMS 
Approval Date: 111e114 

Indiana 
Effective Date: January 1, 2014 



Medicaid Eligibility 

OMB Control Number0938-1148 

l902(a)(46)(B) 
8 U.S.C. 1611, 1612, 1613, and 1641 
1903(v)(2),(3) and (4) 
42CFR435.4 
42 CFR 435.406 
42 CFR 435.956 

Citizenship and Non~Citizen Eligibility 

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

satisfactory immigration status. 

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

Iii Who are citizens or nationals of the United States; and 

'Who are qualified non-citizens as defined in section 43 l of the Personal Responsibility and Work Opportunity 
l!I Reconciliation Act (PR WO RA) (8 U.S.C. §1641), or whose eligibility is required by section 402(b) of PRWORA (8 U.S.C. 

§1612(b)) and is not prohibited by section 403 of PRWORA (8 U.S.C. §1613); and 

Who have declared themselves to be citizens or nationals of the United States, or an individual having satisfactory 
immigration status, dirring a reasonable opportunity period pending verification of their citizenship, nationality or 

~ sstisfuctury immigration status consistent with requirements of 1903(x), 1137(d), 1902(ee) of the SSA and 42 CFR 435.406, 
aod 956. 

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

The agency provides for an extension of the reasonable opportunity period if the individual is making a good faith effort to 

resolve any inconsistencies or obtain any necessary documentation, or the agency needs more tin1e to complete the 
verification process. 

0Yes @No 

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

0Yes @No 

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

@Yes 0No 

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

OYes @No 

TN No: IN-13-006-MMG 
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Medicaid Eligibility 

l!J An individual is considered to be lawfully residing in the United States if he or she is lawfully present and otherwise meets the 
111 

eligibility requirements in the state plan. 

l!J An individual is considered to be lawfully present in the United States if he or she: 

I.Is a qualified non-citizen as defined in 8 U.S.C. 164l(b) aod (c); 

2. ls a non-citizen in a valid nonimmigrant status, as defined in 8 U.S.C. I IO!(a)(l5) or otherwise under the immigration laws (as 
defmed in 8 U.S.C. ll0l(a)(l7)); 

3. Is a non-citizen who bas been paroled inlo the United States in accordance with 8 U.S.C. I l82(d)(5) for less than 1 year, 
except for an individual paroled for prosecution, for deferred inspection or pending removal proceedings; 

4. ls a non-citizen who belongs to one of the following classes: 

l!l Granted temporary resident status in accordance with 8 U.S.C. 1160 or 1255a, respectively; 

""' Gracted Temporary Protected Status (TPS) in accordance With 8 U.S.C. § l254a, and individuals with pending 
l!J applications for TPS who have been granted employment authorization; 

Ii] Granted employment authorization under 8 CFR274a.l2(c); 

l!l FautllyUnity beneficiaries in accordance with section 301 ofPob. L. 101-649, as amended; 

~ Under Deferred Enforced Departure {DED) in·accordance with a decision made by the President; 

liJ Granted Deferred Action status; 

~ Granted an administrative slay of removal under 8 CFR 241; 

I!1 Beneficiary of approved visa petition who has a pending application for adjustment of status; 

5. Is"" individual with a pending application for asylum under 8 U.S.C. 1158, or!or withholding ofremoval under 8 
U.S.C.J23 l, or under the Convention Against Torture who -

[!] Has been granted employment authorization; or 

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

6. Has been granted withholding of removal under the Convention Against Torture; 

7. ls a child who has a pending application for Special lnunigrant Juvenile status as described in 8 U.S.C. II 0 l (a)(27)(J); 

8. Is la'Wfully present in American Samoa lm.der the immigration laws of American Samoa; or 

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

l 0. Exception: An individual with deferred action under the Department of Homeland Security1s deferred action for the 
childhood arrivals process, as described in the Secretary of Homeland Securit.fs June 15, 2012 memorandum, shall not be 
considered to be lawfully present with respect to any of the above categories in paragraphs ( 1) through (9) of tl1is defmition. 

D Other 

TN No: IN-13-006-MM6 Approval Date: 1113114 
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The state assures that it provides limited Medicaid services for treatment of an emergency medical condition, not related to an 
lZJ organ transplant procedure, as defined in 1903(v)(3) of the SSA and implemented at 42 CFR 440.255, to the following 

individuals who meet all Medicaid eligibility requirements) except documentation of citizenship or satisfactmy immigration 
status and/or present an SSN: 

Ii] Qualified non..:itizens subject to the 5 year waiting period described in 8 U.S,C. 1613; 

[!] Non-qualified non-citizens, unless covered as a lawfully residing child or pregnant woman by the state under the option in 
accordance with 1903(v)(4) and implemented at435.406(b). 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for !his information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and comp1ete 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, Maryland2!244-1850. 
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Medicaid Eligibility 

OMB Control Number 0938-1148 

42 CFR 435, Subpart J and Subpart M 

Eligibility Process 

[Z] The state meets all the requirements of 42 CFR 435, Subpart J for processing applications, determining and verifying eligibility, and 
furnishing Medicaid. 

Application Processing 

Indicate which application the agency uses for individuals applying for coverage who may be eligible based on the applicable 
modified adjusted gross income standard. 

D The single, streamlined application for all insurance affordability programs~ developed by the Secretary in accordance with 
section 1413(b)(I)(A) oftl:ie Affordable Care Act 

An alternative single, streamlined application developed by the state in accordance with section 1413(b)(l)(B) of the 
[g! Affordable Care Act and approved by the Secretary, which may be no more burdensome than the streamlined application 

developed by the Secretary. 

An alternative application used to apply for mllltiple human service programs approved by the Secretary, provided that the 
D agency makes readily available the single or alternative application used only for insurance affordability programs to 

individuals seeking assistance only through such programs_ 

Indicate which application the agency uses for individuals applying for coverage who may be eligible on a basis other than the 
applicable modified adjusted gross income standard: 

The single, streamlined application developed by the Secretary or one of the alternate forms developed by the state and 
[;BJ approved by the Secretary, and supplemental forms to collect additional information needed to determine eligibility on such 

other basis, submitted to the Secretary. 

D An application designed specifically to determine eligibility on a basis other than tl:ie applicable MAGI standard which 
minimizes the burden on applicants, submitted to the Secretary. 

The agency's procedures permit an individual, or authorized person acting on behalf of the individual, to sub1nit an application via the 
internet website described in 42 CFR 435.1200(f), by telephone, via mail, and in person. 

!he agency also accepts applications by other electronic means: 

@Yes 0 No 
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Indicate the other electronic means below: 

Name of Method Description 

Fax State accepts faxed applications 

The agency has procedures to take applications, assist applicants and perform initial processing of applications for the eligibility 
[ZI groups listed below at locations other than those used for the receipt and processing of applications for the title IV -A program, 

including Federally-qualified health centers and disproportionate share hospitals. 

Parents and Other Caretaker Relatives 

Pregnant Women 

Infants and Children under Age 19 

Redetermination Processing 

IZJ Redetenninations of eligibility for individuals whose financial eligibility is based on the applicable modified adjusted gross 
income standard are performed as follov,rs, consistent with 42 CFR 435.916: 

[!] Once every 12 months 

~ Without requiring information from the individual if able to do so based on reliable information contained in the individual's 
• account or other more curr~t information available to the agency . 

If the agency cannot determine eligibility solely on the basis of the information available to it, or otheiwise needs additional 

l!:I information to complete the redetermination. it provides the individual with a pre-populated renewal form containing the 

.information already available. 

[!] Redeterminations of eligibility for individuals whose financial eligibility is not based on the applicable modified adjusted gross 
• income standard are performed, consistent with 42 CFR435.916 (check all that apply): 

18:1 Once every 12 montllS 

0 Once every 6 months 

D Other, more often than once every 12 months 

Coordination of Eligibility and Enrollment 

The state meets all the requirements of 42 CFR 435, Subpart M relative to coordination of eligibility and enrollment between 
12.] Medicaid, CHIP, Exchanges and other insurance affordability programs. The single state agency has entered into agreements 

with the Exchange and with other agencies administering insurance affordability programs. 

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

State Na1ne: !Indiana 
~~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Alt~rnatjveBellefjfP,anPo}lµ~lltjp\l!( < \/· ... · .·.•••· <y>·:· .. fi< <; ;<··· < .. ,_------ ;'<-< <_--,-: - .:---_- __ ,::,::;: ___ ~pi: ___ ~-

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

Alternative Benefit Plan Population Name: !Healthy Indiana Plan (HIP) 2.0 Basic I 
Identify eligibility groups that are included in the Alternative Benefit Plan1s population, and which may contain individuals that meet any 
targeting criteria used to further define the population. 

Eligibility Groups Included in the Alternative Benefit Plan Population: 

Enrollment is 
Eligibility Group: mandatory or 

voluntary? 

1+ Adult Group !Mandatory I x 
Enrollment is available for all individuals in these eligibility group(s). Ea I 

Targeting Criteria (select all that apply): 

i:g] Inco1ne Standard. 

Income Standard: 

(o' Income standard is used to target households with inco1ne at or below the standard. 

r Income standard is used to target households with inco1ne above the standard. 

The inco1ne standard is as follows: 

(0 A percentage: 

r A specific amount 

r Federal Poverty Level. 

r SS! Federal Benefit Amount. 

(0 Other. 

Enter the Other percentage J100 I 
Describe: 

The HIP Basic Plan is only available for individuals up to and including 100% federal poverty level (FPL) as based on 
MAGI income standards who do not pay a contribution to their HIP Plus Personal Wellness and Responsibility 
(POWER) account 

A woman who becomes pregnant while enrolled in the I-IIP Basic Plan may choose to transfer to the pregnancy 
Medicaid aid category under the State Plan. If she stays in HIP Basic, she may keep her HIP Basic benefits through the 
tenn of the pregnancy and postpartum period. Pregnant women receive additional benefits in Basic that are only 
available to pregnant \VO men. For pregnant women, there are no tnaterial differences in benefits between HIP Basic 
and the pregnancy Medicaid aid category under the State Plan. Women who are pregnant at their regularly scheduled 
redetermination are not eligible to remain in HIP Basic and are transfered to the pregnancy Medicaid aid category. 

TN#: 15-0024 ASP 1 Approval Date:10/29/15 
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D Disease/Condition/Diagnosis/Disorder. 

~ Other. 

Other Targeting Criteria (Describe): 

New adult group members who are Al/ AN and participate in the 1115 demonstration will be enrolled in the HIP Plus ABP with 
no POWER account contribution or cost-sharing requirements, regardless of FPL 

Geographic Area 

The Alternative Benefit Plan population will include individuals from the entire state/ten·itory. !Yes I 
Any other infonnation the state/territory wishes to provide about the population (optional) 

Enrollment in the Alternative Benefit Plan (ABP) that is the HIP Basic Plan with Essential Health Benefits (EHBs) will include non-
medically frail adults between the ages of 19 and 64 with income at or below 100% of the Federal Poverty Level (FPL). All HIP Basic 
enrollees will be eligible for the enhanced ABP that is the HIP Plus Plan with EHBs. 

Individuals with income at or below 100% FPL are eligible for HIP Plus. If they do not make the POWER account payment then they 
default to the HIP Basic Plan. Educational infonnation about the differences in benefits and cost-sharing structure between HIP Basic 
and HIP Plus are provided in all member com1nunications from both the state and the MCEs. This includes but is not limited to 
eligibility notices, welcome letters, invoices, and inember handbooks. Members can also receive infonnation about the difference in the 
Basic and Plus plans from all call center staff including the state call centers, the enrollment broker, and the MCE call centers. The state 
also 1nakes educational information available to members on line. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection ofinfo1mation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have cornments concerning the accuracy of 
the tiine estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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State Na1ne: fudiana 
~~~~~~~~~~~~~~~~~~~ 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 Transmittal Number: IN - 15 - 0024 

)Tolunt1trY:·-B~n~fit.J.>1ti;~ageS,el~~ti()~~s.s~r~nc~~,·.1';lifli~iJity:Gi:o\lp.~nd¢r 
Section 1902(a)(10)(A)(i)(V111) of.th~A~t .·. · · · · · · · · 

The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937 El 
requirements with its Alternative Benefit Plan that is the state's approved Medicaid state plan that is not subject to 1937 N 
requirements. Therefore the state/ten·itory is dee1ned to have met the requirements for voluntary choice of benefit package for 

0 

individuals exempt from mandato1y participation in a section 1937 Alternative Benefit Plan. 

These assurances must be made by the state/territory if the Adult eligibility group is included in the ABP Population. 

D The state/territ01y shall enroll all participants in the "Individuals at or below 133% FPL Age 19 through 64" (section 1902(a)(10)(A) 

(i)(VIII)) eligibility group in the Alternative Benefit Plan specified in this state plan amendment, except as follows: A beneficiary in 

the eligibility group at section 1902( a)(l O)(A)(i)(VIII) who is determined to meet one of the exemption criteria at 45 CFR 440.315 

will receive a choice of a benefit package that is either an Alternative Benefit Plan that includes Essential Health Benefits and is. 
subject to all 1937 requirements or an Alternative Benefit Plan that is the state/territory's approved Medicaid state plan not subject to 

1937 requirements. The state/territory's approved Medicaid state plan includes all approved state plan programs based on any state 

plan authority, and approved 1915(c) waivers, if the state has amended them to include the eligibility group at section 1902(a)(IO)(A) 
(i)(VIII). 

0 The state/territory must have a process in place to identify individuals that meet the exemption criteria and the state/territory must 
comply with requirements related to providing the option of enrollment in an Alternative Benefit Plan defined using section 1937 

requirements, or an Alternative Benefit Plan defined as the state/territory's approved Medicaid state plan that is not subject to section 
1937 requirements. 

D Once an individual is identified, the state/territory assures it will effectively inform the individual of the following: 

a) Enro\hnent in the specified Alternative Benefit Plan is voluntary; 

b) The individual 1nay disenroll from the Alternative Benefit Plan defined subject to section 1937 requirements at any time and 
instead receive an Alternative Benefit Plan defined as the approved state/territory Medicaid state plan that is not subject to section 
1937 require1nents; and 

c) What the process is for transferring to the state plan-based Alternative Benefit Plan. 

D The state/territory assures it will infonn the individual of: 

a) The benefits available as Alternative Benefit Plan coverage defined using section 1937 requirements as compared to Alternative 
Benefit _Plan coverage defined as the state/territory's approved Medicaid state plan and not subject to section 193 7 requirements; 
and 

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan subject to 1937 requirements 
differs from the Alternative Benefit Plan defined as the approved Medicaid state/territory plan benefits. 

How will the state/territory inform individuals about their options for enrollment? (Check all that apply) 

IZJ Letter 

D Email 

IZJ Other 
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Describe: 

All eligibility notices to HIP members and any notices generated when a n1ember reports changes will indicate ho\v to report 
medically frail status to the managed care entity. The medically frail confinnation process will also be described in the 
member manual. 

Provide a copy of the letter, email text or other communication text that will be used to inform individuals about their options for 
enrollment. 

I 
A'Il 'attSchriien{is Su-biliitted.- I 

When did/will the state/territory infonn the individuals? 

Individuals will be informed of the medically frail self-report process in their initial eligibility notice and in all notices received when 
the member has reported a an eligibility change. The process will also be detailed the member manual. Individuals confinned 
medically frail will be enrolled in the State Plan ABP. 

Self-report of medically frail status is only one avenue for 1nembers to be confirmed frail. All individuals with an active disability 
detennination by the Social Security Administration or a confinned diagnoses of HIV/AIDS from the Indiana State Depa1iment of 
Health will be confirmed medically frail without having to selfreport their frail status. In addition, any member that has medical claims 
that confirm a medically frail condition throughout the year may be confirmed medically frail by their MCE without having to self-
report their status. 

Please describe the state/territory's process for allowing individuals in the Section 1902(a)(!O)(A)(i)(VIII) eligibility group who meet 
exemption criteria to disenroll from the Alternative Benefit Plan defined using section 1937 requirements and enroll in the Alternative 
Benefit Plan defined as the state/territory's approved Medicaid state plan. 

Individuals that are confirmed to meet the medically frail criteria by their manged care entity will not receive the benefits described in 
the HIP Basic or HIP Plus ABPs and do not have the option to opt into these plans. They will receive the benefits on the State Plan 
ABP. These benefits will be provided through the same Managed Care Entities that provide the HIP Basic and HIP Plus ABPs. The 
benefits of the State Plan ABP offer additional benefits in excess of what is covered in HIP Basic and 'HIP Plus. 

D The state/territory assures it will document in the exen1pt individuars eligibility file that the individual: 

a) Was informed in accordance with this section prior to enrolbnent; 

b) Was given ainple time to arrive at an infonned choice; and 

c) Chose to enroll in Alternative Benefit Plan coverage subject to section 1937 requireinents or defined as the state/territory's 
approved Medicaid state plan, which is not subject to section 1937 requirements. 

Where will the infonnation be documented? (Check all that apply) 

D In the eligibility system. 

D In the hard copy of the case record. 

~Other 

Describe: 

Confirmed medically frail individuals do not have the option to select the HIP Basic and Plus Plans, but will be automatically 
assigned to the State Plan ABP. 

What documentation will be maintained in the eligibility file? (Check all that apply) 
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D Copy of co1Tespondence sent to the individual. 

D Signed documentation from the individual consenting to eru·olltnent in the Alte1native Benefit Plan. 

IZJ Other 

Describe: 

Confirmed medically frail individuals do not have the option to select the HIP Basic and Plus Plans that are the Alternative 
Benefit Plans (ABPs) with Essential Health Benefits, but will receive the benefits from the State Plan ABP. 

0 The state/territory assures that it will maintain data that tracks the total number of individuals who have voluntarily enrolled in either 

Alternative Benefit Plan coverage subject to section 1937 requirements or Alternative Benefit Plan coverage defined as the state/ 

territory's approved Medicaid state plan, which is not subject to section 1937 requirements. 

Other information related to benefit package selection assurances for exempt participants (optional): 

Confirmed medically frail individuals will receive benefits that are in all ways equivalent to State Plan ABP benefits and offer benefits 
not covered through the HIP Basic and Plus ABPs. Therefore, medically frail individuals will not need to have the choice to opt into 
these two less generous plans. 

PRA Disclosure Statement 
According to the Paper\vork 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 nu1nber for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the tin1e 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 fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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State Name:lrndiana 
~~~~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

These assurances must be made by the state/tenitory if enrolhnent is mandatory for any of the target populations or sub-populations. 

When mandatorily enrolling eligibility groups in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent Plan) that could have 
exempt individuals, prior to enrollment: 

[Z] The state/ten·itory assures it will appropriately identify any individuals in the eligibility groups that are exetnpt frotn mandatory 
enrollment in an Alternative Benefit Plan or individuals who meet the exemption criteria and are given a choice of Alternative 
Benefit Plan coverage defined using section 1937 requirements or Alternative Benefit Plan coverage defined as the state/territory's 
approved Medicaid state plan, not subject to section 1937 requirements. 

How will the state/ten-itory identify these individuals? (Check all that apply) 

IZJ Review of eligibility criteria (e.g., age, disorder/diagnosis/condition) 

Describe: 

Members with disability determination fi:o1n the Social Security Administration or who have been confirmed as having HIV/ 
AIDS by the Indiana State Department of Health will be confirmed medically frail on initial detennination of eligibility. 

All eligibility notices to members indicate that members can report changes in their 1nedical condition and medically frail status 
to their MCE. 

IZJ Self-identification 

Describe: 

Self~identification is one of the ways frail status is identified. The primary medically frail identification method is via clai1ns as 
detailed in the Other section. Members may self-identify by requesting a review of their medically frail status with their 
managed care entities after initial enrollment in HIP. Members that request a review of their medically frail status are subject 
to a verification process utilizing the Milliman underwriting guidelines as detailed below. 

Once a member self-identifies as medically frail the Managed Care Entity (MCE) will validate applicant data to confirm 
1nedically frail status. The managed care entity will have 30 days as required by contract to confinn if the n1ember is medically 
frail. Managed care entities niay identify members as medically frail via claims received during the 30 day verification process, 
and members receiving health services and using pharmaceuticals to treat their medically frail conditions will likely be 
identified before the end of the 30 day verification period. 

Confirmation may occur through applicant interview or follow-up, current treattnent (claims) and/or physician medical 
attestation documented medical records. Members are confirn1ed medically frail by the managed care entity when they have a 
documented 1nedically frail condition and meet the following point thresholds using the Milli1nan Under\\iTiting Guidelines: 

- 150 combined debit points for indicated inedical, mental, or behavioral health conditions; or, 
- 75 debit points for indicated behavioral health conditions; or, 
- 75 debit points for indicated substance abuse conditions; or, 
- Needs assistance with one of the activities of daily living. 

1l1e debit point syste1n above provides the 1ninimal points a inember would meet to be identified as niedica11y frail. For 
exan1ple, individuals who are infected with the hepatitis C virus, but have no signs of the virus, receive no medications and 
have normal liver functions, will be assigned 50 debit points and not qualify as 1nedical1y frail. However, an individual that has 
abnormal liver fonction will be assigned 150 debit points or higher for conditions such as cirrhosis of the liver at 650 debit 
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potnts. From these examples, an individual must meet 150 debit points or higher and have a condition listed on the medically 
frail condition listing to be considered as having a medical condition identified as medically frail. A person that has a medical 
condition that falls below the 150 tlu·eshold and/or is not a condition listed on the medically frail condition listing would not be 
considered medically frail. A medically frail determination \vould be effective for 12 months and after this time is required to 
be reverified and updated by the MCE. The debit point system, threshold range, and extensive tables of medical conditions 
each assigned debit points was developed from the Millliman Underwriting Guidelines and is the methodology that will be 
utilized to determine a medically frail identification. 

To develop the debit point syste1n, a code list and software tool from the medical ICD-9 codes and pharmacy NDC codes was 
used. The use of medical and pharmacy codes in assessing claims data allows for an auton1ated process when screening 
individuals for 1nedically frail conditions on an ongoing basis. 

Metnbers identified as tnedically frail V11ill receive the State Plan ABP effective the first of the month following the 
confinnation of their medically frail status by the managed care entity. 

Individuals have the right to appeal all medically frail determinations through the state, but must first exhaust the grievance 
process with their managed care entity. 

El Other 

Describe: 

On an ongoing basis, health and pharmacy clai1ns data and data from medical professionals including lab results will be used in 
the identification and conformation of medically frail status using an automated process. Similar to verification that occurs 
with the member request to review frail status, members that have pharmacy or medical claims that demonstrate conditions that 
may qualify them for medically frail status will have their claims checked against the Milliman Underwriting Guidelines. 
Those that have claims over the point threshold will automatically be designated as medically frail and receive the State Plan 
ABP. For individuals that do not meet the medically frail tlu·eshold based on claims alone, medical records, risk assessments 
and lab results may be utilized to verify nledically frail status. 

D The state/territory must inform the individual they are exe1npt or meet the exemption criteria and the state/ten·itory must comply with 
all requirements related to voluntary enrollment or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" 
eligibility group, optional enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements or Alternative 
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan. 

D The state/territory assures that for individuals who have become exempt from enrollment in an Alternative Benefit Plan, the state/ 
te1Titory must inform the individual they are now exempt and the state/territory must co1nply with all requirements related to 
voluntary enrollment or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" eligibility group, optional 
enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements, or Alte1native Benefit Plan coverage 
defined as the state/territory1s approved Medicaid state plan. 

How will the state/territory identify if an individual becomes exempt? (Check all that apply) 

fZI Review of claims data 

EJ Self-identification 

fZI Review at the time of eligibility redetermination 

fZI Provider identification 

D Change in eligibility group 

D Other 
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How frequently will the state/territory review the Alternative Benefit Plan population to determine if individuals are exe1npt from 
mandatory enrollment or meet the exemption criteria? 

r 
(' 

(' 

(' 

(o' 

Monthly 

Quarterly 

Annually 

Ad hoc basis 

Other 

Describe: 

Managed Care entities may continually assess their enrolled population to determine if an individual has clain1s that qualify 
them for medically frail status. The Managed Care Entities will alert the state when an individual qualifies for medically frail 
status to initiate the activation of benefits of the State Plan ABP. On an annual basis all individuals marked medically frail 
must be reconfirmed as medically frail by their Managed Care Entity. 

Managed care entities determination of frail status is subject to review and audit by the state. 

[Z] The state/territory assures that it will promptly process all requests made by exen1pt individuals for disenrollment from the 
Alternative Benefit Plan and has in place a process that ensures exe1npt individuals have access to all standard state/territory plan 
services or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" eligibility group, optional enrollment in 
Alten1ative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage defined as the state/ 
territory's approved Medicaid state plan. 

Describe the process for processing requests made by exempt individuals to be disenrolled from the Alternative Benefit Plan: 

Individuals that meet the medically frail criteria will not receive the HIP Basic and HIP Plus benefits described in the Alternative 
Benefit Plans (ABPs) and do not have the option to opt into these plans, because they do not contain enhanced benefits. Individuals that 
are confirmed as medically frail will be enrolled in the State Plan ABP. The benefits of the State Plan ABP as provided to HIP eligible 
individuals through managed care are at least as generous as the HIP Basic and Plus benefits in each benefit offered and offer additional 
benefits in excess of what is covered in these plans. 

Other Information Related to Enrollment Assurance for Mandatory Patticipants (optional): 

To ensure accurate and fair identification methods are in place when detennining a tnen1ber's 1nedical condition, such as medically frail, 
the state will establish an oversight process. The State utilizes external quality control measures to ensure proper identification for 
medically frail individuals. The type of quality control measures utilized depends on the frail identification method used by the MCE. 
When the MCE identifies a member as medically frail, they must document and notify the State. The notification must include(!) the 
medically frail designation; (2) the date of the determination; and (3) the method used to make the medically frail determination. The 
following outlines the State audit procedures based on the identification 1nethod used. 

• MCE identifies member as tnedically frail based on the Milliman Underwriting Guidelines by using the Milliman tool that conducts 
analysis of claims data. This can be done at any time. The tool analyzes claims to determine if the n1ember has accrued sufficient debit 
points to meet the debit point thresholds that designate a member as frail. The State will review the detennination and claims data on an 
ongoing basis throughout the enrollment period, however, detenninations made by the MCEs through the use of the Milliman tool based 
on member claims are considered to be non-partiaL 

• MCE identifies member as medically frail based on supplemental data. All supplemental data used to support a frail designation must 
be indexed to the Millin1an Underwriting Guidelines. The Milliman tool provides an automated way to analyze claims for indications of 
frail status, however if clain1s have not yet been filed, the Milliman Underwriting Guidelines may also be nlet through a manual process. 
When meeting the Milliman Underwriting Guidelines points thresholds through a manual process, the MCE must con1plete a generic 
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description of the 1ntOrmat1on ut1l1zed by the MCE to support the medically frail designation. This infonnat1on will be reviewed by the 
State or its designated vendor to independently confirm these medically frail designations. The State will also conduct audits of the 
MCE's medically frail determinations to ensure the Milli1nan ·unde1writing Guidelines are appropriately applied. 

Medically frail audits will include review of non-claim data to form a cotnplete picture of the health of the member. This data review 
could include, but not be limited to: output files from the Milliman Renewal MUGs tool indicating the number of debit points the 
member accutnulated; co1npleted Health Risk Assessments; documentation of attempts to make contact with their member and/or 
physician(s); recorded responses and supporting info1mation indicating member impaim1ent in Activities of Daily Living (ADLs); and 
supplemental infonnation gathered by the MCE in order to make a co1nplete decision (such as lab results, physician notes or lifestyle 
factors). To ensure accurate and timely review of metnbers, the State will also 1nonitor the average time and detennination con1pletion 
rate for each MCE as well as complete in depth reviews surrounding member state appeals (e.g. rate of appeals, appeals outcome 
statistics, number of State Fair Hearings requested) and Internet Queries (IQs). 

In addition, to the specific tnethods described, the State's MCE audit procedures are ongoing. The State will conduct regular audits of 
the MCE's Medically Frail Supplemental File to determine and verify appropriate placement of medically frail members including the 
use of Milliman Underwriting Guidelines. If the member does not meet the 1nedically frail criteria based upon the State's review, the 
State will request additional information from the MCE. The State anticipates that approximately ten percent (10%) of the total HIP 
population ¥.1ill be designated as medically frail. If at any time the State finds that a significant ainount more or less than ten percent 
(10%) of an MCE's total IIlP population is designated as medically frail, the State will initiate a random audit of the MCE population to 
ensure that the Milliman Undenvriting Guidelines are being applied appropriately or supporting data was used properly. If any MCE is 
found to have a consistent issue applying the Milliman Underwriting Guidelines in a uniform fashion, the State's will take the 
appropriate corrective actions. 

The State's oversight processes, as explained, focus on ensuring the inember receives the proper health services needed which include 
the appropriate health designation. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. 'fhe time required to complete 
this info1mation collection is estimated to average 5 hours per response, including the thne to review instructions, search existing data 
resources, gather the data needed, and co1nplete and review the information collection. If you have comments concerning the accuracy of 
the time estin1ate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3.1-L-D OMB Control Number: 0938-1148 State Name:llndiana 
~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 OMB Expiration date: 10/31/2014 

Selection ofBen~hmitrk.B~n~fitP11ck.~ge or Benchui11rk-Eqll.iv11Ie11tB~11efiti>ack\lge·· •·· J • >·· ABP3• 
··.<' '' ',·· ·.··\\·' -, -- ,\', __ ., \, ', ------ \'_-'''.-'<•''':'-·- ----, -------- ,,_·-----:·-:·,:-·<-··-_<:':',-.- __ ,_. 

Select one of the following: 

(" The state/territo1y is amending one existing benefit package for the population defined in Section 1. 

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

Nameofbenefitpackage: LIH_IP~B~as_ic~P_la_n~~~~~~~~~~~~~~~~~~ 

Selection of the Section 1937 Coverage Option 

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

(e Benchmark Benefit Package. 

l Benchn1ark-Equivalent Benefit Package. 

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

(' The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Healtl1 Benefit 
Program (FEHBP). 

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

l A commercial HMO with the largest insured comn1ercial, non-Medicaid enrollment in the state/territory (Commercial 
HMO): 

{. Secretary-Approved Coverage. 

r The state/territory offers benefits based on the approved state plan. 

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

Please briefly identify the benefits, the source of benefits and any li1nitations: 

Indiana will use benefits from the largest con1mercial HMO by enrollment that was a plan option for the State's 
commercial EHB benchmark. The commercial HMO selected as the base benchmark plan for the HIP Basic ABP 
complies with the regulations set forth for alternative health benefit plans under §440.347 as related to the 
essential health benefits (EHBs). The state's methodology in selecting the plan design was to ensure the benefits 
of the ABP that is the State Plan are at least as generous as the HIP Basic and Plus benefits. The HIP Basic Plan 
provides limited coverage that excludes dental and vision services, except as required under EPSDT. The 
fonnula1y for the prescription drug benefit n1ust support the coverage and non-coverage requirements for legend 
drugs by Indiana Medicaid, found in 405 !AC 5-24-3. The HIP Basic ABP offers additional benefits beyond the 
base benchmark for pregnant wotnen. If a woman becomes pregnant, she will have the option to maintain her 
current IIlP Basic Plan benefits with extended services for pregnant women. 

Selection of Base Benchmark Plan 

The state/ten·itory 1nust select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or 
Benchmark-Equivalent Package. 
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The Base Benchmark Plan is the same a<> the Section 1937 Coverage option.~ 

Indicate which Benchmark Plan described at 45 CFR 156.IOO(a) the state/territory will use as its Base Benchmark Plan: 

r Largest plan by enrolln1ent of the three largest s1nall group insurance products in the state's small group market. 

(' Any of the largest three state employee health benefit plans by enrollment. 

l Any of the largest three national FEHBP plan options open to Federal en1ployees in all geographies by enrollment. 

(8' Largest insured commercial non-Medicaid HMO. 

Plan name: !Advantage 1001 

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

The state assures that all services in the base benchmark have been accounted for throughout the benefit chart in ABP5. The state 
assures the accuracy of all information in ABP5 depicting amount, duration and scope parameters of services authorized in the current 
approved Medicaid state plan and covered on the selected base bench1nark plan. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to co1nplete 
this infonnation collection is estimated to average 5 hours per response, including the ti1ne to review instructions, search existing data 
resources, gather the data needed, and con1plete and review the information collection. If you have comments concerning the accuracy of 
the time estin1ate(s) or suggestions for in1proving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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State Nan1e:IIndiana 
~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 

Attachment 3 .1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Alternative Benefifl>lall Cost7Shai-ing ABJ>4. 

D Any cost sharing described in Attachment 4. 18-A applies to the Alternative Benefit Plan. 

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

The Alternative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in 
Attachment 4.18-A. EJ 

D The state/te1Titory has completed and attached to this submission Attachrnent 4.18-F to indicate the Alternative Benefit Plan's 
cost-sharing provisions that are different from those otherwise approved in the state plan. 

An attachment is submitted. 

Other Infonnation Related to Cost Sharing Requirements (optional): 

A description of the cost sharing requirements for the HIP Basic Plan are contained in Indiana's }!IP 2.0 1115 Demonstration. 

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

TN#: 15-0024 ABP4 

Indiana 

Approval Date:10/29/15 

Effective Date: October 1, 2015 

V.20140415 

Page 1 of 1 
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Alternative Benefit Plan

State Name: Indiana Attachment 3.1-L- OMB Control Number: 0938 1148

Transmittal Number: IN - 22 - 0009

Benefits Description ABP5

The state/territory proposes a “Benchmark-Equivalent” benefit package. No

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:

Base Benchmark Commercial HMO 
Advantage HMO 
Basic Plan

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

Secretary-Approved
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1. Essential Health Benefit: Ambulatory patient services■ Collapse All

Benefit Provided:
Primary Care Physician (PCP) Services Office Visit

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Office visit services include supplies for treatment of the illness or injury, medical consultations, 
procedures performed in the physician's office, second opinion consultations and specialist treatment 
services provided by a PCP. 

For second opinion consultations, the Managed Care Entities (MCEs) may require prior authorization 
requirements, such as general member information, a justification of services rendered for the medical 
needs of the member and a planned course of treatment, if applicable, as related to the number of services 
provided and duration of treatment. 

Benefit Provided:
Specialty Physician Visits

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Referral Physician Office Visit included. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Home Health Services

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
100 visits per year

Duration Limit:
None

Scope Limit:
Services covered only if not considered custodial care and are prescribed in writing by a participating 
physician as medically necessary, in place of inpatient hospital care or convalescent nursing home and 
services provided under physician's care.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services include skilled medical services; nursing care given or supervised by RN; nutritional counseling 
furnished or supervised by RD; home hospice services; home health aides; laboratory services, drugs, and 
medicines prescribed by a physician in connection with home health care; and medical social services. 
Home hospice services are considered a separate service. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Outpatient Surgery

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Outpatient medical and surgical hospital services are covered when medically necessary. Includes 
diagnostic invasive procedures that may or may not require anesthesia. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Allergy Testing

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None
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Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes allergy procedures-administration of serum

Benefit Provided:
Chemotherapy-Outpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes outpatient therapeutic injections which are medically necessary and may not be self-administered. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
IV Infusion Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for outpatient infusion therapy.  
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment
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Benefit Provided:
Radiation Therapy- Outpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for outpatient services. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Dialysis

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage provided for outpatient (including home) dialysis services provided by a participating provider. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment

Benefit Provided:
Outpatient Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None
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Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes colonoscopy and pacemaker. Benefits provided are PCP, specialty and referral for all physician 
services in an outpatient facility. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Dental- Limited Covered Services- Accident/Injury

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Treatment complete within 1 year from initiation

Duration Limit:
None

Scope Limit:
 Coverage not provided for orthodontia, dental procedures, repair of injury caused by an intrinsic force, 
such as the force of the upper and lower jaw in chewing, repair of artificial teeth, dentures or bridges and 
other dental services. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Injury to sound and natural teeth including teeth that have been filled, capped or crowned. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, to report injury to insurer and receive follow-up care within specified 
timeframe, a justification of services rendered for the medical needs of the member and a planned course of 
treatment, if applicable, as related to the number of services provided and duration of treatment.

Benefit Provided:
Urgent Care- Walk-ins

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes after hours care.



Page 7 of 45

Alternative Benefit Plan

Benefit Provided:
Routine Foot Care

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
6 visits per year

Duration Limit:
None

Scope Limit:
Coverage not provided for supportive devices of the feet, including but not limited to foot orthotics, 
corrective shoes, arch supports for the treatment of plantar fasciitis, flat feet, fallen arches, weak feet, 
chronic foot strain, corns, bunions 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Scope limit continued- and calluses. 
Covered when medically necessary for the treatment of diabetes and lower extremity circulatory diseases. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Voluntary Sterilization for Males

Source:
State Plan 1905(a)

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Clinical Trials for Cancer Treatment

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
None

Duration Limit:
None

Scope Limit:
Items and services that are not routine care costs or unrelated to the care method will not be covered.  

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
The clinical trial must be approved or funded by one of the following: National Institute of Health; 
cooperative group of research facilities that have an established peer review program that is approved by a 
National Institute of Health or center; FDA; United States Department of Veterans Affairs; United States 
Department of Defense; institutional review board of an institution located in Indiana that has a multiple 
project assurance contract approved by the National Institute of the Office for Human Research Protections; 
and research entity that meets eligibility criteria for a support grant from a National Institutes of Health 
center.   

Coverage provided for routine care costs that are incurred in the course of a clinical trial.   
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, review of clinical trial to ensure qualified, review of routine costs related to 
clinical trial and a justification of services rendered for the medical needs of the member.

Add
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2. Essential Health Benefit: Emergency services■ Collapse All

Benefit Provided:
Emergency Department Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Medical care provided outside of the U.S. is not covered

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

Benefit Provided:
Emergency Transportation: Ambulance/Air Ambulance 

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Other medically necessary ambulance transport (ambulance, medi-van or similar medical ground, air or 
water transport to or from the hospital or both ways and transfer from a hospital to a lower level of 
care) is covered. 

For other medically necessary transportation, authorization may be required in which the Managed Care 
Entities (MCEs) may require other details, such as general member information, to contact PCP for other 
types of transportation related services and a justification of services rendered for the medical needs of the 
member.

Add
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3. Essential Health Benefit: Hospitalization■ Collapse All

Benefit Provided:
General Inpatient Hospital Care

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services include semi-private room and board (private room provided when medically necessary); intensive 
care unit/coronary care unit; inpatient cardiac rehabilitation and rehabilitation therapy; general nursing care; 
use of operating room or delivery suite; surgical and anesthesia services and supplies; ordinary casts; 
splints and dressings; drugs and oxygen used in hospital; laboratory and x-ray examinations; 
electrocardiograms; special duty nursing (when requested by a physician and certified as medically 
necessary); and inpatient specialty pharmaceuticals. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, review of medical necessity, authorization by acting physician, a justification 
of services rendered for the medical needs of the member and a planned course of treatment, if applicable, 
as related to the number of services provided and duration of treatment.  

Benefit Provided:
Inpatient Physician Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes PCP, specialty and may require a referral for physician services in the hospital. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 
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Benefit Provided:
Inpatient Surgical Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include bariatric surgery, surgical and nonsurgical treatment of TMJ, personal comfort 
items, including those services and supplies not directly related to care, such as guest meals, 
accommodations or personal hygiene products, 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Scope Limit continued- and room and board when temporary leave permitted. 

Surgical hospital services are covered when medically necessary. Services include semi-private room and 
board (private room provided when medically necessary); intensive care unit/coronary care unit; general 
nursing care; use of operating room or delivery suite; surgical and anesthesia services and supplies; 
ordinary casts; splints and dressings; drugs and oxygen used in hospital; laboratory and x-ray examinations; 
electrocardiograms; special duty nursing (when requested by a physician and certified as medically 
necessary); and inpatient specialty pharmaceuticals. 

Surgical operations may include replacement of diseased tissue removed while a member. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Non-cosmetic Reconstructive Surgery

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Services begin within 1 year of the accident

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Surgical hospital services are covered when medically necessary and approved by physician. 
Reconstructive procedures performed to restore or improve impaired physical function or defects resulting 
from an accident.  
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For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Mastectomy- Reconstructive Surgery

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Surgical hospital services are covered when medically necessary and approved by physician. Covered 
services include reconstruction of the breast upon which the mastectomy was performed; surgery and 
reconstruction of the other breast to produce a symmetrical appearance; and prostheses and physical 
complications at all stages of mastectomy, including lymphedemas. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Transplants

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Human organ and tissue transplant services for both the recipient and the donor, when the recipient is a 
member. No coverage is provided for the donor or the recipient when the recipient is not a member. 
Specialty Care Physician (SCP) provides pre-transplant evaluation. Non-experimental, non-investigational 
organ and other transplants are covered. Donor's medical expenses covered if the person receiving the 
transplant is a member, and donor's expenses are not covered by another issuer. 
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For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.  

Benefit Provided:
Congenital Abnormalities

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Surgical hospital services are covered when medically necessary and approved by physician. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Anesthesia

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes anesthesia services and supplies. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 
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Benefit Provided:
Hospice Care

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Room and board services are not covered when temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
This benefit may be provided in hospitals, skilled nursing facilities, and freestanding hospice centers. 
Covered services include semi-private room (private room provided when medically necessary). Hospice 
care provided if terminal illness, in accordance with a treatment plan before admission to the program. 
Treatment plan must provide statement from physician that life expectancy is 6 months or less. Concurrent 
care is provided to children (19 & 20 year olds). 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Medical Social Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Hospital services to assist member and family in understanding and coping with the emotional and social 
problems affecting health status.

Benefit Provided:
Dialysis

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None
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Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Inpatient dialysis services provided by a participating provider. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Chemotherapy

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for inpatient services. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Radiation Therapy

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for inpatient services. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
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general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Add
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4. Essential Health Benefit: Maternity and newborn care■ Collapse All

Benefit Provided:
Obstetric Care

Source:
State Plan 1905(a)

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to State Plan

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is provided from the State Plan under the physician benefit and includes various obstetrical 
services such as antepartum and postpartum visits, laboratory and x-ray (ultrasound) services and other 
services as medically necessary and appropriate. The benefit provides for antepartum services up to 14 
visits for normal pregnancies. High-risk pregnancies may allow for additional visits. Postpartum services 
includes 2 visits within 60 days of delivery. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Add
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5. Essential Health Benefit: Mental health and substance use disorder services including
behavioral health treatment■

Collapse All

The state/territory assures that it does not apply any financial  requirement or treatment limitation to mental health or 
substance use disorder benefits in any classification that is more restrictive than the predominant financial requirement or 
treatment limitation of that type applied to substantially  all medical/surgical benefits in the same classification.

✔

Benefit Provided:
Mnetal/Behavioral Health Inpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include hypnotherapy, behavioral modification, or milieu therapy when used to treat 
conditions that are not recognized as mental disorders; personal comfort items; and room and board when 
temporary leave available

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefits include evaluation and treatment in a psychiatric day facility and electroconvulsive therapy. 
Coverage may also include partial hospitalization depending on the type of services provided. 
These services are not provided through institutions of mental disease (IMDs). 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Mental/Behavioral Health Outpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Coverage does not include self-help training or other related forms of non-medical self care; marriage 
counseling; hypnotherapy, behavioral modification, or milieu therapy when used to treat conditions that 
are not recognized as mental disorders.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage applies to individual therapy and group therapy sessions. Benefit may also include partial 
hospitalization depending on the type of services provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
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general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Substance Abuse Inpatient Treatment

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
up to 15 days in a calendar month

Duration Limit:
None

Scope Limit:
Members 21 through 64 years of age in facilities that qualify as institutions for mental disease. Members 
can be authorized for up to 15 days in a calendar month. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit does not include services and supplies for the treatment of co-dependency or caffeine addiction; 
personal comfort items; and room and board when temporary leave permitted. 

Benefit includes detoxification for alcohol or other drug addiction. Coverage may also include partial 
hospitalization depending on the type of services provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Substance Abuse Outpatient Treatment

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include services and supplies unrelated to mental health for the treatment of 
codependency or caffeine addiction.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes detoxification for alcohol or other drug addiction. Benefit may also include partial 
hospitalization depending on the type of services provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
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treatment. 

Add
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6. Essential Health Benefit: Prescription drugs■

The state/territory assures that the ABP prescription drug benefit plan is the same as under the approved Medicaid
State Plan for prescribed drugs.   ✔

Benefit Provided:
Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the 
same number of prescription drugs in each category and class as the base benchmark.

Prescription Drug Limits (Check all that apply.):
Limit on days supply

Limit on number of prescriptions

Limit on brand drugs

Other coverage limits

Preferred drug list

Authorization:

Yes

Provider Qualifications: 

State licensed

Coverage that exceeds the minimum requirements or other:
The prescription drug benefit will cover at least one drug in every category and class or the number of 
drugs covered in each category and class as the base benchmark, whichever is greater. The formulary 
must support the coverage and non-coverage requirements for legend drugs by Indiana Medicaid, found 
in 405 IAC 5-24-3. In addition, the exact drugs covered under the formulary may vary by the Managed 
Care Entities (MCEs). Prescription supply is limited to 90 days. 

For authorization, Managed Care Entities may require prior authorization requirements, such as general 
member information, a justification of need for Rx related to the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number Rx provided and duration of 
treatment. Prior authorization requirements for prescription drugs may vary by MCE, but will comply 
with Mental Health Parity requirements. MCEs will be required to have a process in place to allow drugs 
that are medically necessary, but not included on the formulary to be accessed by members.
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7. Essential Health Benefit: Rehabilitative and habilitative services and devices■ Collapse All

The state/territory assures that it is not imposing limits on habilitative services and devices that are more stringent than 
limits on rehabilitative services (45 CFR 156.115(a)(5)(ii)). Further, the state/territory understands that separate coverage 
limits must also be established for rehabilitative and habilitative services and devices. Combined rehabilitative and 
habilitative limits are allowed, if these limits can be exceeded based on medical necessity.

✔

Benefit Provided:
Physical Therapy, Occupational Therapy, Speech The

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
60 combined visits annually.

Duration Limit:
None

Scope Limit:
Rehabilitative and habilitative services are offered at parity and have distinct benefit limits. Coverage does 
not include nonsurgical treatment of TMJ.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 60 combined visits annually for 
PT, OT, ST, cardiac and pulmonary rehabilitation. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment

Benefit Provided:
Durable Medical Equipment (DME)

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
15 mo rental cap;1 every 5 yr per member- replac

Duration Limit:
None

Scope Limit:
DME does not include corrective shoes, arch supports, dental prostheses, deluxe equipment, common first 
aid supplies and non-durable supplies. Other non-covered services include but not limited to equipment 
not suitable for home use.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes but not limited to wheel chairs, crutches, respirators, traction equipment, hospital beds, 
monitoring devices, oxygen-breathing apparatus and insulin pumps. Training for use of DME is also 
covered and applicable rental fees. Covered services are only for the basic type of DME necessary to 
provide for medical needs and does not include non-durable supplies that are not an integral part of the 
DME set-up. 
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For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of  
treatment.

Benefit Provided:
Prosthetics

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include foot orthotics, devices solely for comfort or convenience and devices from a 
nonaccredited provider.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
A prosthetic device means an artificial arm or leg or any portion thereof. Orthotic devices are also covered 
under this benefit as custom fabricated braces or supports designed as a component of an artificial arm or 
leg. Covered services include the purchase, replacement or adjustment of artificial limbs when required 
due to a change in your physical condition or body size due to normal growth. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment

Benefit Provided:
Corrective Appliances

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include but not limited to artificial or prosthetic limbs, cochlear implants, dental 
appliances, dentures, foot orthotics, corrective shoes, arch supports for plantar fasciitis, flat feet, fallen 
arches and corns.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit must be medically necessary and used to restore function or to replace body parts. Benefit includes 
but not limited to hemodialysis equipment, breast prostheses, back braces, artificial eyes, one pair 
eyeglasses due to cataract surgery, ostomy supplies and prosthetics (all prosthetics except prosthetic limbs). 
Coverage not intended for non-durable appliances.  
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For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Cardiac Rehabilitation

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
60 combined visits annually.

Duration Limit:
None

Scope Limit:
Rehabilitative services are offered at parity and share the same, comparable benefit limits. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 60 combined visits annually for 
PT, OT, ST and pulmonary rehabilitation. 

Benefit includes services for the improvement of cardiac disease or dysfunction. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Medical Supplies

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include non-durable supplies and/or convenience items.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes casts, dressings, splints and other devices used for reduction of fractures and dislocations

Benefit Provided:
Pulmonary Rehabilitation

Source:
Secretary-Approved Other

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
60 combined visits annually

Duration Limit:
None

Scope Limit:
Benefit does not include formalized and pre-designed rehabilitation programs for pulmonary conditions. 
Rehabilitative services are offered at parity and share the same, comparable benefit limits. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 60 combined visits annually for 
PT, OT, ST and cardiac rehabilitation. 

Benefit consists of services that are for the improvement of pulmonary disease or dysfunction that has a 
poor response to treatment. Examples of poor response include but are not limited to patients with 
respiratory failure, frequent emergency room visits, progressive dyspnea, hypoxemia or hypercapnia. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Skilled Nursing Facility (SNF)

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
100 days per benefit period.

Duration Limit:
None

Scope Limit:
A SNF does not include any institution or portion of any institution that is primarily for rest, the aged, 
nonskilled care, or care of mental diseases or substance abuse. Room and board services are not covered 
when temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Covered services include semi-private room (private room provided when medically necessary), drugs, 
specialty pharmaceuticals, medical social services, short term physical, speech, occupational therapies 
(subject to limits) and other services generally provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Autism Spectrum Disorder Services

Source:
Secretary-Approved Other

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
60 combined visits annually.

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 60 combined visits annually for 
PT, OT, ST, cardiac and pulmonary rehabilitation. 

Benefit, formerly known as Pervasive Development Disorder (PDD), is a state mandate that must be 
covered as outlined in the Indiana insurance code. 

Benefit provides coverage for Asperger's syndrome and autism. Coverage for services are provided as 
prescribed by the treating physician in accordance with the treatment plan. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Hearing Aids

Source:
State Plan 1905(a)

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
1 per member every 5 years.

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Medically frail populations will receive State Plan benefits. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Home Health:Medical Supplies, Equipment and Applia

Source:
Base Benchmark Commercial HMO

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include non-durable supplies and/or convenience items.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefits include medical supplies in connection with home health care. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment

Benefit Provided:
Inpatient Cardiac Rehabilitation

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
90 days annual maximum.

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes services for the improvement of cardiac disease or dysfunction. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Inpatient Rehabilitation Therapy

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
90 days annual maximum

Duration Limit:
None
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Scope Limit:
Rehabilitative and habilitative services are offered at parity and share the same, comparable benefit limits.  

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes physical, occupational, speech and pulmonary therapy of acute illness or injury to the 
extent that significant potential exists for progress toward a previous level of functioning. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Add
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8. Essential Health Benefit: Laboratory services■ Collapse All

Benefit Provided:
Lab Tests

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Coverage does not include lab expenses related to physical exams when provided for employment, school, 
sports' programs, travel, immigration, administrative purposes or insurance purposes.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
X-Rays

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Coverage does not include x-ray expenses related to physical exams when provided for employment, 
school, sports' programs, travel, immigration, administrative purposes or insurance purposes.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Imaging- MRI, CT, and PET

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. Coverage also includes MRA and 
SPECT scan. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Pathology

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Radiology

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None
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Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
EKG and EEG

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Add
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9. Essential Health Benefit: Preventive and wellness services and chronic disease management■ Collapse All

The state/territory must provide, at a minimum, a broad range of preventive services including: “A” and “B” services recommended 
by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended 
vaccines; preventive care and screening for infants, children and adults recommended by HRSA’s Bright Futures program/project; 
and additional preventive services for women recommended by the Institute of Medicine (IOM).

Benefit Provided:
Preventive Care Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Physician services for wellness and preventive services include but are not limited to routine physical 
exam, routine total blood cholesterol screening, routine gynecological services and routine immunizations. 
Includes (1) all preventive items or services that have a rating of ‘A’ or ‘B’ by the United States Preventive 
Task Force (USPSTF); (2) Immunizations recommended for the individuals age and health status by the 
Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention (CDC); 
(3) for infants, children, adolescents and adults, preventive care and screenings included in the Health
Resources and Services Administration’s (HRSA) Bright Futures comprehensive guidelines; and (4)
preventive screenings for women as recommended by the Institute of Medicine (IOM).

Benefit Provided:
Diabetes Self Management Training

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Covered services are limited to physician authorized visits after receiving a diagnosis of diabetes; after 
receiving a diagnosis that represents a significant change in symptoms or condition and there is a medically 
necessary change in self-management; and for re-education or refresher training. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 
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Benefit Provided:
Health Education

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
3 visits

Duration Limit:
None

Scope Limit:
Classes in nutrition or smoking cessation will be approved up to 3 visits when referred by your physician

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided by the PCP as part of preventive health care and other health education classes approved 
by the insurer. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Benefit Provided:
Routine Prostate Specific Antigen (PSA) Test

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
One test annually for an individual who is at least 50 years old or less than 50 if at high risk for prostate 
cancer.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
None

Add
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10. Essential Health Benefit: Pediatric services including oral and vision care■ Collapse All

Benefit Provided:
Medicaid  State Plan EPSDT Benefits

Source:
State Plan 1905(a)

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
EPSDT is required in the ABP for 19 and 20 year olds. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan:
Services provided under EPSDT may include preventive and diagnostic services that are medically 
necessary and may need continued treatment. 

In accordance with CMS regulation, individuals covered under EPSDT are not subject to the IMD 
exclusion

Add
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11. Other Covered Benefits from Base Benchmark Collapse All
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12. Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All

Base Benchmark Benefit that was Substituted:
Infertility Diagnoses: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Infertility Diagnoses benefit offered in the base benchmark was removed and replaced in EHB 1 by 
substitution with part of the actuarial value of Male Sterilization procedures which are not covered on the 
base benchmark. Coverage for voluntary Male Sterilization procedures comes from the coverage provided 
on the State Plan. 

Base Benchmark Benefit that was Substituted:
Routine Foot Care: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. A more restrictive limit of 6 visits per year was added. In EHB 1, this has been 
substituted with the remaining actuarial value from the male sterilization benefit. There is no limit on 
Routine Foot Care in the base benchmark.

Base Benchmark Benefit that was Substituted:
Home Health Services: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, training of family members to provide home health services is a 
non-covered benefit. In EHB 1, this sub-benefit was substituted with the actuarial value remaining from 
the male sterilization benefit. 

Base Benchmark Benefit that was Substituted:
Urgent Care-Walkins: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, physician home visits is a non-covered benefit. In EHB 1, this 
sub-benefit was substituted with the actuarial value remaining from the male sterilization benefit.

Base Benchmark Benefit that was Substituted:
Maternity Services: duplication

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
This benefit was duplicated with the Medicaid State Plan Obstetric benefit in EHB 4.
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Base Benchmark Benefit that was Substituted:
Maternity - Delivery: duplication

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
This benefit was duplicated with the Medicaid State Plan Obstetric benefit in EHB 4.

Base Benchmark Benefit that was Substituted:
Durable Medical Equipment (DME): substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. The limits for a 15 month rental cap and 5 year replacement for equipment were 
added. In EHB 7, this has been substituted with the actuarial value remaining from adding hearing aids as a 
benefit from the State Plan. There is no limit on Durable Medical Equipment in the base benchmark.

Base Benchmark Benefit that was Substituted:
PT, OT, ST: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with the actuarial 
value remaining from adding hearing aids as a benefit from the State Plan. The base benchmark allows for 
60 combined visits per distinct condition or episode. 

Base Benchmark Benefit that was Substituted:
Cardiac Rehabilitation: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with the actuarial 
value remaining from adding hearing aids as a benefit from the State Plan. The base benchmark allows for 
60 combined visits per distinct condition or episode. 

Base Benchmark Benefit that was Substituted:
Pulmonary Rehabilitation: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with hearing aids. 
In addition, formalized and pre-designed rehabilitation programs for pulmonary conditions have also been 
substituted with hearing aids. Both substitutions were completed with the actuarial value remaining from 
adding hearing aids as a benefit from the State Plan. The base benchmark allows for 60 combined visits per 
distinct condition or episode. 
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Base Benchmark Benefit that was Substituted:
Autism Spectrum Disorder Services: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with the actuarial 
value remaining from adding hearing aids as a benefit from the State Plan. The base benchmark allows for 
60 combined visits per distinct condition or episode. 

Base Benchmark Benefit that was Substituted:
Applied Behavior Analysis: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
In EHB 7, ABA has been substituted with the actuarial value remaining from adding hearing aids as a 
benefit from the State Plan. 

Base Benchmark Benefit that was Substituted:
Non-Surgical Treatment Option Morbid Obesity: dupl

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
In EHB 9, the benefit is covered under preventive and wellness services. The ACA preventive services 
provides coverage above the benefit limits. 

Add
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13. Other Base Benchmark Benefits Not Covered Collapse All

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Adult Vision

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Adult vision is covered in the base benchmark plan, but it is an excepted benefit and therefore not an 
Essential Health Benefit.

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Newborn Child Coverage

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Benefit is excluded since the ABP is for ages 19-64. Newborns born to members will be covered through 
Medicaid for children. The newborn coverage includes the initial newborn examinations. 

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Emergency Services Outside the U.S.

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Emergency care provided outside the U.S. is covered in the base benchmark plan. Non-emergency services 
are not covered. To conform with Medicaid standards, the benefit will not be covered in the ABP. 

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Lodging and Transportation for Transplants (Donor)

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Transportation and lodging services for the donor are covered under the base benchmark plan subject to a 
dollar limit, these services are not considered an EHB and are considered a non-covered benefit for the 
ABP.

Add
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14. Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All

Other 1937 Benefit Provided:
Chiropractic Care - Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to State Plan

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. 
Coverage provided is subject to program restrictions. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Other 1937 Benefit Provided:
Non-emergency Transportation - Pregnancy Benefit 

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. 
Coverage provided is subject to program restrictions. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment

Other 1937 Benefit Provided:
Medicaid Rehabilitation Option (MRO)- Pregnancy Be

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. MRO 
services are designed to assist in the rehabilitation of the consumer‘s optimum functional ability in daily 
living activities. 

Other 1937 Benefit Provided:
Dental Services - Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to State Plan

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. The 
dental benefits include State Plan equivalent benefits. 

For authorization, the dental insurer may require prior authorization requirements, such as general member 
information and a justification for the type of dental services rendered based on the medical needs of the 
member

Other 1937 Benefit Provided:
TMJ - Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None
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Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. 
Coverage includes treatment of temporomandibular joint (TMJ) disorder. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, documentation of non-surgical treatment and duration prior to surgery and a 
justification of services rendered for the medical needs and circumstances of the member.

Other 1937 Benefit Provided:
Adult Vision - Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to the State Plan

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. The 
benefits include State Plan equivalent benefits. 

For authorization, the vision insurer may require prior authorization requirements, such as general member 
information and a justification for the type of vision services rendered based on the medical needs of the 
member.

Other 1937 Benefit Provided:
Health Education - Smoking Cess -Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
12 week course

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. The 
benefit includes up to 12 weeks in a smoking cessation course providing treatment and counseling. 
For authorization, the Managed Care Entity (MCE) may require prior authorization requirements, such as 
general member information and a justification for the type of services rendered based on the medical needs 
of the member.
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Other 1937 Benefit Provided:
Osteopathic Manipulative Treatment (OMT) 

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
State Plan benefit. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Other 1937 Benefit Provided:
Residential Treatment 

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit: Duration Limit:

Scope Limit:
Statewide average length of stay of 30 calendar days, based on medical necessity.

Other: 
Services provided to individuals in IMDs with an SUD diagnosis when determined medically necessary by 
the MCO utilization review staff and in accordance with an individualized service plan. 

Room and board costs are not considered allowable costs for residential treatment service providers unless 
they qualify as inpatient facilities under section 1905(a). 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment. 

Other 1937 Benefit Provided:
Qualifying Clinical Trials 

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
Confirming coverage of routine patient costs in qualifying clinical trials as required under Section 1905(a)
(30) and 1905(gg) of the Social Security Act. Coverage is provided as defined in the State Plan  Attachment
3.1-A  under item 30.

Add
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15. Additional Covered Benefits (This category of benefits is not applicable to the adult group
under section 1902(a)(10)(A)(i)(VIII) of the Act.)

Collapse All

PRA Disclosure Statement
Centers for Medicare & Medicaid Services (CMS) collects this mandatory information in accordance with (42 U.S.C. 1396a) for the 
purpose of standardizing data. The information will be used to monitor and analyze performance metrics related to the Medicaid and 
Children’s Health Insurance Program in efforts to boost program integrity efforts, improve performance and accountability across the 
programs. Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the law. 
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 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Attachment 3.1-L-D OMB Control Number: 0938-1148 State Name: Indiana 
~~~~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 OMB Expiration date: 10/31/2014 

Benefits Assm·ances ABP7 

EPSDT Assurances 

If the target population includes persons under 21, please co1nplete the follo\ving assurances regarding EPSDT. Othenvise, skip to the 
Prescription Dn1g Coverage Assurances belo\v. 

The alternative benefit plan includes beneficiaries under 21 years of age. 

0 The state/territory assures that the notice to an individual includes a description of the 111ethod for ensuring access to EPSDT services 
(42 CFR 440.345). 

[Z] The state/territory assures EPSDT services will be provided to individuals under 21 years of age vvho are covered tu1der the state/ 
territory plan under section 1902(a)(IO)(A) of the Act. 

Indicate Yvhether EPSDT services \vill be provided only through an Alternative Benefit Plan or \vhethcr the state/territory will provide 
additional benefits to ensure EPSDT services: 

(G Through an A1ten1ative Benefit Plan. 

l Through an Alten1ative Benefit Plan \vith additional benefits to ensure EPSDT services as defined in 1905(r). 

Other Infonnation regarding how ESPDT benefits \vill be provided to participants under 21 years of age (optional): 

Presctiption Drug Coverage Assurances 

[{]The state/territory assures that it meets the minin1Uin requirements for prescription drug coverage in section 1937 of the Act and 
implementing regulations at 42 CFR 440.347. Coverage is at least the greater of one drug in each United States Pharrnacopeia (USP) 

category and class or the sa1ne number of prescription drugs in each category and class as the base benchmark. 

!Z] The state/territory assures that procedures are in place to allo\v a beneficiary to request and gain access to clinically appropriate 
prescription drugs \vhen not covered. 

[{] The state/territory assures that \Vhen it pays for outpatient prescription drugs covered under an Alten1ativc Benefit Plan, it nieets the 

requirements of section 1927 of the Act and i1nplc1ncnting regulations at 42 CFR 440.345, except for those requiren1ents that are 
directly contrary to an1ount, duration and scope of coverage permitted under section 1937 of the Act. 

[Z] The state/territory assures that \vhen conducting prior authorization of prescription drugs under an Alternative Benefit Plan, it 
complies \vith prior authorization program requiren1ents in section 1927(d)(5) of the Act. 

Other Benefit Assurances 

0 The state/territory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benclnnark 
plan, and that the state/territory has actuarial certification for substituted benefits available for CMS inspection if requested by CMS. 

IZ} The state/territory assures that individuals vvill have access to services in Rural Health Clinics (RlIC) and Federally Qualified Health 
Centers (FQHC) as defined in subparagraphs (B) and (C) of section !905(a)(2) ofti1c Social Security Act. 
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12] The state/territory assures that payn1ent for RHC and FQHC services is made in accordance \Vith the require1nents of section 
1902(bb) of the Social Security Act 

[Z] The state/territory assures that it \vill comply \vi th the requirement of section 193 7(b )(5) of the Act by providing, effective January 1, 

2014, to all Alternative Benefit Plan participants at least Essential Health Benefits as described in section 1302(b) of the Patient 
Protection and Affordable Care Act 

IZJ The state/territory assures that it will comply \vith the 1nental health and substance use disorder parity requirements of section 
193 7(b )(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance 
use disorder benefits comply v.·ith the requirements of section 2705(a) of the Public Health Service Act in the same manner as such 

require1nents apply to a group health plan. 

0 The state/territory assures that it will co1nply \Vith section 1937(b)(7) of the Act by ensuring that benefits provided to Alternative 

Benefit Plan participants include, for any individual described in section 1905(a)(4)(C), 1nedical assistance for family planning 

services and supplies in accordance with such section. 

0 The state/territory assures transportation (emergency and non~ernergency) for individuals enrolled in an Alternative Benefit Plan in 
accordance with 42 CFR 431.53. 

IZJ The state/territory assures, in accordance with 45 CFR 156. 1l5(a)( 4) and 45 CFR 147,130, that it will provide as Essential Health 
Benefits a broad range of preventive services including: "A" and "'B" services reconnncnded by the United States Preventive Services 

Task Force; Advisory Co1runittce for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for 
infants, children and adults recormncnded by I-IRSA's Bright Futures program/project; and additional preventive services for \Vo1nen 

recommended by the Institute of Medicine (!OM). 

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 nun1ber. The valid OJ\1B control number for this information collection is 0938-1148. The time required to con1pletc 
this inforn1ation collection is estin1ated to average 5 hours per response, including the ti1ne to re1.riew instructions, search existing data 
resources, gatl1cr the data needed, and complete and revievv the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please \vrite to: CMS, 7500 Security Boulevard, Attn: PRA Reports C.Iearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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State Nan1e: Indiana 
L....~~~~~~~~~~~~~~~~~___J 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 Transmittal Number: IN - 15 - 0024 

Service Delivery Systems A.BPS 

Provide detail on the type of delivery system(s) the state/territory wiH use for the Alternative Benefit Plan's benclunark benefit package or 
benchmark-equivalent benefit package, including any variation by the participants' geographic area. 

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s). 

Select one or more service delivery systen1s: 

0 Managed care. 

i;;<'l Managed Care Organizations (MCO). 

D Prepaid Inpatient Health Plans (PIHP). 

D Prepaid Ambulatory Health Plans (PAHP). 

D Primary Care Case Management (PCCM). 

!XI Fee-for-service. 

D Other service delivery system. 

Managed Care Options 

Managed Care Assurance 

0 The state/territory certifies that it will comply with all applicable Medicaid laws and regulations. including but not limited to sections 
1903(m), l 905(t), and 1932 of the Act and 42 CFR Part 438, in providing managed care services through this Alternative Benefit 
Plan. This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6. 

Managed Care Implementation 

Please describe the implementation plan for the Alternative Benefit Plan under 1nanaged care including me1nber, stakeholder, and 
provider outreach efforts. 

HIP 2.0 is being i1nplemented as a replace1nent of the original HIP progra111. HIP has been offering benefits through a 1nanaged care 
delivery system since 2008, and HIP 2.0 will build upon the established HIP structure. During implementation, HIP 2.0 MCEs will be 
the same MCEs that cu1Tently offer HIP benefits. The state is engaging with these current HIP MCEs to assure that current HIP 
members are sn1oothly transitioned to HIP 2.0. 

MCO: Managed Care Organization 

The managed care delivery system is the same as an already approved n1anaged care progratn. 

The managed care progran1 is operating under (select one): 

('Section 1915(a) voluntary managed care program. 

(' Section l 915(b) managed care waiver. 

(e' Section 1932( a) 1nandatory managed care state plan a1nendn1ent. 

(" Section 1115 den1onstration. 

r Section 1937 Alternative (Bench1nark) Benefit Plan state plan amend1nent. 
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Identify the date the managed care program was approved by CMS: !Dec., 14, 2007 I 
Describe program belovv: 

The HIP 2.0 progra1n was deve1oped fro1n expanding the existing HIP program to reach more individuals and provide better 
access to benefits including more coverage options. This program will replace traditional Medicaid for all non-disabled adults 
ages 19-64 with income below 133% of FPL as based on MAGI income standards. The key feature of the HIP program is the 
high-deductible design and the Personal Wellness and Responsibility (POWER) account where members 1nake contributions 
based on their inco1ne and use the funds in the account to cover their deductible expenses. Under HIP 2.0, n1embers who 
consistently make required contributions to their POWER account will 1naintain access to the HIP Plus plan that includes 
enhanced benefits, such as dental and vision coverage. Members up to and including 100% FPL who do not 1nake monthly 
POWER account contributions will be placed in the HIP Basic plan, a more limited benefit plan, which will also require co-
pay1nents for al1 services in lieu of the monthly POWER account contributions. Those with incon1e over this a1nount who do 
not make required contributions are disenrolled and subject to a six month lock-out period. Lock-out will not apply if you are 
1nedically frail, residing in a domestic violence shelter or in a state declared disaster area. 

All HIP medical benefits are currently provided through three managed care entities ("MCE"), Anthem, MDwise, and Managed 
Health Services. These satne MCE1s will provide HIP 2.0 services. HIP members have access to enrollment brokers, who 
provide counseling on the available MCE choices. For HIP men1bers, once an MCE has been selected and coverage has 
initiated, the metnber 1nust remain in the MCE for 12 months, as applicable. Me1nbers who do not select an MCE will be auto-
assigned to an MCE, but will have the opportunity to change the assigned MCE before the first POWER account contribution is 
made. 

Additional Information: MCO (Optional) 

Provide any additional details regarding this service delivery systen1 (optional): 

As selected above, the state's managed care program currently operates under Section 1932(a) mandatory 1nanaged care state plan 
ainendment. This is concurrent with the 1115 authority in order to authorize the enrollment processes. 

Fee-For-Service Options 

Indicate whether the state/te1Titory offers traditional fee-for-service and/or services managed under an administrative services 
organization: 

(O' Traditional state-managed fee-for-service 

(' Services managed under an administrative services organization (ASO) an·angen1ent 

Please describe this fee-for-service delivery system, including any bundled pay1nent arrangements, pay for perforn1ance, fee-for-
service care 1nanagen1ent models/non-risk, contractual incentives as well as the population served via this delivery system. 

Additional Information: Fee-For-Service (Optional) 

Provide any additional details regarding this service delivery system (optional): 

Under HIP 2.0, all services are carved into the Managed Care Syste1n except for Medicaid Rehabilitation Option (MRO) services 
which will be provided to qualifying individuals receiving the ABP that is the State Plan. Individuals eligible for MRO under HIP 
2.0 would also be e\lgible for the State's 1915(i) Behavioral and Primary Health Care Coordination program. It is anticipated that 
there will be minimal use ofMRO for individuals enrolled in HIP 2.0. 
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PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estirnated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Name: lrndiana 
~~~~~~~~~~~~~~~~~~ 

Attachment 3.1-L-D 

Transmittal Number: IN - 15 - 0024 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Employer Sporisored.Ins111:ance;md·~aymentofPremiums ,4..BP9. 

The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants EJo 
with such coverage, with additional benefits and services provided through a Benchmark or Benclunark-Equivalent Benefit 
Package. 

The state/te1ritory otherwise provides for pay1nent of pre1niums. E=3 
Other Information Regarding Employer Sponsored Insurance or Payment of Premiums: 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of inforn1ation unless it displays a 
valid OMB control nun1ber. The valid OMB control number for this information collection is 0938-1148. The tin1e required to co1nplete 
this infonnation collection is estimated to average 5 hours per response, including the ti1ne to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN#: 15-0024 ABP 9 

Indiana 

V.20140415 

Approval Date:10/29/15 

Effective Date: October 1, 2015 

Page 1 of 1 



Alternative Benefit Plan 

Attachment 3.1-L-D State Nan1e: Indiana 
~~~~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 

General· Assurances 

Economy and Efficiency of Plans 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

[Z] The state/terrltory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payn1ent limit 
requirements and other econo1ny and efficiency principles that would otherwise be applicable to the services or delivery system 
through which the coverage and benefits are obtained. 

Economy and efficiency will be achieved using the same approach as used for Medicaid state plan services. 

Compliance with the Law 

!ZJ The state/te1Titory will continue to cotnply with all other provisions of the Social Security Act in the ad1ninistration of the state/ 
territory plan under this title. 

[{] The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42 
CPR 430.2 and 42 CPR 440.347(e). 

[Z] The state/territory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of 
the Base Benchmark Plan and/or the Medicaid state plan. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control nu1nber. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this inforn1ation collection is estimated to average 5 hours per response, including the time to review inshuctions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comn1ents conce1ning the accuracy of 
the time esti1nate(s) or suggestions for in1proving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Name: Indiana 
~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0024 

.PaymentMethodology 

Alternative Benefit Plans - Payment Methodologies 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

AB.Pll 

fZl The state/territory provides assurance that, for each benefit provided under an Alternative Benefit Plan that is not provided through 

inanaged care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attaclunent 

4.19a, 4.19b or 4. l 9d, as appropriate, describing the payment methodology for the benefit. 

An-'attachmenJ is submitted. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infon11ation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the ti1ne to reviev.1 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 estirnate(s) or suggestions for improving this form, please v.rrite to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Name:l'-rn_d_i_an_a ________________ ~ Attachment3.l-L-D 

Transmittal Number: IN - 15 - 0025 

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

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Alternative Benefit Plan Population Name: '~H_e_al_th_y_In_d_i_an_a_P_lan_(_HIP __ ) _2_.0_P_l_u_s _____________ ~ 

Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which i11ay contain individuals that meet any 
targeting criteria used to further define the population. 

Eligibility Groups Included in the Alternative Benefit Plan Population: 

Eligibility Group: 

Adult Group 

Enrollment is available for all individuals in these eligibility group(s). 

Targeting Criteria (select all that apply): 

ISi Income Standard. 

Income Standard: 

C: Income standard is used to target households with income at or below the standard. 

(';. Income standard is used to target households with income above the standard. 

The income standard is as follows: 

~~ A percentage: 

C, A specific amount 

C Federal Poverty Level. 

C SS! Federal Benefit Amount. 

(0:, Other. 

Enter the Other percentage 

Describe: 

Enrollment is 
mandatory or 

voluntary? 

I Mandatory 

HIP Plus is the benefit option for all eligible individuals with income up to and including 133% of the federal poverty 
level (FPL) as based on :MAGI income standards who make a contribution to their Personal Wellness and 
Responsibility (POWER) account. 

A woman who becomes pregnant while enrolled in the HIP Plus Plan may choose to transfer to the pregnancy 
Medicaid aid category. If she stays in HIP Plus, she may keep her HIP Plus benefits through the term of her pregnancy 
and postpartum period. Pregnant women receive additional benefits in Plus that are only available to pregnant women. 
For pregnant women, there is no material difference between the benefits covered under the pregnancy Medicaid aid 
category and the HIP Plus benefits. Women who are pregnant at their annual redetermination are not eligible to remain 
in HIP Plus and will be transfered to the pregnancy Medicaid aid category. 

TN#: 15-0025 ABP 1 Approval Date: 10/29/15 
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Alternative Benefit Plan 

D Disease/Condition/Diagnosis/Disorder. 

i:><:l Other. 

Other Targeting Criteria (Describe): 

New adult group members who are AVAN and participate in the 1115 demonstration will be enrolled in the HIP Plus ABP with 
no POWER account contribution or cost-sharing requirements, regardless of FPL 

Geographic Area 

The Alternative Benefit Plan population will include individuals from the entire state/territory. IYes I 
Any other infonnation the state/territory wishes to provide about the population (optional) 

Enrollment in the Alternative Benefit Plan (ABP) that is the HIP Plus Plan with Essential Health Benefits (EHBs) will include non-
medically frail adults between the ages of 19 and 64 with income up to and including 133% of the Federal Poverty Level (FPL) as based 
on :MAGI income standards. 

Individuals with income at or below 100% FPL are eligible for HIP Plus. If they do not make the POWER account payment then they 
defuult to the HIP Basic Plan. Educational information about the differences in benefits and cost-sharing structure between HIP Basic 
and HIP Plus are provided in all member communications from both the state and the MCEs. This includes but is not limited to 
eligibility notices, welcome letters, invoices, and member handbooks. Members can also receive information about the difference in the 
Basic and Plus plans fro1n all call center staff including the state call centers, the enrollment broker, and the MCE call centers. The state 
also makes educational information available to members online. 

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

State Name:llndiana 
~~~~~~~~~~~~~~~~~~ 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 Transmittal Number: IJ\1 - 15 - 0025 

The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937 8 
requirements with its Alternative Benefit Plan that is the state's approved Medicaid state plan that is not subject to 1937 N 
requirements. Therefore the state/territory is deemed to have met the requirements for voluntary choice of benefit package for 0 

individuals exe1npt from mandatory participation in a section 1937 Alternative Benefit Plan. 

These assurances must be made by the state/territory if the Adult eligibility group is included in the ABP Population. 

0 The state/territory shall enroll all participants in the "Individuals at or below 133% FPL Age 19 through 64" (section 1902(a)(IO)(A) 
(i)(VJII)) eligibility group in the Alternative Benefit Plan specified in this state plan amendment, except as follows: A beneficiary in 
the eligibility group at section 1902(a)(10)(A)(i)(VIU) who is determined to meet one of the exemption criteria at 45 CFR 440.315 
will receive a choice of a benefit package that is either an Alternative Benefit Plan that includes Essential Health Benefits and!£_ 
subject to all 1937 requirements or an Alternative Benefit Plan that is the state/territory's approved Medicaid state plan not subject to 
1937 requirements. The state/territory's approved Medicaid state plan includes all approved state plan programs based on any state 
plan authority, and approved 1915(c) waivers, ifthe state has amended them to include the eligibility group at section 1902(a)(IO)(A) 
(i)(VIII). 

[Z] The state/territory must have a process in place to identify individuals that meet the exemption criteria and the state/territory must 
co1nply with requirements related to providing the option of enrollment in an Alternative Benefit Plan defmed using section 1937 
requirements, or an Alternative Benefit Plan defined as the state/territory's approved Medicaid state plan that is not subject to section 
1937 requirements. 

D Once an individual is identified, the state/territory assures it will effectively inform the individual of the following: 

a) Enrolhnent in the specified Alternative Benefit Plan is voluntary; 

b) The individual may disenroll from the Alternative Benefit Plan defined subject to section 193 7 requirements at any time and 
instead receive an Alternative Benefit Plan defined as the approved state/territory Medicaid state plan that is not subject to section 
1937 requirements; and 

c) What the process is for transferring to the state plan-based Alternative Benefit Plan. 

0 The state/territory assures it will inform the individual of: 

a) The benefits available as Alternative Benefit Plan coverage defined using section 1937 requirements as compared to Alternative 
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan and not subject to section 1937 requirements; 
and 

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan subj eel to 1937 requirements 
differs from the Alternative Benefit Plan defined as the approved Medicaid state/territory plan benefits. 

How will the state/territory inform individuals about their options for enrollment? (Check all that apply) 

IZJ Letter 

0 Email 

IZJ Other 
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Alternative Benefit Plan 

Describe: 

All eligibility notices to HIP members and any notices generated when a member reports changes will indicate how to report 
medically frail status to the managed care entity. The medically frail confirmation process will also be described in the 
member manual. 

Provide a copy of the letter, email text or other communication text that will be used to inform individuals about their options for 
enrolln1ent. 

When did/will the state/territory inform the individuals? 

Individuals will be informed of the medically frail self-report process in their initial eligibility notice and in all notices received when 
the inember has reported a an eligibility change. The process will ·also be detailed the member manual. Individuals confirmed 
medically frail will be enrolled in the State Plan ABP. 

Self-report of medically frail status is only one avenue for 1nembers to be confinned frail. All individuals with an active disability 
detennination by the Social Security Administration or a confinned diagnoses of HIV/AIDS from the Indiana State Department of 
Health will be confinned medically frail without having to self report their frail status. ln addition, any member that has medical claims 
that confirm a medically frail condition throughout the year may be confinned medically frail by their MCE without having to self
report their status. 

Please describe the state/territory's process for allowing individuals in the Section 1902(a)(IO)(A)(i)(Vlll) eligibility group who meet 
exemption criteria to disemoll from the Alternative Benefit Plan defined using section 1937 requirements and emoll in the Alternative 
Benefit Plan defined as the state/territory's approved Medicaid state plan. 

Individuals that are confinned to meet the inedically frail criteria by their 1nanged care entity will not receive the benefits described in 
the HIP Basic or HIP Plus ABPs and do not have the option to opt into these plans. They will receive the benefits on the State Plan 
ABP. These benefits will be provided through the same Managed Care Entities that provide the HIP Basic and HlP Plus ABPs . The 
benefits of the State Plan ABP offer additional benefits in excess of what is covered in HIP Basic and HIP Plus. 

D The state/territory assures it will document in the exempt individual's eligibility file that the individual: 

a) Was informed in accordance with this section prior to emollment; 

b) Was given ample time to anive at an informed choice; and 

c) Chose to enroll in Alternative Benefit Plan coverage subject to section 1937 requirements or defined as the state/territory's 
approved Medicaid state plan, which is not subject to section 1937 requirements. 

Where will the information be docmnented? (Check all that apply) 

D In the eligibility system. 

D In the hard copy of the case record. 

~Other 

Describe: 

Confirmed medically frail individuals do not have the option to select tbe HIP Basic and Plus Plans, but will be automatically 
assigned to the State Plan ABP. 

What documentation will be maintained in the eligibility file? (Check all that apply) 
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Alternative Benefit Plan 

D Copy of correspondence sent to the individual. 

D Signed documentation fro1n the individual consenting to enrollment in the Alternative Benefit Plan. 

1:8,l Other 

Describe: 

Confirmed inedically frail individuals do not have the option to select the HIP Basic and Plus Plans that are the Alternative 
Benefit Plans (ABPs) with Essential Health Benefits, but will receive the benefits from the State Plan ABP. 

0 The state/ten·itory assures that it will maintain data that tracks the total number of individuals who have voluntarily enrolled in either 
Alternative Benefit Plan coverage subject to section 1937 requirements or Alternative Benefit Plan coverage defined as the state/ 
territory's approved Medicaid state plan, which is not subject to section 1937 requirements. 

Other information related to benefit package selection assurances for exempt participants (optional): 

Confirmed medically frail individuals will receive benefits that are in all ways equivalent to State Plan ABP benefits and offer benefits 
not covered through the HIP Basic and Plus ABPs. Therefore, medically frail individuals will not need to have the choice to opt into 
these two less generous plans. 

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 Olvffi control number for this information collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comrnents concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Name:L[In_d_ian_a _________________ ~ 
Transmittal Number: IN - 15 - 0025 

Attachment3.l-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

These assurances must be made by the state/territory if enrollment is mandatory for any of the target populations or sub-populations. 

When mandatorily enrolling eligibility groups in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent Plan) that could have 
exempt individuals, prior to enrolhnent: 

[{] The state/territory assures it will appropriately identify any individuals in the eligibility groups that are exempt from mandatory 
enrolhnent in an Alternative Benefit Plan or individuals who meet the exemption criteria and are given a choice of Alternative 
Benefit Plan coverage defined using section 193 7 requirements or Alternative Benefit Plan coverage defined as the state/territory's 
approved Medicaid state plan, not subject to section 1937 requirements. 

How will the state/territory identify these individuals? (Check all that apply) 

IS] Review of eligibility criteria (e.g., age, disorder/diagnosis/condition) 

Describe: 

Members with disability detennination from the Social Security Administration or who have been confirmed as having HIV I 
AIDS by the Indiana State Department of Health will be confirmed medically frail on initial determination of eligibility. 

All eligibility notices to inembers indicate that members can report changes in their medical condition and medically frail status 
to their MCE. 

IS] Self-identification 

Describe: 

Self-identification is one of the ways frail status is identified. The primary medically frail identification method is via claims as 
detailed in the Other section. Me1nbers may self-identify by requesting a review of their 1nedically frail status with their 
managed care entities after initial enrollment in HIP. Members that request a review of their inedically frail status are subject 
to a verification process utilizing the :Milliman underwriting guidelines as detailed below. 

Once a member self-identifies as medically frail the Managed Care Entity (MCE) will validate applicant data to confirm 
medically frail status. The managed care entity will have 30 days as required by contract to confirm if the member is 1nedically 
frail. Managed care entities may identify members as medically frail via claims received during the 30 day verification process, 
and members receiving health services and using pharmaceuticals to treat their medically frail conditions will likely be 
identified before the end of the 30 day verification period. 

Confirmation may occur through applicant interview or follow-up, current treatment (claims) and/or physician medical 
attestation documented medical records. Members are confirmed medically frail by the managed care entity when they have a 
documented medically frail condition and meet the following point thresholds using the Nlillllnan Underwiiting Guidelines: 

- 150 combined debit points for indicated medical, mental, or behavioral health conditions; or, 
- 75 debit points for indicated behavioral health conditions; or, 
- 75 debit points for indicated substance abuse conditions; or, 
- Needs assistance with one of the activities of daily living. 

The debit point system above provides the ininimal points a me1nber would meet to be identified as medically frail. For 
example, individuals who are infected with the hepatitis C virus, but have no signs of the virus, receive no medications and 
have normal liver functions, will be assigned 50 debit points and not qualify as medically frail. However, an individual that has 
abnormal liver function will be assigned 150 debit points or higher for conditions such as cirrhosis of the liver at 650 debit 
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points. _From tnese examples, an ina1vidua1 inust meet L5U aebtt points or 111gl1er and .have a cona1tion listed on the mea1caUy 
frail condition listing to be considered as having a medical condition identified as medically frail. A person that has a medical 
condition that falls below the 150 threshold and/or is not a condition listed on the medically frail condition listing would not be 
considered medically frail. A medically frail determination would be effective for 12 months and after this time is required to 
be reverified and updated by the MCE. The debit point system, threshold range, and extensive tables of medical conditions 
each assigned debit points was developed from the Millliman Underwriting Guidelines and is the methodology that -will be 
utilized to determine a medically frail identification. 

To develop the debit point system, a code list and software tool from the medical ICD-9 codes and pharmacy NDC codes was 
used. The use of medical and pharmacy codes in assessing claims data allows for an automated process when screening 
individuals for medically frail conditions on an ongoing basis. 

Me1nbers identified as medically frail will receive the State Plan ABP effective the first of the 1nonth following the 
confirmation of their medically frail status by the managed care entity. 

Individuals have the right to appeal all medically frail determinations through the state, but must first exhaust the grievance 
process with their managed care entity. 

[:gj Other 

Describe: 

On an ongoing basis, health and pha1macy claims data and data from medical professionals including lab results will be used in 
the identification and conformation of medically frail status using an automated process. Similar to verification that occurs 
with the member request to review frail status, niembers that have pharmacy or medical claims that demonstrate conditions that 
may qualify the1n for medically frail status will have their claims checked against the Mlliman Undenvriting Guidelines. 
Those that have claims over the point threshold will automatically be designated as medically frail and receive the State Plan 
ABP. For individuals that do not meet the inedically :frail threshold based on clain1s alone, medical records, risk assessments 
and lab results may be utilized to verify medically frail status. 

D The state/territory 1nust inform the individual they are exempt or meet the exemption criteria and the state/territory must comply with 
all requirements related to voluntary enrollment or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" 
eligibility group, optional emollment in Alternative Benefit Plan coverage defined using section 1937 requirements or Alternative 
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan. 

D The state/territory assures that for individuals who have become exempt from enrollment in an Alternative Benefit Plan, the state/ 
territory must inform the individual they are now exempt and the state/territory must comply with all requirements related to 
voluntary enrollment or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" eligibility group, optional 
enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage 
defined as the state/territory's approved Medicaid state plan. 

How will the state/territory identify if an individual becomes exempt? (Check all that apply) 

1:8:1 Review of claims data 

[:gJ Self-identification 

[:gJ Review at the time of eligibility redetermination 

fZl Provider identification 

D Change in eligibility group 

D Other 
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Hovv frequently will the state/territory review the Alternative Benefit Plan population to determine if individuals are exempt from 
mandatory enrollment or meet the exemption criteria? 

c 
c 
c 
~ 

Monthly 

Quarterly 

Annually 

Ad hoc basis 

Other 

Describe: 

Managed Care entities may continually assess their enrolled population to determine if an individual has claims that qualify 
the1n for medically frail status. The Managed Care Entities will alert the state when an individual qualifies for medically frail 
status to initiate the activation of benefits of the State Plan ABP. On an annual basis all individuals marked medically frail 
must be reconfirmed as medically frail by their Managed Care Entity_ 

Managed care entities determination of frail status is subject to review and audit by the state. 

[Z] The state/territory assures that it will promptly process all requests made by exempt individuals for disenrolhnent from the 
Alternative Benefit Plan and has in place a process that ensures exempt individuals have access to all standard state/tenitory plan 
services or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" eligibility group, optional enrollment in 
Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage defined as the state/ 
territory's approved Medicaid state plan. 

Describe the process for processing requests made by exe1npt individuals to be disenrolled from the Alternative Benefit Plan: 

Individuals that meet the medically frail criteria will not receive the HIP Basic and HIP Plus benefits described in the Alternative 
Benefit Plans (ABPs) and do not have the option to opt into these plans, because they do not contain enhanced benefits. Individuals that 
are confirmed as medically frail will be enrolled in the State Plan ABP. The benefits of the State Plan ABP as provided to HIP eligible 
individuals through managed care are at least as generous as the HIP Basic and Plus benefits in each benefit offered and offer additional 
benefits in excess of what is covered in these plans. 

Other Information Related to Enrollment Assurance for Mandatory Participants (optional): 

To ensure accurate and fair identification methods are in place when determining a member's medical condition, such as medically frail, 
the state will establish an oversight process. The State utilizes external quality control measures to ensure proper identification for 
medically frail individuals. The type of quality control measures utilized depends on the frail identification method used by the MCE_ 
"When the MCE identifies a member as inedically frail, they must document and notify the State. The notification must include ( 1) the 
medically frail designation; (2) the date of the determination; and (3) the method used to make the medically frail detem1ination. The 
following outlines the State audit procedures based on the identification method used. 

• MCE identifies member as medically frail based on the Milliman Undeiwriting Guidelines by using the Milliman tool that conducts 
analysis of claims data. This can be done at any time. The tool analyzes claims to determine if the member has accrued sufficient debit 
points to meet the debit point thresholds that designate a member as frail. The State will review the determination and claims data on an 
ongoing basis throughout the enrollment period, however, determinations made by the MCEs through the use of the Milliman tool based 
on member claims are considered to be non-partial. 

• MCE identifies member as medically frail based on supplemental data. All supplemental data used to support a frail designation must 
be indexed to the Milliman Underwriting Guidelines. The Millitnan tool provides an automated way to analyze claims for indications of 
frail status, however if claims have not yet been filed, the Milliman Underwriting Guidelines may also be met through a manual process. 
"When meeting the :rvfilliman Underwriting Guidelines points thresholds through a manual process, the MCE must complete a generic 
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aescnpt1on or tne 1mormat1on ut111zea oy tne iv1Ct to support me medically rrall des1gnat1on. 1 n1s ltuonnahon w111 be reviewed by the 
State or its designated vendor to independently confirm these 1nedically frail designations. The State will also conduct audits of the 
MCE's medically frail detenninations to ensure the Milliman Underwriting Guidelines are appropriately applied. 

Medically frail audits will include review of non-claim data to form a complete picture of the health of the member. This data review 
could include, but not be limited to: output files fro1n the Milliman Renewal :rvrrJGs tool indicating the number of debit points the 
member accumulated; completed Health Risk Assessments; docwnentation of attempts to make contact with their 1nember and/or 
physician(s ); recorded responses and supporting information indicating member impainnent in Activities of Daily Living (AD Ls); and 
supple1nental infonnation gathered by the MCE in order to make a complete decision (such as lab results, physician notes or lifestyle 
factors). To ensure accurate and timely review of members, the State will also monitor the average time and determination completion 
rate for each MCE as well as complete in depth reviews surrounding member state appeals (e.g. rate of appeals, appeals outcome 
statistics, number of State Fair Hearings requested) and Internet Queries (IQs ). 

In addition, to the specific methods described, the State's MCE audit procedures are ongoing. The State will conduct regular audits of 
the MCE's Medically Frail Supplemental File to determine and verify appropriate placement of medically frail members including the 
use of Milliman Underwriting Guidelines. Ifthe member does not meet the medically frail criteria based upon the State's review, the 
State will request additional information from tbe MCE. The State anticipates that approximately ten percent (10%) of the total HIP 
population will be designated as medically frail. If at any time the State finds that a significant amount more or less than ten percent 
(10%) of an MCE's total IDP population is designated as medically frail, the State will initiate a random audit of the MCE population to 
ensure that the Milliman Underwriting Guidelines are being applied appropriately or supporting data was used properly. If any MCE is 
found to have a consistent issue applying the Milliman Underwriting Guidelines in a uniform fashion, the State's will take the 
appropriate corrective actions. 

The State's oversight processes, as explained, focus on ensuring the member receives the proper health services needed which include 
the appropriate health designation. 

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 nu1nber. The valid OMB control number for this infonnation collection is 093 8-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
tbe time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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State Narne:\Lrn_._d_ian_a _______________ ~ Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 Transmittal Number: lN - 15 - 0025 

Select one of the following: 

C0 The state/territory is amending one existing benefit package for the population defmed in Section 1. 

@", The state/territory is creating a single new benefit package for the population defined in Section 1. 

Nameofbenefitpackage: ILHJP __ P_l_u_s_P_lan __________________ __, 

Selection of the Section 1937 Coverage Option 

The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Bench1nark
Equivalent Benefit Package under this Alternative Benefit Plan (check one): 

fo:. Benchmark Benefit Package. 

C Benchmark-Equivalent Benefit Package. 

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

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

State employee coverage that is offered and generally available to state e1nployees (State Employee Coverage): 

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

(0 Secretary-Approved Coverage. 

C: The state/territory offers benefits based on the approved state plan. 

The state/territory offers an array of benefits from the section 1937 coverage option and/or base benchmark plan 
(8:: benefit packages, or the approved state plan, or from a co1nbination of these benefit packages. 

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

Indiana will use benefits from the largest commercial HJvfO by enrollment that was a plan option for the State's 
com1nercial EBB benchmark. The commercial Hl\/f_O selected as the base benchmark plan for the HIP Plus ABP 
complies with the regulations set forth for alternative health benefit plans under §440.347 as related to the 
essential health benefits (EHBs). The state's methodology in selecting the plan design was to ensure the benefits 
of the ABP that is the State Plan are at least as generous as the HlP Basic and Plus benefits. The HlP Plus Plan 
provides comprehensive coverage that includes dental and vision services, Th1J and bariatric surgery. The 
prescription drug benefit will include all of the drugs in the HIP Basic fonnulary, which contains the coverage and 
non-coverage requirements for legend drugs by Indiana Medicaid, found in 405 IAC 5-24-3. The HlP Plus ABP 
offers additional benefits beyond the base benchmark for pregnant women. If a woman becomes pregnant, she 
will have the option to maintain her current HIP Plus Plan benefits with extended services for pregnant women. 

Selection of Base Benchmark Plan 

The state/territory must select a Base Benchmark Plan as the basis for providing Essential Health Benefits in its Benchmark or 
Benchmark-Equivalent Package. 
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The Base Bench1nark Plan is the same as the Section] 937 Coverage option.~ 

Indicate which Benchmark Plan described at 45 CFR 156.lOO(a) the state/territory will use as its Base Benchmark Plan: 

C· Largest plan by enrollment of the three largest small group insurance products in the state's small group market. 

C Any of the largest three state employee health benefit plans by emollment. 

C Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment. 

€: Largest insured commercial non-Medicaid IllvfO. 

Plan name: !Advantage 1001 

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

The state assures that all services in the base benchmark have been accounted for throughout the benefit chart in ABP5. The state 
assures the accuracy of all information in ABP5 depicting amount, duration and scope parameters of s·ervices authorized in the cun·ent 
approved Medicaid state plan and covered on the selected base benchmark plan. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid O:tvffi control number. The valid 01\tiB control number for this information collection is 0938-1148. The time required to complete 
this infotmation collection is esti1nated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estirnate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Na1ne:Llr_n_d_ia_n_a _________________ ~ Attachment 3.1-L-D 

Transmittal Number: IN - 15 - 0025 

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

OMB Control Number: 0938-1148 

OMB Expiration date: 10/3112014 

Attachment 4.18-A may be revised to include cost sharing for ABP services that are not otherwise described in the state plan. Any such 
cost sharing must comply with Section 1916 of the Social Securi1y Act. 

The Alten1ative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in EJes 
Attachment 4.18-A. 

0 The state/territory has con1pleted and attached to this submission Attachment 4.18-F to indicate the Alternative Benefit Plan1s 
cost-sharing provisions that are different from those otherwise approved in the state plan. 

Other Information Related to Cost Sharing Requirements (optional): 

Authorization for the cost sharing provisions for the HIP Plus Plan are contained in Indiana's HIP 2.0 1115 Demonstration. 

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 Ol\ffi control number for this infonnation collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and co1nplete 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 Securi1y Boulevard, Attn: PRA Repotts Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN#: 15-0025 

Indiana 

ABP4 Approval Date: l 0/29/J 5 
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Alternative Benefit Plan

State Name: Indiana Attachment 3.1-L- OMB Control Number: 0938 1148

Transmittal Number: IN - 22 - 0006

Benefits Description ABP5

The state/territory proposes a “Benchmark-Equivalent” benefit package. No

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:

Base Benchmark Commercial HMO 
Advantage HMO 
Plus Plan

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

Secretary-Approved
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Alternative Benefit Plan

1. Essential Health Benefit: Ambulatory patient services■ Collapse All

Benefit Provided:
Primary Care Physician (PCP) Services Office Visit

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Office visit services include supplies for treatment of the illness or injury, medical consultations, 
procedures performed in the physician's office, second opinion consultations and specialist treatment 
services provided by a PCP. 

For second opinion consultations, the Managed Care Entities (MCEs) may require prior authorization 
requirements, such as general member information, a justification of services rendered for the medical 
needs of the member and a planned course of treatment, if applicable, as related to the number of services 
provided and duration of treatment.

Benefit Provided:
Specialty Physician Visits

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Referral Physician Office Visit included. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Home Health Services

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
100 visits per year

Duration Limit:
None

Scope Limit:
Services covered only if not considered custodial care and are prescribed in writing by a participating 
physician as medically necessary, in place of inpatient hospital care or convalescent nursing home and 
services provided under physician's care.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services include skilled medical services; nursing care given or supervised by RN; nutritional counseling 
furnished or supervised by RD; home hospice services; home health aides; laboratory services, drugs, and 
medicines prescribed by a physician in connection with home health care; and medical social services. 
Home hospice services are considered a separate service. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Outpatient Surgery

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Outpatient medical and surgical hospital services are covered when medically necessary. Includes 
diagnostic invasive procedures that may or may not require anesthesia. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Allergy Testing

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None
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Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes allergy procedures-administration of serum.

Benefit Provided:
Chemotherapy-Outpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes outpatient therapeutic injections which are medically necessary and may not be self-administered. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
IV Infusion Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for outpatient infusion therapy. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.
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Benefit Provided:
Radiation Therapy- Outpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for outpatient services. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Dialysis

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage provided for outpatient (including home) dialysis services provided by a participating provider. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Outpatient Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None
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Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes colonoscopy and pacemaker. Benefits provided are PCP, specialty and referral for all physician 
services in an outpatient facility. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Dental- Limited Covered Services- Accident/Injury

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Treatment complete within 1 year from initiation.

Duration Limit:
None

Scope Limit:
Coverage not provided for orthodontia, dental procedures, repair of injury caused by an intrinsic force, 
such as the force of the upper and lower jaw in chewing, repair of artificial teeth, dentures or bridges.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Injury to sound and natural teeth including teeth that have been filled, capped or crowned. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, to report injury to insurer and receive follow-up care within specified 
timeframe, a justification of services rendered for the medical needs of the member and a planned course of 
treatment, if applicable, as related to the number of services provided and duration of treatment.

Benefit Provided:
Urgent Care- Walk-ins

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes after hours care.
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Benefit Provided:
Routine Foot Care

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
6 visits per year

Duration Limit:
None

Scope Limit:
Coverage not provided for supportive devices of the feet, including but not limited to foot orthotics, 
corrective shoes, arch supports for the treatment of plantar fasciitis, flat feet, fallen arches, weak feet, 
chronic foot strain, corns, bunions

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Scope limit continued- and calluses. 

Covered when medically necessary for the treatment of diabetes and lower extremity circulatory diseases. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Voluntary Sterilization for Males

Source:
State Plan 1905(a)

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Clinical Trials for Cancer Treatment

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan



Page 8 of 46

Alternative Benefit Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Items and services that are not routine care costs or unrelated to the care method will not be covered.  

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
The clinical trial must be approved or funded by one of the following: National Institute of Health; 
cooperative group of research facilities that have an established peer review program that is approved by a 
National Institute of Health or center; FDA; United States Department of Veterans Affairs; United States 
Department of Defense; institutional review board of an institution located in Indiana that has a multiple 
project assurance contract approved by the National Institute of the Office for Human Research Protections; 
and research entity that meets eligibility criteria for a support grant from a National Institutes of Health 
center.   

Coverage provided for routine care costs that are incurred in the course of a clinical trial.   
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, review of clinical trial to ensure qualified, review of routine costs related to 
clinical trial and a justification of services rendered for the medical needs of the member.

Add
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2. Essential Health Benefit: Emergency services■ Collapse All

Benefit Provided:
Emergency Department Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Medical care provided outside of the U.S. is not covered

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

Benefit Provided:
Emergency Transportation: Ambulance/Air Ambulance

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Other medically necessary ambulance transport (ambulance, medi-van or similar medical ground, air or 
water transport to or from the hospital or both ways and transfer from a hospital to a lower level of 
care) is covered. 

For other medically necessary transportation, authorization may be required in which the Managed Care 
Entities (MCEs) may require other details, such as general member information, to contact PCP for other 
types of transportation related services and a justification of services rendered for the medical needs of the 
member.

Add
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3. Essential Health Benefit: Hospitalization■ Collapse All

Benefit Provided:
General Inpatient Hospital Care

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services include semi-private room and board (private room provided when medically necessary); intensive 
care unit/coronary care unit; inpatient cardiac rehabilitation and rehabilitation therapy; general nursing care; 
use of operating room or delivery suite; surgical and anesthesia services and supplies; ordinary casts; 
splints and dressings; drugs and oxygen used in hospital; laboratory and x-ray examinations; 
electrocardiograms; special duty nursing (when requested by a physician and certified as medically 
necessary); and inpatient specialty pharmaceuticals. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, review of medical necessity, authorization by acting physician, a justification 
of services rendered for the medical needs of the member and a planned course of treatment, if applicable, 
as related to the number of services provided and duration of treatment.

Benefit Provided:
Inpatient Physician Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes PCP, specialty and may require a referral for physician services in the hospital. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Inpatient Surgical Services

Source:
Base Benchmark Commercial HMO

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include bariatric surgery, surgical and nonsurgical treatment of TMJ, personal comfort 
items, including those services and supplies not directly related to care, such as guest meals, 
accommodations or personal hygiene products,

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Scope Limit continued- and room and board when temporary leave permitted. 

Surgical hospital services are covered when medically necessary. Services include semi-private room and 
board (private room provided when medically necessary); intensive care unit/coronary care unit; general 
nursing care; use of operating room or delivery suite; surgical and anesthesia services and supplies; 
ordinary casts; splints and dressings; drugs and oxygen used in hospital; laboratory and x-ray examinations; 
electrocardiograms; special duty nursing (when requested by a physician and certified as medically 
necessary); and inpatient specialty pharmaceuticals. 

Surgical operations may include replacement of diseased tissue removed while a member. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Non-Cosmetic Reconstructive Surgery

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Services begin within 1 year of the accident.

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Surgical hospital services are covered when medically necessary and approved by physician. 
Reconstructive procedures performed to restore or improve impaired physical function or defects resulting 
from an accident.  
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.
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Benefit Provided:
Mastectomy- Reconstructive Surgery

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Surgical hospital services are covered when medically necessary and approved by physician. Covered 
services include reconstruction of the breast upon which the mastectomy was performed; surgery and 
reconstruction of the other breast to produce a symmetrical appearance; and prostheses and physical 
complications at all stages of mastectomy, including lymphedemas. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Transplants

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Human organ and tissue transplant services for both the recipient and the donor, when the recipient is a 
member. No coverage is provided for the donor or the recipient when the recipient is not a member. 
Specialty Care Physician (SCP) provides pre-transplant evaluation. Non-experimental, non-investigational 
organ and other transplants are covered. Donor's medical expenses covered if the person receiving the 
transplant is a member, and donor's expenses are not covered by another issuer. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.
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Benefit Provided:
Congenital Abnormalities

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Surgical hospital services are covered when medically necessary and approved by physician. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Anesthesia

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes anesthesia services and supplies. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Hospice Care

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
None

Duration Limit:
None

Scope Limit:
Room and board services are not covered when temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
This benefit may be provided in hospitals, skilled nursing facilities, and freestanding hospice centers. 
Covered services include semi-private room (private room provided when medically necessary). Hospice 
care provided if terminal illness, in accordance with a treatment plan before admission to the program. 
Treatment plan must provide statement from physician that life expectancy is 6 months or less. Concurrent 
care is provided to children (19 & 20 year olds). 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Medical Social Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Hospital services to assist member and family in understanding and coping with the emotional and social 
problems affecting health status.

Benefit Provided:
Dialysis

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None
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Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Inpatient dialysis services provided by a participating provider. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Chemotherapy

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for inpatient services. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Radiation Therapy

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Includes coverage for inpatient services. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.
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Add
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4. Essential Health Benefit: Maternity and newborn care■ Collapse All

Benefit Provided:
Obstetric Care

Source:
State Plan 1905(a)

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to State Plan

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is provided from the State Plan under the physician benefit and includes various obstetrical 
services such as antepartum and postpartum visits, laboratory and x-ray (ultrasound) services and other 
services as medically necessary and appropriate. The benefit provides for antepartum services up to 14 
visits for normal pregnancies. High-risk pregnancies may allow for additional visits. Postpartum services 
includes 2 visits within 60 days of delivery. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Add
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5. Essential Health Benefit: Mental health and substance use disorder services including
behavioral health treatment■

Collapse All

The state/territory assures that it does not apply any financial  requirement or treatment limitation to mental health or 
substance use disorder benefits in any classification that is more restrictive than the predominant financial requirement or 
treatment limitation of that type applied to substantially  all medical/surgical benefits in the same classification.

✔

Benefit Provided:
Mental/Behavioral Health Inpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include hypnotherapy, behavioral modification, or milieu therapy when used to treat 
conditions that are not recognized as mental disorders; personal comfort items; and room and board when 
temporary leave available.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefits include evaluation and treatment in a psychiatric day facility and electroconvulsive therapy. 
Coverage may also include partial hospitalization depending on the type of services provided. 
These services are not provided through institutions of mental disease (IMDs). 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Mental/Behavioral Health Outpatient

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Coverage does not include self-help training or other related forms of non-medical self care; marriage 
counseling; hypnotherapy, behavioral modification, or milieu therapy when used to treat conditions that 
are not recognized as mental disorders.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage applies to individual therapy and group therapy sessions.  Benefit may also include partial 
hospitalization depending on the type of services provided.   

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
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general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.  

Benefit Provided:
Substance Abuse Inpatient Treatment

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
up to 15 days in a calendar month

Duration Limit:
None

Scope Limit:
Members 21 through 64 years of age in facilities that qualify as institutions for mental disease. Members 
can be authorized for up to 15 days in a calendar month.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit does not include services and supplies for the treatment of co-dependency or caffeine addiction; 
personal comfort items; and room and board when temporary leave permitted. 

Benefit includes detoxification for alcohol or other drug addiction. Coverage may also include partial 
hospitalization depending on the type of services provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Substance Abuse Outpatient Treatment

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include services and supplies unrelated to mental health for the treatment of 
codependency 
or caffeine addiction.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes detoxification for alcohol or other drug addiction. Benefit may also include partial 
hospitalization depending on the type of services provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
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planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Add
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6. Essential Health Benefit: Prescription drugs■

The state/territory assures that the ABP prescription drug benefit plan is the same as under the approved Medicaid
State Plan for prescribed drugs.   ✔

Benefit Provided:
Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the 
same number of prescription drugs in each category and class as the base benchmark.

Prescription Drug Limits (Check all that apply.):
Limit on days supply

Limit on number of prescriptions

Limit on brand drugs

Other coverage limits

Preferred drug list

Authorization:

Yes

Provider Qualifications: 

State licensed

Coverage that exceeds the minimum requirements or other:
The prescription drug benefit will cover at least one drug in every category and class or the number of 
drugs covered in each category and class as the base benchmark, whichever is greater. The Plus Plan 
will have a formulary that will include coverage for all of the drugs in the HIP Basic formulary, which 
contains the coverage and non-coverage requirements for legend drugs by Indiana Medicaid, found in 405 
IAC 5-24-3. The Plus Plan pharmacy benefit provides additional enhanced benefits that include the 
following: 
• Access to many brand name drugs without prior authorization requirements;
• 90 day prescription supplies;
• Mail order pharmacy benefit;
• Medication Therapy Management (MTM) Services; and
• No copayment for any filled prescription.
These additional pharmacy services are only available to individuals enrolled in the HIP Plus Plan. In
addition, the exact drugs covered under the formulary may vary by the Managed Care Entities (MCEs).

For authorization, Managed Care Entities may require prior authorization requirements, such as general 
member information, a justification of need for Rx related to the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number Rx provided and duration of 
treatment. Prior authorization requirements for prescription drugs may vary by MCE, but will comply 
with Mental Health Parity requirements. MCEs will be required to have a process in place to allow drugs 
that are medically necessary, but not included on the formulary to be accessed by members.
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7. Essential Health Benefit: Rehabilitative and habilitative services and devices■ Collapse All

The state/territory assures that it is not imposing limits on habilitative services and devices that are more stringent than 
limits on rehabilitative services (45 CFR 156.115(a)(5)(ii)). Further, the state/territory understands that separate coverage 
limits must also be established for rehabilitative and habilitative services and devices. Combined rehabilitative and 
habilitative limits are allowed, if these limits can be exceeded based on medical necessity.

✔

Benefit Provided:
Physical Therapy, Occupational Therapy, Speech The

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
75 combined visits annually.

Duration Limit:
None

Scope Limit:
Rehabilitative and habilitative services are offered at parity and have distinct benefit limits. Coverage does 
not include nonsurgical treatment of TMJ.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 75 combined visits annually for 
PT, OT, ST, cardiac and pulmonary rehabilitation. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Durable Medical Equipment (DME)

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
15 mo rental cap;1 every 5 yr per member- replacem

Duration Limit:
None

Scope Limit:
DME does not include corrective shoes, arch supports, dental prostheses, deluxe equipment, common first 
aid supplies and non-durable supplies.  Other non-covered services include but not limited to equipment 
not suitable for home use.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes but not limited to wheel chairs, crutches, respirators, traction equipment, hospital beds, 
monitoring devices, oxygen-breathing apparatus and insulin pumps.  Training for use of DME is also 
covered and applicable rental fees.  Covered services are only for the basic type of DME necessary to 
provide for medical needs and does not include non-durable supplies that are not an integral part of the 
DME set-up.   
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For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.  

Benefit Provided:
Prosthetics

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include foot orthotics, devices solely for comfort or convenience and devices from a non-
accredited provider.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
A prosthetic device means an artificial arm or leg or any portion thereof. Orthotic devices are also covered 
under this benefit as custom fabricated braces or supports designed as a component of an artificial arm or 
leg. Covered services include the purchase, replacement or adjustment of artificial limbs when required 
due to a change in your physical condition or body size due to normal growth. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Corrective Appliances

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include but not limited to artificial or prosthetic limbs, cochlear implants, dental 
appliances, dentures, foot orthotics, corrective shoes, arch supports for plantar fasciitis, flat feet, fallen 
arches and corns.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit must be medically necessary and used to restore function or to replace body parts. Benefit includes 
but not limited to hemodialysis equipment, breast prostheses, back braces, artificial eyes, one pair 
eyeglasses due to cataract surgery, ostomy supplies and prosthetics (all prosthetics except prosthetic limbs). 
Coverage not intended for non-durable appliances. 
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For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Cardiac Rehabilitation

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
75 combined visits annually.

Duration Limit:
None

Scope Limit:
Rehabilitative services are offered at parity and share the same, comparable benefit limits.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 75 combined visits annually for 
PT, OT, ST and pulmonary rehabilitation. 

Benefit includes services for the improvement of cardiac disease or dysfunction. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Medical Supplies

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include non-durable supplies and/or convenience items.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes casts, dressings, splints and other devices used for reduction of fractures and dislocations.

Benefit Provided:
Pulmonary Rehabilitation

Source:
Secretary-Approved Other

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
75 combined visits annually.

Duration Limit:
None

Scope Limit:
Benefit does not include formalized and pre-designed rehabilitation programs for pulmonary conditions. 
Rehabilitative services are offered at parity and share the same, comparable benefit limits.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 75 combined visits annually for 
PT, OT, ST and cardiac rehabilitation. 

Benefit consists of services that are for the improvement of pulmonary disease or dysfunction that has a 
poor response to treatment. Examples of poor response include but are not limited to patients with 
respiratory failure, frequent emergency room visits, progressive dyspnea, hypoxemia or hypercapnia. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Skilled Nursing Facility (SNF)

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
100 days per benefit period.

Duration Limit:
None

Scope Limit:
A SNF does not include any institution or portion of any institution that is primarily for rest, the aged, 
nonskilled 
care, or care of mental diseases or substance abuse. Room and board services are not covered when 
temporary leave permitted.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Covered services include semi-private room (private room provided when medically necessary), drugs, 
specialty pharmaceuticals, medical social services, short term physical, speech, occupational therapies 
(subject to limits) and other services generally provided. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.



Page 26 of 46

Alternative Benefit Plan

Benefit Provided:
Autism Spectrum Disorder Services

Source:
Secretary-Approved Other

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
75 combined visits annually.

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Amount limit continued- As an outpatient benefit, coverage is limited to 75 combined visits annually for 
PT, OT, ST, cardiac and pulmonary rehabilitation. 

Benefit, formerly known as Pervasive Development Disorder (PDD), is a state mandate that must be 
covered as outlined in the Indiana insurance code. 

Benefit provides coverage for Asperger's syndrome and autism. Coverage for services are provided as 
prescribed by the treating physician in accordance with the treatment plan. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Hearing Aids

Source:
State Plan 1905(a)

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
1 per member every 5 years

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Medically frail populations will receive State Plan benefits. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.
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Benefit Provided:
Home Health:Medical Supplies, Equipment and Applia

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include non-durable supplies and/or convenience items.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefits include medical supplies in connection with home health care. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Inpatient Cardiac Rehabilitation

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
90 days annual maximum.

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit includes services for the improvement of cardiac disease or dysfunction. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Inpatient Rehabilitation Therapy

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
90 days annual maximum.

Duration Limit:
None
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Scope Limit:
Rehabilitative and habilitative services are offered at parity and share the same, comparable benefit limits.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage includes physical, occupational, speech and pulmonary therapy of acute illness or injury to the 
extent that significant potential exists for progress toward a previous level of functioning. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Add
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8. Essential Health Benefit: Laboratory services■ Collapse All

Benefit Provided:
Lab Tests

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Coverage does not include lab expenses related to physical exams when provided for employment, school, 
sports' programs, travel, immigration, administrative purposes or insurance purposes.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
X-Rays

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Coverage does not include x-ray expenses related to physical exams when provided for employment, 
school, sports' programs, travel, immigration, administrative purposes or insurance purposes.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Imaging- MRI, CT, and PET

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan
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Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. Coverage also includes MRA and 
SPECT scan. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Pathology

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Radiology

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None
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Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
EKG and EEG

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided as outpatient services when medically necessary. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Add
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9. Essential Health Benefit: Preventive and wellness services and chronic disease management■ Collapse All

The state/territory must provide, at a minimum, a broad range of preventive services including: “A” and “B” services recommended 
by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended 
vaccines; preventive care and screening for infants, children and adults recommended by HRSA’s Bright Futures program/project; 
and additional preventive services for women recommended by the Institute of Medicine (IOM).

Benefit Provided:
Preventive Care Services

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Physician services for wellness and preventive services include but are not limited to routine physical 
exam, routine total blood cholesterol screening, routine gynecological services and routine immunizations. 
Includes (1) all preventive items or services that have a rating of ‘A’ or ‘B’ by the United States Preventive 
Task Force (USPSTF); (2) Immunizations recommended for the individuals age and health status by the 
Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention (CDC); 
(3) for infants, children, adolescents and adults, preventive care and screenings included in the Health
Resources and Services Administration’s (HRSA) Bright Futures comprehensive guidelines; and (4)
preventive screenings for women as as recommended by the Institute of Medicine (IOM).

Benefit Provided:
Routine Prostate Specific Antigen (PSA) Test

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
One test annually for an individual who is at least 50 years old or less than 50 if at high risk for prostate 
cancer.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
None

Benefit Provided:
Diabetes Self Management Training

Source:
Base Benchmark Commercial HMO

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Covered services are limited to physician authorized visits after receiving a diagnosis of diabetes; after 
receiving a diagnosis that represents a significant change in symptoms or condition and there is a medically 
necessary change in self-management; and for re-education or refresher training. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Benefit Provided:
Health Education

Source:
Base Benchmark Commercial HMO

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
3 visits.

Duration Limit:
None

Scope Limit:
Classes in nutrition or smoking cessation will be approved up to 3 visits when referred by your physician.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Benefit provided by the PCP as part of preventive health care and other health education classes approved 
by the insurer. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Add
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10. Essential Health Benefit: Pediatric services including oral and vision care■ Collapse All

Benefit Provided:
Medicaid  State Plan EPSDT Benefits

Source:
State Plan 1905(a)

Remove

Authorization:
None

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
EPSDT is required in the ABP for 19 and 20 year olds.

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan:
Services provided under EPSDT may include preventive and diagnostic services that are medically 
necessary and may need continued treatment. 
In accordance with CMS regulation, individuals covered under EPSDT are not subject to the IMD 
exclusion.

Add
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11. Other Covered Benefits from Base Benchmark Collapse All
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12. Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All

Base Benchmark Benefit that was Substituted:
Infertility Diagnoses: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Infertility Diagnoses benefit offered in the base benchmark was removed and replaced in EHB 1 by 
substitution with part of the actuarial value of Male Sterilization procedures which are not covered on the 
base benchmark. Coverage for Male Sterilization procedures comes from the coverage provided on the 
State Plan.

Base Benchmark Benefit that was Substituted:
Routine Foot Care: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. A more restrictive limit of 6 visits per year was added. In EHB 1, this has been 
substituted with the remaining actuarial value from the male sterilization benefit. There is no limit on 
Routine Foot Care in the base benchmark.

Base Benchmark Benefit that was Substituted:
Home Health Services: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, training of family members to provide home health services is a 
non-covered benefit. In EHB 1, this sub-benefit was substituted with the actuarial value remaining from 
the male sterilization benefit.

Base Benchmark Benefit that was Substituted:
Urgent Care- Walk-ins: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, physician home visits is a non-covered benefit. In EHB 1, this 
sub-benefit was substituted with the actuarial value remaining from the male sterilization benefit.

Base Benchmark Benefit that was Substituted:
Maternity Services: duplication

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
This benefit was duplicated with the Medicaid State Plan Obstetric benefit in EHB 4.
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Base Benchmark Benefit that was Substituted:
Maternity - Delivery: duplication

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
This benefit was duplicated with the Medicaid State Plan Obstetric benefit in EHB 4.

Base Benchmark Benefit that was Substituted:
Durable Medical Equipment (DME): substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. The limits for a 15 month rental cap and 5 year replacement for equipment were 
added. In EHB 7, this has been substituted with the actuarial value remaining from adding hearing aids as a 
benefit from the State Plan. There is no limit on Durable Medical Equipment in the base benchmark.

Base Benchmark Benefit that was Substituted:
PT, OT, ST: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, service limits for limits per condition have been substituted with the actuarial value 
remaining from adding hearing aids as a benefit from the State Plan. The base benchmark allows for 75 
combined visits per distinct condition or episode.

Base Benchmark Benefit that was Substituted:
Cardiac Rehabilitation: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with the actuarial 
value remaining from adding hearing aids as a benefit from the State Plan. The base benchmark allows for 
75 combined visits per distinct condition or episode.

Base Benchmark Benefit that was Substituted:
Pulmonary Rehabilitation: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with hearing aids. 
In addition, formalized and pre-designed rehabilitation programs for pulmonary conditions have also been 
substituted with hearing aids. Both substitutions were completed with the actuarial value remaining from 
adding hearing aids as a benefit from the State Plan. The base benchmark allows for 75 combined visits per 
distinct condition or episode.
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Base Benchmark Benefit that was Substituted:
Autism Spectrum Disorder Services: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
The benefit is covered. Within the benefit, the service limits are covered as an annual limit combined for 
therapies. In EHB 7, the service limits for limits per condition have been substituted with the actuarial 
value remaining from adding hearing aids as a benefit from the State Plan. The base benchmark allows for 
75 combined visits per distinct condition or episode.

Base Benchmark Benefit that was Substituted:
Applied Behavior Analysis: substitution

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
In EHB 7, ABA has been substituted with the actuarial value remaining from adding hearing aids as a 
benefit from the State Plan.

Base Benchmark Benefit that was Substituted:
Non Surgical Treatment Option Morbid Obesity: dupl

Source:
Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
In EHB 9, the benefit is covered under preventive and wellness services. The ACA preventive services 
provides coverage beyond the benefit limits.

Add
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13. Other Base Benchmark Benefits Not Covered Collapse All

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Adult Vision

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Adult vision is covered in the base benchmark plan, but it is an excepted benefit and therefore not an 
Essential Health Benefit.

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Newborn Child Coverage

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Benefit is excluded since the ABP is for ages 19-64. Newborns born to members will be covered through 
Medicaid for children. The newborn coverage includes the initial newborn examinations.

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Emergency Services Outside the U.S.

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Emergency care provided outside the U.S. is covered in the base benchmark plan. Non-emergency services 
are not covered. To conform with Medicaid standards, the benefit will not be covered in the ABP.

Base Benchmark Benefit not Included in the Alternative Benefit Plan:
Lodging and Transportation for Transplants (Donor)

Source:
Base Benchmark

Remove

Explain why the state/territory chose not to include this benefit:
Transportation and lodging services for the donor are covered under the base benchmark plan subject to a 
dollar limit, these services are not considered an EHB and are considered a non-covered benefit for the 
ABP.

Add
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14. Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All

Other 1937 Benefit Provided:
Dental: Adult

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Services limits provided in other box.

Duration Limit:
None

Scope Limit:
Limited to basic commercial package.

Other: 
The dental benefits include evaluations and cleanings (2 per person per benefit year); bitewing x-rays (4 
xrays per person per benefit year); comprehensive x-rays (1 complete set every 5 years); minor restorative 
orcorrective services, such as fillings or extractions (4 combined per person per benefit year); and major 
restorative services, such as crowns (1 per person per benefit year). 

For authorization, the dental insurer may require prior authorization requirements, such as general member 
information and a justification for the type of dental services rendered based on the medical needs of the 
member.

Other 1937 Benefit Provided:
Adult Vision

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Service limits provided in other box.

Duration Limit:
None

Scope Limit:
None

Other: 
The vision benefits include routine exam (1 every 2 years); eyeglasses, including frames and lenses (1 pair 
every 5 years if there is not a sufficient change in prescription (vision), loss, irreparable damage, or theft); 
frames include but not limited to plastic or metal; replacement eyeglasses (covered when medical necessity 
guidelines met or due to loss, theft or damage beyond repair); contact lenses (covered for medical necessity, 
such as facial deformity or allergy to frame prevents wearing eyeglasses); vision surgeries (covered for 
medical necessity); and vision training therapies (covered for medical necessity). 

Not all frames and lenses are covered, unless medically necessary. Members may choose to upgrade 
frames and lenses and pay the difference. 

For authorization, vision insurer may require prior authorization requirements, such as general member 
information and a justification for the type of vision services rendered based on the medical needs of the 
member or the dollar amount of the service.
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Other 1937 Benefit Provided:
TMJ

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
State Plan benefit. Coverage includes treatment of temporomandibular joint (TMJ) disorder. 
For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, documentation of non-surgical treatment and duration prior to surgery and a 
justification of services rendered for the medical needs and circumstances of the member

Other 1937 Benefit Provided:
Bariatric Surgery

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
Benefit does not include personal comfort items, including those services and supplies not directly related 
to care, such as guest meals, accommodations or personal hygiene products, and room and board when 
temporary leave permitted.

Other: 
State Plan Benefit. To be eligible for this benefit the member must meet the following criteria: 
1) Have morbid obesity that has persisted for at least five years duration, and physician-supervised
nonsurgical
medical treatment has been unsuccessful for at least 6 consecutive months; or
2) Member has successfully achieved weight loss after participating in physician-supervised non-surgical
medical treatment, but has been unsuccessful at maintaining weight loss for two years [ > 3 kg (6.6 lb.)
weight gain].

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, physician documentation and documentation of attempt to follow nonsurgical 
treatment and duration prior to surgery, documentation of pre- and post-operative expectations, 
behavioral health evaluation, consultation reports from other specialists and a justification of services 
rendered for the medical needs and circumstances of the member.

Other 1937 Benefit Provided:
Chiropractic Care - Pregnancy Benefit
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Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to State Plan.

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. 
Coverage provided is subject to program restrictions. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Other 1937 Benefit Provided:
Non-emergency Transportation - Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. 
Coverage provided is subject to program restrictions. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Other 1937 Benefit Provided:
Medicaid Rehabilitation Option (MRO)- Pregnancy Be

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove
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Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. MRO 
services are designed to assist in the rehabilitation of the consumer‘s optimum functional ability in daily 
living activities.

Other 1937 Benefit Provided:
Dental Services- Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
Limits equivalent to State Plan

Duration Limit:
None

Scope Limit:
None

Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. The 
dental benefits include State Plan equivalent benefits. 

For authorization, the dental insurer may require prior authorization requirements, such as general member 
information and a justification for the type of dental services rendered based on the medical needs of the 
member.

Other 1937 Benefit Provided:
Health Education - Smoking Cess -Pregnancy Benefit

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
12 week course.

Duration Limit:
None

Scope Limit:
None
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Other: 
Benefit is only offered to women who become pregnant while enrolled in HIP and include State Plan 
equivalent benefits which are more generous than the benefits offered in the base benchmark plan. The 
benefit includes up to 12 weeks in a smoking cessation course providing treatment and counseling. 
For authorization, the Manged Care Entity (MCE) may require prior authorization requirements, such as 
general member information and a justification for the type of services rendered based on the medical needs 
of the member.

Other 1937 Benefit Provided:
Osteopathic Manipulative Treatment (OMT)

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
State Plan benefit. 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Other 1937 Benefit Provided:
Residential Treatment

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit: Duration Limit:

Scope Limit:
Statewide average length of stay of 30 calendar days, based on medical necessity.

Other: 
Services provided to individuals in IMDs with an SUD diagnosis when determined medically necessary by 
the MCO utilization review staff and in accordance with an individualized service plan. 
Room and board costs are not considered allowable costs for residential treatment service providers unless 
they qualify as inpatient facilities under section 1905(a). 

For authorization, Managed Care Entities (MCEs) may require prior authorization requirements, such as 
general member information, a justification of services rendered for the medical needs of the member and a 
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planned course of treatment, if applicable, as related to the number of services provided and duration of 
treatment.

Other 1937 Benefit Provided:
Chiropractic Services

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
1 visit per day/6 visits per covered benefit year

Duration Limit:

Scope Limit:
Annual limit of six spinal manipulation visits per covered person per benefit year. One visit per day.

Other: 
Benefit offered to HIP Plus and included in State Plan. Self-referral, a Provider referral is not required. No 
Prior Authorization is needed. Coverage available for covered services provided by a licensed chiropractor 
when rendered within the scope of the practice of chiropractic.

Other 1937 Benefit Provided:
Qualifying Clinical Trials 

Source:
Section 1937 Coverage Option Benchmark Benefit 
Package

Remove

Authorization:
Other

Provider Qualifications: 

Medicaid State Plan

Amount Limit:
None

Duration Limit:
None

Scope Limit:
None

Other: 
Confirming coverage of routine patient costs in qualifying clinical trials as required under Section 1905(a)
(30) and 1905(gg) of the Social Security Act. Coverage is provided as defined in the State Plan  Attachment
3.1-A  under item 30.

Add
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15. Additional Covered Benefits (This category of benefits is not applicable to the adult group
under section 1902(a)(10)(A)(i)(VIII) of the Act.)

Collapse All

PRA Disclosure Statement
Centers for Medicare & Medicaid Services (CMS) collects this mandatory information in accordance with (42 U.S.C. 1396a) for the 
purpose of standardizing data. The information will be used to monitor and analyze performance metrics related to the Medicaid and 
Children’s Health Insurance Program in efforts to boost program integrity efforts, improve performance and accountability across the 
programs. Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the law. 
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 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Alternative Benefit Plan 

State Name: Indiana 
~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0025 

EPSDT Assurances 

Attachment3.l-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

If the target population includes persons under 21, please complete the following assurances regarding EPSDT. Otherwise, skip to the 
Prescription Drug Coverage Assurances below. 

The alternative benefit plan includes beneficiaries under 21 years of age. 

[Z] The state/territory assures that the notice to an individual includes a description of the method for ensuring access to EPSDT services 
(42 CFR 440.345). 

[Z] The state/territory assures EPSDT services will be provided to individuals under 21 years of age who are covered under the state/ 
territory plan under section 1902(a)(JO)(A) of the Act. 

Indicate whether EPSDT services will be provided only through an Alternative Benefit Plan or whether the state/territory will provide 
additional benefits to ensure EPSDT services: 

fo:' Through an Alternative Benefit Plan. 

Through an Alternative Benefit Plan with additional benefits to ensure EPSDT services as defined in 1905(r). 

Other Information regarding how ESPDT benefits will be provided to participants under 21 years of age (optional): 

Prescription Drug Coverage Assurances 

[Z] The state/territory assures that it meets the minirnu1n requirements for prescription drug coverage in section 1937 of the Act and 

implementing regulations at 42 CFR 440.34 7. Coverage is at least the greater of one drug in each United States Pharmacopeia (USP) 

category and class or the same number of prescription drugs in each category and class as the base benchmark. 

0 The state/territory assures that procedures are in place to allow a beneficiary to request and gain access to clinically appropriate 
prescription drugs when not covered. 

0 The state/territory assures that when it pays for outpatient prescription drugs covered under an Alternative Benefit Plan, it meets the 
require1nents of section 1927 of the Act and implementing regulations at 42 CFR 440.345, except for those requirements that are 

directly contrary to amount, duration and scope of coverage permitted under section 1937 of the Act. 

[Z} The state/territory assures that when conducting prior authorization of prescription drugs under an Alternative Benefit Plan, it 
complies with prior authorization program requirements in section 1927(d)(5) of the Act. 

Other Benefit Assurances 

0 1be state/territory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benchmark 
plan, and that the state/territory has actuarial certification for substituted benefits available for CMS inspection if requested by CMS. 

IZJ The state/territory assures that individuals will have access to services in Rural Health Clinics (RHC) and Federally Qualified Health 
Centers (FQHC) as defined in subparagraphs (B) and (C) of section 1905(a)(2) of the Social Security Act. 

TN#: 15-0025 ABP7 

Indiana 
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[{] The state/territory assures that payment for RHC and FQHC services is made in accordance with the requirements of section 
l 902(bb) of the Social Security Act. 

[Z] The state/territory assures that it will comply with the requirement of section l 937(b)(5) of the Act by providing, effective January 1, 

2014, to all Alternative Benefit Plan participants at least Essential Health Benefits as described in section 1302(b) of the Patient 

Protection and Affordable Care Act. 

0 The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section 

1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance 
use disorder benefits comply with the require1nents of section 2705(a) of the Public Health Service Act in the same manner as such 

requirements apply to a group health plan. 

[Z] The state/territory assures that it will comply with section 193 7(b )(7) of the Act by ensuring that benefits provided to Alternative 

Benefit Plan participants include, for any individual described in section 1905(a)(4)(C), medical assistance for family planning 

services and supplies in accordance with such section. 

0 The state/territory assures transportation (emergency and non-emergency) for individuals enrolled in an Alte111ative Benefit Plan in 
accordance with 42 CFR 431.53. 

[Z] The state/territory assures, in accordance with 45 CFR 156.115(a)(4) and 45 CFR 147.130, that it will provide as Essential Health 

Benefits a broad range of preventive services including: "A" and "B" services recommended by the United States Preventive Services 

Task Force; Advisory Co1n1nittee for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for 
infants, children and adults recommended by HRSA's Bright Futures programlproject; and additional preventive services for women 

recommended by the Institute of Medicine (!OM). 

PRA Disclosure Statement 
According to the Papervvork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, Including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Effective Date: October 1, 2015 
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State Na1ne:ILrn_<li_._an_a _______________ ~ Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 Transmittal Number: IN - 15 - 0025 

Provide detail on the type of delivery syste1n(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit package or 
benchmark-equivalent benefit package, including any variation by the pa1iicipants' geographic area. 

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s). 

Select one or inore service delivery systems: 

[><'.] Managed care. 

[><'.] Managed Care Organizations (MCO). 

D Prepaid Inpatient Health Plans (PIHP). 

D Prepaid Ambulatory Health Plans (PAHP). 

D Primary Care Case Management (PCCM). 

[g] Fee-for-service. 

D Other service delivery system. 

Managed Care Options 

Managed Care Assurance 

[{] The state/territory certifies that it will comply with all applicable Medicaid laws and regulations, including but not limited to sections 
1903(m), 1905(t), and 1932 of the Act and 42 CFR Part 438, in providing managed care services through this Alternative Benefit 
Plan. This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6. 

Managed Care Implementation 

Please describe the iinplementation plan for the Alternative Benefit Plan under managed care including member, stakeholder, and 
provider outreach efforts. 

HIP 2.0 is being implemented as a replacement of the original HIP program. HIP has been offering benefits through a managed care 
delivery system since 2008, and HIP 2.0 will build upon the established HIP structure. During implementation, HIP 2.0 MCEs will be 
the same MCEs that currently offer HJP benefits. The state is engaging with these current HIP MCEs to assure that current illP 
1nembers are smoothly transitioned to HIP 2.0. 

MCO: Managed Care Organization 

The managed care delivery system is the same as an already approved managed care program. 

The managed care program is operating under (select one): 

C Section 1915(a) voluntary managed care program. 

0 Section 1915(b) managed care waiver. 

(e\ Section 1932(a) mandatory managed care state plan amendment. 

C- Section 1115 demonstration. 

C Section 1937 Alternative (Benchmark) Benefit Plan state plan amendment. 

TN#: 15-0025 ABP8 Approval Date: 10i29/15 
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Alternative Benefit Plan 

Identify the date the managed care program was approved by CMS: loec., 14, 2007 I 
Describe Program below: 

. 

The HIP 2.0 program was developed from expanding the existing HIP program to reach n1ore individuals and provide better 
access to benefits including 1nore coverage options. This program will replace traditional Medicaid for all non-disabled adults 
ages 19-64 with income below 133% of FPL as based on MAGI income standards. The key feature of the H1P program is the 
high-deductible design and the Personal Wellness and Responsibility (POWER) account where 1nembers make contributions 
based on their inco1ne and use the funds in the account to cover their deductible expenses. Under HIP 2.0, members who 
consistently make required contributions to their POWER account will maintain access to the HlP Plus plan that includes 
enhanced benefits, such as dental and vision coverage. Members up to and including 1 OOo/o FPL who do not n1ake monthly 
PO\VER account contributions will be placed in the HIP Basic plan, a inore limited benefit plan, which will also require co-
payments for all services in lieu of the monthly POWER accolli1t contributions. Those with income over this amount who do 
not make required contributions are disenrolled and subject to a six month lock-out period. Lock-out will not apply if you are 
·medically frail, residing in a domestic violence shelter or in a state declared disaster area. 

All HIP medical benefits are currently provided through three managed care entities ("MCE"), Anthem, MDwise, and Managed 
Health Services. These same MCE's will provide HIP 2.0 services. HJP members have access to enrollment brokers, who 
provide counseling on the available M.CE choices. For HIP members, once an MCE has been selected and the member has paid 
their POWER accoill1t contribution, the member must re1nain in the MCE for 12 months, as applicable. Members who do not 
select an MCE will be auto-assigned to an MCE, but will have the opportunity to change the assigned MCE before the first 
POWER account contribution is made. 

Additional Information: MCO (Optional) 

Provide any additional details regarding this service delivery system (optional): 

As selected above, the state1s managed care program currently operates under Section 1932(a) mandatory managed care state plan 
amendment. This is concurrent with the 1115 authority in order to authorize the enrollment processes. 

Fee-For-Service Options 

Indicate whether the state/territory offers traditional fee-for-service and/or services 1nanaged under an administrative services 
organization: 

(G; Traditional state-managed fee-for-service 

(' Services inanaged under an administrative services organization (ASO) arrangement 

Please describe this fee-for-service delivery system, including any bundled payment arrangements, pay for performance, fee-for-
service care management models/non-risk, contractual incentives as well as the population served via this delivery system. 

Additional Information: Fee-For-Service (Optional) 

Provide any additional details regarding this service delivery system (optional): 

Under HIP 2.0, all services are carved into the Managed Care System except for Medicaid Rehabilitation Option (MRO) services 
which will be provided to qualifying individuals receiving the ABP that is the State Plan. Individuals eligible for MRO under HIP 
2.0 would also be eligible for the State's 1915(i) Behavioral and Primary Health Care Coordination program. It is anticipated that 
there will be n1inimal use ofMRO for individuals enrolled in filP 2.0. 
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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 011:8 control number. The valid Olvffi control number for this information collection is 0938-1148. The time required to complete 
this information collection is esti1nated to average 5 hours per response, including the tilne to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

StateNarne:jLI_n_d1_·an_a _________________ ~ 

Transmittal Number: IN - 15 - 0025 

Attachment3.l-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants EJo 
with such coverage, with additional benefits and services provided through a Benchmark or Benchmark-Equivalent Benefit 
Package. 

The state/territory otherwise provides for pay1nent of pre1niums. ~ 

Other Infon11ation Regarding Employer Sponsored Insurance or Payment of Pren1iums: 

PRA Disclosure Statement 
According to the Papetwork Reduction Act of 1995, no persons are required to respond to a collection of infom1ation unless it displays a 
valid OMB control number. The valid 01v1B control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estirnate(s) or suggestions for ilnproving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Name:!Indiana 
~~~~~~~~~~~~~~~~~~~~~ 

Attachment 3.1-L-D 

Transmittal Number: IN - 15 - 0025 

Economy and Efficiency of Plans 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

[Zl The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper paytnent limit 
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system 
through which the coverage and benefits are obtained. 

Economy and efficiency will be achieved using the sa1ne approach as used for Medicaid state plan services. 

Compliance with the Law 

[Z] The state/te1ritory will continue to comply with all other provisions of the Social Security Act in the administration of the state/ 
territory plan under this title. 

[{] The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42 

CFR430.2 and 42 CFR440.347(e). 

[ZJ The state/territory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of 
the Base Benchmark Plan and/or the Medicaid state plan. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid O:rvffi control nu1nber. The valid OlvfB control number for this infonnation collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have con1ments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please \Vfite to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State Name:\Lin_d1_·an_a _________________ ~ Attaclnnent 3.1-L-D 

Transmittal Number: IN - 15 - 0025 

Alternative Benefit Plans - Payment Methodologies 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

[ZJ The state/territory provides assurance that, for each benefit provided under an Alternative Benefit Plan that is not provided through 

managed care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment 
4.19a, 4. l 9b or 4.19d, as appropriate, describing the payment methodology for the benefit. 

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 O:rvIB control nun1ber. The valid O:MB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

State N'ame: lindiana 
~~~~~~~~~~~~~~~~~~~ 

Transmittal Number: IN - 15 - 0014 

Attachment 3.1-L-D OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Alteriiative:Benefit~Ian\Popufations ,,:., " ·--··---.---·-_:i-:' .·_"-_::>_> \ .. ·.- _.-.. ···- -· •-.-...... ·-·- \>. ·---·-· .. < <> ';_.\,·'-_' '' -;--., ._,--_'.:-·-:-.: .. :- -- >-·-' '' -- '_- ~lJPl 

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

Alternative Benefit Plan Population Name: !Healthy Indiana Plan (HIP) Link I 
Identify eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any 
targeting criteria used to further define the population. 

Eligibility Groups Included in the Alternative Benefit Plan Population: 

Enrolln1ent is 
Eligibility Group: mandatory or 

voluntary? 

+ Parents and Other Caretaker Relatives jvoluntary I x-.... 
!Transitional Medical Assistance I Iv olunta1y I 

-; ·----

+ x .. 
+•-. !Pregnant Women I !voluntary I x 

. 

jMandatory I + Adult Group x 
Enro1hnent is available for all individuals in these eligibility group(s). EJ 

Targeting Criteria (select all that apply): 

D Inco1ne Standard. 

D Disease/Condition/Diagnosis/Disorder. 

~ Other. 

Other Targeting Criteria (Describe): 

To be HIP Link eligible an individual must: (1) be eligible for and/or enrolled in the Healthy Indiana Plan, (2) be eligible to 
enroll in HIP Link qualifying employer sponsored insurance (ES!) plan, and (3) elect to enroll in such ES! through HIP Link. 

Geographic Area 

The Alternative Benefit Plan population will include individuals from the entire state/tenitory. JYes I 
Any other information the state/territory wishes to provide about the population (optional) 

To enroll in HIP Link an individual must have access to qualifying ES! and elect to enroll in that ES! through HIP Link. Not all 
individuals eligible for and/or enrolled in HIP will be eligible for the HIP Link ABP since they may not have access to or be eligible to 
enroll in qualifying ES! or they may not elect to enroll in ES! through HIP Link. Individuals not eligible for HIP Link due to lacking 
access to affordable employer sponsored insurance, or who are eligible but who choose not to enroll in HIP Link will be enrolled in 
either the HIP Basic or HIP Plus ABPs or the ABP that is the State Plan as applicable to the individual. 

Individuals who enroll in HIP Link and are pregnant at their annual redetermination may elect to remain in the HIP Link ABP or transfer 
to Medicaid for pregnant wo1nen. Individuals age 19 and 20 will have access to EPSDT services outside of the scope of their HIP Link 
qualifying ESL 
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Alternative Benefit Plan 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review inst1uctions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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s Alternative Benefit Plan 

OMB Control Number: 0938-1148 

Attachment 3.l·L· D OMB Expiration date: 10/31/2014 

V<lluntary ].Jenefit: Package Selection l\~~u.r;tuc¢s .. - E1igiNJl!:Y Gr.lluI> . .Under··~.ectill11 J90Z( a}(i()RA). ABPZa 
(i){VIII)oftheAct •...... \. \ · . • < .•...•... ·.·: ... ·....•.•. .· .. ··. : . " · ·.•···.··.·. ..·· .. ·.\· 
The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential I-Iealth Benefits and subject to 1937 EJ 
requirements with its Alternative Benefit Plan that is the state's approved Medicaid state plan that is not subject to 1937 N 
requirements. Therefore the state/territo1y is deemed to have 1net the requiretnents for voluntary choice of benefit package for 

0 

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

These assurances must be made by the state/territory if the Adult eligibility group is included in the ABP Population. 

12] The state/territory shall enroll all participants in the "Individuals at or below 133% FPL Age 19 through 64" (section 1902(a)(10)(A) 

(i)(VIII)) eligibility group in the Alternative Benefit Plan specified in this state plan amendment, except as follows: A beneficiary in 

the eligibility group at section 1902(a)(IO)(A)(i)(VllI) who is determined to meet one of the exemption criteria at 45 CFR 440.315 
will receive a choice of a benefit package that is either an Alternative Benefit Plan that includes Essential Health Benefits and is_ 

subject to all 1937 requirements or an Alternative Benefit Plan that is the state/territory's approved Medicaid state plan not subject to 

1937 requirements. The state/territory's approved Medicaid state plan includes all approved state plan programs based on any state 

plan authority, and approved 1915(c) waivers, if the state has amended them to include the eligibility group at section 1902(a)(IO)(A) 
(i)(VIII). 

[Z] The state/territory must have a process in place to identify individuals that meet the exemption criteria and the state/territory must 

comply with requirements related to providing the option of enrollment in an Alternative Benefit Plan defined using section 1937 
requiretnents, or an Alternative Benefit Plan defined as the state/territory's approved Medicaid state plan that is not subject to section 
1937 requirements. 

12] Once an individual is identified, the state/territory assures it will effectively infonn the individual of the following: 

a) Enrolhnent in the specified Alternative Benefit Plan is voluntary; 

b) The individual 1nay disenroll from the Alternative Benefit Plan defined subject to section 1937 requirements at any time and 
instead receive an Alternative Benefit Plan defined as the approved state/territory Medicaid state plan that is not subject to section 
1937 requirements; and 

c) What the process is for transferring to the state plan-based Alternative Benefit Plan. 

!2J The state/territoiy assures it will inform the individual of: 

a) The benefits available as Alte1native Benefit Plan coverage defined using section 1937 requirements as co1npared to Alternative 
Benefit Plan coverage defined as the state/territory1s approved Medicaid state plan and not subject to section 1937 requirements; 
and 

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan subject to 1937 require1nents 
differs from the Alternative Benefit Plan defined as the approved Medicaid state/tenitory plan benefits. 

How will the state/territory inform individuals about their options for enrolln1ent? {Check all that apply) 

0 Letter 

D Email 

0 Other 
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s Alternative Benefit Plan 

Describe: 

All HIP Link enrollees must make two distinct opt-in choices to enroll in HIP Link:(!) the HIP Link enrollee must have 
requested HIP Link as their coverage option and (2) the HIP Link enrollee must separately enroll with the employer in a HIP 
Link eligible health plan by completing the employer's enrollment paperwork. 

Applicants may enroll in HIP Link by making the selection of HIP Link on the application and providing the HIP Link 
employer information. Current IIIP members and conditional HIP members may n1ake the election to enroll in HIP Link by 
calling the Division of Family Resources and using the change reporting process to request a transfer from HIP to HIP Link. 
No applicant or member is enrolled in or transfered to HIP Link without 1naking an affirmative selection of HIP Link either 
tlu·ough the application for health coverage or through the change reporting process. In addition, to be HIP Link eligible an 
applicant must have completed the group health coverage enrollment paperwork with their en1ployer and already be receiving 
ES! benefits or have an employer confinned start date for ES! benefits for HIP Link eligibility to be established. 

Prior to enrollment in HIP Link the applicant's or member's employer will verify that the applicant or member is enrolled in 
HIP Link eligible ESI plan. Once the employer receives a request for verification, the e1nployer will have five business days to 
complete the verification. If the employer does not complete the verification in five business days, current member1s will 
remain in HIP Plus, HIP Basic, or HIP State Plan benefits, as applicable. Applicants will be enrolled into HIP as a HIP Plus or 
HIP State Plan Plus conditional 1nember. The employer's failure to comply with the five day time line does not prevent the 
applicant from requesting HIP Link again in the future, but rater it establishes a specific time frame for the employer to help 
ensure timely enrollment into HIP Link when requested by the applicant. Verification of HIP Link eligibility can be appealed 
by the member to the state through the standard appeals process, and members may also request, via the change reporting 
process, to have their HIP Link eligibility verified again at any time. Appeals of HIP Link eligibility arc handled by the state 
through the standard appeals process. If the employer confirms the applicant's or member's enrollment in HIP Link eligible ES! 
benefits, HIP Link benefits will begin as described below. 

For current HIP members, as with other changes to HIP eligibility, HIP Link benefits begin the first of the inonth following the 
employer's verification of active enrollment in EST, such that there is no overlap between HIP and HIP Link coverage. For 
example, ifthe employer confinns in July that the employee is eligible for and enrolled in HIP Link eligible ES! as of July 3rd, 
then the HIP member will transfer to HIP Link on August !st. If the employer confirms in July that the employee ES! benefits 
will begin August 17th, then the HIP Member will transfer from their active HIP benefits to HIP Link on September 1. 

For new applicants, rTIP Link benefits begin the first day of the 1nonth where employer confirms the member was actively 
enrolled in ES! on the first of the month. For example, if the employer confinns in July that the applicant was enrolled in HIP 
Link eligible ES! on July 1, then HIP Link benefits will begin July 1. If the employer confirms in July that the applicant's ES! 
benefits will begin August 17th, then the applicant may enroll in IIIP pending their HIP Link em·olhnent effective Septen1ber 1. 
Individuals that lose eligibility for HIP Link due to loss of access to employer sponsored insmance will be immediately 
transfered from HIP Link to HIP Plus or HIP State Plan Plus as applicable for the individuals eligibility group, individuals that 
lose access to ESI will not experience a gap in coverage during the transition back to HIP coverage. 

Cu1Tent members that request a transfer to HIP Link will be notified at the time of request that selection of HIP Link will mean 
that they will be enrolled HIP Link until their next annual redetennination or the end of their e1nployers insurance, which could 
be up to a period of 12 months depending on when the member requests the transfer to HIP Link. Infonnation will be provided 
when the rnen1ber requests a HIP Link transfer on the opt-out at anytime option for frail members and how to contact the 
enrollment broker for benefits counseling. Meinbers may withdraw requests for transfers to HIP Link as long as the employer 
has not verified that the mern ber is enrolled in ESI and the member has not been receiving pren1ium rei1nbursement checks. 

Members eligible to disenroll from HIP Link due to tnedically frail status may do so at any tln1e. To disenroll, medically frail 
individuals utilize the change reporting process to request transfer from HIP Link to HIP Plus. When the medically frail 
individual makes the request, they will receive a form by mail which they must complete to attest to their medically frail 
condition. Effective the first of the month following the receipt of the completed form by the state, the medically frail 
individual will be transfered from HIP Link to HIP State Plan Plus. Members will have to separately contact their employer to 
disenroll from the employer sponsored insurance. 
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Alternative Benefit Plan 

All applicants and HIP members that request a transfer to I-IIP Link will rece1ve an eltg10111ty nottce from the state tnat 1nh:nms 
them if their HIP Link eligibility was verified with their employer and if so, what their HIP Link start date is. This notice also 
provides information on how to access enrollment counseling for information on the differences between the HIP and HIP Link 
benefit packages, advises the member that individuals with serious medical or mental health conditions 1nay transfer from HIP 
to HIP Link at any time, and informs the member that those age 19 and 20 will receive EPSDT benefits that includes all 
medically necessary 1905(a) benefits via use of the HIP Link card if these benefits are not provided under their employer health 
plan. Information on enrollment counseling and the ability for so1ne groups to transfer from HIP Link to HIP at any thne is 
also included in n1ember tnaterials and HIP Link inarketing and informational 1naterials accessible through the HIP Link 
website. 

The time between the receipt of the member eligibility notice, and the start of the HIP Link benefits will vary based on the date 
which the applicant or member has active enrollment in HIP Link eligible ESL The applicant may receive their HIP Link 
approval notice during the month in which their HIP Link enrollment begins if they are already enrolled in ESI. Or the 
applicants that have a waiting period for ES! enrollment will receive the HIP Link eligibility notice in the month or montbs 
prior to the start of HIP Link enrollment. During any applicable ES! waiting period, the member may access the standard HIP 
conditional enrollment process to gain coverage for the tnonths between authorization and the start of their HIP Link benefits. 

Regardless of the HIP Link start date, at any time applicants, prospective applicants, or members can contact the enrolhnent 
broker for colUlseling on the differences between HJP Link and the applicable HIP benefits. All 1nembers seeking counseling 
who are medically frail based on their case record \~:ill receive counseling from the enroll1nent broker about the the differences 
between the individual's current HIP State Plan Basic or HIP State Plan Plus benefits and the benefits available under the HIP 
Link approved EST as well as counseling on cost-sharing. The enrollment broker will have access to the benefit documents 
provided by the HIP Link approved employer health plans and the HIP Link Employer Counseling Team's plan review notes to 
assist them in advising the member on the differences between HIP Basic and HIP Plus and HIP State Plan benefits and cost 
sharing. For applicants and prospective applicants, the eru·olbnent broker wil1 advise the individuals that if they have a health 
condition that may qualify tbem as medically frail then they may qualify for enhanced benefits under the HIP option that are 
not available under the HIP Link option. Enrollment counseling is not required for applicants or members to enroll in HIP 
Link, but it is an option for all prospective IIIP Link enrollees, including the medically frail. Enrollment counseling continues 
to be available after the individual enrolls in HIP Link to help individuals decide if HIP Link remains the best coverage option. 
The medically frail can leverage ongoing enrollment counseling to support decision making around transferring from HIP Link 
to HIP. 

In addition to the eligibility notice and enrollment counseling tailored to the benefits and cost sharing of the specific e1nployer 
sponsored health plan, HIP Link members will also receive a member manual that serves as a comprehensive program guide 
and covers content relevant to niembers from eligibility, calculation of their contribution and the men1ber prepayment schedule. 
The member manual includes information on the benefits in HIP Link and the potential benefit differences between their HIP 
Link employer plan and the benefits available in HIP. The member manual details benefits that are available to the medically 
frail through the HIP State Plan benefit option. The 1nernber manual provides reference for the qualifying events, including 
becoming medically frail, that allow an individual to transfer from HIP Link back to HIP and provides a guide of how to 
request a transfer to IIIP utilizing the change reporting process. All HIP Link metnbers will receive a HIP Link member 
manual when they enroll into HIP Link. 

Provide a copy of the letter, etnaii text or other cotnmunication text that will be used to inform individuals about their options for 
enrollment. 

An attachment is submitted. 

When did/will the state/ten-itory inform the individuals? 

Applicants and current members that request a transfer to HIP Link will receive notification on the times outlined above. Depending on 
the start date of their HIP Link eligible ES!, applicants may be directly enrolled into HIP Link effective the first of the month in which 
they receive their eligibility notice. 
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Alternative Benefit Plan 

Please describe the state/tenitory's process for allowing individuals in the Section !902(a)(l0)(A)(i)(VIII) eligibility group who meet 
exemption criteria to disenroll fro1n the Alternative Benefit Plan defined using section 1937 requirements and enroll in the Alternative 
Benefit Plan defined as the state/territo1y's approved Medicaid state plan. 

The medically frail may disenroll from HIP Link at any time by contacting the Division of Family Resources and utilizing the existing 
change reporting process to request a transfer from HIP Link to HIP. Individuals requesting a transfer from HIP Link to HIP due to 
medically frail status are provided with a health condition questionnaire. To complete the transfer the individual must complete the 
questionnaire. The health conditions indicated by the individual are not subject to verification to transfer from HIP Link to HIP. The 
transfer to HIP will occur effective the first of the month following the receipt of the medically frail attestation fonn. 

[Z] The state/te1Titory assures it will document in the exempt individual1s eligibility file that the individual: 

a) Was informed in accordance with this section prior to enrollment; 

b) Was given ample time to arrive at an informed choice; and 

c) Chose to enroll in Alternative Benefit Pian coverage subject to section 1937 requirements or defmed as the state/territory's 
approved Medicaid state plan, which is not subject to section 1937 requiren1ents. 

Where will the information be documented? (Check all that apply) 

D In the eligibility system. 

D In the hard copy of the case record. 

[g] Other 

Desctibe: 

All individuals that enroll in HIP Link will may access options counseling through the enrollment broker and will be informed 
that upon enrollment into HIP Link they will be covered by their employer sponsored insurance and not HIP. Individuals that 
call for options counseling will have their request for counseling documented in the enrollment brokers call tracking system. 
Inforn1ation on how to access options counseling for HIP Link is provided in general HIP Link marketing and outreach 
materials, including materials posted online, member manuals and other me1nber matetial, all specific notices that go to 
individuals requesting HIP Link, and by the call center when members ask about HIP Link or request a transfer fro1n HIP to 
HIP Link. 

What documentation will be maintained in the eligibility file? (Check all that apply) 

D Copy of correspondence sent to the individual. 

D Signed documentation from the individual consenting to enrollment in the Alternative Benefit Plan. 

[g] Other 

Describe: 

Eligibility notices sent to HIP Link members infonn all members of the option for enrollment counseling via the enrollment 
broker and that individuals who are medically frail may disenroll at any time through the change reporting process. For 
individuals that contact the enrollment broker for specific options counseling, record that the individual took part in the 
enrolhnent counseling will be noted in the individuals record. Depending on if the individual contacts the enrolhnent broker 
for HIP Link options counseling during the application process or after being detennined eligible for HIP, the record of the 
counseling process may be associated with the n1ember1s name as provided to the enrollment broker, or the members 
identification number. 

TN#: 15-0014 ABP 2a Approval Date:10/6/15 

Effective Date: July 1, 2015 Indiana Page4 of5 



Alternative Benefit Plan 

[Z] The state/territo1y assures that it will maintain data that tracks the total nu1nber of individuals who have voluntarily enrolled in either 
Alternative Benefit Plan coverage subject to section 1937 requiren1ents or Alternative Benefit Plan coverage defined as the state/ 

territory1s approved Medicaid state plan, which is not subject to section 1937 requirements. 

Other infonnation related to benefit package selection assurances for exempt participants (optional): 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid Or..IB control nun1ber. The valid OMB control nu1nber for this infonnation collection is 0938-1148. The tiine required to complete 
this information collection is estimated to average 5 hours per response, including the time to revievv 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 fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

Attachment 3.1-L-D 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

V Clluntary Enrollnien(A,ssurances. for .. Eligibility Gr9ups ii.tl.ler•.tl.l1111 •the Ad\lltGJ"onp U,11,i;ler s~1:tion ·. ABP2b 
19()2(a)(lO)(A}(i)(VIII) Clftbe A.H · .. • .. ·· . .·· < > \ .. .\ ······.···• ·.··• • • 

These assurances must be made by the state/territory ifthe ABP Population includes any eligibility groups other than or in addition to the 
Adult eligibility group. 

When offering voluntary eru·ol!ment in an Alternative Benefit Plan (Bench1nark or Benchmark-_Equivalent), prior to enrollment: 

[Z] The state/territory must inform the individual they are exempt and the state/territory must comply \Vith all require1nents related to 
voluntary enrollment. 

[{]The state/teITitory assures it will effectively inform individuals who voluntary enroll of the following: 

a) Enrollment is voluntary; 

b) The individual may disenroll from the Alternative Benefit Plan at any time and regain immediate access to full standard state/ 
territory plan coverage; 

c) What the process is for disenrolling. 

[{] The state/territory assures it will inform the individual of: 

a) The benefits available under the Alternative Benefit Plan; and 

b) The costs of the different benefit packages and a comparison of how the Alternative Benefit Plan differs from the approved 
Medicaid state/territory plan. 

How will the state/territory inform individuals about voluntary enrollment? (Check all that apply.) 

IZJ Letter 

0Email 

IZJ Other: 

Describe: 

All HIP Link enrollees must make two distinct opt-in choices to enroll in HIP Link: (I) the HIP Link enrollee must have 
requested HIP Link as their coverage option and (2) the HIP Link enrollee must separately enroll with the employer in a HIP 
Link eligible health plan by completing the employer's enrollment paperwork. This opt in process for HIP Link is the same for 
populations that cannot have mandatory enrollment into an ABP including low income parents and caretakers, low income 19 
and 20 year olds, individuals eligible for transitional 1nedical assistance, and pregnant women who elect to stay in HIP Link at 
their annual redetermination. 

Enrollment for these volunta1y applicants follows the same process as described in ABP 2(a). The voluntaty enrollment 
process is the same for all members enrolling into HIP Link. Members with these eligibility types can be distinguished when 
the member calls to request a transfer to HIP Link. \Vhen requesting a transfer these 1nembers will be infonned that they may 
opt out of HIP Link at any time. Information on opting out of HIP Link is also included in the members eligibility notice, 
1nember manual, and general program FAQs. All materials and member contacts also advise the men1ber that the enrolln1ent 
broker can provide more detailed benefit infonnation on the differences between HIP and HIP Link. 

When members that are eligible for voluntary enrollment in the HIP Link ABP elect to disenroll from HIP Link they do so by 
contacting the Division of Family Resources utilizing the change reporting process and request to be transfered from HIP Link 
to HIP. The transfer is effective the first of the month following the receipt of the transfer request. The member is responsible 
for disenrolling from the employer sponsored insurance once the coverage is effective. 
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Ltke au appllcants and HIP members that request a transter to HIP Link, those e11g1ble tor voluntary enrollment in the f\J:jp will 
receive an eligibility notice from the state that informs them if their HIP Link eligibility was verified with their employer and if 
so, what their HIP Link start date is. This notice also provides infonnation on how to access enrollment counseling for 
information on the differences between the HIP and HIP Link benefit packages, advises the member that individuals exempt 
fron1 mandatory enrolhnent inay transfer from HIP to HIP Link at any ti1ne, and informs the n1ember that those age 19 and 20 
will receive EPSDT benefits that includes all medically necessary 1905(a) benefits via use of the HIP Link card if these 
benefits are not provided under their employer health plan. Information on enrollment counseling and the ability for some 
groups to transfer from HIP Link to IIIP at any time is also included in men1ber materials and HIP Link marketing and 
infonnational materials accessible through the HIP Link website. 

All members seeking counseling who are exempt frotn mandatory enrollment in ABP based on their case record, including 
Section 1931 low-inconie parents and caretakers, pregnant women, and transitional medical assistance, will receive counseling 
fron1 the enrollment broker about the the differences between the individual's current HIP State Plan benefits and the benefits 
available under the HIP Link approved ESI as.well as counseling on cost-sharing. The enrollment broker will have access to 
the benefit documents provided by the HIP Link approved employer health plans and the HIP Link Employer Counseling 
Teatn's plan review notes to assist them in advising the metnber on the differences between HIP Basic, HIP Plus, and the HIP 
State Plan benefits. For applicants and prospective applicants, the enrollment broker will ask basic income questions and 
advise individuals with income levels that may qualify them as a low-income parent and caretaker that they tnay be eligible for 
additional benefits not present in commercial coverage through the HIP State Plan benefit package if they are found eligible for 
those benefits in HIP. Enrollment counseling is not required for applicants or me1nbers to enroll in IIIP Link, but it is an option 
for all prospective HIP Link enrollees including low-inco1ne parents and caretakers, transitional medical assistance, and 
pregnant women. Enrollment counseling continues to be available after the individual enrolls in I-IIP Link to help individuals 
decide ifHIP Link retnains the best coverage option. Those exempt from mandatory enrollment in an ABP can leverage 
ongoing enrolbnent counseling to support decision making around transfen·ing from HIP Link to HIP. 

In addition to the eligibility notice and enrollment counseling tailored to the benefits and cost sharing of the specific employer 
sponsored health plan, HIP Link members will also receive a member manual that serves as a co1nprehensive progran1 guide 
and covers content relevant to 1nen1bers fron1 eligibility, calculation of their contribution and the member prepayment schedule. 
The member manual includes information on the benefits in HIP Link and the potential benefit differences between their HIP 
Link employer plan and the benefits available in HIP. The member manual details benefits that are available to the populations 
exempt from mandatory enrollment in an ABP through the HIP State Plan benefit option. The rnember manual provides 
reference for the qualifying events, including becoming medically frail, that allow an individual to transfer from HIP Link back 
to HIP and provides a guide of how to request a transfer to IDP utilizing the change reporting process. All HIP Link members 
will receive a HIP Link member 1nanual when they enroll into HIP Link. 

Provide a copy of the letter, email text or other communication text that will be used to inform individuals about voluntary enrollment. 

I An _attachment is submitted. I 
When did/will the state/territory inform the individuals? 

Applicants and cun·ent metnbers that request a transfer to HIP Link will receive notification on the times outlined above. Depending on 
the start date of their HIP Link eligible ES!, applicants may be directly enrolled into HIP Link effective the first of the month in which 
they receive their eligibility notice. 

Please describe the state/territo1y1s process for allowing voluntarily enrolled individuals to disenroll. 

Section 1931 Parents and Caretakers, low-inco1ne 19 and 20 year olds, individuals eligible for transitional n1edical assistance, and 
pregnant wo1nen may disenroll from I-IIP Link at any time by contacting the Division of Family Resources and utilizing the existing 
change reporting process to request a transfer from HIP Link to HIP. Disenro\lment for these populations will be effective the first of 
the month following the diseru·olln1ent request. 

[Z] The state/territory assures it will document in the exempt individual's eligibility file that the individual: 
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Alternative Benefit Plan 

a) Was informed in accordance with this section prior to enrolln1ent; 

b) Was given ample time to arrive at an informed choice; and 

c) Voluntarily and affinnatively chose to enroll in the Alternative Benefit Plan. 

Where will the information be documented? (Check all that apply.) 

D In the eligibility system. 

D In the hard copy of the case record. 

IZJ Other: 

Describe: 

All individuals that enroll in HIP Link will may access options counseling through the enrolltnent broker and will be info1med 
that upon enrollment into HIP Link they will be covered by their employer sponsored insurance and not HIP. Individuals that 
call for options counseling will have their request for counseling documented in the enrolln1ent brokers call tracking system. 
Information on how to access options counseling for HIP Link is provided in general HIP Link 1narketing and outreach 
materials, including materials posted online, member manuals and other member material, all specific notices that go to 
individuals requesting HIP Link, and by the call center when members ask about HIP Link or request a transfer fro1n HIP to 
HIP Link. 

What documentation will be maintained in the eligibility file? (Check all that apply.) 

D Copy of correspondence sent to the individual. 

D Signed documentation from the individual consenting to enrollment in the Alternative Benefit Plan. 

0 Other: 

Describe: 

Eligibihty notices sent to HIP Link men1bers inform all members of the option for enrolln1ent counseling via the enrolltnent 
broker. That individuals who are exen1pt from 111andatory ABP enrollment may disenroll at any time through the change 
reporting process is detailed in the HIP Link me1nber manual . For individuals that contact the enrollment broker for specific 
options counseling, record that the individual took part in the enrolhnent counseling will be noted in the individuals record. 
Depending on if the individual contacts the enrollment broker for HIP Link options counseling during the application process 
or after being detennined eligible for HIP, the record of the counseling process may be associated with the member's name as 
provided to the enrollment broker, or the 1nembers identification nu1nber. 

fZ] The state/territory assures that it will maintain data that tracks the total nun1ber of individuals who have voluntarily enrolled in an 
Alternative Benefit Plan and the total number who have disenrolled. 

Other Infonnation Related to Enrollment Assurance for Voluntary Participants (optional): 
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PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control nu1nber. The valid OMB control nu1nber for this infonnation collection is 0938-1148. The time required to complete 
this infon11ation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concetning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3.1-L-0 

EnnillmentAssufances - Mandatory}larticipanj:s_ 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

These assurances must be made by the state/ten·ito1y if enrollment is mandatory for any of the target populations or sub-populations. 

When mandatorily enrolling eligibility groups in an Alternative Benefit Plan (Benchmark or Benchmark-Equivalent Plan) that could have 
exempt individuals, prior to enrollment: 

12] The state/territory assures it will appropriately identify any individuals in the eligibility groups that are exempt from mandatory 
enroll1nent in an Alternative Benefit Plan or individuals who 1neet the exemption criteria and are given a choice of Alternative Benefit 
Plan coverage defined using section 1937 requirements or Alten1ative Benefit Plan coverage defined as the state/territory's approved 
Medicaid state plan, not subject to section 1937 requirements. 

How will the state/territory identify these individuals? (Check all that apply) 

IZJ Review of eligibility criteria (e.g., age, disorder/diagnosis/condition) 

Describe: 

Individuals that are already enrolled in HIP may request transfer to HIP Link at any time. Medically frail HIP enrollees will be 
identified in HIP and if they request to transfer to Link, they may return to HIP through the standard change reporting process. 

121 Self-identification 

Describe: 

Individuals that develop a condition that qualifies as medically frail may report this condition at any time to the state through 
the standard change reporting process. If an individual reports that they have developed a condition that qualifies them as 
medically frail, they may leave HIP Link at any time by completing and retu1ning the health condition frail questionnaire. If 
they request a transfer from HIP Link to HIP, their condition will be verified at the start of their HIP enrollment. 

D Other 

0 The state/territory must infonn the individual they are exempt or meet the exemption criteria and the state/territory must co1np\y with 
all requirements related to voluntary enrollment or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" 
eligibility group, optional enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements or Alternative 
Benefit Plan coverage defined as the state/territory's approved Medicaid state plan. 

[{] The state/territory assures that for individuals who have becotne exe1npt from enrollment in an Alternative Benefit Plan, the state/ 
territo1y must inform the individual they are now exe1npt and the state/ten·itory must comply with all requirements related to 
voluntary enrolhnent or, for beneficiaries in the "Individuals at or below 133% FPL Age 19 through 64" eligibility group, optional 
enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage 
defined as the state/territory1s approved Medicaid state plan. 

How will the state/territory identify if an individual becomes exempt? (Check all that apply) 

D Review of claims data 

121 Self-identification 

D Review at the time of eligibility redetermination 

D Provider identification 
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D Change in eligibility group 

D Other 

How frequently will the state/territory review the Alternative Benefit Plan population to determine if individuals are exe1npt fron1 
mandatory enrollment or meet the exemption criteria? 

r Monthly 

r Quarterly 

r Annually 

r Ad hoc basis 

(o' Other 

Describe: 

Individuals enrolled in HIP Link who are medically frail may leave HIP Link at any time and return to HIP. Transfers from 
HIP Link to HIP are effective the first of the month following the receipt of the medically frail questionnaire. To return to 
enro1ltnent in HIP, the individual will report that they have developed a condition, complete and return the health condition 
questionnaire, and request to transfer from HIP Link to HIP. Individuals transfered to HIP will have their condition verified in 
accordance with the HIP Plus or HIP Basic ABP medically frail verification process utilizing the Millirnan Underwriting 
Guidelines. 

0 The state/ten·itory assures that it will promptly process all requests made by exempt individuals for disenrollment from the Alternative 
Benefit Plan and has in place a process that ensures exempt individuals have access to all standard state/territory plan services or, for 
beneficiaries in the "Individuals at or below 133o/o FPL Age 19 through 64" eligibility group, optional enrollment in Alternative 
Benefit Plan coverage defined using section 1937 requirements, or Alte111ative Benefit Plan coverage defined as the state/te1Titory's 
approved Medicaid state plan. 

Describe the process for processing requests made by exempt individuals to be disenrolled from the Alternative Benefit Plan: 

The medically frail may disenroll fro1n HIP Link at any thne by contacting the Division of Family Resources and utilizing the change 
reporting process to request a transfer from HIP Link to HIP. Individuals requesting a transfer from HIP Link to HIP due to medically 
frail status are provided with a health condition questionnaire and to co1nplete the transfer the individual must con1plete the 
questionnaire. The health conditions indicated by the individual are not subject to verification to transfer from HIP Link to HIP but will 
be verified in HIP as detailed by the HIP Basic and HIP Plus ABPs. 

Other Information Related to Enrollment Assurance for Mandatory Participants (optional): 

Individuals who have depleted funds in their power account are subject to additional cost-effectiveness analysis and may be transferred 
back to HIP Plus or Basic. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3.1-L-D 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Select one of the following: 

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

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

Nameofbenefitpackage: LIH_IP~L~in_k~~~~~~~~~~~~~~~~~~~..JI 

Selection of the Section 1937 Coverage Option 

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

(0 Benchmark Benefit Package. 

('Benchmark-Equivalent Benefit Package. 

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

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

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

l A comn1ercial HMO with the largest insured commercial, non-Medicaid enrollment in the state/territory (Com1nercial 
HMO): 

le Secretary-Approved Coverage. 

TN#: 15-0014 
Indiana 

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

(e' The state/te1Titory offers an array of benefits fro1n the section 1937 coverage option and/or base benchmark plan 
benefit packages, or the approved state plan, or from a combination of these benefit packages. 

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

The HIP Link benefits are benchmarked to the Indiana Essential Health Benefits Benchmark. Through 2017 the 
Indiana Essential Health Benefit Benchmark is the Anthem Small Group Blue Access PPO plan. HIP Link 
coverage will be offered through employer sponsored health plans. To be eligible for HIP Link, employer 
sponsored health plans will be reviewed by the state to confirm that (I) the Indiana Department of Insurance has 
already certified the plan as meeting the Indiana Essential Health Benefit requirements, (2) that the Indiana 
Family and Social Services HIP Link Employer Counseling Team has reviewed the benefits offered in the plan 
and indicated that the plan meets the HIP Link minimum value requirements and essential health benefit 
require1nents that are the floor of coverage as detailed in ABP 5. 

Variation in benefits from the essential benefits offered in the Indiana essential health benefits is permitted when 
one of the following pathways to review and approve En1ployer Plans for HIP Link ABP is utilized: 
*For plans found compliant by the Indiana Department of Insurance for the QHP or small group essential health 
benefits, no further EHB review is needed. 'These plans are substantially equal to the HIP Link ABP. 
*After determination by the state that EHB is met in each ESI plan, plans that are found to offer benefits at least 
equal to the floor of coverage in the HIP Link ABP are considered substantially equal to the ABP. 
*For ESI plans \Vith variations in benefits frotn the HIP Link ABP floor of coverage there are two paths: 

ABP3 Approval Date:10/6/15 
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a. Use the bencn1uark-equ1valent pathway to cteterm1ne aggregate actuar1a1 value or an ESI plan anCl co1npare rt 
to the actuarial value of the HIP Link ABP, following the process described in 440.335 and 440.340, OR 

b. Demonstrate actuarial equivalence on a benefit to benefit basis within the sa111e EHB catego1y for those 
different benefit/s offered in the ES! plan to those offered in the HIP Plink ABP 

If the employee plan has the same set of benefits as the HIP Link base benchmark, but is more limited in its 
amollllt, duration and scope, the state will ensure that these services are provide.cl to the level in the base 
benchmark through the HIP Link POWER account. 

EPSDT services for 19 and 20 year olds are assured separately without limitations and are covered through the 
HIP Link member eligibility card and POWER account. All other benefits and limitations are detailed in ABP 5, 
the HIP 2.0 1115 demonstration, and the associated HIP Link protocol. 

Selection of Base Benchmark Plan 

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

The Base Bench1nark Plan is the satne as the Section 193 7 Coverage option. ~ 

Indicate which Benchmark Plan described at 45 CFR 156.lOO(a) the state/tmitory will use as its Base Benchmark Plan: 

le Largest plan by enrolhnent of the three largest small group insurance products in the state1s small group market. 

r Any of the largest three state employee health benefit plans by enrollment. 

r Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment. 

(" Largest insured commercial non-Medicaid H.MO. 

Plan name: !Anthem Blue PPO SG Option 6 

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

The state assures that all services in the base benchn1ark have been accounted for throughout the benefit chart found in ABP5. 
The state assures the accuracy of all information in ABP5 depicting amount, duration and scope parameters of services authorized in the 
base benchmark. 

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 tl1is information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and co1nplete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attaclunent 3 .1-L- D 
OMB Conu·ol Number: 0938-1148 

OMB Expiration date: 10/3112014 

Alfornativ~ Benefit Plan CQst~Sharing .ABP4. 

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

Attaclunent 4.18-A may be revised to include cost sharing for ABP se1vices that are not otherwise described in the state plan. Any such 
cost sharing must comply with Section 1916 of the Social Security Act. 

The Alternative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in 
Attachment 4.18-A. EJ 

D The state/territory has completed and attached to this submission Attachment 4.18-F to indicate the Alternative Benefit Plan's 
cost-sharing provisions that are different fron1 those otherwise approved in the state plan. 

An' attachment is submitted. 

Other Info1mation Related to Cost Sharing Requirements (optional): 

A description of the HIP Link cost sharing is contained Indiana's HIP 2.0 1115 Demonstration and associated HIP Link protocol. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The tilne required to coinplete 
this information collection is estimated to average 5 hours per response, including the tin1e to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

Attachment 3.1-L-D 
OMB Control Number: 0938- l 148 

OMB Expiration date: 10/31/2014 

Benefits pescription 

The state/territory proposes a ''Benchmark-Equivalent" benefit package. E 
Benefits Included in Alternative Benefit Plan 

Enter the specific name of the base benchmark plan selected: 

Blue 5 Blue Access PPO Medical Option 6 Rx Option G 
Anthem Ins Companies Inc (Anthem BCBS) 

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

!Secretary-Approved 
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~ 1. Essential Health Benefit: Ambulatory patient services Collapse All D 
Benefit Provided: Source: 

jPrimary Care Visit to Treat an Injury or Illness 1 IBase Benchmark Small Group 11 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I !None 

Scope Limit: 

None 

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

For authorization, the 1nember's primruy coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the metnber and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

!specialist visit 
I 

IBase Benchmark Small Group 11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Dw·ation Limit: 

None I !None 

Scope Limit: 

None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

For authorization, the member's primary coverage provided through the employer sponsored insurance 1nay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatn1ent. 

Benefit Provided: 

!other practitioner office visit (e.g. nurse, PA) 

Authorization: 

Other 

Ainount Limit: 

None 

TN#: 15-0014 
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Source: 

1 IBase Benchmark Small Group 

Provider Qualifications: 

I !state Plan & Public Employee/Commercial Plan 

Duration Limit: 

I !None 
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Scope Limit: 

None I 
Other information regarding this benefit, including the specific na1ne of the source plan if it is not the base 
benchmark plan: 

For authorization, the n1ernber's primary coverage provided through the en1ployer sponsored insurance n1ay 
require prior authorization. Prior authorization may include but is not li1nited to provision of general 
n1ember infonnation, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

Benefit Provided: Source: 

!outpatient facility (e.g. Amb. surgery center) [ !Base Benchmark Small Group 11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Li1nit: Duration Limit: 

None [!None 

Scope Litnit: 

None 

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

For authorization, the 1nen1ber's prima1y coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the tnedical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treat1nent. 

Benefit Provided: Source: 

!outpatient surgery physician/surgical services 1 IBase Benchmark Small Group 11 

Authorization: Provider Qualifications: 

Other [ [state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Lilnit: 

None I [None 

Scope Limit: 

None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchn1ark plan: 

For authorization, the member's primary coverage provided through the employer sponsored insurance niay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 
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Benefit Provided: Source: 

!Private Duty Nursing I IBase Benchmark Small Group 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

ls2 visit per plan year, 164 per lifetime I !None 

Scope Lin1it: 

None 

Other infonnation regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

Base benchmark contained a $50,000 per benefit period (benchmark plan limit) which is equal to 82 visits 
per benefit period in the Indiana EHB. $100,000 per lifetime (benchmark plan limit) is equal to 164 visits 
per lifetime in the Indiana EHB. Limit applies to in-hotne setting, service is non-covered in an inpatient 
setting. 

For authorization, the me1nber's pritnary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization n1ay include but is not limited to provision of general 
me1nber information, a justification of services rendered for the medical needs of the 1nember and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

!Urgent Care Centers or Facilities I !Base Benchmark Small Group 

Authorization: Provider Qualifications: 

None I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I INone 

Scope Li1nit: 

None 

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

Benefit Provided: 

IH01ne Health Care Services 

Authorization: 

Other 

Amount Limit: 

190 visits per plan year 

TN#: 15-0014 
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Source: 

I !Base Benchmark Small Group 

Provider Qualifications: 

I I state Plan & Public Employee/Commercial Plan 

Duration Limit: 

I !None 
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Scope Limit: 

Me1nber 1nust be confined to the home for medical reasons and be physically unable to obtain needed I 
medical services on an outpatient basis. Custodial care is not covered. 

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

Home Health Care includes professional, technical, and health aide services. Does not include in home 
manipulation therapy. 

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not lin1ited to provision of general 
member information, a justification of services rendered for the medical needs of the inetnber and a planned 
course of treatn1ent, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

!Dialysis I IBase Benchmark Small Group 
11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

An1ount Limit: Duration Li1nit: 

None I !None 

Scope Limit: 

None 

Other information regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

For authorization, the n1ernber's primary coverage provided through the etnployer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
n1ember information, a justification of services rendered for the medical needs of the member and a planned 
course of treahnent, if applicable, as related to the nu1nber of services provided and duration of treattnent. 

Benefit Provided: Source: 

!Radiation Therapy I !Base Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Lin1it Duration Limit: 

None I !None 

Scope Limit: 

None 

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

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
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member 1ntonnat1on, aJUStitlcat1on ot services rendered tor the medical needs ot the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

I 
Benefit Provided: Source: 

!chemotherapy I !Base Benchmark Small Group 
11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Liinit: 

None I INone 

Scope Limit: 

None 

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

For authorization, the n1ernber's prin1ary coverage provided through the e1nployer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
tne1nber information, a justification of services rendered for the n1edica( needs of the member and a planned 
course of treat1nent, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

!Infusion Therapy I !Base Bench1nark Small Group 
11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan I 
Amount Limit: Duration Limit: 

None j jNone 

Scope Li1nit: 

None 

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

For authorization, the me1nber's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not li1nited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the nu1nber of services provided and duration of treatment. 

Benefit Provided: Source: 

!Renal Dialysis/Hemodialysis I !Base Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other j jstate Plan & Public Employee/Commercial Plan 
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s Alternative Benefit Plan 

Amount Li1nit: Duration Limit: 

None I !None I 
Scope Limit: 

None 

Other information regarding this benefit, including the specific na1ne of the source plan if it is not the base 
benchmark plan: 

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
member infonnation, a justification of services rendered for the medical needs of the men1ber and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

Benefit Provided: Source: 

!Allergy Treatment 
I 

IBase Benchmark Small Group 
11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Ainount Limit: Duration Limit: 

None I !None 

Scope Litnit: 

None 

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

For authorization, the member's primary coverage provided through the e1nployer sponsored insurance tnay 
require prior authorization. Prior authorization may include but is not li1nited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatlnent. 

Benefit Provided: Source: 

!Dental Services for accidental injury I !Base Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Lhnit: 

None I !None 

Scope L..imit: 

I Coverage for treat1nent performed within 12 n1onths of injury. Da1nage to teeth due to chewing or biting 
not considered accidental injury and is not covered. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
bench1nark plan: 

Benefit limited to $3,000 of coverage. For authorization, the me1nber's prima1y coverage provided through 
the employer sponsored insurance may require prior authorization. Prior authorization niay include but is 

TN#: 15-0014 
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s Alternative Benefit Plan 

not Hm1ted to prov1s1on or general member 1nrormat1on, aJustn1cat1on or services renaerea tor tne mct11ca1 
needs of the 1nember and a planned course of treatment, if applicable, as related to the nu1nber of services 
provided and duration of treatment. I Reinove I 

Benefit Provided: Source: 

!clinical trials for cancer treatlnent I !Base Benchmark Small Group 11 
Remove I 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I INone 

Scope Limit: 

None 

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

For authorization, the member's primary coverage provided through the e1nployer sponsored insurance may 
require prior authorization. Prior authorization may include but is not liinited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treattnent. 

Benefit Provided: Source: 

!Voluntary sterilization for n1ales I !Base Benchmark Small Group 
11 

Remove I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Liinit: 

None I !None 

Scope Limit: 

!None 

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

For authorization, the 1ne1nber's prilnary coverage provided through the etnployer sponsored insurance may 
require prior authoti.zation. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the 1nedical needs of the member and a planned 
course of treattnent, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

l™J 1 IBase Benchmark Small Group I 
Authorization: Provider Qualifications: 

I other I !state Plan & Public Employee/Commercial Plan 

TN#: 15-0014 
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Alternative Benefit Plan 

Amount Lin1it: Duration Limit: 

None \\None I Remove I 
Scope Limit: 

None I 
Other info1mation regarding this benefit, including the specific naine of the source plan if it is not the base 
benchn1ark plan: 

For authorization, the inember's pri1nary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member infonnation, a justification of services rendered for the tnedical needs of the member and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

Benefit Provided: Source: 

!chiropractic I !Base Bench1nark S1nall Group 
11 

Remove I 
Authorization: Provider Qualifications: 

Other \ !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

!12 visits per plan year I !None 

Scope Lin1it: 

Covers spinal 1nanipulation and 1nanual medical intervention services including OMT. Services not 
covered in an in home setting. 

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

Visit limit is for all manipulation treatments including chiropractic and osteopathic manipulation treatment. 

For authorization, the 1nember's prin1ary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
me1nber infonnation, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

I 
Add 
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Alternative Benefit Plan 

2. Essential Health Benefit: Emergency services Collapse All D 
Benefit Provided: Source: 

IEtnergency Depa1irnent Services I IBase Benchmark Small Group 11 
Remove 

Authorization: Provider Qualifications: 

IN one I !state Plan & Public Employee/Commercial Plan I 
Amount Lin1it: Duration Limit: 

!None I !None I 
Scope Limit: 

\None I 
Other infonnation regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

I I 

Benefit Provided: Source: 

!Emergency Transportation (e.g. Ambulance) l IBase Benchmark Sn1all Group 11 
Remove 

Authorization: Provider Qualifications: 

IN one I !state Plan & Public Employee/Commercial Plan I 
Amount Limit: Duration Limit: 

IN one J INone I 

Scope Limit: 

jcoverage for transportation to etnergency services only. I 
Other information regarding this benefit, including the specific natne of the source plan if it is not the base 
benchmark plan: 

I I 

I 
Add 
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Alternative Benefit Plan 

3. Essential Health Benefit: Hospitalization Collapse All D 
Benefit Provided: Source: 

Impatient hospital services (e.g. Hospital stay) 1 IBase Benchmark Small Group 
11 

Remove 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I INone 

Scope Lin1it: 

None 

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

For authorization, the me1nber's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
member infonnation, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

Impatient physician and surgical services 1 IBase Benchmark Small Group 
11 

Remove' 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I INone 

Scope Limit: 

None 

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

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

IHun1an organ and tissue transplant services 1 IBase Benchmark Small Group I 
Authorization: Provider Qualifications: 

I other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Litnit: 

I other I !None 

TN#: 15-0014 
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Alternative Benefit Plan 

Scope Limit: 

Medically necessary human organ and tissue transplant services. When a human organ or tissue transplant I Remo-Ve' I 
is provided frotn a living donor to a covered person, both the recipient and the donor n1ay receive the 
benefits of the health plan. 

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

Unrelated Donor Searches is \i1nited to $30,000 per transplant. 

For authorization, the me1nber's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not lin1ited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatn1ent, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

IN on-cosmetic reconstructive surgery I jBase Benchmark Small Group 11 
Remove I 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Lin1it: 

None I !None 

Scope Limit: 

Certain reconstructive services required to correct a deformity caused by disease, trauma, congenital 
anomalies, or previous therapeutic process are covered. 

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

For authorization, the member's primary coverage provided through the en1ployer sponsored insurance n1ay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a platmed 
course of treatment, if applicable, as related to the number of services provided and duration of treat1nent. 

Benefit Provided: Source: 

IMastectorny - Reconstructive surgery I jBase Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I !None 

Scope Limit: 

None 

Other information regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

For authorization, the me111ber's prima1y coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 

TN#: 15-0014 ABP 5 Approval Date: l U/b/ l) 
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Alternative Benefit Plan 

member 1nto1mation, a.1ust1t1cat1on ot services rendered tor tne mea1ca1 neeas or tne 1nernoer ana a pianneu 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

I Remove 

Benefit Provided: Source: 

!Anesthesia I !Base Benchmark Small Group 11 
Remove 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I !None 

Scope Limit: 

None 

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

For authorization, the n1ember's primary coverage provided through the employer sponsored insurance 1nay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
1nember information, a justification of services rendered for the medical needs of the 1nember and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

I Add 
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Alternative Benefit Plan 

4. Essential Health Benefit: Maternity and newborn care Collapse All D 
Benefit Provided: Source: 

!Prenatal and postnatal care I !Base Benchmark Small Group 11 
Remove 

Authorization: Provider Qualifications: 

Other I lstate Plan & Public Employee/Commercial Plan 

Amount Li1nit: Duration Limit: 

None I !None 

Scope Limit: 

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

For authorization, the rnen1ber's pritnary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the inedical needs of the me1nber and a planned 
course of treatment, if applicable, as related to the nuinber of services provided and duration of treatment. 

Benefit Provided: Source: 

!Delivery and all inpatient services for maternity 1 IBase Benchmark Small Group 11 ·Remove 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None j INone 

Scope Li1nit: 

!surrogate services not covered I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

For authorization, the member's primary coverage provided tlu·ough the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member info1mation, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

I 
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Alternative Benefit Plan 

5. Essential Health Benefit: Mental health and substance use disorder services including Collapse All D 
behavioral health treat1nent 

Benefit Provided: Source: 

!Mental/behavioral health outpatient services f IBase Benchmark Small Group 11 

Authorization: Provider Qualifications: 

Other \ !state Plan & Public Employee/Commercial Plan 

Amount Limit: Dw-ation Limit: 

None \\None 

Scope Limit: 

None 

Other information regarding this benefit, including the specific na1ne of the source plan if it is not the base 
benchmark plan: 

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatn1ent. 

Benefit Provided: Source: 

!Mental/behavioral health inpatient services 1 IBase Benchmark Small Group 
11 

Authorization: Provider Qualifications: 

Other [ !state Plan & Public Employee/Commercial Plan 

An1ount Limit: Duration Lin1it: 

None [!None 

Scope Limit: 

!custodial care and residential treatment services are not covered. 

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

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
men1ber infonnation, a justification of services rendered for the medical needs of the member and a planned 
course of treatinent, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: 

I Substance abuse disorder outpatient services 

Authorization: 

father 
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Amount Lin1it: Duration Limit: 

None I INone I Remove 

Scope Limit: 

None I 
Other infonnation regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

For authorization, the me1nber's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization lnay include but is not limited to provision of general 
me1nber information, a justification of services rendered for the medical needs of the men1ber and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

Benefit Provided: Source: 

!substance abuse disorder inpatient services 1 IBase Benchmark Small Group 
11 

Remove 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I !None 

Scope Limit: 

Custodial care and residential treatment services are not covered. 

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

For authorization, the member's primary coverage provided through the einployer sponsored insurance may 
require prior authorization. Prior authorization may include but is not li1nited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

I Add 

TN#: 15-0014 
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Alternative Benefit Plan 

6. Essential Health Benefit: Prescription drugs 

Benefit Provided: 

Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the 
same number of prescription drugs in each category and class as the base benchmark. 

Prescription Drug Limits (Check all that apply.): Authorization: Provider Qualifications: 

0 Limit on days supply IYes I 
~tate licensed 

I 

0 Limit on number of prescriptions 

0 Limit on brand drugs 

0 Other coverage litnits 

0 Preferred drug list 

Coverage that exceeds the minimum requirements or other: 

The prescription drug benefit will offer comprehensive coverage substantially equivalent to the state 
essential health benefit benchmark. Fonnularies may vary by employer plan. All fo1mularies will be 
reviewed for comprehensiveness and compliance with the CCIIO-non-discriminatory benefit design 
checks as detailed in the ABP 5 supplemental plan review information. 

Prescription supply may be limited to 30 days for retail pharmacy and up to 90 days for mail service. 

Exclusions or non covered drugs may include over the counter drugs and drugs with over the counter 
equivalents; Drugs for weight loss; Nutritional and/or dietary supplements; drugs for the treatment of 
sexual or erectile dysfunction or inadequacies; fertility drugs; human growth hormone for children born 
s1nall for gestational age; treatment of onchomycosis. 

Exact coverage may vary by approved HIP Link employer plan. For authorization, the metnber's prin1ary 
coverage provided through the employer sponsored insurance may require prior authorization. Prior 
authorization may include but is not li1nited to provision of general n1ember infonnation, a justification of 
services rendered for the 1nedical needs of the me1nber and a planned course of treat1nent, if applicable, as 
related to the nu1nber of services provided and duration of treat1nent. 
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7. Essential Health Benefit: Rehabilitative and habilitative services and devices Collapse All D 
Benefit Provided: Source: 

jskilled Nursing Facility I IBase Benchmark Small Group 
11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Lin1it: Duration Limit: 

190 days per plan year I !None 

Scope Limit: 

lcustodia! care is not covered. I 
Other information regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

For authorization, the member's pri1na1y coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
me1nber information, a justification of services rendered for the medical needs of the 1ne1nber and a planned 
course of treatment, if applicable, as related to the nutnber of services provided and duration of treatment. 

Benefit Provided: Source: 

!Physical, Speech and Occupational Therapy 1 IBase Benchmark Small Group 
11 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

120 visits per therapy per plan year I !None 

Scope Li1nit: 

Visit limit includes both rehabilitative and rehabilitative services 

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

Coverage provided for at least 20 visits for each of the following: physical therapy, occupational therapy, 
speech therapy. 

For authorization, the member's pritnary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not Jim ited to provision of general 
member infonnation, a justification of services rendered for the medical needs of the me1nber and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: 

IDtrrable medical equipment 

Authorization: 

Other 

TN#: 15-0014 
Indiana 
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I !state Plan & Public Employee/Commercial Plan 

ABP5 Approval Date: 10/6/15 
Effective Date: July 1, 2015 

Remove I 

Ren1ove I 

Page 18 of33 



s Alternative Benefit Plan 

Amount Limit: Duration Limit: 

None I !None I Remove 

Scope Limit: 

Other information regarding this benefit, including the specific na1ne of the source plan if it is not the base 
benchmark plan: 

For authorization, the rne1nber's pri1nary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member infonnation, a justification of services rendered for the inedical needs of the 111e1nber and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 
Rental caps and titne frame li1nitations may vary between plans. 

Benefit Provided: Source: 

!vision correction after surgery or accident 1 IBase Benchmark Small Group 
11 

Remove 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Ainount Limit: Duration Litnit: 

None I !None 

Scope Limit: 

!covered if inedically necessary. I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

For authorization, the member's primary coverage provided through the en1ployer sponsored insurance 1nay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
inember information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatn1ent. 

Benefit Provided: Source: 

!Inpatient rehabilitation therapy I !Base Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

160 days per benefit year I !None 

Scope Limit: 

Pulmonary rehab in the acute inpatient setting is not covered. 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
bench111ark plan: 

Limit is combined for all inpatient rehabilitation types. For authorization, the metnber's primary coverage 

TN#. 15-0014 
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proviaea"ffirougli flie en1pToyer sponsored insurance may require prior aufflonzat1on. Pnor authonzat1on 
may include but is not limited to provision of general n1ember information, a justification of services 

I Rem:ove- I rendered for the medical needs of the 1nember and a planned course of treatment, if applicable, as related to 
the number of services provided and duration of treatment. 

Benefit Provided: Source: 

!Prosthetics I !Base Benchmark Small Group 11 
Reinove I 

Authorization: Provider Qualifications: 

Other I lstate Plan & Public Employee/Commercial Plan 

A1nount Limit: Duration Lin1it: 

None I !None 

Scope Limit: 

[covered if medically necessary. 
I 

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

A prosthetic device n1eans an artificial arm or leg or any po1tion of limb. Covered services include the 
purchase, replacement or adjustment of artificial limbs when required due to a change in a benficiaries 
physical condition or body size due to normal growth. 

For authorization, the member's primary coverage provided tlu·ough the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

lothotics 
I 

IBase Benchmark Small Group 11 
Remove I 

Authorization: Provider Qualifications: 

Other I lstate Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

!None I !None 

Scope Limit: 

!covered if medically necessary. 
I 

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

Orthotic devices are covered under this benefit as braces or supports designed as part of the artificial arm or 
leg. 

For authorization, the 1nember's prin1ary coverage provided through the einployer sponsored insurance may 
require prior authorization. Prior authorization n1ay include but is not limited to provision of general 
member infom1ation, a justification of services rendered for the 1nedical needs of the me1nber and a planned 
course of treabnent, if applicable, as related to the number of services provided and duration of treatment. 

ASP 5 TN#: 15-0014 
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Benefit Provided: Source: 

!Medical supplies I !Base Benchmark Small Group 
11 

Remove I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Atnount Limit: Duration Litnit: 

None i jNone I 
Scope Limit: 

!covered if medically necessary. I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit includes but rnay not be limited to diabetic supplies and equipment~ casts, dressings, splints, and 
other devices used for reduction of fractures and dislocations. 

For authorization, the member's primary coverage provided through the e1nployer sponsored insurance 1nay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatn1ent, if applicable, as related to the number of services provided and duration of treatinent. 

Benefit Provided: Source: 

!Hospice Services I IBase Benchmark Small Group 
11 

RemO-Ve I 
Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Atnount Limit: Duration Limit: 

None I INone 

Scope Limit: 

To be eligible for Hospice benefits, the patient must have a life expectancy of six months or less, as 
confirmed by the attending Physician. Covered Services will continue if the Member lives longer than six 
months. Housekeeping services not covered 

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

For authorization, the me1nber's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization inay include but is not limited to provision of general 
me1nber infonnation, a justification of services rendered for the medical needs of the inember and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

Benefit Provided: Source: 

!Autistn Services I IBase Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 
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Alternative Benefit Plan 

Amount Lilnit: Duration Limit: 

None l [None I Remove I 
Scope Limit: 

See below. 

Other infonnation regarding this benefit, including the specific nan1e of the source plan if it is not the base 
bench1nark plan: 

Coverage is provided for the treatn1ent of pervasive developmental disorders. Treatment is limited to 
services prescribed by a physician in accordance with a treatment plan. Pervasive developmental 
disorder means a neurological condition, including Asperger's syndrome and autis1n, as defined in the 
most recent edition of the Diagnostic and Statistical Manual of Mental Disorders of the American 
Psychiatric Association. 

For authorization, the member's primary coverage provided through the employer sponsored insurance n1ay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
n1ember information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatinent. 

Benefit Provided: Source: 

!cardiac Therapy I !Base Benchmark Small Group 11 
Remove I 

Authorization: Provider Qualifications: 

Other \ I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

136 visits per plan year I \None 

Scope Limit: 

None 

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

Coverage provided for 36 visits of cardiac therapy. 

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authoiization. Prior authorization may include but is not li1nited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatlnent. 

Benefit Provided: Source: 

!Pulmonary Therapy I !Base Benchmark Small Group I 
Authorization: Provider Qualifications: 

Other \ \state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

!20 visits per plan year I !None 
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Alternative Benefit Plan 

Scope Limit: 

None 

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

Coverage provided for 20 visits per plan year. 

For authorization, the me1nber's pritnruy coverage provided through the etnployer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of b·eatrnent. 

Remove 

Add 
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Alternative Benefit Plan 

8. Essential Health Benefit: Laboratory services Collapse All 0 
Benefit Provided: Source: 

!Diagnostic test (e.g. lab work) I !Base Benchmark Small Group 11 

Authorization: Provider Qualifications: 

Other [ [state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None [!None 

Scope Limit: 

None 

Other information regarding this benefit, including the specific nan1e of the source plan if it is not the base 
bench1nark plan: 

For authorization, the men1ber's primruy coverage provided through the employer sponsored insurance 1nay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
me1nber information, a justification of services rendered for the 1nedical needs of the 1nen1ber and a planned 
course of treatment, if applicable, as related to the nu1nber of serVices provided and duration of treatment. 

Benefit Provided: Source: 

!Imaging (e.g. CT/PET scans, EKGs, MRls) I !Base Benchmark S1nall Group 11 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I !None 

Scope Litnit: 

None 

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

For authorization, the member's primary coverage provided tlu·ough the e1nployer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatn1ent. 

Benefit Provided: 

!Pathology 

Authorization: 

I other 

Atnount Limit: 

!None 

TN#: 15-0014 
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Alternative Benefit Plan 

Scope Limit: 

I covered if medically necessary. 
11 

Remove 

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

For authorization, the member's primary coverage provided through the employer sponsored insurance n1ay 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member inforn1ation, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the nun1ber of services provided and duration of treatment. 

Benefit Provided: Source: 

!Radiology ! [Base Benchmark Small Group 
11 

Remo Ve 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Limit: 

None I !None 

Scope Limit: 

!covered if medically necessaiy. I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

For autho1ization, the tne1nber's prhnaty coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization 1nay include but is not limited to provision of general 
member infonnation, a justification of services rendered for the medical needs of the 1nen1ber and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatn1ent. 

I Add. 
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~ 9. Essential 1-Iealth Benefit: Preventive and wellness services and chronic disease rnanagen1ent Collapse All D 
The state/ten·itory must provide, at a minimum, a broad range of preventive services including: "A" and "BH services recommended 
by the United States Preventive Services Task Force; Advisory Cotnmittee for Immunization Practices (ACIP) recommended 
vaccines; preventive care and screening for infants, children and adults recommended by HRSA 's Bright Futures program/project; 
and additional preventive services for women recommended by the Institute of Medicine (IOM). 

Benefit Provided: Source: 

!Preventive care, screening, immunization 1 IBase Benchmark Small Group 11 
Remove I 

Authorization: Provider Qualifications: 

Other I I state Plan & Public Employee/Commercial Plan 

Atnount Limit: Duration Limit: 

None I INone 

Scope Limit: 

None 

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

Preventive care provided in accordance with mini1nun1 requirements. 

For authorization, the 1nember's pritnary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
member information, a justification of services rendered for the 1nedical needs of the tnember and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

Benefit Provided: Source: 

!Diabetes education I JBase Benchmark Small Group I 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration I...irnit: 

None \\None 

Scope Limit: 

Coverage for palliative foot care, medical supplies, equipn1ent, and education for diabetes care for all 
diabetics. 

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

Diabetes Self Management Training for an individual with insulin dependent diabetes, non-insulin 
dependent diabetes, or elevated blood glucose levels induced by pregnancy or another medical condition 
when: medically necessary; ordered in writing by a physician or a podiatrist; and provided by a health care 
professional who is licensed, registered, or certified under state law. 

For authorization, the member's primary coverage provided through the einployer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
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inember 1nto1mat1on, a3ust111cat1on or services rencterea tor the rnect1cat neeas 01 tne rnemoer ana a p1anneu 
course of treattnent, if applicable, as related to the number of services provided and duration of treatment. 

I Remo-Ve 

Benefit Provided: Source: 

!Routine PSA test I iBase Benchmark Small Group 11 
Remove 

Authorization: Provider Qualifications: 

Other I !state Plan & Public Employee/Commercial Plan 

Amount Limit: Duration Litnit: 

11 per year [!None 

Scope Limit: 

Coverage for individuals who are at least 50 years old or less than 50 if high risk for prostate cancer. 

I Covered if medically necessary. 

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

For authorization, the member's primary coverage provided through the employer sponsored insurance may 
require prior authorization. Prior authorization may include but is not limited to provision of general 
me1nber inforn1ation, a justification of services rendered for the medical needs of the member and a planned 
course of treatment, if applicable, as related to the number of services provided and duration of treatment. 

I Add 
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10. Essential Health Benefit: Pediatric services including oral and vision care Co !lapse A 11 D 
Benefit Provided: Source: 
Medicaid State Plan EPSDT Benefits 

lstate Plan 1905(a) 11 
Remove 

Authorization: Provider Qualifications: 

IN one 1 IMedicaid State Plan I 
Amount Lin1it: Duration Limit: 

!None I !None I 
Scope Lin1it: 

IA vailable to enrollees age 20 and under I 
Other infonnation regarding this benefit, including the specific nan1e of the source plan if it is not the base 
benchmark plan: 

!This benefit will be provided by Medicaid if the service or treatment is not covered on the employer plan or I 
if the employer plan limits coverage of any medically necessary 1905(a) benefit to the EPSDT population. 

I Add 
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D 11. Other Covered Benefits from Base Benchmark 
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D 12. Base Benchmark Benefits Not Covered due to Substitution or Duplication 

TN#: 15-0014 
Indiana 

ABP 5 

Collapse All 0 

Approval Date: 10/6/15 
Effective Date: July 1, 2015 

Page 30 of33 
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Alternative Benefit Plan 

13. Other Base Benchmark Benefits Not Covered Collapse All D 
Base Benchmark Benefit not Included in the Alternative Source: 

Benefit Plan: Base Bench1nark 

I Remove 
\Non-emergency care when traveling outside the U.S. I 

Explain why the state/territory chose not to include this benefit: 

This benefit is in the Indiana ERB base benchmark and may be included in I-TIP Link approved plans. This 
benefit is not considered an essential health benefit for the ABP and health plans will not be disqualified 
from HIP Link if they do not offer this coverage. This services is not permissible under federal Medcaid 
1ules. 

Base Benclunark Benefit not Included in the Alternative Source: 

Benefit Plan: Base Benchmark 

!Transplant Services- Transportation and Lodging I 
I Remove 

Explain why the state/territory chose not to include this benefit: 

This benefit has a $10,000 dollar lhnit that cannot be converted to a service limit. It is not considered an 
essential health benefit. HIP Link employer plans may offer this benefit but the $10,000 of coverage for 
this benefit is not required for HIP Link. 
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D 14. Other 193 7 Covered Benefits that are not Essential Health Benefits 
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D 15. Additional Covered Benefits (This category of benefits is not applicable to the adult group 
under section l 902(a)(I O)(A)(i)(VIII) of the Act.) 

PRA Disclosure Statement 

Collapse All D 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
vahd OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the tin1e to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have co1nments concerning the accuracy of 
the time estirnate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

Attachment 3.1-L-D 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Benefits Assurances A.BP7 

EPSDT Assurances 

If the target population includes persons under 21, please complete the following assurances regarding EPSDT. Otherwise, skip to the 
Prescription Drug Coverage Assurances below. 

The alternative benefit plan includes beneficiaries under 21 years of age. 

l2J The state/territory assures that the notice to an individual includes a description of the n1ethod for ensuring access to EPSDT services 
(42 CFR 440.345). 

[Zl The state/territory assures EPSDT services will be provided to individuals under 21 years of age who are covered under the state/ 
territory plan under section 1902(a)(10)(A) of the Act. 

Indicate whether EPSDT services will be provided only through an Alternative Benefit Plan or whether the state/territory will provide 
additional benefits to ensure EPSDT services: 

(' Through an Alternative Benefit Plan. 

le Through an Alternative Benefit Plan with additional benefits to ensure EPSDT services as defined in 1905(r). 

Per 42 CFR 440.345, please describe how the additional benefits will be provided, how access to additional benefits will be 

coordinated and how beneficiaries and providers will be infom1ed of these processes in order to ensure individuals have access to 
the full EPSDT benefit. 

Indicate whether additional EPSDT benefits will be provided through fee-for-service or contracts with a provider: 

\o State/territory provides additional EPSDT benefits through fee-for-service. 

(' State/territory contracts with a provider for additional EPSDT services. 

Other Information regarding how ESPDT benefits will be provided to pmticipants under 21 years of age (optional): 

HIP Link participants under age 21 can access EPSDT services when they visit a Medicaid enrolled provider and present their HIP Link 
card. EPSDT services will be covered in addition to coverage provided by the employer plan and will be covered beyond any limits 
present in the etnployer plan. 

Prescription Drug Coverage Assurances 

[Z] The state/territory assures that it ineets the minimum requirements for prescription drug coverage in section 1937 of the Act and 
implementing regulations at 42 CFR 440.347. Coverage is at least the greater of one drug in each United States Pharmacopeia (USP) 

category and class or the same number of prescription drugs in each category and class as the base benchmark. 

[Z] The state/territory assures that procedures are in place to allow a beneficiary to request and gain access to clinically appropriate 
prescription d1ugs when not covered. 

[Z] The state/territory assures that when it pays for outpatient prescription drugs covered under an Alte1native Benefit Plan, it meets the 
requirements of section 1927 of the Act and implementing regulations at 42 CFR 440.345, except for those requirements that are 

directly contrary to amount, duration and scope of coverage permitted under section 1937 of the Act. 

[Z] The state/territory assures that when conducting prior authorization of prescription drugs under an Alternative Benefit Plan, it 
complies with prior authorization program requirements in section 1927(d)(5) of the Act. 

Other Benefit Assurances 
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Alternative Benefit Plan 

[Z] The state/territory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benchmark 
plan, and that the state/territory has actuarial certification for substituted benefits available for CMS inspection if requested by CMS. 

IZJ The state/territory assures that individuals will have access to services in Rural Health Clinics (RHC) and Federally Qualified Health 
Centers (FQHC) as defined in subparagraphs (B) and (C) of section 1905( a)(2) of the Social Security Act. 

[Z] TI1e state/territory assures that payment for RHC and FQHC services is made in accordance with the requirements of section 
1902(bb) of the Social Security Act. 

IZJ The state/territory assures that it will comply with the requirement of section 1937(b)(5) of the Act by providing, effective January 1, 
2014, to all Alternative Benefit Plan participants at least Essential Health Benefits as described in section 1302(b) of the Patient 

Protection and Affordable Care Act. 

[Z] The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section 

1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance 

use disorder benefits co1nply with the require1nents of section 2705(a) of the Public Health Service Act in the sa1ne manner as such 
requirements apply to a group health plan. 

IZJ The state/territory assures that it will comply with section 1937(b)(7) of the Act by ensuring that benefits provided to Alternative 
Benefit Plan parricipants include, for any individual described in section 1905(a)(4)(C), medical assistance for family planning 

services and supplies in accordance with such section. 

[Zl The state/te1Titory assures transportation (emergency and non~etnergency) for individuals enrolled in an Alten1ative Benefit Plan in 
accordance with 42 CFR 431.53. 

IZJ The state/teITitory assures, in accordance with 45 CFR 156.l 15(a)(4) and 45 CFR 147.130, that it will provide as Essential Health 

Benefits a broad range of preventive services including: "A" and "B" services recommended by the United States Preventive Services 

Task Force; Advisory Comtnittee for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for 

infants, children and adults recommended by HRSA1s Bright Futures prograin/project; and additional preventive services for women 

recommended by the Institute of Medicine (!OM). 

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 infmrnation collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estitnate(s) or suggestions for improving this fo1m, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports C.learance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Alternative Benefit Plan 

Attachment 3.1-L-0 

Service Delive~ySysteD1s 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

ABP8 

Provide detail on the type of delivery system(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit package or 
bench1nark-equivalent benefit package, including any variation by the participants' geographic area. 

Type of service delivery system(s) the state/territory will use for this Alternative Benefit Plan(s). 

Select one or n1ore service delivery systems: 

D Managed care. 

D Fee-for-service. 

IZ! Other service delivery system. 

Other Service Delivery Model 

Name of service delivery systetn: 

HIP Employer Benefit Link - Premium Assistance 

Provide a narrative description of the model: 

HIP Link is an optional defined contribution insurance program for all HIP eligible individuals who have access to HIP Link qualifying 
employer sponsored insurance (ESI). HIP Link allows HIP eligible individuals to choose to enroll into their qualifying ES! instead of 
into HIP. This option increases choice for beneficiaries and also reduces crowd out of private health insurance. 

HIP Link maintains HIP's consumer directed fra1nework by providing enrolled individuals with a HIP Link Personal \Vellness and 
Responsibility (POWER) account valued at $4,000. This Health Savings like account holds the state's defined contribution for ES! 
coverage of $4,000 and will cover the premiun1s and out of pocket costs associated with em·ollment in ESL Additionally, the accollilt 
serves as supplemental coverage for 1nedical expenses incurred during the employer's annual coverage period. Like HIP Plus, 
individuals enroiled in HIP Link will be required to contribute 2 percent of their incon1e towards the cost of their employer sponsored 
insurance. Premiums will be deducted fro1n the employee's paycheck as usual, and the state will send the employee prepayment for the 
difference bet\veen the pre1nium amount and their 2 percent POWER account contribution. 

The individual who elects to enroll into HIP Link will receive the benefits offered by the HIP Link qualified employer health insurance 
instead of the HIP Plus, HIP Basic, or HIP State Plan benefits as applicable. HIP Link beneficiaries will access benefits provided 
through their e1nployer sponsored insurance and limited additional benefits as specified in this ABP. 

The state will provide HIP participants with support as they contemplate enrolling in HIP or HIP Link. The state's enrollment broker 
will provide counseling to assist them with their decision. The enrollment broker will have access to inforn1ation detailing the benefits 
in each e1nployer sponsored plan and will be able to explain the differences between HIP and HIP Link, as well as answering questions 
about HIP Link. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection ofinfo1mation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3.1-L-0 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

Employer SponsoredinsUr.ance·and.Paymenfof Pfemlums 

The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants 
with such coverage, with additional benefits and services provided through a Benchmark or Benchmark-Equivalent Benefit 
Package. 

The state/territory otherwise provides for payment of premiun1s. 

ABP9 

Provide a description including the population covered, the amount of premium assistance by population, required contributions, 
cost-effectiveness test require1nents, and benefits infonnation. 

HIP Link is an optional defined contribution insurance program for all HIP eligible individuals including individuals eligible in the 
adult group, as low income parent and caretakers or 19 and 20 year olds, or Th1A eligibles who have access to HIP Link qualifying 
employer sponsored insurance (ESI). As detailed in ABP 1, HIP Link also offers the opportunity for continued coverage under 
employer sponsored insurance for women \Vho are pregnant at their redetenhination. HIP Link allows these HIP eligible individuals 
to choose to enroll into their qualifying ES! instead of into HIP or Medicaid as applicable. 

HIP Link enrollees receive a HIP Link card, in addition to the insurance card supplied by the ESI health plan, which serves as proof 
of their supplemental coverage. At the time of service, enrollees will present both the ES! primary and HIP Link supplemental 
coverage cards Providers will bill the ESI as primary insurance coverage. The portion of cost that is defined as individual 
responsibility in the form of a deductible, copay, or coinsurance is then submitted to HIP Link by the provider. HIP Link will pay 
the member's portion of the service. Provided the individual has HIP Link funds and uses a provider that is both in network with 
Medicaid and with their primary insurance, they will not be responsible for any cost sharing for services covered by their pri1nary 
insurance. If the individual does not have sufficient HIP Link funds or uses a provider that is not in network for Medicaid but is in
network for their primary insurance, they will responsible for the niaxirnum allowable Medicaid cost sharing amounts. Cost sharing 
will not be applied to pregnant members, Native American Me1nbers, or metnbers that have met their 5 percent of quarterly income 
cost sharing limit. 

HIP Link provides enrolled individuals with a $4,000 HIP Link Personal Wellness and Responsibility (POWER) account. 111is 
health savings-like account holds the state's defined contribution for ESI coverage of$4,000 and will cover the premiu1ns and out 
of pocket costs associated with enrolln1ent in ESL 

When two or 1nore individuals in a family are enrolled together, the HIP Link accounts are combined. For example, enrolled 
spouses will have a combined $8,000 HIP Link account. Like an account for a single enrolled employee, a portion of the combined 
account is allocated to the ESI premiu1ns, and the remainder of the account covers the out-of-pocket costs for ESI on a first in-first 
out basis, regardless of which enrolled Link individual the claim applied to. 

Individuals enrolled in HIP Link will be required to contribute 2 percent of their income towards the cost of their employer 
sponsored insurance. Premiutns \\1ill be deducted fro1n the employee's paycheck as usual, and the state will mail the etnployee pre
payment checks for the difference between the premiu1n amount and their 2 percent POWER account contribution. Individuals 2 
percent contributions are in addition to the $4,000 provided by the state to cover premiun1s and out of pocket costs. Once a month, 
the HIP Link enrolled ESI policy holder will receive a check prospectively from the state for the difference between their 2 percent 
required contributions and their required premium paytnents for the next month. To ensure that the pre-payment to the individual is 
accurate, on a monthly basis all HIP Link eligible employers will confirm the HIP Link member's continued eligibility for ES! and 
the premium amounts that will be deducted for the next month's coverage. 

To be eligible for HIP Link, an employer plan must meet the HIP Link affordability test. Plan affordability is a function of the 
pren1iums the employer applies to employees and eligible dependents enrolled in their plan, the plan deductibles, coinsurance, out
of-pocket maximums and any funds in the form of Health Reimbursement Accounts (HRA) that are provided by the employer to 
cover the costs of coverage. Since some of these require1nents may vary by en1ployer, it is possible that a small group plan that is 
HIP Link eligible with one e1nployer is not HIP Link eligible with another employer due to a higher premium amount or not 
offering an HRA. 
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The state's actuary, Millhnan Inc., has developed a plan affordability tool that takes inputs of etnployee pren1iurn contribution 
amounts, plan deductibles, out of pocket maximums, average coinsurance, and employer HR.A contributions. These inputs are 
compared to the funding available in the HIP Link POWER account ($4,000 for an individual and $8,000 for a couple, etc.), 
average HIP Link enrollee 2% contribution limits, the projected costs of coverage on HIP Link with the applicable cost sharing 
limits, and the costs of coverage in HIP. If the affordability tool analysis determines that the employer plan is less costly than 
standard HIP, then the plan will be considered affordable and eligible for HIP Link. 

Individuals enrolled in HIP Link will receive the benefits offered by the HIP Link qualified employer health insurance instead of the 
HIP Plus, HIP Basic, or HIP State Plan benefits as applicable. HIP Link beneficiaries will access benefits provided through their 
e1nployer sponsored insurance. Benefits offered on the employer plan are reviewed for aligntnent with the ABP which are based on 
the state essential health benefits and that coverage in all EHB categories, with the exception of pedian·ic dental and vision is 
required. 

HIP Link will a1so cover services, required by the alternative benefit plan that may not be covered by the primary insurer including 
family planning at non-net\vork providers, 72 hour etnergency supply of pharmaceuticals, FQHC and RHC services, and non
emergency transpo1iation for low-income parents and caretakers. Payments for these services will come from the HIP Link 
POWER account and be accessed by providers submitting claims to HIP Link utilizing the information on the member's HIP Link 
card. Low-income parents and caretakers, transitional medical assistance, or women that become pregnant and elect to stay in HIP 
L.ink at their redetennination period, will have access to non-emergency transportation benefits. These services will be rein1bursed 
at state plan Medicaid reimbursement rates. 

HIP Link members that complete a year of coverage in HIP Link will be eligible for rollover. HIP Link rollover is similar to 'HIP 
Basic Rollover in the initial coverage year and will be based on the amount remaining in the HIP Link POWER account. HIP Link 
enrollees 111ay reduce their future year's HIP Link contribution amollilt by up to 50 percent based on the percentage of HIP Link 
funds remaining in their HIP Link account. In future years of HIP Link enrollment, HIP Link enrollees may be eligible to increase 
this rollover to 100 percent if they patiicipate in an e1nployee wellness progra1n or complete recommended preventive services. 

Other Information Regarding E1nployer Sponsored Insurance or Payment of Premiums: 

The beneficiary will receive a benefit package that includes a wrap of the following: FQHC and RHC setVices, family planning services, 
EPSDT for individuals under 21 and, for applicable populations as specified in this ABP SPA, non-emergency transportation. Further 
information related to ABP9 is contained in Indiana's HIP 2.0 1115 .Demonstration and associated HIP Link protocol. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estilnated to average 5 hours per response, including the time to review instiuctions, search existing data 
resources, gather the data needed, and co1nplete and review the information collection. If you have corn111ents concerning the accuracy of 
the thne estimate(s) or suggestions for i1nproving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Repo1ts Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3 .1-L- D 
General Assnrances 

Economy and Efficiency of Plans 

Alternative Benefit Plan 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

ABP10 

[{] The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper pay1nent limit 
require1nents and other economy and efficiency principles that would otherwise be applicable to the services or delivery system 
through which the coverage and benefits are obtained. 

Econo1ny and efficiency will be achieved using the same approach as used for Medicaid state plan services. 

Compliance with the La\v 

[2] The state/territory will continue to co1nply with all other provisions of the Social Security Act in the administration of the state/ 
territory plan under this title. 

[Z] The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42 
CFR 430.2 and 42 CFR 440.347(e). 

[Z] The state/territory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of 
the Base Benchmark Plan and/or the Medicaid state plan. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to cmnplete 
this infonnation collection is estimated to average 5 hours per response, including the ti1ne 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 fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN#: 15-0014 
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Alternative Benefit Plan 

Attachment 3.1-L-D 

P11yment·M_ethodology 

Alternative Benefit Plans - Payment Methodologies 

OMB Control Number: 0938-1148 

OMB Expiration date: 10/31/2014 

.ABPll 

[{] The state/territory provides assurance that, for each benefit provided lU1der an Alternative Benefit Plan that is not provided through 
1nanaged care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment 
4.19a, 4.19b or 4.19d, as appropriate, describing the payment methodology for the benefit. 

An attachment is submitted. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infom1ation Wliess it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instluctions, 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 itnproving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN#: 15-0014 
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Medicaid Premiums and Cost Sharing 

State Name:J ... 1_nd_ian_a ______________ __.8_ O:MB Control Number: 0938-1148 

Expiration date: 10/3112014 Transmittal Number: IN - 15 - 0004 

Cost Sharing Requirements 

1916 
1916A 

Gl 

42 CFR 447.50 through 447.57 (excluding 447.55) 

The state charges cost sharing (deductibles, co-insurance or co-payments) to individuals covered under Medicaid. I Yes [3 
(ZJ The state assures that it administers cost sharing in accordance with sections 1916 and 1916A of the Social Security Act and 42 

CFR 447.50 through 447.57. 

General Provisions 

lZJ The _cost sharing amounts established by the state for services are always less than the amount the agency pays for the 
service. 

00 No provider may deny services to an eligible individual on account of the individual's inability to pay cost sharing, except as 
elected by the state in accordance with 42 CFR 447.52(e)(I) . 

00 The process used by the state to inform providers whether cost sharing for a specific item or service may be imposed on a 
beneficiary and whether the provider may require the beneficiary to pay the cost sharing charge, as a condition for receiving 
the item or service, is (check all that apply): 

0 The state includes an indicator in the Medicaid Management Information System (MMIS) 

0 The state includes an indicator in the Eligibility and Enrollment System 

0 The state includes an indicator in the Eligibility Verification System 

0 The state includes an indicator on the Medicaid card, which the beneficiary presents to the provider 

[g] Other process 

Description: 

Cost sharing amounts and policies for all populations are outlined in the Indiana Health Coverage Program (Il:ICP) 
Provider Manual. Provider reference materials, such as the medical policy manual and the modules, describing 
Medicaid policy is available on IndianaMedicaid.com. Providers are instructed to utilize the modules during IHCP 
provider workshops, at the IHCP annual seminar, within banners and bulletins, during provider association meetings, 
and when communicating with OMPP staff. Providers were informed of the cost-sharing policy via bulletin which was 
disseminated by em ail and is current! y archived on IndianaMedicaid. com. The Indiana Office of Medicaid Policy and 
Planning has formed a communications team to efficiently distribute material and policy changes to providers. The 
team has a timeline for publications to describe the processes affected by CoreMMIS and any policy updates. Once 
Core.MMIS has been implemented, tentatively scheduled for January 2, 2017, providers will have the enhanced ability 
to view cost-sharing liability within the EVS. 

00 Contracts with managed care organizations (MCOs) provide that any cost-sharing charges the MCO imposes on Medicaid 
enrollees are in accordance with the cost sharing specified in the state plan and the requirements set forth in 42 CFR 447.50 
through 447.57. 

Cost Sharing for Non-Emergency Services Provided in a Hospital Emergency Department 

TN#: 15-0004 
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Medicaid Premiums and Cost Sharing 

The state imposes cost sharing for non-emergency services provided in a hospital emergency department. 

[{] The state ensures that before providing non-emergency services and imposing cost sharing for such services, that the 
hospitals providing care: 

00 Conduct an appropriate medical screening under 42 CFR 489.24, subpart G to determine that the individual does 
not need emergency services; 

00 Infonn the individual of the amount of his or her cost sharing obligation for non-emergency services provided in 
the emergency department; 

00 Provide the individual with the name and location of an available and accessible alternative non-emergency 
services provider; 

00 Determine that the alternative provider can provide services to the individual in a timely manner with the 
imposition of a lesser cost sharing amotmt or no cost sharing if the individual is otherwise exempt from cost 
sharing; and 

00 Provide a referral to coordinate scheduling for treatment by the alternative provider. 

({] The state assures that it has a process in place to identify hospital emergency department services as non-emergency for 
purposes of imposing cost sharing. This process does not limit a hospital's obligations for screening and stabilizing 
treatment of an emergency medical condition tmder section 1867 of the Act; or modify any obligations under either 
state or federal standards relating to the application of a prudent-layperson standard for payment or coverage of 
emergency medical services by any managed care organization. 

The process for identifying emergency department services as non-emergency for purposes of imposing cost sharing is: 
·-· --- ----·- - -----~- - -· --·-·- · . ·----~----- -·---------- -·~----------~--· -·------· 
Hospitals operationalize this process by performing the required EMT ALA screening on the enrollee. The provider is 
reimbursed for the screening. If a non-emergency based on the prudent layperson standard is determined to exist, the 
hospital collects the co-payment. Cost sharing for non-emergency services provided in a hospital emergency department is 
only applicable to individuals in HIP 2. 0 as authorized under the state's section 1115 demonstration waiver. 

Cost Sharing for Drugs 

The state charges cost sharing for drugs. 

The state has established differential cost sharing for preferred and non-preferred drugs. 

00 All drugs will be considered preferred drugs. 

Beneficiary and Public Notice Requirements 

I 

[{] Consistent with 42 CFR 447.57, the state makes available a public schedule describing current cost sharing 
requirements in a manner that ensures that affected applicants, beneficiaries and providers are likely to have access to 
the notice. Prior to submitting a SPA which establishes or substantially modifies existing cost sharing amounts or 
policies, the state provides the public with advance notice of the SP A, specifying the amount of cost sharing and who is 
subject to the charges, and provides reasonable opportunity for stakeholder comment Documentation demonstrating 
that the notice requirements have been met are submitted with the SPA The state also provides opportunity for 
additional public notice if cost sharing is substantially modified during the SPA approval process. 

Other Relevant Information 

frn#: 15-0004 
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Medicaid Premiums and Cost Sharing 

I I 

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

State Name:l ... In_d_i_an_a ______________ __.8_ 
Transmittal Number: IN - 15 - 0004 

Cost Sharing Amounts - Categorically Needy Individuals 

1916 
1916A 
42 CTR 447.52 through 54 

O:MB Control Number: 0938-1148 

Expiration date: 10131/2014 

G2a 

The state charges cost sharing to 5lll categorically needy (Mandatory Coverage and Options for Coverage) individuals. [ Yes EJ 
Services or Items with the Same Cost Sharing Amount for All Incomes 

Dollars or 
Service or Item Amount Percentage Unit Explanation 

+ I· I ·~ x 

Services or Items with Cost Sharing Amounts that Vary by Income 

Service or Item :ITransportation -For which Medicaid pays $10 or less I 
I Remo-ve Service 

or Item 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount !Percentage Unit Explanation 

+ $27/month FPL 0.50 $ H Trip H Copayment amount charged is based on the x reimbursement amount. 

Service or Item:ITransportation -For which Medicaid pays $10.01 to $50 I I Remove Service 
or Item 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Percentage Unit Explanation 

+ $27/month FPL 1.00 $ H Trip H Copayment amount charged is based on the x reimbursement amount. 

Service or Item:ITransportation - For which Medicaid pays $50.01 or more I I Remove Service 
or Item 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Percentage Unit Explanation 

+ $27/month FPL 2.00 $ H Trip H Copayment amount charged is based on the x reimbursement amount. 

Service or Item:[Pharmacy ] I Remove Service 
or Item 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes 
Greater than 

+ $27/month 

TN# : 15-0004 
Indiana 

Incomes Less 
than or Equal to 
FPL 

Dollars or 
Amount !Percentage Unit 

3.00 $ H Prescription 

G2a (pg.I) 

H 
Explanation 

Copayment charged for each covered drug 
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Medicaid Premiums and Cost Sharing 

[ Add Service or Item I 

Cost Sharing for Non-preferred Drugs Charged to Otherwise Exemot Individuals 

If the state charges cost sharing for non-ixeferred drugs (entered above), answer the following question: 

The state charges cost sharing for non-preferred drugs to otherwise ~ individuals. 

Cost Sharing for Non-emergency Services Provided in the Hospital Emergency Department Charged to Otherwise 
Exempt Individuals 

If the state charges cost sharing for non-emergency services provided in the hospital emergency department (entered above), answer 
the following question: 

The state charges cost sharing for non-emergency services provided in the hospital emergency department to otherwise 
~individuals. 

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 O:MB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN#: 15-0004 
Indiana 
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Medicaid Premiums and Cost Sharing 

State Name:_li_nd_i_an_a ______________ .. 8_ 
Transmittal Number: IN - 15 - 0004 

Cost Sharing Amounts - Medically Needy Individuals 

1916 
1916A 
42 CFR 447.52 through 54 

The state charges cost sharing to fill medically needy individuals. 

PRA Disclosure Statement 

O:MB Control Number: 0938-1148 

Expiration date: 10/3112014 

G2b 

~ 

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

State Name:l ... I_nd_i_an_a ______________ __.EI_· 

Transmittal Number: IN - 15 - 0004 

Cost Sharing Amounts - Targeting 

1916 
1916A 
42 CFR 447.52 through 54 

The state targets cost sharing to a specific group or groups of individuals. 

PRA Disclosure Statement 

O:MB Control Number: 0938-1148 

Expiration date: 10/31/2014 

G2c 

EB 

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

State Name:l ... In_d_ia_n_a ______________ ... 8 .. O:MB Control Number: 0938-1148 

Expiration date : 10/31/2014 Transmittal Number: Ilif - 15 - 0004 

Cost Sharing Limitations GJ 

42 CFR447.56 
1916 
1916A 

({] The state administers cost sharing in accordance with the limitations described at 42 CFR 447.56, and 1916(a)(2) and (j) and 
1916A(b) of the Social Security Act, as follows : 

ll<'v~mntinnc 

Groups of Individuals - Mandatory Exemptions 

The state may not impose cost sharing upon the following groups of individuals: 

00 Individuals ages 1 and older, and under age 18 eligible under the Infants and Children mder Age 18 eligibility group ( 42 
CFR 435.118). 

00 Infants under age l eligible under the Infants and Children under Age 18 eligibility group (42CFR435.l18), whose income 
does not exceed the him of: 

00 133% FPL; and 

00 If applicable, the percent FPL described in section l 902(1X2XAXiv) of the Act, up to 185 percent. 

00 Disabled or blind individuals under age 18 eligible for the following eligibility groups: 

00 SSI Beneficiaries ( 42 CFR 435 .1 20). 

00 Blind and Disabled Individuals in 209(b) States (42 CFR435.121). 

00 Individuals Receiving Mandatory State Supplements (42 CFR 435 .130). 

00 Children for whom child welfare services are made available under Part B of title IV of the Act on the basis of being a child 
in foster care and individuals receiving benefits under Part E of that title, without regard to age. 

00 Disabled children eligible for Medicaid under the Family Opportunity Act (l 902(a)(l O)(AXii)(XIX) and 1902( cc) of the 
Act). 

00 Pregnant women, during pregnancy and through the postpartum period which begins on the last day of pregnancy and 
extends through the end of the month in which the 60-day period following termination of pregnancy ends, except for cost 
sharing for services specified in the state plan as not pregnancy-related. 

00 Any individual whose medical assistance for services furnished in an institution is reduced by amounts reflecting available 
income other than required for personal needs. 

00 An individual receiving hospice care, as defined in section 1905( o) of the Act. 

00 Indians who are currentlv receiving or have ever received an item or service furnished by an Indian health care provider or 
through referral under contract health services. 

[!] Individuals who are receiving Medicaid because of the state's election to extend coverage to the Certain Individuals Needing 
Treatment for Breast or Cervical Cancer eligibility group ( 42 CFR 435. 213). 

fN#: 15-0004 
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Medicaid Premiums and Cost Sharing 

Groups of Individuals - Optional Exemptions 

The state may elect to exempt the following groups of individuals from cost sharing: 

The state elects to exempt individuals under age 19, 20 or 21, or any reasonable category of individuals 18 years of age ~N 
I 0 ,, 

or over. 

The state elects to exempt individuals whose medical assistance for services furnished in a home and community-based r;;-TI 
setting is reduced by amounts reflecting available income other than required for personal needs. ~ 

Services - Mandatory Exemptions 

The state may not impose cost sharing for the following services: 

00 Emergency services as defined at section 1932(b )(2) of the Act and 42 CFR 438. l 14(a). 

00 Family planning services and supplies described in section 1905(a)(4)(C) of the Act, including contraceptives and 
pharmaceuticals for which the state claims or could claim federal match at the enhanced rate under section 1903(a)(5) of the 
Act for family planning services and supplies. 

00 Preventive services, at a minimum the services specified at 42 CFR 457.520, provided to children under 18 years of age 
regardless of family income, which reflect the well-baby and well child care and immunizations in the Bright Futures 
guidelines issued by the American Academy of Pediatrics. 

00 Pregnancy-related services, including those defined at 42 CFR 440.210(a)(2) and 440.250(p), and counseling and drugs for 
cessation of tobacco use. All services provided to pregnant women will be considered pregnancy-related, except those 
services specificially identified in the state plan as not being related to pregnancy. 

00 Provider-preventable services as defined in 42 CFR 447.26(b). 

Enforceability of Exemptions 

The procedures for implementing and enforcing the exemptions from cost sharing contained in 42 CFR 447.56 are (check all that 
apply): 

00 To identify that American Indians/Alaskan Natives (Al/AN) are currently receiving or have ever received an item or service 
furnished by an Indian health care provider or through referral under contract health services in accordance with 42 CFR 
447.56(aXl)(x), the state uses the following procedures : 

D The state accepts self-attestation 

D The state runs periodic claims reviews 

[g] The state obtains an Active or Previous User Letter or other Indian Health Services (IHS) document 

D The Eligibility and Enrollment and MMIS systems flag exempt recipients 

D Other procedure 

Additional description of procedures used is provided below (optional): 

00 To identify all other individuals exempt from cost sharing, the state uses the following procedures (check all that apply): 

TN#: 15-00:>4 
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Medicaid Premiums and Cost Sharing 

D The MMIS system flags recipients who are exempt 

D The Eligibility and Enrollment System flags recipients who are exempt 

D The Medicaid card indicates if beneficiary is exempt 

D The Eligibility Verification System notifies providers when a beneficiary is exempt 

IZ! Other procedure 

Description: 

The MMIS system does not deduct the co-payment for exempt populations. For example: (i) when a pregnancy 
diagnosis or family planning diagnosis is on the claim no co-payment is deducted; and (ii) the claims processing 
system compares the date of birth on the eligibility file to the date of service on the claim and if under 18 no co
payment is deducted Providers are responsible for identifying exempt individuals utilizing infonnation included in the 
provider manual. Core MMIS will be implemented by January 2, 2017 and that infonnation will be in EVS once the 
Core MMIS is live. 

Additional description of procedures used is provided below (optional): 

For HIP 2.0 cost sharing, authorized under the State's Section 1115 Demonstration Waiver, the MMIS system flags 
recipients who are exempt and the Eligibility Verification system notifies providers when a beneficiary is exempt. 

Pavments to Providers 

[Z] The state reduces the payment it makes to a provider by the amount of a beneficiary's cost sharing obligation, regardless of 
whether the provider has collected the payment or waived the cost sharing, except as provided under 42 CFR 447.56(c). 

Pavments to Managed Care Omanizations 

The state contracts with one or more managed care organizations to deliver services under Medicaid. 

[Z] The state calculates its payments to managed care organizations to include cost sharing established under the state plan for 
beneficiaries not exempt from cost sharing, regardless of whether the organization imposes the cost sharing on its recipient 

members or the cost sharing is collected. 

i\.eerel!'ate Limits 

[Z] Medicaid premiums and cost sharing incurred by all individuals in the Medicaid household do not exceed an aggregate limit of 5 
percent of the family's income applied on a quarterly or monthly basis. 

l!:J The percentage of family income used for the aggregate limit is: 

TN#: 15-0004 
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Medicaid Premiums and Cost Sharing 

(i' 5% 

('4% 

('3% 

('2% 

('1% 

('Other: 0% 
~ The state calculates family income for the purpose of the aggregate limit on the following basis: 

(i' Quarterly 

('Monthly 

The state has a process to track each family's incmed premiums and cost sharing through a mechanism that does not 
rely on beneficiary documentation 

~ Describe the mechanism by which the state tracks each family's incmed premiums and cost sharing (check all that 
apply): 

D As claims are submitted for dates of services within the family's current monthly or quarterly cap period, the state 
applies the incmred cost sharing for that service to the family's aggregate limit Once the family reaches the 
aggregate limit, based on incurred cost sharing and any applicable premiums, the state notifies the family and 
providers that the family has reached their aggregate limit for the current monthly or quarterly cap period, and are 
no longer subject to premiums or cost sharing. 

l:8:J Managed care organizaticn(s) track each family's incurred cost sharing, as follows: 

For Healthy Indiana Plan (HIP) cost sharing, for which the cost sharing amounts and procedures are authorized 
under the State's Section 1115 Demonstration Waiver, the managed care organizations (MCOs) receive family 
income data from the State's fiscal agent. This amount is updated and provided to the MCO whenever the member 
reports a change in income. The MCOs are contractually required to track the POWER Account contributions, 
premiums, co-payments and any other cost-sharing information against the total family income data i:rovided by 
the State's fiscal agent. When a family's total cost-sharing expenditures approach the 5% quarterly family limit, 
the MCO is required to notify the State. Cost sharing is then suspended until a new quarterly cap period begins. 

18] Other process: 

As an interim solution, until the launch of Core:MNil S is executed, the State does not currently charge cost sharing 
to Medicaid recipients with income less than $27/month. This protects the most high-risk demographics from 
incurring out-of-pocket costs and exceeding the 5% threshold. Upon the successful demonstration ofCoreMMIS, 
the State will evaluate the interim methodology for efficiency and continue monitoring cost-sharing while making 
necessary adjustments for improvement. For all other fee-for-service members, the state is utilizing an interim 
tracking solution through which provider claims data is aggregated in the data warehouse and members are 
notified of their cost-sharing eligibility as they meet the 5% limit. Notification occurs via a letter being mailed by 
the State's fiscal agent. 

~ Describe how the state informs beneficiaries and providers of the beneficiaries' aggregate family limit and notifies 
beneficiaries and providers when a beneficiary has incurred premiums and cost sharing up to the aggregate family limit 
and individual family members are no longer subject to premiums or cost sharing for the remainder of the family's 
current monthly or quarterly cap period: 
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Medicaid Premiums and Cost Sharing 

For HIP cost sharing, authorized under the State's Section 1115 Demonstration Waiver, beneficiaries are notified of 
the aggregate family limit through MCO welcome notices. MCOs are also contractually required to develop provider 
education, subject to state review and approval on the 5% cap on cost-sharing and the requirement to reduce or waive 
member co-payments when notified by the MCO or State that the member's family has exceeded the 5% cap on 
member cost-sharing. 

Beneficiaries are notified in writing when the 5% limit has been reached, including the time period for which cost 
sharing will no longer apply. Providers are required to verify eligibility at every visit. Although not yet implemented 
until end of Q3, providers would be alerted if the cost sharing limit had been reached and cost sharing can no longer 
be applied. This will available through both the MCE call centers and State eligibility verification systems. 

As result of the changes made to allow for the immediate implementation of the interim solution, providers are no 
longer receiving a letter from the State. The decision was made to send letters to the member directly in hopes of 
preventing communication from being sent to the wrong provider or the wrong address. Each Medicaid provider is 
required to submit four addresses for an enrollment: mail-to, service location, pay-to, and legal address. In lieu of 
notifying the provider by letter, providers were informed of the 5% cost-share requirement by a bulletin posted on 
IndianaMedicaid.com along with an email alert. The member notification instructs the member to present the letter to 
his or her provider and inform the office of the cost-share exemption. At this time, EVS does not have the ability to 
reflect the member's cost-sharing eligibility. The final solution to update the EVS, requiring Core:MMIS 
implementation, will work in tandem with the launch of a new Provider Healthcare Portal and allow real-time updates 
to a member' s cost-sharing eligibility status. 

The state has a documented appeals process for families that believe they have incurred premiums or cost sharing over 
the aggregate limit for the current monthly or quarterly cap period. 

Describe the appeals process used: 

HIP MCOs are contractually required to operate a grievance and appeal process. HIP members have the opportunity to 
appeal to their MCO and if dissatisfied with the outcome of the MCO appeal process can file an appeal with the State. 

Individuals enrolled in FFS can file an appeal directly with the State. 

l!:J Describe the process used to reimburse beneficiaries and/or providers ifthe family is identified as paying over the aggregate 
limit for the month/quarter: 

----

For HIP enrollees, MCOs reimburse beneficiaries and adjust claims to providers in the event a family is identified as 
paying over the aggregate limit. For FFS enrollees, the State would direct the Fiscal Agent to process a manual 
reimbursement to the member and manual claims adjustment to the provider. 

l!:J Describe the process for beneficiaries to request a reassessment of their family aggregate limit if they have a change in 
circumstances or if they are being terminated for failure to pay a premium: 

Individuals contact the Family and Social Services Administration (FSSA), Division of Family Resources (DFR) to 
request a reassessment. DFR then processes to determine ifthe family aggregate limit needs to be updated. 

The state imposes additional aggregate limits, consistent with 42 CFR 447.56(£)(5). 
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Medicaid Premiums and Cost Sharing 

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